
 
 
 
 

AGENDA 
 

ICEMA 
MEDICAL ADVISORY COMMITTEE 

 
October 22, 2015 

 
1300 

Purpose:  Information Sharing 

Meeting Facilitator:  Phong Nguyen 

Timekeeper:  Danielle Ogaz  

Record Keeper:  Danielle Ogaz 

AGENDA ITEM PERSON(S) DISCUSSION/ACTION 
I. Welcome/Introductions Phong Nguyen   
II. Approval of Minutes All Discussion 
III. Discussion/Action Items   
 A. Standing EMS System Updates   
 1. Review of Action Items 

2. Trauma Program 
3. STEMI Program:  STEMI Data 

• Chest Pain Society Accreditation 
4. Stroke Program:  Stroke Data 
5. CQI Report Update 

• Core Measures 
• Intubation and Capnography Data 

Task Force  
6. SAC Update 

1.  Phong Nguyen 
2.  Chris Yoshida-McMath 
3.  Chris Yoshida-McMath 
 
4.  Chris Yoshida-McMath 
5.  Phong Nguyen 

• Ron Holk 
• Pam Martinez/ 

Joe Powell 
6.  Phong Nguyen 

1.  Discussion/Action 
2.  Discussion 
3.  Discussion 
 
 
4.  Discussion 
5.  Discussion 
 
 

 B. EMS Trends   
 1. TXA Study Update 

 
2. Paramedicine Step I Research Update 
3. Cardiac Arrest Survival Enhancement 

Project (CARES/ART) 

1.  Reza Vaezazizi/ 
     Michael Neeki 
2.  Michael Neeki 
3.  Reza Vaezazizi 

1.  Discussion 
 
2.  Discussion 
3.  Discussion  

 C. Task Force Report:  ICEMA Protocol 
Survey  

Henry Perez  Discussion  

 D. Review of MAC membership Ron Holk Discussion 
 E. ePCR Task Force  Ron Holk  Discussion  
 F. Routine Use of Narcan and Glucose 

During Cardiac Arrest 
Reza Vaezazizi Discussion 

 G. Protocol Review Ron Holk  Discussion/Action  
 1. 7040 - Medication - Standard Orders 

2. 9080 - Care of Minors in the Field 
3. 10190 - ICEMA Approved Skills 
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V. Public Comment All Discussion 
VI. Round Table/Announcements All Discussion 
VII. Future Agenda Items All Discussion 
VIII. Next Meeting Date:  December 17, 2015 All Discussion 
IX. Adjournment Phong Nguyen  Action 
X. Closed Session   
 A. Case Reviews    
 



 
 
 
 
 
 
 

MINUTES 
 

MEDICAL ADVISORY COMMITTEE 
 

August 27, 2015 
 

1300 
 

AGENDA ITEM DISCUSSION/FOLLOW UP RESPONSIBLE PERSON(S)   

I. WELCOME/INTRODUCTIONS Meeting called to order at 1305. Michael Neeki  
II. APPROVAL OF MINUTES The April 23, 2015, minutes were approved.  

 
Motion to approve. 
MSC:  Sam Chua/Joy Peters 
APPROVED 
Ayes:  Sam Chua, Susie Moss, Michael Neeki, 

Phong Nguyen, Kevin Parkes,  
Joy Peters,  Leslie Parham, Joe Powell, 
Aaron Rubin, Rosemary Sachs,  
Todd Sallenbach, Andrew Stevens, 
Andrea Thorp 

 

III. DISCUSSION ITEMS   
 A. Standing EMS System Updates   
 1. Review of Action Items Action items incorporated into the agenda. Phong Nguyen 
 2. Trauma Program ARMC completed its ACS Level II 

Verification Survey. 
 
The next TSAC/TAC combo meeting is 
scheduled for September 22, 2015, at 1600, at 
ICEMA.  The TSAC portion of the meeting is 
open to all of the EMS community, while the 
TAC portion is a closed session.  

Chris Yoshida-McMath 

 3. STEMI Program: STEMI 
Data 

STEMI Receiving Centers (SRCs) will be 
required to obtain Society of Chest Pain 
Centers Accreditation as part of the new 
contracts.   
 
The committee is researching ECG 
transmission to SRCs, as well as considering 
developing a policy change for sustained 
ROSC patients to be transported to SRCs.  
 
The next STEMI meeting is November 19, 
2015, at 1300, at ICEMA. 
  

Chris Yoshida-McMath 
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 4. Stroke Program: Stroke Data California is one of seven (7) states to receive 

the CDC stroke registry grant.  
 
The next Stroke meeting is November 10, 2015, 
at 1300, at ICEMA.  

Chris Yoshida-McMath 

 5. CQI Report Update Nothing new to update.  The CQI plan remains 
under internal review. 

Ron Holk 

 • Core Measures Nothing to report.  Ron Holk  
 • Intubation and 

Capnography Data Task 
Force 

The task force reviewed the State core 
measures which were presented at the April 
meeting. 
 
The task force determined that there are 
approximately 10 different places where 
capnography results can be documented in the 
ePCR and concluded that the percentage of use 
is much higher than indicated in the core 
measures. 
 
The task force has identified several possible 
changes to the ePCR that may help to ensure 
data is entered correctly. 
 
MAC considered forming a special task force 
to review future recommendations to the input 
form and data changes.  MAC deferred to 
future meeting. 
 
Pam Martinez was asked to forward the 
distribution list of attendees from the ePCR 
Working Group to MAC to be used as a pool of 
potential task force members. 

Pam Martinez/Joe Powell 

 6. SAC Update The Active Shooter Task Force is reviewing 
draft regulations currently in public comment 
which is due September 18, 2015. 
 
The Triage Tag Task Force recommended 
mandatory education, which the task force 
developed, to start after the first of the year. 
ICEMA will review.  The task force will 
provide recommendations regarding future 
hands-on training. 
 
APOD Task Force update was presented.   

Tom Lynch 

 B. EMS Trends   
 1.  TXA Study Update The TXA Study officially began on  

March 9, 2015. 
 
ARMC, LLUMC, and 4 trauma centers in 
Riverside, as well as 10 San Bernardino 
County EMS providers are participating in the 

Reza Vaezazizi/Michael 
Neeki 
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study.  
 
