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AUTHORIZATION FOR PROTOCOLS

These protocols are issued by the Medical Dir ection and Practices Board (MDPB) and govern 
the practice of EMS l icensees by the author i ty of 32 MRSA § 86.2-A. Al l   health care provider s 
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Counci ls. 

The Regional Medical Dir ector s agree that when tr eatments are adopted in their  r egions, 
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The protocols w i l l  be continually r eviewed. New  or  r evised protocols w i l l  be l isted on the 
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The Maine EMS Prehospital Treatment Protocols are dedicated to Maine's EMS 
provider s, both past and present, as well  as the numerous physicians, PAs, NPs, nur ses 
and other  medical per sonnel who have provided their  time and guidance over  the 
years to make the development of these protocols possible.  This document r ef lects the 
planned review , which occurs ever y two years, by the Medical Dir ection and Practices 
Board. We attempt to combine the best avai lable evidence from the cur rent l i terature 
and medical consensus together  to produce protocols that w i l l  enhance prehospital 
care in the State of Maine.

Many individuals have spearheaded the effor t for  this work to become a r eal i ty.  
Although there are too many to mention individually, i t is impor tant to r eal ize the 
common commitment shared to empower  a continuously improving system where 
those ci tizens who need emergency medical assistance receive the best care possible.

For  those of you reading this document, please keep in mind the great commitment 
and sacr i f ice that Maine EMS provider s make dai ly in the course of providing 
super lative prehospital care.  Their  work is physical ly, emotionally and mental ly 
str essful, yet 24 hours a day, 365 days a year , these individuals provide care w ith the 
ski l l  and compassion that promises the best prehospital care for  al l  of the ci tizens of 
Maine. What you do matter s and we thank you.

The 2021 Maine EMS protocols are dedicated to Maine EMS cl inicians' ti r eless 
r esponse to the Coronavir us Pandemic. The MDPB offer s i t 's most sincere grati tude for   
your  dedication, ser vice and sacr i f ice maintaining the health and safety of Maine 
ci tizens.   
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These protocols are a "l iving document" maintained electronical ly by Maine EMS and may be 
edi ted or  updated as r equir ed at any time.  A detai led r eview  and edi ting of these protocols 
w i l l  occur  on a biennial time fr ame and an updated ver sion w i l l  be r eleased ever y other  
year.

All  l icensed provider s who practice w ithin the Maine EMS system are r equir ed to be famil iar  
w i th the contents of this document per tinent to their  level of tr aining.  For  the latest 
cor rections/updates to these protocols, please visi t the Maine EMS website at:  
http://w w w.maine.gov/ems.

There are protocols w ithin this document that are the r esult of the col laboration between the 
Nor thern New  England States (Maine, New  Hampshir e and Vermont) to provide uni form, 
evidence-based care to our  patients.  These protocols are identi f ied by a joint statement at 
the bottom of the protocol.  

   

E

A

P

Denotes the scope of care for  the Emergency Medical Technician (EMT)

Denotes the scope of care for  the Advanced Emergency Medical Technician 

Denotes the scope of care for  the Paramedic

Denotes a PEARL - i .e. key points/info speci f ic to patients w ithin the protocol

Contact On-Line Medical Control

Blue Under l ine - Text formatted as a hyper l ink

LEGEND

Denotes a potential ly complex patient. Please cal l  an OLMC consult to col laborate 
your  effor ts

Denotes a pediatr ic speci f ic therapy or  medication dose
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These protocols were developed for  the fol low ing reasons:
1. To provide the EMS provider  w ith a quick f ield r eference, and
2. To develop w r i tten standards of care which are consistent throughout the State of 

Maine

Users of these protocols are assumed to have know ledge of more detai led and basic patient 
management pr inciples found in EMS textbooks and l i terature appropr iate to the EMS 
provider?s level of tr aining and l icensure.

EMS pr ovider s ar e encour aged to contact OLMC in any situation in which advice is 
needed, not only in situations as dir ected by these wr itten pr otocols.

To use these protocols as they are intended, i t is necessar y to know  the phi losophy, 
tr eatment pr inciples, and defini tions which guided the physicians and other  EMS provider s 
who drafted these protocols:

- Tr eatm ent  should ver y RARELY delay t r anspor t !  This is especial ly tr ue for  tr auma 
patients, patients w ith chest pain and patients w ith suspected stroke. IVs should be 
star ted en route except in those si tuations where tr eatment at the scene is in the 
patient?s best interest, such as shock, prolonged extr ication, or  a cardiac patient when 
ful l  ACLS care is avai lable. Delays in tr anspor t should be discussed w ith OLMC.

- Inabi l i t y to establ i sh voi ce contact  w i th  OLMC: There are r are si tuations where the 
patient is unstable and delay in tr eatment threatens the patient?s l i fe or  l imb. I f , after  
good fai th attempts, the EMS provider  cannot contact OLMC, then the EMS provider  is 
author ized to use any appropr iate tr eatment protocols as i f  they were standing orders. 
In such cases, tr eatments must sti l l  be consistent w ith the EMS provider?s tr aining and 
l icensure. Continue attempts to contact OLMC and document these attempts on the 
patient r un r ecord.

- Tr anspor ts and t r ansfer s: Dur ing tr anspor ts and tr ansfer s, ambulance crews w i l l  
fol low  these MEMS protocols, including use of only those medications and procedures 
for  which they are tr ained and author ized by protocol.

- Hospi tal  dest i nat i on choice: I f  a patient needs care which the ambulance crew , in 
consultation w ith OLMC, believes cannot be provided at the most accessible hospital, 
the patient w i l l  be tr anspor ted to the nearest faci l i ty capable of providing that care 
upon the patient?s ar r ival. I f , w i th OLMC consultation, a patient is bel ieved to be too 
unstable to sur vive such a diver sion, then the patient w i l l  be tr anspor ted to the most 
accessible hospital w i th an emergency depar tment. Diver sion is also non-binding, and 
i f  a patient insists or  i f  the crew  deems that bypass is not in the patient?s best interest, 
then going to a hospital ?on diver sion? is appropr iate. I f  OLMC contact is not possible, 
the ambulance crew  is author ized to make this determination. OLMC cannot legally 
r efuse these patients.
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- Regional  dest i nat i on : Each region has the author i ty to develop protocols which 
designate the appropr iate destination for  patients tr anspor ted from the scene. Any such 
protocol should be patient-centr ic and created exclusively to offer  patients emergent care 
only avai lable at selected r egional si tes. Examples of such protocols include the Maine 
EMS Trauma Tr iage Protocols.

- Par am edics and AEMTs are expected to per form al l  duties in their  l isted scope of 
practice as well  as those of the pr ior  scopes of practice in the appropr iate logical order. 
Tr eatm ents/m edicat i ons should be given i n  the or der  speci f i ed . However , the MDPB 
recognizes that often tr eatments are delivered simultaneously and more than one 
protocol may be used. OLMC or  ALS Provider s may request tr eatments/medications out   
of sequence for  medical r easons.

- MEMS pat ient /r un r ecor d  w i l l  be legible and thoroughly completed for  each cal l  or  for  
each patient when more than one patient is involved in a cal l . This document is our  
legacy of patient care and holds valuable information for  hospital provider s. This 
information is essential to patient care and safety. Ser vices must provide a patient care 
document before leaving the hospital. In MOST cir cumstances, this document w i l l  be a 
completed copy of the patient r un r epor t, although, in r are cir cumstances, when i t is not 
possible to complete the electronic patient care r ecord before leaving the hospital, 
ser vices may provide the hospital w i th a Maine EMS-approved, one page, patient care 
summar y. THIS DOCUMENT DOES NOT REPLACE THE COMPLETED RUN REPORT. These 
documents may become par t of the patient?s hospital r ecord and, in an effor t to ensure 
excellent patient care, al l  information on this w r i tten summar y must r ef lect the 
information in the electronic r un r epor t. Ser vices must sti l l  complete the electronic 
patient care r epor t and make the r epor t avai lable to the hospital as soon as possible.

- Qual i t y Assur ance: Al l  EMS provider s and ser vices must be in compliance w ith the 
Regional and State Quali ty Improvement Program to the satisfaction of the Regional 
Medical Dir ector.

