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OPERATIONS: Patient Care Policy (BLS)     Policy :   6000 
Date:  06/1/08 

             
INTRODUCTION to BLS PROTOCOLS   

 

These policies are intended as thought processes or decision trees, not as absolute plans to fit 

every circumstance.  Each patient encounter is unique, and a policy could not possibly be written 

to cover every circumstance.  However, it must be noted that basic life support treatments 

usually have very little variation.  We expect EMT-Is and EMT-Ps to closely follow these 

policies in most circumstances, using their training and good judgment to determine those 

occasional instances when deviation from the standard of care as promulgated by them is 

required.  It is expected that the patient care record will document these standards of care as 

written or explain any deviation from them. 

 

The “Priorities” box in the upper half of each treatment policy highlights those considerations 

that should be kept foremost in the mind of BLS level personnel.   The list of treatments that 

follow is that standard of care which should be followed in most cases.  While ALS personnel 

have a larger armamentarium at their disposal, it is expected they adhere to the basic precepts 

provided within these policies.  
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OPERATIONS: Patient Care Policy (BLS)      Policy:   6020 
 Date:   7/1/10 

 
PREPRESCRIBED MEDICAL DEVICES  

 
1. The purpose of this policy is to define when it is appropriate for the EMT-I to assist a 

patient with their medications and/or medical devices. 
 
2. When requested, EMT-Is with appropriate training may assist patients with their own 

personal pre-prescribed medications and medical devices, limited to: 
2.1 Epi-pens and epinephrine administration devices, in cases of acute allergic 

reactions. 
2.2 Glucometers and penlets. 
2.3 Home nebulizers and metered dose inhalers (MDIs) of bronchodilators, in cases 

of bronchospasm and wheezing. 
2.4 Nitroglycerin tablets or metered dose spray, in cases of acute onset of chest  
 pain/discomfort for patients with chronic angina or diagnosed heart problems. 
2.5  Patient-controlled analgesia administration devices. 

 
3. Any assistance given by an EMT-I shall be based on and rendered to the patient only 

after completion of a patient assessment and medical history, followed by documentation 
of all action taken. 

 
4. EMT-Is are to inform patients that any treatment rendered by emergency personnel is of a 

temporary nature only and should be followed by/with a comprehensive medical 
examination by a licensed practitioner. 

 
5. EMT-Is may assist patients with: 

5.1 Retrieval of medications from storage locations. 
5.2 Site preparation with alcohol or antiseptic wipes at the direction of the patient. 
5.3 Loading/preparation of epipens, penlets, glucose reading or other devices. 
5.4 Assisting with the placement and aiming of medication delivery systems. 
5.5 Application of pressure or bandage. 

 
6. EMT-Is shall not draw up, measure, mix or solely administer any medications and shall 

not assist with the administration of medication or medical devices that are not prescribed 
to the patient.  Any medication administered must be clearly labeled and identified as 
belonging to the patient. 

 
7. In cases of assistance with nitroglycerin tablets or spray, the EMT-I shall monitor 

administration to ensure that doses are given at the prescribed times and in the prescribed 
amounts.  If no specific directions are noted on the prescription, the EMT-I shall ensure 
that doses are given at five (5) minute intervals and that no more than a total of three (3) 
doses are given. 
7.1 Blood pressure will be taken and recorded prior to each dose. 
7.2 The EMT-I should not assist with the administration of medication when blood 

pressure is < 90 mmHg systolic OR either the patient complains of or the patient 
assessment shows an altered level of consciousness. 
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OPERATIONS: Patient Care Policy (BLS)      Policy:   6030 
 Date: 06/1/08 

 
EMT-I MEDICAL ADJUNCTS MONITORING  

 
1. The purpose of this policy is to define the procedure for the transfer and monitoring of 

patients with invasive tubes and other medical adjuncts. 
 
2. Nasogastric Tubes (NGTs) 

2.1 NGTs shall be clamped.  No form of suction shall be allowed during transport. 
2.2 The tube shall be secured to the nose appropriately and shall also be secured to 

the patient’s clothing to prevent accidental dislodgement or patient discomfort. 
2.3 Any tubing shall be clamped and no feedings shall be infused during transport to 

prevent the possibility of aspiration. 
2.4 Unless contraindicated by medical condition, any patient fed within the last two 

(2) hours shall be placed on the gurney in semi-fowler’s position to help prevent 
the possibility of aspiration. 

 
3. Abdominal Tubes - (Gastrostomy tubes, ureterostomy tubes, wound drains, etc) 

3.1 EMT-Is shall check that tubes are secured in place in an appropriate fashion, the 
integrity of the drainage system is intact and drainage bags are emptied prior to 
transfer, with the time noted.  Drainage amount and characteristics shall be noted. 

