


 

STEMI ALERT EMS WORK SHEET 
 

PATIENT NAME____________________________________________________ DATE___________________ SERVICE________________________________________RUN#_______________ 
 

 
Time of Call:____________  At PatienT Time:____________      

 12 Lead Transmitted:____________  ED Contact Time:____________ 

Enroute to ED/Cath:____________   ED/Cath  ARrival Time:____________ 

Treatment        

IV x  2:   Y   N  Location_________________________________________________ 

 

Pertinent Assessment Findings: 
 
PROVOCATION:    NONE    BREATHING    MOVEMENT    PALPATION EXCERTION 
 
QUALITY: SHARP    DULL    ACHE    STABBING    HEAVINESS  PRESSURE  BURNING 
 
RADIATION:    NONE    ARMS / WRIST    NECK / JAW    BACK 
 
REGION:    CHEST    EPIGASTRIC    ABD    BACK    L-ARM    R-ARM 
 
SEVERITY (0-10 SCALE):__________ 
 
OTHER SYMPTOMS:_______________________________________________________ 
 
TIME OF ONSET OF SYMPTOMS________ am / pm 
 
TIME OF DURATION OF SYMPTOMS:____________min / hrs / days 
 
 
 
 

 

 

 

 

 

 

     

 

 

 

 

 

 

Medication Time/Dose Time/Dose Time/Dose Time/Dose 

Oxygen     

Aspirin     

Nitro     

Nitro     

Morphine     

Plavix     

Heparin     

Metoprolol     

 

Time B/P P R Spo2 Pain (1-10) 
      
      
      
      
      
      
      
      
      
      
 

 Yes No Description 
Allergies    
Hx of Cancer    
Hx of Cardiac Disease    
Other Pertinent Hx    
Family Cardiac Hx.    
Hx of Stroke/CVA.  Head 
Bleed 

   

Recent Surgery    
Bleeding Disorder (GI, 
Ulcer, Etc) 

   

Possibly Pregnant    
Problems with Aorta    
Taking Blood Thinners. 
(Coumadin, or other) 

   

NOTES: 

 

 

 

 

 



 

 
STEMI Program Reference Map 

“Goal” < 75 minutes from Medical/EMS patient contact to arrival at 
ASLMC 24/7 Cath Lab. 

 
1. The map below represent the drive time to Aurora St. Luke’s Medical Center 

during normal traffic patterns. 
2. If true ground transport time exceeds 50 minutes, air medical transport should be 

considered. 
3. Dispatch helicopter immediately following STEMI identification.  EMS and ED 

staff must ensure precise direction is provided to air medical transport regarding 
rendezvous location. 

4. Follow specific EMS Provider guidelines for landing zone setup. 
 
 

Aurora Lakeland 
Medical Center 
 

54 MINUTES 

Aurora St. Lukes 
Medical Center 
 

Aurora Kenosha 
Medical Center 
 

 
55 MINUTES 

47 MINUTES 

 
54 MINUTES 

 
47 MINUTES  

35 MINUTES 
 
38 MINUTES 

48 MINUTES 

 
34 MINUTES 

 
1 HOUR  
8 MINUTES 

 
56 MINUTES 

 
55 MINUTES 

1 HOUR  
2 MINUTES 

 
1 HOUR  
4 MINUTES 

1 HOUR  
5 MINUTES 

Aurora Memorial 
Hospital of Burlington 
 

54 MINUTES 

Mt. Pleasant 
35 MINUTES 

Wind Lake  
35 MINUTES 

 
22 MINUTES 

26 MINUTES 

34 MINUTES 
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Bradycardia 

AV Blocks or Idioventricular Rhythms with Pulse 
 

 

LEVEL Bradycardia – AV Blocks or Idioventricular Rhythms with Pulse 
 Stable:  alert, oriented, normotensive. 

