
 
 
 
 

AGENDA 
 

ICEMA 
MEDICAL ADVISORY COMMITTEE 

 
August 25, 2016 

 
1300 

Purpose:  Information Sharing 

Meeting Facilitator:  Phong Nguyen 

Timekeeper:  Chantae Wilson   

Record Keeper:  Chantae Wilson  

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

2. STEMI Program 
• Society of Cardiovascular Patient 

Care 
3. Stroke Program 
4. CQI Report Update 

• Core Measures 
5. SAC Update 

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

2.  Discussion 
3.  Discussion 
 
4.  Discussion 
5.  Discussion 
 
6.  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. Needle Cricothyrotomy All Discussion/Action 
 D. Axial Spinal Immobilization Chris Yoshida-McMath Discussion/Action 
 E. EMD Alpha Determinates Reza Vaezazizi Discussion 
 F. Local Optional Scope of Practice:  

• Pediatric Intubation 
• Nasotracheal Intubation 
• Oxytocin 
• Procainamide 
• Verapamil 
• Hydroxocobalamin (Cyanokit) 
• King Airway - EMT 

Reza Vaezazizi Discussion/Action 
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 G. ePCR User Interface Task Force Leslie Parham Discussion 
 H. Protocol Updates Ron Holk Discussion/Action 
 1. 7040 - Medication-Standard Orders   
 2. 8090 - Fort Irwin Continuation of 

Trauma 
  

 3. 9010 - General Patient Care Guidelines   
 4. 12010 - Determination of Death On 

Scene 
  

 5. 12020 - Withholding Resuscitative 
Measures 

  

IV. Public Comment All Discussion 
V. Round Table/Announcements All Discussion 
VI. Future Agenda Items All Discussion 
VII. Next Meeting Date:  October 27, 2016 All Discussion 
VIII. Adjournment Phong Nguyen  Action 
IX. Closed Session   
 A. Case Reviews    
 



 
 
 
 
 

MINUTES 
 

ICEMA 
MEDICAL ADVISORY COMMITTEE 

 
June 23, 2016 

 
1300 

 
AGENDA ITEM DISCUSSION/FOLLOW UP RESPONSIBLE PERSON(S)   

I. WELCOME/INTRODUCTIONS Meeting called to order at 1307. Phong Nguyen 
II. APPROVAL OF MINUTES The April 28, 2016, minutes were approved. 

 
Motion to approve.  
MSC: Stephen Patterson/Sam Chua 
Ayes:  Phong Nguyen, Sam Chua,  

Debbie Bervel, Joy Peters, Joe Powell,  
Leslie Parham, Susie Moss,  
Lance Brown, Stephen Patterson, 
Kevin Parkes  

 

III. DISCUSSION ITEMS   
 A. Standing EMS System Updates   
 1. Trauma Program The next TSAC/TAC meeting is scheduled on 

July 13, 2016. 
Chris Yoshida-McMath 

 2. STEMI Program: STEMI 
Data 

The next STEMI meeting is scheduled on 
August 4, 2016. 

Chris Yoshida-McMath 

 • Chest Pain Society 
Accreditation 

ICEMA had an informational meeting on May 
10, 2016, with the Society of Cardiovascular 
Patient Care for accreditation for Stroke 
Receiving Centers (SRCs).  The goal is to 
have all SRCs accredited by December 2017. 

Chris Yoshida-McMath 

 3. Stroke Program: Stroke Data The next Stroke meeting is scheduled on 
August 7, 2016.  

Chris Yoshida-McMath 

 4. CQI Report Update Nothing to report. Ron Holk 
 • Core Measures The 2015 Core Measures were discussed 

regarding developing strategies for 
improvement.  ICEMA will provide additional 
information for discussion at future meetings.  

Ron Holk  

 5. SAC Update SAC Meeting was cancelled. Kevin Parkes 
 B. EMS Trends   
 1.  TXA Study Update There have been 85 uses of TXA since the 

beginning of the study; 25 blunt trauma; 2 
blunt/penetrating trauma; 54 penetrating 
trauma; 4 cases were not trauma and did not 
meet the TXA inclusion criteria.  

Chris Yoshida-McMath 
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A total of 7 air cases; all blunt trauma. 
 
Data is currently being analyzed by the 
statistician.  To date, there has been no report 
of adverse effects of TXA in the ICEMA 
region. 
 
Napa County is the process of getting State 
approval for participation in the TXA study. 
 
Alameda County and Riverside County have 
submitted TXA data.  Alameda has 9 TXA 
administrations since the beginning of the 
study.  

 2. Paramedicine Step I Research 
Update 

Phase 1 is complete.  Phase 2 will include 
additional training and education.  

Reza Vaezazizi 

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

ART:  Nothing to report. 
 
CARES:  ICEMA and CARES are currently 
working on a State subscription model of the 
registry. 
 
ICEMA is currently beta testing with AMR 
Redlands’ data.  AMR Redlands is currently 
undergoing training.  

Chris Yoshida-McMath 

 C. Needle Cricothyrotomy  Several types of needle cricothyrotomy kits 
were presented.   
 
No action at this time.  Item will be considered 
at a future MAC meeting. 

All 

 D. Excited Delirium   The management of excited delirium patients in 
the prehospital setting was discussed. 
 
ICEMA will review other LEMSA’s policies.  
Item will be considered at a future MAC 
meeting. 

Reza Vaezazizi 

 E. Use of Dextrose in Cardiac 
Arrest 

Discussed current verbiage. 
 
No action at this time. 

Ron Holk 

 F. Magnesium Sulfate Dose Discussed changing Magnesium Sulfate 
doses for IVP. 
 
Change in protocol noted. 

Ron Holk 

 G. Narcan - Pediatric Route 
(IN/IM) 

Discussed changing Narcan dosing routes to 
IV, IO and IM. 
 
Change in protocol noted. 

Ron Holk 

 H. ePCR User Interface Task Force The ePCR User Interface Task Force discussed 
12-lead, core measures and capnography, and 
will continue to work towards solutions. 