3.2 Drainage bags shall be secured to the patient in an appropriate fashion to prevent 
dislodgement, disconnection or backflow. 

3.3 Any dressing drainage shall be noted and charted. 
3.4 Dislodged tubes shall not be reinserted.  A clean, dry dressing shall be applied to 

the site.  Time and circumstances of dislodgement shall be noted on the PCR.   
 
4. Foley Catheters 

4.1 Catheters shall be checked prior to transfer to assure that the catheter is 
appropriately secured to the patient, the system is intact and the drainage bag is 
secured to prevent dislodgement, disconnection and backflow. 

4.2 Amount and characteristics of urine shall be noted. 
4.3 If the drainage system becomes disconnected or dislodged during transport, the 

EMT-I will clamp the foley if disconnected, but in no circumstances shall the 
catheter be reinserted if dislodged. 

 
5. Tracheostomy Tubes 

5.1 Tracheostomy tubes shall be checked to assure they are secured to the patient in 
an appropriate fashion. 

5.2 EMT-Is may suction at the opening only to remove secretions the patient is 
unable to clear.  Amount and characteristic of secretions shall be noted. 

5.3 If the inner cannula becomes dislodged or is expelled, the EMT-I shall rinse it in 
sterile NaCl and gently reinsert it, or allow the patient to reinsert it if capable. 

 Do not force during reinsertion. 
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OPERATIONS: Patient Care Policy (BLS)      Policy:   6040 
 Date: 06/1/08 

 
EMT-I INTERFACILITY TRANSPORT OF PATIENTS WITH IV LINES  

 
1. During interfacility transfers, a certified EMT-I may monitor peripheral and long term 

venous access lines including, but not limited to, heplocks, Broviacs, Hickmans, Port-a-
Catheters and PICC lines, provided the following conditions are met: 
1.1 A written order signed by the transferring physician is provided to the EMT-Is, 

stating that in the opinion of the transferring physician the patient is non-critical 
and deemed stable for transportation by an EMT-I staffed ambulance.  The 
written order must include the rate of infusion for the IV fluids and the type of 
solution infusing. 

1.2 No medications can be added to the IV fluids or added during transport. 
1.3 The following are the only IV solutions that may be monitored by the EMT-I 

during interfacility transports: 
 

·D5/Water    ·0.9 NaCl (Normal Saline) 
·D5/0.2 NaCl    ·0.45 NaCl 
·D5/0.45 NaCl   ·0.225 NaCl 
·D5/0.9 NaCl    ·Ionosol-T 
·D5/Lactated Ringers  ·Lactated Ringers 

 
2. Patients with vascular access lines through shunts or fistulas are not transportable by 

EMT-Is. 
 
3. IV sites shall be initially assessed and documented by the EMT-I.  Periodic assessment 

for signs of infiltration or irritation shall be conducted and recorded. 
 
4. The EMT-I may take no action regarding the IV infusion other than to monitor the IV 

flow rate and turn off the infusion if infiltration occurs. 
 4.1   If infiltration does occur, the EMT-I shall document signs and symptoms, and  
  actions taken, then notify the receiving center of such on arrival. 
 
5. Care of lines inadvertently disconnected shall follow standard medical practice, to 

include site pressure and a dry sterile dressing if the cannula pulls completely out of the 
skin.  If the IV tubing becomes disconnected, but the cannula remains in place, the 
disconnected tip of the line shall be cleansed with an appropriate germicide and the line 
reconnected at the original flow rate.  Monitor IV site closely for signs of infiltration 
(reference #4 above).  Appropriate written documentation of the incident and a verbal 
report on arrival will be made. 
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OPERATIONS: Patient Care Policy (BLS)     Policy:    6050 
           Date:  06/1/08 
 

BLS AUTOMATED EXTERNAL DEFIBRILLATION 
 
1. This protocol defines the operational procedures for those EMT-Is and First Responders 

(BLS defibrillation personnel) accredited to perform defibrillation in Riverside County.  
Review the WITHHOLDING RESUSCITATION EFFORTS (#5600),  WITHDRAWAL 
OF RESUSCITATION EFFORTS (#5610), and  DO NOT RESUSCITATE - DNR 
(#5620) policies before starting this protocol. 
1.1 For patients meeting the criteria for the Withholding or Withdrawing of 

Resuscitation Efforts or the DNR policy: 
1.1.1  The defibrillation device does not need to be applied. 
1.1.2 Document the qualifying factors on the PCR. 

1.2 Special Circumstances: 
1.2.1 Patients under the age of 8 years should be defibrillated using child pads, 

but may have adult pads placed if those are the only size available. 
1.2.2 Children under 1 year should not be defibrillated. 

  
2. For those patients not meeting criteria in the Withholding, Withdrawing, or DNR 

policies: 
2.1 Establish patient unresponsiveness. 

