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Secondary Triage
Evaluate Infants FIRST 

Repeating Triage Process

Minor

Position Upper Airway

Results in 

Spontaneous 

Breathing

Pediatric

IMMEDIATE

Able to Walk

Breathing

Adult

Pulse

5 Rescue Breaths

Breathing

IMMEDIATE

YES

NO

NO

YES

YES

DECEASEDNO

NO

IMMEDIATE
Respiratory

Rate

Adult > 30 / minute

Ped < 15 or > 45

Perfusion

Mental

Status

Adult < 30 / minute

Ped > 15 or < 45

Obeys Commands

Adult

Appropriate to AVPU

Pediatric

IMMEDIATE

DELAYED

NO

YES

IMMEDIATE
Cap Refill > 2 Sec (Adult)

No palpable Pulse (Pediatric)

YES

YES

NO

Protocol 69
NCCEP 2012 NO CHANGES
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Pearls

First evaluate all children who did not walk under their on power where possible and safety allows.

Capillary refill can be altered by many factors including skin temperature.  Age-appropriate heart rate may also be 

used in triage decisions.

Protocol 69
NCCEP 2012 NO CHANGES

2012John Reed MD
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History
Age

Past medical history

Medications

Onset of pain / injury

Trauma with "knocked out" tooth

Location of tooth

Whole vs. partial tooth injury

Signs and Symptoms
Bleeding

Pain

Fever

Swelling

Tooth missing or fractured

Pearls
Recommended Exam:  Mental Status, HEENT, Neck, Chest, Lungs, Neuro

Significant soft tissue swelling to the face or oral cavity can represent a cellulitis or abscess.

Scene and transport times should be minimized in complete tooth avulsions.  Reimplantation is possible within 4 hours if the tooth 

is properly cared for.

Occasionally cardiac chest pain can radiate to the jaw.

All pain associated with teeth should be associated with a tooth which is tender to tapping or touch (or sensitivity to cold or hot).

Differential
Decay

Infection

Fracture

Avulsion

Abscess

Facial cellulitis

Impacted tooth (wisdom)

TMJ syndrome

Myocardial infarction

Monitor and Reassess

Place tooth in Milk /  

Normal Saline / 

Commercial Preparation

May rinse gross 

contamination

Do not rub or scrub tooth

Dental or Jaw Pain

Suspicious for Cardiac

12 Lead ECG Procedure

Cardiac Monitor

B

I

Exit to 

Appropriate Cardiac ProtocolYES

Significant or Multi-

System Trauma

Exit to 

Appropriate Trauma ProtocolYES

NO

Bleeding

Dental Avulsion

Control Bleeding with Direct 

Pressure

Small gauze rolled into a square 

and placed into socket with 

patient closing teeth to exert 

pressure

YES

NO

NO

YES

Transport

Exit to 

Appropriate Protocol

NO

NO

YES

Treat Dental Avulsion: See below

Control Bleeding with Direct Pressure

Notify Destination or 

Contact Medical Control

Appropriate Pain Protocol

if indicated

Protocol 70 (Robeson)
2012John Reed MD
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History
Age

Past medical history

Medications (HTN, anticoagulants, 

aspirin, NSAIDs)

Previous episodes of epistaxis

Trauma

Duration of bleeding

Quantity of bleeding

Signs and Symptoms
Bleeding from nasal passage

Pain

Nausea

Vomiting

Pearls

Recommended Exam:  Mental Status, HEENT, Heart, Lungs, Neuro

Avoid Afrin in patients who have a blood pressure of greater than 110 diastolic or known coronary artery 

disease.

Age specific hypotension: 0 – 28 days < 60 mmHg, 1 month – 1 year < 70 mmHg, 1 year – 10 years < 70 + ( 2 x 

age)mmHg, 11 years and greater < 90 mmHg.

It is very difficult to quantify the amount of blood loss with epistaxis.

Bleeding may also be occurring posteriorly.  Evaluate for posterior blood loss by examining the posterior pharnyx.

Anticoagulants include warfarin (Coumadin), heparin, enoxaparin (Lovenox), dabigatran (Pradaxa), rivaroxaban 

(Xarelto), and many over the counter headache relief powders.

Anti-platelet agents like aspirin, clopidogrel (Plavix), aspirin/dipyridamole (Aggrenox), and ticlopidine (Ticlid) can 

contribute to bleeding.

