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  Date:  2/1/05 
 

ET INTRODUCING STYLET 
 

 
 5.7 Once the ET tube is placed, maintain tube placement while removing introducer  
  stylet. 
 5.8 Because this is a blind intubation, ETCO2 or waveform capnography must be  
  present to confirm tracheal placement. 
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INTRANASAL ADMINISTRATION OF MEDICATIONS 
 

1.  The intranasal (IN) route is to be used as an optional route of medication administration.  
 
2. Contraindications to intranasal administration include: 

• facial trauma 
• epistaxis 
• nasal congestion or discharge  
• any recognized nasal mucosal abnormality 

 2.1       Relative contraindications include: 
• patient’s prior use of vasoconstrictors  - ex. antihistamines, cocaine 

 
3. No more than one 1ml of medication should be administered per nostril for adults.   
 No more than 0.5ml of medication should be administered per nostril for children ten (10) 
        years of age or under.   
 3.1 Patient may be in any position for medication administration. 
 3.2 Appropriate concentration of drug for intranasal administration must be used. 
 
4. Approved medications/concentrations for intranasal administration: 

• midazolam (Versed)   5mg/ml 
• naloxone (Narcan) 1mg/ml 

 4.1 If administering midazolam for seizure control, once seizure activity has stopped  
  or lessened, an IV should be established for future medication administration. 
 
5.   Use of intranasal atomizing device 
 5.1 Draw up appropriate medication into a 1ml or 3ml luer-lock syringe 
 5.2 Expel any air within the syringe 
 5.3 Attach atomizing device to syringe – be sure it is secured firmly to syringe 
 5.4 Briskly compress the syringe plunger to expel and atomize medication 
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INTRAOSSEOUS INFUSIONS  
 
1. Intraosseous vascular access can be utilized in critical patients when immediate IV therapy is 

indicated and no obvious sites for peripheral venipuncture are present.  These may include, 
but are not limited to: 

• Shock from any cause 
• Cardiac arrest 

 
2. Contraindications for intraosseous infusions are: 

• Fracture of the target bone 
• Infection over target site 
• Neonate - not recommended; if required, use extreme caution 

 
3. Intraosseous access may be done prior to contact on  

• unconscious pediatric patients 
• adult patients in full arrest 
• adults with an MLA placed, after 2 failed IV attempts (reference policy #28)    

but requires a base hospital order for all other adult patients.   
 
4. The following procedure should be followed when plain IO needles are used: 

4.1 Assemble and prepare equipment to include:   25 ml normal saline, 20 ml syringe, 
disposable intraosseous infusion or bone marrow aspiration needle and tape to 
stabilize needle. 

4.2 Select and prep target site, using aseptic technique; the first choice is the proximal 
tibia.  The distal tibia or distal femur may be used following Base Hospital 
consultation. 

4.3 With a twisting motion and downward pressure, insert needle at 900 angle to bone 
surface at the target site. (Do not push downward without twisting the needle). 

4.4 Once loss of resistance is felt, slightly advance needle 1-2 mm. further. 
4.5 Remove stylet from needle.  NOTE: If it is necessary to reposition the needle, the 

stylet must be reinserted. 
 

5. EMT-Ps using special IO insertion devices  
5.1  Follow manufacture’s instructions for assemblage  
5.2 Select and prep target site, using aseptic technique; the first choice is the proximal 

tibia.  The distal tibia or distal femur may be used following Base Hospital 
consultation.         

 
6. Verify intraosseous placement by: 

6.1 Note sudden lack of resistance. 
6.2 Needle is free standing, without support. 
6.3 Aspiration of blood/marrow or ability to infuse without extravasation. 
6.4 Attach a 10-20 ml syringe of normal saline and inject 5-10 ml.  Look for signs of 

extravasation. 
 
7. Attach IV set up and watch for flow of solution.   Flow without extravasation indicates 

proper needle placement.  Pressure infusion may be needed, even when the IO is properly 
placed, to achieve the required flow rates. Set IV rate as clinically indicated. 
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INTRAOSSEOUS INFUSIONS  
 
8. Secure the needle and IV tubing to the patient with tape.  Splint limb to prevent 

dislodgement. 
 
9. Continuously observe for signs of infiltration. 
 
10. Only one (1) intraosseous attempt may be made in the prehospital setting without consulting 

the base hospital. 
 