2.1.1 Open airway. 
2.1.2 Determine presence or absence of respirations (5 - 10 sec).  If respirations 

are absent or insufficient, ventilate the patient. 
2.1.3 One rescuer should assess the carotid pulse for 5 - 10 seconds.  If absent, 

initiate CPR while a second rescuer applies the defibrillator.  If the victim 
has been down for more than 4-5 minutes, CPR should be performed for  

 2 full minutes prior to defibrillation. 
2.2 If the patient is in a shockable rhythm (Ventricular Fibrillation or Ventricular 

Tachycardia without pulses): 
2.2.1 Deliver the first shock and immediately resume CPR.  
2.2.2 After 2 minutes of CPR: 

2.2.2.1 Check pulses / analyze rhythm. 
2.2.2.2 Repeat cycles of shock/CPR/pulse check/analyze. 

   2.2.2.3 Consider insertion of multi-lumen airway (MLA). Do not delay  
    defibrillation of patient for insertion. 

2.3 Hypothermia should not limit the number of shocks a patient receives, but shocks 
should be spaced at longer intervals. 

2.4 If the patient is in a NON-shockable rhythm: 
2.4.1 If asystole (flat line) is the presenting rhythm: 

2.4.1.1 Analyze the rhythm and patient for 1 minute.   
2.4.1.2 If any degree of rigor is present OR if asystole or an agonal rhythm 

persists for one minute duration AND multiple signs of lifelessness 
are present, EMS personnel may determine that an individual has 
died.  

2.4.2 If Pulseless Electrical Activity (PEA) is determined, continue the full 
resuscitative process. 
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OPERATIONS: Patient Care Policy (BLS)     Policy:    6050 
           Date:  06/1/08 
 

BLS AUTOMATED EXTERNAL DEFIBRILLATION 
 

2.5 If no criterion is present for determining death, then: 
2.5.1 Analyze, check pulses and perform CPR. 
2.5.2 Analyze whenever patient conditions change and after every 2 minutes  of 

CPR until ALS personnel arrive.  
 
3. Post-Defibrillation is defined as that time after a shock and 2 minutes of CPR is delivered.  

3.1 Conversion with the return of pulses: 
3.1.1 Check blood pressure. 
3.1.2 Continue ventilations as needed; monitor closely and reassess pulses every 

15-30 seconds. 
3.2 No Conversion: Continue shock/CPR/pulse check/analyze sequence. 
3.3 Initial conversion and subsequent loss of pulses: 

3.3.1 Assess rhythm. 
3.3.2 If shockable rhythm, treat as if in initial sequence as described in 2.3. 

 
4. Interfacing with Advanced Life Support 

4.1 If paramedics arrive after an AED has been placed, BLS defibrillation personnel 
are encouraged to continue with BLS activities as directed by the paramedics 
while the paramedics are preparing/performing ALS procedures.  BLS 
defibrillation personnel should not be directed to discontinue the defibrillation 
cycle until the paramedics are prepared to continue the cardiac 
monitoring/defibrillation with ALS equipment.   

4.2 If BLS defibrillation personnel and paramedics arrive simultaneously, the BLS 
defibrillation personnel may be directed to analyze and administer one shock 
while the paramedics prepare/perform other ALS activities.   

4.3 After the arrival of the paramedics, patient care decisions will be deferred to the 
paramedics. 

4.4 If a physician arrives, the BLS defibrillation personnel will continue to follow the 
 protocols for defibrillation unless the physician agrees to assume care and 

accompany the patient to the hospital. 
4.5 BLS defibrillation machines should not be used during transport. The ambulance 

must be completely stopped when the machine is in the analyze mode. 
 
5. Patient Destination 

5.1 If the EMT transports, the patient will be transported to the closest receiving 
facility. 

5.2 If the paramedic transports, the paramedic destination guidelines dictate patient 
destination. 
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OPERATIONS: Patient Care Policy (BLS)      Policy:   6060 
 Date: 06/1/08  

 
  AXIAL SPINAL IMMOBILIZATION 
 
 
 
PRIORITIES: 

·Ensure thorough initial assessment. 

 
 
1. Full spinal immobilization should be provided for all trauma patients or suspected trauma 

patients who: 
·Have cervical or spinal tenderness or pain -- with or without motion, 
·Have distal numbness, tingling, weakness, or paralysis, 
·Have an altered mental status, 
·Appear or are suspected to be under the influence of intoxicating medications, 
   alcohol, or other drugs  -- even if the patient is alert and oriented, 
·Have another distracting (painful or emotional) condition, 
·Have any other condition that in the caregiver’s judgment is reducing pain 
   perception. 
 