FR B V I P 
B V I P 

1. Initial Medical Care:  Anticipate need for pacing. 
• Obtain and transmit 12 lead EKG 

  
 Unstable:  Altered sensorium, signs of hypoperfusion, CHF, acute MI, chest pain 

or shortness of breath 
FR B V I P 1. Initial Medical Care – Special Considerations: 

B V I P • Obtain and transmit 12 lead EKG 
  

I P 2. Atropine 0.5 mg IV/IO  
  

I P 
 

3. Consider Transcutaneous Pacing 
• Consider Sedation (P) 
• Consider Pain Management. 

  
I P 4. If patient remains hypotensive and pulse < 60: 

• Repeat Atropine 0.5 mg IV/IO as needed up to a max dose of 3 mg  
  

P 5. If pacemaker unavailable, patient remains symptomatic and/or systolic BP 
<90 mmHg or PVCs present after treatment with Atropine: treat per 
Cardiogenic Shock SOP with Dopamine 

  
 Notes: 
 To be effective, pacing should be used early, simultaneously with drugs, rather 

than as a last resort.  Do not delay pacing while awaiting IV access or for Atropine 
to take effect, if the patient is symptomatic. 
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Supraventricular Tachycardia  

Narrow QRS Complex Tachycardia 
 

 

LEVEL Supraventricular Tachycardia – Narrow QRS Complex Tachycardia 
 1. Consider and treat for possible underlying causes such as: 
 • Heart failure • Side effect or drugs or overdose 
 • Cardiogenic Shock • Fever 
 • Hypovolemia • Pain 
 Unstable:  Rate > 150 and altered sensorium or signs of hypoperfusion. 

FR B V I P 1. Initial Medical Care 
 B V I P • Obtain and transmit 12 lead EKG 

  
I P 
P 

I P 

2. Synchronized Cardioversion at 100 Joules  
• Consider Sedation. 
• Consider Pain Management. 

  
I P 3. Cardiovert at 150 Joules. 

          
I P 4. Cardiovert at 200 Joules. 

  
I P 5. Cardiovert at 200 Joules. 

 Stable:  Alert, Normotensive 
FR B V I P 1. Initial Medical Care 

B V I P • Obtain and transmit 12 lead EKG 
        I P 2. Valsalva maneuver 
           If no change 

I P 3. Adenocard 6 mg rapid IV/IO followed by rapid flush of 10 cc NS. 
           If no change  

I P 4. Adenocard 12 mg rapid IV/IO followed by rapid flush of 10 cc NS. 
           If no Change 

5. Adenocard 12 mg rapid IV/IO followed by rapid flush of 10 cc NS. 
 If Atrial fibrillation or atrial flutter - Stable:  Alert, normotensive and < 24hour 

onset 
FR B V I P 1. Initial Medical Care 

B V I P • Obtain and transmit 12 lead EKG 
  

P 2. Diltiazem 20 mg IV/IO over 2 minutes (0.25 mg/kg).  May repeat for one 
additional dose if rate greater than 150 after 10 minutes. 
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Ventricular Tachycardia with a Palpable Pulse  

 
  

LEVEL Ventricular Tachycardia with a Palpable Pulse 
 Stable:  Alert, oriented, normotensive 

FR B V I P 1. Initial Medical Care 
B V I P • Obtain and transmit 12 lead EKG 

    
P 
 

I P 
P 

2. Amiodarone 150 mg IV/IO in 100 mL D5W over 10 minutes. (1st choice) 
                 Or 
  Lidocaine 1.5 mg/kg IV/IO 

• Followed by Lidocaine drip @ 2mg/min (See Dose Chart) 
• Increase in 1mg/min increments if no response (4mg/min max) 

 Unstable:  altered sensorium, signs of hypoperfusion, rate greater than 150, CHF, 
Hypotension (Systolic BP less than 90 mmHg) 

FR B V I P 1. Initial Medical Care 
B V I P 

P 
I P 

• Obtain and transmit 12 lead EKG 
• Consider Sedation. 
• Consider Pain Management. 

  
I P 2. Synchronized Cardioversion at 200 J 

  
I P 3. Synchronized Cardioversion at 200 J 

  
I P 4.      Synchronized Cardioversion at 200 J 

  
 P 
 
 

I P 
 P 

As soon as V-Tach converts to an SV rhythm after any of the above cardioversion: 
      Amiodarone 150 mg IV in 100 mL D5W over 10 minutes. (1st choice) 
                       Or 
      Lidocaine 1.5 mg/kg IV/IO 

• Followed by Lidocaine drip @ 2mg/min (See Dose Chart C-6) 
• Increase in 1mg/min increments if no response (4mg/min max) 
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Ventricular Fibrillation  

Pulseless V-Tach  
 

 

LEVEL Ventricular Fibrillation – Pulseless Ventricular Tachycardia 
FR B V I P 1. Initial Medical Care – Special Considerations: 

• If response greater than 5 minutes after the call or unwitnessed cardiac 
arrest, perform CPR for 5 cycles or 2 minutes prior to defibrillation. 