11. The EMT-P shall document the procedure on the procedure evaluation form and submit it to 

the ALS Provider QA Department.  This form, with a copy of the PCR attached, shall be 
submitted to the EMS Agency. 
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MULTI-LUMEN AIRWAY INTUBATION  

 
1. The purpose of this policy is to define the indications, contraindications and procedure 

for the utilization of the multi-lumen airway (MLA) in the adult patient. 
 
2. The multi-lumen airway may be used in certain circumstances when airway maintenance 

is necessary AND 
endotracheal intubation cannot be performed, AND 
BVM management is inadequate (see #3 below). 

 
3. MLA intubation is a mandatory skill for paramedics.  It is an optional skill for BLS 

personnel.  It may only be performed by those persons having passed an approved 
training program who are: 

 3.1 EMT-Is utilizing it in conjunction with defibrillation while working for approved  
 AED service providers, OR  

 3.2 EMT-Is working with a paramedic partner for an approved ALS provider, OR 
 3.3 Licensed and accredited paramedics. 
 
4. MLA intubation may be performed only on those patients who meet ALL of the following 

criteria: 
• are unconscious and without purposeful movement 
• do not have a gag reflex 
• are apneic or have a respiratory rate of <6 
• appear to be at least 16 years old AND at least 4½ feet tall 

 
5. MLAs should not be removed by ALS personnel for endotracheal tube insertion, unless 

there is a malfunction of the MLA. 
 
6. MLAs may be utilized by ALS personnel as an optional airway tool after two (2) 

unsuccessful ET intubation attempts on the patient. 
6.1 In the event that an MLA patient requires immediate drug administration and an IV 

can not been successfully established after 2 attempts, an IO line may be instituted 
with or without base hospital contact.  

 
7. MLAs must NOT be placed on patients who meet any one of the following criteria: 

• airway can be managed with an upper airway device only  - - i.e., OP or NP airway 
• have a positive gag reflex 
• have known esophageal injury, surgery, or disease (e.g., tumor, varices) 
• have a foreign body airway obstruction (FBAO) 
• have a history of laryngectomy with stoma 
• are known narcotic overdoses, with ALS less than 10 minutes away 
• any circumstance where airway edema is suspected or could develop -- 

ingestion of a caustic substance 
allergic / anaphylactic reaction 
respiratory burns 
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MULTI-LUMEN AIRWAY INTUBATION  
 

• meet the requirements of Policy #5600, Withholding Resuscitation Efforts 
• have appropriate DNR paperwork or medallion (reference Policy #5620, Do Not 

Resuscitate)  
 
8. MLAs should not be forced.  If resistance is met on intubation attempts, the tube should be 

removed and BVM continued. 
 
9. MLAs must be stored in their original boxes to ensure maintenance of proper curvature 

(important for placement and function). 
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NASOPHARYNGEAL AIRWAY INSERTION  

 
1. This procedure should be used on a patient who is not able to maintain a patent airway 

yet has adequate respiratory effort.  This airway adjunct device is generally well tolerated 
and not as likely to stimulate vomiting. 

 
2. Contraindications include: 

• Nasal bleeding. 
• Suspected or confirmed basilar skull fracture. 
• Mid-facial trauma. 

 
3. Complications include: 

• If the tube is too long, it may enter the esophagus, causing gastric distention. 
• May cause bleeding of the nasal mucosa and possible aspiration of blood. 

 
4. Insertion Procedure: 

4.1 The correct size airway must be selected in order to minimize trauma to the 
nostrils.  It is important to maintain head-tilt with anterior displacement of the 
mandible by chin-lift and, if necessary, jaw thrust when using this airway. 

4.2 The nasopharyngeal airway should be well coated with a water soluble lubricant 
before insertion. 

4.3 Insert the airway straight back through the nose with the beveled edge of the 
airway toward the septum.  If resistance is encountered, slight rotation of the tube 
may help pass the tube into the nasal passage and the nasopharynx. 

4.4 The nasopharyngeal airway is positioned in one nostril, with its curvature 
following the curve of the floor of the nose. 

4.5 If an obstruction is met as the airway is introduced, the airway should be removed 
and inserted into the other nostril. 

4.6 Immediately after insertion of the nasopharyngeal airway, check the ventilation 
status.  If ventilations are absent or inadequate, artificial ventilation should be 
initiated with a bag-valve-mask device. 

4.7 The use of a nasopharyngeal airway shall be documented in writing on the 
Prehospital Care Report (PCR) and should be reported via radio to the emergency 
department at the receiving hospital. 




