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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Basic, EMT – Intermediate, EMT – Paramedic 
_______________________________________________________________ 
SMO:  Minimum Field Triage Criteria      
 
Overview:  The following patients are those who in the opinion of the American College of 
Surgeons Committee on Trauma are to have an increased mortality/ morbidity if not treated at a 
trauma center, and should therefore be classified as trauma patients.  These patients require 
transport to the nearest trauma center.  The decision to triage to the nearest trauma center or 
directly to the Level I trauma center remains with Medical Control, as does aeromedical 
evacuation. 
 
GUIDELINES  
 


I. Physiologic Factors 
A. Adult Trauma Score of 10 or less or Pediatric Score of 8 or less 
B. Airway difficulties requiring intubation or other interventions at the 


scene 
C. Trauma with altered respiratory rate > 35/ minute or < 12/ minute 
D. Any multiple trauma patient with signs of hypoperfusion 


II. Anatomic Factors 
A. Head, face and eye 


1. HEAD INJURY WITH PERSISTENT UNCONSCIOUSNESS 
OR FOCAL SIGNS (i.e. SEIZURES, POSTURING, UNABLE 
TO RESPOND TO SIMPLE COMMANDS) 


2. Head injury with LOC or an altered Glasgow Coma Score 
3. Traumatic and chemical eye injuries 
4. Maxillofacial trauma 
5. Penetrating injury to the neck 
 


B. Chest 
1. TRANSMEDIASTINAL GUNSHOT WOUNDS 
2. Penetrating injury to the chest 
3. Blunt chest trauma (significant pain and/or obvious external 


signs) 
 


C. Abdomen 
1. Penetrating injury to the abdomen or groin 
2. Blunt abdominal trauma (significant pain and/or obvious 


external signs) 
 


D. Spinal Cord 
1. SPINAL CORD INJURY WITH PARALYSIS 
2. Any suspected spinal cord injury in the absence of neurological 


deficit 
E. Extremity 


1. Multiple orthopedic injuries (>1 long bone fracture) 
2. Major extremity injury with vascular compromise (blunt and 


penetrating) 
3. Traumatic amputation proximal to the wrist or ankle 
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III. Deceleration Injury 
A. High energy dissipation—rapid acceleration with blunt chest or 


abdominal injury 
B. Falls of 20 feet or greater with the adult patient 
C. Falls of 3 times the height of the pediatric patient 


 
IV. Motor Vehicle Incidents 


A. Extrication time of 20 minutes or more 
B. Passenger space invaded by 12 or more inches 
C. Ejection 
D. Fatality at the scene within  the same motor vehicle 
E. Rollover 
F. Child under 12 years struck by car 
G. Child 5 years old or younger involved in any MVA without age 


appropriate restraint (under age 4 or less than 40 pounds require a car 
seat) 


H. Motorcycle crash greater than 20 mph and separation of rider from bike 
 


V. Major Burns 
A. 20% total body surface of 2nd and 3rd degree burns 
B. Any burn patient with obvious head, neck or airway involvement 


 
VI. Pediatric Trauma with one or more of the following: 


A. HEAD TRAUMA WITH PERSISTENT ALTERED LEVEL OF 
CONSCIOSNESS OBVIOUS CHEST OR ABDOMINAL TRAUMA, 
EITHER PENETRATING OR BLUNT 


B. Pediatric Trauma Score of 8 or less 
C. Child under 12 struck by car 
D. Child 5 years old or younger involved in any MVA without age 


appropriate restraint (under age 4 or less than 40 pounds require a car 
seat)  


VII. Maternal Trauma Patients with significant mechanism and/or obvious signs of 
Trauma 
A. THE PREGNANT PATIENT 20 – 32 WEEKS 
B. The pregnant patient 32 – 40 weeks 
C. Maternal patient who meets any other trauma criteria 


 
 VIII.     Blunt and Penetrating Traumatic Arrests are at the discretion of Medical     
              Control  


  







 
SMO: Minimum Field Triage Criteria      
 
 
 


 
 


   
 


YES 


NO


YES 


CATEGORY II 
Mechanism of Injury 
 Ejection from motor vehicle 
 Death in same passenger compartment 
 Falls > than 20 feet 
 Peds fall > three times body length of child 
 Pregnancy > 24 weeks 


 Initiate Field Trauma Treatment 
Standard Operating Procedures 


 
 Rapid Transport to Trauma Center (1) 


CATEGORY I 
Blunt or Penetrating Trauma with Unstable Vital Signs 
and/or: 
 Hemodynamic Compromise as evidenced by: 


 BP < 90 systolic 
 Peds BP < 80 systolic 


 Respiratory Compromise as evidenced by: 
 Respiratory rate < 10 or > 29 


 Altered Mentation as evidenced by: 
 Glasgow Coma Scale < 10 


 
Anatomical Injury: 
 Penetrating injury of head, neck, torso, groin 
 Two or more body regions with potential life or limb threat 
 Combination trauma with > 20% TBSA burn 
 Amputation above wrist or ankle 
 Limb paralysis and’ or sensory deficit above the wrist and 


ankle 
 Flail chest 
 Two or more proximal long bone fractures


NO


 *Initiate Field Trauma Treatment Standard Operating 
Procedures and Transport to Closest Hospital 
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MANDATORY NOTIFICATION FROM FIELD OF TRAUMA SURGEON: 
 SUSTAINED HYPOTENSION – BP < 90 SYSTOLIC (PEDS < 80 SYSTOLIC) ON TWO CONSECUTIVE 


MEASUREMENTS FIVE MINUTES APART OR CAVITY PENETRATION OF TORSO OR NECK 
 


(1) > 25 minutes from Trauma Center, transport to nearest affiliate trauma hospital 
(2) > 35 minutes from Trauma Center or affiliate hospital, transport to nearest hospital 
(3) > 45 minutes from Trauma Center or affiliate hospital in a rural area where there is no comprehensive hospital 


available, transport to the nearest hospital  
 
REFERRENCE:  Adapted from Trauma Care System Guidelines, ACEP, 1992, and Resources for Optimal Care of…. 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Basic 
_______________________________________________________________ 
SMO: Amputated Parts       
 
Overview: In an amputation, it is imperative that the amputated part is recovered and properly 
handled. This protocol will establish guidelines for the proper care and transport of the amputated 
part. 
            
INFORMATION NEEDED  
__ Patient complaint. 
__ Pertinent past medical history.  
__ Mechanism of injury.  
__ Current medications 
 


OBJECTIVE FINDINGS 
__ Physical signs of trauma 
__ Assess extremities for PMS. Immobilize all fractures. Control bleeding  
__ Assess for other associated injuries 


 
TREATMENT   
__ Prepare for rapid transport  
__ Assess patient, scene safety.  
__ Control airway. Use appropriate oxygen and airway adjuncts as needed.  
__ Control external bleeding with direct pressure  
__ Perform focused trauma assessment 
__ Cover open wounds with sterile dressings. 
__ Recover all amputated or avulsed parts as possible. 
__ Place amputated part in dry, sterile dressings, place in a sealed plastic bag, and place on top of ice  
     or on cold packs. 
__ Reassess airway frequently 
__ Transport as soon as possible, consider ALS intercept 
 
Documentation of adherence to protocol:  
__ Mechanism of injury 
__ Oxygen and airway interventions 
__ Focused trauma exam documented  
 
PRECAUTIONS AND COMMENTS  
 Recheck airway and breathing and circulation frequently. 
 Reassure patient
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Intermediate 
_______________________________________________________________ 
SMO: Amputated Parts       
 
Overview: In an amputation, it is imperative that the amputated part is recovered and properly 
handled. This protocol will establish guidelines for the proper care and transport of the amputated 
part. 
            
INFORMATION NEEDED  
__ Patient complaint. 
__ Pertinent past medical history.  
__ Mechanism of injury.  
__ Current medications 
 


OBJECTIVE FINDINGS 
__ Physical signs of trauma 
__ Assess extremities for PMS. Immobilize all fractures. Control bleeding  
__ Assess for other associated injuries 


 
TREATMENT   
__ Prepare for rapid transport  
__ Assess patient, scene safety.  
__ Control airway. Use appropriate oxygen and airway adjuncts as needed.   
__ Control external bleeding with direct pressure  
__ Perform focused trauma assessment 
__ Cover open wounds with sterile dressings. 
__ Recover all amputated or avulsed parts as possible. 
__ Place amputated part in dry, sterile dressings, place in a sealed plastic bag, and place on top of ice  
     or on cold packs. 
__ Consider IV of normal saline if patient exhibit sign of hypotension (SBP < 90 mmHg) or in need  
     of pain medication. Apply bolus of 500ml of NS if indicated. 
__ If pain medication needed and  SBP > 100 mmHg,  Contact Medical Control for permission to   
      administer Morphine Sulfate 2 mg IVP.  Contact Medical Control for subsequent doses to a   
      maximum of 10mg.  
__ Reassess airway frequently 
__ Transport as soon as possible. 
 
Documentation of adherence to protocol:  
__ Mechanism of injury 
__ Oxygen and airway interventions 
__ Focused trauma exam documented  
__ IV, Airway and / or medication administration. Re-assessment post intervention. 
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Medical Control Contact Criteria  
 
__ Contact Medical control for medication administration 
 


 
PRECAUTIONS AND COMMENTS  
 Recheck airway and breathing and circulation frequently. 
 Reassure patient 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Paramedic 
_______________________________________________________________ 
SMO: Amputated Parts       
 
Overview: In an amputation, it is imperative that the amputated part is recovered and properly 
handled. This protocol will establish guidelines for the proper care and transport of the amputated 
part. 
            
INFORMATION NEEDED  
__ Patient complaint. 
__ Pertinent past medical history.  
__ Mechanism of injury.  
__ Current medications 
 


OBJECTIVE FINDINGS 
__ Physical signs of trauma 
__ Assess extremities for PMS. Immobilize all fractures. Control bleeding  
__ Assess for other associated injuries 


 
TREATMENT   
__ Prepare for rapid transport  
__ Assess patient, scene safety.  
__ Control airway. Use appropriate oxygen and airway adjuncts as needed.   
__ Control external bleeding with direct pressure  
__ Perform focused trauma assessment 
__ Cover open wounds with sterile dressings. 
__ Recover all amputated or avulsed parts as possible. 
__ Place amputated part in dry, sterile dressings, place in a sealed plastic bag, and place on top of ice  
     or on cold packs. 
__ Consider IV of normal saline if patient exhibit sign of hypotension (SBP < 90 mmHg) or in need  
     of pain medication. Apply bolus of 500ml of NS if indicated. 
__ If pain medication needed and  SBP > 100 mmHg,  Morphine Sulfate 2 mg IVP up to a  
     maximum of 10 mg.  Contact Medical Control for subsequent doses.    
__ Reassess airway frequently 
__ Transport as soon as possible. 
 
Documentation of adherence to protocol:  
__ Mechanism of injury 
__ Oxygen and airway interventions 
__ Focused trauma exam documented  
__ IV, Airway and / or medication administration. Re-assessment post intervention. 
 







7/04 
Reviewed: 
Revised: 
EMS/ Region1 SMOs 
 
 


 


Medical Control Contact Criteria  
 
__ Contact Medical control for subsequent doses of Morphine.  
 


 
PRECAUTIONS AND COMMENTS  
 Recheck airway and breathing and circulation frequently. 
 Reassure patient 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Basic 
_______________________________________________________________ 
SMO:  Burns         
 
Overview: Burns can be of varying severity as well as having several causes., including thermal, 
chemical, and electrical. This protocol is intended to help the EMS responder assess and treat the 
wide spectrum of burns they may encounter.  
            
INFORMATION NEEDED  
__ Type and source of burn (thermal, chemical, electrical, or steam). 
__ Injuries associated with the burn event.  
__ Mechanism of injury.  
__ Current medications 
 


OBJECTIVE FINDINGS 
__ Evidence of inhalation injury or toxic exposure (e.g. carbonaceous sputum, hoarseness, or singed  
     nasal hairs.  
__ Extent of burns (depth – full or partial thickness, and  Total Body Surface Area {TBSA }affected). 
     Use rule of nines or the surface area covered by one of the patients hands equal one percent of 


their TBSA (see Burn Chart in Appendix). 
__ Entrance and  /or exit wounds if electrical or lightening strike 
__ Associated trauma from explosion, electrical shock, or fall 
__ Type of chemical for surface chemical burn. Include length of exposure and what was done to 


clean victim off prior to arrival.  