Ron Holk/Leslie Parham 
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V. PUBLIC COMMENT   All 
V. ROUND TABLE/ 

ANNOUNCEMENTS 
 All 

VI. FUTURE AGENDA ITEMS -Local Optional Scope of Practice Phong Nguyen  
VII. NEXT MEETING: August 25 , 2016   
VIII. ADJOURNMENT Meeting adjourned at 1441. Phong Nguyen 
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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 
       (Chair) 

   Todd Sallenbach - HDMC 

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

   Aaron Rubin - Kaiser Non-Base Hospital Physician    Mark Roberts Technical Consultant 
   Michael Neeki - Rialto FD Public Transport Medical Director    Ron Holk EMS Coordinator 
   Sam Chua - AMR Private Transport Medical Director    Chris Yoshida-McMath  Specialty Care Coordinator 
   Debbie Bervel - SB City FD Fire Department Medical Director    Danielle Ogaz Senior EMS Specialist  
   Joy Peters - ARMC EMS Nurses     Chantae Wilson Senior 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   

   Michael Guirguis - SB  
       Comm Center 

PSAP Medical Director   

   VACANT 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 
Patty Eickholt SARH 
Brent Fuller Redlands FD 
Keith Grubb  SB County FD 
Lisa Higuchi AMR 
Jeff Kuhn  
Pam Martinez Ontario FD 
Sara Morning SB County FD 
Miranda Mulhall SB County FD 
Leigh Overton SB County FD 
Henry Perez Colton FD 
Scott Tuttle SB County FD 
Bob Tyson Redlands FD 
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TRAUMA - ADULT 
(15 years of age and older) 

Any critical trauma patient (CTP) requires effective communication and rapid 
transportation to the closest trauma center.  If not contacted at scene, the receiving trauma 
center must be notified as soon as possible in order to activate the trauma team. 
 
In Inyo and Mono Counties, the assigned base hospital should be contacted for 
determination of appropriate destination.    
 
I. FIELD ASSESSMENT/TREATMENT INDICATORS 

 
Refer to ICEMA Reference #15030 - Trauma Triage Criteria and Destination 
Policy. 
 

II. BLS INTERVENTIONS 
 
• Ensure thorough initial assessment. 

 
• Ensure patent airway, protecting cervical spine. 

 
• Oxygen and/or ventilate as needed, O2 saturation (if BLS equipped). 

 
• Keep patient warm. 

 
• For a traumatic full arrest, an AED may be utilized, if indicated. 

 
• Transport to ALS intercept or to the closest receiving hospital. 
 
A. Manage Special Considerations 
 

• Axial Spinal Immobilization: If the patient meet(s) any of the 
following indicators using the acronym (NSAID): 
 
N-euro Deficit(s) present? 
S-pinal Tenderness present? 
A-ltered Mental Status? 
I-ntoxication? 
D-istracting Injury?  

 
 Consider maintaining spinal alignment on the gurney, or 

using spinal axial immobilization on an awake, alert and 
cooperative patient, without the use of a rigid spine board. 
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Trauma - Adult 
(15 years of age and older) 

 Penetrating trauma without any NSAID indicators are not 
candidates for spinal immobilization using long board.  

 
NOTE:  The long backboard (LBB) s an extrication tool, whose purpose is 
to facilitate the transfer of a patient to a transport stretcher and is not 
intended, or appropriate for achieving spinal stabilization.  Judicious 
application of the LBB for purposes other than extrication necessitates that 
healthcare providers ensure the benefits outweigh the risks.  If a LBB is 
applied for any reason, patients should be removed as soon as it is safe and 
practical.   
LBB does not need to be reapplied on interfacility transfer (IFT) patients 
(excludes pediatric patients) who have received cervical spinal clearance by 
an advanced healthcare provider or physician. 
 
• Abdominal Trauma:  Cover eviscerated organs with saline 

dampened gauze.  Do not attempt to replace organs into the 
abdominal cavity. 

 
• Amputations:  Control bleeding.  Rinse amputated part gently with 

sterile irrigation saline to remove loose debris/gross contamination.  
Place amputated part in dry, sterile gauze and in a plastic bag 
surrounded by ice (if available).  Prevent direct contact with ice.  
Document in the narrative who the amputated part was given to. 
 
Partial Amputation:  Splint in anatomic position and elevate the 
extremity.  

 
• Bleeding: 

 
 Apply direct pressure and/or pressure dressing. 
 
 To control life-threatening bleeding of a severely injured 

extremity, consider application of tourniquet when direct 
pressure or pressure dressing fails. 

 
• Chest Trauma:  If a wound is present, cover it with an occlusive 

dressing.  If the patient’s ventilations are being assisted, dress wound 
loosely, (do not seal).  Continuously reevaluate patient for the 
development of tension pneumothorax. 
 

• Flail Chest:  Stabilize chest, observe for tension pneumothorax.  
Consider assisted ventilations. 
 

• Fractures:  Immobilize above and below the injury.  Apply splint to 
injury in position found except:  
 
 Femur:  Apply traction splint if indicated. 
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Trauma - Adult 
(15 years of age and older) 

 Grossly angulated long bone with distal neurovascular 
compromise:  Apply gentle unidirectional traction to 
improve circulation. 

 
 Check and document distal pulse before and after 

positioning.   
 

• Genital Injuries:  Cover genitalia with saline soaked gauze.  If 
necessary, apply direct pressure to control bleeding.  Treat 
amputations the same as extremity amputations.   
 

• Head and Neck Trauma:  Place brain injured patients in reverse 
Trendelenburg (elevate the head of the backboard 15 - 20 degrees), if 
the patient exhibits no signs of shock. 
 
 Eye:  Whenever possible protect an injured eye with a rigid 

dressing, cup or eye shield.  Do not attempt to replace a 
partially torn globe, stabilize it in place with sterile saline 
soaked gauze.  Cover uninjured eye. 

 
 Avulsed Tooth:  Collect teeth, place in moist, sterile saline 

gauze and place in a plastic bag.   
 

• Impaled Object:  Immobilize and leave in place.  Remove object if 
it interferes with CPR, or if the object is impaled in the face, cheek 
or neck and is compromising ventilations. 

 
• Pregnancy:  Where axial spinal stabilization precaution is indicated, 

the board should be elevated at least 4 inches on the right side for 
those patients who have a large pregnant uterus, usually applies to 
pregnant females > 24 weeks of gestation. 

 
• Traumatic Arrest:  CPR if indicated.  May utilize an AED if 

indicated.    
 
• Determination of Death on Scene:  Refer to ICEMA Reference 

#12010 - Determination of Death on Scene. 
 

III. LIMITED ALS (LALS) INTERVENTIONS 
 

• Advanced airway (as indicated). 
 

 Unmanageable Airway:  Transport to the closest most appropriate 
receiving hospital when the patient requires advanced airway and an 
adequate airway cannot be maintained with a BVM device. 
 