• Consider causes H’s and T’s 
• Defibrillation joules should be the defibs manufactures recommended 

dose 
 • WALWORTH COUNTY PROVIDERS SHOULD FOLLOW CCR 

PROTOCOL page C-9 
FR B V • FR, EMT-B, ITECH Should continue with EMT-B Defib Protocol pg 

X-2 
I P 2. Defibrillate at 200 Joules.  Resume CPR immediately; 2 minutes of CPR. 

• Epinephrine 1:10,000, 1 mg IV/IO.  Repeat every 3-5 minutes  
  

       I P 3. Defibrillate at 200 Joules:  Resume CPR immediately; 2 minutes of CPR. 
• Amiodarone 300 mg IV/IO 

  
I P 

 
4. Defibrillate at 200 Joules.  Resume CPR immediately; 2 minutes of CPR. 

• Amiodarone 150 mg IV/IO. 
  

I P 
 

5. Defibrillate at 200 Joules.  Resume CPR immediately; 2 minutes of CPR. 
• Lidocaine 1.5 mg/kg IV/IO 

  
I P 

 
6. Defibrillate at 200 Joules.  Resume CPR immediately; 2 minutes of CPR. 

• Lidocaine 1.5 mg/kg IV/IO 
 

  
Paramedic Only- IF patient regains a pulse, infuse antidysrhythmic (which was given last) 

• Amiodarone 150 mg IV in 100 mL D5W over 10 minutes. (1st choice) 
                         Or 
• Lidocaine 1.5 mg/kg IV/IO 

• Followed by Lidocaine drip @ 2mg/min (See Dose Chart) 
                           Increase in 1mg/min increments if no response (4mg/min max) 
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Amiodarone Infusion / Lidocaine Drip Guidelines 

 

 
 
 
Amiodarone comes packaged as 150 mg.  Mix this 150 mg in 100 mL D5W to make a 
solution of 150 mg in 100 mL’s.  Infuse 150 mg/100mL over 10 minutes. 
 

 
 

Lidocaine Drip Administration Guideline 
(For Two Most Common Concentrations) 

 
1 Gram in 250 cc 2 Grams in 250 cc 

Run drip at 2 mg/min (30 gtts/min) Run drip at 2 mg/min (15 gtts/min) 
Run drip at 3 mg/min (45 gtts/min) Run drip at 3 mg/min (23 gtts/min) 
Run drip at 4 mg/min (60 gtts/min) Run drip at 4 mg/min (30 gtts/min) 
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Pulseless Electrical Activity/ Asystole  

 
LEVEL Pulseless Electrical Activity / Asystole 

FR B V I P 
 
 
 
 
 

FR B V 

1. Initial Medical Care – Special Considerations: 
• WALWORTH COUNTY PROVIDERS SHOULD ALSO FOLLOW 

CCR PROTOCOL page C-9. 
• Check for pulse and rhythm changes after all interventions. 
• Do not interrupt CPR for more than 10 seconds to check for pulse and 

rhythm 
• FR, EMT-B, ITECH Should continue with EMT-B Defib Protocol pg 

X-2 
  
 2. Consider and treat for possible underlying causes: 

V I P Hypothermia See Hypothermia SOP 
V I P Hypovolemia Fluid challenge in 200 cc increments up to 

2000cc 
I P Tension Pneumothorax Perform Needle pleural decompression 

V I P Hypoxia/Acidosis Ventilate with 100% 
Oxygen; check airway placement 

V I P Pulmonary Embolism Expeditious transport; fluid challenge in 200 
cc increments 

P Cardiac Tamponade Expeditious transport, fluid challenge in 200 
increments, perform Pericardiocentesis 

P Overdose See Drug Overdose SOP  
P Hyperkalemia Calcium Chloride 10% Solution 8-16 

mg/kg IV/IO 
  Sodium Bicarbonate 1 mEq/kg IV/IO 

P Acidosis Sodium Bicarbonate 1 mEq/kg IV/IO 
V I P              Hypoglycemia                      D50 25g IV/IO 

 
I P 

 
3. Epinephrine (1:10,000) 1 mg IV/IO. 
 Repeat Epinephrine every 3 minutes and enroute while pulseless. 

  
I P 

 
 