 
TREATMENT   
__ Prepare for rapid transport  
__ Assess patient, scene safety 
__ Routine medical care 
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Thermal 
__ Make sure fire is out. Stop the burning process  
__ Remove jewelry and non-adhered clothing, do not break blisters 
__ Cover affected body surface with dry sheet 
__ Prevent hypothermia 
__ Control airway. Use appropriate oxygen and airway adjuncts as needed   
__ Control external bleeding with direct pressure  
__ Perform total trauma assessment 
__ Cover other open wounds with sterile dressings 
__ Reassess airway frequently 
__ Transport as soon as possible, consider ALS intercept 


Chemical 
__ Decontamination and HazMat procedures. 
__ Stop the burning process, Remove jewelry, contacts and clothing. 
 __ Brush off powder, if present 
 __ Irrigate with copious amounts of water for at least 20 minutes, continue irrigation en route 
 __ Prevent hypothermia 
__ Control airway. Use appropriate oxygen and airway adjuncts as needed.   
__ Control external bleeding with direct pressure if wounds present 
__ Perform total trauma assessment 
__ Cover other open wounds with sterile dressings. 
__ Reassess airway frequently 
__ Transport as soon as possible, consider ALS intercept 


Electrical 
__ Make sure scene is safe and electricity is off. Make sure fire is out. Stop the burning process  
__ Remove jewelry and non-adhered clothing, do not break blisters 
 __ Moist dressing on any exposed, injured areas. 
 __ Prevent hypothermia 
__ Control airway. Use appropriate oxygen and airway adjuncts as needed.   
__ Control external bleeding with direct pressure  
__ Perform total trauma assessment 
__ Cover other open wounds with sterile dressings. 
__ Consider C-spine and spinal precautions 
__ Prepare to use AED as needed 
__ Reassess airway frequently 
__ Transport as soon as possible, consider ALS intercept 
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Documentation of adherence to protocol:  
__ Mechanism of injury 
__ Oxygen and airway interventions 
__ Trauma exam documented  
__ Estimation of % of BSA affected by burn (see Burn Chart in Appendix) 
 
PRECAUTIONS AND COMMENTS  
 Recheck airway and breathing and circulation frequently. 
 Inhalation injuries may cause delayed but severe airway compromise. 
 Do not apply ice or water directly to skin surfaces as additional injury will result. 
 Lightning injuries may cause prolonged respiratory arrest. 
 Assume presence of associated multi-system trauma if patient presents with signs and symptoms 


of hypoperfusion. 
 Extremes of age (<12 or >55 years) may need trauma center. 
 Spinal precautions may be warranted for electric shock and severe muscle spasms may cause 


neuro-spinal injuries 
 Definition of major burns:  


 Full thickness: > 10% of TBSA 
 Partial thickness: > 20% of TBSA. 
 Burns of airway, face, eyes, hands, feet or genital area. 
 Chemical inhalation or electrical burns. 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Intermediate 
_______________________________________________________________ 
SMO: Burns         
 
Overview: Burns can be of varying severity as well as having several causes., including thermal, 
chemical, and electrical. This protocol is intended to help the EMS responder assess and treat the 
wide spectrum of burns they may encounter.  
            
INFORMATION NEEDED  
__ Type and source of burn (thermal, chemical, electrical, or steam). 
__ Injuries associated with the burn event.  
__ Mechanism of injury.  
__ Current medications 
 


OBJECTIVE FINDINGS 
__ Evidence of inhalation injury or toxic exposure (e.g. carbonaceous sputum, hoarseness, or singed  
     nasal hairs.  
__ Extent of burns (depth – full or partial thickness, and  Total Body Surface Area {TBSA }affected). 
     Use rule of nines or the surface area covered by one of the patients hands equal one percent of 


their TBSA (see Burn Chart in Appendix). 
__ Entrance and  /or exit wounds if electrical or lightening strike 
__ Associated trauma from explosion, electrical shock, or fall 
__ Type of chemical for surface chemical burn. Include length of exposure and what was done to 


clean victim off prior to arrival.  
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TREATMENT   
__ Prepare for rapid transport  
__ Assess patient, scene safety 
__ Routine medical care 
 


Thermal 
__ Make sure fire is out. Stop the burning process  
__ Remove jewelry and non-adhered clothing, do not break blisters 
__ Cover affected body surface with dry sheet 
__ Prevent hypothermia 
__ Control airway. Use appropriate oxygen and airway adjuncts as needed.    Early intubation for 
     patients with evidence of inhalation should strongly be considered.   
__ Control external bleeding with direct pressure  
__ Perform total trauma assessment 
__ Cover other open wounds with sterile dressings 
__ Reassess airway frequently 
__ IV access. If partial or total thickness burns >10% TBSA, 500ml fluid challenge of Normal 


  Saline. Repeat if indicated. 
__ Monitor lung sounds for reflex pulmonary edema 
__Consult Medical Control for Morphine Sulfate 2 mg IVP.  Contact Medical Control for subsequent  
     doses to a maximum of 10 mg IVP as needed if SBP > 100mmHg. 
__ Transport as soon as possible, consider paramedic intercept 


Chemical 
__ Decontamination and HazMat procedures. 
__ Stop the burning process, Remove jewelry, contacts and clothing. 
 __ Brush off powder, if present 
 __ Irrigate with copious amounts of water for at least 20 minutes, continue irrigation en route 
 __ Prevent hypothermia 
__ Control airway. Use appropriate oxygen and airway adjuncts as needed.   
__ Control external bleeding with direct pressure if wounds present 
__ Perform total trauma assessment 
__ Cover other open wounds with sterile dressings. 
__ Reassess airway frequently 
__ Transport as soon as possible, consider ALS intercept 
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Electrical 
__ Make sure scene is safe and electricity is off. Make sure fire is out. Stop the burning process  
__ Remove jewelry and non-adhered clothing, do not break blisters 
 __ Moist dressing on any exposed, injured areas. 
 __ Prevent hypothermia 
__ Control airway. Use appropriate oxygen and airway adjuncts as needed.   
__ Control external bleeding with direct pressure  
__ Perform total trauma assessment 
__ Cover other open wounds with sterile dressings. 
__ Consider C-spine and spinal precautions 
__ Prepare to use defibrillator as needed 
__ Reassess airway frequently 
__ IV access. If partial or total thickness burns >10% TBSA, 500ml fluid challenge of Normal 


Saline. Repeat if indicated. 
__ Monitor lung sounds for reflex pulmonary edema 
__Consult Medical Control for Morphine Sulfate 2 mg IVP.  Contact Medical Control for subsequent  
    doses to a maximum of 10 mg IVP as needed if SBP > 100mmHg. 
__ Transport as soon as possible, consider paramedic intercept 


 
Documentation of adherence to protocol:  
__ Mechanism of injury 
__ Oxygen and airway interventions 
__ Trauma exam documented  
__ Estimation of % of BSA affected by burn (see Burn Chart in Appendix). 
__ IV, Intubation, medication interventions. Document re-assessment of patient post intervention. 
 


Medical Control Contact Criteria  
__ Contact Medical control for permission to administer Morphine. 
 


 
PRECAUTIONS AND COMMENTS  
 Recheck airway and breathing and circulation frequently. 
 Inhalation injuries may cause delayed but severe airway compromise. 
 Do not apply ice or water directly to skin surfaces as additional injury will result. 
 Lightning injuries may cause prolonged respiratory arrest. 
 Assume presence of associated multi-system trauma if patient presents with signs and symptoms 


of hypoperfusion. 
 Extremes of age (<12 or >55 years) may need trauma center. 
 Spinal precautions may be warranted for electric shock and severe muscle spasms may cause 


neuro- spinal injuries 
 Definition of major burns:  


• Full thickness: > 10% of TBSA 
• Partial thickness: > 20% of TBSA. 
• Burns of airway, face, eyes, hands, feet or genital area. 
• Chemical inhalation or electrical burns. 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Paramedic 
_______________________________________________________________ 
SMO: Burns         
 
Overview: Burns can be of varying severity as well as having several causes., including thermal, 
chemical, and electrical. This protocol is intended to help the EMS responder assess and treat the 
wide spectrum of burns they may encounter.  
            
INFORMATION NEEDED  
__ Type and source of burn (thermal, chemical, electrical, or steam). 
__ Injuries associated with the burn event.  
__ Mechanism of injury.  
__ Current medications 
 


OBJECTIVE FINDINGS 
__ Evidence of inhalation injury or toxic exposure (e.g. carbonaceous sputum, hoarseness, or singed  
     nasal hairs.  
__ Extent of burns (depth – full or partial thickness, and  Total Body Surface Area {TBSA }affected). 
     Use rule of nines or the surface area covered by one of the patients hands equal one percent of 


their TBSA (see Burn Chart in Appendix). 
__ Entrance and  /or exit wounds if electrical or lightening strike 
__ Associated trauma from explosion, electrical shock, or fall 
__ Type of chemical for surface chemical burn. Include length of exposure and what was done to 


clean victim off prior to arrival.  
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TREATMENT   
__ Prepare for rapid transport  
__ Assess patient, scene safety 
__ Routine medical care 
 


Thermal 
__ Make sure fire is out. Stop the burning process  
__ Remove jewelry and non-adhered clothing, do not break blisters 
__ Cover affected body surface with dry sheet 
__ Prevent hypothermia 
__ Control airway. Use appropriate oxygen and airway adjuncts as needed.    Early intubation for 
     patients with evidence of inhalation should strongly be considered.   
__ Control external bleeding with direct pressure  
__ Perform total trauma assessment 
__ Cover other open wounds with sterile dressings 
__ Reassess airway frequently 
__ IV access. If partial or total thickness burns >10% TBSA, 500ml fluid challenge of Normal 


  Saline. Repeat if indicated. 
__ Monitor lung sounds for reflex pulmonary edema 
__ If pain medication needed and  SBP > 100 mmHg,  Morphine Sulfate 2 mg IVP up to a  
     maximum of 10 mg.  Contact Medical Control for subsequent doses.    
__ Transport as soon as possible, consider paramedic intercept 


Chemical 
__ Decontamination and HazMat procedures. 
__ Stop the burning process, Remove jewelry, contacts and clothing. 
 __ Brush off powder, if present 
 __ Irrigate with copious amounts of water for at least 20 minutes, continue irrigation en route 
 __ Prevent hypothermia 
__ Control airway. Use appropriate oxygen and airway adjuncts as needed.   
__ Control external bleeding with direct pressure if wounds present 
__ Perform total trauma assessment 
__ Cover other open wounds with sterile dressings. 
__ Reassess airway frequently 
__ Transport as soon as possible, consider ALS intercept 
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Electrical 
__ Make sure scene is safe and electricity is off. Make sure fire is out. Stop the burning process  
__ Remove jewelry and non-adhered clothing, do not break blisters 
 __ Moist dressing on any exposed, injured areas. 
 __ Prevent hypothermia 
__ Control airway. Use appropriate oxygen and airway adjuncts as needed.   
__ Control external bleeding with direct pressure  
__ Perform total trauma assessment 
__ Cover other open wounds with sterile dressings. 
__ Consider C-spine and spinal precautions 
__ Prepare to use defibrillator as needed 
__ Reassess airway frequently 
__ IV access. If partial or total thickness burns >10% TBSA, 500ml fluid challenge of Normal 


Saline. Repeat if indicated. 
__ Monitor lung sounds for reflex pulmonary edema 
__ If pain medication needed and  SBP > 100 mmHg,  Morphine Sulfate 2 mg IVP up to a  
     maximum of 10 mg.  Contact Medical Control for subsequent doses.    
__ Transport as soon as possible, consider paramedic intercept 


 
Documentation of adherence to protocol:  
__ Mechanism of injury 
__ Oxygen and airway interventions 
__ Trauma exam documented  
__ Estimation of % of BSA affected by burn (see Burn Chart in Appendix). 
__ IV, Intubation, medication interventions. Document re-assessment of patient post intervention. 
 