- Assum ing and Reassessing car e al r eady pr ovided: EMS provider s who w i l l  be assuming 
the r esponsibi l i ty for  patient care w i l l  also be r esponsible for  assessing the care provided 
before their  ar r ival, and for  al l  subsequent care after  they ar r ive up to and including their  
level of tr aining and l icensure. I f  an EMS provider  has not been tr ained in a par ticular  
tr eatment l isted at their  level, or  i f  that tr eatment is not w ithin the EMS provider?s scope 
of practice, the provider  may not per form the tr eatment. 

- I f  t her e i s a Par am edic on scene that  i s w i l l i ng to: 
a. Accompany the AEMT on the cal l , and
b. Accept r esponsibi l i ty for  the AEMT?s actions 

Then the Paramedic may dir ect the AEMT to administer  medications that are w ithin the 
AEMT?s scope of practice. This may be accomplished w ithout contacting OLMC as long as 
the medication administr ation would not r equir e OLMC for  the Paramedic. I f  the 
Paramedic is unw i l l ing to accept the above responsibi l i t ies, then the AEMT must contact 
OLMC before administer ing any medications. 



Foreword

Page 10 Brow n 3

 

- Car bon m onox ide m oni tor s: Carbon monoxide monitor s may be used for  
informational purposes only. Treatment and tr anspor t decisions may not be made 
solely on the basis of CO readings from these monitor s as they may repor t falsely low  
levels.   

- Medical  Cont r ol  per m ission: I f  a tr eatment is l isted as r equir ing Medical Control 
permission at one level and is l isted again w ithout r equir ing OLMC permission at a 
higher  level, the higher -level EMT need not seek OLMC permission. 

- Deviat i on f r om  pr otocols: These protocols r epresent a consensus of the MDPB. In 
unusual si tuations, OLMC may deviate from these protocols i f  done in the patient?s best 
interest. The deviation in care ordered must be w ithin the scope of practice, tr aining 
and ski l l  of the EMS provider. The reasons for  deviating from these protocols must be 
documented in the patient?s char t. Under  such cir cumstances, i f  the ALS provider  
agrees, the ALS provider  w i l l  ver i fy and w i l l  comply w ith OLMC orders, w i l l  ful ly 
document the deviation on the patient r un r ecord, and w i l l  not consider  the care 
r endered to be an emergency medical tr eatment to be routinely r epeated. 

- Ar r ival  of  of f i ci al l y di spatched EMS per sonnel : Once EMS personnel have ar r ived on 
the scene, they may interact w i th other  medical per sonnel on the scene who are not 
par t of the organized EMS system responses in the fol low ing manner : 

- Maine EMS l i censees not  af f i l i ated w i th  one of  the r esponding ser v i ces m ay 
only pr ovide car e w i th in  thei r  scope of  pr act i ce w i th  the appr oval  of  the 
am bulance cr ew-m em ber  i n  char ge of  the cal l . 

- The pat i ent?s own physi cian , physician assistant, or  nur se practi tioner  may dir ect 
care as long as they r emain w ith the patient (in their  absence, dir ection of care is 
subject only to these protocols and OLMC). You may assist this per son w ithin the 
scope of your  practice and these protocols. Only a physician, physician assistant,  or  
independent nur se practi tioner  author ized to offer  OLMC by their  hospi tal may 
give orders outside of the MEMS protocols. Questions in this r egard should be 
r esolved by OLMC. You may show  this per son Black  1, the ?Non-EMS System 
Medical Inter veners? protocol to assist w i th your  explanation. 

- Other  unsol i ci ted m edical  i nter vener s must be Maine l icensed physicians, 
nur ses, nur se practi tioners or  physician assistants whose assistance you request. 
The Black  1 ?Non-EMS System Medical Inter veners? protocol descr ibes this, and 
should be show n to such inter veners. 

- Other  heal thcar e pr ovider s i n  the hom e: Other  healthcare provider s in the home 
attending the patient (i .e. R.N., L.P.N., C.N.A., Nurse Midw ife, etc.) are a valuable 
source of information and assistance. Any aid or  tr eatment they w ish to give must 
be author ized by OLMC. Any dispute over  tr eatment or  tr anspor t should be 
r esolved by OLMC.
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- Hom e heal thcar e devi ces and appl i ances: Patients may have devices and appliances 
(drains, por ts, LVAD, insulin pumps, etc.) w i th which they are routinely discharged 
home. Patients (or  their  l icensed care provider s or  previously instr ucted family 
members), are expected to maintain them on their  ow n. These devices have some r isks 
associated w ith them, but are general ly considered safe in the home environment. As 
such, EMS provider s are not r estr icted in the care or  tr ansfer  of these patients based 
solely on the presence of these devices or  appliances. I f  an i ssue ar i ses wher e ther e i s 
unfam i l i ar i t y w i th  or  any quest i ons concer n ing these devi ces (which cannot  be 
im m ediately r esolved by the pat i ent  or  car egiver s), r efer  to OLMC. 

- Gr aduates w i th  a cur r ent  cer t i f i cat i on f r om  a Maine EMS-appr oved w i l der ness 
EMT cour se may apply the pr inciples of care taught in that course w ith the approval of 
the ser vice Medical Dir ector  and when patient ar r ival at a defini tive care setting w i l l  
be more than 2 hours.  

- Repeated Tr eatm ent : Unless other w ise indicated, any tr eatment included in these 
protocols may be repeated after  r eassessment and w ith OLMC permission. 

- Oxygen supplem entat i on w il l  be by nasal cannula or  non-rebreather  mask as 
appropr iate. 

- Pat ient  Sign-Of f s: There exist three or igins for  patient sign-offs:
a. A patient r efuses tr anspor t and the provider  agrees tr anspor t is not war ranted
b. The patient r efuses tr anspor t but the provider  does not feel this is safe
c. The patient r equests tr anspor t but the provider  r efuses (this f inal example is cal led 

an EMS System-ini tiated sign-off )

Patient-ini tiated sign-offs should only be considered in patients w ith decision-making 
capaci ty and resources avai lable to care for  themselves and when non-tr anspor t is 
considered safe. These sign-offs do not r equir e discussion w ith On-Line Medical Control. 
Si tuations in which the patient r equests sign-off  but the EMS provider  deems i t 
inappropr iate, please refer  to OLMC. EMS System -in i t i ated pat i ent  sign-of f s (i .e.: 
when the pat i ent  r equests t r ansfer  but  the EMS pr ovider  r efuses) ar e 
t r em endously r i sky i nter act i ons and ar e not  per m issible. These sign-of f s m ust  be 
appr oved by OLMC and the ser v i ce i s ex pected to r ev iew  al l  of  these events 
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.

- The MDPB believes that vi tal signs are essential pieces of information to be acquir ed on 
al l  patients. In addition, the MDPB believes that vi tal signs should be tr ended on al l  
patients. In most cases, vi tal sign tr ending should occur  ever y 5-10 minutes, based on the 
patient?s cl inical status and other  operational considerations.
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- Maine EMS Special  Ci r cum stance Pr otocols: Maine EMS protocols are intended to 
address the vast major i ty of medical emergencies encountered by an EMS provider. 
Whi le intended to be comprehensive, cer tain patients exist w i th r are medical conditions 
that r equir e highly special ized emergent care. In such si tuations, Maine EMS has created 
the ?Special Cir cumstance Protocols?. These are prear ranged medical protocols 
special ized to individual patients, suggested by the patient?s medical provider  and 
rati f ied by the MDPB. Patients w i l l  present w ith a ?Maine EMS Special Cir cumstance 
Protocol Form? that outl ines the patient?s individual protocol and is signed by the 
patient?s physician, the patient or  their  guardian, the local EMS ser vice chief, the  
Regional Medical Dir ector , and the State of Maine EMS Medical Dir ector. These Special 
Cir cumstance Protocols should be made know n to local EMS ser vices and provider s. In 
cases of question or  uncer tainty r egarding the nature of the protocol, please refer  to 
OLMC.

- Dur ing t r anspor t , patients should be secured to the str etcher  uti l izing both lateral and 
shoulder  str aps. For  Pediatr ic patient guidance, r efer  to Pediatr ic Transpor t Protocol, 
Pink 9, 10. 