Differential
Trauma

Infection (viral URI or Sinusitis)

Allergic rhinitis

Lesions (polyps, ulcers)

Hypertension

I

Significant or Multi-

System Trauma
Direct Pressure

Exit to 

Appropriate Trauma ProtocolYES

Active Bleeding

Active Bleeding

Into posterior pharynx

NO

NO

Leave Gauze in place if present

Head Tilt Forward

Position of Comfort

Hypotensive SBP < 90

Age specific hypotension

Compress Nostrils with Direct Pressure

Head Tilt Forward

Position of Comfort

Have Patient Blow Nose

Suction Active Bleeding

IV Procedure

YES

YES Bleeding ControlledNO

IV Procedure

If indicated
I

YES

Oxymetazoline 2 Sprays to Nostril

Followed by Direct Pressure

Exit to

Appropriate

Hypotension Protocol
YES

NO

Protocol 71
2012

Notify Destination or 

Contact Medical Control

John Reed MD
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Temperature Measurement Procedure

if available

Ibuprofen 10 mg/kg PO

(if age > 6 months)

Adult: Ibuprofen 400 - 800 mg PO

And / Or

Acetaminophen 15 mg/kg PO

Adult: Acetaminophen 1000 mg PO

B

IV Procedure

If indicated

Pearls
Recommended Exam:  Mental Status, Skin, HEENT, Neck, Heart, Lungs, Abdomen, Back, Extremities, Neuro

Febrile seizures are more likely in children with a history of febrile seizures and with a rapid elevation in temperature.

Patients with a history of liver failure should not receive acetaminophen.

Droplet precautions include standard PPE plus a standard surgical mask for providers who accompany patients in the back of 

the ambulance and a surgical mask or NRB O2 mask for the patient.  This level of precaution should be utilized when influenza, 

meningitis, mumps, streptococcal pharyngitis, and other illnesses spread via large particle droplets are suspected.  A patient with 

a potentially infectious rash should be treated with droplet precautions.

Airborne precautions include standard PPE plus utilization of a gown, change of gloves after every patient contact, and strict 

hand washing precautions.  This level of precaution is utilized when multi-drug resistant organisms (e.g. MRSA), scabies, or 

zoster (shingles), or other illnesses spread by contact are suspected.

All-hazards precautions include standard PPE plus airborne precautions plus contact precautions.  This level of precaution is 

utilized during the initial phases of an outbreak when the etiology of the infection is unknown or when the causative agent is found 

to be highly contagious (e.g. SARS).

Rehydration with fluids increased the patients ability to sweat and improves heat loss.

All patients should have drug allergies documented prior to administering pain medications.

Allergies to NSAIDs (non-steroidal anti-inflammatory medications) are a contraindication to Ibuprofen.

NSAIDs should not be used in the setting of environmental heat emergencies.

Do not give aspirin to a child.

History
Age

Duration of fever

Severity of fever

Past medical history

Medications

Immunocompromised (transplant, 

HIV, diabetes, cancer)

Environmental exposure

Last acetaminophen or ibuprofen

Signs and Symptoms
Warm

Flushed

Sweaty

Chills/Rigors

Associated Symptoms

(Helpful to localize source)

myalgias, cough, chest pain, 

headache, dysuria, abdominal pain, 

mental status changes, rash

Differential
Infections / Sepsis

Cancer / Tumors / Lymphomas

Medication or drug reaction

Connective tissue disease

Arthritis

Vasculitis

Hyperthyroidism

Heat Stroke

Meningitis

I

Contact, Droplet, and Airborne Precautions

Temperature

Greater than 100.4 F

(38 C)

I

YESNO

Exit to

Appropriate Protocol

Exit to

Appropriate Protocol

Protocol 72 (Robeson)
2012

IO Procedure

If indicated
P

John Reed MD
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History
Traumatic Injury

Drug Abuse

Cardiac History

History of Asthma

Psychiatric History

Signs and Symptoms
External signs of trauma

Palpitations

Shortness of breath

Wheezing

Altered Mental Status

Intoxication/Substance Abuse

Differential
Agitated Delirium Secondary to 

Psychiatric Illness

Agitated Delirium Secondary to 

Substance Abuse

Traumatic Injury

Closed Head Injury

Asthma Exacerbation

Cardiac Dysrhythmia

Irrigate face / eyes

Remove

contaminated

clothing

PEPPER SPRAY TASER

YES

NO

NO

YES

NO

NO

YES

Wound Care-Taser Probe 

Removal Procedure

Evidence of Traumatic Injury or 

Medical Illness?

Exit to

Appropriate

Protocol(s) YES

Use of Pepper Spray or Taser?

NO

Dyspnea /

Wheezing

Exit to

Appropriate 

Respiratory Distress 

Protocol(s) 

Asthma 

/ COPD

History

Excited Delerium Syndrome

Significant Injury / 

Taser entry point

Exit to

Behavioral Protocol

Or 

Appropriate Protocol

Restraint Procedure

if indicated

Cardiac History

Chest pain / 

Palpitations / 

Dyspnea

NO

NO YES

Observe 20 

Minutes

Dyspnea or 

Wheezing?