Medical Control Contact Criteria  
__ Contact Medical control for subsequent doses of Morphine.  
 


 
PRECAUTIONS AND COMMENTS  
 Recheck airway and breathing and circulation frequently. 
 Inhalation injuries may cause delayed but severe airway compromise. 
 Do not apply ice or water directly to skin surfaces as additional injury will result. 
 Lightning injuries may cause prolonged respiratory arrest. 
 Assume presence of associated multi-system trauma if patient presents with signs and symptoms 


of hypoperfusion. 
 Extremes of age (<12 or >55 years) may need trauma center. 
 Spinal precautions may be warranted for electric shock and severe muscle spasms may cause 


neuro- spinal injuries 
 Definition of major burns:  


• Full thickness: > 10% of TBSA 
• Partial thickness: > 20% of TBSA. 
• Burns of airway, face, eyes, hands, feet or genital area. 
• Chemical inhalation or electrical burns. 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Basic 
_______________________________________________________________ 
SMO: Chest and Abdominal Trauma     
 
Overview: In a trauma event that involves the chest and abdomen,  rapid transport, assessment and 
history to identify treatable occult causes cannot be over emphasized.  
 
INFORMATION NEEDED  
__ Patient complaints: (chest discomfort, respiratory distress, neck discomfort, abdominal pain). 
__ Pertinent past medical history (particularly cardiovascular and respiratory problems) 
__ Mechanism of injury (blunt versus penetrating trauma)  
__ Medications and possible pregnancy 
 


OBJECTIVE FINDINGS 
__ Physical signs of trauma and / or blood loss (wounds, bruising, paradoxical chest wall movement, 


rib cage or pelvis instability, crepitus, areas of tenderness, abdominal rigidity and guarding.  
__ Neck veins, tracheal position, air leaks, breath sounds, heart sounds, pulse pressures, oxygen 
     saturation, skin signs, and blood pressure in both arms. 
 


 
 TREATMENT  
__ Be prepared for rapid transport  
__ Assess patient, scene safety  
__ Control airway. Use appropriate oxygen and airway adjuncts as needed, consider Combi-tube.   
__ Control external bleeding with direct pressure  
__ For open chest wound, secure with occlusive dressing 
__ If evisceration present, cover with moist saline gauze dressing to prevent further contamination or 
     drying.  
__ Immobilize impaled objects to prevent further movement. 
__ Routine Medical Care 
__ Full immobilization as needed (If pregnant tilt spine board to the left)  
__ Ensure adequacy of airway 
__ Transport as soon as possible, consider ALS intercept 
 
 
Documentation of adherence to protocol:  
__ Mechanism of injury 
__ Vital signs on arrival 
__ Oxygen and airway interventions 
__ Physical exam documented  
__ Document interventions 
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PRECAUTIONS AND COMMENTS  
 Chest injuries significant enough to cause respiratory distress are commonly associated with 


significant internal blood loss. Reassess frequently for signs and symptoms of hypovolemia. 
 Significant chest and abdominal injury may occur without any external signs of injury,. Consider 


mechanism of injury and the forces involved and be highly suspicious of occult trauma. 
 Ensure scene is safe 
 Consider pre-existing medical causes of respiratory distress such as bronchospasm, pulmonary 


edema, or COPD 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Intermediate, EMT – Paramedic 
_______________________________________________________________ 
SMO: Chest and Abdominal Trauma    
 
Overview: In a trauma event that involves the chest and abdomen,  rapid transport, assessment and 
history to identify treatable occult causes cannot be over emphasized.  
 
INFORMATION NEEDED  
__ Patient complaints: (chest discomfort, respiratory distress, neck discomfort, abdominal pain). 
__ Pertinent past medical history (particularly cardiovascular and respiratory problems) 
__ Mechanism of injury (blunt versus penetrating trauma)  
__ Medications and possible pregnancy 
 


OBJECTIVE FINDINGS 
__ Physical signs of trauma and / or blood loss (wounds, bruising, paradoxical chest wall movement, 


rib cage or pelvis instability, crepitus, areas of tenderness, abdominal rigidity and guarding.  
__ Neck veins, tracheal position, air leaks, breath sounds, heart sounds, pulse pressures, oxygen 
     saturation, skin signs, and blood pressure in both arms. 
 


 
 TREATMENT  
__ Be prepared for rapid transport  
__ Assess patient, scene safety  
__ Control airway. Use appropriate oxygen and airway adjuncts as needed. Intubate as needed..   
__ Control external bleeding with direct pressure  
__ For open chest wound, secure with occlusive dressing.  
__ Needle thoracotomy for tension pneumothorax 
__ If evisceration present, cover with moist saline gauze dressing to prevent further contamination or 
     drying.  
__ Immobilize impaled objects to prevent further movement. 
__ Routine Medical care, consider IV access. If hypotension (SBP <90) fluid challenge of 500ml of  
     NS.  Reassess and repeat as indicated 
__ Full immobilization as needed (If pregnant tilt spine board to the left)  
__ Ensure adequacy of airway 
__ Transport as soon as possible 
 
Documentation of adherence to protocol:  
__ Mechanism of injury 
__ Vital signs on arrival 
__ Oxygen and airway interventions 
__ Physical exam documented  
__ Document airway, IV and / or needle decompression interventions. 
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Medical Control Contact Criteria  
 
__ Contact Medical control if assistance is needed 


 
PRECAUTIONS AND COMMENTS  
 Chest injuries significant enough to cause respiratory distress are commonly associated with 


significant internal blood loss. Reassess frequently for signs and symptoms of hypovolemia. 
 Significant chest and abdominal injury may occur without any external signs of injury,. Consider 


mechanism of injury and the forces involved and be highly suspicious of occult trauma. 
 Ensure scene is safe 
 Consider pre-existing medical causes of respiratory distress such as bronchospasm, pulmonary 


edema, or COPD 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Basic 
_______________________________________________________________ 
SMO: Extremity Trauma        
 
Overview: In a trauma event that involves the extremities, rapid transport, assessment and history to 
identify treatable occult causes must be accomplished  
 
INFORMATION NEEDED  
__ Patient complaint. 
__ Pertinent past medical history. 
__ Mechanism of injury.  
 


OBJECTIVE FINDINGS 
__ Physical signs of trauma (deformity, open wounds, swelling, shortening and / or rotation). 
__ Assess severity of pain (scale 1-10) 
__ Immobile extremity in place if joint involved 
__ Assess for other associated injuries 
__ Note range of motion, check PMS and color of extremity. 
 


 
TREATMENT   
__ Be prepared for rapid transport  
__ Assess patient, scene safety  
__ Ensure adequacy of airway. Use appropriate oxygen and airway adjuncts as needed.  
__ Control external bleeding with direct pressure. Only use a tourniquet as a last resort to control  
     bleeding. 
__ Splint injured extremity as needed using appropriate splinting device.  Include joint above and  
     below injury when splinting.   
__ Elevate and apply cold packs as indicated.  
__ Cover open wounds with sterile dressings. 
__ If amputation, recover amputated part and place in a dry, sterile dressing, place in a seal plastic  
     bag & place on top of ice or cold pack. (see Amputated Parts Protocol) 
__ Reassess  pulses as needed 
__ Transport as soon as possible. 
 
Documentation of adherence to protocol:  
__ Mechanism of injury 
__ If deformity noted on exam, identify affected extremity appropriately immobilized. 
__ Presence or absence of PMS before and after interventions 
__ Oxygen and airway interventions 
__ Focused Trauma exam documented  
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PRECAUTIONS AND COMMENTS  
 Pad all splinted extremities and recheck neurological functions and circulation at least every 5  


     minutes. 
 Be alert to signs and symptoms of compartment syndrome (pain, pallor, paresthesia, 


pulselessness, paralysis).  Alert Medical Control early to prepare for definitive care (i.e. surgery) 
to relieve pressure.   
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Intermediate 
_______________________________________________________________ 
SMO: Extremity Trauma        
 
Overview: In a trauma event that involves the extremities, rapid transport, assessment and history to 
identify treatable occult causes must be accomplished  
 
INFORMATION NEEDED  
__ Patient complaint. 
__ Pertinent past medical history. 
__ Mechanism of injury.  
 


OBJECTIVE FINDINGS 
__ Physical signs of trauma (deformity, open wounds, swelling, shortening and / or rotation). 
__ Assess severity of pain (scale 1-10) 
__ Immobile extremity in place if joint involved 
__ Assess for other associated injuries 
__ Note range of motion, check PMS and color of extremity. 


 
 TREATMENT   
__ Be prepared for rapid transport  
__ Assess patient, scene safety  
__ Ensure adequacy of airway. Use appropriate oxygen and airway adjuncts as needed.  
__ Control external bleeding with direct pressure. Only use a tourniquet as a last resort to control  
     bleeding. 
__ Splint injured extremity as needed using appropriate splinting device.  Include joint above and  
     below injury when splinting.   
__ Elevate and apply cold packs as indicated.  
__ Cover open wounds with sterile dressings. 
__ If amputation, recover amputated part and place in a dry, sterile dressing, place in a seal plastic  
     bag & place on top of ice or cold pack. (see Amputated Parts Protocol) 
__ Reassess  pulses as needed 
__ Establish IV in uninjured extremity if indicated. 
__ Contact Medical Control for use of Morphine Sulfate 2mg IVP.  Contact Medical Control for  
     subsequent doses to a total of 10mg.  Caution in use of patients with evidence of head injury or  
     potential multi-system trauma, critical trauma, or abdominal injury—contact Medical Control for  
     pain control guidance in these patients. 
__ If patient exhibits sign of hypotension (SBP<90) fluid challenge of 500ml of NS. Reassess and  
     repeat as indicated. 
__ Transport as soon as possible. 
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Documentation of adherence to protocol:  
__ Mechanism of injury 
__ If deformity noted on exam, identify affected extremity appropriately immobilized and PMS  
     results 
__ Document re-positioning intervention and results 
__ Oxygen and airway interventions 
__ Focused Trauma exam documented  
__ Patient discomfort on a 1-10 or visual analogue scale—document both pre-and post- intervention.  
__ Document Morphine Sulfate administration 
 


Medical Control Contact Criteria  
 
__ Consult Medical Control for permission to administer initial Morphine and subsequent doses. 
 


 
PRECAUTIONS AND COMMENTS  
 Pad all splinted extremities and recheck neurological functions and circulation at least every 5  


       minutes. 
 Be alert to signs and symptoms of compartment syndrome (pain, pallor, paresthesia, 


pulselessness, paralysis).  Alert Medical Control early to prepare for definitive care (i.e. surgery) 
to relieve pressure.   
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Paramedic 
_______________________________________________________________ 
SMO: Extremity Trauma        
 
Overview: In a trauma event that involves the extremities, rapid transport, assessment and history to 
identify treatable occult causes must be accomplished  
 
INFORMATION NEEDED  
__ Patient complaint. 
__ Pertinent past medical history. 
__ Mechanism of injury.  
 


OBJECTIVE FINDINGS 
__ Physical signs of trauma (deformity, open wounds, swelling, shortening and / or rotation). 
__ Assess severity of pain (scale 1-10) 
__ Immobile extremity in place if joint involved 
__ Assess for other associated injuries 
__ Note range of motion, check PMS and color of extremity. 