- Vagus Ner ve St im ulator s (VNS) are implanted devices that are used to tr eat r efr actor y 
par tial seizures by stimulating the vagus ner ve. They are not cur rently approved to tr eat 
general ized seizures. The exact mechanism is unclear  but the devices provide 
continuous on-off cycles of vagal stimulation to prevent seizures. Patients w ith a VNS 
typical ly have a magnet that they can use to tr igger  an additional 30 second stimulation 
per iod when they feel a seizure coming on or  when they are having a seizure. Caregiver s 
are typical ly tr ained to assist w i th the magnet. In the event no one is avai lable who is 
tr ained to use the magnet, the EMS provider  at any level may assist the patient i f  the 
patient can confi rm that the device is a VNS and after  the EMS provider  consults w ith 
OLMC.  

- In  the cr i t i cal l y i l l  pat i ent , vascular  access may be di f f icult to obtain. The decision on 
which technique to use f i r st, IV ver sus IO, is based on the assessment and judgment of 
the provider. Ultimately, an IV is the super ior  form of vascular  access but the IO is 
appropr iate for  the ini tial r esusci tation of the cr i tical ly i l l  patient i f , in the provider?s 
judgment, attempts to obtain IV access would lead to an unreasonable delay in ini tiating 
f luid r esusci tation.
 

- Opt ion to Cancel  ALS pol i cy: I f  the patient meets the protocol-speci f ic cancellation 
cr i ter ia, the EMT and AEMT, in consultation w ith OLMC, may determine that i t is 
appropr iate to cancel the ALS response based on tr anspor t time, patient co-morbidi ties, 
and any other  applicable factor s. 

- Al l  equipm ent  r eferenced in these protocols must be ?Maine EMS-Approved.? In 
addition, i t is expected that al l  provider s w i l l  be appropr iately tr ained before using any 
piece of equipment, device, or  technique. 
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TASER PROBES 

The use of a TASER does not automatical ly necessi tate an EMS response or  involvement. In 
assessing such patients, be cognizant of the potential for  under lying metabolic dysfunction. 
TASER probes may be removed from the subject by the deploying off icer. Probes that are 
embedded in a sensi tive area (i .e. face, neck, breast, and genital area) may need to be 
r emoved by medical per sonnel. In these cases, the subject should be tr anspor ted to the 
hospital for  examination and removal of the probes by medical per sonnel at the hospital. 
Other  adverse affects, (i .e. r espir ator y di f f iculty, seizures, etc.) should be tr eated as 
appropr iate by the applicable protocol(s). 

CRIME SCENES

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 ice patient care to preser 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.
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ACLS is Advanced Cardiac Li fe Suppor t. 

Advanced Ai r way means the ski l l  of endotracheal intubation and use of other  air way modali ties 
such as Blind Inser tion Air way Devices (BIAD) per formed only by those who have completed 
practical tr aining in each of these ski l ls. 

AEMT (Advanced EMT) means the abi l i ty to provide Advanced EMT level of care (previously cal led 
Intermediate EMT). 

AHA  is the Amer ican Hear t Association 

ALS (Advanced Li fe Suppor t ) means the abi l i ty to provide advanced level of medical care, which in 
the prehospital r ealm means Paramedic. The ALS ski l ls may include the fol low ing: IV access, 
advanced air way, cardiac monitor ing, and/or  oral or  parenteral medications. 

ALS (Advanced Li fe Suppor t ), I f  Avai l able means that the patient shall  r eceive the highest 
appropr iate ALS inter vention as soon as possible. The decision in this r ealm as to which 
inter ventions may be appropr iate r ests w ith the Paramedic. I f  any ski l ls other  than basic l i fe suppor t 
are deemed necessar y or  ini tial ly implemented, an ALS response should be sought, w i th 
simultaneous dispatch i f  possible. The use of a medical pr ior i ty dispatching program, approved by 
the State Medical Dir ector , is encouraged. When this cannot happen, the crew  in attendance should 
br ing ALS care and the patient together  in the fastest of three ways: (1) ALS back-up at the scene; (2) 
ALS back-up met en route; or  (3) ALS by hospital staff  in the emergency depar tment i f  prehospital 
r endezvous is not possible. 

The BLS providers on the scene may modify the ALS response as appropr iate. 

AMS r efer s to Altered Mental Status and AMSS r efer s to Altered Mental Status Scale/Score.

BIADs r efer s to Blind Inser tion Air way Devices and include per iglottic (is: LMA) and tr ans glottic (ie: 
King) devices.

BP in these protocols r efer s to the systol ic blood pressure. 

BSA  r efer s to Body Sur face Area and, in burn patients, can be estimated by using the Rule of 9s or  
patient?s hand size.

BVM  r efer s to Bag-Valve-Mask venti lation

CHF r efer s to Congestive Hear t Fai lure, a condition in which patients may present w ith dyspnea, 
hypoxia, wheezing, and rales.

CNS r efer s to Central Ner vous System and includes the brain and spinal cord

Cont inuous Nebul i zat i on  is administr ation of 3 uni t doses of albuterol or  albuterol-ipratropium 
w ithout inter r uption; that is, put al l  3 uni t doses into the nebulizer  at the same time (i f  volume 
al lows) and administer  unti l  complete OR administer  1 uni t dose x 3 w ithout waiting between 
administr ations.



Defini tions

Page 15 Purple 2

CPAP r efer s to Continuous Posi tive Air way Pressure

CVA  r efer s to Cerebral Vascular  Accident (stroke)

DNR r efer s to Do Not Resusci tate

DNI  r efer s to Do Not Intubate

Em er gency Depar tm ent  means a hospital that provides an organized Emergency Ser vice or  
Depar tment that is avai lable twenty-four  (24) hours a day, seven (7) days a week and has the 
capabi l i ty to provide On-Line Medical Control, to evaluate, tr eat, stabi l ize, and refer  to an appropr iate 
outside r esource for  al l  per sons who present themselves for  tr eatment. 

Em er gency Medical  Responder  
The MDPB recognizes the Emergency Medical Responder  (EMR) scope of practice to include the 
fol low ing: 

a. Air way management, including manual maneuvers, suctioning, application of supplemental 
O2, and use of the fol low ing air way adjuncts - pocket mask, OPA/NPA, BVM 

b. Acquisi tion of manual vi tal signs 
c. Application of medications for  for ce protection only (such as the Mark 1 ki t) 
d. Per formance of manual CPR and use of AED 
e. Assistance in chi ldbir th 
f . Manual stabi l ization of the cer vical spine or  extr emity injur ies 
g. Hemor rhage control, including use of a tourniquet 
h. Emergency patient moves (such as drags, car r ies, etc.)
i . Provision of naloxone for  suspected overdose
j. Dispensation of Naloxone as descr ibed in Yellow  4

The 2018 National Scope of Practice Updates include the fol low ing procedures to the EMR scope of 
practice: hemorrhage control: wound packing, placement of cervical collars, extremity splinting, and 
eye irrigation. Maine EMS EMR?s who have been tr ained to per form these ski l ls, through their  
pr imar y tr aining or  Maine EMS approved continuing medical education may per form these ski l ls in 
addition to the ski l ls l isted above.

EMS Pr ovider  means any person or  ser vice l icensed by Maine EMS to provide emergency medical 
ser vices. 

End-t i dal  CO2 (ETCO2) is a measurement of carbon dioxide in exhaled air  used to assess venti lation, 
also r efer red to as capnography.  The capnography monitor ing must be continuous and w ith a device 
that displays a waveform. 

ETT r efer s to Endo-Tracheal Tube

Flu id Bolus indicates maximum f luid administr ation achievable w ithout pumps or  other  special 
equipment in the f ield setting. Speci f ical ly, r unning a large bore IV w ide open unti l  the desir ed 
cl inical condition or  blood pressure, based on the patient?s under lying condition, is achieved. A tr ue 
IO bolus, at the appropr iate dose w ith a syr inge/3-way stop-cock assembly or  pressure bag, is 
acceptable. Pediatr ic boluses are 20 mL/kg, and may be repeated one time i f  patient r emains 
hypotensive, unless a speci f ic alteration is noted in the protocols. Unless a speci f ic volume of f luid is 
speci f ied in the speci f ic protocol, i f  the patient r equir es more than 40 mL/kg of IV f luid, contact OLMC 
to fur ther  guide f luid administr ation. 
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GI  r efer s to Gastro-Intestinal tr act

GU r efer s to Genito-Ur inar y tr act

Hypoglycem ia is a blood glucose less than 60 mg/dL.
 
