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Patient Assessment

Safe scene

Unsafe scene

Unsafe scene requires control. You may
have to wait while hazards are corrected.

¥

TRAUMA PATIENT

MEDICAL PATIENT

Focused History and Physical Exam
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trauma assessment.

!

Obtain baseline
vital signs.

!

Obtain SAMPLE
history.
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Perform focused trauma Perform Obtain history of chief
assessment for specific rapid physical exam complaint and SAMPLE
injury. ’ history.
I ¥ ¥
Obtain baseline Perform a focused
Obtain baseline vital signs. physical exam based on
vital signs. the patient's chiet
1 complaint.
i Obtain history of ¥
present illness and Obtain baseline
Ontaln SAMPLE history. SAMPLE history. vital signs.

Perform an ongoing assessment.
Repeat initial assessment and vital signs and
evaluate interventions.

l

Hand off patient, patient information, and patient’s
personal property to responding EMS unit and
help ready for transport.
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Notice on Care Procedures
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they cannot be considered absolute recommendations.

The material in this texthook contains the most current
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without limitation, those governing infection control and univer-
sal precautions, change rapidly. The reader should note, there-
fore, that new regulations may require changes in some
procedures.

It is the responsibility of the reader to familiarize himsell or
herself with the policies and procedures set by federal, stare, and
loeal agencies as well as the institution or agency where the reader
is employed. The authors and the publisher of this texthook and
the supplements written to accompany it disclaim any liabiliy,
loss, or risk resulting directly or indirectly from the suggested
procedures and theory, from any undetected errors, or from the
reader’ responsibility to stay informed of anv new changes or rec-
ommendations made by any federal, stare, and local agency as well
as by his or her employing institution or agency.
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ders equally, recognizing that a significant percentage of First Re-
sponders are female. However, in some instances, male pronouns
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purpose of brevity. This is not intended to offend any readers.
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Letter _t_o _St_ents

As the authors of this textbook, we want to personally congratulate you on your
decision to become an Emergency Medical Responder. Your decision is one of
service, and to serve others, especially in a great time of need, is one of the most
rewarding opportunities anyone can experience. One of the first things you may
notice is the name change from First Responder to Emergency Medical Respon-
der. This change serves to more accurately reflect the roles and responsibilities
inherent in this training program. Emergency Medical Responder programs were
originally developed to provide individuals with the skills necessary to assess and
begin caring for patients at the scene of an emergency. In many areas of the nation,
Emergency Medical Responders are able to provide life-saving care long before
more advanced providers arrive. Their quick response and quality of care save
thousands of lives each year.

The availability of Emergency Medical Responder programs is growing each year
and we are very proud to continue to play an important role in that training. In fact,
as this book goes to print, a new training curriculum is being developed in an effort
to increase the quality of care being provided by Emergency Medical Responders all
across the nation. This commitment has allowed the Emergency Medical Responder
to become an important part of the EMS system in the United States.

This textbook has been an important component of thousands of training pro-
grams over the past 25 years and has contributed to the success of hundreds of thou-
sands of students just like you. This new 8th Edition retains all of the features found
to be successful in previous editions and includes some new topics and concepts that
have recently become a part of most Emergency Medical Responder courses. The
basis of this text is the U.S. Department of Transportation’s First Responder National
Standard Curriculum. The brand new 8th Edition also includes the most current
American Heart Association (AHA) guidelines for CPR and the use of AEDs.

Your decision to become an Emergency Medical Responder is a significant one.
We helieve strongly that being able to assess and care for patients requires much
more than just technical skills. It requires you to be a good leader, and good leaders
demonstrate characteristics such as integrity, compassion, accountability, respect
and empathy. We have introduced components in the 8th Edition that we feel will
help you become the best EMR you can be. One of these components is the “First
on Scene™ scenarios at the beginning of each chapter. In these scenarios we throw
you right in the middle of a real life emergency and attempt to offer you a perspec-
tive you will not get with any other training resource. You will see first hand how
individuals just like yourself make decisions when faced with an emergency. You
will feel the fear and anxiety that is such a normal part of being a new Emergency
Medical Responder. Not everyone you meet will make the best decisions and we
want vou to consider each scenario carefully and discuss them with your class-
mates and instructor.

Becoming an Emergency Medical Responder is just the first step in what is likely
to be a lifetime of service. Just a warning to you, the feeling you get when you are
able to help those in need is contagious. We encounter students all across the coun-
try who have discovered that their passion is helping others. We hope that we can
be a part of discovering your passion! We welcome you to EMS and a life of service!

J. David Bergeron & Chris Le Baudour
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Emergency Medical Responder Training Programs

Throughout this textbook, you will notice that we have replaced the name First
Responder with the new title, Emergency Medical Responder. This change comes
as the curricula for all levels of EMS providers are undergoing an important
update and revision. The designation Emergency Medical Responder was identi-
fied in the National EMS Scope of Practice Model, a recently published document
that defines the level of EMS personnel and specifies practices and minimum com-
petencies at each level. Although all Emergency Medical Responder courses follow
the same national standard education objectives, some jurisdictions may require
specific prerequisites. For instance, some training programs may require completion
of American Heart Association (AHA) CPR course, or an equivalent course,
before entering an Emergency Medical Responder training program. This text-
book includes the most recent AHA Basic Life Support and automated external
defibrillator (AED) guidelines for the Health Care Provider at the time of printing.

The content of the 8th Edition is summarized here, with emphasis on “what’s
new™ in each unit of this edition. Note, please, that in addition to the items listed
below, the 8th Edition includes new features: “First on Scene™ scenarios, “Is It Safe?”
and “Geriatric Focus™ sections in the body of text, text/objectives correlations in
the margins, and at the end of each chapter the “Quick Quiz.”

Module 1, Preparatory: Chapters 1-5

The first module sets a framework for all of the modules that follow by introducing
essential concepts, information, and skills. The EMS system and the role of the
Emergency Medical Responder within the system are introduced. Issues of Emer-
gency Medical Responder safety, well-being, and legal and ethical issues are covered,
as are basic anatomy and physiology and techniques of safe lifting and moving,.

What's New in the Preparatory Module?

= In Chapter 1, Introduction to EMS Systems:

= Updated terms for EMS personnel: Emergency Medical Responder,
Emergency Medical Technician, Advanced Emergency Technician, and
Paramedic.

Information on the history of EMS.

Expanded definitions and examples of protocols, standing orders, scope of
practice, and patient advocate.

New information on the use of global positioning system (GPS) rechnology.
Photo scan of different types of Emergency Medical Responders.

s In Chapter 2, Legal and Ethical Issues:
= Definitions of scope of practice and standard of care have been revised.
= The section on ethics has been expanded.
= Information on HIPAA has been added.
s New and expanded terms and definitions of duty, breach of duty, damages,
and causation have been added.
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= In Chapter 3, Well-Being of the Emergency Medical Responder:

® Definitions and examples of stress and accumulative stress have been
added.

® Information on SARS, West Nile Virus, MRSA, and avian flu have been
added.

® A new photo scan on the proper technique for removing gloves has also

been added.
= In Chapter 4, The Human Body:

® Detailed illustrations of the circulatory, respiratory, musculoskeletal, nerv-
ous, and digestive systems, plus illustrations of the skin, have been added
with enhanced descriptions of each.

= In Chapter §, Lifting, Moving, and Positioning Patients:
* Additional cautions have been added about the appropriate use of cervical
collars.
= Updated definitions and new photos of single-operator, dual-operator, and
the new pneumatic/electric lifr stretchers have been added.
= New photos have been added, including ones for the slider board and slider
bag.

Module 2, Airway: Chapter 6

There is only one chapter in Module 2, bur it may be considered the most impor-
tant one in the text because no patient will survive withour an open airway. Basic
airway management techniques are covered in detail.

What's New in the Airway Module?

= In Chapter 6, Airway Management:
® The 2005 AHA Guidelines on basic life support techniques are included in
the chaprer.
® Information on “tidal volume™ has been added.
®* Bag-valve mask ventilation has been incorporated into the chapter.

Module 3, Patient Assessment: Chapter 7

This module explains and illustrates some of the most important skills of a Emer-
gency Medical Responder. All steps of the assessment and their application to
different types of trauma and medical patients, as well as the skills of measuring
vital signs, taking a patient history, communication, and hand-off to EMTs are
discussed.

What's New in the Patient Assessment Module?

® In Chapter 7, Assessment of the Patient:

® The mnemonic BP-DOC has been added as an alternative to DCAP-
BTLS.

Module 4, Circulation: Chapter 8

This module discusses one- and two-rescuer CPR, the chain of survival, the
responsibilities of the Emergency Medical Responder, and using automared
defibrillators.



What's New in the Circulation Module?

= In Chapter 8, Resuscitation and Use of the AED:

» The chapter has a new, more up-to-date title.