To date, TXA has been administered for 8 
blunt traumas, 17 penetrating traumas and four 
4 non-traumas.  A total of 14 of these met EMS 
inclusion criteria while 15 did not.  
 

An additional education piece was developed 
and participating providers were required to 
complete the education no later than  
July 31, 2015. 

 2. Paramedicine Step I 
Research Update 

A total of 280 evaluations have been completed 
to date.  Anticipating terminating at a sample 
size of 1,000.  

Michael Neeki  

 3. Cardiac Arrest Survival 
Enhancement Project 
(CARES/ART)  

Application has been submitted to CARES.  
CARES will be adding hospitals and providers 
to the registry in regions.  
 
Loma Linda and Colton Fire Departments will 
be participating in Advanced Resuscitation 
Training (ART).  Training dates for these 
departments have been scheduled.  
 
Due to financial reasons, the other providers 
that had expressed interest have decided not to 
participate.  ICEMA encourages providers to 
consider the value of ART in patient care and 
hopes to have other providers participate.  

Reza Vaezazizi 

 C. Appropriate Use of Oxygen Three articles on the use of oxygen were 
discussed at the meeting.  
 
EMDAC is reviewing protocols throughout the 
State to identify best practices.  One of the items 
being supported is the titration of oxygen.  
 
There was a motion to develop a protocol for the 
titration of oxygen, but was not seconded.   
 
ICEMA will draft modifications to MSO 
protocol for approval at the October meeting. 

Kevin Parkes 

 D. Task Force Report:  ICEMA 
Protocol Survey 

Tabled until October meeting.  Henry Perez  

 E. IO Insertion Site IO insertion sites were discussed. 
 
ICEMA will present a modified protocol at the 
October meeting, in order for MAC to 
determine insertion sites.  

Ron Holk  

 F. Review of Bylaws Modified bylaws were presented to committee 
which lowered the quorum to 5 members 
instead of fifty percent plus one.  

Ron Holk  
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ICEMA will present the attendance log at the 
October meeting.  
 
Motion to change bylaws to state 7 members 
total, with a minimum of 3 physicians.  
MSC: Michael Neeki/Susie Moss 
APPROVED 
Ayes: Sam Chua, Susie Moss, Michael 

Neeki, Phong Nguyen, Joy Peters,  
Leslie Parham, Joe Powell,  
Aaron Rubin, Rosemary Sachs,  
Todd Sallenbach, Andrew Stevens, 
Andrea Thorp 

Nays: Kevin Parkes 
 G. Drug and Equipment List 

Review 
1. Colorimetric and One-way Stop 

Cock 

Tabled until oxygen change has been made.  Leigh Overton  

IV. PUBLIC COMMENT  None All  
V. ROUND TABLE/ 

ANNOUNCEMENTS 
None All  

VI. FUTURE AGENDA ITEMS None Danielle Ogaz 
VII. NEXT MEETING: October 22, 2015   
VIII. ADJOURNMENT The meeting adjourned at 1445. Phong Nguyen 
IX CLOSED SESSION 1450 - 1528 Phong Nguyen. 
 A. Case Review A total of two (2) cases were reviewed.   
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Attendees: 
NAME MAC POSITION EMS AGENCY STAFF POSITION 

   VACANT 
   Jeff Grange - LLUMC 

Trauma Hospital Physicians (2)     Reza Vaezazizi, MD Medical Director 

   Phong Nguyen - RDCH 
   Todd Sallenbach - HDMC 

       (Chair) 

Non-Trauma Base Physician s (2)    Tom Lynch EMS Administrator 

   Aaron Rubin - Kaiser Non-Base Hospital Physician    Denice Wicker-Stiles Assist. Administrator 
   Michael Neeki - Rialto FD Public Transport Medical Director    George Stone Program Coordinator 
   Sam Chua - AMR Private Transport Medical Director    Ron Holk EMS Nurse Specialist 
   Debbie Bervel - SB City FD Fire Department Medical Director    Chris Yoshida-McMath  EMS Nurse Specialist 
   Joy Peters - ARMC EMS Nurses     Danielle Ogaz EMS Specialist  
   Joe Powell - Rialto FD EMS Officers    
   Leslie Parham Public Transport Medical Rep 

(Paramedic/RN) 
  

   Susie Moss Private Transport Medical Rep 
(Paramedic/RN) 

  

   Lance Brown  Specialty Center Medical Director   
   Joanna Yang - LLUMC Specialty Center Coordinator    
   Troy Pennington  Private Air Transport Medical 

Director 
  

   Stephen Patterson -  
       Sheriff’s Air Rescue 

Public Air Transport Medical Director   

   Micheal Guirguis - SB  
       Comm Center 

PSAP Medical Director   

   Andrew Stevens Inyo County Representative   
   Rosemary Sachs Mono County Representative   
   Kevin Parkes  SAC Liaison   
   Andrea Thorp Pediatric Critical Care Physician    

 
GUESTS AGENCY 

Sandy Carnes Rancho Cucamonga FD  
Carly Crews SB City FD  
Kevin Dearden  Rialto FD 
Lisa Higuchi AMR 
Pam Martinez  Ontario FD 
Sara Morning  RCH 
Miranda Mulhull SB County FD  
Bob Tyson Redlands FD 
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CARDIAC ARREST - ADULT 

 
I. FIELD ASSESSMENT/TREATMENT INDICATORS 

 
Cardiac arrest in a non-traumatic setting. 
 

II. BLS INTERVENTIONS 
 
 Assess patient, begin CPR according to current AHA Guidelines, and 

maintain appropriate airway. 
 
 Compression rate shall be 100 per minute utilizing 30:2 

compression-to-ventilation ratio for synchronous CPR prior to 
placement of advanced airway. 
 

 Ventilatory volumes shall be sufficient to cause adequate chest rise. 
 

 Place patient on AED.  CPR is not to be interrupted except briefly for 
rhythm assessment. 

 
III. LIMITED ALS (LALS) INTERVENTIONS 

 
 Initiate CPR while applying the AED. 
 