IM  r efer s to Intr a-Muscular  route of medication admnistr ation

IN r efer s to Intr a-Nasal route of medication administr ation

IO in these protocols, means intr aosseous access. IO may be used by the Advanced EMT or  
Paramedic. The IO route should be considered in any patient i f  an IV is not established 
w ithin two attempts or  90 seconds and that patient has one of the fol low ing:

a. Altered mental status (GCS less than or  equal to 8) 
b. Respir ator y fai lure (SpO2 less than or  equal to 90% after  appropr iate oxygen therapy, 

r espir ator y r ate less than 10 or  greater  than 40 breaths per  minute) w ith alteration of 
mental status

c. Profound hypovolemia or  hemodynamic instabi l i ty w i th alteration of mental status or  
other  evidence of shock ? r ecall , the use of an IO for  volume resusci tation r equir es 
the use of a pressure bag/3-way stop-cock to achieve optimal f low  rates

d. Cardiac ar rest (medical or  tr aumatic)  

Additionally, the provider  may choose to uti l ize the IO route f i r st in cr i tical patients for  
whom IV access may be di f f icult.
After  discussion w ith OLMC, may consider  IO placement for  the fol low ing conditions:

a. Profound hypovolemia (Systol ic BP less than 90 mmHg) w ithout alterations in mental 
status or  other  evidence of shock 

b. Burn patients w ith bi lateral upper  extr emity burns
 

* IO is CONTRAINDICATED in the fol low ing conditions
a. Fracture of the tibia or  femur  in lower  extr emity placement or  fr acture of the 

humerus in upper  extr emity placement
b. Infection at inser tion si te
c. IO w ithin the pr ior  24 hours in the same bone
d. Knee or  shoulder  r eplacement (identi f ied by midl ine ver tical scar  over  the patel la or  

anter ior  proximal humerus) 
e. Tumor  near  si te
f. Inabi l i ty to locate landmarks
g. Excessive tissue at inser tion si te
h. IO access is not intended for  prophylactic use 

Approved Sites (one per  bone): Per  manufacturer  r ecommendations. Consider  humeral head 
placement preferential ly due to proximity to central ci r culation, par ticular ly in OHCA 
patients.  
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IO, cont i nued
Paramedic: I f  infusion of medications or  f luids causes signi f icant pain, consider  the 
fol low ing: 
1. Adult: Consider  l idocaine 2% (preser vative fr ee) 40 mg slow  push fol lowed by 10 mL 

Normal Saline f lush. I f  pain continues, contact OLMC for  OPTION of additional 20 mg 
bolus

2. Pediatr ic: Consider  l idocaine 2% (preser vative fr ee) 0.5 mg/kg (MAX 40 mg) slow  push 
fol lowed by 10 mL Normal Saline f lush. I f  pain continues, contact OLMC for  OPTION 
of additional 0.25 mg/kg (MAX 20 mg) slow  push 

IV means any balanced electrolyte solutions may be used, such as Lactated Ringers, Normal 
Saline and 5% Dextrose in Water. IV solutions, as defined in this document, DO NOT include 
other  additives (such as potassium) or  medications. Normal Saline is the f luid of choice for  
patients w ith histor y of r enal fai lure, not Lactated Ringers. Recommended catheter  size for  
r apid f luid r esusci tation in adults is 14-18 gauge. I f  r apid f luid r esusci tation is not r equir ed, 
smaller  catheter  sizes and hepar in/sal ine locks may be used. Hepar in used for  this 
procedure is not considered a medication. 

IV Push means a method of medication deliver y in which a small volume of medication is 
administered, al l  at once, over  a shor t amount of time (usually 1-2 minutes) into a vein. 

LVAD r efer s to Left Ventr icular  Assist Device

LVO r efer s to Large Vessel Occlusion, a type of stroke that may be amenable to 
f ibr inolytic/endovascular  therapy

LOC r efer s to Level of Consciousness

m CPR r efer s to mechanical CPR

MDPB means Maine EMS Medical Dir ection and Practices Board, which consists of the six 
Regional Medical Dir ector s, a physician r epresenting the Maine Chapter  of the Amer ican 
College of Emergency Physicians, an At-Large physician r epresentative, a Clinical 
Pharmacist or  Toxicologist, the State Assistant EMS Medical Dir ector  and the State EMS 
Medical Dir ector. 

Neonate is an infant less than or  equal to 28 days old.

NR means a non-rebreather  oxygen mask.

O2 means oxygen therapy as appropr iate for  patient. 

OCME r efer s to Off ice of the Chief Medical Examiner

ODT r efer s to Oral ly Disintegrating Tablet, the formulation of oral ondansetron that may be 
administered by al low ing the tablet to melt on the patient?s tongue
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OG r efer s to Oral-Gastr ic tube and should be considered in al l  intubated patients

OHCA  r efer s to Out-of-Hospital Cardiac Ar rest

On-Line Medical  Cont r ol  (OLMC) r efer s to the on-l ine physician/physician assistant/nur se 
practi tioner  who is l icensed by the State of Maine and author ized by a hospital to dir ect 
emergency medical ser vices personnel consistent w ith the protocols developed by the 
MDPB.

Other  Appr opr iate Dest inat i on  means a faci l i ty that has been approved by the Board of 
EMS to r eceive, via ambulance, patients who are in need of emergency care. 

Par am edic Back-up means use of an Advanced Li fe Suppor t r esource when a presenting 
patient needs more than Basic Li fe Suppor t. In the prehospital setting, this indicates a 
Paramedic r esponse. An ALS back-up agreement should be w r i tten between EMS provider  
ser vices routinely offer ing and accepting ALS back-up suppor t. This would establish 
medical/operational/ l iabi l i ty expectations of both ser vices. These protocols cannot mandate 
any ser vice to routinely offer  or  r eceive back-up. However , any decision in this r egard, 
par ticular ly to r efuse to offer  or  accept ALS back-up, should be grounded in r easonable 
medical, operational, or  f inancial considerations and should be r eviewed by the individual 
ser vice?s legal counsel. 

PCP r efer s to Pr imar y Care Provider

Pediat r i c Pat ient  in these protocols, means pre-puber tal (w i thout pubic, axi l lar y, or  facial 
hair ). 

PO r efer s to the oral route of medication administr ation

POLST: Provider  Orders for  Li fe-sustaining Treatment.

PPE r efer s to Personnel Protective equipment and includes gloves, gow ns, masks, 
r espir ator s, eye protection.

PPV is Posi tive Pressure Venti lation, such as (in order  of preference):
two-person bag-valve-mask technique w ith oxygen, one-person bag-valve-mask technique 
w ith oxygen, mouth-to-mask venti lation w ith oxygen, and mouth-to-mask venti lation 
w ithout oxygen. 

RTCs r efer s to Regional Trauma Center s in Maine: Central Maine Medical Center  (CMMC), 
Nor thern Light Eastern Maine Medical Center  (EMMC), and Maine Medical Center  (MMC)

TIA  r efer s to Transient Ischemic Attack which presents w ith stroke-l ike symptoms
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TKO r efer s to an IV r ate of ?To Keep Open? and may var y according to IV tubing (usually 
10-25 ml/hour )

TOR r efer s to Termination of Resusci tation

TPA  r efer s to Tissue Plasminogen Activator , a f ibr inolytic medication used to tr eat 
non-hemor rhagic stroke

Tr ansfer  of  Car e When tr ansfer r ing care of a patient, an on-duty EMS provider  must 
ensure the r eceiving caregiver  is l icensed at an equal or  higher  level unless the patient?s 
condition and reasonably anticipated complications can be effectively managed by a 
lower -level provider?s scope of practice. However , a patient who receives inter ventions at a 
higher  level on scene shall  only have care tr ansfer red to the same or  higher -level provider.

VAD r efer s to Ventr icular  Assist Device
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Maine EMS recognizes 2 major  classes of Bl ind Inser tion Air way Devices (BIADs). The f i r st 
class is per iglottic devices, such as the LMA® and the second class is tr ansglottic or  
potential ly tr ansglottic devices, such as the King LT®. Any FDA-approved devices from 
these classes are approved for  use. 

A c-spine col lar  should be considered to help protect placement of al l  endotracheal 
intubations, per iglottic and tr ansglottic air way devices.

There are per iglottic devices on the market that can be used to faci l i tate endotracheal 
intubation. I f  these devices are placed w ithout an attempt at endotracheal intubation, they 
may be tr eated as any other  per iglottic device. I f  they are used to assist in placing an 
endotracheal tube, that tube must be tr eated and confi rmed as any other  endotracheal 
intubation.