I P 

4. If HR is < 60: Atropine 1 mg rapid IV/IO  
 Repeat every 3 minutes up to a total of 3 mg  
 
5.   If no return of spontaneous circulation (ROSC), contact medical control 

for permission to terminate the resuscitation. Do not transport 
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Conditions that Cause Pulseless Electrical Activity 

 
 

Condition Clues 
Hypovolemia • History 

• Flat neck veins 
Hypoxia • Cyanosis 

• Blood gases 
• Airway problems 

Cardiac Tamponade • History (trauma, renal failure, thoracic malignancy) 
• No pulse with CPR 
• Vein distention 
• Impending Tamponade 
• Tachycardia 
• Hypotension 
• Low pulse pressure changing to sudden Bradycardia as terminal event 

Tension 
Pneumothorax 

• History (asthma, ventilator, chronic obstructive pulmonary disease, 
trauma) 

• No pulse with CPR 
• Neck vein distention 
• Tracheal deviation 

Hypothermia • History of exposure to cold 
• Central body temperature 

Massive Pulmonary 
Embolism 

• History 
• No pulse felt with CPR 
• Distended neck veins 

Drug Overdose 
 

• Bradycardia 
• History of ingestion 
• Empty bottles at the scene 

Hyperkalemia • History of renal failure, diabetes, recent dialysis, dialysis fistulas, 
medications. 

Preexisting 
Acidosis 

• History of bicarbonate-responsive preexisting acidosis, renal failure 

Acute, Massive MI • History, ECG, Enzymes 
Hypoglycemia    • History, check Blood sugar 
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Cardio Cerebral Resuscitation 

WALWORTH COUNTY PROVIDERS ONLY 
 

LEVEL Cardio Cerebral Resuscitation – 
WALWORTH COUNTY PROVIDERS ONLY 

FR B V I P 
 
 
 
 
 
 
 
 

 
       
 
 
 
 
 
 
 
 
 
 
 
 
 

V I P 
 

 I P 
 

Note: These guidelines are based on the principals of Cardiocerebral resuscitation  
• Code Commander – One rescuer responsible to oversee that quality 

compressions and proper ventilations are being performed. 
• MCMAID – a prioritized sequence consisting of: 

1. M = Metronome (100/min) 
2. C = Chest compressions (focus on rate, recoil and depth. 
3. M = Monitor (AED or Manuel set to max joules) 
4. A = Airway (OPA, ensures patency, NRB @ 15/LPM) 
5. I = Intravenous or Intraosseous access 
6. D = Drugs (Epi, Amiodarone) be ready to administer and monitor 

timing for repeat doses. 
 

1. Establish that the patient is unresponsive, without a pulse 
2. Rule out DNR status, dependent lividity, rigor mortis or unsurvivable 

trauma  
3. First Priorty: Effective Chest Compressions using metronome  
4. Second Priority: Defibrillate  

• Shockable continue for three cycles 
• Non shockable establish airway (Go to third priority) 

5. Third Priority: Manage the airway  
• OPA or NPA with NRB @ 15/lpm 
• Non shockable rhythm – ET / Combitube / King LTS-D 
• ETCO2 monitoring if available 

6. Fourth Priority: Venous / Intraosseous access 
• 0.9 normal Saline  

7. Fifth Priority: Proceed to ACLS resuscitation medications (according 
to respective Protocol) 

• Asystole / Pulsless Electrical Activity 
• Ventricular Fibrillation / Pulseless Ventricular Tachycardia 
• Symptomatic Bradycardia 
• Symptomatic Tachycardia 
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Pulmonary Edema  

(Due to Heart Failure) 
 

LEVEL Pulmonary Edema (Due to Heart Failure) 
FR B V I P 

B V I P 
1. Initial Medical Care – Special Considerations: 

• Obtain and transmit 12-Lead EKG. 
  

V I P 2. If BP > 120 mmHg systolic: 
• Nitroglycerine 0.4 mg spray, may repeat for 3 doses 

  
B V I P 3. Consider CPAP if patient is in severe respiratory distress 

• At least two of the following: 
o Respiratory rate is greater than 25. 
o Pulse oximeter reading is less than 92%. 
o Retractions or accessory muscle use. 

  
I P 4. If SBP > 100mmHg:  Lasix 40-80 mg IV/IO 

• Attempt to give an initial dose equal to patient’s total daily dose. 
  