 Establish advanced airway when resources are available, with minimal 

interruption to chest compressions.  After advanced airway established, 
compressions would then be continued at 100 per minute without pauses 
during ventilations.  

 
 Establish peripheral intravenous access and administer a 500 ml bolus of 

normal saline (NS).  
 
 Refer to ICEMA Reference #12010 - Determination of Death on Scene. 
 
 Obtain blood glucose level, if indicated administer:  

 
 Dextrose per ICEMA Reference #7040 - Medication - Standard 

Orders. 
 

 May repeat blood glucose level.  Repeat Dextrose per ICEMA 
Reference #7040 - Medication - Standard Orders if indicated. 
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Cardiac Arrest - Adult 

 If suspected narcotic overdose with severely decreased respiratory drive 
administer: 

 
 Naloxone per ICEMA Reference #7040 - Medication - Standard 

Orders. 
 
NOTE:  Base hospital contact is required to terminate resuscitative measures. 
 

IV. ALS INTERVENTIONS 
 

 Initiate CPR while applying the cardiac monitor. 
 
 Determine cardiac rhythm and defibrillate if indicated.  Begin a two (2) 

minute cycle of CPR. 
 
 Obtain IV/IO access.  
 
 Establish advanced airway when resources are available, with minimal 

interruption to chest compressions.  After advanced airway established, 
compressions would then be continued at 100 per minute without pauses 
during ventilations.  Ventilations should be given at a rate of one (1) breath 
every six (6) to eight (8) seconds. 

 
 Utilize continuous quantitative waveform capnography, for confirmation 

and monitoring of endotracheal tube placement and for assessment of ROSC 
and perfusion status.  Document the shape of the wave and the capnography 
number in mmHG. 

 
 Insert NG/OG Tube to relieve gastric distension per ICEMA Reference 

#10190 - ICEMA Approved Skills. 
 
 Obtain blood glucose level.  If indicated administer:  

 
 Dextrose per ICEMA Reference #7040 - Medication - Standard 

Orders. 
 
 May repeat blood glucose level.  Repeat Dextrose per ICEMA 

Reference #7040 - Medication - Standard Orders if indicated. 
 

 If suspected narcotic overdose with severely decreased respiratory drive 
administer: 
 
 Naloxone per ICEMA Reference #7040 - Medication - Standard 

Orders.  
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Cardiac Arrest - Adult 

 If ROSC is achieved, obtain a 12-lead ECG and contact a STEMI base 
hospital for destination decision, refer to ICEMA Reference #8130 - 
Destination Policy. 

 
 Utilize continuous waveform capnography, to identify loss of circulation. 
 
 For continued signs of inadequate tissue perfusion after successful 

resuscitation, administer: 
 

 Dopamine per ICEMA Reference #7040 - Medication - Standard 
Orders to maintain signs of adequate tissue perfusion. 

 
 Base hospital physician may order additional medications or interventions 

as indicated by patient condition. 
 
Ventricular Fibrillation/Pulseless Ventricular Tachycardia 
 
 Defibrillate at 360 joules for monophasic or biphasic equivalent per 

manufacture.  If biphasic equivalent is unknown use maximum available.  
 
 Perform CPR for two (2) minutes after each defibrillation, without delaying 

to assess the post-defibrillation rhythm. 
 
 Administer Epinephrine per ICEMA Reference #7040 - Medication - 

Standard Orders during each two (2) minute cycle of CPR after every 
defibrillation unless capnography indicates possible ROSC. 

 
 Reassess rhythm after each two (2) minute cycle of CPR.  If VF/VT persists, 

defibrillate as above.  
 
 After two (2) cycles of CPR, consider administering: 

 
 Lidocaine per ICEMA Reference #7040 - Medication - Standard 

Orders.  
 
 If patient remains in pulseless VF/VT after five (5) cycles of CPR, consult 

base hospital. 
 
Pulseless Electrical Activity (PEA) or Asystole 
 
 Assess for reversible causes and initiate treatment. 
 
 Continue CPR with evaluation of rhythm every two (2) minutes. 
 
 Administer fluid bolus of 300 ml NS IV, may repeat.  
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Cardiac Arrest - Adult 

 Administer Epinephrine per ICEMA Reference #7040 - Medication - 
Standard Orders during each two (2) minute cycle of CPR after each rhythm 
evaluation.  

 
Termination of Efforts in the Prehospital Setting 
 
 The decision to terminate efforts in the field should take into consideration, 

first, the safety of personnel on scene, and then family and cultural 
considerations.  
 

 Consider terminating resuscitative efforts in the field if ALL of the 
following criteria are met: 
 
 No shocks were delivered. 
 
 No ROSC after a minimum of ten (10) minutes of advance cardiac 

life support (ACLS). 
 

 Base hospital contact is required to terminate resuscitative measures.  A 
copy of the ECG should be attached to the patient care report for 
documentation purposes. 

 
V. REFERENCES 

 
Number Name 
7040 Medication - Standard Orders 
8130 Destination Policy 
10190 ICEMA Approved Skills 
12010 Determination of Death on Scene 
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MEDICATION - STANDARD ORDERS 

Adenosine (Adenocard) - Adult (ALS) 
 
Stable narrow-complex SVT or Wide complex tachycardia: 

Adenosine, 6 mg rapid IVP followed immediately by 20 cc NS bolus, and  
Adenosine, 12 mg rapid IVP followed immediately by 20 cc NS bolus if patient 
does not convert.  May repeat one (1) time. 
 
Reference #s 7010, 7020, 11050 
 

Albuterol Aerosolized Solution (Proventil) - Adult (LALS, ALS) 
 
Albuterol nebulized, 2.5 mg, may repeat two (2) times. 
 
Reference #s 6090, 7010, 7020, 11010, 11100, 14030 
 

Albuterol Metered-Dose Inhaler (MDI) (Proventil) - Specialty Programs Only Adult 
(LALS, ALS) 

 
Albuterol MDI, four (4) puffs every ten (10) minutes for continued shortness of 
breath and wheezing. 
 
Reference #s 6090, 6110, Sheriff’s Search and Rescue 

 
Albuterol - Pediatric (LALS, ALS) 

 
Albuterol nebulized, 2.5 mg, may repeat two (2) times. 
 