• Apply AED.   
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Trauma - Adult 
(15 years of age and older) 

 
• IV Access (warm IV fluids when available). 

 
 Unstable:  BP<90mmHG and/or signs of inadequate perfusion, start 

2nd IV access. 
 

 Stable:  BP>90mmHG and/or signs of adequate tissue perfusion. 
 

Blunt Trauma: 
 
 Unstable:  IV NS open until stable or 2000 ml maximum is infused. 
 
 Stable:  IV NS TKO 
 
Penetrating Trauma: 
 
 Unstable:  IV NS 500 ml bolus one (1) time. 
 
 Stable:  IV NS TKO 
 
Isolated Closed Head Injury: 
 
 Unstable:  IV NS 250 ml bolus, may repeat to a maximum of 500 ml. 
 
 Stable:  IV NS TKO 
 

• Transport to appropriate hospital. 
 
A. Manage Special Considerations 
 

• Axial Spinal Immobilization:  LALS personnel should remove 
axial spinal immobilization devices from patients placed in full axial 
spinal immobilization precautions by first responders and BLS 
personnel if the patient does not meet any of the following indicators 
using the acronym (NSAID): 

 
N-euro Deficit(s) present? 
S-pinal Tenderness present? 
A-ltered Mental Status? 
I-ntoxication? 
D-istracting Injury?  

 
 Consider maintaining spinal alignment on the gurney, or 

using spinal axial immobilization on an awake, alert and 
cooperative patient, without the use of a rigid spine board. 

 
 Penetrating trauma without any NSAID indicators are not 

candidates for spinal immobilization using long board. 
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Trauma - Adult 
(15 years of age and older) 

 
NOTE:  The long backboard (LBB) s an extrication tool, whose purpose is 
to facilitate the transfer of a patient to a transport stretcher and is not 
intended, or appropriate for achieving spinal stabilization.  Judicious 
application of the LBB for purposes other than extrication necessitates that 
healthcare providers ensure the benefits outweigh the risks.  If a LBB is 
applied for any reason, patients should be removed as soon as it is safe and 
practical.   
LBB does not need to be reapplied on interfacility transfer (IFT) patients 
(excludes pediatric patients) who have received cervical spinal clearance by 
an advanced healthcare provider or physician. 
 

 
• Fractures: 

 
 Isolated Extremity Trauma:  Trauma without multisystem 

mechanism.  Extremity trauma is defined as those cases of 
injury where the limb itself and/or the appendicular skeleton 
(shoulder or pelvic girdle) may be injured, e.g., dislocated 
shoulder, hip fracture or dislocation. 

 
 Administer IV NS 250 ml bolus one (1) time. 

 
• Impaled Object:  Remove object upon Trauma base hospital 

physician order, if indicated. 
 
• Traumatic Arrest:  Continue CPR as appropriate. 

 
 Apply AED and follow the voice prompts. 

 
B. Determination of Death on Scene:  Refer to ICEMA Reference #12010 - 

Determination of Death on Scene. 
 
• Severe Blunt Force Trauma Arrest:  If indicated, transport to the 

closest receiving hospital. 
 
• Penetrating Trauma Arrest:  If indicated, transport to the closest 

receiving hospital. 
 
• If the patient does not meet the “Obvious Death Criteria” in ICEMA 

Reference #12010 - Determination of Death on Scene, contact the 
Trauma base hospital for determination of death on scene for those 
patients who suffer a traumatic cardiac arrest in the setting of 
penetrating trauma and no reported vital signs (palpable pulse and/or 
spontaneous respirations) during the EMS encounter with the 
patient. 
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Trauma - Adult 
(15 years of age and older) 

• Resuscitation efforts on a penetrating traumatic arrest victim are not 
to be terminated without Trauma base hospital contact. 

 
• Precautions and Comments: 

 
 Electrical injuries that result in cardiac arrest shall be treated 

as medical arrests. 
 

 Consider cardiac etiology in older patients in cardiac arrest 
with low probability of mechanism of injury. 
 

 If the patient is not responsive to trauma-oriented 
resuscitation, consider medical etiology and treat 
accordingly. 
 

 Unsafe scene may warrant transport despite low potential 
for survival. 
 

 Whenever possible, consider minimal disturbance of a 
potential crime scene. 
 

• Base Hospital Orders:  May order additional fluid boluses. 
 
IV. ALS INTERVENTIONS 

 
• Advanced Airway (as indicated): 
 

 Unmanageable Airway:  If an adequate airway cannot be maintained 
with a BVM device; and the paramedic is unable to intubate or 
perform a successful needle cricothyrotomy (if indicated), then 
transport to the closest receiving hospital and follow ICEMA 
Reference #8120 - Continuation of Care. 
 

• Monitor ECG. 
 

• IV/IO Access (Warm IV fluids when available). 
 
 Unstable:  BP <90mmHG and/or signs of inadequate perfusion, start 

2nd IV access. 
 

 Stable:  BP >90mmHG and/or signs of adequate tissue perfusion. 
 

Blunt Trauma: 
 
 Unstable:  IV NS open until stable or 2000 ml maximum is infused. 
 
 Stable:  IV NS TKO 
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Trauma - Adult 
(15 years of age and older) 

Penetrating Trauma: 
 
 Unstable:  IV NS 500 ml bolus one (1) time. 
 
 Stable:  IV NS TKO 
 
Isolated Closed Head Injury: 
 
 Unstable:  IV NS 250 ml bolus, may repeat to a maximum of 500 ml  
 
 Stable:  IV NS TKO 
 

• Transport to appropriate hospital. 
 

• Insert nasogastric/orogastric tube as indicated. 
 

A. Manage Special Considerations 
 

• Axial Spinal Immobilization:  ALS personnel should remove axial 
spinal immobilization devices from patients placed in full axial 
spinal immobilization precautions by first responders and BLS 
personnel if the patient does not meet any of the following indicators 
using the acronym (NSAID): 
 
N-euro Deficit(s) present? 
S-pinal Tenderness present? 
A-ltered Mental Status? 
I-ntoxication? 
Distracting Injury?  
 
 Consider maintaining spinal alignment on the gurney, or 

using spinal axial immobilization on an awake, alert and 
cooperative patient, without the use of a rigid spine board. 
 

 Penetrating trauma without any NSAID indicators are not 
candidates for spinal immobilization using long board.  
 