YES

NO

Protocol 73
NCCEP 2012 NO CHANGES

2012

YES

Notify Destination or 

Contact Medical Control

Wound Care Procedure(s)

as indicated

Multiple Trauma Protocol

if indicated

John Reed MD
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Pearls

Patient does not have to be in police custody or under arrest to utilize this protocol.

Local EMS agencies should formulate a policy with local law enforcement agencies concerning patients requiring EMS 

and Law Enforcement simultaneously. Agencies should work together to formulate a disposition in the  best interest of 

the patient.

Patients restrained by law enforcement devices must be transported accompanied by a law enforcement 

officer in the patient compartment who is capable of removing the devices. However when rescuers have 

utilized restraints in accordance with Restraint Procedure, the law enforcement agent may follow behind the 

ambulance during transport.

The responsibility for patient care rests with the highest authorized medical provider on scene per North Carolina law.

If an asthmatic patient is exposed to pepper spray and released to law enforcement, all parties should be advised to 

immediately contact EMS if wheezing/difficulty breathing occurs.

All patients in police custody retain the right to participate in decision making regarding their care and may request care 

of EMS.

If extremity / chemical / law enforcement restraints are applied, follow Restraint Procedure.

Consider Haldol in patients with history of psychosis or a benzodiazepine for patients with presumed 

substance abuse.

All patients who receive either physical or chemical restraint must be continuously observed by ALS 

personnel on scene or immediately upon their arrival.

Excited Delirium Syndrome:

Medical emergency: Combination of delirium, psychomotor agitation, anxiety, hallucinations, speech disturbances, 

disorientation, violent / bizarre behavior, insensitivity to pain, hyperthermia and increased strength. Potentially life-

threatening and associated with use of physical control measures, including physical restraints and Tasers. 

Most commonly seen in male subjects with a history of serious mental illness and/or acute or chronic drug abuse, 

particularly stimulant drugs such as cocaine, crack cocaine, methamphetamine, amphetamines or similar agents. 

Alcohol withdrawal or head trauma may also contribute to the condition.

If patient is suspected of excited delirium suffers cardiac arrest, consider a fluid bolus and sodium bicarbonate early.

Do not position or transport any restrained patient is such a way that could impact the patients respiratory or circulatory 

status.

John Reed MD
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History
Central Venous Catheter Type

Tunneled Catheter

(Broviac / Hickman)

PICC (peripherally inserted 

central catheter

Implanted catheter

(Mediport / Hickman)

Occlusion of line

Complete or partial dislodge

Complete or partial disruption

Signs and Symptoms
External catheter dislodgement

Complete catheter dislodgement

Damaged catheter

Bleeding at catheter site

Internal bleeding

Blood clot

Air embolus

Erythema, warmth or drainage 

about catheter site indicating 

infection

Pearls

Always talk to family / caregivers as they have specific knowledge and skills.

Use strict sterile technique when accessing / manipulating an indwelling catheter.

Do not place a tourniquet or BP cuff on the same side where a PICC line is located.

Do not attempt to force catheter open if occlusion evident.

Some infusions may be detrimental to stop.  Ask family or caregiver if it is appropriate to stop or change infusion.

Cardiac arrest:  Access central catheter and utilize if functioning properly.

Hyperalimentation infusions (IV nutrition): If stopped for any reason monitor for hypoglycemia.

Differential
Fever

Hemorrhage

Reactions from home nutrient or medication

Respiratory distress

Shock

Airway, Breathing or 

Circulation Problem

Exit to 

Appropriate protocol(s)

Damage to catheter

Clamp catheter proximal to disruption

May use hemostat wrapped in gauze

Catheter completely  or 

partially dislodged Stop infusion if ongoing

Hemorrhage at catheter 

site
Apply direct pressure around catheter

Suspect Air Embolus

Tachypnea, Dyspnea, 

Chest Pain

Place on left side in head down 

position

Ongoing infusion
Continue infusion

Do not exceed 20 mL / kg

I

I

Apply direct pressure around catheter

Clamp catheter
I

YES

YES

NO

NO

YES

NO

YES

YES

NO

NO

IYES

Emergencies Involving 
Indwelling Central Lines

Protocol 74
NCCEP 2012 NO CHANGES

2012

Notify Destination or 

Contact Medical Control

Stop infusion if ongoing

Stop infusion if ongoing

John Reed MD
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History
Birth defect (tracheal atresia, 

tracheomalacia, craniofacial 

abnormalities)

Surgical complications 

(accidental damage to phrenic 

nerve)

Trauma (post-traumatic brain or 

spinal cord injury)

Medical condition (bronchial or 

pulmonary dysplasia, muscular 

dystrophy)

Signs and Symptoms
Nasal flaring

Chest wall retractions (with or 

without abnormal breath sounds)

Attempts to cough

Copious secretions noted coming 

out of the tube

Faint breath sounds on both sides 

of chest despite significant 

respiratory effort

AMS

Cyanosis

Pearls
Always talk to family / caregivers as they have specific knowledge and skills.  

