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Poisoning/Overdose #1

E

PA

Cal l  Poison Cont r ol  (1-800-222-1222) to r eceive m edical  gu idance on pat i ent  car e 
and to ensur e that  i n for m at ion r egar ding the tox in  can be sent  to the r eceiv ing 
ED pr ior  to pat i ent  ar r ival .  

EMT 
1. Administer  O2, as appropr iate
2. Manage air way as needed, see Blue 3 
3. Request ALS 
4. If  r espir ations less than 12/minute AND nar cotic over dose suspected 
                         ***NEVER GIVE NALOXONE TO A NEONATE***

a. ADULT and PEDIATRIC patients: naloxone 0.5 mg IN. Ti tr ate to effect by 
providing 0.5 mg in one nostr i l :
i . The desir ed outcome is effective oxygenation and venti lation w ith one 

impor tant parameter  being a r espir ator y r ate of greater  than 12 
breaths/minute. Continue to manage the air way whi le assessing for  effect.

i i . I f  the patient r emains apneic or  continues to have ineffective oxygenation 
and venti lation 2-5 minutes after  provision of the f i r st dose of naloxone, 
provide a second dose of naloxone 0.5 mg in the other  nostr i l . 

i i i .Repeat 0.5 mg of naloxone IN ever y 2-5 minutes in alternating nostr i ls.
b. EMRs and EMTs may use IN or  IM  naloxone via auto-injector  at a dose 

avai lable per  commercial ly packaged product.  Repeat dose (in opposi te nostr i l  
i f  using IN route) i f  no r esponse in 2-5 minutes.  Lower  dose str ategies that 
al low  ti tr ation of effect are prefer red, whenever  possible.

c. NOTE: Patients abruptly and ful ly awakened from narcotic overdose may 
become combative or  suffer  acute narcotic w ithdrawal symptoms. Some drugs 
such as prolonged release are longer  acting opioids (or  formulated to be so), 
buprenorphine or  methadone and may requir e many repeated doses which 
could exceed greater  than 4 mg (buprenorphine, methadone, fentanyl patch).

5. For  suspected cyanide or  CO poisoning, see Cyanide/CO Exposure protocol Yel low  4
6. For  hypoglycemia, see Diabetic/Hypoglycemic Emergencies protocol, Gold 6
7. For  seizures, see Seizure protocol, Gold  8
ADVANCED EMT/PARAMEDIC
8.  Establish IV access 
9.  Alternative naloxone route of administr ation

a. Naloxone 0.1 - 2 mg IV/IO/IM ; ti tr ate to improved respir ator y dr ive
b. Pediat r i c patients: 0.1 mg/kg naloxone i f  less than 20 kg;  0.1-2 mg IV/IO/IM i f  

greater  than 20 kg or  5 years or  older ; ti tr ate to to improved respir ator y dr ive
10.  Cardiac Monitor  
11. I f  patient is hypotensive, administer  a f luid bolus
12.  Obtain ECG, i f  so tr ained
PARAMEDIC
13. Ingested Poison:  the role of charcoal in EMS is of l imited value and should be 

 provided ONLY under  OLMC guidance.  Contact OLMC to consider :
a.  Activated charcoal w i thOUT sorbi tol 1 gram/kg PO
b.  Do NOT provide charcoal under  the fol low ing cir cumstances:

i .  Ingested caustic substance
i i .  Hydrocarbons
i i i . Seizures
iv. Patient is unable to swallow /protect air way
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PARAMEDIC (cont .)
11.  For  absorbed toxins r esulting in pain, see Univer sal Pain Management protocol,

Gr een  17 or  analgesic for  eye pain, see Ophthalmology protocol, Gr een  23
12. Suggested Treatments

a.  Symptomatic beta- or  calcium channel blocker  overdose, see Bradycardia 
protocol,  Red  18

i .    Adul t :  Calcium gluconate 60 mg/kg IV over  5-10 minutes (MAX 3 gm/dose), 
may repeat ever y 10-20 min for  3-4 additional doses.