P 5.     For Patients with SBP <90 mmHg 
 • Dopamine Drip at 5 mcg/kg/min, titrate by 2.5 mcg/kg/min increments 

every 5 minutes to maintain BP 90 systolic. 
• For dosage by weight, see chart below.  Contact Medical Control if 

uncertain of dosage. 
 

Dopamine Drip Dosing Chart 
For use with Dopamine drip premix 400 mg/250 mL D5W or 800 mg/500 mL D5W

This Chart Only Good When Using Micro Drip Sets 60 Drops = 1 mL 
Dose Ranges 

Body Weight Start at 5 mcg/kg/min Do not exceed 
20 mcg/kg/min 

100 lbs 45kg 8 gtts/min 32 gtts/min 
121 lbs 55 kg 10 gtts/min 40 gtts/min 
143 lbs 65 kg 12 gtts/min 48 gtts/min 
165 lbs 75 kg 14 gtts/min 56 gtts/min 
187 lbs 85 kg 16 gtts/min 64 gtts/min 
210 lbs 95 kg 19 gtts/min 78 gtts/min 
240 lbs 109 kg 22 gtts/min 88 gtts/min 
260 lbs 118 kg 24 gtts/min 98 gtts/min 

 
Notes: 
• Always titrate to patient response.  Individual dosage requirements vary widely by weight. 
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Cardiogenic Shock  

 
LEVEL Cardiogenic Shock 

FR B V I P 
B V I P 

1. Initial Medical Care – Special Considerations: 
• Obtain and transmit 12-Lead EKG. 

  
V I P 2. If hypovolemic and/or dehydrated and absolutely certain that lungs are clear:  

Fluid challenge in 200 mL increments 
  

P 3.      Dopamine Drip at 5 mcg/kg/min,  
• Titrate 2.5 mcg/kg/min increments every 5 minutes to maintain SBP 90  
• For dosage by weight, see chart below.  Contact Medical Control if 

uncertain of dosage. 
  

 
 

Dopamine Drip Dosing Chart 
For use with Dopamine drip premix 400 mg/250 mL D5W or 800 mg/500 mL D5W

This Chart Only Applicable When Using Micro Drip Sets 60 Drops = 1 mL 
Dose Ranges 

Body Weight Start at 5 mcg/kg/min Do not exceed 
20 mcg/kg/min 

100 lbs 45kg 8 gtts/min 32 gtts/min 
121 lbs 55 kg 10 gtts/min 40 gtts/min 
143 lbs 65 kg 12 gtts/min 48 gtts/min 
165 lbs 75 kg 14 gtts/min 56 gtts/min 
187 lbs 85 kg 16 gtts/min 64 gtts/min 
210 lbs 95 kg 19 gtts/min 78 gtts/min 
240 lbs 109 kg 22 gtts/min 88 gtts/min 
260 lbs 118 kg 24 gtts/min 98 gtts/min 

 
 

Notes: 
• Always titrate to patient response.  Individual dosage requirements vary widely by weight. 
• Above drip rates run from a minimum of 5 mcg/kg/min to a maximum of 20 mcg/kg/min. 
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Diabetic/Glucose Emergencies  

 
LEVEL Diabetic/Glucose Emergencies 

FR B V I P 1. Initial Medical Care. 
  

B V I P 2. Obtain and record blood glucose level. 
  
 3. Blood Sugar less than 60; 

FR B V I P • Give Oral glucose 1 tube, if not contraindicated 
V I P • Dextrose 50% 50 cc IV/IO. 

  
B V I P 4. If unable to start IV:  Glucagon 1 mg IM. 

  
V I P 5. Observe and record response to treatment; may repeat if necessary. 

  
 Blood Sugar > 280 or signs and symptoms of Hyperglycemia/Ketoacidosis. 

V I P • Fluid challenge in 200 cc, unless contraindicated. 
 

