


 Old protocol is top bullet and italicized 

 

 Revised protocol is subsequent bullets 

and color coded: 

› RED is a State Change 

› Blue is unique to Suffolk County 



 “VI. If patient has not taken aspirin and has no history of aspirin 

allergy and no evidence of recent gastrointestinal bleeding, 

administer nonenteric chewable aspirin (160 to 325 mg).” 

 

 “VI. If patient has not taken aspirin and 

has no history of aspirin allergy and no 

evidence of recent gastrointestinal 

bleeding, administer 325mg* of 

nonenteric chewable aspirin.” 
 

 As per Suffolk REMAC and System Medical 

Director, 324mg (four 81mg tablets) 



 “VII. If chest pain is present and if the patient possesses nitroglycerin prescribed 

by his/her physician and has a systolic blood pressure of 120mm Hg or greater, 

the EMT-B may assist the patient in self-administration of the patient’s prescribed 

sublingual nitroglycerin as indicated on the medicine container.” 

 “VII. If chest pain is present and if the 

patient possesses nitroglycerin prescribed 

by his/her physician, has a systolic blood 

pressure of 120mm Hg or greater and the 

patient has not taken any erectile 

dysfunction medication in the last 72 hours, 

the EMT-B may assist the patient in self-

administration of the patient’s prescribed 

sublingual nitroglycerin as indicated on the 

medicine container.” 



 “A. In the absence of standing orders for nitroglycerin, contact 

medical control for authorization to administer the nitroglycerin.” 

 The option of contacting Medical 

Control in the absence of standing 

orders has been removed.  

*However, if the EMT has a question 

concerning assisting with the patients 

Nitroglycerin prescription, Medical Control 

can be contacted for online consultation.  



 “D. Recheck blood pressure within two 

(3) minutes of administration and record 

any changes in the patient’s condition.” 

 

 This is a typo!! The correct time is two (2) 

minutes.  This is no different than the old 

protocol. 



 “Rates of Ventilations 

Adults: 10 – 12 times a minute. Each breath given over 1 second, 
with or without an advanced airway in place, causing visible chest 

rise.” 

 “Rates of Ventilations 

Adults: Ventilate every 5 – 6 seconds (10-12 

breaths per minute) without an advanced airway 
in-place. 

Every 6 – 8 seconds (8-10 breaths per minute) if CPR 
is ongoing and an advanced airway in-

place. Each breath is given over 1 second 
causing visible chest rise.” 



 “Insert an oropharyngeal airway. Provide BLS care according to AHA/ARC/NSC 
standards. If ventilations are unsuccessful, refer immediately to the Obstructed Airway 

Protocol! If the patient is in cardiac arrest and an automated external defibrillator (AED) 
is available, refer immediately to the Automated External Defibrillator (AED) Protocol!” 

 

 “Insert an oropharyngeal airway if tolerated 

(i.e.,no gag reflex). Provide BLS care 

according to AHA/ARC/NSC standards. If 

ventilations are unsuccessful, refer 

immediately to the Obstructed Airway 
Protocol! If the patient is in cardiac arrest, 

refer immediately to the appropriate 

cardiac arrest protocol!” 
 



 “Caution: Adequate ventilation may require disabling the pop-off valve if the bag-
valve-mask unit is so equipped. BVM must have a volume of at least 450 – 500 ml for 

newborns and infants 
 Rates of Ventilations Adults: 10 – 12 times a minute. Each breath given over 1 second, 

with or without an advanced airway in place, causing visible chest rise.” 

 Caution: Patients with airway obstruction or 
poor lung compliance may require high 
pressures to be properly ventilated, which 
can be achieved by disabling the pressure-
relief valve of the BVM. 

 Rates of Ventilations Adults: Ventilate every 
5 – 6 seconds without an advanced airway 
in-place and every 6 – 8 seconds if CPR is 
ongoing and an advanced airway in-place. 
Each breath is given over 1 second causing 
visible chest rise. 



 “Rates of Ventilations 

Infants and children: 12 - 20 times a minute, each breath given over 

1 second, with or without an advanced airway in place, causing 

visible chest rise.” 

 

“Rates of Ventilations 

Infants and children: Every 3 – 5 seconds 

without an advanced airway in-place and 

every 6 – 8 seconds with an advanced 

airway in-place, each breath given over 1 
second, causing visible chest rise.” 



 “B. If cardiac arrest was unwitnessed by EMS or EMS arrival to the 

patient is more than 4 to 5 minutes since the patient went in to 

cardiac arrest, begin CPR for 2 minutes (5 cycles for adult CPR) prior 

to defibrillation.” 

 

 This is GONE see new language on 

the following slides. 



 “DO NOT DELAY BEGINNING 

COMPRESSIONS TO BEGIN VENTILATIONS – 

COMPRESSIONS MUST BEGIN AS SOON AS IT 

IS DETERMINED THE PATIENT DOES NOT HAVE 
A PULSE” 



“A. If the patient remains unresponsive with 

vital signs they may benefit from 

therapeutic hypothermia and medical 

control should be contacted to determine 

appropriate transportation destination.” 



“II. Control bleeding by: 

 A. Immediately applying pressure directly on the wound with a sterile 

dressing, and 

 B. Elevating the injured part above the level of the patient’s heart (when 

possible), 

 and 

 C. Applying a pressure dressing to the wound. If bleeding soaks through 

the dressing, apply additional dressings and reapply pressure. Do not 

remove dressings from the injured site! 

 D. Cover the dressed site with a bandage.” 

 

OLD – see new language on 

following slides 



“II. Control bleeding by: 

 A. Immediately applying pressure directly 
on the wound with a sterile dressing. 

NOTE: If available and bleeding is severe, a hemostatic gauze** dressing 
should be applied directly to the bleeding site simultaneously with direct 

pressure. 