i i .  Pediat r i c:  Calcium gluconate 60 mg/kg IV over  30-60 minutes (max 3 
 gm/dose), may repeat ever y ***  for  3-4 additional doses
b.  Dystonic r eaction:

i .  Adul t : Diphenhydramine 25-50 mg IV/IM
i i . Pediat r i c: Diphenhydramine 1-2 mg/kg IV/IM  (MAX dose 50 mg)

c.  Organophosphates, see Ner ve Agent/Organophosphate/Carbamate 
Poisoning protocol, Yel low  3

d.  Severe agi tation, see Agitation/Exci ted Deli r ium protocol, Or ange 3
e.  Tr icycl ic Antidepressant w ith ei ther  hemodynamic instabi l i ty or  w idened 

QRS Complex (> 120  100 msec)
i .  Adul t  &Pediat r i c: Administer  Sodium bicarbonate

Adul t :  1 mEq/kg IV push . May repeat as needed w ith goal of QRS complex 
less than 100 msec. 

Pediat r i c: 1 mEq/kg IV push . May repeat as needed w ith goal of QRS complex 
less than 100 msec. (8.4% sodium bicarbonate must be di luted w ith D5W to 
4.2% [0.5 mEq/mL] pr ior  to administr ation in patients less than 2 years of 
age.)

i i .  Fluid bolus for  hypotension
i i i . Contact OLMC to discuss additional f luid bolus ver sus ini tiating    

NOREPInephr ine IV i n fusion . NOREPInephr ine infusions must be           
administered via a Maine EMS approved medication pump.
A. Pr epar at i on  ? mix NOREPInephr ine 8 mg in 250 mL NS [32 mcg/mL]
B. Dosing - Star ting dose of NOREPInephr ine is 0.03 mcg/kg/min. Ti tr ate by 

0.03 mcg/kg/min ever y 3-5 minutes. Usual dose is   
0.03-0.25 mcg/kg/min. Usual MAX dose is 0.6 mcg/kg/min. Absolute 
MAX dose is 3 mcg/kg/min.

C. Ti t r ate to maintain SBP greater  than 90 mmHg and/or  MAP > 65 mmHg
           i i i . Refer  to Seizure protocol, Gold 8, for  TCA-induced seizure activi ty

 iv. Consider  magnesium sulfate for  ar r hythmia that does not r espond to sodium 
bicarbonate. 

A.  Adul t : 2 grams of magnesium sulfate IV/IO over  10 minutes
B.  Pediat r i c: 25-50 mg/kg IV/IO (di luted to >20% or  2 gm/10mL) infusion over  

10 minutes. 
v.  Contact OLMC i f  fur ther  dir ection needed for  conditions such as 

ar rhythmia

P

Poisoning/Overdose #2

Explore here with 
Ca gluconate 

(crush, hyperK); 
?OLMC if moves  

here

Please note that the MDPB 
continues to work with the 

Northern New England Poison 
Control Cener on the TCA 

guideline. This guideline with 
likely be adapted once the MDPB 
receives input from the NNEPCC 

Director and Medical Directors
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PEARLS 
- I f  possible, br ing container /bottles, MSDS sheets, placard info, shipping manifest, and/or  

contents and note the fol low ing:
- Route, time, quanti ty and substance(s)
- Reason, i f  know n:  intentional or  accidental
- What tr eatments were provided pr ior  to your  ar r ival

- Pulse oximetr y may NOT be accurate for  toxic inhalation patients
For  m anagem ent  of  opioid over dose:

- Recall , the patient suffer ing from opiate overdose requir es immediate oxygenation and 
venti lation.  This should be the pr ior i ty for  these patients and is accomplished by air way 
management. Naloxone may be administered, but only after  ini tiation of air way 
management practices. Do not  give naloxone to a patient who is in cardiac ar rest.  This 
practice is not helpful and may be harmful as i t distr acts from the best per formance of tasks 
that are necessar y for  the successful r esusci tation of cardiac ar rest. Refer  to the 2019 
Naloxone White Paper  for  more information.

- Naloxone should be ti tr ated to adequate r espir ator y dr ive and air way protection r ather  than 
a completely awakened state. 

- Patients r eceiving naloxone should be tr anspor ted to the hospital.  Contact OLMC for  
patients r efusing tr anspor t.