Use patients equipment if available and functioning properly.

Estimate suction catheter size by doubling the inner tracheostomy tube diameter and rounding down.

Suction depth:  Ask family / caregiver. No more than 3 to 6 cm typically.  Instill 2 – 3 mL of NS before suctioning.

Do not suction more than 10 seconds each attempt and pre-oxygenate before and between attempts.

DO NOT force suction catheter. If unable to pass, then tracheostomy tube should be changed.

Always deflate tracheal tube cuff before removal. Continual pulse oximetry and EtCO2 monitoring if available.

DOPE: Displaced tracheostomy tube / ETT, Obstructed tracheostomy tube / ETT, Pneumothorax and Equipment failure.

Differential
Allergic reaction

Asthma

Aspiration

Septicemia

Foreign body

Infection

Congenital heart disease

Medication or toxin

Trauma

Trachesotomy 

Tube in place

Allow Caregiver to insert 

Tracheostomy Tube

Or

Trachesotomy 

Tube available

Place Appropriately sized 

endotracheal tube into stoma
I

NO YES

NO

Obturator Removed Remove ObturatorI

Inner Cannula

in place

(Double lumen)

Remove Inner Cannula
I

Suction Tracheostomy Tube

Speaking Valve

Decannulation plug

Removed

Remove Speaking Valve

Remove Decannulation plugI

Suction Tracheostomy Tube

Suction Tracheostomy TubeI

YES

Continued 

Respiratory Distress

Assist Ventilations via 

Tracheostomy Tube / ETT
B

Exit to

Appropriate Pediatric

Respiratory Distress 

Protocol(s)

Monitor and Reassess

Notify Destination or 

Contact Medical Control

YES

NO

NO

YES

YES

NO

NO

Continued 

Respiratory Distress

YES

NO

Respiratory Distress
With a Tracheostomy Tube

Protocol 75
NCCEP 2012 NO CHANGES

2012

YES

Place Trachesotomy Tube /

Appropriately sized ETT into 

stoma
I

John Reed MD
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History
Birth defect (tracheal atresia, 

tracheomalacia, craniofacial 

abnormalities)

Surgical complications (damage 

to phrenic nerve)

Trauma (post-traumatic brain or 

spinal cord injury)

Medical condition 

(bronchopulmonary dysplasia, 

muscular dystrophy)

Signs and Symptoms
Transport requiring maintenance 

of a mechanical ventilator

Power or equipment failure at 

residence

Pearls
Always talk to family / caregivers as they have specific knowledge and skills. 

Always use patient’s equipment if available and functioning properly.

Continuous pulse oximetry and end tidal CO2 monitoring must be utilized during assessment and transport.

DOPE: Displaced tracheostomy tube / ETT, Obstructed tracheostomy tube / ETT, Pneumothorax and Equipment failure.

Unable to correct ventilator problem: Remove patient from ventilator and manually ventilate using BVM. Take patient’s ventilator

to hospital even if not functioning properly.

Typical alarms: Low Pressure / Apnea: Loose or disconnected circuit, leak in circuit or around tracheostomy site.

Low Power: Internal battery depleted.

High Pressure: Plugged / obstructed airway or circuit.

Differential
Disruption of oxygen source

Dislodged or obstructed tracheostomy tube

Detached or disrupted ventilator circuit

Cardiac arrest

Increased oxygen requirement / demand

Ventilator failure

Correct cause

Problem with Airway, 

Ventilation or Oxygengation

Oxygenation saturation

94 %

(Ask Caregiver: What is 

baseline saturation for patient)

Or

EtCO2 35 – 45 mmHg

Problem with Circulation /

Other problems

YES

NO

NO

YES

Exit to 

Appropriate protocol(s)

YES

Due to the complex nature of 

multiple different ventilators, allow 

care giver to maintain the 

ventilator. If not possible and 

current setting are not providing 

proper oxygenation. Remove 

patient and begin BVM 

ventilations.

When in Doubt always divert to 

BVM Ventilations!!

P

NO

Cause corrected

Remove patient from ventilator 

and manually ventilate with BVM

YES

NO

Emergencies
Involving Ventilators

Protocol 76 (Robeson)
2012

Dislodged Tracheostomy 

Tube / ETT 

Obstructed Tracheostomy 

Tube / ETT

Detached Oxygen Source

Detached Ventilator Circuit
YES

Respiratory Distress 

with a 

Tracheostomy Tube

Protocol

YES

YES

NO

NO

NO

Notify Destination or 

Contact Medical Control

John Reed MD