 Note:  All Diabetic/Glucose emergencies should be transported to the hospital.  If 
refusal of transport, contact Medical Control and fill out release form 
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Syncope/Near Syncope  
Altered Mental Status/Non-Traumatic Loss of Consciousness 

 

LEVEL Syncope/Near Syncope/Altered Mental Status/Non-Traumatic Loss of 
Consciousness 

FR B V I P 
 

   B V I P 
 
     I P 

1. Initial Medical Care – Special Considerations: 
• Document initial and any changes in the GCS. 
• 12-Lead EKG and transmit. 
• Obtain and record blood glucose level. 
• Consider ET/RSI if GCS < 8 
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Seizures  

Non-Traumatic Origin 
 

LEVEL Seizures – Non-Traumatic Origin 
FR B V I P 1. Initial Medical Care – Special Considerations: 

• Vomiting/aspiration precautions. 
• Do not place anything in mouth if seizing 
• Nasopharyngeal airway recommended. 
• Position patient on side unless contraindicated. 
• Obtain and record blood glucose level 

 
I P  

 
 

         P 

2. Ativan 2 mg IV/IO/IM  
        May repeat every 3-5 min if seizures continue 

                 Or 
     Versed 1-3 mg IV/IO/IM/Nasal. 
        May repeat every 3-5 min if seizures continue 
 

 3. If Pre-Eclampsia see OB Complications Protocol  
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Hypertension  

Stable/Acute Crisis 
 

LEVEL Hypertension – Stable/Acute Crisis 
 STABLE:  SBP < 200mmHg or DBP < 130mmHg 

FR B V I P 
 

B V I P 

1. Initial Medical Care – Special Considerations: 
• Elevate head of bed 15-30 degrees, keep head and neck midline. 
• Obtain 12-lead EKG and transmit EKG. 
• Assess for chest pain and/or pulmonary edema. 

o If present:  treat per appropriate SOP. 
  

B V I P 2. If patient is hypertensive but without Cerebral Vascular or neurologic signs: 
• Transport. 
 

  
 UNSTABLE – HYPERTENSIVE CRISIS: 

• Non-traumatic origin. 
• Use of this SOP should be limited to patients in hypertensive crisis 

(Systolic BP is > 200 or Diastolic BP is > 130) with neurovascular and/or 
neurologic deficits due to the hypertension and/or those with chest pain 
and/or pulmonary edema. 

  
FR B V I P 

 
B V I P 

1. Initial Medical Care – Special Considerations: 
• Elevate head of bed 15-30 degrees, keep head and neck midline. 
• Obtain 12-lead EKG and transmit EKG. 

  
 
 

V I P 
 

P 

2. If hypertensive-related neurologic deficits are present and DBP >120 mmHg: 
At discretion of Medical Control may give 

• Nitroglycerine 0.4 mg SL. 
Altered mental status:   
• Labetalol 20 mg IV/IO slowly.   

I P • Lasix 40 -80 mg IV/IO. Attempt to give initial dose equal to patients 
total daily dose 
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Suspected CVA  

 

LEVEL Suspected CVA 
FR B V I P 1. Initial Medical Care – Special Considerations: 

• If BP is greater than 90 mmHg:  elevate head of bed 15-30 degrees. 
• Protect paralyzed limbs from injury. 
• Complete Neuro Alert checklist enroute to hospital. 
• Consider ET/RSI if GCS < 8 
• Obtain and record blood glucose levels. 

  
 

 

 

 
Glasgow Coma Scale Cincinnati Prehospital Stroke Scale 

  
Eye Opening: Facial Droop:  have patient show teeth or smile: 
 Spontaneous   4 • Normal – both sides of face move equally well. 
 In response to speech  3 
 In response to pain  2 

• Abnormal – one side of face does not move as well 
as the other side. 

 None    1  
Best Verbal Response: 
 Oriented conversation  5 

Arm Drift:  have patient close eyes and hold both 
arms out: 

 Confused conversation 4 
 Inappropriate words  3 
 Incomprehensible sounds 2 

• Normal – both arms move the same or both arms 
do not move at all (other findings, such as pronator 
grip, may be helpful). 

 None    1 
 

• Abnormal – one arm does not move or one arm 
drifts down compared with the other. 

Best Motor Response:  
 Obeys    6 
 Localizes    5 

Speech:  have patient say “you can’t teach an old dog 
new tricks”: 

 Withdraws    4 
 Abnormal flexion  3 

• Normal – patient uses correct words with no 
slurring. 