Reference #s 7010, 7020, 14010, 14030, and 14070 

 
Aspirin, chewable (LALS, ALS) 
 

Aspirin, 325 mg PO chewed (one (1) adult non-enteric coated aspirin) or four (4) 
chewable 81 mg aspirin. 
 
Reference #s 2020, 6090, 6110, 7010, 7020, 11060 
 

Atropine (ALS) 
 

Atropine, 0.5 mg IV/IO.  May repeat every five (5) minutes up to a maximum of  
3 mg or 0.04 mg/kg. 
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Medication - Standard Orders 

Organophosphate poisoning: 
Atropine, 2 mg IV/IO, repeat at 2 mg increments every five (5) minutes if patient 
remains symptomatic.  
 
Reference #s 6090, 6110, 7010, 7020, 11040, 12020, 13010 
 

Calcium Chloride (ALS) 
 
Calcium Channel Blocker Poisonings:  

Calcium Chloride, 1 gm (10 cc of a 10% solution) IV/IO, base hospital order only. 
 
Reference #s 2020, 7010, 7020, 13010 

 
Dextrose - Adult (LALS, ALS) 

 
Dextrose 10%/250 ml (D10W 25 gm) IV/IO Bolus  
 
Reference #s 2020, 6090, 6110, 7010, 7020, 8010, 11050, 11070, 11080, 13020, 
13030  
 

Dextrose - Pediatric (LALS, ALS) 
 

Hypoglycemia - Neonates (0 - 4 weeks) with blood glucose < 35 mg/dL or pediatric 
patients (greater than 4 weeks) with glucose < 60 mg/dL:  

Dextrose 10%/250 ml (D10W 25 gm) 0.5 gm/kg (5 ml/kg) IV/IO 
 
Reference #s 2020, 7010, 7020, 13020, 13030, 14040, 14050, 14060 
 

Diphenhydramine - Adult (ALS) 
 
Diphenhydramine, 25 mg IV/IO 
Diphenhydramine, 50 mg IM  
 
Reference #s 6090, 6110, 7010, 7020, 11010, 13010 
 

Diphenhydramine - Pediatric (ALS) 
 
Diphenhydramine, 1 mg/kg slow IV/IO, not to exceed adult dose of 25 mg, or 
 
Diphenhydramine, 2 mg/kg IM not to exceed adult dose of 50 mg IM 
 
Reference #s 7010, 7020, 14030 
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Medication - Standard Orders 

Dopamine - Adult (ALS) 
 
Dopamine, infusion of 400 mg in 250 ml of NS IV/IO, titrated between 5 - 20 
mcg/kg/min to maintain signs of adequate tissue perfusion. 
  
Reference #s 7010, 7020, 8010, 8040, 10140, 11070, 11090, 14080 

 
Dopamine - Pediatric (ALS) 
 
Post resuscitation continued signs of inadequate tissue perfusion: 

9 to 14 years Dopamine, 400 mg in 250 ml of NS to infuse at 5 - 20 
mcg/kg/min IV/IO titrated to maintain signs of adequate 
tissue perfusion. 

 
Reference #s 7010, 7020, 14040 
 

Epinephrine (1:1000) - Adult (LALS, ALS) 
 
Severe Bronchospasm, Asthma Attack, Pending Respiratory Failure, Anaphylactic 
Shock/Severe Allergic Reactions: 

Epinephrine, 0.3 mg IM 
 

Epinephrine (1:10,000) - Adult (ALS) 
 
For Persistent severe anaphylactic shock: 

Epinephrine (1:10,000), 0.1 mg slow IVP/IO.  May repeat every five (5) minutes as 
needed to total dosage of 0.5 mg.  

 
Cardiac Arrest, Asystole, PEA: 

Epinephrine, 1 mg IV/IO 
 
Reference #s 2020, 6090, 6110, 7010, 7020, 11010, 11070, 12020 

 
Epinephrine (1:1000) - Pediatric (LALS, ALS) 
 
Severe Bronchospasm, Asthma Attack, Pending Respiratory Failure, Anaphylactic 
Shock/Severe Allergic Reactions: 

Epinephrine, 0.01 mg/kg IM not to exceed adult dosage of 0.3 mg.  
 
Reference #s 2020, 6090, 7010, 7020, 11010, 14010, 14030 
 

Epinephrine (1:10,000) - Pediatric (ALS) 
 
Anaphylactic Shock (no palpable radial pulse and depressed level of consciousness): 

Epinephrine (1:10,000), 0.01 mg/kg IV/IO, no more than 0.1 mg per dose.  May 
repeat to a maximum of 0.5 mg. 
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Medication - Standard Orders 

Cardiac Arrest: 
1 day to 8 years Epinephrine (1:10,000), 0.01 mg/kg IV/IO (do not exceed 

adult dosage) 
9 to 14 years Epinephrine (1:10,000), 1.0 mg IV/IO 

 
Newborn Care: 

Epinephrine (1: 10,000), 0.01mg/kg IV/IO if heart rate is less than 60 after one (1) 
minute after evaluating airway for hypoxia and assessing body temperature for 
hypothermia.  
 
Epinephrine (1:10,000), 0.005 mg/kg IV/IO every ten (10) minutes for persistent 
hypotension as a base hospital order or in radio communication failure.  

 
Post resuscitation continued signs of inadequate tissue perfusion: 

1 day to 8 years Epinephrine (1:10,000), 0.5 mcg/kg/min IV/IO drip 
 
Reference #s 2020, 7010, 7020, 14030, 14040, 14090 
 

Fentanyl - Adult (ALS)   
 

Fentanyl, 50 mcg slow IV/IO over one (1) minute.  May repeat every five (5) 
minutes titrated to pain, not to exceed 200 mcg.  

 
Fentanyl, 100 mcg IM/IN.  May repeat 50 mcg every ten (10) minutes titrated to 
pain, not to exceed 200 mcg.  
 

Isolated Extremity Trauma, Burns: 
 
Fentanyl, 50 mcg slow IV/IO push over one (1) minute.  May repeat every five (5) 
minutes titrated to pain, not to exceed 200 mcg IV/IO, or  
 
Fentanyl, 100 mcg IM/IN.  May repeat 50 mcg every ten (10) minutes titrated to 
pain, not to exceed 200 mcg. 
 