NOTE:  The long backboard (LBB) s an extrication tool, whose purpose is 
to facilitate the transfer of a patient to a transport stretcher and is not 
intended, or appropriate for achieving spinal stabilization.  Judicious 
application of the LBB for purposes other than extrication necessitates that 
healthcare providers ensure the benefits outweigh the risks.  If a LBB is 
applied for any reason, patients should be removed as soon as it is safe and 
practical.   
LBB does not need to be reapplied on interfacility transfer (IFT) patients 
(excludes pediatric patients) who have received cervical spinal clearance by 
an advanced healthcare provider or physician. 
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Trauma - Adult 
(15 years of age and older) 

• Chest Trauma:  Perform needle thoracostomy for chest trauma with 
symptomatic respiratory distress.   

 
• Fractures: 
 

 Isolated Extremity Trauma:  Trauma without multisystem 
mechanism.  Extremity trauma is defined as those cases of 
injury where the limb itself and/or the appendicular skeleton 
(shoulder or pelvic girdle) may be injured, e.g., dislocated 
shoulder, hip fracture or dislocation. 
 

 Pain Relief:   
 Fentanyl per ICEMA Reference #7040 - Medication - 

Standard Orders.  
 Consider Ondansetron per ICEMA Reference #7040 - 

Medication - Standard Orders.  
 Patients in high altitudes should be hydrated with IV 

NS prior to IV pain relief to reduce the incidents of 
nausea, vomiting, and transient hypotension, which 
are side effects associated with administering IV 
Fentanyl.  Administer IV NS 250 ml bolus one (1) 
time.  

 
• Head and Neck Trauma:  Immediately prior to intubation, consider 

prophylactic Lidocaine per ICEMA Reference #7040 - Medication - 
Standard Orders.  
 

• Base Hospital Orders:  When considering Nasotracheal intubation 
(> 15 years of age) and significant facial trauma, trauma to the face 
or nose and/or possible basilar skull fracture are present, Trauma 
base hospital contact is required. 

 
• Impaled Object:  Remove object upon Trauma base hospital 

physician order, if indicated. 
 
• Traumatic Arrest:  Continue CPR as appropriate.   

 
 Treat per ICEMA Reference #11070 - Cardiac Arrest - Adult. 

 
B. Determination of Death on Scene:  Refer to ICEMA Reference #12010 - 

Determination of Death on Scene. 
 

• Severe Blunt Force Trauma Arrest:  If indicated, pronounce on 
scene. 

 
• Penetrating Trauma Arrest:  If indicated, transport to the closest 

receiving hospital. 
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Trauma - Adult 
(15 years of age and older) 

 
• If the patient does not meet the “Obvious Death Criteria” per 

ICEMA Reference #12010 - Determination of Death on Scene, 
contact the Trauma base hospital for determination of death on scene 
for those patients who suffer a traumatic cardiac arrest in the setting 
of penetrating trauma with documented asystole in at least two (2) 
leads, and no reported vital signs (palpable pulse and/or spontaneous 
respirations) during the EMS encounter with the patient. 

 
• Resuscitation efforts on a penetrating traumatic arrest victim are not 

to be terminated without Trauma base hospital contact. 
 
• Precautions and Comments: 
 

 Electrical injuries that result in cardiac arrest shall be treated 
as medical arrests. 
 

 Consider cardiac etiology in older patients in cardiac arrest 
with low probability of mechanism of injury. 
 

 Unsafe scene may warrant transport despite low potential 
for survival. 
 

 Whenever possible, consider minimal disturbance of a 
potential crime scene. 
 

• Base Hospital Orders:  May order additional medications and/or 
fluid boluses. 
 

V. REFERENCES 
 

Number Name 
7040 Medication - Standard Orders  
8120 Continuation of Care 
11070 Cardiac Arrest - Adult  
12010 Determination of Death on Scene 
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MEDICATION - STANDARD ORDERS 

Medications listed in this protocol may be used only for the purposes referenced by 
the associated ICEMA Treatment Protocol.  Any other use, route or dose other than 
those listed, must be ordered in consultation with the Base Hospital physician.  
 
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 (Proventil) Aerosolized Solution - Adult (LALS, ALS) 
 
Albuterol, 2.5 mg nebulized, may repeat two (2) times. 
 
Reference #s 6090, 7010, 7020, 11010, 11100 
 

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

 
Albuterol MDI, four (4) puffs every ten (10) minutes for continued shortness of 
breath and wheezing. 
 
Reference #s 6090, 6110, 7010, 7020, 14010, 14030, 14070 
 

Albuterol (Proventil) - Pediatric (LALS, ALS) 
 
Albuterol, 2.5 mg nebulized, may repeat two (2) times. 
 
Reference #s 7010, 7020, 14010, 14030, 14070 

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

 
Albuterol MDI, four (4) puffs every ten (10) minutes for continued shortness of 
breath and wheezing. 
 
Reference #s 6090, 6110, 7010, 7020, 14010, 14030, 14070 
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Medication - Standard Orders 

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. 

 
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, 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 
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Medication - Standard Orders 

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 
 

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 
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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. 
 

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)   
 
Chest Pain (Presumed Ischemic Origin): 

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 
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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 (Atrovent) Inhalation Solution use with Albuterol Adult (ALS)  
 
Atrovent, 0.5 mg nebulized.  Administer one (1) dose only. 
 
Reference #s 7010, 7020, 11010, 11100 
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Ipratropium Bromide (Atrovent) Metered-Dose Inhaler (MDI) use with Albuterol 
Adult (ALS - Specialty Programs Only)  

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

Reference #s 6090, 6110, 7010, 7020, 11010, 11100 
 

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

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

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

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

Reference #s 6090, 6110, 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 
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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 
 
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 bolus 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 hour10 mg/min  IV/IO drip 
to prevent continued seizures. 
 
Reference #s 2020, 7010, 7020, 8010, 14080 

 
Midazolam (Versed) - Adult (ALS) 
 
Seizure: 

Midazolam, 2.5 mg IV/IO/IN.  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. 
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Maximum of three (3) doses using any combination of IV/IO/IM/IN 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 
 

Midazolam (Versed) - 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 IV/IO/IM/IN 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, 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/IM/IN 
9 to 14 years Naloxone, 0.5 mg IV/IO/IM/IN 
 
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 
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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. 
 