For  t r i cycl i c ant i depr essant  tox i ci t y:
- Sodium bicarbonate increases extr acellular  sodium, thereby overcoming sodium channel 

blockade of the tr icycl ic antidepressant.  This effect is tr ansient and may be di f f icult to notice 
at f i r st.  Some patients may need repeated doses of sodium bicarbonate to ful ly cor rect QRS 
duration (under  120 100 msec). I f  no change to the QRS occurs, please repeat immediately. 
Whi le some patients may requir e additional doses of sodium bicarbonate, this should not 
delay tr anspor t. 

- Consider  the impor tance of aler ting OLMC.  

Poisoning/Overdose #3
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PEARLS :
WARNING: CONTACT WITH THESE TOXINS CAN BE FATAL TO RESCUERS. 
CONSIDER SCENE SAFETY AND DECONTAMINATION 

- Assess for  SLUDGEM  symptoms (Salivation, Lacr imation, Ur ination, Defecation, GI  
Distr ess, Emesis, Muscle tw i tching/M iosis [constr icted pupi ls]) and the Ki l l er -B's 
(Br adycardia, Bronchor rhea, Bronchospasm)

- If  you suspect a bioter ror ism/WMD threat, see Gr ey 21
- Transpor t patients w ith al l  w indows of ambulance open
- Decontaminate enti r e ambulance after  patient tr anspor t
- Al l  r esponders who contacted the patient r equir e decontamination 

E

In unstable patients w ith know n organophosphate/carbamate poisoning:

EMT
1. Remove patient from contaminated area and consider  decontamination as needed 
     based on scene/cal l  ci r cumstances
2. O2 as appropr iate
3. Manage air way as appropr iate, see Blue 3 
          *Venti lator y suppor t may be cr i tical in these poisonings*
4. Vigorous suctioning may be necessar y
5. Request ALS
6. Mark 1 ki t (noted as auto-in jector  in table below )
ADVANCED EMT
7. IV en route
8. Cardiac monitor
9.  In al l  cases, continue to monitor  closely for  worsening symptoms
PARAMEDIC
10. If  seizures are present, r efer  to Seizure protocol, Gold 8 

11. Contact OLMC for :
           a.  Doses of medications beyond those l isted in the char t below

b. Administr ation of other  selected antidotes

Ner ve Agent/Organophosphate/Carbamate Poisoning

A

P

Sym ptom s Dyspnea, tw i tch ing, nausea, vom i t i ng. sweat ing, 
confusion, or  pinpoint  pupi l s

Apnea, sei zur e,unconsciousness, or  f l accid 
par alysi s

Pediatr ic < 1 year  old
1 pediat r i c atropine auto-injector  IM  or  0.2 mg IV/IO* , AND Midazolam 0.2 mg/kg IM  

(MAX dose 10 mg) or  0.1 mg/kg IV/IO (MAX dose 5 mg) **  

Pediatr ic 1 year  or  
older

1 adul t  atropine auto-injector  IM  or  2 mg IV/IO* , AND Midazolam 0.2 mg/kg IM  (MAX 
dose 10 mg) or  0.1 mg/kg IV/IO (MAX dose 5 mg) **  

Adult 

1 atropine auto-injector  IM  or  2 mg IV/IO*  
AND Midazolam 10 mg IM or  5 mg IV/IO **  

3 atropine auto-injector s IM  or  5 mg IV/IO*  
AND Midazolam 10 mg IM or  5 mg IV/IO * *

*  Monitor  and repeat dose ever y 5 minutes i f  patient r emains symptomatic; i f  draw n up from a vial to 
administer  (?AEMT/Par am edic?), the concentration of atropine in vials may requir e more than one injetion 

si te to achieve the ful l  dose w ithout exceeding the r ecommneded 3-5 mL max IM volume (peds vs. adul t  
volum e?)