1.1  Victims of singular penetrating trauma (eg., gunshot, stabbing) who manifest no  
  clinical signs of spinal injury, may be backboarded at the discretion of the   
  caregiver. 
 
2. The application of a cervical collar, by itself, does not constitute adequate immobilization 

for conditions requiring axial spinal immobilization. 
 
3. Immobilization of the head without concurrent immobilization of the trunk is insufficient, 

since neck motion may occur if the trunk slides on the backboard but the head is 
restrained.  Immobilization of the trunk should occur prior to immobilization of the head 
to minimize the possibility of neck movement. 

 
4. Sandbags shall not be utilized for head restraint. 
 
5. Kerlix, roller gauze, duct tape or other pliable materials are not acceptable as devices to 

secure a patient in spinal immobilization. 
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OPERATIONS: Patient Care Policy (BLS)      Policy:   6100 
 Date: 11/1/07  

 
BEHAVIORAL EMERGENCIES  

 
Assault Victim 

 
 
PRIORITIES: 

·Ensure thorough initial assessment.  
·Assess and treat as a trauma victim first; consider axial spinal immobilization if  
          appropriate (refer to policy #6040). 
·Assure Advanced Life Support Unit is responding. 
·Provide emotional support for both the victim and family. 

·Communicate with hospital via land line, if possible. 

 
Child Abuse/Sexual Assault/Elder Abuse 
Victim of physical abuse or victim (adult or child) of non-consensual sexual activity. 
 

1. Assess and treat as a trauma victim first; ensure a patent airway. 
 

2. Maintain axial spine precautions; immobilize spine for suspected trauma, as per 
policy #6040, Axial Spinal Immobilization. 

 
3. Oxygen therapy, if indicated. 

 
4. Assess for and treat any associated injuries or illnesses per specific treatment 

guidelines. 
 

5. Provide reassurance and emotional support.   
 

6. Contact law enforcement agency and consider support group referral.  
 

7. Encourage patient to be transported to hospital.  Discourage bathing, washing, 
urination/defecation or changing clothes in cooperation with law enforcement 
agency. 

 
8. Make telephone notification and complete the appropriate abuse reporting form 

within the mandated time frames.  Verbally reporting your suspicions or concerns 
to another member of the healthcare team does NOT constitute fulfillment of your 
reporting responsibilities. 

 
NOTE: Emergency personnel are mandated reporters for child, and elder abuse, and 
shall report domestic violence.  (Reference Penal Code 11165.7, 11166, 13700, 273.5,; 
Welfare & Institutions Code 15601, 15630; and Policy # 5410, Crime Scene Management) 
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OPERATIONS: Patient Care Policy (BLS)      Policy:   6110 
 Date: 11/1/07 

  
BEHAVIORAL EMERGENCIES  

 
Crisis 

 
 
PRIORITIES: 

·Ensure thorough initial assessment. 
·Assure Advanced Life Support Unit is responding. 
·Determine cause of the reactions and attempt to rule out any physiologic reason 
          for behavior e.g., diabetes, fever, drug use, daily medications. 
·Document physiologic and psychological findings. 

·Transport when assured the patient can be safely controlled in the ambulance. 

 
Acute Stress Reaction 
Unruly, irrational behavior that may be caused by psychiatric illness, organic illness (such as 
hypoglycemia and hypoperfusion states), withdrawal or intoxicant states. 
 

1. Protect yourself and others.  Never try to subdue a patient forcibly without 
adequate help (at least four people from law enforcement or other rescuers). 

   
2. One rescuer must assume control of the situation to minimize confusion on the 

part of the patient and rescuers alike. 
 
 3. Promote a calm(er) environment by attempting to remove or reduce any irritating  
  stimuli / stressors in the patient’s environment.  
 

4. Speak in a calm but firm voice; move slowly when approaching and caring for the 
patient. 

 
5. Assess and treat life-threatening illnesses or injuries per specific treatment 

guidelines.  If patient refuses care and transport, consider obtaining a 5150 hold 
per the local law enforcement agency. 

 
6. If patient requires restraints, refer to Policy # 5520, Restraints. 
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OPERATIONS: Patient Care Policy (BLS)        Policy:   6630 
   Date: 11/1/07 
 

OB / GYN EMERGENCIES  
 

Vaginal Hemorrhage without Shock 
  

PRIORITIES: 
·Ensure thorough initial assessment. 
·Determine stage of pregnancy (if pregnant). 
        Obtain thorough OB/Gyn history – LMP, G/P status, prenatal care. 
·Determine the degree of physiologic distress. Estimate amount of blood loss. 
·Assure Advanced Life Support Unit is responding. 

 
If patient is in her third trimester of pregnancy, refer to policy # 6640, Vaginal Hemorrhage with 
Shock. 
 
Vaginal Bleeding 
Abnormal (non-menstrual) vaginal bleeding, between menses, during pregnancy, post-partum or 
post-operative. 
 