# The 2005 AHA Guidelines on basic life support techniques are included in
the chapter.

# I[nformation on hypothermia and resuscitation has been added.

Module 5, lllness and Injury: Chapters 9-12

The lllness and Injury module covers medical emergencies such as chest pain and res-
piratory emergencies; environmental emergencies such as heat and cold emergencies;
behavioral emergencies; emergencies related to alcohol and other drugs; and poison-
ing, bites, and stings. Also contained in this module are a chapter on bleeding and
soft-tissue injuries, which covers types of bleeding, shock, and burns, and a chapter
on muscle and bone injuries, which discusses the musculoskeletal system; injuries to
the extremities; injuries to the head, spine, and chest; and helmet removal.

What's New in the lliness and Injury Module?

= In Chapter 9, Caring for Medical Emergencies:

® Terms and definitions have been added or expanded, including cardiac
compromise, myocardial infarction, nitroglycerin, hypertension, tidal
volume, accessory muscles, wheezing, inhaler, cerebrovascular accident,
syncope, generalized seizure, complex seizure, grand and petite mal
seizures, incontinence, aortic aneurysm, pancreatitis, referred pain,
guarding, poison, and core temperature.

= Discussions on the topics of heart attack, M1, angina pectoris, and snake
bite have been expanded.

= Topics added include OPQRST assessment tool and the Cincinnati stroke scale.

# In Chapter 10, Caring for Bleeding, Shock, and Soft-Tissue Injuries:
» The definition of the term perfusion has been updated, and the rerm
tracheal deviation has been added.
= [n Chapter 11, Caring for Muscle and Bone Injuries:
» The definitions of the terms extremity, ligament, tendon, appendicular
skeleton, and axial skeleton have been added.
= In Chapter 12, Caring for the Geriatric Patient:
= ALL NEW!

Module 6, Childbirth and Children:
Chapters 13-14

This module offers an understanding of childbirth and the complications and
emergencies that may arise from delivery. Also discussed are the characreristics of
infants and children and providing emergency care to pediatric patients.

Module 7, EMS Operations: Chapters 15-16

This module deals with nonmedical operations and special situations, including
gaining access in motor-vehicle collisions and buildings; hazards such as fire,

hazardous materials, and radiation emergencies; multiple-casualty incidents;
triage; and the incident management system.

Preface
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What's New in the EMS Operations Module?

» Chapter 16, Multiple-Casualty Incidents, Triage, and the Incident Manage-
ment System:
® The information on the role of the Emergency Medical Responder ar the
scene of a multiple-casualty incident has been expanded.
* Information on the National Incident Management System has been added.

Appendices

Seven appendices cover determining blood pressure, breathing aids and oxygen
therapy, pharmacology, air medical transport operations, EMS response to terror-
ism and weapons of mass destruction, swimming and diving accidents, and stu-
dent learning skill sheets.

What's New in the Appendices?

= Appendix 4, Air Medical Operations:
= ALL NEW!

» Appendix 7, Student Learning Skill Sheets:
s ALL NEW!

Our Goal: Improving Future Training and Education

Some of the best ideas for better training and education methods come from
instructors who can tell us what areas of study caused their students the most
trouble. Other sound ideas come from practicing Emergency Medical Responders
and from students who are new to the field. We welcome any of your suggestions.
Please write to us at:

Brady/Prentice Hall Health

¢/o EMS Editor

Pearson Education

One Lake Street

Upper Saddle River, NJ 07458

Visit Brady’s web site at www.bradybooks.com

If you experience a problem with the companion CD, please write to technical
support at media.support@pearsoned.com or call 800-677-6337.
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Welcome to First Responder

ONE LAKE STREET
Upper SapDLE River, NJ 07458

Dear Instructor:

Brady, your partner in education, is pleased to bring you the Eighth Edition of the classic
text First Responder. We continue to offer the high-quality content and innovation that
you have come to know and trust from Brady, but you will immediately notice one impor-
tant change in this exciting new edition. While retaining thorough coverage of the U.5. DOT
First Responder National Standard Curriculum, the authors—having incorporated the new
designations for EMS personnel licensure levels from the National EMS Scope of Practice
model—have replaced the term “First Responder” with “Emergency Medical Responder.”
This revision also contains a wealth of valuable tools to make your job easier as you help
your students prepare for success.

More instructors use First Responder than any other First Responder text on the market.
Our authors, editors, marketers, and salespeople regularly receive comments from customers
who tell us what they like, what they don't like, what works, what doesn’t, what's new,
what's obsolete, and what they would change. One message comes through clearly: you lead
a busy life, juggling multiple roles, and you need all the help and support you can get. You
need a solid book you can rely on and a supplements package that helps you to easily and
quickly prepare for an engaging class.

The following walkthrough outlines the features found throughout the text as well as pro-
vides information for the extensively revised and updated student and instructor supple-
ments that make this the most complete learning system for Emergency Medical Responders.
We also highlight several related resources that can be used to make your program the best
it can be.

First Responder is proud to continue the tradition of bringing to Emergency Medical
Responder education the highest standards of writing, development, production, and service
that our customers expect and deserve.
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Guide to Key Features

= First on Scene—New! Scenarios challenge the
Emergency Medical Responder to consider roles
and responsibilities and patient care priorities.
Appear at the start of each chapter and continue

to be referenced throughout the chapter as specific
content applies.

F'QJ!! FIRST ON SCENE

“hMicahl® Thare was a shout trom samewhere, “Migah, will yot wake upl ™ Miah Garbaldi
shot up in hisbed and quickly looked around the derm room, Nathing seemed out of place. His
vacationing roommates movie posters still hung at odd angles from multicolored pushpins,
cliathing and hooks were still scathered around in piles, and the filter on the little octagan-
shaped goldfish tank was still humming away, eveny though the tish were lang gone. Just as he
was starting 1o lig back down, someane pounded on the doar, rttling It with each boering
mpact

Micahl Are you in there?” Micah shid out ol bed antd stomped across the toom 1o 1he

door.

"What?* he shouted 35 he pulled the door.open. The look on that new freshman Fank
Khine's face 10ld hin immediately thal something really was wiang

“Theare’s this girl down in aur mom, " Frank wa wide-aved and whispering hoarsely, “ And
shes like, like having some sort of, | thirtk shie’s dying or somett Micah, the dorm "dog-
tor" evel since completing.an Emergency Medical Respander course, qlilckly threw an a robe
as he ran down the hall

"Airveay, breathing; circulation,” he repesited In a running whisper, his nerves tightening
1ifs stomech and making his hands shake “Remember the ABCs. Remember the ABCs

® Geriatric Focus—New! Highlights unigue experi-
ences and considerations when dealing with this
special population.

b3
IR mmms Gerjatric Focus

Due o the drying our of the bones in the elderly, the ribs cun become much less flex.
ible and rheretore allow tar less chest wall movement during breathmg. As vou check
toir hreathing or provide ventilations, you might not see as mich chest rise and fall as
on 3 younger patient. Observe the abdomen for signs of movement, when you assess
breathing or provide ventilanons. You should see a steady nse and fall of the
abdomen much like vou narmally would of the chest, OF course, a lack of movement
ismever good. and vou must consider the possthiliry o a totl mrway obstruction and
provide care accordingly,

® [s It Safe?—New! Emphasizes specific safety
considerations for the EMR.

v
Is It Safe

It Is important to carefully consider the potential for spine injury before opening
the patient’s airway. For example, the absence of an obvious mechanism of injury
does not automatically rule out spine injury, A patient found unresponsive in an
alley could have been assaulted and therefore may have a neck or back injury
When in doubt, always take appropriate spinal precautions

® Text/Objective Correlations—New! Marginal

references appear as close as possible to specific con-

tent being addressed.
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® Quick Quiz—New! At the end of every chapter,

presents multiple-choice questions that directly tie
to DOT objectives and Additional Learning Tasks.

Quick quz

Which one pt th

owing s NOTT w 1ypical charac

T, The teariny sc ur the't | bbb g Lifgr Mg
tarmtid Of arren. wllig? g one of this 1 1 tye Fwielind
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bright red.
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d 2
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3. Which e of the followimg provetures ik asaally the
lusk reser weed tor comtrml blaeding

a. irect pressure
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® Enhanced lllustrations—Updated art and photos
provide students with visual schematics to help them
learn and apply patient assessment and other skills
critical to Emergency Medical Responders.

Altered mental status
dizziness, fainting,
restlessness

Numbness or tingling in
hands and feet

Blue coloration Flaring nostrils

Straining neck Pursed lips

and facial — Y

muscles : .. Coughing, crowing,
¢ F high-pitched barking

Sharp or

Strained chest and

stabbing chest abdominal muscles

pains

= New Appendix on Air Medical Transport
Operations—Presents information on the role
of Emergency Medical Responders in patient
care during air medical transport.

af thete are appr
er and anorhier §30,000 1eans

qualihe

ey e

avilifigy 4 a binlicapter A1 the sese of un emergenc

Crew Configurations

Thnamagormy or EMS mirsran beaur Bown an the Liced St
poramudic. The folliowmmg 1woa hise ot othe

® New and Updated Content—Indudes new designations
for EMS Personnel: Emergency Medical Responder,
Emergency Medical Technician, Advanced Emergency
Technician, and Paramedic; an all-new chapter on
Caring for the Geriatric Patient; information on HIPAA
and the National Information Management System;
and new and expanded definitions throughout.