**  Repeat Midazolam ever y 5 minutes unti l  total of 3 doses have been provided
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Cyanide/CO Exposure #1
Don PPE i f  necessar y, assess patient after  evacuation

***Remove patient from source of smoke/inhalation***

Assessm ent
Vital Signs
Evidence of Major  Trauma
Major  Burns, Inhalation Injur y

Proceed to Appropr iate Trauma or  
Air way Management protocol 

Sever i t y of  Ex posur e Def in i t i ons (CO, CN, or  Com bined) 

Mi ld Ex posur e
Transient neuro changes
GCS 14 or  15
No cardiovascular  symptoms

Moder ate Ex posur e
Ongoing neuro changes
Severe confusion
GCS 8-13
+/- Hypotension
+/- Chest Pain/SOB

Sever e Ex posur e
Coma
Severe confusion
GCS < 8
+/- Hypotension
Apnea 

Do Step 1
Do Step 1 and 2

Paramedic: I f  antidote considered, 
contact OLMC Consider  Antidote ki t

Do Step 1, 
2,and 3

Tr eatm ents

Step 1
EMT/AEMT/P

1) Administer  high f low  
O2

2) Pulse Ox may be 
inaccurate in 
exposure to CO/CN 

or  methemoglobinemia

AEMT/P
3) Monitor  r hythm

Step 2
AEMT/P

1) Mange Air way as 
appropr iate, see Blue 3

2) Collect r ainbow  blood 
sample tubes per  local

     protocol 
3) I f  hypotensive, 

administer  IV bolus, 
may repeat x 1

4) 12-lead ECG, i f  tr ained

Step 3
Par am edic

In case of CN toxici ty, ei ther  
alone or  in combination w ith 
CO exposure: 
1) Adult: Hydroxocobalamin 
(Cyanoki t) - 5 g IV. May repeat 
x 1 for  par tial r esponse 

2) Peds: Hydroxocobalamin 
(Cyanoki t) - 70 mg/kg IV, 2.5 g 
for  weight less than 30 kg

Re-check with tox if Moderate 
exposure gets you here vs. 

needing a lactate as LFOM has 
disucssed with them in the past; 

and if to NNEPC, is it call-taker or 
toxicologist?  Why do they need 

the info?  Is it cost of medicine? Is 
a delay in critically ill pt. an 

issue/barrier to good patient 
care?

Please note that the MDPB 
continues to work with the 

Northern New England Poison 
Control Cener on the cyanide 

exposure protocol. This guideline 
with likely be adapted once the 
MDPB receives input from the 
NNEPCC Director and Medical 

Directors
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Know n or  Suspected Cyanide/CO Exposure #2

PEARLS for  CO/Cyanide Ex posur e:

- Finger  CO monitor s may not accurately detect CO level and should not be r el ied 
upon to guide tr eatment or  alter  tr anspor t decision.

- There is no cor relation between CO (Carboxyhemoglobin) level and ETCO2 
(waveform capnography).

- Carbon monoxide (CO) and Hydrogen cyanide (HCN) gases are chemical 
asphyxiants that can ki l l  r apidly. Carbon monoxide is odor less. Only 40% are able 
to detect the almond smell of CN. Cyanide is generated by combustion of synthetic 
mater ials present in many str uctural f i r es.

- Appropr iate PPE includes self-provided air /oxygen source (i .e. SCBA). Scene safety is 
the top pr ior i ty. No patient decontaminaion is r equir ed for  victims evacuated from 
CN gas exposure.

- It is r are for  viable CO-exposed patients to have persistent unconsciousness 
r equir ing intubation.

- Sources of CN: Structural f i r e (HCN), industr ial cyanide salts* , unr ipe cassava, 
apr icot pi ts, laetr i le, etc.

- I f  injur ies incompatible w ith l i fe, DO NOT GIVE ANTIDOTE.

*may persist on skin, however  water  decontamination may l iberate HCN gas.
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Radiation Injur ies

E A

P

EMT/AEMT
1. Ensure the scene is safe.
2.  Don standard PPE capable of preventing skin exposure to l iquids and sol ids (gow n 

and gloves), mucous membrane exposure to l iquids and par ticles (face mask 
and eye protection), and inhalational exposure to par ticles (N95 face mask or  
r espir ator ).

3. Hazmat Trained Personnel to determine need for  decontamination
4. For  Mass Casual t y Incidents (MCI ), i f  vomiting occurs:

a. Within 1 hour  of exposure, sur vival is unl ikely.  I f  providing care to patient 
w i l l  compromise other  patients, tag patient ?Black?.

b. Less than 4 hours after  exposure, patient r equir es immediate  
decontamination and medical evaluation, tag patient ?Red?.

c. 4 hours after  exposure, r e-evaluation can be delayed 24-72 hours, tag  
patient ?Yel low?.