1. Ensure a patent airway; suction as needed. 
 

2. Be prepared to support ventilations with appropriate airway adjuncts. 
 

3. Oxygen Begin oxygen at 6 liters/minute by nasal cannula or 10 liters/minute 
by mask.   Regulate flow as clinically indicated.  Observe for 
respiratory depression and support respirations as needed.  DO NOT 
withhold oxygen from a patient because of a history of COPD, but 
monitor for respiratory depression. 

 
4. If post-partum, perform gentle fundal massage; consider putting infant to breast.  

Have patient place a sanitary napkin over vaginal opening.  Do not pack vagina. 
 

5. Monitor vital signs frequently. 
   
Spontaneous Abortion 
 

1. Ensure a patent airway; suction as needed. 
 

2. Be prepared to support ventilations with appropriate airway adjuncts. 
 

3. Oxygen Begin oxygen at 6 liters/minute by nasal cannula or 10 liters/minute by 
mask.  Regulate as clinically indicated.  Observe for respiratory 
depression and support respirations as needed.  DO NOT withhold 
oxygen from a patient in respiratory distress due of a history of COPD. 

 
4. Have patient place a sanitary napkin over vaginal opening.  Do not pack vagina. 

 
5. Monitor vital signs frequently. 

 
6. Save any tissue passed and transport to hospital with patient. 



 
 

Page 1 of 1

OPERATIONS: Patient Care Policy (BLS)      Policy:   6640 
 Date: 11/1/07 

 
OB / GYN EMERGENCIES  

 
Vaginal Hemorrhage with Shock 

 
 
PRIORITIES: 

·Ensure thorough initial assessment. 
·Identify signs of shock. 
·Determine stage of pregnancy (if pregnant). 
        Obtain thorough OB/Gyn history – LMP, G/P status, prenatal care. 
·Determine the degree of physiologic distress. Estimate amount of blood loss. 
·Assure Advanced Life Support Unit is responding. 

 
Shock / Impending Shock or Third Trimester Bleeding 
Profuse vaginal bleeding, signs of shock or any bleeding in the third trimester. 
 

1. Ensure a patent airway; suction as needed. 
 

2. Be prepared to support ventilations with appropriate airway adjuncts. 
 

3. Oxygen Begin oxygen at 6 liters/minute by nasal cannula or 10 
liters/minute by mask.  Regulate flow as clinically indicated.  DO 
NOT withhold oxygen from a patient because of a history of 
COPD, but monitor for respiratory depression. 

 
4. Place patient in left lateral recumbent position, if more than 6 months pregnant; 

non-pregnant patients and those in 1st/2nd trimester should be placed in 
Trendelenburg.  

 
5. Monitor vital signs frequently. 
 
6. Maintain patient’s warmth. 

 
7. Refer to Policy # 6440, Shock (Non-Traumatic). 
 
8. Have patient place a sanitary napkin over vaginal opening.  Do not pack vagina. 

 
9. Save any tissue passed and transport to hospital with patient. 
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OPERATIONS: Neonatal Resuscitation (BLS)    Policy:    6650 
Date:  11/1/07 

   
OB / GYN EMERGENCIES  

 
Neonatal Resuscitation 

 
 
PRIORITIES: 

·Vital signs (normal ranges: Heart Rate 120-190, Respiratory Rate >40). 
·APGAR rating. 
·Assure Advanced Life Support Unit is responding. 
·All neonates need to be gently suctioned (mouth first, then nose), dried and kept         
          warm. 

            ·Neonates in full arrest and neonates not initially responding to treatment should be       
                      transported as soon as possible with CPR in progress. 

 
APGAR SCORE: 
Check APGAR at 1 minute and 5 minutes; Check every 5 minutes thereafter. 

 
APGAR CHART  0    1   2 
Appearance        Blue-Pale                     Body Pink                      Pink 

      Limbs Blue 
Pulse    0                      < 100                          >100 
Grimace     No Response                   Grimace                   Coughing 
Activity                              Flaccid                     Some Flexion                 Active 
Respiratory           Absent                     Slow, Irregular             Strong Cry 

 
APGAR   7 - 10 

1. Suction with bulb syringe. 
2. Keep dry and warm (skin to skin with mother and blanket). 
3. Initiate transport when available. 
4. Administer blow-by oxygen. 

 
APGAR   4 - 6 

1. Suction with bulb syringe. 
2. Support ventilations at >40 breaths/min. with 100% oxygen. 
3. For heart rates <60 beats/min., begin compressions. 
4. Keep dry and warm. 
5. Initiate immediate transport when available. 