Pacing, synchronized cardioversion: 
Fentanyl, 50 mcg slow IV/IO over one (1) minute.  May repeat in five (5) minutes 
titrated to pain, not to exceed 200 mcg. 
 
Fentanyl, 100 mcg IN.  May repeat 50 mcg every ten (10) minutes titrated to pain, 
not to exceed 200 mcg.  
 
Reference #s 2020, 6090, 6110, 7010, 7020, 7030, 10190, 11060, 11100, 13030, 
15010 
 

  



 

REFERENCE: 7040 
Page 5 of 10 

Medication - Standard Orders 

Fentanyl - Pediatric (ALS)  
 

Fentanyl, 0.5 mcg/kg slow IV/IO over one (1) minute.  May repeat in five minutes 
titrated to pain, not to exceed 100 mcg. 
 
Fentanyl, 1 mcg/kg IM/IN, may repeat every ten (10) minutes titrated to pain not to 
exceed 200 mcg.  
 
Reference #s 2020, 6110, 7010, 7020, 7030, 11060, 13030, 14070, 15020 

 
Glucose - Oral - Adult (BLS, LALS, ALS) 
 

Glucose - Oral, one (1) tube for patients with an intact gag reflex and hypoglycemia. 
 
Reference #s 7010, 7020, 11080, 11090, 11110, 13020 
 

Glucose - Oral - Pediatric (BLS, LALS, ALS) 
 

Glucose - Oral, one (1) tube for patients with an intact gag reflex and hypoglycemia. 
 
Reference #s 7010, 7020, 14050, 14060 
 

Glucagon - Adult (LALS, ALS) 
 
Glucagon, 1 mg IM/SC/IN, if unable to establish IV.  May administer one (1) time 
only. 
 

Betablocker Poisoning: 
Glucagon, 1 mg IV/IO (base hospital order only) 
 
Reference #s 6090, 6110, 7010, 7020, 11080, 13010, 13030 
 

Glucagon - Pediatric (LALS, ALS) 
 
Glucagon, 0.025 mg/kg IM/IN, if unable to start an IV.  May be repeated one (1) 
time after twenty (20) minutes for a combined maximum dose of 1 mg. 
 
Reference #s 7010, 7020, 13030, 14050, 14060 
 

Ipratropium Bromide Inhalation Solution (Atrovent) - Adult (ALS) use with 
Albuterol 

 
Atrovent, 0.5 mg nebulized.  Administer one (1) dose only. 
 
Reference #s 7010, 7020, 11010, 11100 
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Medication - Standard Orders 

Ipratropium Bromide Metered-Dose Inhaler (MDI) (Atrovent) - Specialty Programs 
Only Adult (ALS) use with Albuterol 

 
When used in combination with Albuterol MDI use Albuterol MDI dosing. 

Reference #s 6090, 6110, 7010, 7020 
 

Ipratropium Bromide Inhalation Solution (Atrovent) - Pediatric (ALS) use with 
Albuterol 

 
1 day to 12 months Atrovent nebulized, 0.25 mg. Administer one (1) dose only. 
1 year to 14 years Atrovent nebulized, 0.5 mg. Administer one (1) dose only. 
 
Reference #s 7010, 7020, 14010, 14030, 14070 

 
Lidocaine - Adult (ALS) 
 
Intubation, King Airway, NG/OG, for suspected increased intracranial pressure (ICP): 

Lidocaine, 1.5 mg/kg IV/IO 
 
VT/VF: 

Initial Dose:  Lidocaine, 1.5 mg/kg IV/IO 
 
May administer an additional 0.75 mg/kg IV/IO, repeat once in five (5) to ten (10) 
minutes for refractory VF. 

 
VT/VF Infusion: 
 Lidocaine, 2 mg/min IV/IO drip  
 
V-Tach, Wide Complex Tachycardia – with Pulses: 

Lidocaine, 1.5 mg/kg slow IV/IO 
 
May administer an additional 0.75 mg/kg IV/IO, repeat once in five (5) to ten (10) 
minutes for refractory VF 
 
Initiate infusion of Lidocaine 2 mg/min IV/IO drip. 
 
Reference #s 2020, 6090, 7010, 7020, 8010, 8040, 10030, 10080, 10190, 11050, 
11070, 15010 
 

Lidocaine - Pediatric (ALS) 
 
Intubation, King Airway, NG/OG, for suspected increased intracranial pressure (ICP): 

Lidocaine, 1.5 mg/kg IV/IO 
 
Cardiac Arrest: 

1 day to 8 years Lidocaine, 1.0 mg/kg IV/IO 
9 to 14 years Lidocaine, 1.0 mg/kg IV/IO 
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Medication - Standard Orders 

 
May repeat Lidocaine at 0.5 mg/kg after five (5) minutes up to total of 3.0 mg/kg.  
 
Reference #s 2020, 7010, 7020, 14040 

 
Lidocaine 2% (Intravenous Solution) - Pediatric and Adult (ALS) 
 
Pain associated with IO infusion: 

Lidocaine , 0.5 mg/kg slow IO push over two (2) minutes, not to exceed 40 mg 
total.   
 
Reference #s 2020, 7010, 7020, 10140, 10190 
 

Magnesium Sulfate (ALS) 
 
Polymorphic Ventricular Tachycardia: 

Magnesium Sulfate, 2 gm in 100 ml of NS IV/IO over five (5) minutes for 
polymorphic VT if prolonged QT is observed during sinus rhythm post-
cardioversion.   
 

Eclampsia (Seizure/Tonic/Clonic Activity): 
Magnesium Sulfate, 4 gm diluted with 20 ml NS, IV/IO slow IV push over three (3) 
to four (4) minutes. 
 
Magnesium Sulfate, 2 gm in 100 cc of NS at 30 cc per hour IV/IO to prevent 
continued seizures. 
 