5. Treat tr aumatic injur ies per  appropr iate protocol (Gr een Sect ion).
6. Use water -r epellent dressings to cover  wounds to prevent cross contamination. 
7. Consider  tr anspor t only after  appropr iate decontamination

PARAMEDIC
8. Consider  anti -emetic per  Nausea and Vomiting protocol, Gold 19. Document the 

time the GI symptoms star ted.
9. Consider  pain management per  Univer sal Pain Management protocol, Gr een  17.
10. Treat seizures per  Seizure protocol, Gold 8.  *Consider  a pr imar y medical cause 

or  exposure to possible chemical agents unless indicator s for  a large whole body 
radiation dose (> 20 Gy), such as r apid onset of vomiting, are present.

Pear l s
- In general, patients exposed or  contaminated by r adiation should be tr iaged and 

tr eated according to the sever i ty of their  conventional injur ies.
- Patients contaminated w ith r adioactive mater ial (f lecks embedded in clothing or  

skin), general ly pose minimal exposure r isk to medical per sonnel who use 
appropr iate PPE.

- Ir r adiated patients pose no threat to medical provider s.
- Time to nausea and vomiting is a r el iable indicator  of r eceiving a signi f icant dose 

of ionizing r adiation. The more r apid the onset of vomiting, the higher  the 
whole-body dose of r adiation.

- Tissue burns are a late f inding (weeks fol low ing exposure) of ionizing r adiation 
injur y.  I f  burns are present acutely, they are from a thermal or  chemical 
mechanism.

- Seizures may suggest acute r adiation syndrome i f  accompanied by ear ly vomiting.  
I f  other  cl inical indicator s do not suggest a whole-body dose of greater  than 20 Gy, 
consider  other  causes of seizure.
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Hypothermia #1

E

PA

Bold  indicates major  thresholds between stages 
Adapted from "State of Alaska Cold Injur ies Guidelines" 2014

Tr eatm ent

SEVERE HYPOTHERMIA WITH  SIGNS OF LIFE/NOT IN CARDIAC ARREST:

EMT
1. Prevent fur ther  heat loss by insulating from the ground and shielding from w ind 

and water. Move to a warm environment, when possible. Gent ly r emove wet 
clothing. Cover  w ith warm blankets 

2. Pack thorax w ith w rapped heat pack
3. Consider  warmed AND humidi f ied 100% O2

4. High sugar  oral f luids, i f  tolerated, and only in mi ld hypothermia
5. Handle gently; avoid rough movement and excess activi ty
6. Maintain supine posi tion in moderate or  severe hypothermia
7. Apply clean dressing to frostbi tten extr emities and between involved f ingers 
      and toes.

ADVANCED EMT/ PARAMEDIC
8. Consider  one to two 500 mL (20 mL/kg for  pediat r i cs) boluses of NS heated to
     104 - 108o F (40 - 42o C)

9. Contact OLMC for  additional boluses

Classi f i cat i on Cor e Tem p Cl in i cal  Pr esentat i on

Normal >95o F / 35o C Cold sensat ion/sh iver ing

Mild
90 - 95o F
32 - 35o C

Loss of f ine or  gross motor  ski l ls inabi l i ty to 
complete simple thoughts

Moderate
82 - 90o F
28 - 32o C

</= 90o F/32o C: Shiver ing stops 
</=86o F/30o C: AMS

Severe
</= 82o F
</= 28o C

Rigidi ty, vi tal signs r educed/absent.  Severe 
r isk of V-f ib w ith mechanical simulation 

(rough handling)

 </= 77o F
</= 24o C

Spontaneous V-f ib cardiac ar rest
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Hypothermia #2

SEVERE HYPOTHERMIA WITHOUT SIGNS OF LIFE

Note: Assess for  pulse and respir ations for  1 minute

Note: Defini tive tr eatment for  severe hypothermia w ithout signs of l i fe is
r ewarming w ith cardiopulmonar y bypass. Do not delay tr anspor t of these
patients. Do not ini tiate CPR i f  i t w i l l  delay tr anspor t.