 
 TREATMENT   
__ Be prepared for rapid transport  
__ Assess patient, scene safety  
__ Ensure adequacy of airway. Use appropriate oxygen and airway adjuncts as needed.  
__ Control external bleeding with direct pressure. Only use a tourniquet as a last resort to control  
     bleeding. 
__ Splint injured extremity as needed using appropriate splinting device.  Include joint above and  
     below injury when splinting.   
__ Elevate and apply cold packs as indicated.  
__ Cover open wounds with sterile dressings. 
__ If amputation, recover amputated part and place in a dry, sterile dressing, place in a seal plastic  
     bag & place on top of ice or cold pack. (see Amputated Parts Protocol) 
__ Reassess  pulses as needed 
__ Establish IV in uninjured extremity if indicated. 
__ If pain medication needed and  SBP > 100 mmHg,  Morphine Sulfate 2 mg IVP up to a  
     maximum of 10 mg.  Contact Medical Control for subsequent doses.  Caution in use of patients  
     with evidence of head injury or potential multi-system trauma, critical trauma, or abdominal  
     injury—contact Medical Control for pain control guidance in these patients. 
__ If patient exhibits sign of hypotension (SBP<90) fluid challenge of 500ml of NS. Reassess and  
     repeat as indicated. 
__ Transport as soon as possible. 
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Documentation of adherence to protocol:  
__ Mechanism of injury 
__ If deformity noted on exam, identify affected extremity appropriately immobilized and PMS  
     results 
__ Document re-positioning intervention and results 
__ Oxygen and airway interventions 
__ Focused Trauma exam documented  
__ Patient discomfort on a 1-10 or visual analogue scale—document both pre-and post- intervention.  
__ Document Morphine Sulfate administration 
 


Medical Control Contact Criteria  
 
__ Consult Medical Control for subsequent doses of Morphine. 
 


 
PRECAUTIONS AND COMMENTS  
 Pad all splinted extremities and recheck neurological functions and circulation at least every 5  


       minutes. 
 Be alert to signs and symptoms of compartment syndrome (pain, pallor, paresthesia, 


pulselessness, paralysis).  Alert Medical Control early to prepare for definitive care (i.e. surgery) 
to relieve pressure.   
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Basic 
_______________________________________________________________ 
SMO:  Head and Face Trauma        
   
Overview:  In a trauma event that involves the face and head, rapid transport, assessment and 
treatment of the injuries that compromise the airway are of the utmost importance. 
  
INFORMATION NEEDED  
__  Patient complaint 
__  Mechanism of injury 
 


OBJECTIVE FINDINGS 
 __ Physical signs of trauma: 
 ▪   Deformity 
 ▪   Open wounds 
 ▪   Selling 
 ▪    Partial or complete airway obstruction 
 ▪    Stridor and/or abnormal voice 
 ▪    Difficulty breathing 
 ▪    Ecchymosis 
 ▪    Contusions, tenderness, crepitus 
 ▪    Abnormal papillary reaction to stimuli, double vision or altered extra-occular 
       movement 
 ▪    Blood or fluid from the ear(s) or nose 
__ Glasgow Coma Scale-- a Glasgow Coma Scale of less than 12 should indicate 
     that the patient is potentially critical 


 
TREATMENT 
__  Scene safety 
__  BSI must be used by all EMS personnel 
__  Contact an EMS transport agency as soon as possible or begin rapid transport 
__  Assess the patient’s mental status using the AVPU format 
__  Control the patient’s airway.  If the patient cannot maintain a patent airway, manual or 
      mechanical means will be necessary.  Reassessment of the airway is to be done frequently 
__  Suction as often as needed 
__  Pulse oximetry 
__  Provide supplemental oxygenation with a non-rebreather mask at 10-15 LPM 
__  Support ventilatory effort or provide ventilations for the patient 
__  Cervical spine control at all times 
__  Vital signs 
__  Control external bleeding with direct pressure.  Note that any wounds to the patient’s cheek(s) 
      will potentially require internal cheek as well as external cheek hemorrhage control 
__  Stabilize impaled objects.  If an impaled object is compromising the patient’s airway, it 
      must be removed 
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TREATMENT(cont) 
__  Keep avulsed teeth wrapped in a saline soaked gauze pad and transport with the patient, if 
      feasible 
__  Cover all open wounds with sterile dressings 
 
Documentation of adherence to protocol:  
__  Patient’s complaint 
__  Mechanism of injury 
__  Airway procedures performed 
__  Oxygen provided 
__  Cervical spine immobilized 
 


Medical Control Contact Criteria  


__ Contact Medical Control if there is any difficulty in maintaining a patent airway 


 
PRECAUTIONS AND COMMENTS  
 Avoid hyperventilation of the patient.  Hyperventilation for the head trauma patient is indicated 


only for signs of cerebral herniation which may display as patient posturing.  Ventilation support 
for the adult patient should be kept between 12 to 16 breaths per minute. 


 If head injury patient deteriorates, recheck problems with airway and breathing and circulation. 
 Be prepared to turn entire spine board and suction if patient vomits 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Intermediate, EMT – Paramedic 
_______________________________________________________________ 
SMO:  Head and Face Trauma       
 
Overview:  In a trauma event that involves the face and head, rapid transport, assessment and 
treatment of the injuries that compromise the airway are of the utmost importance. 
  
INFORMATION NEEDED  
__  Patient complaint 
__  Mechanism of injury 
 


OBJECTIVE FINDINGS 
 __ Physical signs of trauma: 
 ▪   Deformity 
 ▪   Open wounds 
 ▪   Selling 
 ▪    Partial or complete airway obstruction 
 ▪    Stridor and/or abnormal voice 
 ▪    Difficulty breathing 
 ▪    Ecchymosis 
 ▪    Contusions, tenderness, crepitus 
 ▪    Abnormal papillary reaction to stimuli, double vision or altered extra-occular 
       movement 
 ▪    Blood or fluid from the ear(s) or nose 
__ Glasgow Coma Scale-- a Glasgow Coma Scale of less than 12 should indicate 
         that the patient is potentially critical 


 
TREATMENT 
__  Scene safety 
__  BSI must be used by all EMS personnel 
__  Contact an EMS transport agency as soon as possible for rapid transport or begin rapid  
      transport of the patient to the hospital 
__  Assess the patient’s mental status using the AVPU format 
__  Control the patient’s airway.  If the patient cannot maintain a patent airway, manual or 
      mechanical means will be necessary.  Reassessment of the airway is to be done frequently 
__  Suction as often as needed 
__  Provide supplemental oxygenation with a non-rebreather mask at 10-15 LPM 
__  Support ventilatory effort or provide ventilations for the patient 
__  Cervical spine control at all times 
__  Control external bleeding with direct pressure.  Note that any wounds to the patient’s cheek(s) 
      will potentially require internal cheek as well as external cheek hemorrhage control 
__  Stabilize impaled objects.  If an impaled object is compromising the patient’s airway, it 
      must be removed 
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TREATMENT(cont) 
__  Keep avulsed teeth wrapped in a saline soaked gauze pad and transport with the patient, if 
      feasible 
__  Cover all open wounds with sterile dressings 
__  IV of N.S. if the patient’s systolic blood pressure is less than 90 mmHg or signs 
      of inadequate perfusion exist.  A fluid challenge of 500 ml of N.S. should be 
      administered initially and repeated if the patient’s systolic blood pressure does not 
      rise above 90 mmHg 
__  Cardiac monitor 
 
Documentation of adherence to protocol:  
__  Patient’s complaint 
__  Mechanism of injury 
__  Airway procedures performed 
__  Oxygen provided 
__  Cervical spine immobilized 
__  Cardiac rhythm strip 
 


Medical Control Contact Criteria  


__ •  Contact Medical Control if there is any difficulty in maintaining a patent airway  


 
PRECAUTIONS AND COMMENTS  
 Avoid hyperventilation of the patient.  Hyperventilation for the head trauma patient is indicated 


only for signs of cerebral herniation which may display as patient posturing.  Ventilation support 
for the adult patient should be kept between 12 to 16 breaths per minute. 


 If head injury patient deteriorates, recheck problems with airway and breathing and circulation. 
 Be prepared to turn entire spine board and suction if patient vomits 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Basic, EMT – Intermediate, EMT – Paramedic 
_______________________________________________________________ 
SMO:  Neck and Spinal Cord     
 
Overview:  In a trauma event that involves the neck and spinal cord, assessment, history to identify 
treatable injuries must be accomplished in a systematic way to facilitate appropriate and safe 
transport.  Neck injuries can possibly include airway compromise, serious hemorrhage and/or spinal 
cord injury.   
 
INFORMATION NEEDED  
__  Mechanism of injury 
__  Patient complaint 
 


OBJECTIVE FINDINGS 
__ Physical signs of trauma such as deformity, open wounds, swelling, airway obstruction, 
          either partial or complete, abnormal voice sounds, difficulty breathing, ecchymosis, 
          contusions, tenderness or crepitus 
__ Glasgow Coma Scale 
__ Neurological impairment or focal deficit (paralysis/paresthesias) 
__ Mechanism of injury (fall, motor vehicle accident, battery, sports, etc.) 


 
TREATMENT 
__   Assess the scene for rescuer safety 
__  Assess the patient’s mental status (AVPU) 
__  Assess the patient’s airway and respiratory status 
__  Apply supplemental oxygenation as determined by the patient’s respiratory status.  2-6 LPM 
           oxygen per nasal cannula or 10-15 LPM oxygen via non-rebreather mask 
__  Assist ventilations as required by patient status with supplemental oxygen 
__  At all times, maintain manual cervical spine control until the patient is fully immobilized into 
           a short spinal immobilization device or onto a long spine board.  The patient’s head must be 
           in a “neutral” position (nose up).  If the patient’s head is turned to the side and an airway 
           compromise is determined to be resulting from that turned head, contact Medical Control 
           to ask if you can move the head to a neutral position 
__  Control hemorrhage with direct pressure being careful to not occlude normal blood flow 
           through the carotid arteries and jugular veins 
__  Stabilize impaled objects in the neck while they are in place.  The only exception would be 
           for impaled objects that are impairing the airway and those may be removed with approval 
           of Medical Control 
__  Cover all open wounds of the neck with a sterile dressing.  It is possible that an open neck 
           wound is allowing air into the tissues of the neck from an injured lower airway, so an 
           occlusive dressing would be the best option in that instance 
__  Assess the patient’s distal neural function (legs, arms).  Assess for motor and sensory 
           function. 
__  Assess the airway patency and respiratory status frequently 
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__  Be prepared to suction the patient as required.  This will require the turning of the long 
           spine board to the side so proper securing of the patient to the long spine board is 
           essential 
 
Documentation of adherence to protocol:  
__  Mechanism of injury 
__  Airway maneuvers undertaken 
__  Spinal immobilization techniques used 
__  Oxygen provided to the patient 
__  Note any neural deficits and the time that they were found 
 


Medical Control Contact Criteria  


__ Contact Medical Control for any airway maintenance issues that you cannot control 
__ Contact Medical Control prior to removing any impaled object in the neck that appears to be 
          compromising the patient’s airway 
__ Contact Medical Control prior to moving the patient’s head into a neutral position if the patient’s 
          head is turned to the side and that is compromising a patent airway 


 
PRECAUTIONS AND COMMENTS  


 There are no means for rescue personnel to determine if a spinal cord injury is present or not 
in the prehospital environment.  Spinal column injury may be present that could impinge on 
the spinal cord and the spinal column injury very well may give no recognized warning signs 
of impending spinal cord injury. Therefore, a spinal cord injury will always be suspected 
based upon mechanism of injury and potential for spinal cord injury. 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Basic 
_______________________________________________________________ 
SMO:  Ophthalmic Trauma        
 
Overview:  Common causes of eye injury are blunt and penetrating trauma from motor vehicle 
crashes, sport and recreational activities, and violent altercations; chemical exposure from household 
and industrial accidents; foreign bodies; and animal bites and scratches.  It is important to keep in 
mind that assessment and treatment of these injuries is crucial to possible saving of the patient’s 
future vision abilities. 
 
 INFORMATION NEEDED  
__  Patient complaint 
__  Mechanism of injury 
__  Visual acuity 
__  Use of eye medications 
__  Use of corrective glasses or contact lenses 
__  Presence of ocular prostheses 
__  Duration of symptoms and treatment interventions that may have been attempted before EMS  
      arrival  
 
 


OBJECTIVE FINDINGS 
 __ Physical signs of trauma: 
 ▪   Deformity 
 ▪   Open wounds 
 ▪   Swelling 
 ▪    Ecchymosis 
 ▪    Contusions, tenderness, crepitus 
 ▪    Abnormal papillary reaction to stimuli, double vision or altered extra-occular 
       movement  


▪   Visual acuity is less than normal 
▪   Tearing or spasm of the eyelids 
▪   Obvious trauma to the periorbital areas of either or both eyes 
▪   Obvious trauma to the eye 


__ Glasgow Coma Scale-- a Glasgow Coma Scale of less than 12 should indicate 
      that the patient is potentially critical 
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General Approach—Routine Trauma Care 
Special considerations: 


 Quickly obtain gross visual acuity in each eye:  light perception / shapes / motion / read name 
badge. 