= Emergency Medical Responder—This level of EMS training is designed
specifically for the person who is often first to arrive at the scene. Many
police officers, firefighters, industrial workers, and other public service
providers are trained as Emergency Medical Responders. This training
emphasizes scene safety and how to provide immediate care for life-threat
ening Injuries and illnesses as well as how to assist ambulance personnel
when they arrive

» Emergency Medical Technician (EMT)—In most areas, an EMT is considered
the minimum level of certification for ambulance personnel The training
emphasizes assessment and the care and transportation of the Il or injured
patient. The EMT may also assist with the administration of certain common
medications. (This was formerly called the EMT-Basic level of training.)

= Advanced Emergency Medical Technician (AEMT)—An AEMT, or advanced
EMT, Is a basic-level EMT who has received specific additional training in
specific subjects, allowing some level of advanced lite support. Some of the
additional skills an AEMT may be able to perform are starting IV (intra-
venous) lines, inserting advanced airways, and administering medications.
(This was formerly called the EMT-Intermediate level of training.)

Paramedic—Paramedics are trained to perform what is commonly referred
to as advanced life support care, such as inserting endotracheal (ET) tubes
and starting IV lines. They also administer medications, interpret electrocar-
diograms, monitor cardiac rhythms, and perform cardiac defibrillation. (This
was formerly called the EMT-Paramedic level of training.)

® New Appendix on Student Learning Skill
Sheets—Aid in organizing steps needed to perform
skills and in identifying criteria used for performance
evaluation
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Guide to Key Features

Student CD-ROM

An exciting multimedia tool, the Student CD-ROM helps
reinforce key concept and is ideal for the way today's
students learn. The CD ROM includes:

® Chapter Review All new multiple-choice quizzes
for each chapter to test and reinforce knowledge.

" Making It Real Scenarios with questions and
rationales throughout to walk students through
the critical thinking process.

= Skill Videos Video clips are accompanied by essay-
style questions to encourage critical thinking.

= Triage Simulations Test student knowledge of
proper triage in MCl scenarios.

®* Games Basketball and hangman games make termi-
nology easy and fun.

= Virtual Airway Tour A tour through the entire air-
way with an audio walkthrough. Helps students visu-
alize this complex and critical component of care.

® Animations Highly visual exercises that enhance
and reinforce anatomy, physiology, biology, and spe-
cific processes.

Skill Videos

= Anatomy and Physiology lllustrations Highlight
basic anatomy and physiology.
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Teaching and Learning Package

In today’s fast-paced learning environment, training
takes place beyond the printed page. FIRST
RESPONDER’S rich supplemental resources expand
upon the book content to provide additional enrich-
ment opportunities.

For the Student

®= Companion Website
(www.prenhall.com/bergeron)
Contains chapter-by-chapter interactive review

quizzes with immediate scoring and feedback, A&P
matching exercises, a Trauma Gallery, and annotated

links to appropriate EMS resources. Additionally, a
link to Brady's EMT-Achieve Test Prep—a valuable

tool to help prepare you for your national and state

exams—can be found here.

= Student Workbook (0-13-244747-9)
Features activities—including key term definitions,
labeling, listing, matching and short essays—and

personal development and application exercises are

designed to reinforce key concepts.

» Review and Reference Tools

Achieve: First Responder Test Preparation
(www.prenhall.com/emtachieve)

by Bob Elling is a dynamic online test preparation
product for both students and instructors that
includes test and quiz questions, DOT objectives,
rationales, video, animation, and photos as well as
score reports by content that show area progress

and areas for improvement. Instructors will be able

to monitor each student’s progress in order to
quickly identify problem areas so that corrective
action can be taken.

Review Manual for the First Responder

(0-13-118439-3) by Joseph J. Mistovich is the text to
help students pass their National Registry and other
certification exams. All items are written and tested

by educators and offer proven authoritative infor-
mation with rationales. Blending a comprehensive

collection of practice exam questions with helpful
test-taking tips and student hints, all items refer-
ence the Department of Transportation’s objectives.
As you build confidence by digging into this rich
content review, you'll find that the Brady/Pearson
test preparation system is a blueprint for success
across the boards.

Pocket Reference for BLS Providers, 3™ ed
(0-13-173730-9) by Bob Elling is written specifically
for EMT-Bs and First Responders. A must-have for
every EMT-B and First Responder, this handy, easy-
to-carry pocketsize field reference complements all
Brady First Responder and EMT-Basic textbooks and
includes patient assessment flow charts and skills
sequences.

For the Instructor

s First Responder PowerPoint Slides (0-13-513333-5)

An updated PowerPoint Slide set provides you with
everything you need for a dynamic presentation.

Instructor’s Resource Manual (0-13-513301-7)

A brand new Instructor Manual includes objectives,
presentation outlines, handouts with answer keys,
and unique classroom activities designed to engage
students and enhance the “First on Scene” feature
in the text.

TestGen (0-13-513331-9)

Thoroughly reviewed and updated. Contains
hundreds of exam-style questions, as well as refer-
ences to DOT objectives and text pages where
answers can be found or supported.

Distance Learning Options

Based on Course Compass, Black Board, and WebCT
platforms, all instructor resources, student CD, and
companion website content is provided to enable
instructors to set up and run online courses or por-
tions thereof.




First Responder Certificate Program

The American Safety & Health Institute

The American Safety & Health Institute (ASHI) is an association of safety and health edu-
cators providing nationally recognized training programs. ASHI's mission is to make learn-
ing to save lives easy. ASHI authorizes qualified individuals to offer First Responder
training and certification programs for corporate America, government agencies, and
emergency responders. To learn more about ASHI, visit www.ashinstitute.org,

About the ASHI First Responder Certification Program

In the early 1970s, officials at the U.S. Department of Transportation National Highway Traffic Safety
Administration (NHTSA) recognized a gap between basic first aid training and the training of Emer-
gency Medical Technicians (EMTs). Their solution was to create “Crash Injury Management: Emergency
Medical Services for Traffic Law Enforcement Officers,” an emergency medical care course for
“patrolling law enforcement officers.” As it evolved, the course expanded to include other “First
Responders” — public and private safety and service personnel who, in the course of performing other
duties, are likely to respond to emergencies (firefighters, highway department personnel, etc.). The
Crash Injury Management course provided the basic knowledge and skills necessary to perform lifesav-
ing interventions while waiting for EMTs to arrive. The original program was never intended for train-
ing EMS personnel. Because the Crash Injury Management course was designed to fill the gap between
basic first aid training and EMT, it was considered “advanced first aid training.” In 1978, the Crash
Injury Management course was renamed Emergency Medical Services: First Responder Training Course
and was specifically targeted at “public service law enforcement, fire, and EMS rescue agencies that did
not necessarily have the ability to transport patients or carry sophisticated medical equipment.” Then
in 1995, the course went through a major revision and its name was changed to First Responder:
National Standard Curriculum. At that time, the First Responder was described as “an integral part of
the Emergency Medical Services System.”

The ASHI First Responder program is not intended for those individuals seeking state licensure or cre-
dentialing as an EMS professional. Rather, the ASHI program is designed to fill the original need for an
“advanced first aid course” for non-EMS providers who, in the course of performing other duties, are
likely (or expected) to respond to emergencies; law enforcement officers, firefighters, and other public
and private safety and service personnel. The original First Responder program was intended to provide
these “pre-EMS" responders with the basic knowledge and skills necessary for lifesaving interventions
while waiting for the EMS professionals to arrive. That original intent - filling the knowledge and skill
gap between basic first aid training and EMS - is the intent of ASHI's First Responder program.




ASHI FIRST RESPONDER

has successfully completad and competently performed the
required knowledge and skill objectives for the

First Responder Program (40 hr.)
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American Safety & Health Institute
an association of professional safety and health educatars

ASHI APPROVED CERTIFICATION CARD

Authanzed Instructor (Print Name)

Holder's Sanature

Date Carmpleter] Renewal Dale

Training Center Phane No Training Center Nota

Successiul completion indicates card holder has mel the required knowledge and skill obgctives of the cumculum
16 the satisfaction ol an ASHI authonzed Instructor. Sucsesstul completion does nit quarantes hiture pedormance
nof imply state licensure of cradentialing. The ASHI FR currculum s based on the obectives of the First
Responder: National Standard Curmculum (USDOTINHTSA) Rate this program onfine at www ashinstitate org or

call {800) 246-5101

Evaluation of knowledge and skill competence is required for ASHI certification as a First Responder.
The student must successfully complete the 50-question ASHI First Responder Exam and demonstrate
the ability to work as a lead first responder in a scenario-based team setting, adequately directing the
initial assessment and care of a responsive and unresponsive medical and trauma patient.