It is r ecommended to have NO MORE THAN one device per  class (per iglottic or  
tr ansglottic).  

Maine EMS Statement on ?Rescue? or  ?Alternate?
Air way Devices
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Pre-Intubation Checklist

1.  Ai r way adjuncts r eady
__ Suction
__ Orophar yngeal air way/ 2 nasophar yngeal air ways
__ Nasal cannula for  apneic oxygenation 

2.  Intubat ion equipm ent  r eady
__ Lar yngoscope assembled and functional
__ ET tube ready w ith lubr icant, bougie and syr inge (Bougies should be used on al l  

intubation attempts using size 6.0 ETT and above) 
__ Tube-secur ing device r eady
__ Continuous end-tidal CO2 monitor  r eady
__ OG Tube

3.  Back-up equipm ent  r eady
__ Blind Inser tion Air way Device (i .e. LMA ®, iLMA®, or  King®) avai lable
__ Consider  surgical air way device

4.  Team  r eady
__ Air way manager
__ BVM operator
__ Assistant

5.  Plan di scussed

6.  Pat i ent  r eady
__ Pre-oxygenation/de-ni trogenation
__ Vascular  access
__ Patient posi tioning (unless contraindicated)

__ Ear -to-sternal-notch
__ 30 degree head-of-bed elevation

__ Monitor ing in place
__ Evaluate air way di f f iculty
__ Prep for  surgical air way as needed

7.  Post-i ntubat ion m edicat i ons r eady
__ Pain control:  

__ fentanyl
__ Sedation (* r equir es OLMC*):  

__ midazolam  OR __ ketamine

8.  Autom at i c vent i l ator  set t i ngs (i f  avai l able)
__ Volume: 6-8 mL/kg
__ Rate: 16 (10 in asthma/COPD)
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Inadequate

Air way Algor i thm

Al l  Pr ovider s
Assess A,B,Cs             

including r espir ator y r ate,     
effor t, adequacy &
Pulse Ox im et r y

AEMT/Par am edic
Capnogr aphy

Consider  supplemental 
O2 and Monitor ing

AEMT/Par am edic
Blind Inser tion 
Air way Device

or
Par am edic
Intubation

Adequate

EMT
Contact ALS

Basic Measures Fir st:
Open Air way

Oral and/or  Nasal Air ways
Bag Valve Mask

EMT (i f  avai l able and 
t r ained) /AEMT/ 

Par am edic
consider  tr ial of CPAP in  

Adul t

Al l  Pr ovider s
Air way Obstruction 

Procedures

Par am edic
Direct Lar yngoscopy

Obstruction

Successful

Continue BVM
or  CPAP

Becomes
Inadequate

Unsuccessful

Unsuccessful

Fai led
Intubation
protocol

Successful

1.Continue monitor ing
2.Capnography
3.Consider  c-col lar
4.Consider  gastr ic tube to 

decompress the stomach 
(Paramedic only)

5.Contact r eceiving hospital

Pat ients ar e m or e ef fect ively vent i l ated 
w i th  face-m ask  vent i l at i on when :
1) A two-person venti lation technique is 
used
2) ETCO2 is used to guide venti lation
3) Avoiding hypo- and hyperoxia
4) Avoiding hypo- and hyper venti lation
5) Minimizing peak air way pressure
6) When tolerated, both oral and nasal 
air ways are placed 
**Face mask venti lation can be achieved 
w ith a tr anspor t vent i f  so tr ained (Adult 

only)**

PEARLS for  Endot r acheal  Intubat ion
 *  Posi tion the air way for  best view  of the cords ? 
r aise head to the sni f f ing posi tion (i .e. ear lobe 
in-l ine w ith sternal notch)
 *  Preparation: (four  cornerstones)
1) ET tube  
2) Lar yngoscope w ith backup blade 
3) Suction 
4) Bougie on ever y attempt for  ETT size 6 or  greater

*  Always have a back-up plan should the 
pr im ar y st r ategy fai l *  

*When advanced ai r ways ar e placed, secur e the 
tube w i th  ei ther  a com m er cial  tube holder  

or  tape, r ather  than held m anual ly*

Fai led
Intubation
protocol

Unsuccessful

Par am edic
Refer  to Post-Intubation/BIAD Pain Control 

protocol, Blue 6

- An intubation attempt is defined as passing a bougie or  the endotracheal tube past the teeth 
or  the endotracheal tube inser ted into the nasal passage. 

- Continuous capnography is m andator y for  al l  patients w ith a BIAD or  Endotracheal Tube; i f  
prolonged use of BVM, consider  use of capnography. 

- The goal of air way management is adequate oxygenation, venti lation, and air way protection. 
I f  an effective air way is being maintained by BVM w ith an OPA and/or  NPA(s), i t is acceptable 
to continue w ith basic air way measures r ather  than BIAD or  intubation.

- Consider  addition of high-f low  nasal cannula in addition to BVM/face-mask pr ior  to 
intubation attempt i f  not meeting oxygenation goals.  Keep in place dur ing intubation 
attempt.

- The gastr ic tube may be connected to low  suction (less than 80 mmHg).

Successful
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Intubate Patient

Confirm ETT or  Bl ind Inser tion Air way Device placement w ith continuous wave
form capnography.*

AND
Confirm ETT and BIAD placement w ith physical exam, including absence of sounds

over  the epigastr ium, presence of symmetr ic bi lateral breath sounds, etc.

ETT placement 
uncer tain or  

equivocal f indings for
confi rmation

ETT placement 
cor rect

ETT placement 
incor rect

Secure ETT in 
place

Remove ETT 
and venti late 

via BVM

Continue ETCO2 
monitor ing en route to 
hospital and repeated 

evaluation of ETT 
placement via breath 

sounds assessment
Immediate 

dir ect 
visualization of ETT 

through vocal 
cords?**

Attempt cor rect 
ETT placement or  

continue BVM 
venti lation

*  For  cardiac ar rest patients, consider  placement of the ETT as well  as lack of
pulmonar y cir culation in the interpretation of ETCO2 f indings.

**  Nasotracheally-intubated patients should be assumed to have incor rect ETT placement
i f  f indings of breath sounds or  ETCO2 r esults are uncer tain or  equivocal

Confirmation and Monitor ing of Advanced Air ways

NoYes
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Fai led Intubation Algor i thm

A ?fai led? intubation or  the ?can?t intubate patient? is
defined as two (2) unsuccessful intubation attempts by

the most prof icient technician on scene OR anatomy
inconsistent w ith intubation attempts.

NO MORE THAN THREE (3) TOTAL ATTEMPTS PER
PATIENT WITHOUT OLMC CONSULTATION.

Adequate 
oxygenation and
venti lation w ith 

BVM?

Yes

No

Facial 
tr auma or  
unrel ieved

obstruction?

Continue BVM

If SPO2 drops less 
than 90%

or  i t becomes 
di f f icult to venti late 

w ith BVM
Yes

Blind Inser tion 
Air way
Device

Par am edic     
Surgical air way

Noti fy OLMC or
receiving hospital                 

AS EARLY AS POSSIBLE 
regarding the patient?s 

di f f icult air way

Venti late, monitor  for  signs 
of adequacy including 

ETCO2 and pulse ox im et r y

Noti fy r eceiving 
hospital

No

Continuous pulse oximetr y and ETCO2 monitor ing should be uti l ized in al l  patients w ith 
di f f icult air ways or  r espir ator y distr ess.

FOR PEDIATRIC PATIENTS REQUIRING SURGICAL AIRWAY ? Consider  needle 
cr icothyrotomy in patients less than 8 years old OR i f  physiological ly young enough that 
surgical landmarks are NOT identi f iable.
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Post-Intubation/BIAD Pain Control 

All patients w ith an ETT or  BIAD inser ted who are not  cur rently in cardiac ar rest 
are at r isk for  pain, anxiety and self-extubation.  Therefore, appropr iate pain 
control and anxiolysis are r equir ed for  al l  intubated patients.  Signs of inadequate 
pain control/sedation include eye opening, coughing or  gagging, sweating, 
tear ing, new  or  worsening hyper tension and/or  tachycardia, tachypnea, or  
attempts to self-extubate.