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) 
 

General Administration (Hypoxia): 
Titrate Oxygen at lowest rate required to maintain SPO2 at 94%. 
Do not administer supplemental oxygen for SPO2 > 95% 
 

Chronic Obstructive Pulmonary Disease (COPD): 
 Titrate Oxygen at lowest rate required to maintain SPO2 at 90% 
 Do not administer supplemental oxygen for SPO2 > 91% 
 

Reference #s 6140, 9010, 9120, 11010, 11020, 11040, 11050, 11060, 11080, 11090, 
11100, 13010, 13020, 13030, 14010, 14020, 14030, 14050, 14060, 14070, 14080, 
14090, 15010, 15020 
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Phenylephrine HCL (ALS) 
 
Phenylephrine, 0.5 mg metered dose may be repeated once prior to additional 
attempt 
 
Reference #s 7010, 7020, 10050, 10190 
 

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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FORT IRWIN CONTINUATION OF TRAUMA CARE 

 
THIS POLICY IS FOR FORT IRWIN FIRE DEPARTMENT (FIFD), FORT IRWIN 
DEPARTMENT OF EMERGENCY SERVICES (DES), FORT IRWIN ARMY AIR 
AMBULANCE AND WEED ARMY COMMUNITY HOSPITAL (WACH) FOR 
TRANSPORTATION AND TRANSFER OF STEMI, STROKE OR TRAUMA PATIENTS TO A 
TRAUMA CENTER OR SPECIALTY CARE CENTER ONLY AND SHALL NOT BE USED 
FOR ANY OTHER TRANSFERS OR REQUESTS FOR TRANSFER FROM OTHER 
FACILITIES.THIS POLICY IS FOR FORT IRWIN/WEED ARMY HOSPITAL 
TRANSPORT/TRANSFER OF TRAUMA PATIENTS TO A TRAUMA CENTER ONLY AND 
SHALL NOT BE USED FOR ANY OTHER REQUESTED TRANSFERS FROM OTHER 
FACILITIES. 
 
I. PURPOSE 

 
To provide a mechanism of rapid transport of STEMI, stroke, or trauma patients from 
within the boundaries of Fort Irwin and the National Training Center to an appropriate 
STEMI, stroke, or trauma center for higher level of care with minimal delay.   The terrain 
and nature of the National Training Center at Fort Irwin presents particular obstacles for 
the transport of STEMI, stroke, or trauma patients.  Most STEMI, stroke, or trauma 
patients must be airlifted to an appropriate Specialty Care Center.  To provide a mechanism 
of rapid transport of trauma patients from Fort Irwin and Weed Army Hospital to an 
appropriate trauma hospital for higher level of care with minimal delay.  
 
1. FIELD TO TRAUMA HOSPITAL 
 

a. The terrain and nature of the Army National Training Facility at Fort Irwin 
presents particular obstacles to the transport of trauma patients.  Most 
trauma patients must be airlifted to appropriate treatment facilities.  To 
expedite appropriate treatment, trauma patients from Fort Irwin may be 
airlifted directly to the most appropriate Trauma Hospital, in accordance 
with ICEMA Protocol #15030 Trauma Triage Criteria and Destination 
Policy. 

 
b. ICEMA accredited paramedics will follow ICEMA Trauma Protocols 

#15010 and #15020. 
 

c. The assigned base hospital for medical control will be Loma Linda 
University Medical Center (LLUMC). 
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d. Requests for air ambulances shall be made through County Communications 
Center (CCC).  Trauma hospital destination will be rotated by the CCC in 
accordance with ICEMA Protocol #8070. 

 
e. If LLUMC is not the receiving facility, the medic will attempt to inform 

Arrowhead Regional Medical Center (ARMC) of the incoming trauma 
patient. 

 
2. WEED ARMY HOSPITAL TO TRAUMA HOSPITAL 
 

a. INITIAL TREATMENT GOALS 
 
• Initiate resuscitative measures within the capabilities of the facility. 
• Prepare patient for transport. 
• Contact CCC for air ambulance rotation and trauma hospital 

destination. 
• DO NOT DELAY TRANSFER by initiating any diagnostic 

procedures that do not have direct impact on immediate resuscitative 
measures. 

• Weed Army Hospital ED Physician will make direct physician-to-
physician contact with the ED physician at the Trauma Center. 

• The Trauma Center will accept all referred trauma patients unless the 
hospital is on Internal Disaster Diversion (Reference ICEMA 
Protocol #8060). 

• The Trauma Center ED physician is the accepting physician at the 
Trauma Center and will activate the Trauma Team according to 
internal Trauma Center protocols. 

• Weed Army Hospital must send all medical records, test results, 
radiologic evaluations to the Trauma Center.  DO NOT DELAY 
TRANSFER – these documents may be FAXED to the Trauma 
Center. 

 
 
II. POLICY 
 

1.  Weed Army Community Hospital (WACH) to a STEMI Receiving Center (SRC), 
Neurovascular Stroke Center (NRSC) or Trauma Center (TC).   
 
a. PATIENT INCLUSION CRITERIA 
 

• Any patient meeting ICEMA Trauma Triage Criteria, (refer to 
ICEMA Reference #15030 - Trauma Triage Criteria and #8130 - 
Destination Policy) arriving at a non-trauma hospital by EMS or 
non-EMS transport. 
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• Any patient with a positive STEMI requiring EMS transport to a 
SRC (refer to ICEMA Reference #6070 - Cardiovascular ST 
Elevation Myocardial Infarction Receiving Centers Destination 
Policy). 

 
• Any patient with a positive mLAPSS or stroke scale requiring EMS 

transport to a NSRC (refer to ICEMA Reference #6100 - 
Neurovascular Stroke Receiving Centers Destination Policy). 

 
• These procedures are not to be used for any other form of 

interfacility transfer of patients. 
 
b.   INITIAL TREATMENT GOAL AT WACH 

 
• Initiate resuscitative measures within the capabilities of the hospital. 
 
• Ensure patient stabilization is adequate for subsequent transport. 
 
• DO NOT DELAY TRANSPORT by initiating any diagnostic 

procedures that do not have direct impact on immediate resuscitative 
measures. 

 
• WACH ED physician will determine the appropriate mode of 

transportation for the patient.  WACH will contact Fort Irwin Army 
MEDEVAC for air ambulance transport utilizing established 
procedures for Fort Irwin.  

 
• GUIDELINES:  
 

< 30 minutes at WACH (door-in/door-out). 
< 45 minutes to complete continuation of care transport. 
< 30 minutes door-to-intervention at Specialty Care Center. 