 Abnormal extension  2 
 None    1 

• Abnormal – patient slurs words, uses inappropriate 
words or is unable to speak. 
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EMS Neurologic Checklist 
Aurora Health Care – South Region EMS Program 

Date:   Patient:   Age:   Sex:   
BASIC DATA EXAMINATION 

Witness Name:   Witness Phone:   BP Left Arm:  /  BP Right Arm:  /  
Dispatch Time:   EMS Arrival Time:   Departure to ED Time:    ED Arrival Time:    

Last Patient Witnessed Without Symptoms Additional History 
Time:   Date:   Allergies:     

Criteria Medications:     
 Yes No Past History:     
Head Trauma at Onset   Last Meal:     
Seizure at Onset   Events Prior:     
Taking Warfarin (Coumadin)   Cincinnati Prehospital Stroke Scale Check if Abnormal 
History of Bleeding Problems   Mental Status On-Scene Enroute 

Management • Level of Consciousness   
• Do not treat hypertension. • Speech   
• Do not allow aspiration. • Questions (age, month, etc)   

o NPO, Head Up, O2 • Commands   
• Do not give glucose (unless glucose is less than 60). Facial Droop On-Scene Enroute 

o IV NS, Blood Sugar   • Facial Droop   
• ECG Rhythm   (Abnormal – one side does not move as well as other.) 

o If AMI, 12-Lead and transmit to ED. Arm Drift On-Scene Enroute 
“Stroke Specific” EMS to ED Report (Report Items) • Motor-Arm Drift   

Symptom Onset Neurologic Exam (Close eyes and hold out both arms.  Abnormal – arm can’t move or drifts down.) 

Time (Last time w/o S&S)  Level of Consciousness  
Trauma  Speech Language  
Seizure  Motor Strength  
  Witness (Name and Contact Info)  

• Cincinnati scale is considered “Abnormal” for a positive-negative 
found during scale assessment. 
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Acute Abdominal Pain  

 

LEVEL Acute Abdominal Pain 
FR B V I P 1. Initial Medical Care – Special Considerations: 

• Note and record jaundice. 
• Note nature and amount of vomiting/diarrhea. 
• Obtain menstrual history in females of childbearing age. 
• Last BM. 

 STABLE:  Alert, oriented, normotensive. 
I P 2.     Consider pain management  

  
B V I P 3. Transport in position of comfort. 

  
 UNSTABLE:  Altered sensorium, signs of hypoperfusion, guarding or rigidity of 

abdominal wall. 
B V I P 
V I P 

4. Initial Medical Care – Special Considerations: 
• 2 large bore IV’s on regular tubing with pressure infusers as available. 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
AHC-SR EMS   Approved__7/01/08   Revised ________ 
 



Aurora Health Care – South Region | Pre-Hospital ALS/BLS Patient Care Protocols    M - 7 
 

Nausea and Vomiting 

 
 

LEVEL Anti-emetic  
FR B V I P 1. Initial Medical Care – Special Considerations: 

B V I P • Obtain and transmit 12 lead EKG 
  

B V I P 2. Assess for cause of nausea and/or vomiting.  Address underlying cause if 
possible. 

  
P 

 
 

 

3. Zofran (Ondansetron) 
• Dose:  Adult: 4 mg IV over 2 minutes 

           Peds:  0.1 mg/kg IV (max dose 4 mg) 
• Adverse reactions: Headache, fever, constipation, diarrhea 
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Drug Overdose / Poisoning  

 

LEVEL Drug Overdose / Poisoning 
 General Approach: 

FR B V I P 
 
 

I P 

1. Initial Medical Care – Special Considerations: 
• Anticipate the possibility of respiratory arrest, seizure activity, 

dysrhythmias or vomiting. 
• Intubate if GCS is less than 8 or airway compromised. 
• Do NOT induce vomiting 
• Obtain and record blood glucose level 

  
 2. If patient is stable, in most cases no further treatment is required, 

transport. 
  

V I P Narcotic or Synthetic Narcotic Overdose or unknown: 
V I P 

 P 
V I P 

 P 

3. If weight is over 20 kg: Narcan 2 mg IV and/or, 
      Romazicon 0.2 mg IV  
 If weight is under 20 kg: Narcan 0.1 mg/kg IV and/or 
      Romazicon 0.1 mg IV  

  
 Tricyclic Antidepressant Overdose 

P 4. Sodium Bicarbonate 1 mEq/kg IV/IO for hypotension, deterioration of 
sensorium, dysrhythmias, or PEA 

  
 Organophosphate Poisoning 
 If unstable patient: 

I P 5. Atropine 2 mg rapid IV/IO.  Repeat every 3 minutes until signs of 
Atropinization appear (dry mouth, dried secretions, flushed skin).  Usual 
Atropine dose limitation does not apply.     
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Drug Overdose / Poisoning, cont 
 
 

LEVEL Beta Blocker or Calcium Channel Blocker Overdose 
 If unstable patient 

V I P • Patients can have varying degrees of hypotension, bradycardia (heart 
blocks), and lethargy  coma. 