EMT
1.  Minimize stimulation

ADVANCED EMT
2.  Place IV for  anticipated medication administr ation

PARAMEDIC
3.  Pain control 

a.  Adul t  &  Pediat r i c: Fentanyl 0.5 - 1 mcg/kg IV/IO ever y 15 minutes to a 
      MAX cumulative dose of 5 mcg/kg 

4.  Anxiolysis - Contact OLMC for  ONE of the fol low ing options:

a.  Midazolam 
i .  Adul t : 0.5 - 2.5 mg IV/IO ever y 5 minutes, may repeat x 3 to a MAX
  cumulative dose of 5 mg OR 1-5 mg IM  ever y 5 minutes, may  

r epeat x 3 to a MAX cumulative dose of 10 mg
i i . Pediat r i c: 

1. 6 m onths - 12 year s: 0.05 mg/kg IV/IO ever y 5 minutes to a 
MAX cumulative dose of 5 mg

2. 6 m onths - 12 year s: 0.1 mg/kg IM  (MAX single dose 5 mg) 
ever y 5 minutes to a maximum cumulative dose of 10 mg

-OR-

b.  Ketamine (Adul t  ONLY)
i .  0.2 mg/kg IV/IO, max single dose of 25 mg. Mix in 100 cc bag of 

sal ine and infuse over  10 minutes via a pump. May repeat x 1 in 5 
minutes 

i i . 0.4 mg/kg IM , max single dose 50 mg. May repeat x 1 in 10 minutes

E

A

P

I t is impor tant to avoid  hypotension in the cr i tical ly i l l  patient, especial ly post 
cardiac ar rest and head injur y.  Since anxiolytics (midazolam and ketamine) 
can cause signi f icant hypotension, i t is r ecommended to tr eat pain f i r st and 
anxiolysis (i f  needed) second.  Anxiolysis should be tr eated w ith ei ther  
midazolam OR ketamine, not a combination of the two as this could cause 
profound hypotension.    
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Respir ator y Distr ess w ith Bronchospasm #1
(COPD, Emphysema, Chronic Bronchitis, Asthma)

CAUTION: RESPIRATORY DISTRESS MAY BE DUE TO MULTIPLE OTHER CAUSES 
FOR WHICH OTHER TREATMENTS MAY BE INDICATED, INCLUDING THE 
FOLLOWING:

Pulmonar y Edema, see Blue 11
Anaphylaxis, see Gold 1
Chest Trauma, see Gr een 10

EMT/ADVANCED EMT
1. O2 as appropr iate
2. If  needed, assist venti lations w ith posi tive pressure venti lation using 100% O2
3. Request ALS (see Pur ple 1)
4. Ipratropium bromide 0.5 mg / albuterol sulfate 2.5 mg nebulizer  i f  greater  than one 

(1) year  of age w ith continued respir ator y distr ess. Ever y 5 minutes, may repeat x 2 
as needed for  ongoing symptoms.  

5. Consider  CPAP* in patients > 18 y/o i f  no improvement after  three nebulizer s.  
*CPAP at the EMT level only i f  avai lable, and so tr ained

Recall  that CPAP should never take the place of bronchodi lator s and should be used 
only af ter , or  in concer t w i th, inhaled bronchodi lator s in patients w ith acute 
bronchospasm. If  CPAP is going to be used in the asthmatic, nebulizer s must be  
administered simultaneously* .

6. If  CPAP is ini tiated, do the fol low ing:
a. Ensure ALS has been requested (see Pur ple 1). ALS provider s br ing additional 

therapies to suppor t the management of patients r equir ing CPAP. 
b. Contact OLMC for  the fol low ing tr eatment options: 

i . Ipratropium bromide 0.5 mg / albuterol sulfate 2.5 mg nebulizer  ever y f ive 
minutes whi le the patient r emains on CPAP

i i . For  sever e di sease r ef r actor y to CPAP ONLY: Epinephr ine 
1. Adul t  ? EPINEPHr ine 0.3 mg IM  of 1mg/1mL ever y 20 minutes

         2. Pediat r i c - EPINEPHr ine dose which is as fol lows: < 25 kg, 0.15 mg IM 
            [0.15mL of 1mg/mL], > 25 kg, 0.3 mg IM  [0.3 mL of 1mg/mL] in 
            anterolateral thigh ever y 20 minutes

ADVANCED EMT
 
7. Cardiac monitor
8.  Manage air way as needed, r efer  to Blue 3

PARAMEDIC

9. Adul t /Pediat r i c

a. Albuterol 2.5 mg by nebulization. May repeat 1 time; or
b. Ipratropium bromide 0.5 mg / albuterol sulfate 2.5 mg nebulizer  i f  greater  than 

one (1) year  of age and in continued respir ator y distr ess. May repeat ever y f ive 
minutes x 2.                                                                                                         (continued)

E

A

P

A



Page 27 Blue 8

Respir ator y Distr ess w ith Bronchospasm #2
(COPD, Emphysema, Chronic Bronchitis, Asthma)

P

10. Dexamethasone 
Adul t : 10 mg IV/IM/IO x 1 OR, 

I f  patient can tolerate oral medications, is not in over t r espir atpor y distr ess, 
and is not r equir ing an air way management technique that obscures access 
to the mouth (i .e. O2 mask or  CPAP) consider  10 mg PO x1 

Pediat r i c:  0.6 mg/kg (single MAX dose of 10 mg) IV/IM/IO x 1 OR,
If  patient can tolerate oral medications, is not in over t r espir atpor y 
distr ess, and is not r equir ing an air way management technique that 
obscures access to the mouth (i .e. O2 mask or  CPAP) consider  
0.6 mg/kg  (single MAX dose of 10 mg) PO x1 

11. Consider  the fol low ing OPTIONS: 
a. Repeated or  continuous albuterol by nebulization or  inhaler.
b. For  patients in status asthmaticus

i . Epinephr ine
1. Adul t : EPINEPHr ine 0.3 mg IM  of 1mg/1mL ever y 20 minutes
2. Pediat r i c: EPINEPHr ine dose which is as fol lows:                   

Less than 25 kg, 0.15 mg IM [0.15mL of 1mg/mL],             
Greater  than  25 kg, 0.3 mg IM  [0.3 mL of 1mg/mL] in 
anterolateral thigh ever y 20 minutes

i i . Magnesium Sulfate
1. Adul t : Magnesium Sulfate 2 grams IV/IO over  10 minutes, 

consider  placing this medication on a pump.
2. Pediat r i c: Magnesium Sulfate 50 mg/kg IV/IO w i th a MAX

dose of 2 grams over  10 minutes; consider  placing this 
medication on a pump. 

*Asthm at i c pat i ents:
Air way management of asthmatic patients is pr imar i ly pharmacological, not 
mechanical. Therefore, the focus should be on taking those actions that enable 
the provider  to provide inhaled bronchodi lator s and, in patients w ith severe 
bronchospasm, obtain r apid IV or  IO access, administer  IV dexamethasone, IV 
magnesium, and consider  IM  EPINEPHr ine. Due to the pathophysiology of 
asthma, posi tive pressure venti lation (facemask, BIAD, or  endotracheal 
intubation) r arely, i f  ever , is an effective tr eatment w ithout pharmacological 
inter vention. Therefore, unless the patient is apneic, provide supplemental 
oxygen via non-rebreather  and focus on providing pharmacological 
inter ventions.  CPAP, w ith the lowest PEEP setting possible, is a last r esor t and a 
br idge to intubation. Speci f ical ly, i f  CPAP is going to be used in the asthmatic, 
continuous nebs must be administered simultaneously and the provider  must be 
prepared to proceed w ith advanced air way management.  
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Respir ator y Distr ess w ith Bronchospasm #3
(COPD, Emphysema, Chronic Bronchitis, Asthma)

Pediat r i c Consider at i ons: 

Wheezing in the chi ld less than 2 years old is ver y commonly due to bronchiol i tis. 
Bronchiol i tis is a self-l imited vir al i l lness of the bronchioles, marked by edema but 
not smooth muscle contraction. Bronchiol i tis is the most common cause of wheezing 
in chi ldren under  the age of 2. The tr eatment goals are to maintain oxygenation and 
hydration and to monitor  for  apnea and respir ator y distr ess. Because the etiology is 
di f ferent than asthma, the tr eatment options are also ver y di f ferent. Patients 
suffer ing from bronchiol i tis do not  always benef i t  f r om  inhaled albuter ol , t hough 
a t r i al  i s appr opr iate. They al so do not  benef i t  f r om  ster oids. Instead, provide 
oxygen to ensure O2 sats greater  than or  equal to 90% and nasal suctioning w ith bulb 
syr inge. In patients who fai l  these measures, consider  alternate diagnosis, including 
str idor /croup and refer  to Pink 2. Monitor  for  apnea or  r espir ator y distr ess and, i f  
encountered, manage the patient?s air way as indicated per  Blue 3.