  
• WACH shall contact the appropriate Specialty Care Center ED 

physician directly without calling for an inpatient bed assignment.  
WACH will contact the assigned Specialty Care Center in 
accordance with ICEMA Policy #8120 - Continuation of Care (San 
Bernardino County Only). 
 
SRC: Desert Valley Hospital, St. Mary Medical Center  
NSRC: Loma Linda University Medical Center, Arrowhead 

Regional Medical Center 
TC: Loma Linda University Medical Center, Arrowhead 

Regional Medical Center 
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• WACH ED physician will provide a verbal report to the ED 
physician at the Specialty Care Center. 

 
• Fort Irwin Army MEDEVAC will make Specialty Care Center base 

hospital contact. 
 
• Specialty Care Centers shall accept all referred STEMI, stroke, or 

trauma patients unless they are on Internal Disaster as defined in 
ICEMA Reference #8060 - Requests for Hospital Diversion Policy 
(San Bernardino County Only). 

 
• The Specialty Care Center ED physician is the accepting physician 

at the Specialty Care Center and will activate the internal STEMI, 
Stroke, or Trauma Team according to internal SRC, NSRC or TC 
policies or protocols. 

 
 WACH must send all medical records, test results and radiologic 

evaluations to the Specialty Care Center.  DO NOT DELAY 
TRANSPORT - these documents may be FAXED to the Specialty 
Care Center. 

 
c2. SPECIAL CONSIDERATIONS 
 

a. If the patient has arrived at Weed Army Hospital via EMS, the Weed 
Army Hospital ED physician may request the transporting team to 
remain with the patient and immediately transport once the minimal 
stabilization is done at Weed Army Hospital. 

 
b. Weed Army Hospital may consider sending one of its nurses with 

the transporting unit if deemed medically necessary. 
 
c. Paramedics may transport patients on Dopamine, Lidocaine and 

Procainamide drips only.  Unless medically necessary, avoid using 
medication drips that are outside the paramedic scope of practice to 
avoid any delay in transferring trauma patients. 

 
• If a suspected stroke patient is outside of the tPA administration 

window (greater than 4.5 hours from “last seen normal”), contact 
nearest NSRC to determine the best destination.  

 
• ICEMA EMT-Ps may only transport patients on Dopamine, 

Lidocaine and Procainamide drips.  Heparin and Integrillin drips are 
not within the ICEMA EMT-P scope of practice.  
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• WACH should consider sending one of its nurses, or a physician, 
with the Fort Irwin Army MEDEVAC if deemed necessary due to 
the patient’s condition or scope of practice.  This practice is highly 
encouraged.  US Army Flight Medics and Critical Care Flight 
Paramedics may request additional providers from WACH upon its 
assessment of the patient’s condition and en route care needs.  

 
• Specialty Care Center diversion is not permitted except for Internal 

Disaster.  However, Specialty Care Center base hospitals are allowed 
to facilitate redirecting of EMS patients to nearby SRCs, NSRCs or 
TCs when the closest Specialty Care Center is over capacity to 
minimize door-to-intervention times.  Specialty Care Center base 
hospitals shall ensure physician to physician contact when 
redirecting patients. 

 
2. AIR AMBULANCE 
 

a. Fort Irwin maintains internal 24-hour US Army Air Ambulance with 
MEDEVAC capabilities conducted by C Company (Air Ambulance), 2916th 
Aviation Battalion.  Fort Irwin Army Air Ambulance is the primary method 
of air transport for medical and trauma patients originating within the 
boundaries of the National Training Center and Fort Irwin.  Requests for use 
of this asset by Fort Irwin Range Control, DES, FIFD and WACH will be in 
accordance with the procedures established within Fort Irwin.  To expedite 
appropriate treatment of STEMI, stroke, or trauma patients, Fort Irwin 
Army Air Ambulance will proceed directly to the most appropriate SRC, 
NSRC or TC, for patients that meet the criteria of ICEMA Reference 
#15030 - Trauma Triage Criteria, #8120 - Continuation of Care and #8130 - 
Destination Policy when immediate lifesaving intervention or stabilization is 
not required.  These patients will bypass WACH and proceed directly to a 
SRC, NSRC or TC for treatment. 

 
b. Fort Irwin Army Air Ambulance will contact the County Communication 

Center (CCC) for TC destination.  TC destination will be rotated by the 
CCC in accordance with ICEMA Reference #8070 - Aircraft Rotation 
Policy (San Bernardino County Only).  If unable to contact the CCC, Fort 
Irwin Army MEDEVAC will follow the destination policy established in 
ICEMA Reference #8130 - Destination Policy. 

 
c. The assigned base hospital for medical control will be Loma Linda 

University Medical Center (LLUMC).  ICEMA EMT-Ps will follow 
ICEMA’s policies, procedures and protocols.  US Army Flight Medics and 
Critical Care Flight Paramedics will follow the Standard Medical Operating 
Guidelines (SMOG) established by the US Army Surgeon General and the 
assigned US Army Flight Surgeon.  When conflicts in procedure or protocol 
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of patient care exists between ICEMA and the US Army SMOG, each EMS 
provider will work in accordance with its individual protocols and confer 
jointly to assure the best possible care is provided and achieves the best 
outcome for the patient.  US Army Flight Medics and Critical Care Flight 
Paramedics are authorized to perform all treatments and procedures that are 
provided as en route medical orders from the receiving hospital or the 
medical direction of LLUMC.  

 
d. The onboard attending FIFD ICEMA EMT-P will make contact with the 

destination SRC, NSRC or TC prior to arrival in order to alert the STEMI, 
Stroke, or Trauma Teams.  In the absence of the FIFD ICEMA EMT-P, the 
US Army Flight Medic or US Army Critical Care Flight Paramedic will 
ensure contact is made in accordance with Fort Irwin’s procedures.  

 
e. In the event of special considerations, such as weather, time, distance and 

patient location, the Fort Irwin Army Air Ambulance Pilot-in-Command 
may choose to divert to University Medical Center (UMC) Las Vegas in 
accordance with the Memorandum of Agreement established between Fort 
Irwin Army Air Ambulance and UMC Las Vegas.  

 
f. In times of inclement weather or due to aircraft emergencies where landing 

at the destination hospital is not feasible, Fort Irwin MEDEVAC will 
contact the CCC for assistance in order to arrange for ground ambulance 
transportation at an appropriate airfield or the precautionary landing zone so 
that transportation of the patient can continue to the designated hospital.   

 
g. Should Fort Irwin Army Air Ambulance be unavailable for patient 

transportation, requests for civilian air ambulance support shall be made 
through the CCC by FIFD or WACH.  