• Patients may decompensate quickly, so be prepared. 
• Hypotension should initially be treated with a fluid challenge. 

  
 Calcium Channel Blockers 

V I P 1. Normal Saline Bolus 500 to 1000 cc. 
  

I P  
 

P 

2. Glucagon 2-5 mg IV/IO  
 
3. Calcium Chloride 5 cc to 10 cc IV/IO. 

  
 If refractory, consider: 

P 4. Dopamine infusion 5-10 mg/min IV/IO. 
  

P 5. Repeat Calcium Chloride 5 cc to 10 cc IVP/IO. 
  

P 6. Consider transcutaneous pacing 
  
 Beta Blocker 

V I P 7. Normal Saline bolus 500 – 1000 cc 
  

 I P 8. Glucagon 2–5 mg IV/IO 
  
 If refractory consider: 

P 9. Dopamine 5–10 mcg/min IV/IO, for SBP <90  
  

P 10. Consider transcutaneous pacing 
  

P 11. Calcium Chloride 5–20 cc IV/IO if remains refractory 
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Heat Emergencies 

 

LEVEL  
FR B V I P Heat Cramps 

 1. Initial Medical Care:   
•      Move patient to a cool environment, remove excess clothing 

  
FR B V I P Heat Exhaustion 

 
 
 

V I P 

2. Initial Medical Care 
•      Move patient to a cool environment. 
•      Cold packs to axilla and groin. 
•      IV as needed 
•      Place in supine position with feet elevated. 
•      Remove as much clothing as possible to facilitate cooling. 

  
FR B V I P Heat Stroke:  Elevated body temperature with altered mental status 

 
 

V I P 

3. Initial Medical Care: special considerations: 
• monitor ECG 
• IV as needed 
• Anticipate development of elevated ICP  
• Move patient to a cool environment. 
• Place in supine position with feet elevated if hypotensive. Semi-fowler’s 

position with head elevated 15°-30° if systolic BP > 90 mmHg. 
  
 4. Initiate rapid cooling: 

• Remove as much clothing as possible to facilitate cooling 
• Cold packs to lateral chest wall, groin, axillae, carotid arteries, 

temples, and behind knees 
• Sponge with cool water; or cover body with wet sheet 
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Cold Emergencies 

Frostbite 
 

LEVEL Frostbite: 
FR B V I P 1. Initial Trauma Care. 

• Move patient to a warm environment as soon as possible. 
• Cover with warm blankets and prevent re-exposure 
• Do NOT rub area.  Do NOT thaw area if there is a chance of refreezing 
• HANDLE SKIN GENTLY.  Protect with light, dry, sterile dressings. 

  
 Anticipate severe pain when rewarming partial thickness frostbite: 

I P 2. Consider Pain Management. 
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Cold Emergencies 

Hypothermia 
 

LEVEL MILD/MODERATE HYPOTHERMIA: 86-97° F, Conscious or altered 
sensorium with shivering. 

FR B V I P 
 

V I P 

1. Initial Trauma Care: 
• Obtain temperature  
• Use warm IV fluids 

  
 2. Rewarm patient: 

• Place in warm environment.  Remove wet clothing and dry patient 
• Apply hot packs wrapped in towels to axillae, groin, neck, thorax.  Wrap 

patient in blankets. 
  

FR B V I P Severe Hypothermia: Temperature of 86° F or less. 
 **Obviously Dead Cannot Be Confirmed In The Field On These Patient** 
 3. Initial Trauma Care - 

• Assess rhythm before beginning CPR; check pulse for 30-60 seconds.  If 
pulse/breathing are absent, start CPR. 

• Prevent further heat loss; remove wet clothing and dry patient 
  
 4. Do NOT give any IV drugs unless body temperature > 86° or ordered by 

medical control. 
  
 5. If rhythm V-fib/pulseless VT:  Defibrillate x 1. 
  
 6. Advanced airway, if indicated. 
  
 7. Transport patient very gently to avoid precipitating V-fib. 
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
AHC-SR EMS   Approved__7/01/08   Revised _9/20/08_ 