 Assess tearing, spasm of lids. 
 Assess cornea, conjunctiva, sclera for signs of injury / clouding. 
 Discourage patient from sneezing, coughing, straining, bending at waist or defecating. 
 Vomiting precautions. 


 


Chemical Splash / Burn:  True Emergency:  Load And Go 
 RTC 
 Thoroughly and continuously irrigate affected eye(s) using copious amounts of saline instilled 


through IV tubing.  Start irrigation as soon as possible and continue while enroute to the hospital. 
 


Corneal Abrasions: 
 Observe for profuse tearing, severe pain, redness, spasm of eye lid. 
 RTC 
 No signs of penetrating injury.   
 Elevate head of stretcher to 45º angle. 


 


Penetrating Injury/Ruptured Globe 
 Observe for signs of penetration:  peaked pupil, excessive edema of conjunctive (chemosis), 


subconjunctival hemorrhage, blood in anterior chamber (hyphema), defect on sclera or cornea 
(vitreous humor or black defect), foreign body/impaled object. 


 RTC 
 Do not remove impaled object;  do not irrigate eye. 
 Avoid all pressure on injured eye.  Cover with cup or metal / plastic protective patch over injured 


eye.  May patch both eyes. 
 Elevate head of stretcher to 45° angle. 


 


 
Documentation of adherence to protocol:  
__  Patient’s complaint 
__  Mechanism of injury 
__  Pain medications administered 
__  Oxygen provided 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Intermediate 
_______________________________________________________________ 
SMO:  Ophthalmic Trauma        
 
Overview:  Common causes of eye injury are blunt and penetrating trauma from motor vehicle 
crashes, sport and recreational activities, and violent altercations; chemical exposure from household 
and industrial accidents; foreign bodies; and animal bites and scratches.  It is important to keep in 
mind that assessment and treatment of these injuries is crucial to possible saving of the patient’s 
future vision abilities. 
 
INFORMATION NEEDED  
__  Patient complaint 
__  Mechanism of injury 
__  Visual acuity 
__  Use of eye medications 
__  Use of corrective glasses or contact lenses 
__  Presence of ocular prostheses 
__  Duration of symptoms and treatment interventions that may have been attempted before EMS  
     arrival  
 
 


OBJECTIVE FINDINGS 
 __ Physical signs of trauma: 
 ▪   Deformity 
 ▪   Open wounds 
 ▪   Swelling 
 ▪    Ecchymosis 
 ▪    Contusions, tenderness, crepitus 
 ▪    Abnormal papillary reaction to stimuli, double vision or altered extra-occular 
       movement 


▪   Visual acuity is less than normal 
▪   Tearing or spasm of the eyelids 
▪   Obvious trauma to the periorbital areas of either or both eyes 
▪   Obvious trauma to the eye 


__ Glasgow Coma Scale-- a Glasgow Coma Scale of less than 12 should indicate 
      that the patient is potentially critical 
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General Approach—Routine Trauma Care 
Special considerations: 


 Quickly obtain gross visual acuity in each eye:  light perception / shapes / motion / read name 
badge. 


 Assess tearing, spasm of lids. 
 Assess cornea, conjunctiva, sclera for signs of injury / clouding. 
 Discourage patient from sneezing, coughing, straining, bending at waist or defecating. 
 Vomiting precautions. 


 


Chemical Splash / Burn:  True Emergency:  Load And Go 
 RTC 
 0.5% TETRACAINE 2 gtt each affected eye.  May repeat until pain relief is achieved. 
 Thoroughly and continuously irrigate affected eye(s) using copious amounts of saline instilled 


through IV tubing.  Start irrigation as soon as possible and continue while enroute to the hospital. 
 Contact Medical Control for administration of Morphine Sulfate 2 mg IVP.  Contact Medical 


Control for subsequent doses. 
 


Corneal Abrasions: 
 Observe for profuse tearing, severe pain, redness, spasm of eye lid. 
 RTC 
 No signs of penetrating injury.   
 Elevate head of stretcher to 45º angle. 


 


Penetrating Injury/Ruptured Globe 
 Observe for signs of penetration:  peaked pupil, excessive edema of conjunctive (chemosis), 


subconjunctival hemorrhage, blood in anterior chamber (hyphema), defect on sclera or cornea 
(vitreous humor or black defect), foreign body/impaled object. 


 RTC 
 Do not remove impaled object;  do not irrigate eye. 
 Avoid all pressure on injured eye.  Cover with cup or metal / plastic protective patch over injured 


eye.  May patch both eyes. 
 Elevate head of stretcher to 45° angle. 
 Contact Medical Control for administration of Morphine Sulfate 2 mg IVP.  Contact Medical 


Control for subsequent doses. 
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Documentation of adherence to protocol:  
__  Patient’s complaint 
__  Mechanism of injury 
__  Pain medications administered 
__  Oxygen provided 
   
 


Medical Control Contact Criteria  


__ Contact Medical Control if there is any difficulty in maintaining a patent airway  
__ Contact Medical Control for administration of Morphine and subsequent doses. 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Paramedic 
_______________________________________________________________ 
SMO:  Ophthalmic Trauma        
 
Overview:  Common causes of eye injury are blunt and penetrating trauma from motor vehicle 
crashes, sport and recreational activities, and violent altercations; chemical exposure from household 
and industrial accidents; foreign bodies; and animal bites and scratches.  It is important to keep in 
mind that assessment and treatment of these injuries is crucial to possible saving of the patient’s 
future vision abilities. 
 
INFORMATION NEEDED  
__  Patient complaint 
__  Mechanism of injury 
__  Visual acuity 
__  Use of eye medications 
__  Use of corrective glasses or contact lenses 
__  Presence of ocular prostheses 
__  Duration of symptoms and treatment interventions that may have been attempted before EMS  
     arrival  
 
 


OBJECTIVE FINDINGS 
 __ Physical signs of trauma: 
 ▪   Deformity 
 ▪   Open wounds 
 ▪   Swelling 
 ▪    Ecchymosis 
 ▪    Contusions, tenderness, crepitus 
 ▪    Abnormal papillary reaction to stimuli, double vision or altered extra-occular 
       movement 


▪   Visual acuity is less than normal 
▪   Tearing or spasm of the eyelids 
▪   Obvious trauma to the periorbital areas of either or both eyes 
▪   Obvious trauma to the eye 


__ Glasgow Coma Scale-- a Glasgow Coma Scale of less than 12 should indicate 
      that the patient is potentially critical 
 







7/04 
Reviewed: 
Revised: 
EMS/ Region1 SMOs 
 
 


General Approach—Routine Trauma Care 
Special considerations: 


 Quickly obtain gross visual acuity in each eye:  light perception / shapes / motion / read name 
badge. 


 Assess tearing, spasm of lids. 
 Assess cornea, conjunctiva, sclera for signs of injury / clouding. 
 Discourage patient from sneezing, coughing, straining, bending at waist or defecating. 
 Vomiting precautions. 


 


Chemical Splash / Burn:  True Emergency:  Load And Go 
 RTC 
 0.5% TETRACAINE 2 gtt each affected eye.  May repeat until pain relief is achieved. 
 Thoroughly and continuously irrigate affected eye(s) using copious amounts of saline instilled 


through IV tubing.  Start irrigation as soon as possible and continue while enroute to the hospital. 
 Morphine Sulfate 2 mg IVP.  Contact Medical Control for subsequent doses. 


 


Corneal Abrasions: 
 Observe for profuse tearing, severe pain, redness, spasm of eye lid. 
 RTC 
 No signs of penetrating injury.   
 Elevate head of stretcher to 45º angle. 


 


Penetrating Injury/Ruptured Globe 
 Observe for signs of penetration:  peaked pupil, excessive edema of conjunctive (chemosis), 


subconjunctival hemorrhage, blood in anterior chamber (hyphema), defect on sclera or cornea 
(vitreous humor or black defect), foreign body/impaled object. 


 RTC 
 Do not remove impaled object;  do not irrigate eye. 
 Avoid all pressure on injured eye.  Cover with cup or metal / plastic protective patch over injured 


eye.  May patch both eyes. 
 Elevate head of stretcher to 45° angle. 
 Morphine Sulfate 2 mg IVP May repeat up to maximum of 10 mg.  Contact Medical Control for 


subsequent doses. 
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Documentation of adherence to protocol:  
__  Patient’s complaint 
__  Mechanism of injury 
__  Pain medications administered 
__  Oxygen provided 
   
 


Medical Control Contact Criteria  


__ Contact Medical Control if there is any difficulty in maintaining a patent airway  
__ Contact Medical Control for subsequent doses of Morphine. 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Basic 
_______________________________________________________________ 
SMO: Pregnancy Trauma      
 
Overview:   Trauma in the pregnant patient holds the same priorities in assessing and managing that 
patient: adequate airway, ventilatory and circulatory support with spinal precautions, hemorrhage 
control. However, anatomical and physiological changes associated with pregnancy can alter the 
patient’s response to injury, requiring modifications in these strategies.  Fetal survival is contingent 
on the mother’s status; therefore, the EMT must focus on the mother’s management. 
 
INFORMATION NEEDED  
__ Patient complaint. 
__ Mechanism of Injury 
__ Gestational age, single or multi fetus 
__ Age of mother 
__ Number of pregnancies   
 


OBJECTIVE FINDINGS 
__ Presence/ absence of Fetal Heart Tones, if possible 
__ Fetal movement as reported by the mother  


 
 


TREATMENT   
__ Prepare for rapid transport  
__ Routine Trauma Care.  
__ Increase Oxygen to 100% by non-rebreather mask or assist with BVM.   
__ Goal is to keep the mother’s SBP > 100.   Be aware mother may appear stable but fetus may be in    
          jeopardy. 
__ Check externally for uterine contractions, vaginal bleeding, and/or leaking amniotic fluid.  Assess for   
          fetal movements. 
__ Raise right side of backboard 20-30° to place patient on left side. 
__ Notify Medical Control EARLY of situation 
__ Consider ALS intercept/ transport 
 


TRAUMATIC ARREST IN PREGNANT PATIENT   
__ Initial Trauma Care.  Treat all life-threatening injuries as in non-pregnant patient. 
__ CPR while manually displacing uterus to left side. 
__ Notify hospital EARLY in an effort to mobilize appropriate hospital personnel. 
__ Fetus may survive if aggressive trauma care is utilized 
__ ALS intercept/ transport 
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Documentation of adherence to protocol:  
__ Oxygen administered at 100% 
__ Fluids administered to sustain SBP > 100 
__ Other care administered 
__ Transported on left side 
__ ALS intercept request 
 
 


Medical Control Contact Criteria  
__ Contact Medical control if assistance is needed 
__ Notify Medical Control EARLY of situation 


 
PRECAUTIONS AND COMMENTS  
 


 Most common cause of fetal death is maternal death. 
 Fetus may be in jeopardy while mother's vital signs remain stable. 
 All pregnant patients > 20 weeks should be transported on left side. 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Intermediate, EMT – Paramedic 
_______________________________________________________________ 
SMO: Pregnancy Trauma      
 
Overview:   Trauma in the pregnant patient holds the same priorities in assessing and managing that 
patient: adequate airway, ventilatory and circulatory support with spinal precautions, hemorrhage 
control. However, anatomical and physiological changes associated with pregnancy can alter the 
patient’s response to injury, requiring modifications in these strategies.  Fetal survival is contingent 
on the mother’s status; therefore, the EMT must focus on the mother’s management. 
 