Reference #s 2020, 7010, 7020, 8010, 14080 

 
Midazolam - Adult (ALS) 
 
Seizure: 

Midazolam, 2.5 mg IN/IV/IO.  May repeat in five (5) minutes for continued seizure 
activity, or 
 
Midazolam, 5 mg IM.  May repeat in ten (10) minutes for continued seizure 
activity. 
 
Assess patient for medication related reduced respiratory rate or hypotension. 
 
Maximum of three (3) doses using any combination of IM/IN/IV/IO may be 
administered for continued seizure activity.  Contact base hospital for additional 
orders and to discuss further treatment options. 
 

Pacing, synchronized cardioversion: 
Midazolam, 2 mg slow IV/IO push or IN  
 
Reference #s 6090, 6110, 7010, 7020, 10110, 10120, 10190, 11080, 13020, 14080 
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Midazolam - Pediatric (ALS) 
 
Seizures: 

Midazolam, 0.1 mg/kg IV/IO with maximum dose 2.5 mg.  May repeat Midazolam 
in five (5) minutes, or 
 
Midazolam, 0.2 mg/kg IM/IN with maximum dose of 5 mg.  May repeat 
Midazolam in ten (10) minutes for continued seizure.  IN dosage of Midazolam is 
doubled due to decreased surface area of nasal mucosa resulting in decreased 
absorption of medication.    
 
Assess patient for medication related reduced respiratory rate or hypotension. 
 
Maximum of three (3) doses using any combination of IM/IN/IV/IO may be 
administered for continued seizure activity.  Contact base hospital for additional 
orders and to discuss further treatment options. 
 
Reference #s 7010, 7020, 14060 

 
Naloxone (Narcan) - Adult (LALS, ALS) 
 
Resolution of respiratory depression related to suspected narcotic overdose: 

Naloxone, 0.5 mg IV/IO/IM/IN, may repeat Naloxone 0.5 mg IV/IO/IM/IN every 
two (2) to three (3) minutes if needed. 
 
Do not exceed 10 mg of Naloxone total regardless of route administered. 
 
Reference #s 6110, 7010, 7020, 11070, 11080 
 

Naloxone (Narcan) - Pediatric (LALS, ALS)  
 
Resolution of respiratory depression related to suspected narcotic overdose: 

1 day to 8 years Naloxone, 0.1 mg/kg IV/IO 
9 to 14 years Naloxone, 0.5 mg IV/IO 
 
May repeat every two (2) to three (3) minutes if needed.  Do not exceed the adult 
dosage of 10 mg IV/IO/IM/IN. 
 
Reference #s 7010, 7020, 14040, 14050 

 
Nitroglycerin (LALS, ALS) 

 
Nitroglycerin, 0.4 mg sublingual/transmucosal  
 
One (1) every three (3) minutes as needed.  May be repeated as long as patient 
continues to have signs of adequate tissue perfusion.  If a Right Ventricular 
Infarction is suspected, the use of nitrates requires base hospital contact. 
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Nitroglycerin is contraindicated if there are signs of inadequate tissue perfusion or 
if sexual enhancement medications have been utilized within the past forty-eight 
(48) hours. 
 
Reference #s 6090, 6110, 7010, 7020, 11010, 11060 
 

Ondansetron (Zofran) - Patients four (4) years old to Adult (ALS) 
 
Nausea/Vomiting: 

Ondansetron, 4 mg slow IV/IO/ODT  
 
All patients four (4) to eight (8) years old:  May administer a total of 4 mgs of 
Ondansetron prior to base hospital contact. 
 
All patients nine (9) and older:  May administer Ondansetron 4 mg and may repeat 
twice, at ten (10) minute intervals, for a total of 12 mgs prior to base hospital 
contact. 
 
May be used as prophylactic treatment of nausea and vomiting associated with 
narcotic administration. 
 
Reference #s 6110, 7010, 7020, 9120, 10100, 15010, 15020 
 

Oxygen (non-intubated patient per appropriate delivery device) 
 
Stable: 

Mild Hypoxia (SpO2 90 - 93%)  
 
 nasal canula at 2 - 4 liters per minute, or 
 mask at 8 - 10 liters per minute 
 
Titrate to maintain SpO2 between 94 - 98%.  
 

Unstable (pending or actual respiratory or cardiopulmonary arrest): 
Moderate (SpO2 75 - 89%) or Severe Hypoxemia (SpO2 < 75%) mmHg 
  
 non-rebreather mask at 12 - 15 liters per minute 
 BVM with Reservoir - 15 liters per minute 
 
Titrate Oxygen at lowest rate required to maintain SpO2 at 94%. 

 
Phenylephrine HCL (ALS) 

 
Phenylephrine, 0.5 mg metered dose may be repeated once prior to additional 
attempt 
 
Reference #s 7010, 7020, 10050, 10190 
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Procainamide (ALS) 
 
SVT, V-Tach or Wide Complex Tachycardias: 

Procainamide, 20 mg/min IV/IO; may repeat until arrhythmia suppressed, 
symptomatic hypotension, QRS widens by more than 50% or maximum dose of 17 
mg/kg administered.  If arrhythmia suppressed, begin infusion of 2 mg/min.  
 
Reference #s 7010, 7020, 8010, 8040, 11050 

 
Sodium Bicarbonate (ALS) (base hospital order only) 
 
Tricyclic Poisoning: 

Sodium Bicarbonate, 1 mEq/kg IV/IO  
 
Reference #s 2020, 7010, 7020, 13010 
 

Verapamil (ALS) 
 
SVT if adenosine is ineffective: 

Verapamil, 5 mg slow IV/IO over three (3) minutes, may repeat every fifteen (15) 
minutes to a total dose of 20 mg. 
 
Reference #s 7010, 7020, 11050 
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CARE OF MINORS IN THE FIELD 

I. PURPOSE 
 

To provide guidelines for EMS personnel for treatment and/or transport of minors 
in the field. 
 

AUTHORITY 
 
California Welfare and Institutions Code Section 625, Civil Code, sections 25, 34, and 62  

 
II. DEFINITIONS 

 
Consent:  Except for circumstances specifically prescribed by law, a minor is not 
legally competent to consent to, or refuse medical care. 
 
Voluntary consent:  Treatment and/or transport of a minor shall be with the verbal 
or written consent of the parent or legal representative.  
 