 
APGAR   0 - 3 

1. Suction with bulb syringe. 
2. Ventilate at >40 breaths/min. with 100% oxygen, bag-valve-mask.  
3. For heart rates <60 beats/min. with adequate ventilations, begin cardiac 

compressions. 
4. Keep dry and warm. 
5. Initiate immediate transport, when available. 
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OPERATIONS: Patient Care Policy (BLS)        Policy:   6700 
 Date: 11/1/07 

 
POISONS  

 
Poisons / Drugs 

 
 
PRIORITIES: 

• Approach patient after assessing appropriate safety for personnel.  Consider hazmat 
                        team activation. 

• Ensure thorough initial assessment. 
• Determine type, amount and time of exposure/material ingested. 
• Bring in container and/or label. 
• Assure Advanced Life Support Unit is responding. 

 
Toxic Ingestion and Exposure 
 

1. Ensure a patent airway; suction as needed. 
 

2. Be prepared to support ventilations with appropriate airway adjuncts. 
 

3. Oxygen Begin therapy at 6 liters/minute by nasal cannula or 10 
liters/minute by mask.  Regulate flow as clinically indicated.  If 
there is a history of COPD, observe for respiratory depression and 
support respirations as needed.  DO NOT withhold oxygen from a 
patient in cardiorespiratory distress because of a history of COPD. 

 
4. Position of comfort, if conscious.  If depressed level of consciousness, position on 

left side. 
 

5. Monitor vital signs and level of consciousness.  Watch for seizures; refer to 
Policy #6530, Seizures. 

 
6. Consider: 

· Hazardous Materials team activation. 
· Being careful not to contaminate yourself and others.  Once appropriate 
 PPE is donned, remove contaminated clothing, brush off powder 
 or wash off liquids. 
· Skin contact with toxic agents: Remove patient from contact with source.  
· Remove clothing, if contaminated.  If the contact substance is a powder, 

brush off first, then wash off.  Otherwise wash copiously with 
water as indicated (up to 20 minutes or more). 

· Locate containers or types of substances for transport to hospital for 
identification. 

· Observe patient at all times; never leave unattended. 



 
 

Page 1 of 1

OPERATIONS: Patient Care Policy (BLS)      Policy:   6800 
 Date: 11/1/07 

 
RESPIRATORY EMERGENCIES  

 
Respiratory Arrest 

 
 
PRIORITIES: 

·Ensure thorough initial assessment. 
·Maintain airway; provide oxygen and ventilatory support. 
·Assure Advanced Life Support Unit is responding. 

 
Respiratory Arrest 
Absence of spontaneous ventilations without cardiac arrest; consider narcotic overdose. 
 

1. Ensure a patent airway; suction as needed. 
 

2. Support ventilations with appropriate airway adjuncts. 
 

3. Oxygen therapy - should be in addition to ventilations provided by appropriate 
airway adjuncts. 
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OPERATIONS: Patient Care Policy (BLS)      Policy:   6810 
 Date: 11/1/07 
 

RESPIRATORY EMERGENCIES  
 

Respiratory Distress 
 

 
PRIORITIES: 

• Ensure thorough initial assessment. 
• Determine degree of physiologic distress:  

Respiratory Rate  >29 or  <10 (adult), 
Use of accessory muscles,  
Cyanosis,  
Inadequate ventilation,  
Depressed level of consciousness. 

• Maintain airway; provide oxygen and ventilatory support. 
• Assure Advanced Life Support Unit is responding. 

 
Increased respiratory rate, sensation of difficulty breathing.  May be due to pneumonia, 
inhalation of toxic substances, pulmonary embolus, chronic obstructive pulmonary disease 
(COPD), asthma/bronchospasm or pulmonary edema. 
 

1. Ensure a patent airway; suction as needed. 
 

2. Be prepared to support ventilations with appropriate airway adjuncts. 
 

3. Oxygen Begin oxygen at 2-6 liters/minute by nasal cannula or 10 
liters/minute by mask.  Regulate flow as clinically indicated.  If 
there is a history of COPD, start oxygen at 2 liters/minute and 
increase by 2 liters/minute increments based on patient’s level of 
distress and color.  Observe for respiratory depression, and support 
respirations as needed.  If carbon monoxide poisoning is suspected, 
consider 100% O2 via non-rebreather mask or bag-valve mask. 

 
4. Place patient in position of comfort, if conscious.  If depressed level of 

consciousness, position on left side. 
 

5. Consider: 
· Assisting patient with his/her own pre-prescribed medications, if 

 available; refer to Policy # 6020,  Preprescribed Medical Devices. 
· Limit any physical exertion or movement. 
· Loosen any tight clothing. 
· Encourage patient to cough up sputum. 
· Keep patient warm but not overheated. 
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OPERATIONS: Patient Care Policy (BLS)         Policy:     6830     
Date:   11/1/07 

 
                RESPIRATORY EMERGENCIES     

 
Airway Obstruction 

 
PRIORITIES: 
 • Ensure thorough initial assessment. 
 • Determine degree of distress.  Is shock present? 
 • If complete airway obstruction, proceed to obstructed airway treatment. 
 • Assure Advanced Life Support Unit is responding. 