INFORMATION NEEDED  
__ Patient complaint. 
__ Mechanism of Injury 
__ Gestational age, single or multi fetus 
__ Age of mother 
__ Number of pregnancies   
 


OBJECTIVE FINDINGS 
__ Presence/ absence of Fetal Heart Tones, if possible 
__ Fetal movement as reported by the mother  


 
 
 


TREATMENT   
__ Prepare for rapid transport  
__ Routine Trauma Care.  
__ Increase Oxygen to 100% by non-rebreather mask or assist with BVM.   
__ Consider early initiation of IV fluids based on mechanism of injury and patient condition to keep   
           mother’s SBP > 100.  Be aware mother may appear stable but fetus may be in jeopardy. 
__ Check externally for uterine contractions, vaginal bleeding, and/or leaking amniotic fluid.  Assess for   
          fetal movements. 
__ Raise right side of backboard 20-30° to place patient on left side. 
__ Notify Medical Control EARLY of situation 
 


TRAUMATIC ARREST IN PREGNANT PATIENT   
__ Initial Trauma Care.  Treat all life-threatening injuries as in non-pregnant patient. 
__ CPR while manually displacing uterus to left side. 
__ Notify hospital EARLY in an effort to mobilize appropriate hospital personnel. 
__ Fetus may survive if aggressive trauma care is utilized 
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Documentation of adherence to protocol:  
__ Oxygen administered at 100% 
__ Fluids administered to sustain SBP > 100 
__ Other care administered 
__ Transported on left side 
 
 


Medical Control Contact Criteria  
__ Contact Medical control if assistance is needed 
__ Notify Medical Control EARLY of situation 


 
PRECAUTIONS AND COMMENTS  
 


 Most common cause of fetal death is maternal death. 
 Fetus may be in jeopardy while mother's vital signs remain stable. 
 All pregnant patients > 20 weeks should be transported on left side. 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Basic 
_______________________________________________________________ 
SMO:  Routine Trauma Care and Overview       
 
Overview:  A trauma assessment needs to be completed on all trauma patients to identify and 
immediately correct life- threatening problems. This protocol is intended to provide the EMS 
Provider with guidelines to treat a trauma patient as effectively and soon as possible.  
 
INFORMATION NEEDED  
__ Patient age 
__ Mechanism of injury  
__ Pertinent medical History  
__ Signs and symptoms  
__ estimated time of injury 
__ Modifying factors (E.g. drugs, alcohol, pregnancy, violence, etc) 
 
 


OBJECTIVE FINDINGS 
__ General appearance 
__ Mental status (AVPU), skin signs, perfusion status  
__ Respiratory rate, rhythm and pattern and work of breathing (patient positioning such as tripoding) 
__ Multi-system blunt or penetrating trauma with unstable vital signs 
__ Hemodynamic compromise 


 
Specific Information 
Penetrating Trauma and Assaults: 


• Number of wounds 
• Weapon description (if available) 


Falls: 
• Cause or precipitating factors 


 Mechanical, i.e. tripped, slipped, pushed or jumped. 
 Syncopal, i.e. fainted, dizziness, weakness, etc. 


• Height and direction of fall 
• Surface fallen upon 
• Body part landed on 
• Patient complaints 


Vehicle Collisions: 
• Estimated speed, force and trajectories. 
• Type of vehicle(s) involved. 
• Type of impact (head on, rollover, etc) 
• Damage (passenger space intrusion, windshield, steering wheel, etc) 
• Protective devices (airbags, lap belts and or shoulder harness, child seats, helmets) and 


damage sustained  
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• Patient complaints 
• Patient movement since injury 


TREATMENT  
__ Scene safety, assess patient, prepare for rapid transport.  
__  Assess airway patency utilizing adjuncts as indicated (OPA, NPA). Secure the airway with C- 
      spine precautions. 
__ Assess breathing, apply oxygen as indicated (100% oxygen via nasal cannula (2-6 L/min) for  
      awake, oriented, stable patients without evidence of hypoperfusion or mental status changes. High  
      flow via nonrebreather mask (10-15 L/min) if indicated. Assist ventilations with BVM and 100%  
      oxygen if indicated.  
__ Use Combi-tube as indicated. 
__ Assess disability: AVPU, pupils and Glasgow Coma Scale 
__ Control bleeding  
__ Spinal immobilization 
__ Remove clothing to expose injuries. Cover patient with a blanket to avoid hypothermia 
__ Obtain SAMPLE history  
__ Reassess ABC’s including patient’s color.  
__ Reassess BLS methods to maintain airway patency and good ventilation. 
__ For head trauma elevate head of spine board approximately 15-20 degrees 
__ Prepare to suction 
__ Splint fractures and bandage wounds, control bleeding. Check PMS where indicated.. 
 
Documentation of adherence to protocol:  
__ Assessment, reassessment and vital signs documented 
__ Administration of oxygen 
__ C-spine assessment and precaution documented 
__ Perfusion assessment documented 
__ Spinal immobilization documented 
__ Bleeding control and fracture assessment and care documented (including PMS). 
__ Mechanism of injury and use of protective devices and damage. 
__ Age of patient 
__ Pertinent SAMPLE history 
 


Medical Control Contact Criteria  
__ Contact medical control for questions regarding patient care 
 


 
PRECAUTIONS AND COMMENTS  
 Complete airway assessment and intervention is necessary 
 Contact EMS agency for transport 
 Reassessment of critical patients should occur every 5 minutes. 
 Trauma patients pose a significant risk for exposing pre-hospital personnel at the scene to blood 


and body fluids. Barrier precautions should be in place before arrival at the scene and BSI should 
be observed at all times 


 Scene Safety is paramount. 
 Minimal disturbance of crime scene should be considered. 
 Consider pre-hospital activation of trauma team at receiving hospital 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Intermediate, EMT – Paramedic 
_______________________________________________________________ 
SMO:  Routine Trauma Care and Overview        
 
Overview:  A trauma assessment needs to be completed on all trauma patients to identify and 
immediately correct life- threatening problems. This protocol is intended to provide the EMS 
Provider with guidelines to treat a trauma patient as effectively and soon as possible.  
 
INFORMATION NEEDED  
__ Patient age 
__ Mechanism of injury  
__ Pertinent medical History  
__ Signs and symptoms  
__ estimated time of injury 
__ Modifying factors (E.g. drugs, alcohol, pregnancy, violence, etc) 
 
 


OBJECTIVE FINDINGS 
__ General appearance 
__ Mental status (AVPU), skin signs, perfusion status  
__ Respiratory rate, rhythm and pattern and work of breathing (patient positioning such as tripoding) 
__ Multi-system blunt or penetrating trauma with unstable vital signs 
__ Hemodynamic compromise 


 
Specific Information 
Penetrating Trauma and Assaults: 


• Number of wounds 
• Weapon description (if available) 


Falls: 
• Cause or precipitating factors 


 Mechanical, i.e. tripped, slipped, pushed or jumped. 
 Syncopal, i.e. fainted, dizziness, weakness, etc. 


• Height and direction of fall 
• Surface fallen upon 
• Body part landed on 
• Patient complaints 


Vehicle Collisions: 
• Estimated speed, force and trajectories. 
• Type of vehicle(s) involved. 
• Type of impact (head on, rollover, etc) 
• Damage (passenger space intrusion, windshield, steering wheel, etc) 
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• Protective devices (airbags, lap belts and or shoulder harness, child seats, helmets) and 
damage sustained  


• Patient complaints 
• Patient movement since injury 


TREATMENT  
__ Scene safety, assess patient, prepare for rapid transport.  
__ Assess airway patency utilizing adjuncts as indicated (OPA, NPA). Secure the airway with C- 
     spine precautions. 
__ Assess breathing, apply oxygen as indicated (100% oxygen via nasal cannula (2-6 L/min) for  
     awake, oriented, stable patients without evidence of hypoperfusion or mental status changes. High  
     flow via nonrebreather mask (10-15 L/min) if indicated. Assist ventilations with BVM and 100%  
     oxygen if indicated.  
__ Intubate as indicated. 
__ Assess disability: AVPU, pupils and Glasgow Coma Scale 
__ Control bleeding  
__ Spinal immobilization 
__ Remove clothing to expose injuries. Cover patient with a blanket to avoid hypothermia 
__ Obtain SAMPLE history  
__ IV access with NS as needed 
__ Reassess ABC’s including patient’s color.  
__ Reassess BLS/ ALS methods to maintain airway patency and good ventilation. 
__ For head trauma elevate head of spine board approximately 15-20 degrees 
__ Prepare to suction 
__ Splint fractures and bandage wounds, control bleeding. Check PMS where indicated.. 
__ Needle decompression if tension pneumothrax present 
__ Fluid challenge if hypotension present and indicated. Re-evaluate patient when infused. 
 
Documentation of adherence to protocol:  
__ Assessment, reassessment and vital signs documented 
__ Administration of oxygen 
__ C-spine assessment and precaution documented 
__ Perfusion assessment documented 
__ Spinal immobilization documented 
__ Bleeding control and fracture assessment and care documented (including PMS). 
__ Mechanism of injury and use of protective devices and damage. 
__ Age of patient 
__ Pertinent SAMPLE history. 
__ Intubation and IV access 
__ Fluid intervention and reassessment findings 







7/04 
Reviewed: 
Revised: 
EMS/ Region1 SMOs 
 
 


 


Medical Control Contact Criteria  
__ Contact medical control for questions regarding patient care 
 


 
PRECAUTIONS AND COMMENTS  
 Complete airway assessment and intervention is necessary 
 Contact EMS agency for transport 
 Reassessment of critical patients should occur every 5 minutes. 
 Trauma patients pose a significant risk for exposing pre-hospital personnel at the scene to blood 


and body fluids. Barrier precautions should be in place before arrival at the scene and BSI should 
be observed at all times 


 Scene Safety is paramount. 
 Minimal disturbance of crime scene should be considered. 
 Consider pre-hospital activation of trauma team at receiving hospital 
 In critical patients, IV therapy and the detailed assessment should be done while en route 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Basic 
_______________________________________________________________ 
SMO: Trauma Shock / Fluid Resuscitation      
 
Overview: In a trauma event, there is a potentiality that fluid resuscitation will be benefit a patient in 
certain circumstances. The BLS Provider will need to facilitate the patient’s care through ILS/ALS 
intercept to accomplish this fluid resuscitation. This protocol will outline the parameters in the pre-
hospital treatment for a patient with shock. 
 
INFORMATION NEEDED  
__ Patient complaint. 
__ Pertinent past medical history (fluid loss, nausea, vomiting, diarrhea, fever, infection, ingestion, 
     allergic reactions, cardiac, or respiratory disease) 
__ Mechanism of injury.  
__ Current medications 
 


OBJECTIVE FINDINGS 
Compensated Shock       De-compensated Shock  
▪ Anxiety, agitation, restlessness    ▪ Decrease L.O.C. 
▪ Tachycardia      ▪ Tachycardia to bradycardia 
▪ Normotensive      ▪ Hypotensive (late sign)  
▪ Capillary refill normal to delayed    ▪ Delayed capillary refill 
▪ Symptoms mild to moderate     ▪ Pale, cool, clammy skin 
 
Note: 
__ Physical signs of trauma  
__ Assess for other associated injuries 


 
 TREATMENT   
__ Prepare for rapid transport  
__ Assess patient, scene safety, mental status (AVPU)  
__ Control airway. Use appropriate oxygen and airway adjuncts as needed. Consider Combi-tube  
__ Control external bleeding with direct pressure  
__ C-spine control if indicated 
__ Raise legs or foot of spine board 12 inches 
__ Cover open wounds with sterile dressings. 
__ Reassess airway frequently 
__ Transport as soon as possible, consider ALS intercept. 
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Documentation of adherence to protocol:  
__ Mechanism of injury 
__ Oxygen and airway interventions 
__ Trauma exam documented  
__ C-spine immobilization. 
 
 
PRECAUTIONS AND COMMENTS  
 Recheck airway and breathing and circulation frequently. 
 Be prepared to turn entire spine board and suction if patient vomits 
 Pulmonary edema is absolute contraindication for use of MAST pants. 
 Suspect mechanical shock (tension pneumothorax) 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Intermediate 
_______________________________________________________________ 
SMO: Trauma Shock / Fluid Resuscitation      
 
Overview: In a trauma event, there is a potentiality that fluid resuscitation will be benefit a patient in 
certain circumstances, This protocol will outline the parameters in the pre-hospital treatment for a 
patient with shock. 
 