Do not initiate resuscitation if the patient meets any of the criteria in Gr ey 1
Section II .A OR Rescuers are exhausted or in a dangerous situation. These patients
are deceased.

EMT
1. Ini tiate CPR after  1 minute pulse/r espir ation assessment
2. Attach AED and fol low  prompts.
3. Rewarm using techniques as l isted under  Treatment: Not in Cardiac Ar rest 

(above)

4. If  no ROSC after  20 minutes of CPR/rewarming, consider  termination of 
r esusci tation. Contact OLMC, i f  possible

ADVANCED EMT/PARAMEDIC
5. Consider  one to two 500 mL (20 mL/ kg for  pediatr ics) boluses of NS heated to           

104 - 108o F (40 - 42o C)

6. Contact OLMC for  additional boluses

7. Other w ise, tr eat as per  normothermic cardiac ar rest management for  the 
patient?s dysrhythmia, r efer  to Cardiac Ar rest protocol, Red 8

E

PA

PEARL

- Do not massage extr emities in attempt to actively r e-warm the patient; massaging the 
extr emities w i l l  not signi f icantly increase body temperature and i t may worsen the 
damage caused by frostbi te.

- Moderate-to-severe frostbi te is defined as:
- Frostbi te involving hands, feet, face, or  genitals,
- Frostbi te associated w ith cyanotic tissue, bl ister s (clear  or  hemor rhagic) or  skin 

necrosis,
- Frostbi te associated w ith w ith loss of sensation or  weakness in the involved area 

- Follow  your  local tr auma system tr anspor t destination protocols in cases of 
moderate-to-severe frostbi te.

- Cir cum-rescue hemodynamic col lapse can occur  in these patients.  The drop in 
catecholamines and mental r elaxation that ocurs just before, dur ing, or  after  r escue 
may lead to l i fe-threatening hypotension or  ar r hythmia (i .e. ventr icular  f ibr i l lation).
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Hyper thermia - Heat Exhaustion

HEAT EXHAUSTION ?  Volume depletion due to sweat loss

ASSESSMENT:
I f  core temperature is obtained, i t w i l l  be var iable but always below  105° F
(40.6o C).
Clinical pattern is essential ly that of compensated hypovolemic shock:

- Weakness and vomiting
- Skin is var iable. Core-shell  shunt to increase heat loss competes w ith shell-core 

shunt to protect volume. Skin is usually pale and moist w i th var iable skin 
temperature

- Sweating
- Normal consciousness and CNS function

TREATMENT: Goal is to r educe sweating and to r estore volume

EMT
1. Protect the patient from heat challenge. Stop exercise and put patient at r est in a 

cool, shady place
2. Use evaporation techniques and remove/loosen as much clothing as practical
3. Oral f luids can be effective i f  the patient is not vomiting. Use di lute (less than 5% 

sugar ) f luids given in small sips. Appropr iate f luids to use include the Wor ld 
Health Organization?s Oral Rehydration Solution OR a ?homemade? solution 
using 1 teaspoon of salt and 8 teaspoons of sugar  per  1 l i ter  of water

ADVANCED EMT / PARAMEDIC
4.  Establish IV 
5.  Per form f luid bolus

E

PA
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Hyper thermia - Heat Stroke

HEAT STROKE ?  A tr ue medical emergency that r equir es r adical f ield tr eatment,
usually, but not always, associated w ith heat exhaustion. Heat stroke is
character ized by multisystem organ injur y and fai lure. CNS dysfunction 
character ized by alterations in mental status is a hal lmark distinguishing between 
heat exhaustion and heat stroke.

ASSESSMENT:
I f  core temperature is obtained, i t is 105° F (40.6° C) or  greater. Abnormal
consciousness and/or  CNS function; seizures are common. Any acute change
in consciousness/CNS function in the context of a signi f icant heat challenge
should be managed as heat stroke w ithout delay. Skin and sweating are
var iable, depending on volume status. Note that r ed, dr y skin is not a dependable
sign of heat stroke.

TREATMENT:
Immediate r adical cooling is the urgent pr ior i ty, fol lowed by volume replacement.