 
Mechanical upper airway obstruction has many causes, particularly food aspiration, concurrent 
intoxication, and children playing with small toys. 
 
Conscious Adult Patient / Child -- Able to Speak / Forcibly Cough 

1. Do not interfere with patient’s own efforts to clear airway; offer reassurance. 
2. Encourage coughing. 
3. Offer oxygen therapy via nasal cannula. 
4. Frequent suctioning as needed to control secretions. 
5. Prepare for transport; avoid agitating the patient. 
 

Conscious Adult Patient / Child -- Unable to Cough or Speak 
1. Ask the patient if choking and/or can speak. (Note lack of vocalization in small children) 
2. Administer abdominal thrusts (chest thrusts for obese or pregnant persons) until 

the foreign body is expelled or until the patient becomes unconscious.  
3. After obstruction is relieved, reassess the airway, lung sounds, skin color and vital signs. 
4. Oxygen therapy as indicated by clinical condition. 
 

Adult Patient / Child Who Becomes Unconscious 
1. Roll patient supine; open airway and remove object if seen. 
2. Attempt bag-valve mask ventilations.  Begin CPR if unable to ventilate.  Each 

time airway is opened for rescue breaths, observe for object and remove if seen. 
 

Infant with Severe Obstruction 
 1. In infants < 1 year old, start with five (5) back blows with the infant straddled 

over the arm in the prone position, with the head lower than the trunk. 
2. Turn the infant over and deliver five (5) chest compressions in a manner similar to 

CPR.  Finger sweeps are to be avoided unless the foreign body can be seen and 
plucked (with the fingers) from the infant’s mouth. 

3. Once the infant becomes unconscious, begin CPR, as chest thrusts can relieve the 
obstruction. Look for the foreign body each time you open the airway for breaths 
-- remove only if visible.  Do not perform blind finger sweeps. 

 
Child in No Apparent Distress 
 It is not unusual for prehospital personnel to be called to an incident where a concerned 
 caregiver states that a child experienced an apparent choking episode, perhaps turning pale 
 or cyanotic.  Upon examination the child appears awake, alert and exhibits no obvious signs 
 of difficulty.  The caregiver may or may not relate a recent history of infection or fever.  
 These children have experienced an “apparent life-threatening event” (ALTE), need to  
 receive further evaluation, and should be transported. 
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RESPIRATORY EMERGENCIES  

 
Croup / Epiglottitis 

 
 
PRIORITIES: 

· Ensure thorough initial assessment. 
·Determine degree of physiologic distress:  

Respiratory rate is tachypneic for child’s age, 
Use of accessory muscles, 
Cyanosis,  
Inadequate ventilation, 
Depressed level of consciousness. 

·Maintain airway; provide oxygen and ventilatory support. 
·Assure Advanced Life Support Unit is responding.  

 
The presence of upper respiratory infection or croupy cough, sore throat, fever, stridor, drooling, 
or tripod positioning. 
 

1. Offer reassurance; if patient is a small child, allow parent to hold child if the 
presence of the parent has a calming effect on the child.  Avoid making the child 
cry. 

 
2. Oxygen High flow by mask; allow the parent to hold the mask if the patient 

is a child. 
 

3. If patient deteriorates or becomes completely obstructed, positive pressure 
ventilation via bag-valve-mask should be attempted. 

 
4. Consider: 

·Do not attempt to visualize throat if epiglottitis is suspected. 
·Do not put anything in patient’s mouth under any circumstances if 

epiglottitis is suspected. Such stimulation is likely to cause 
laryngospasm and/or increased airway obstruction. 

·Position the patient upright leaning forward to allow drainage of 
secretions. 

·Minimize stimulation and manipulation of the neck. 
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TRAUMATIC EMERGENCIES  

 
Traumatic Arrest 

 
 
PRIORITIES: 

• Begin CPR. 
• Airway management/Axial spinal immobilization. 
• Assure Advanced Life Support Unit is responding. 
• Assist with transport if CPR in progress. 

 
Cardiopulmonary Arrest due to traumatic injury: 
 

1. Basic CPR. 
 

2. Airway management/axial spinal immobilization.  Refer to Policy #6040, Axial 
Spinal Immobilization. 

 
3. Support ventilations with appropriate airway adjuncts and high flow oxygen via 

bag-valve-mask. 
 

4. Remove clothing; have patient packaged for immediate transport upon ALS unit 
arrival.  Refer to Policy #5410, Crime Scene Management, for proper clothing 
removal and storage. 