INFORMATION NEEDED  
__ Patient complaint. 
__ Pertinent past medical history (fluid loss, nausea, vomiting, diarrhea, fever, infection, ingestion, 
     allergic reactions, cardiac, or respiratory disease) 
__ Mechanism of injury.  
__ Current medications 
 


OBJECTIVE FINDINGS 
Compensated Shock       De-compensated Shock  
▪ Anxiety, agitation, restlessness    ▪ Decrease L.O.C. 
▪ Tachycardia      ▪ Tachycardia to bradycardia 
▪ Normotensive      ▪ Hypotensive (late sign)  
▪ Capillary refill normal to delayed    ▪ Delayed capillary refill 
▪ Symptoms mild to moderate     ▪ Pale, cool, clammy skin 
 
Note: 
__ Physical signs of trauma  
__ Assess for other associated injuries 


 
TREATMENT   
__ Prepare for rapid transport  
__ Assess patient, scene safety, mental status (AVPU)  
__ Control airway. Use appropriate oxygen and airway adjuncts as needed. Consider intubation.  
__ Control external bleeding with direct pressure  
__ C-spine control if indicated 
__ Raise legs or foot of spine board 12 inches 
__ Apply cardiac monitor 
__ IV access with Normal Saline 
__ If hypovolemic (SBP <90mmHg) 500ml bolus of NS, repeat as needed to achieve SBP                   
     of 90 mmHg. 
__ If neurogenic (SBP <90mmHg and evidence of spinal injury) 500ml bolus of NS, repeat as needed  
     to achieve SBP of 90 mmHg. 
__ Suspect mechanical shock (tension pneumothorax), perform needle decompression if present 
__ Cover open wounds with sterile dressings. 
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__  Reassess airway frequently 
__  Transport as soon as possible, consider paramedic intercept 
 
Documentation of adherence to protocol:  
__ Mechanism of injury 
__ Oxygen and airway interventions 
__ Trauma exam documented  
__ C-spine immobilization. 
__ IV, airway and needle decompression interventions as accomplished. Document reassessment post 
     intervention. 
 
 
 
PRECAUTIONS AND COMMENTS  
 Recheck airway and breathing and circulation frequently. 
 Be prepared to turn entire spine board and suction if patient vomits 
 Pulmonary edema is absolute contraindication for use of MAST pants. 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT-Paramedic  
_______________________________________________________________ 
SMO: Trauma Shock / Fluid Resuscitation        
 
Overview: In a trauma event, there is a potentiality that fluid resuscitation will be benefit a patient in 
certain circumstances, This protocol will outline the parameters in the pre-hospital treatment for a 
patient with shock. 
 
INFORMATION NEEDED  
__ Patient complaint. 
__ Pertinent past medical history (fluid loss, nausea, vomiting, diarrhea, fever, infection, ingestion, 
     allergic reactions, cardiac, or respiratory disease) 
__ Mechanism of injury.  
__ Current medications 
 


OBJECTIVE FINDINGS 
Compensated Shock       De-compensated Shock  
▪ Anxiety, agitation, restlessness    ▪ Decrease L.O.C. 
▪ Tachycardia      ▪ Tachycardia to bradycardia 
▪ Normotensive      ▪ Hypotensive (late sign)  
▪ Capillary refill normal to delayed    ▪ Delayed capillary refill 
▪ Symptoms mild to moderate     ▪ Pale, cool, clammy skin 
 
Note: 
__ Physical signs of trauma  
__ Assess for other associated injuries 


 TREATMENT   
__ Prepare for rapid transport  
__ Assess patient, scene safety, mental status (AVPU)  
__ Control airway. Use appropriate oxygen and airway adjuncts as needed. Consider intubation.  
__ Control external bleeding with direct pressure  
__ C-spine control if indicated 
__ Raise legs or foot of spine board 12 inches 
__ Apply cardiac monitor 
__ IV access with Normal Saline 
__ If hypovolemic (SBP <90mmHg) 500ml bolus of NS, repeat as needed to achieve SBP                                   
     of 90 mmHg. 
__ If neurogenic (SBP <90mmHg and evidence of spinal injury) 500ml bolus of NS, repeat as needed  
     to achieve SBP of 90 mmHg. 
__ If bleeding controlled and volume replaced in neurogenic patient, consider vasopressor 
     Dopamine, 5-10 mcg/kg/min 
__ Suspect mechanical shock (tension pneumothorax), perform needle decompression if present 
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__ Cover open wounds with sterile dressings. 
__  Reassess airway frequently 
__  Transport as soon as possible, consider paramedic intercept 
Documentation of adherence to protocol:  
__ Mechanism of injury 
__ Oxygen and airway interventions 
__ Trauma exam documented  
__ C-spine immobilization. 
__ IV, airway and needle decompression interventions as accomplished. Document reassessment post 
     intervention. 
__ Document medication administration 
 
 
PRECAUTIONS AND COMMENTS  
 Recheck airway and breathing and circulation frequently. 
 Be prepared to turn entire spine board and suction if patient vomits 
 Pulmonary edema is absolute contraindication for use of MAST pants. 


 





		REGION I EMERGENCY MEDICAL SERVICES

		SMO: Trauma Shock / Fluid Resuscitation     

		PRECAUTIONS AND COMMENTS 

		REGION I EMERGENCY MEDICAL SERVICES





		SMO: Trauma Shock / Fluid Resuscitation     

		PRECAUTIONS AND COMMENTS 

		REGION I EMERGENCY MEDICAL SERVICES





		SMO: Trauma Shock / Fluid Resuscitation       

		PRECAUTIONS AND COMMENTS 








7/04 
Reviewed: 
Revised: 
EMS/ Region1 SMOs 
 
 


REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Basic 
_______________________________________________________________ 
SMO: Traumatic Arrest        
 
Overview:  When Trauma Arrest occurs, rapid transport, assessment and history to identify treatable 
 causes cannot be over emphasized.  
 
INFORMATION NEEDED  
__ Witnessed trauma event and estimated down time 
__ Any bystander CPR and / or treatment prior to arrival 
__ Mechanism of injury (blunt versus penetrating trauma)  
 


OBJECTIVE FINDINGS 
__ Physical signs of trauma and / or blood loss  
__ GCS = 3  
__ No respiratory effort 
__ No pulse   


 
 TREATMENT  
__ Prepare for rapid transport  
__ Assess patient and confirm pulselessness  
__ Start CPR   
__ Attach AED, follow commands 
__ Control external bleeding with direct pressure  
__ Obtain quick, resuscitation-oriented patient history  
__ Ensure adequacy of CPR, consider Combi-tube for airway management  
__ Consider ALS intercept 
 
Documentation of adherence to protocol:  
__ Mechanism of injury 
__ Vital signs on arrival 
__ Time CPR started 
__ Time AED applied  
 
 
PRECAUTIONS AND COMMENTS  
 Consider cardiac etiology in older patients with low probability of mechanism of injury 
 Make sure scene is safe 
 Consider minimal disturbance of a potential crime scene 
 Provide grief support as needed 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Intermediate, EMT – Paramedic 
_______________________________________________________________ 
SMO: Traumatic Arrest       
 
Overview: In the event of Trauma Arrest safe/ rapid transport is priority.  Care should be initiated 
and scene time should be limited. 
 
INFORMATION NEEDED  
__ Witnessed trauma event and estimated down time 
__ Any bystander CPR and / or treatment prior to arrival 
__ Mechanism of injury (blunt versus penetrating trauma)  
 


OBJECTIVE FINDINGS 
__ Physical signs of trauma and / or blood loss  
__ GCS = 3  
__ No respiratory effort 
__ No pulse   


 
TREATMENT  
__ Assess patient and confirm pulselessness  
__ Start CPR   
__ Attach defibrillator. Check for pulses and confirm rhythm 
__ If asystolic with no signs of life consider pronouncement in the field (See in-field termination 
     protocol) 
__ If V-Fib or PEA follow V-Fib and PEA protocol. 
__ If possible control external bleeding with direct pressure 
__ Needle decompression if tension pneumothorax present  
__ Obtain quick, resuscitation-oriented patient history  
__ Ensure adequacy of CPR  
__ Transport as soon as possible 
__ Advanced airway management per scope of practice and IV access as indicated 
__ Consider pacing 
 
Documentation of adherence to protocol:  
__ Mechanism of injury 
__ Vital signs on arrival 
__ Time CPR started 
__ Time defibrillator applied 
__ Documentation of appropriate cardiac protocol procedure if indicated 
__ Advanced airway and IV access interventions documented  
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PRECAUTIONS AND COMMENTS  
 Consider cardiac etiology in older patients with low probability of mechanism of injury 
 Make sure scene is safe 
 Consider minimal disturbance of a potential crime scene 
 Provide grief support as needed 
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REGION I EMERGENCY MEDICAL SERVICES 
STANDING MEDICAL ORDERS 
EMT – Basic, EMT – Intermediate, EMT – Paramedic 
_______________________________________________________________ 
SMO:  TRIAGE CATEGORIZATION OF PATIENTS     
 
 
 
Overview:   This protocol is to be used when EMS providers are faced with a situation where 
NEEDS EXCEED RESOURCES.  This can occur when number or intensity of care needed by 
victims exceed the care that can be provided with the present resources.  Needs may exceed resources 
with just a few patients or you may encounter situations with ample resources where multiple 
patient’s needs can be met easily. This policy should be instituted any time needs exceed resources on 
scene.   In order to maintain proficiency in triaging patients, the region I EMS Medical Directors will 
require patient triage to occur any time the number of victims on scene exceed 5 patients.  
(Mandatory for > 5 victims but may be instituted for less) 
 
Several steps should occur when encountering a situation where needs exceed resources.  First, early 
recruitment of additional help must be attempted.  Second, care must be prioritized to provide the 
greatest good to the most patients.  As additional resources become available, i.e. additional 
caregivers or equipment on site, the treatment priorities should be adjusted to expand care to those 
who were initially triaged to a delayed or expectant category. 
 
Early and concise communication from the field to medical control is vitally important.  Once you 
have an initial assessment of approximate numbers of victims, severity and types of injuries/illnesses 
i.e. triage category (number of reds, yellows, greens and blacks), contact medical control with this 
information.  Be sure to specify which information is “known” versus “estimates or guesstimates.”  
As more precise information is available, frequent updates of medical control need to occur. 
 
Region I adopts the START Triage method as described below.  In a disaster situation, one may be 
working with other providers that utilize different triage systems.  It may be helpful to be familiar 
with some of the more common systems.  The United States Military uses a standardized triage 
category system that is taught in the Basic Disaster Life Support Course.  The BDLS Triage System 
assists in the triage of large numbers of casualties.  It is designed to sort large numbers of casualties 
that are in close proximity to each other.  It is presented at the end of this protocol.  







 
START TRIAGE 
__Triage is used to sort patients and resources when the demand for emergency medical services  
    exceeds the immediate capability to deliver that service.  The goal of triage is to deliver the most  
    care to the greatest number of patients, and to deliver care to those patient who will benefit most. 
__Triage officers are designated according to the district or county mass casualty plan.  Illinois EMS  
    Region 1 Trauma Plan utilizes the S.T.A.R.T. triage plan.  Casualties are sorted according to the  
    START triage method and tagged: 


 RED:  Immediate, life threatening 
 YELLOW: Delayed treatment.  These patients are the next priority after patients             


  in the RED category have been treated and/or transported. 
 GREEN:  Designates the “walking wounded” or patients with minor injuries. 
 BLACK: Dead, no resuscitation indicated.  In mass casualty situations,  


  resuscitation of fatally injured patients may take care away from  
  those who would have a much greater chance of survival.  In these 
  situations, no resuscitations should be initiated.  Of course, if there is 
  sufficient personnel and equipment, normal protocols for caring for 
  these patients should apply. 