STATE LICENSURE AND CREDENTIALING

ASHI’s First Responder program is designed to train and
certify—not to license or credential—First Responders.
EMS Provider licensing and credentialing are legal activi-
ties performed by the state, not ASHI. Individuals who
require or desire licensure and credentialing within the
state EMS system as a First Responder or Emergency Med-
ical Responder must complete specific requirements
established by the regulating authority. It is not the intent
of ASHI's First Responder program to cross the EMS scope
of practice threshold,

e,
hS] aMeallh & Safely

Institutle company

INTERNATIONAL USE OF ASHI FIRST RESPONDER

Given the current state of globalization and the increasing
international reach of ASHI-authorized Instructors, the
ASHI First Responder program has expanded outside of the
United States. As appropriate actions by First Responders
alleviate suffering, prevent disability and save lives, ASHI
encourages this international expansion, particularly in
areas with emerging but undeveloped EMS systems. How-
ever, as in the United States, the scope of practice for med-
ically trained persons is often subject to federal, state,
provincial or regional laws and regulations. It is not the
intent of ASHI’s First Responder program to cross the EMS
(or medical) scope of practice threshold in any country.

American Safety & Health Institute
1450 Westec Drive, Eugene, OR 97402.

Phone 800-800-7099 Fax 541-344-7429
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OBJECTIVES

housands of people become ill or are injured every day, and physicians

are seldom close by when these emergencies occur. In fact, some time

usually passes between the onset of an injury or illness and the delivery
of medical care. Emergency medical services (EMS) systems have been devel-
oped for this very reason. The purpose is to get trained medical personnel to
the patient as quickly as possible and to provide emergency care at the scene of
the emergency and en route to the hospital. Emergency Medical Responders
are an essential part of that EMS team.

You have made a great choice in deciding to become part of the EMS team
by being trained as an Emergency Medical Responder. However, the realization
that people will depend on you to provide assistance during an emergency can
be overwhelming. To gain confidence in your knowledge and skills, it is impor-
tant that you learn and understand what is expected of you in this new role.
When you do, you can act more quickly to provide efficient and effective emer-
gency care.

To begin, this chapter introduces you to EMS systems and to the roles and
responsibilities of the Emergency Medical Responder.

This chapter is based on the objectives of the U.S. DOT’s First Responder National Standard Curriculum.
Nore that cognitive objectives are listed below and beside corresponding text throughout the chapter. You will
also notice as you read each objective that the term Emergency Medical Responder is used. This is simply a
name change and reflects the new name for the First Responder.

By the end of this chapter, you should be able to (from cognitive or knowledge information):

1-1.1  Define the components of Emergency Medical 1-1.4 Discuss the types of medical oversight that may

Services (EMS) systems. (p. 4)

1-1.2 Differentiate the roles and responsibilities of the

affect the medical care of an Emergency Medical
Responder. (p. 8)

Emergency Medical Responder from other out-of-hospital 1-1.5 State the specific statutes and regulations in

care providers. (p. 7)

your state regarding the EMS system. (p. 9)

1-1.3  Define medical oversight and discuss the
Emergency Medical Responder’s role in the process.

(p. 8)
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By the end of this chapter, you should be able to feel comfortable enough to (by changing attitudes, values,
and beliefs):

1-1.6  Accept and uphold the responsibilities of an 1-1.8 Describe why it is inappropriate to judge a
Emergency Medical Responder in accordance with the patient based on a cultural, gender, age, or socio-
standards of an EMS professional. (pp. 10, 12, 14-16) economic model, and to vary the standard of care ren-

1-1.7 Explain the rationale for maintaining a profes- dsfed a3 & fesilt o that judgment. (§: 19)

sional appearance when on duty or when responding to
calls. (p. 14)

ADDITIONAL LEARNING TASKS

As you participate in this program and practice your skills, you should also be able to:

» Identify the six major duties of an Emergency Medical Responder and discuss how those duties apply directly
Lo patient care.

» Demonstrate knowledge of and be able to perform the tasks that fall within the Emergency Medical Responder
scope ol practice.
» State the major milestones in the development of the modern EMS system.

» Discuss how recent advances in technology such as global positioning systems (GPS) have enhanced the
efficiency of the Emergency Medical Responder.

B m—

o
< FIRST ON SCENE

It's a bright sunny spring day and Colin just left what he felt was one of his best interviews yet.
All that time playing on the computer and messing around with video games was starting to
pay off. If all went well, he would soon be working for a major video game development com-
pany right in his own hometown.

Things were looking up, and there was a noticeable bounce in his step as he descended
the stairs to the visitor parking lot. Just as he reached the sidewalk, he heard a yell for help from
across the lot. He hesitated for a moment and looked around to see if anyone else heard
what he did. Again, he heard a female voice yelling for help, but he could not see anyone. He
decided to investigate and go in the direction of the call.

Two rows over, he saw a middle-age woman leaning over a young boy on the ground. He
appeared to be shaking, and there was a white foamy substance coming from his mouth. The
woman saw Colin and yelled in a panicked voice for him to call an ambulance.

“Yes. Okay,"” Colin said. “I'll go back to the lobby and call for help. I'll be right back!”

He made it back to the lobby in record time and, in short bursts of words, advised the
receptionist that someone was down in the parking lot and that she needs to call 9-1-1. She
made the call and also alerted the building's Medical Emergency Response Team. With some
hesitation, Colin returned to the scene in the parking lot.

The EMS System

People have likely been providing emergency care for one another since humans
first walked on the Earth. Although many of those early treatments may seem
primitive by today’s standards, what has not changed is the awareness that

Chapter 1 Introduction to EMS Systems 3




1-1.1 Define the components
of Emergency Medical Services
(EMS) systems.

emergency medical services
(EMS) system = the chain of
human resources and services
linked together to provide con-
tinuous emergency care from the
onset of care at the prehospital
scene, during transport, and on
arrival at the medical facility.

4 Module 1 Preparatory

treatment of some kind was needed. A formal system for responding to emer-
gencies has only existed for a relatively short time (Table 1-1). It was during the
American Civil War that the Union army first began training soldiers to provide
first aid to the wounded on the barttlefield. These “corpsmen,” as they were
known, were trained to provide care for the most immediate life threats such as
bleeding. After their initial care, the injured were transported by horse-drawn
carriage to waiting physicians. Thus, the first formal ambulance system in the
United States had begun.

The first civilian ambulance services began in the late 1800s, with the sole
purpose of transporting injured and ill patients to the hospital for care. It was
not until 1928 that the concept of civilian “on-scene™ care was first implemented
with the organization of the Roanoke Life Saving and First Aid Crew in
Roanoke, Virginia.

In 1966, the National Academy of Sciences released its report entitled, “Acci-
dental Death and Disability: The Neglected Disease of Modern Society.” This
report revealed for the first time the inadequacies of prehospital care and provided
suggestions for the development of formal EMS systems.

COMPONENTS OF THE EMS SYSTEM

It hospital personnel waited for patients to come to them, many people would die
before getting medical care. Fortunately, it has become possible to extend life-
saving care to the patient through a chain of resources known as the emergency
medical services (EMS) system (Scan 1-1). Once the system is activated, care
begins at the emergency scene and continues during transport to a medical facil-
ity. At the hospital, a formal transfer of care to the emergency department (ED)
staff at the medical facility ensures a smooth continuation of care. Note that the
ED may still be commonly referred to as the emergency room, or ER, in some
areas.
The following is a list of common resources found in a typical EMS system:

Specially trained personnel.
Ambulances.

Fire departments.

Rescue squads.
Communication centers.

Air medical transport services.
Hospitals.

Law enforcement agencies.

The events that occurred on September 11, 2001, increased public awareness
of the EMS system and rescue personnel who are called “first responders.™ Unfor-
tunately, the media coverage helped confuse the distinction between a rescuer who
appears first on scene and an EMS First Responder, who is a trained medical-care
provider. Thus, the U.S. Department of Transportation (DOT) has embarked on
renaming this level of EMS from “First Responder” to “Emergency Medical
Responder.” To encourage this logical and necessary change, this textbook uses
the new title only.

Refer to Table 1-2 to compare the roles and responsibilities of the four types
of EMS responders. They are based on the U.S. DOT’s national standard curric-
ula but vary slightly from state to state. Your instructor will explain variations in
your area.



TABLE 1-1 EMS Time Line

1790s Napoleon'’s chief physician develops a system designed to triage
and transport the injured soldiers from the battlefield to estab-
lished aid stations.

1805-1815 | Jean Larrey formed the Ambulance Volante (flying ambulance).
It consisted of a covered horse-drawn cart designed to bring
medical care closer to the injured on the battlefields of Europe.

1861-1865 | Clara Barton coordinates the care of sick and injured soldiers
during the American Civil War.

1865 First civilian ambulance company is formed in Cincinnati, Ohio.

1869 New York City Health Department Ambulance Service begins
operation out of what was then known as the Free Hospital of
New York, now Bellevue Hospital.

1915 First recorded air medical transport occurs during the retreat of
the Serbian army from Albania.

1928 The concept of “on-scene care” was first initiated in 1928, when
Julian Stanley Wise started the Roanoke Life Saving and First Aid
Crew in Roanoke, Virginia.