Prehospital provider s should consider  patient age, diagnosis, tr anspor t time, 
provider  exper ience, and effectiveness of ongoing bag-mask venti lation in 
consider ing whether  to continue w ith bag-mask venti lation ver sus proceeding to 
fur ther  air way management procedures. Bag-mask venti lation has been show n to be 
equivalent to endotracheal venti lation in pediatr ic patients in most si tuations w ith 
shor t tr anspor t times. I f  suspected opiate overdose, r efer  to the Poisoning/Overdose 
protocol, Yel low  1. 
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Anxiolysis in CPAP

Adult patients w ith r espir ator y fai lure who are unable to oxygenate and 
venti late often r equir e CPAP.  These patients may be combative and unable to 
tolerate CPAP ei ther  due to their  hypoxia or  anxiety. 

EMT/Advanced EMT/Par am edic
1.  Attempt coaching

PARAMEDIC
2.  Consider  ondansetron 4 mg IV/IO/IM  i f  CPAP causing nausea and bloating

3.  I f  unable to achieve suff icient anxiolysis to tolerate CPAP w ith coaching, 
contact OLMC for  for  ONE of the fol low ing anxiolytics:

a.  Midazolam 
i .  0.5 - 2.5 mg IV/IO ever y 5 minutes, may repeat x 3 to a MAX   

cumulative dose of 5 mg 
i i .   1-5 mg IM  ever y 5 minutes, may repeat x 3 to a MAX cumulative 

dose of 10 mg

-OR-
b.  Ketamine 

i .  0.2 mg/kg IV/IO, MAX single dose of 25 mg. Mix in 100 cc bag 
of sal ine and infuse over  10 minutes via a pump. May repeat 
x 1 in 5 minutes

i i . 0.4 mg/kg IM , MAX single dose 50 mg. Mix in 100 cc bag of 
sal ine and infuse over  10 minutes via a pump. May repeat x 1 in 10 
minutes 

    
P

E A
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E

A

P

Pulmonar y Edema (w ithout shock)

Avoid n i t r oglycer in  i n  any pat i ent  who has used a phosphodiester ase 
i nh ibi tor  w i th in  the past  48 hour s.  Exam ples ar e: si l denaf i l  (Viagr a, 
Revat io), var denaf i l  (Levi t r a, Staxyn), tadalaf i l  (Cial i s, Adci r ca) which ar e 
used for  er ect i l e dysfunct i on and pulm onar y hyper tension. Contact  OLMC 
for  opt i ons i n  pat i ents who have taken such m edicines. 

I f  ini tial systol ic BP is less than 100 mmHg, r efer  to "Cardiogenic Shock" protocol, 
Red 20.  

EMT 
1. O2 as appropr iate. Assist venti lations (PPV) i f  needed 
2. Assess for  shock 
3. If  BP greater  than 100 mmHg, place in si tting posi tion
4. Request ALS
5. If  avai lable, and so tr ained, consider  tr ial of CPAP

ADVANCED EMT 
6. Cardiac monitor  and 12-lead ECG 
7. IV en route 
8. Manage air way as needed, r efer  to Blue 3 

9. Contact OLMC for  administr ation of ni troglycer in 0.4 mg tab or  1 spray SL . 
Repeat ni troglycer in at 2-minute inter vals i f  systol ic BP greater  than 100 
mmHg. After  ini tiation of SL ni troglycer in, may place 1 inch of ni troglycer in 
ointment 2% to the chest wall  i f  BP greater  than 100 mmHg and remove 
ni troglycer in ointment 2% i f  BP less than 100 mmHg. If  the patient has had 
ni troglycer in before and no IV is established, and systol ic BP is greater  than 
100 mmHg, then i t is OK to give ni troglycer in. 

10. Consider  use of CPAP 

PARAMEDIC

11. Paramedic may per form al l  tr eatments above w ithout medical control

12. Contact OLMC i f  above measures are not working
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Pulmonar y Hyper tension Complications 

There are increasing numbers of patients being tr eated for  pulmonar y hyper tension 
throughout the state of Maine. Pulmonar y hyper tension is a disease in which a patient's
pulmonar y ar ter ial pressures are elevated and can be due to multiple factor s, including
hear t disease, chronic lung disease, or  thromboembolic disease. Additionally, in some
cases of pulmonar y hyper tension, the etiology is uncer tain. Patients manifest w i th
multiple cl inical symptoms, including dyspnea, chest pain and syncope. Pulmonar y
hyper tension is NOT a disease that w i l l  be diagnosed in the prehospital setting.
Increasingly, patients are being tr eated for  the disease w ith medications that cause
pulmonar y vascular  vasodi lation, such as tr eprostini l  (Remodulin).

EMT
Tr anspor t  Dest i nat i on
Preferably, patients suffer ing from pulmonar y hyper tension who are tr eated by a
special ist should be tr anspor ted to the hospital managing their  disease for  ALL 
emergencies whenever  feasible or  operationally r easonable. I f  operational
cir cumstances or  the patient's needs dictate other w ise, please tr anspor t to the closest
r easonable faci l i ty. Please consult OLMC for  any questions.

ADVANCED EMT
Medicat i on Inter r upt i on
Treprostini l  (Remodulin) and other  medications used to tr eat pulmonar y hyper tension are 
provided by central access, typical ly through a pump. Patients are often tr eated w ith both 
IV and oral medications. Disruptions of the patient's IV medications can lead to increased
symptoms. Most medication inter r uptions are NOT related to the pump, but r ather  the 
patient's central l ine and loss of access. In the case of inter r uptions of IV medication due to 
loss of central access:
1.  Establish per ipheral access

PARAMEDIC
2.  Ver i fy the patient's medication and dose
3.  Re-ini tiate the patient's medication through the new ly-established per ipheral access
4.  Consider  the tr anspor t destination suggestions as l isted above.
  

E

A

PEARLS FOR PULMONARY HYPERTENSION COMPLICATIONS

Most medications used to tr eat pulmonar y hyper tension have a high pH and i f  left r unning 
through a per ipheral l ine too long (greater  than 4 hours) may cause per ipheral vein 
phlebi tis and sclerosis. Please document the time the medication was ini tiated through the 
per ipheral l ine and aler t tr eating Emergency staff .

For  any questions, please contact On-Line Medical Control. 

P
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Surgical Cr icothyrotomy #1

P

The fol low ing protocol is an effor t to maintain awareness of a procedure that occurs r arely 
in the Maine EMS system. Ultimately, this procedure should be practiced on a r egular  basis 
to maintain prof iciency. PLEASE NOTE, this protocol descr ibes a general ly acceptable open 
cr icothyrotomy and w i l l  di f fer  from ser vices that employ percutaneous  ki ts. The inclusion 
of this protocol DOES NOT mandate that al l  provider s use this exact procedural 
descr iption. Providers should employ the procedure they are tr ained, practiced and most 
comfor table w ith. This protocol is one of multiple acceptable means to per form this 
procedure.  Regardless of the procedure type, i t is essential that Maine EMS paramedics 
are fami l iar  w i th the avai lable supplies and mater ials. 

The pr imar y indication for  surgical cr icothyrotomy is fai lure to maintain the air way 
(including oxygenation, venti lation, and protection) through other , less invasive means in a 
patient 8 years or  older  w ith palpable landmarks. In the Maine EMS exper ience, this has 
occur red predominantly in tr auma cases w ith disruption of the face and normal air way 
anatomy and in choking patients. Even in some dramatic facial injur ies, the air way may be 
adequately managed by si tting the patient up and leaning for ward, as long as the other  
injur y patterns al low. 

Mater ial s/Equipm ent  for  Sur gi cal  Cr i cothyr otomy 
1. Cuffed tr acheostomy tube or   6.0 - 7.0 ETT 
2. Tracheal hook or  bougie
3. Trousseau di lator  (i f  avai lable) 
4. Syr inge to inf late cuff
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Surgical Cr icothyrotomy #2 

Pr ocedur e:
1. Extend the neck when possible to ensure best access 

to the tr achea. Swab/cleanse the area. 
2. Immobi l ize the tr achea w ith your  non-dominant 

thumb and middle f inger  whi le palpating the 
cr icothyroid membrane w ith your  non-dominant 
index f inger. NOTE: The cr icothyroid membrane is 
immediately BELOW the thyroid car ti lage. 