 
3.  GROUND AMBULANCE 

 
a. Ground ambulances on Fort Irwin are provided and staffed by WACH and 

are dispatched by Fort Irwin DES with support from FIFD.   
 
b. Patients that are determined to meet ICEMA’s Trauma Triage Criteria (refer 

to ICEMA Reference #15030 - Trauma Triage Criteria) or are in immediate 
need of a Specialty Care Center as determined by a FIFD ICEMA EMT-P 
may be transported directly to the Fort Irwin Main Post Helipad or 
designated ambulance exchange point for immediate transfer by air 
ambulance when immediate lifesaving intervention or stabilization is not 
required.  These patients will bypass WACH and proceed directly to a SRC, 
NSRC or TC for treatment.  Coordination for this exchange will be 
conducted by FIFD utilizing established procedures to contact Fort Irwin 
Army MEDEVAC.   
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c. Patients that do not meet ICEMA’s Trauma Triage Criteria or require 
immediate lifesaving interventions or stabilization will be transported 
directly to WACH.   

 
III. REFERENCES 
 

Number  Name 
6070 Cardiovascular ST Elevation Myocardial Infarction Receiving Centers 

Destination Policy 
6100  Neurovascular Stroke Receiving Centers Destination Policy (San 

Bernardino County Only) 
8060  Requests for Hospital Diversion Policy (San Bernardino County Only) 
8070  Aircraft Rotation Policy (San Bernardino County Only) 
8120  Continuation of Care (San Bernardino County Only) 
8130 Destination Policy 
15030  Trauma Triage Criteria 
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GENERAL PATIENT CARE GUIDELINES 

 
I. PURPOSE 

 
To provide establish guidelines for providing the minimum standard of care and transport 
for allof patients contacts. 
 
AUTHORITY 
 
California Health and Safety Code, Title 22, Division 9, Chapter 4, Sections 100145, 
100146 and 100147. 
 

II. DEFINITIONS 
 
Patient:  An individual with a complaint of pain, discomfort or physical ailment.  An 
individual regardless of complaint, with signs and/or symptoms of pain, discomfort, 
physical ailment or trauma.  These signs/ or symptoms include, but are not limited to: 
 
1. Altered level of consciousness. 
 
2. Sign and/or symptoms of sSkeletal or soft tissue injuries. 
 
3. Acute or chronic injury or disease process. 
 
34. Altered ability to perceive illness or injury due to the influence of drug, alcohol or 

other mental impairment. 
 
45. Evidence that the individual was subject to significant force that may cause injury. 
 
6.  Other condition that warrants evaluation and care at an acute care hospital. 

 
Patient Contact:  Determined to be achievedoccur when any on duty BLS, LALS, or ALS 
field personnelprovider (EMT, AEMT, EMT-P, RN) comes into the presence of a patent as 
defined above. 
 

III. BLS INTERVENTIONS 
 
1. Obtain a thorough assessment of the following: 

 
a. Airway, breathing and circulatory status. 
 
b. Subjective assessment of the patient’s physical condition and environment. 
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c. Objective assessment of the patient’s physical condition and environment. 
 

d. Vital signs (blood pressure, pulse, respiration, GCS, skin signs, etc.). 
 
e. Prior medical history and current medications. 
 
f. Any known medication allergies or adverse reactions to medications, food 

or environmental agents. 
 

2. Initiate care using the following tools as clinically indicated or available: 
 

a. Axial spinal immobilization. 
 
b. Airway control with appropriate BLS airway adjunct. 
 
c. Oxygen as clinically indicated. 
 
d. Assist the patient into a physical position that achieves the best medical 

benefit and maximum comfort. 
 
e. Automated External Defibrillator (AED). 
 
f. Consider the benefits of early transport and/or intercept with ALS personnel 

if clinically indicated. 
 

3. Assemble necessary equipment for ALS procedures or treatment under direction of 
EMT-P. 

 
a. Cardiac monitoring. 
 
b. IV/IO. 
 
c. Endotracheal intubation. 
 

4. Under EMT-P supervision, assemble pre-load medications as directed,  (excluding 
controlled substances). 

 
IV. LIMITED ALS (LALS) INTERVENTIONS 

 
1. Evaluation and continuation of all initiated BLS care initiated. 
 
2. Augment BLS assessment with an advanced assessment including, but not limited 

to the following: 
 

a. Qualitative lung assessment. 
 
b. Blood glucose monitoring. 
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3. Augment BLS treatment measures with LALS treatments as indicated by LALS 

protocols. 
 

4. Initiate airway control as needed with the appropriate LALS adjunct. 
 
5. Initiate vascular access as clinically indicated. 
 

V. ALS INTERVENTIONS 
 
1. Evaluation and continuation of all initiated BLS and/or LALS care when indicated 

by patient’s condition.  initiated. 
 
2. Augment BLS and/or LALS assessment with a clinically indicated advanced 

assessments including but not limited to the following: 
 

Qualitative lung assessment. 
 
a. Cardiac monitor and/or 12- lead ECG. 
 
a.b. Capnography. 

 
b.c. Blood glucose monitoring. 

 
3. Augment BLS and/or LALS treatment with advanced treatments as clinically 

indicated indicatedor available. 
 

a. Initiate airway control as neededusing an appropriate airway adjunct to 
achieve adequate oxygenation and ventilation with the appropriate ALS 
adjunct. 

 
b. Initiate vascular access as only when clinically indicated for the appropriate 

administration of medications and/or fluids.  
 

4. Review and evaluate treatments initiated by BLS, LALS, or ALS providers. 
 

a. Consider discontinuing treatments not warranted by patient’s clinical 
condition.  Intermittent monitoring may be used instead of continuous 
monitoring when clinically indicated.  
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DETERMINATION OF DEATH ON SCENE 

I. PURPOSE 
 
To identify situations when an EMT, AEMT or EMT-P may be called upon to 
determine death on scene. 

 
II. POLICY 

 
An EMT, AEMT or EMT-P may determine death on scene if pulselessness and 
apnea are present with any of the following criteria.  The EMT-P is authorized to 
discontinue BLS CPR initiated at scene if a patient falls into the category of 
obvious death.  If any ALS procedures are initiated, only the base hospital 
physician/designee may determine death in the field.  In any situation where there 
may be doubt as to the clinical findings of the patient, BLS CPR must be initiated 
and the base hospital contacted, refer to ICEMA Reference #12020 - Withholding 
Resuscitate Measures.  When death is determined, the County Coroner must be 
notified along with the appropriate law enforcement agency. 
 