1941-1945 | Highly trained medical corpsmen are used to treat and transport
injured soldiers from the battlefield.

1950-1973 | In the Korean and Vietnam Wars, helicopters are used to evacuate
injured soldiers and deliver them to waiting field hospitals.

1960 Cardiopulmonary resuscitation (CPR) makes its first public debut.

1966 Publication of the report entitled, “Accidental Death and Dis-
ability: The Neglected Disease of Modern Society,” commonly
referred to as the “White Paper.” The study concluded that
many of the deaths occurring every day were unnecessary and
could be prevented through better prehospital treatments.
Resulted in Congress passing the National Highway Safety Act.

1969 Emergency Medical Technician-Ambulance program is made
public.
1973 Congress passes the Emergency Medical Services Act, which pro-

vided funding for a series of projects related to trauma care.

1988 National Highway Transportation & Safety Administration
(NHTSA) defines elements necessary for all EMS systems.

1990 The Trauma Care Systems and Development Act encourages the
development of improved trauma systems.

1995 Release of the most recent update to the EMT Basic and First
Responder National Standard Curricula.

1996 Publication of the EMS Agenda for the Future, outlining the
most important directions for the future of EMS development.

1998 Release of the most recent update to the EMT Paramedic
National Standard Curricula.

1999 Release of the most recent update to the EMT Intermediate
National Standard Curricula.

Chapter 1 Introduction to EMS Systems  §



scaN 1-1 'The EMS System

1 = Emergency scene. 2 m Recognition of the crash scene and
activation of EMS.

7 m Care during transport. 8 m Transfer to hospital emergency
department (ED).
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TABLE 1-2 Levels of EMS Training

= Emergency Medical Responder—This level of EMS training is designed
specifically for the person who is often first to arrive at the scene. Many
police officers, firefighters, industrial workers, and other public service
providers are trained as Emergency Medical Responders. This training
emphasizes scene safety and how to provide immediate care for life-threat-
ening injuries and illnesses as well as how to assist ambulance personnel
when they arrive.

= Emergency Medical Technician (EMT)—In most areas, an EMT is considered
the minimum level of certification for ambulance personnel. The training
emphasizes assessment and the care and transportation of the ill or injured
patient. The EMT may also assist with the administration of certain common
medications. (This was formerly called the EMT-Basic level of training.)

= Advanced Emergency Medical Technician (AEMT)—An AEMT, or advanced
EMT, is a basic-level EMT who has received specific additional training in
specific subjects, allowing some level of advanced life support. Some of the
additional skills an AEMT may be able to perform are starting IV (intra-
venous) lines, inserting advanced airways, and administering medications.
(This was formerly called the EMT-Intermediate level of training.)

= Paramedic—Paramedics are trained to perform what is commonly referred
to as advanced life support care, such as inserting endotracheal (ET) tubes
and starting IV lines. They also administer medications, interpret electrocar-
diograms, monitor cardiac rhythms, and perform cardiac defibrillation. (This
was formerly called the EMT-Paramedic level of training.)

NOTE

As of this writing, a specialized task force led by the National Association of State EMS
Directors and the National Council of State EMS Training Coordinators has been asked
to redefine The National Scope of Practice Model. The purpose of the task force is to
look closely at our current national EMS model and make suggestions for change that
will reflect the future of EMS in the United States and how EMS systems can best meet
the needs of the populations we serve.

ACTIVATING THE EMS SYSTEM

Once an emergency occurs and is recognized, the EMS system must be activared.
Most citizens activate it by way of a 9-1-1 phone call to an emergency dispatcher,
who then sends available responders—Emergency Medical Responders, Emergency
Medical Technicians (EMTs), and Paramedics—to the scene. Some areas of the coun-
try may not have a 9-1-1 system in place. In those areas, the caller may need to dial a
seven-digit number for the ambulance, fire, police, or rescue personnel. The most
desirable 9-1-1 service is referred to as enhanced 9-1-1, which enables the communi-
cations center to automatically receive caller information, such as phone number and
address, making it easier to confirm location and reconnect should the call be lost.

Is It Safe 7

One of the most important concepts to remember as you become a part of the EMS
team is that of safety. Many people are injured and even killed each year when they

1-1.2 Ditterentiate the roles
and responsibilities of the
Emergency Medical Responder
from other out-of-hospital
care providers,

Emergency Medical
Responder ® a member of the
EMS system who has been
trained to render first aid care
for a patient and help EMTs at
the emergency scene.

Emergency Medical Technician
(EMT) ®» a member of the EMS
system whose training empha-
sizes assessment, care, and trans-
portation of the ill or injured
patient. Depending on the level
of training, emergency care may
include starting IV (intravenous)
lines, inserting advanced
airways, and administering
some medications.

Paramedic ® a member of the
EMS system whose training
includes advanced life support
care, such as inserting endotra-
cheal (ET) tubes and starting IV
lines. Paramedics also administer
medications, interpret electro-
cardiograms, monitor cardiac
rhythms, and perform cardiac
defibrillation.

Chapter 1 Introduction to EMS Systems 7



Emergency Medical Dispatcher
(EMD) = a member of the EMS
system who provides pre-arrival
instructions to callers, thereby
helping to initiate life-saving
care before EMS personnel
arrive.

W9y FiRsT ON SCENE

By the time he returned to the scene, Colin could see that the
young boy had stopped shaking. Within secands, a pair of women
arrived at the scene and introduced themselves as Elizabeth and
Nora, members of the company’s Medical Emergency Response
Team, They had equipment with them and seemed to know what
they were doing. Elizabeth knelt beside the patient and appeared
to be listening for something. Nora took the woman aside and
asked questions about the boy.

rush into an unsafe scene to help an injured victim. Take the time to stop and
observe the scene before rushing in. Do your best to identify any obvious hazards
that could endanger you or others arriving at the scene. »

For some 9-1-1 services, personnel are trained as Emergency Medical Dis-
patchers (EMDs). EMDs receive specialized training to provide pre-arrival
instructions to callers, thereby helping to initiate life-saving care before EMS
personnel arrive. Once the EMS system is activated, resources such as personnel
and vehicles are dispatched. EMS personnel will then provide care at the scene
and during transport. They also will deliver the parient to the most appropriate
medical facility.

IN-HOSPITAL CARE SYSTEM

For most patients, the care destination will be a hospital emergency department.
There the patient is further evaluated using advanced technology such as labora-
tory tests and diagnostic exams. The emergency department is the gateway to the
rest of the services that hospitals offer. If a parient has a serious injury or illness,
the role of emergency department personnel is to stabilize all immediate life
threats and transfer care to the most appropriate in-hospital resources, such as the
medical/surgical or intensive care units, or to have the patient transterred to a
more specialized hospital.

Some hospitals handle all routine and emer-
gency cases but have a specialty that sets them
apart from other hospitals. One specialty desig-
nation is a trauma center, in which specific serv-
ices and surgery teams are available 24 hours a
day. Some hospitals specialize in the care of cer-
tain conditions such as burns and cardiac prob-
lems. Other hospitals may specialize in a
particular type of patient such as pediatric and
neonatal patients.

1-1.2 Define medical
oversight and discuss the
Emergency Medical
Responder’s role in the process.

Medical Director w a physician
who assumes the ultimate
responsibility for medical over-
sight of the patient care aspects
of the EMS system.

protocols ® written guidelines
that direct the care that EMS
personnel provide for patients.

1-1.4 Discuss the types of
medical oversight thar may
affect the medical care of an
Emergency Medical Responder.

8  Module 1 Preparatory

MEDICAL OVERSIGHT

FIRST » Each EMS system has a Medical Director. The Medical Director is a
physician who assumes the ultimate responsibility for direction and oversight of all
patient care aspects of the EMS system. The Medical Director also oversees train-
ing and develops treatment protocols (written guidelines that direct the care that
EMS personnel provide for patients). Most EMS systems have prescribed protocols
for how to manage the most common types of patients, such as patients with chest
pain, cardiac arrest, difficulty breathing, and severe allergic reaction. Emergency
Medical Responders act as designated agents of the Medical Direcror.

The physician cannot physically be present at every emergency, so the EMS
system provides standing orders. These orders are in the form of protocols,
which authorize rescuers to perform specific skills in specific situations withour
actually speaking to the Medical Director. For instance, the protocol for how to
care for a patient with chest pain may include a standing order for oxygen. Thus,
the Emergency Medical Responder may provide oxygen to any patient with chest
pain based on this standing order. That kind of “behind the scenes™ medical direc-
tion is called off-line medical direction (or indirect medical direction), Procedures



physician.

FIGURE 1.1 On-line medical direction being pravided by an EMS

not covered by standing orders or protocols require the Emergency Medical
Responder to contact medical direction by radio or telephone prior to performing
a particular skill or administering care (Figure 1.1). Orders from medical direction
given in this manner—by radio or phone—are called on-line medical direction (or
direct medical direction).