Involuntary consent:  In the absence of a parent or legal representative, emergency 
treatment and/or transport may be initiated without consent. 
 
Minor:  Any person under eighteen (18) years of age. 
 
Minor not requiring parental consent:  A person who is decreed by the court as 
an emancipated minor, has a medical emergency and parent is not available, is 
married or previously married, is on active duty in the military, is pregnant and 
requires care related to the pregnancy, is twelve (12) years or older and in need of 
care for rape and/or sexual assault, is twelve (12) years or older and in need of care 
for a contagious reportable disease or condition, or for substance abuse.  
 
Legal Representative:  A person who is granted custody or conservatorship of 
another person. 
 
Emergency:  An unforeseen condition or situation in which the individual has need 
for immediate medical attention, or where the potential for immediate medical 
attention is perceived by EMS personnel or a public safety agency 
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Care of Minors in the Field 

III. PROCEDURE 
 

Treatment and/or Transport of Minors 
 
 In the absence of a parent or legal representative, minors with an emergency 

condition shall be treated and transported to the medical facility most 
appropriate to the needs of the patient. 

 
 In the absence of a parent or legal representative, minors with a non-

emergency condition require EMS field personnel to make reasonable effort 
to contact a parent or legal representative before initiating treatment and/or 
transport.  If a parent or legal representative cannot be reached and minor is 
transported, EMS field personnel shall make every effort to inform the 
parent or legal representative of where the minor has been transported, and 
request that law enforcement accompany the minor patient to the hospital. 

 
1. For all ill or injured minors under the age of nine (9) years, Base Station 

contact is required before leaving scene. 
 
2. In the absence of a parent or legal representative, minors with an emergency 

condition shall be treated and transported to the medical facility most 
appropriate to the needs of the patient. 

 
3. In the absence of a parent or legal representative, minors with a non-

emergency condition require EMS personnel to make reasonable effort to 
contact a parent or legal representative before initiating treatment and/or 
transport.  If a parent or legal representative cannot be reached and minor is 
transported, EMS personnel shall make every effort to inform the parent or 
legal representative of where the minor has been transported, and request 
that law enforcement accompany the minor patient to the hospital. 

 
Minors Not Requiring Immediate Treatment and/or Transport 
 
 A minor evaluated by EMS field personnel and determined not to be 

injured, to have sustained only minor injuries, or to have an illness or injury 
not requiring immediate treatment and/or transportation, may be released to: 
 
 Parent or legal representative. 
 
 Designated care giver over eighteen (18) years of age. 
 
 Law enforcement. 
 
 EMS field personnel shall document on the patient care record to 

whom the minor was released. 
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Minor Attempting to Refuse Indicated Care 
 
1. Contact Base Station. 
 
 Attempt to contact parent or legal representative for permission to treat 

and/or transport. 
 
 Contact If parent or legal representative cannot be contacted, contact law 

enforcement and request minor to be taken into temporary custody for 
treatment and/or transport (only necessary in the event parents or legal 
representative cannot be contacted). 

 
Base Hospital Contact 
 
 Base hospital contact is required, prior to EMS field personnel leaving the 

scene, for the following situations: 
 
 Minors under the age of nine (9) who are not being transported to the 

hospital. 
 

 Minors under the age of nine (9) whose parents or guardians are 
refusing care. 

 
 Minors who in the opinion of EMS field personnel, do not require 

treatment or transport. 
 
 See ICEMA Reference #5040 - Radio Communication Policy. 
 

 
IV. REFERENCE 

 
Number Name 
5040 Radio Communication Policy 
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ICEMA APPROVED SKILLSPROCEDURE - 
STANDARD ORDERS  

 
I. POLICY 

 
To provide a list of ICEMA approved skills and affected scope of practice. 
 

II. AUTHORITY 
 
California Health and Safety Code, Sections 1797.214 
 
California Code of Regulations, Title 22, Division 9, Chapters 2, 3, and 4  
 

III. SKILLS 
 

12-lead Electrocardiography (EMT-P)  
 
 ECG should be performed prior to medication administration. 
 
 ECG should be performed on any patient whose medical history and/or presenting 

symptoms are consistent with an acute coronary syndrome. 
 

Axial Spinal Stabilization (EMT, AEMT and EMT-P) 
 
 Should be placed if patient meets the indicators , per ICEMA Reference #15010 - 

Trauma - Adult (Neuro Deficits present, Spinal Tenderness present, Altered 
Mental status, Intoxication, or Distracting Injury). 
 

 An AEMT and/or EMT-P may remove if placed by BLS crew and it does not 
meet indicators. 

 
Continuous Positive Airway Pressure Device (CPAP) - Adult (EMT, AEMT and EMT-P) 

 
 Start at lowest setting and increase slowly until patient experiences relief or until 

a maximum of 15 cm H2O is reached. 
 

External Jugular Vein Access (AEMT and EMT-P) 
 
 Not indicated for patients eight (8) years of age and younger. 
 
 Patient condition requires IV access and other peripheral venous access attempts 

are unsuccessful. 
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Intraosseous Infusion (AEMT pediatric patients only and EMT-P) 
 
 EMT-Ps may administer Lidocaine slowly per ICEMA Reference #7040 - 

Medication - Standard Orders, for to control infusion pain control. 
 

 Approved insertion sites: 
 
 Eight (8) years of age or younger (LALS and ALS): 

 
 Proximal Tibia - Anterior medial surface of tibia, 2 cm below tibial 

tuberosity. 
 

 Nine (9) years of age and older (ALS only): 
 
 Proximal Tibia - Anterior medial surface of tibia, 2 cm below tibial 

tuberosity. 
 Distal Tibia - Lower end of tibia, 2 cm above the medial malleolus. 
 Humeral Head (EZ IO only).   
 Anterior distal femur, 2 cm above the patella - Base Station contact 

only. 
 

 Leave site visible and monitor for extravasation. 
 

King Airway Device (Perilaryngeal) - Adult (EMT Specialty Program, AEMT, and EMT-P) 
 
 Use of King Airway adjunct may be performed only on those patients who meet all of 

the following criteria: 
 
 Unresponsive, agonal respirations (less than six (6) breaths per minute) or 

apneic. 
 