 
 


OBJECTIVE FINDINGS 
 
__ S.T.A.R.T.  TRIAGE: (Simple Triage and Rapid Transport) 


In START triage the patient is assessed quickly for the following signs.  Once a patient has a 
value which would place him in the RED category - tag him and move on.  For the initial 
triage all patients who can walk are considered GREEN. 


 
 
 
GUIDELINES (SEE FLOWCHART) 
__ Step 1 - Clear the scene of any walking wounded 
__ Step 2 - Assess ventilation in the remaining patients 
  No respiratory effort after opening patient’s airway- BLACK 
  Respirations above 30 - RED 
  Respirations below 30 - continued assessment 
__ Step 3 - Assess perfusion 
  No radial pulse - RED 
  Radial pulse present - continued assessment 
__Step 4 - Assess neurological status 
  Unconscious or altered level of consciousness - RED 
__ Once the BLACKs, GREENs, and REDs have been designated by the above physical findings - all   
            remaining patients are designated as YELLOW (delayed). 
__ Once the patients have been moved into the various treatment areas immediate re-triage should be 
     accomplished.  All BLACK category patients should be confirmed as resources are available. 
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Documentation of adherence to protocol:  
__ Assessment, reassessment and vital signs documented (identified color system 
__ Treatment 
__ Patient destination 
__ Type of situation (chemical, trauma, etc). 
__ Decontamination needed. 
 
 
 
PRECAUTIONS AND COMMENTS  
 Keep ALL patient communication concise to keep radio time to a minimum 
 Reassess and re-triage patients as indicated 
 Trauma patients pose a significant risk for exposing pre-hospital personnel at the scene to blood 


and body fluids. Barrier precautions should be in place before arrival at the scene and BSI should 
be observed at all times 


 Scene Safety is paramount. 
 Minimal disturbance of crime scene should be considered. 


 
 
 
 
BDLS/ADLS Triage Method 
 
 
TABLE 1 
MASS Triage is a disaster triage system using triage categories with a proven means of 
handling large numbers of casualties in close proximity to each other. 
M – Move 
A  – Assess 
S  – Sort 
S  – Send 
  
TABLE 2 
Id-me!  Id-me! is a phrase that is easy to remember and incorporates a mnemonic for 
sorting patients during a mass casualty incident triage.  It is used effectively in the MASS 
Triage model. 
I – Immediate 
D – Delayed 
M – Minimal 
E – Expectant 
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MASS Triage: Move 
The initial challenge in triage is to accurately determine which patients need immediate lifesaving 
care versus those who are demanding immediate attention but are not necessarily in the same critical 
condition. 
 
The first step in triaging a large group of patient is to ask them to move.  For example, if a large 
group of patients has congregated, shout, “Everyone who can hear me and needs immediate medical 
attention, please move to the area with the green flag.”  Patients who believe that they will receive 
medical care more quickly and who are ambulatory will most likely move to a designated area.  This 
group of patients would be considered in the Minimal triage group category during this initial step.  It 
is best to remember that the initial goal is to determine what group of patients requires immediate 
attention.  Triage is a series of assessments, not just 1 initial pass. 
 
The second step of MOVE is to ask the remaining patients to move an arm or leg.  For example, say, 
“Everyone who can hear me please raise an arm or leg so we can come help you.”  Obviously this 
group is the group that is probably unable to ambulate but very well may have sufficient vital signs 
for them to remain conscious and hear and follow instructions.  This patient group is considered the 
initial Delayed group triage category. 
 
Patients who are not moving at all are the first priority for assessment.  Obviously, the Expectant 
patients will be among this group as well.  There may also be patients in this group with simple 
injuries such as ruptured eardrums following an explosion or other hearing impairments, or 
chronically disabled patients who otherwise were unable to comply with your requests but are not 
critically injured. 
 
TABLE 3 
MASS Triage: MOVE 


Goal Action ID-me! Category 
Group ambulatory patients Announce: “Anyone who 


can hear my voice and needs 
immediate medical attention, 
please move to the area with 
the green flag.” 


Minimal initial group 


Group patients who are 
awake and can follow 
commands 


Tell the remaining patients: 
“Anyone who can hear my 
voice please raise your arm 
or leg so we can help you.” 


Delayed initial group 


Identify the remaining group 
of patients 


Proceed immediately to 
these patients and provide 
immediate life-saving 
interventions 


Immediate initial group 


 
It is important to remember that patients who are able to ambulate should, if at all possible, be 
prevented from consuming health care resources that are desperately needed for the more critically 
injured.  This group must be actively managed and not be allowed to disperse and demand that their 
health care needs are immediately met.  Actively managing and providing on-site care for minimally 
injured patients allows the health care system to be unencumbered with a large influx of minimally 
injured patients. 
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MASS Triage: Assess 
Once the steps outlined in MOVE have been completed, the next step is to ASSESS.  Immediately 
identify those patients who were unable to complete the first 2 steps, and assess them first.  This 
group is considered the initial Immediate group, and consists mainly of those patients who need 
immediate life-saving interventions. 
 
The Immediate patients (those unable to move) are the first priority.  The patients in the Delayed 
group (not ambulatory but able to follow the command to move a limb) are the second priority.  The 
third patient category to be assessed are those in the Minimal group (able to ambulate).  Expectant is 
the fourth category of patient (who are not breathing).  Patients in each category are assessed 
according to anatomic and physiologic variables to further define their triage category. 
 
The initial foci for the Immediate group are airway, breathing and circulation (ABC).  The health care 
provider should check for unresponsiveness, and if present, the airway should be opened and 
breathing assessed.  Patients who are breathing but unresponsive are classified as either Immediate or 
Expectant depending upon the severity of the injury. 
 
If a quick initial survey of the victim reveals wounds that are likely fatal, the patient is considered 
Expectant.  If initial examination reveals a non-breathing patient as a result of a traumatic event, the 
likelihood of survival for this patient approaches zero, and using precious and limited resources is 
unwarranted. 
 
TABLE 4 
Mass Triage Model – Assess 
First, go to the Immediate group 
• Identify location of victims who are unable to ambulate and respond to commands 


 
Rapidly assess ABCs: 
• Is the airway open?  Open manually if possible 
• If not, designate the patient as Expectant and go on to the next patient 
• Is uncontrolled bleeding present?  Apply direct pressure 
• Is it likely the patient has incurred a fatal injury? 
• If yes, designate the patient as Expectant and go on to the next patient 


 
Treat immediate life-threatening conditions if the victim is not in the Expectant group 
 
Obtain an accurate count of Immediate patients 
 
Is transport available for the patient? …Move on 
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MASS Triage: Sort 
After the ASSESS phase and immediate life-threatening interventions have been completed, the next 
step is to SORT the patient into 1 of 4 categories.  ID-me is an easy to remember phrase that 
incorporates a mnemonic for sorting patient during an MCI into Immediate, Delayed, Minimal and 
Expectant groups.  Refer to Table 2. 
 
For each triage group, it is important to remember that the most serious injury present requires 
immediate attention and that triage is dynamic.  For example, after successfully managing the life-
saving interventions of the only 2 Immediate patients at a scene, the previously Delayed group 
becomes that group of patient in need of immediate attention.  On-scene triage is in continuous flux 
until the moment the last patient is transported from the scene. 
 
Immediate patients are those who have an obvious threat to life or limb.  Most often these are patients 
with some complication in their ABCs, such as being unable to maintain an adequate airway or 
having inadequate or labored breathing, uncontrolled bleeding, a pulseless, non-moving extremity, or 
extensive head, chest or abdominal trauma.  Immediate patients are the first priority for evacuation 
and are potential candidates for air evacuation to facilities capable of providing adequate care.  
Among other signs, a patient should be placed in the Immediate group if they are unresponsive, have 
an altered mental status, respiratory distress, uncontrolled hemorrhage, amputations proximal to the 
elbow or knee, sucking chest wounds, unilateral absent breath sounds, cyanosis and rapid weak 
pulses. 
 
Delayed patients are those who clearly need medical care, but should not decompensate rapidly if 
care if initially delayed.  Patients in this category would be those with deep lacerations with 
controlled bleeding and good distal circulation, open fractures, abdominal injuries with stable vital 
signs, amputated fingers, anginal chest pain, or hemodynamically stable head injuries with an intact 
airway.  They must be transported to the hospital following the Immediate patients. 
 
Minimal patients are the “walking wounded”.  These ambulatory patients are those with abrasions, 
contusions, minor lacerations, etc., who have stable vital signs, and for whom a delay in care even for 
several days would not have any serious ill effect.  This group of patients can often be helped by non-
physician medical personnel, at least for some period of time.  They may also be capable of acting as 
on-site volunteers to assist with the care of the other patients.  They can generally be transported to a 
secondary treatment facility whose purpose is to draw the minimally injured and “worried well” away 
from hospitals so that emergency departments are able to care for critically ill patients. 
 
Expectant patients are those with little or no chance of survival, and therefore resources are not 
utilized initially for their care, unless resources become available.  This category is often though of as 
the group of people who won’t survive no matter what the treatment, and so some mistakenly think 
that you do nothing for them.  This is incorrect!  All patients deserve care, but during an MCI the 
allocation of that care must do the most good for the most people.  Therefore, patients who are in the 
Expectant category who are still alive (after all the Immediate patients are evacuated) may be 
reclassified as Immediate, depending on the resource needs of the Delayed group.  Expectant patients 
also need to be transported to the hospital when resources become available.  Comfort care, when 
resources allow, should be provided to the Expectant group.  An Expectant group patient does not 
imply that death is minutes away; for instance, patients with a 100% total body surface (TBSA) burn 
have a dismal survival rate, but may survive for hours after the injury.  Victims of fatal doses of 
radiation may survive for days after the exposure.  The care for these patients simply must be on an 
“as-available” basis so that they do not consume resources needed for those who have a chance of 
long-term survival. 
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MASS Triage: Send 
Once SORT is operational, while treatment is ongoing, it is important to focus on SEND, or the 
transport of patient away from the scene.  Available options, based on triage category and clinical 
status, are that patients are (1) treated and released at the scene if this is acceptable to your 
local/area/state directives, (2) sent to hospitals or secondary treatment facilities, or (3) sent to morgue 
facilities. 
 
Transportation often requires creative thinking.  In almost all disasters, large numbers of patients will 
self-transport to health care facilities by whatever means possible.  Immediate patients are candidates 
for air transport when available, or ambulance when not.  Depending upon the injury, Delayed 
patients may be candidates for ambulance or bus transport to the hospital.  Minimal patients can 
usually be transported by whatever means available, including putting a Minimal ambulatory patient 
in an ambulance with an Immediate patient, or placing both on a bus. 
 


PRECAUTIONS AND COMMENTS 
 As stated in the Overview, this is a BDLS triage system that is and can be used in MCIs, and can 


be a model for bioterrorism events.  It is not the sole triage system but it is felt that Region EMS 
personnel should be aware of this model and have some understanding of terminology and 
methodology of the BDLS triage system. 


 It is incumbent that the EMS personnel in the Region are familiar with their local/area/state 
guidelines for bioterrorism event mitigation and maintain up-to-date knowledge as to how that 
type of event will be handled. 


 
 
 
 
 
 
 







START TRIAGE SYSTEM 
 
 
 


STEP 4:     Assess Neurologic Status 
 
Unconscious /  
     Altered Mental Status:        CRITICAL / IMMEDIATE (RED) 
Normal Mentation Processes:        DELAYED (YELLOW) 


STEP 3:     Assess Perfusion in Remaining Patients 
 
No Radial Pulse:            CRITICAL / IMMEDIATE (RED) 
Pulse Present:                       CONTINUE ASSESSMENT TO NEXT STEP 


STEP 2:     Assess Ventilation in Remaining Patients 
 
No Respiratory Effort    
AFTER OPENING AIRWAY: DEAD/NON-SALVAGEABLE (BLACK) 
Respirations above 30:  CRITICAL / IMMEDIATE (RED) 
Respirations below 30:  CONTINUE ASSESSMENT TO NEXT STEP 


STEP 1:     Clear the Scene of Any “Walking Wounded”                                    
                   These Patients are considered Delayed Category (GREEN) 
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