As an Emergency Medical Responder at the scene of an emergency, you may
have limited access to the Medical Director. It will be necessary for you to
adhere to the training you receive or to follow the orders of on-scene EMS
providers who have a higher level of training or certification. Like all EMS per-
sonnel, you must only provide care that is within your scope of practice. The
scope of practice is defined as the care that an Emergency Medical Responder
is allowed and supposed to provide according to local, state, or regional regula-
tions or statutes. The scope of practice includes protocols and guidelines set in
place by the local jurisdicrion.

The scope of practice is based on the DOT National Standard Curriculum for
the Emergency Medical Responder but may vary from state to state and region to
region. Your instructor will inform you of any local protocols and policies that
may define your scope of practice. Always follow your local protocols.

The Emergency Medical Responder

The lack of people with enough training to provide care before more highly skilled
EMS providers arrive at a scene is the weakest link in the chain of the EMS sys-
tem. Training Emergency Medical Responders will help correct this problem.

standing orders ® specific
instructions developed by the
medical director, which author-
ize the Emergency Medical
Responder, EMT, or Paramedic to
provide care for specific medical
conditions or injuries.

off-line (indirect) medical direc-
tion ® standing orders and pro-
tocols developed by an EMS
system that authorize rescuers to
perform particular skills in cer-
tain situations without actually
speaking to the Medical Director.

on-line (direct) medical direction
= orders to perform a skill or
administer care from the on-duty
physician, given to the rescuer in
person, by radio, or by phone.

1-1.5 State the specific statutes
and regulations in your state
regarding the EMS system.

scope of practice » the care
that an Emergency Medical
Responder, an EMT, or Paramedic
is allowed and supposed to pro-
vide according to local, state, or
regional regulations or statutes.
Also called scope of care.

Chapter 1 Introduction to EMS Systems 9




emergency care ® the prehospi-
tal assessment and basic care for
the sick or injured patient. The
physical and emotional needs of
the patient are considered and
attended to during care.

47—

FIRST » Emergency Medical Responders are trained to reach patients, find out
what is wrong, provide emergency care and, only when necessary and without
causing further injury, move patients. These individuals are usually the first trained
personnel to reach the patient. An Emergency Medical Responder may be a law
enforcement officer, a member of the fire service, an office coworker, or a private
citizen (Scan 1-2). In all cases, an Emergency Medical Responder is trained and has
successfully completed an Emergency Medical Responder course. Many police otfi-
cers and firefighters are trained to this level. Industrial companies are beginning to
train employees as Emergency Medical Responders as well. The more private
citizens who become trained as Emergency Medical Responders, the stronger the
EMS system becomes.

Since the beginning of Emergency Medical Responder training programs,
hundreds of thousands of people have completed formal courses, with many
going on to provide essential care. In most areas of the United States, the care
Emergency Medical Responders provide reduces suffering, prevents additional
injuries, and saves many lives.

W92 FirsT ON SCENE ROLES AND RESPONSIBILITIES

Within minutes, the sirens of responding emergency vehicles could
be heard. By then, there were five members of the Medical Emer-

. . FIRST
gency Response Team caring for the young boy, who was begin-
ning to wake up, The team of responders placed the boy on his

Personal Safety

Your primary concern as an Emer-
gency Medical Responder at an emergency scene

side, cleared out his mouth with some kind of suction device, and 15 yontr own p(:*rsona/ safety. The desire to help
gave him some oxygen. That must have been what he needed, Fhose who are in need of care may tempt you to
because after they cleared his mouth, he woke up. ignore the hazards at the scene. You must make

10  Module 1 Preparatory

certain that you can safely reach the patient and
that you will remain safe while providing care.

Part of an Emergency Medical Responder’s concern for personal safety must
include the proper protection from infectious diseases. All Emergency Medical
Responders who assess or provide care for patients must avoid direct contact with
patient blood or other body fluids. Personal protective equipment (PPE) that min-
imizes contact with infectious material includes:

Disposable protective gloves.
Barrier devices, such as pocket face masks with one-way valves and special
filters for rescue-breathing procedures.

= Protective eye wear, such as goggles or face shields, to avoid contact with droplets
expelled during certain care procedures such as ventilating and suctioning.

= Special face masks with filters that minimize contact with airborne
MICroorganisms.

® Gowns or aprons that minimize contact of splashed blood or other body fluids.

Typically, you will only need protective gloves and possibly face masks for
most patient care situations. However, the items in the preceding list should be on
hand so that you can protect yourself and provide care safely. (More is said about
infectious diseases and personal protection in Chaprer 3.)

Emergency Medical Responders who are in law enforcement, the fire service,
or industry may be required to carry out their specific job tasks before they provide



scan 1-2 Emergency Medical Responders

2 s They may be firefighter volunteers.

1 mEmergency Medical Responders work in
(@ Craig Jackson/in the Dark Photography)

many different fields and environments.
They may be full-time fire service
personnel. (© Craig Jackson/in the Dark
Photography)

{1441
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3 mEmergency Medical Responders may be 4 mThey are homeland security personnel,
law enforcement personnel, including campus security police, shopping mall and
state troopers, ATF, DEA, and FBI agents. factory security personnel, and industrial

Medical Emergency Response Teams
(MERTs).

6 m Emergency Medical Responders are also
rescue team specialists for specific disci-
plines, such as hazardous materials, con-
fined space, swift water, ice, trench, high
angle, cave, and urban rescues.

5 mEmergency Medical Responders are park
rangers, lifequards, athletic trainers, mili-
tary combat life savers (CLSs), and execu-
tive protection personnel such as Secret

Service agents.

Chapter 1 Introduction to EMS Systems 11
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patient care (controlling traffic, stabilizing vehicles, shutting down machinery), If
this applies to you, always follow department or company standard operating
procedures.

FIRST » As an Emergency Medical Responder, you are part of the EMS system.
Your activities at the scene and the care you provide will help save lives, prevent
additional injury, and give comfort to patients.

Patient-Related Duties

Prior to receiving care, the injured or ill person is referred to as a victim. Once you
start to carry out your duties as an Emergency Medical Responder, the victim
becomes a patient. Your presence at the scene means that the EMS system has
begun its first phase of care. True, the patient may need a physician at the hospi-
tal to survive, but the patient’s chances of reaching the hospital alive are greatly
improved because an Emergency Medical Responder has initiated emergency
care.

FIRST » As an Emergency Medical Responder, you have six main patient-related
duties to carry out at the emergency scene. These duties are (Scan 1-3):

1. Size up the scene. Scene safety is your first concern, even before patient care. Eval-
uate how to protect yourself and the patient, try to determine what caused the
injury or illness, how many patients you have, and what kind of assistance you
will need. You must control the scene to protect yourself and the patients and to
minimize additional injuries. At the same time, make sure that the dispatcher is
alerted so more highly trained personnel can be sent. Should you need the police,
fire service, rescue squad, power company, or others at the scene, you must make
sure that the dispatcher is aware of this need.

2. Determine the patient’s chief complaint or primary injury. To do so, gather
informartion from the patient and by assessing the patient, as well as from
the scene and bystanders. Using the supplies you have, provide emergency
care to the level of your training. Remember, emergency care deals with both
illness and injury. It can be as simple as providing emotional support to
someone who is frightened because of a crash or mishap. Or it can be more
complex, requiring you to deal with life-threatening emergencies, such as
starting basic life support (BLS) measures for a heart attack victim. In later
chapters, you will learn how to provide a combination of emotional support
and physical care skills to help the patient until more highly trained personnel
arrive.

3. Lift, move, or reposition the patient only when necessary. You need to judge
when safety or care requires you to move or reposition a patient. When you
must move a patient, use techniques that minimize the chance of injuring your-
self.

4. Transfer the patient and patient information. Provide for an orderly transfer
of the patient and all patent-related information to more highly trained
personnel. You may also be asked to assist such personnel and work under
their direction.

5. Protect the patient’s privacy and maintain confidentiality. This responsibility is
not only a marter of good patient care, but also a matter of legaliry.

6. Be the patient’s advocate. You must be willing to be an advocate for the patient
and do what is best for him as long as it is safe to do so.



scaN 1-3 | patient-Related Duties

1 mEmergency Medical Responder is to safely

ain access to the patient. (Photo by Nathan i ;
gdndge) P fREsHe: 3 2 mEmergency Medical Responders must find

out what is wrong with the patient.

3 mEmergency Medical Responders lift or 4 mThe Emergency Medical Responder trans-
move patients when necessary without fers the patient and patient information
causing further injury. to appropriate medical personnel, pro-

tects the patient’s privacy and maintains
confidentiality, and acts as the patient’s
advocate.
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FIGURE 1.2 Maintaining skill
proficiency is an important part
of being an Emergency Medical
Responder. (© Richard T
Nowitz/Corbis)
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TRAITS

To be an Emergency Medical Responder, you must be willing to take on certain
duties and responsibilities. It takes hard work and study to be an Emergency Med-
ical Responder. Because you must keep your emergency care skills sharp and
current (Figure 1.2), you may be required to recertify or relicense periodically.