• The EMT-P is authorized to discontinue BLS CPR initiated at the scene if a 

patient meets determination of death criteria.   
 
• If any ALS procedures are initiated, only the base hospital 

physician/designee may determine death in the field.  
 
• In any situation where there may be doubt as to the clinical findings or 

validity of the patient’s end of life directives, BLS CPR must be initiated 
and the base hospital contacted. 

 
• When death is determined, the County Coroner must be notified. 
 
• If the patient does not meet the Determination of Death Criteria, appropriate 

interventions must be initiated. 
 
• Resuscitation efforts shall not be terminated en route.  The patient will be 

transported to the closest facility where determination of death will be made.  
 
• Victims of electrocution, lightning and drowning should have resuscitative 

efforts begun and transported to an appropriate receiving hospital.  
 
• Hypothermic patients should be treated per ICEMA Reference #13030 - 

Cold Related Emergencies, under Severe Hypothermia. 
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III. DETERMINATION OF DEATH CRITERIA 
 

An EMT, AEMT or EMT-P may determine death on scene if the patient is 
pulseless and apneic with any of the following: 
 
• A patient with multiple signs of death and/or prolonged lifelessness 

including: 
 

 Decomposition 
 

 Obvious signs of rigor mortis such as rigidity or stiffening of 
muscular tissues and joints in the body, which occurs any time after 
death and usually appears in the head, face and neck muscles first. 

 
 Obvious signs of venous pooling in dependent body parts, lividity 

such as mottled bluish-tinged discoloration of the skin, often 
accompanied by cold extremities. 
 

• Obvious Death 
 

 Decapitation. 
 
 Incineration of the torso and/or head. 
 
 Massive crush injury.  
 
 Penetrating injury with eviscerationdestruction and/or separation of 

major organs (the heart, liver, and/or brain). 
 
 Gross dismemberment of the trunk. 
 
 Pulseless and apneic with injury not compatible with life.  

 
• Severe Blunt Force Trauma 

 
 Absent signs of life (palpable pulses and/or spontaneous 

respirations) and cardiac electrical activity less than 40 bpm or 
throughout EMS patient assessment. 

 
• Declared Multiple Casualty Incident (MCI) 

 
 Pulseless, apneic, or agonal patient where triage principles and 

available resources preclude initiation of resuscitation. 
 

 Standardized Patient Designated Directives/End of Life Options Act 
Directive 
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 Pulseless, apneic or agonal patient with valid end of life directive. 
 
 ICEMA Reference #12020 - End of Life Care and Decisions.  

 
PROCEDURE 
 
• If the patient does not meet the Determination of Death criteria, appropriate 

interventions must be initiated. 
 
• Resuscitation efforts shall not be terminated en route per Government Code 

27491.  The patient will be transported to the closest facility where 
determination of death will be made by hospital staff. 

 
• Most victims of electrocution, lightning and drowning should have 

resuscitative efforts begun and transported to the appropriate 
Hospital/Trauma Center. 

 
• Hypothermic patients should be treated per ICEMA Reference #13030 - 

Cold Related Emergencies, under Severe Hypothermia. 
 
• A DNR report form must be completed, if applicable, refer to ICEMA 

Reference #12020 - Withholding Resuscitative Measures. 
 
• San Bernardino County Only: 

 A copy of the patient care report must be made available for the 
Coroner.  This will be transmitted to them, when posted, if the 
disposition is marked “Dead on Scene” and the Destination is 
marked “Coroner, San Bernardino County” on the electronic patient 
care report (ePCR).  If unable to post, a printed copy of the ePCR, 
O1A or a completed Coroners Worksheet of Death must be left at 
the scene.  The completed ePCR or 01A must be posted or faxed to 
the Coroner before the end of the shift.  

 
LIMITED ALS (LALS) PROCEDURE 

 
• All terminated LALS resuscitation efforts must have an AED event record 

attached to the electronic patient care report (ePCR). 
 
• All conversations with the base hospital must be fully documented with the 

name of the base hospital physician who determined death, times and 
instructions on the patient care reportePCR. 

 
ALS PROCEDURE 
 
• All patients in ventricular fibrillation should be resuscitated and transported 

unless otherwise determined by the base hospital physician/designee. 
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• Severe blunt force trauma, pulseless, without signs of life (palpable pulses 
and/or spontaneous respirations) and cardiac electrical activity less than 40 
bpm or during EMS encounter with the patient meets Determination of 
Death criteria. 
 

• All terminated ALS resuscitation efforts must have an ECG attached to the 
patient care reportePCR. 

 
 All conversations with the base hospital must be fully documented with the 

name of the base hospital physician who determined death, times and 
instructions on the patient care report. 
 

• Coroner Notification (San Bernardino County Only) 

 A copy of the ePCR must be made available for the Coroner.  This 
will be transmitted to them, when posted, if the disposition is marked 
“Dead on Scene” and the Destination is marked “Coroner, San 
Bernardino County” on the ePCR. 

 
 If unable to post, a printed copy of the ePCR or a completed 

Coroners Worksheet of Death must be left at the scene.  The 
completed ePCR must be posted and/or faxed to the Coroner as soon 
as possible but within four (4) hours of the initiation of the call.  

 
IV. SUSPECTED SUDDEN INFANT DEATH SYNDROME (SIDS) INCIDENT 

 
It is imperative that all EMS field personnel be able to assist the caregiver and local 
police agencies during a suspected SIDS incident.   
 
PROCEDURE 
 
• Follow individual department/agency policies at all times. 
 
• Ask open-ended questions about incident. 
 
• Explain what you are doing, the procedures you will follow, and the reasons 

for them. 
 
• If you suspect a SIDS death, explain to the parent/caregiver what SIDS is 

and, if this is a SIDS related death nothing they did or did not do caused the 
death. 

 
• Provide the parent/caregiver with the number of the California SIDS 

Information Line:  1-800-369-SIDS (7437) 
 
• Provide psychosocial support and explain the emergency treatment and 

transport of their child. 
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• Assure the parent/caregiver that your activities are standard procedures for 
the investigation of all death incidents and that there is no suspicion of 
wrongdoing.  

 
• Document observations. 

 
V. REFERENCES 
 

Number Name 
12020 Withholding Resuscitative MeasuresEnd of Life Care and Decisions 
13030 Cold Related Emergencies 
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