 Patients 15 years or older. 
 

 Anyone over four (4) feet in height. 
 

 Additional Considerations: 
 

 Medications may NOT be given via the King Airway. 
 

 King Airway adjunct should not be removed unless it becomes ineffective. 
 

King Airway Device (Perilaryngeal) - Pediatric (less than 15 years of age) (EMT Specialty 
Program, AEMT, and EMT-P) 
 
 Use of King Airway adjunct may be performed only on those patients who meet all of 

the following criteria: 
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 Unresponsive, agonal respirations (less than six (6) breaths per minute) or 
apneic. 

 
 No gag reflex. 
 
 Pediatric patients meeting the following criteria: 

  
 35-45 inches or 12-25 kg: size 2 
 41-51 inches or 25-35 kg: size 2.5 
 

Patients less than 15 years of age.  
 Additional Considerations: 
 

 Medications may NOT be given via the King Airway. 
 
 King Airway adjunct should not be removed unless it becomes ineffective. 
 May initially be contraindicated with suspected ALOC. 

 
Nasogastric/Orogastric Tube (EMT-P) 

 
 Use viscous Lidocaine gel per ICEMA Reference #7040 - Medication - Standard 

Orders, for conscious patients. 
 

 Required for all full arrest patients. 
 

Nasotracheal Intubation (EMT-P) 
 
 Absolute contraindication:  Apnea. 
 
 Base hospital contact required:  Facial trauma, anticoagulant therapy, airway 

burns, failed CPAP. 
 

 Prophylactic Immediately prior to intubation, consider prophylactic Lidocaine per 
ICEMA Reference #7040 - Medication - Standard Orders, for suspected 
head/brain injury.  
 

 Administer Phenylephrine per ICEMA Reference #7040 - Medication - Standard 
Orders. 
 

 Monitor end-tidal CO2  and wave form capnography. 
 

 Monitor pulse oximetry. 
 

 Contact base hospital if unable to place ET after a maximum of three (3) 
nasotracheal intubation attempts or in unable to adequately ventilate patient via 
BVM. 



 

REFERENCE: 10190 
Page 4 of 6 

ICEMA Approved SkillsProcedure - Standard Orders 

 
Needle Cricothyrotomy (EMT-P) 

 
 Absolute contraindication:  Transection of the distal trachea.  
 
 Monitor end-tidal CO2 and wave form capnography. 

 
 Monitor pulse oximetry. 

 
 Contact base hospital if unable to ventilate adequately and transport immediately 

to the closest hospital for airway management. 
 

Needle Thoracostomy (EMT-P) 
 
 In blunt chest trauma consider bilateral tension pneumothorax if pulse oximetry 

(SpO2) reading remains low with a patent airway or with poor respiratory 
compliance.  

 
Oral Endotracheal Intubation - Adult (EMT-P) 

 
 Consider Immediately prior to intubation, consider Lidocaine prophylactically per 

ICEMA Reference #7040 - Medication - Standard Orders, for head injury.  
 

 Monitor end-tidal CO2 with capnography and wave form capnography. 
 

 Monitor pulse oximetry. 
 

 After If unable to place ET after a maximum of three (3) unsuccessful intubation 
attempts (an attempt is considered made when tube passes the gum line) and if all 
procedures to establish an adequate airway fail, consider Needle Cricothyrotomy. 
 

 Document verification of tube placement (auscultation, visualization, 
capnography) 

 
Oral Endotracheal Intubation - Pediatric (less than 15 years of age) (EMT-P)  

 
 Uncuffed tubes for patients under eight (8) years old. 
 
 Base hospital contact is required after two (2) failed intubation attempts (an 

attempt is considered made when tube passes the gum line). 
 

 If all procedures to establish an adequate airway fial, consider Needle 
Cricothyrotomy. 
 

 Monitor end-tidal CO2 and wave form with capnography. 
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 Monitor pulse oximetry. 
 

 Document verification of tube placement.  Run a continuous strip of capnography 
readings during movement of patient to verify tube placement. 

 
Synchronized Cardioversion (EMT-P) 

 
 Consider Midazolam per ICEMA Reference #7040 - Medication - Standard 

Orders, for anxiety. 
 

 Consider Fentanyl per ICEMA Reference #7040 - Medication - Standard Orders, 
for pain. 
 

 If rhythm deteriorates to v-fib, turn off the sync button and defibrillate. 
 

 Select initial energy level setting at 100 joules or a clinically equivalent biphasic 
energy level per manufacture guidelines.  Procedure may be repeated at 200, 300 
and 360 joules or a clinically equivalent biphasic energy level per manufacture 
guidelines. 
 

 In Radio Communication Failure or with base hospital order, repeated 
cardioversion attempts at 360 joules or clinically equivalent biphasic energy level 
per manufacturer’s guidelines may be attempted. 

 
Transcutaneous Cardiac Pacing (EMT-P)  

 
 Start at a rate of sixty (60) and adjust output to the lowest setting to maintain 

capture.  Assess peripheral pulses and confirm correlation with paced rhythm.  
 

 Reassess peripheral pulses. Adjust output to compensate for loss of capture.  
 

 Increase rate (not to exceed 100) to maintain adequate tissue perfusion.  
 

 Consider Midazolam per ICEMA Reference #7040 - Medication - Standard 
Orders, for anxiety 
 

 Consider Fentanyl per ICEMA Reference #7040 - Medication - Standard Orders, 
for pain. 
 

 Consider medication for pain and anxiety. 
 Contact the base hospital if rhythm persists or for continued signs of inadequate 

tissue perfusion.  
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Vagal Maneuvers (EMT-P) 
 
 Use with caution forRelative contraindications for patients with hypertension, 

suspected STEMI, or suspected head/brain injury.  
 

 Reassess cardiac and hemodynamic status. Document rhythm before, during and 
after procedure. 
 

 If rhythm does not covert within ten (10) seconds, follow ICEMA Reference 
#11050 -Tachycardias - Adult. 

 
IV. REFERENCE 

 
Number Name 
7040 Medication - Standard Orders 
15010 Trauma - Adult (15 years of age or older) 