You also have to be willing to deal with people. Individuals who are sick or
injured are not at their best. You must be able to overlook rude behavior and
unreasonable demands, realizing that patients may act this way because of fear,
uncertainty, or pain. Dealing with patient reactions is often the hardest part of the
job. To do so in a professional manner is sometimes very difficult.

FIRST » All patients have the same right to the very best of care. Your respect for
others and acceptance of their rights are essential parts of the total patient care
that you provide as an Emergency Medical Responder. You cannot modify the
care you provide according to your view of religious beliefs, cultural expression,
age, gender, social behavior, socioeconomic background, or geographic origin.
Every patient is unique and deserves to have his or her needs met by a consistent
standard of care.

To be an Emergency Medical Responder, you must be honest and realistic.
When helping patients, you cannot tell them that they are okay if they are truly
sick or hurt. You cannot tell them that everything is all right, when they know that
something is wrong. Telling someone not to worry is not realistic. When an emer-
gency occurs, there is truly something to worry about. Your conversations with
patients can help relax them, if you are honest. By telling partients that you are
trained in emergency care and that you will help them, you ease their fears and
gain their confidence. Letting patients know that additional aid is on the way also
will help them relax.

As an Emergency Medical Responder, there may be limits to what you can say
to a patient or a patient’s loved ones. Telling a patient that a loved one is dead may
not be appropriate if you are still providing care for the patient. In such circum-
stances, it is often necessary for you to be tactful. Remember, people under the
stress of illness or injury often do not tolerate additional stress well.

Being an Emergency Medical Responder requires that you control your own
feelings at the emergency scene. You must learn how to care for parients, while
controlling your emotional reactions to their injury or illness. Patients do not need
sympathy and tears. They need your professional care.

As an Emergency Medical Responder, you have to be a highly disciplined pro-
fessional ar the emergency scene. You must not make inappropriate comments
about patients or the horror of the incident. You must maintain your focus on the
patient and avoid unnecessary distractions.

Providing the appropriate care requires you to admit that the stress of
responding to emergency scenes will affect you. You may have to speak with other
EMS care providers or a specialist within the EMS system to resolve the stress and
emotional challenges caused by responding to emergencies.

No one can demand that you change your lifestyle to be an Emergency Med-
ical Responder. However, first impressions are important. Your appearance alone
can earn a patient’s confidence. So, keep your uniform neat and clean at all times.
Also, how you approach the patient and the respect you show is important. Refer
to the patient in a manner thar is appropriate for his or her age. All elders should
be referred to as Mr., Mrs., or Ms., while children respond well to their first



names. The significance of these actions can greatly affect the willingness of the
patient to share information and feel comfortable in your care.

In addition, to be an Emergency Medical Responder, you must keep yourself
in reasonably good physical condition. You may be of little help to the patient if
you are unable to bend over or catch your breath. So watch your diet, exercise
regularly, and be sure to get a yearly checkup with your doctor. You do not want
to become another patient on the scene.

When you complete your training and become an Emergency Medical
Responder, you are filling a vital need in your community.

SKILLS

In addition to learning facts and information, you will be required to perform cer-
tain skills as part of your Emergency Medical Responder training. These skills
vary from course to course. The following list is an example of the skills learned
by the typical Emergency Medical Responder. You are not expected fo memorize
this list. Read the list and check off each skill as you learn it in your course.
As an Emergency Medical Responder, you should be able to:
Assess for and manage potential hazards at the scene. ;
Gain access to patients in vehicles.
Gain access to patients in buildings.
Evaluate the possible cause of an illness or injury.
Gather pertinent information from patients and bystanders.
Properly use all items of personal safery.
Conduct an appropriate patient assessment.
Gather accurate vital signs (pulse, respiration, skin signs, pupils).
Properly document assessment findings.
Relate signs and symptoms to illnesses and injuries.
Evaluate and manage a patient’s airway and breathing status.
Perform cardiopulmonary resuscitation (CPR) for adults, infants, and children.
Set up and use the automated external defibrillator (AED) on patients in cardiac
arrest.
» Control bleeding by using direct pressure, elevation, pressure dressings, and
pressure points.
s Assess and manage the patient who is showing signs of shock.
Assess and provide care for patients with closed and open injuries, including
face and scalp wounds, nosebleeds, eye injuries, neck wounds, chest injuries,
and abdominal injuries.
Perform basic dressing and bandaging techniques.
Assess and care for injuries to bones and joints.
Assess and care for possible head and face injuries.
Assess and care for possible injuries to the neck and spine.
Assess and care for possible heart attacks, strokes, seizures, and diabetic
grmergencies.
Identify and care for poisoning cases.
Assess and care for burns.
Assess and care for heat- and cold-related emergencies.
Assist a mother in delivering her baby.
Provide initial care for the newborn.
Identify and care for drug- and alcohol-abuse patients.
Perform nonemergency and emergency patient moves when required.

Chapter 1 Introduction to EMS Systems 15



FIGURE 1.3 Emergency medical
care equipment and supplies.
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= Perform triage at a multiple-patient emergency scene.

= Work under the direction of an Incident Commander in an incident command
system (ICS) or incident management system (IMS) operation.

s Work under the direction of EMTs or more highly trained personnel to help
them provide patient care, doing what you have been trained to do at your
level of care as an Emergency Medical Responder.

In some systems, Emergency Medical Responders may be required to perform
all or any of the following:

Deliver oxygen.

Apply or assist in applying a traction splint.

Apply or assist in applying a cervical collar.

Assist in securing a patient to a long spine board (backboard) or other device
used to immobilize the patient’s spine.

EQUIPMENT, TOOLS, AND SUPPLIES

Most Emergency Medical Responders carry very few pieces of equipment, tools,
and supplies. Some may carry special or separate kits for trauma emergencies,
medical emergencies, and childbirth. It is easier to grab a small kit conraining the
items needed for the incident than to pick up and carry a large kit with everything
in it. If you are assigned to a special event, such as a football game or a carnival,
you may want to include items that will meet the needs of that event in addition
to the standard dressings and bandages.

The DOT has recommended that Emergency Medical Responders know how
to use, and have available whenever possible, the following items (Figure 1.3):

= Appropriate personal protective equipment (masks and gloves).
® Triangular bandages.
» Roller-type bandages.




» Gauze pads and trauma dressings.
= Occlusive dressings.

Adhesive tape.

Bandage shears.

Eye protector (paper cup or cone).
Stick (for tourniquet).

Blanket and pillow.

Upper and lower extremity splint sets.

In some localities, Emergency Medical Responders are expected to rake a
patient’s blood pressure. In those areas, the kit would include a blood pressure
cuff and a stethoscope. Some jurisdictions may have Emergency Medical Respon-
ders administer oxygen, and also suction the patient’s mouth and nose when
needed. In those jurisdictions, Emergency Medical Responders carry oxygen
delivery systems and suctioning equipment.

The DOT has suggested that all Emergency Medical Responders should be
able to use the following tools and equipment for gaining access to patients (your
course may include other items):

Jack and jack handle.
Pliers, screwdriver, hammer, and knife.
Rope.

ADVANCES IN TECHNOLOGY

In recent years, there have been several advances in technology
that have made the job of the EMS team more effective and
efficient. One of the most important of those advances is the
introduction of the GPS to the civilian marketplace (Figure 1.4).
GPSs are becoming more common as they are being installed in
all types of public safety vehicles, including police cars, fire
engines, and ambulances. The use of GPS technology allows
emergency personnel to more easily navigate to the location of
the emergency, thus reducing response time. It also allows dis-
patch personnel to track the location of emergency vehicles
within the system and use resources more efficiently.

FIGURE 1.4 A typical GPS device installed in an
emergency vehicle

L b

NPt
P‘H FIRST ON SCENE WRAP-UP

It looked like the cavalry was arriving. There were so many vehicles with lights and sirens. First,
there were the fire trucks, two of them! Then an ambulance showed up, and behind that was
anather SUV-type vehicle painted just like the ambulance. Before Colin knew it, there was what
seemed like a dozen people all hovering over the young boy.

He stuck around to observe the excitement and even forgot for a minute why he was actu-
ally there. He heard Elizabeth give a report to the ambulance team about the boy and how she
thought he might have had a seizure.

Wow, what an exciting day. He couldn't stop thinking about the poor boy and how he
must have felt when he woke up and saw so many people hovering over him. The woman with
the boy turned out to be his mother, and she took the time to thank Colin for making sure the
call to 9-1-1 was made guickly.
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CHAPTER REVIEW

Summary

The EMS system is a chain of resources established to pro-
vide care to the patient at the scene of an emergency and
during transport to the hospital emergency department
(ED). There are four levels of EMS training: Emergency
Medical Responder, EMT, and Paramedic. EMS personnel
are dispatched to the scene of an emergency when a dis-
patcher receives a 9-1-1 call. Dispatchers may be specially
trained as Emergency Medical Dispatchers (EMDs) who
offer pre-arrival care instructions to bystanders at the
scene.