EMT
1. Cool the patient immediately by any means practical, such as:

a. Ini tiate Radical Cooling when avai lable (especial ly beneficial for  exer tional 
hyper thermia, i .e. athletes, laborer s): 
i . Immerse patient up to their  neck in ice water  tub (i f  avai lable).  
i i . TACO Method (Tarp-Assisted Cooling w ith Osci l lation) (i f  avai lable) w ith 4-5 

people holding the patient in a tarp, add ice water  at foot and up to the 
neck and continuously osci l late the tarp to avoid warming of water  in 
contact w i th the patient. 

b. Also consider  non-radical cooling which includes: ice packs applied to neck, 
axi l lae, groin, back; wet patient, apply cold wet sheets to patient, and air  
conditioning en route

c. Consider  moistening the skin and fan vigorously. This method is effective only 
at low  ambient humidi ty and a large electr ic fan is more beneficial than 
manual fanning.

2. Discontinue radical cooling i f :
a. Shiver ing begins
b. Core temperature fal ls to 102° F (38.8° C).

ADVANCED EMT / PARAMEDIC
3.  Establish IV 
4. Cardiac Monitor  
5.  Per form f luid bolus

E

PA
Pear l
I f  at a spor ting or  athletic event, i t is impor tant to discuss the cooling plan 
w ith other  on-scene provider s, i .e. spor ts medicine provider s or  athletic 
tr ainer s pr ior  to the star t of the event to ensure that necessar y equipment is 
avai lable.
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Drow ning/Submersion Injur ies

E

PA

PEARLS for  Dr owning:

- Fresh and salt water  drow ning are tr eated the same in the f ield; tr eatment must be 
dir ected toward cor recting severe hypoxia.

- Factor s affecting sur vival include the patient?s age, length of time submerged, 
general health of the victim, type and cleanliness of l iquid medium and water  
temperature that may contr ibute to the effectiveness of the mammalian diving 
r ef lex (decreased respir ations, decreased hear t r ate, and vasoconstr iction, w i th 
maintenance of blood f low  to the brain, hear t and kidneys).

- Cir cum-rescue hemodynamic col lapse can occur  in these patients.  The drop in 
catecholamines and mental r elaxation that ocurs just before, dur ing, or  after  r escue 
may lead to l i fe-threatening hypotension or  ar r hythmia (i .e. ventr icular  
f ibr i l lation).

- Al l  drow ning/near -drow ning victims w ith suspected barotr auma/decompression 
sickness should be tr anspor ted in the left lateral Trendelenburg posi tion to prevent 
any emboli  in the ventr icles from migrating to the ar ter ial system.

-  Even patients that are conscious and appear  well  after  a submersion event r equir e 
hospital-level evaluation and obser vation as they may develop delayed symptoms.

EMT 
1. I f  C-spine injur y suspected, manage C-spine per  Spine Management protocol,

Gr een 7
2. Obtain speci f ic histor y including time, temperature, associated injur y, etc.
3. Begin r esusci tation effor ts whi le r emoving patient from the water  (e.g. r escue   

breaths) - fol low  ABC (rather  than CAB) f low  of r esusci tation.
4. Consider  hypothermia, r efer  to Hypothermia protocol, Yel low  7
5. Remove wet clothes and warm the patient
6. Conscious patients w ith submersion injur ies should be tr anspor ted to the

hospital for  fur ther  evaluation
7. I f  water  temperature is estimated to be less than 43° F and submerged

a. Less than 90 minutes - ini tiate ful l  r esusci tation
b. Greater  than 90 minutes - consider  not ini tiating r esusci tation or

termination of r esusci tation
8. I f  water  temperature is estimated to be greater  than 43° F and submerged

a. Less than 30 minutes - ini tiate ful l  r esusci tation
b. Greater  than 30 minutes - consider  not ini tiating r esusci tation or

termination of r esusci tation

ADVANCED EMT/PARAMEDIC
9.    Consider  CPAP to supplement the patient?s ow n respir ator y effor t
10. I f  needed, r efer  to Anxiolysis in CPAP protocol , Blue 10
11. I f  near -drow ning incident involves scuba diver , suggesting barotr auma,

contact OLMC and consider  hyperbar ic tr eatment faci l i tyDRAFT 
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