 B. If bleeding soaks through the dressing, 
apply additional dressings while continuing 
direct pressure. Do not remove dressings 
from the injured site! 

 C. Cover the dressed site with a pressure 
bandage.” 

 



 “III. If severe bleeding persists, apply pressure on the 

appropriate arterial pressure points. Splints and pressure splints 

may also be used to control bleeding. Use a tourniquet only if 

uncontrollable bleeding persists.” 

 “III. If severe bleeding persists from a limb, 

apply a tourniquet just proximal to the 

bleeding site. If severe bleeding still persists, 

a second tourniquet may be applied 

proximal to the first tourniquet. Record time 

tourniquet was secured and document 

near the tourniquet site.” 



 IV. If severe bleeding persists from the 

trunk, neck, head or other location where 
a tourniquet cannot be used, hemostatic 

gauze dressings should be used.” 

 
**Note:  Per Suffolk REMAC and EMS Medical Director  - only kaolin-

based hemostatic dressings are approved.  



Note:  At present time,  Suffolk REMAC has not adopted 
the updated protocol. We are providing for information 
for educational purposes only at this time, final 
clarifications, and how we implement based on hospital 
regional capacity will be presented at a later date, 
likely after the Sept. 2011 SEMAC Meeting. 







 Added 

 –A threshold for respiratory rate (<20 bpm) 

 in infants 

 

 Removed 

–Revised Trauma Score 





 Added 

 –Crushed, degloved, or mangled extremity 

 

 Modified 

 –“Open and depressed” changed to 

“open or depressed” skull fracture 

 

 Removed 

 –Burns moved to Step Four  





 Added 

 –Vehicle telemetry* data consistent with high 
risk of injury 

 Modified 

 –Falls: 

 •Adults: >20 feet (one story = 10 feet) 

 •Children: >10 feet, or 2–3 times the child’s 
 height 

  –“High speed auto crash” was changed to 
 “high-risk auto crash”  

(continued) 

 



 Modified 

 –Intrusion modified to >12 inches at 
occupant site or >18 inches at any site 

 –Auto-pedestrian/struck/auto-bicycle injury 
changed to “Auto v. pedestrian/bicyclist 
thrown, run over, or with significant 
(>20mph) impact”  

 –Motorcycle crash shortened to 
“Motorcycle crash >20mph”  

(continued) 

 



 Removed 

 –Rollover crash 

 –Extrication time >20 minutes 

 –Crush depth  

 –Vehicle deformity >20 inches and vehicle 

 speed >40 mph 



 

–Integration of vehicle’s electrical architecture, 

cellular communication, GPS systems, and 

voice recognition 

•Can notify of exact location of crash 

•Can enable communication with occupants 

•Can provide key injury information to providers 

regarding force, mechanics, and energy of a 

crash that may help predict severity of injury 

 





 Added 

 –Burns (moved from Step Two) 

 –Time-sensitive extremity injuries 

 –End stage renal disease requiring 
 hemodialysis 

 –EMS Provider judgment 

 

 
(continued) 



 Modified 

 –Age 

  •Older adults: Risk of injury/death 

 increases after age 55 

  •Children: Should be triaged  

 preferentially to pediatric capable  

 trauma centers 

 –Pregnancy changed to read “Pregnancy 

 greater than 20 weeks” 
(continued) 

 



 Removed 

–Cardiac and respiratory disease 

–Diabetes Mellitus 

–Morbid obesity 

  –Immunosuppression 

  –Cirrhosis 



 

Note:  At present time,  Suffolk REMAC has not 

adopted the updated protocol. We are providing for 

information for educational purposes only at this time. 

Final clarifications will be presented at a later date, 

likely after the Sept. 2011 SEMAC Meeting. 

 



 “E. Suction the infant’s oropharynx. 

1. Insert a compressed bulb syringe 1 –1 ½ inches into the infant’s mouth. 

2. Suction the infant’s oropharynx while controlling the release of the bulb syringe with your 
fingers. 

3. Repeat suction as necessary.” 

 

 “E. Suction the infant’s oropharynx only if 
the airway is obstructed or artificial 
ventilations are required. 

 1. Insert a compressed bulb syringe 1 –1 ½ 
 inches into the infant’s mouth. 

 2. Suction the infant’s oropharynx while controlling 
 the release of the bulb syringe with your fingers. 

 3. Repeat suction as necessary.” 



 “F. Suction each of the infant’s nostrils. 

 1. Insert a compressed bulb syringe no more than ½ inch into 

 infant’s  nostrils. 

 2. Suction the infant’s nostrils while controlling the release  of the 

 bulb with your fingers.” 

 

 REMOVED 



 “I. Repeat the suctioning process as needed.” 
 

 

REMOVED 



 

 “I. Perform an initial assessment of the 

infant. Quickly assess the infant’s 

respiratory status, pulse and general 

condition” 

 Remains the same 



 “d. Provide an oxygen-rich environment for the infant by creating an 

oxygen hood out of foil or by cupping the end of the oxygen tubing 

with your hand. Do not blow the stream of oxygen directly into the 

infant’s face!” 

 

 REMOVED BLOW BY O2 



 “b. If the respirations remain absent or 

become depressed (less than 30/minute 

in a newborn) despite stimulation, or if 

cyanosis is present: 

 i. Clear the infant’s airway by 

 suctioning the mouth and nose gently 

 with a bulb syringe. 

 ii. Administer high concentration 

 oxygen as soon as possible.” 





 Please look to the Suffolk REMSCO 

website for future for updates and 

changes concerning the protocols that 

have not be accepted by Suffolk REMAC 

at the present time. 