  
 5. Refer to Policy #5600, Withholding Resuscitation Efforts, Item 3, “Determination 
  of Death”. 
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TRAUMATIC EMERGENCIES  

 
Traumatic Shock 

 
 
PRIORITIES: 

• Ensure thorough initial assessment. 
• Assure Advanced Life Support Unit is responding. 
• Prepare patient(s) rapidly for immediate transport. 
• Manage cervical spine carefully; adequate airway is prime responsibility. 
• Note and document details of injuries and mechanism.  

 
Traumatic Shock: 
Signs and symptoms of shock due to traumatic injury. 
 

1. Airway management with axial spinal immobilization. Refer to Policy #6040, 
Axial Spinal Immobilization. 

 
2. Be prepared to support ventilations with appropriate airway adjuncts. 

 
3. Oxygen Begin oxygen at 10-15 liters/minute by mask.  Regulate flow as  
   clinically indicated.  DO NOT withhold oxygen from a patient in  
   respiratory distress because of a history of COPD. 

 
4. Lay patient flat.  

 
5. Control external bleeding with direct pressure, and/or pressure dressings; 

tourniquets may be needed for severe extremity bleeding uncontrollable by other 
means.  Place splints as needed. 

 
6. Keep patient warm but not overheated. 
 
7. Reassess vital signs frequently. 

 
8. Give nothing by mouth. 
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  TRAUMATIC INJURIES 
 
 Extremity Trauma 
 

 
PRIORITIES: 

• Ensure thorough initial assessment.  
       • Do not overlook other (internal or systemic) injuries.   

• Axial spinal immobilization as required.   
• Control bleeding; assess for shock. 
• Assure Advanced Life Support is responding. 

 
1. Manage airway and support with oxygen as needed. 
 
2. Place in axial spinal immobilization if spinal trauma is suspected.  Refer to Policy #6040, 

Axial Spinal Immobilization. 
 
3. Control any bleeding with direct pressure, and/or pressure dressings; tourniquets may be 

needed for severe extremity bleeding uncontrollable by other means.   
 

4. Assess and treat for shock.  Refer to Policy # 6910, Traumatic Shock. 
 
5. Distal functions should be checked and the extremity splinted in the position found 

unless no pulse can be felt distally and signs of vascular compromise (pallor or cyanosis) 
are noted. 

 
5.1 If distal to a long bone injury no pulse is felt and signs of vascular compromise 

are present, the extremity may be manipulated once to return it to a normal 
anatomical position, provided no resistance is met.  Distal functions should then 
be reevaluated. 

 
5.2 Injuries involving or suspected of involving a joint shall not be manipulated. 
 

6. Femur fractures, whether open or closed, should be stabilized in the position of most 
 comfort for the patient.  Use of a traction splint is not mandatory. 
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TRAUMA  
 

Head - Neck - Facial Trauma 
 

 
PRIORITIES: 

• Ensure thorough initial assessment. 
• Axial spinal immobilization. 
• Reassess airway frequently -- suction as needed to prevent foreign body aspiration. 
• Assure Advanced Life Support Unit is responding. 

 
1. Secure airway while maintaining axial spine immobilization.  Avoid nasopharyngeal 

airways in patients with severe mid-facial injuries or suspected basilar skull fractures.  
Suction as needed. 

 
2. Maintain axial spine precautions; immobilize head and spine.            
 
3. Oxygen Begin oxygen at 6 liters/minute by nasal cannula or 10 
   liters/minute by mask.  Regulate flow as clinically indicated.  Observe for  
   respiratory depression and support respirations as needed.  DO NOT 
   withhold oxygen from a patient in respiratory distress because of a history  
   of COPD.   
 
4. Place brain injured patients and/or those patients with difficulty maintaining a clear 

airway, in reverse Trendelenburg (elevate the head of the backboard 15-20°, if the patient 
exhibits no signs of shock.  Place those patients with vascular neck injury (jugular vein or 
carotid artery bleeding) in a head down (Trendelenburg) position.  If patient is > 6 (six) 
months pregnant, place patient in left lateral recumbent position by tilting spine board 
30° left lateral. 

 
5. Control bleeding with direct pressure and suction as appropriate. 
 
6. Monitor vital signs and level of consciousness. 
 
7. Consider:  

·Avulsed Tooth - replace tooth in socket (if age appropriate and patient is alert)  
or place tooth in milk, normal saline or a saline soaked gauze. 

·Eye Injuries - Stabilize or dress eye in place with saline soaked gauze.  Avoid  
applying direct pressure to eye and do not attempt to replace partially torn  
globe. 

·Impaled Object - immobilize and leave in place.  Remove object only if it  
            is impaled in the face, cheek or neck AND is compromising ventilation. 

 