3. Make a 3 - 5 cm ver t i cal  incision over  the 
cr icothyroid membrane through the skin and 
subcutaneous tissues. NOTE: Severe bleeding is 
possible w ith this procedure and may occur  at this or  
the fol low ing steps. Be prepared to suction and 
provide dir ect pressure to control bleeding

4. Palpate the membrane through the incision to 
confi rm anatomy. 

5. Make a small (1 cm or  less) incision hor i zontal l y  
through the cr icothyroid membrane. 

6. Inser t the tr acheal hook or  bougie in the opening of 
the membrane and rotate toward the head whi le 
maintaining  hold of the thyroid car ti lage w ith your  
non-dominant hand. 

7. If  Trousseau di lator  avai lable, inser t into the incision 
si te and spread ver tical then rotate 90 degrees unti l  
the di lator  is paral lel w i th the neck. 

8. Inser t the cuffed tr acheostomy tube or  ETT tube into 
the incision si te. Advance unti l  the f langes rest on the 
skin of the neck (when using tr acheostomy tube). 

9. Careful ly r emove the di lator  (i f  used), tr acheal hook 
and obturator  of the tr acheostomy tube.

10. Inf late the balloon of the tr acheostomy tube/ETT. 
11. Venti late and confi rm posi tion by physical exam and 

ETCO2. 
12. Secure the tube in place. 
13. Dress incision si te. 

P
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Tracheostomy Care #1

E A

P

Indi cat i on:
An adult or  pediatr ic patient w ith an established tr acheostomy w ith signs of 
r espir ator y distr ess or  fai lure.  

Pr ocedur e:
1. Consult the patient's caregiver  for  assistance. 
2. Assess the tr acheostomy tube looking for  easi ly r eversible causes of distr ess, 

including detached oxygen source, plugging, etc. 
3. Administer  high-f low  O2 over  the tr acheostomy via non-rebreather  mask or  blow  by.
4. If  patient's r espir ator y distr ess continues, assist venti lation using a bag-valve-mask 

to the tr acheostomy tube.
5. Suction the tr acheostomy tube i f  unable to venti late w ith BVM, course upper  air way 

sounds or  i f  r espir ator y distr ess continues despite BVM venti lation 
a. Use the patient's suctioning supplies or  a tube that is no more than 1/2 the 

diameter  of the tr acheostomy tube. 
b. Use no more than 80 mmHg suction pressure in pediat r i c patients and 150 

mmHg in adul t s 
c. I f  tr acheostomy tube has a cannula, r emove i t pr ior  to suctioning
d. Determine the proper  suction catheter  depth by measur ing the obturator. I f  

no obturator  is avai lable, inser t the suction catheter  2-3 inches into the 
tr acheostomy tube. DO NOT for ce the suction catheter  into the tr acheostomy 
tube. 

e. Preoxygenate when possible for  30-60 seconds then inser t the suction catheter  
to the desir ed depth. Apply suctioning whi le r emoving the catheter. Gently 
rotate the catheter  whi le w ithdraw ing. This should take 10 - 15 seconds. 

6. Consider  using 2 - 3 mL of sal ine or  nebulized sal ine to help loosen thick secretions 
7. If  r espir ator y distr ess continues, consider  l ikely cause and reference appropr iate 

protocol 

In the case of an adult or  pediatr ic patient w ith established tr acheostomy tube (greater  
than 1-2 weeks old), in r espir ator y distr ess or  fai lure in which the above measures have 
not succeeded in improving r espir ator y status, consider  r eplacing the tr acheostomy tube. 
This protocol may also be appropr iate for  patients w ith dislodged tr acheostomy tubes.   

PEARLS FOR TRACHEOSTOMY CARE
There are many types of tr acheostomy tubes on the market. One of the most common types 
is the Shi ley. These tr acheostomy tubes have an inner  and outer  cannula. PLEASE NOTE: 
only the inner  cannula has a 15 mm adapter  that w i l l  f i t a BVM, the outer  cannula w i l l  not. 
The inner  cannula MUST be in place to venti late the patient

ANY bleeding from the tr acheostomy si te should be evaluated emergently. Fol low  the 
Hemor rhage/Hemor rhagic Shock protocols, Gr een 12 &  13, AND, in the case of severe 
hemor rhage from the tr acheostomy si te, hyper inf late the tr acheostomy cuff w i th 50 mLs, 
in an effor t to tamponade the bleeding vessel. Inf late slow ly, to prevent cuff r upture. 
Depending on the make and model of the tube, inf lating the enti r e 50 mL may not be 
possible. 
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Tracheostomy Care #2

Portex Cuffed D.I.C. Tracheostomy Tubes Shiley Tracheostomy Tubes

Portex Tube Size (mm) and 
Color  

Internal Diameter (mm)/ ETT 
Equivalent Shiley Tube Size Internal Diameter (mm)/ ETT 

Equivalent

3.0 3.0/3.0-3.5 3.0 (NEO or PED) 3.0/3.0-3.5

3.5 3.5/3.5-4.0 3.5 (NEO or PED) 3.5/3.5-4.0

4.0 4.0/4.0-4.5 4.0 (NEO or PED) 4.0/4.0-4.5

5.0 5.0/5.0 4.5 (NEO or PED) 4.5/4.5-5.0

6.0 (orange) 6.0/6.0 5.0 (NEO or PED) 5.0/5.0

7.0 (green) 7.0/7.0 6 6.4/6.0-7.0

8.0 (white) 8.0/8.0 8 7.6/7.0-8.0

9.0 (blue) 9.0/9.0
10 8.9/9.0

10.0 (yellow) 10.0/10.0

PEARLS FOR TRACHEOSTOMY CARE
Please Note - the internal diameter  of an ETT is designated by the tube name - i .e. 6.0 tube has a 6.0 
mm internal diameter. I f  the tr acheostomy is less than 2 weeks old, the tr ack is immature and 
there is r isk of creating a false lumen i f  attempts to r eplace or  change the tr acheostomy are made.

P

Indi cat i on for  Tr acheostomy Replacem ent :
An adul t  or  pediat r i c patient w ith an established tr acheostomy (greater  than 2 weeks old) 
w ith signs of r espir ator y distr ess or  fai lure that have not improved w ith measures l isted 
on the previous page. Also, for  patients dislodged tr acheostomy.  I f  tr acheostomy tube is 
less than  2 weeks old, r efer  to Blue 3 and attempt to secure air way from above.

Necessar y Equipm ent :
- Replacement tr acheostomy tube, i f  avai lable (from the patient or  care giver )
- I f  no r eplacement tr acheostomy tube is avai lable, an ETT of simi lar  internal diameter  

(see below ) 
- I f  possible, water -based lubr icant jel ly

Pr ocedur e:
1. Place the patient on high-f low  O2 and monitor
2. Place patient in a semi-r ecumbent posi tion w ith the neck sl ightly extended
3. Remove old stoma dressing and clean the si te
4. Lubr icate the new  tr acheostomy tube or  r eplacement ETT
5. Deflate the old tr acheostomy tube's bal loon and remove dur ing exhalation
6. Using the r eplacement tr acheostomy tube's obturator , inser t the r eplacement tube at 

a 90 degree angle to the cer vical axis. 
7. Next, gently advance the r eplacement tr acheostomy tube in a f luid fashion, using 

the natural cur vature of the tube unti l  the f lange is f lush against the neck. 
8. Remove the obturator  i f  using a r eplacement tr acheostomy tube and inser t the 

hollow  internal cannula. 
9. If  using an ETT as r eplacement, r emove the old tr acheostomy tube as descr ibed 

above, inser t a bougie into the stoma dir ected dow nward. Slow ly advance the 
lubr icated ETT into the stoma. RECALL, when using an ETT as r eplacement, i t need 
only be advanced a few  centimeter s into the stoma. Consider  shor tening the ETT by 
cutting the tube AFTER the takeoff for  the balloon inf lation. 

10. Inf late the cuff of the r eplacement tr acheostomy tube or  ETT
11. Secure the device to the patient's neck. 
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