Every EMS system is required to designate a Medical
Director, a physician who assumes the ultimate responsi-
bility for medical oversight of the patient care aspects of
the EMS system. Medical direction can be off-line (indi-
rect), which includes established protocols that authorize
rescuers to perform particular skills in certain situations
without actually speaking to the Medical Director. Med-
ical direction can also be on-line (direct) via radio or
phone contact with the on-duty physician prior to per-
forming a skill or administering care.

Emergency Medical Responders are an important part
of the EMS system and are usually the first trained person-
nel ro arrive at the emergency scene. The EMS system’s pri-
mary goal is personal safety, which must begin with the

Remember and Consider

Emergency Medical Responders themselves. No one
should enter or approach an emergency scene until it is safe
to do so. No one should begin patient assessment and care
without first donning personal protective equipment (PPE).

An Emergency Medical Responder’s main duties are
sizing up the scene to ensure the scene is safe to enter, gain-
ing access to the patient, finding out what is wrong with the
patient and providing emergency care, moving patients
(when necessary), transferring the partient and any patient
information to more highly trained personnel when they
arrive at the scene, protecting the patient’s privacy and
maintaining confidentiality, and being the patient’s advocate.

Included in those duties are responsibilities such as
controlling the scene, calling the Emergency Dispatcher,
obtaining help from bystanders, and assisting more highly
trained personnel when they arrive.

The Emergency Medical Responder will be expected
to care for patients of both injury and illness. Care can
range from emotional support to basic life support (BLS)
measures. Emergency Medical Responders have to main-
tain skills, keep up to date, and deal with people. They
also must know what they should and should nor say to
patients and their families. Performing as professionals is
an important Emergency Medical Responder responsibility.

The decision to become an Emergency Medical Responder
is an important one. You should give full consideration to
all aspects of emergency care and the training program
before raking the steps to become an Emergency Medical
Responder. Once you have decided, however, you will find
it to be very rewarding.

» Become familiar with the Emergency Medical Respon-
der scope of practice in your area or region.

Investigate

» Know your roles and responsibilities as an Emergency
Medical Responder.

» Think about the qualities you would like to see in an
Emergency Medical Responder who renders care to
you or your loved ones. Do you have those qualities? If
not, think about how you can come closer to being that
kind of Emergency Medical Responder. If possible, talk
to someone who is an Emergency Medical Responder
or EMT to gain additional insight.

» Determine the locations of medical facilities in your
area and the level of care or special services they pro-
vide. Also find out where specialty centers are located
and how patients are transported to them if they are
not in the immediate area.
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» Learn what you must do to refresh your knowledge and
maintain your certification. Find and artend continuing
education classes whenever possible.

» Investigate the specific statutes and regulations in your
state or province regarding the EMS system.



Quick Quiz

1.

w

Which of the following is NOT a common compo-
nent of an EMS system?

a. ambulances

b. hospitals

¢. homeless shelters
d. fire service

. All care provided by EMS personnel within an EMS

system is overscen by a(n):
a. Medical Director,
b. Fire Chief.

. Ambulance Supervisor.
d. Nursing Supervisor.

Which one of the following best describes the role

of the Emergency Medical Responder in an EMS

system?

a. identifies hazards and transport patients

b. cares for immediate life threats and assists EMTs

c. secures the scene and serves as Incident
Commander

d. assists Paramedics with advanced skills

. Emergency Medical Dispatchers receive training that

allows them to:

a. control the scene via the radio.

b. triage patients via the radio.

¢. declare a mass-casualty incident.

d. provide pre-arrival care instructions.

Which one of the following receives the highest level
of training in an EMS system?

a. Emergency Medical Responder

b. Emergency Medical Technician

¢. Advanced EMT

d. Paramedic

6. Guidelines written by the Medical Director describe

the care that EMS personnel provide for patients.
Those guidelines are called:

a. dispatching,

b. protocols.

¢. on-line direction.

d. prescriptions.

7. Which one of the following would MOST likely be

considered a standing order?

a. Stay clear of an unsafe scene.

b. Run with lights and sirens.

¢. Begin CPR on a victim of cardiac arrest.

d. Dispatch an ambulance to an emergency scene.

8. Protocols and standing orders are forms of:

a. off-line medical direcrion.
b. on-line medical direction.
C. pre-arrival instructions.
d. standby guidelines.

9. The care that an Emergency Medical Responder is

allowed and supposed to provide according to local,
state, or regional regulations or statutes is known as:
a. scope of practice.

b. standard of care.

. national standard curricula.

d. Emergency Medical Responder care.

10. As a member of the EMS team, your primary role is

one of:

a. patient care.

b. safety.

C. transport.

d. documentation.
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s an Emergency Medical Responder, you must make many decisions

when responding to an emergency and while caring for patients.

Understanding the related legal and ethical issues will help you make
the best decisions possible.

You may already have concerns about some legal and ethical issues. For
example, should an off-duty Emergency Medical Responder stop to aid victims of
an automobile crash? Should you release information about your patient to an
attorney over the telephone? May a child with a suspected broken arm be
treated, even if a parent is not present? What should happen when a patient
who needs emergency medical care refuses it?

This chapter provides you with an overview of the legal and ethical aspects of

being an Emergency Medical Responder who provides care to ill and injured
patients of all ages.

OBJECTIVES

This chapter is based on the objectives of the U.S. DOT’s First Responder National Standard Curriculum.
Note that cognitive objectives are listed below and beside corresponding text throughout the chapter. You will
also notice as you read each objective that the term Emergency Medical Responder is used. This is simply a
name change and reflects the new name for the First Responder.

By the end of this chapter, you should be able to (from cognitive or knowledge information):

1-3.1  Define the Emergency Medical Responder scope 1-3.6  Discuss the implications for the Emergency

of care. (p. 22) Medical Responder in patienr refusal of transport.
S : : ia (pp. 24-235)

1-3.2  Discuss the importance of Do Not Resuscitate

(DNR) orders (advance directives) and local or state 1-3.7  Discuss the issues of abandonment, negligence,

provisions regarding EMS application. (pp. 27-28) and battery, and their implications to the Emergency

o o - 1C2 R i 2 —
1-3.3 Define consent and discuss the methods of Medical Responder. (pp. 28-30)

obrtaining consent. (pp. 24-26) 1-3.8  State the conditions necessary for the Emergency

» . i, ave : act. (pp. 28-2
1-3.4 Differentiare berween expressed and implied Medical Responder to have a duty to act. (pp. 28-29)

consent. (pp. 25-27) 1-3.9  Explain the importance, necessity, and legality
. . . . \ of patient confidentiality. (pp. 30-32

1-3.5 Explain the role of consent of minors in provid- P - Y- PP }

ing care. (pp. 26) 1-3.70 List the actions thar an Emergency Medical
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Responder should take to assist in the preservation of a 1-3.12 Discuss issues concerning the fundamental com-
crime scene. (pp. 33-34) ponents of documentation. (p. 34)

1-3.11 State the conditions that require an Emergency
Medical Responder to notify local law enforcement
officials. (p. 32)

By the end of this chapter, you should be able to feel comfortable enough to (by changing attitudes, values,
and beliefs):

1-3.12 Explain the rationale for the needs, benefits, and 1-3.14 Explain the rationale for the concept of varying
usage of advance directives. (pp. 27-28) degrees of DNR. (pp. 27-28)

ADDITIONAL LEARNING TASKS

As you participate in this program and practice your skills, you should also be able ro:

» Find out if your state has Good Samaritan laws, as well as who they protect and to what extent.
» Become familiar with the forms and policies pertaining ro DNR orders in your state or jurisdiction.

o
‘v FIRST ON SCENE

“Hold on!” Mike yells. She feels his body tense under the smoath leather jacket. The motorcy-
cle leans far to the right and then quickly back to the left, causing the tires to squeal and wob-
ble as the bike comes to a clumsy stop. Heather looks over Mike's shoulder and feels her
stornach go cold. Two deep gouges scar the asphalt all the way to the far side of the road,
where a small sports car is overturned and partially wrapped around a tree, Behind her, amazingly
close to the black skid marks left by the motorcycle, a man is lying in a heap on the road,

"Wait,” Mike says as Heather climbs from the bike and pulls her helmet off. “Let’s keep
going. There's got to be a pay phone up ahead somewhere! “ In a matter of seconds, the entire
Emergency Medical Respander class that Heather took two months ago flashes through her
head.

“No,” she says, quickly pulling her wind-whipped hair back into a ponytail. “That guy in
the road needs help right now!"

Legal Duties

FIRST » Most of us have heard stories about people being sued because of some-
thing they did or did not do when they stopped to help someone at the scene of an
emergency. However, successful suits of this type are not common. Most states
have established laws that minimize exposure to liability and encourage passersby
to provide emergency care to those in need. These laws require the individual who
is providing care to be doing so without promise of or actual compensation and to
remain within a specified scope of practice (sometimes called scope of care).
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1-3.1 Define the Emergency
Medical Responder scope of
care.

standard of care » the care that
should be provided for any level
of training based on local laws,
administrative orders, and guide-
lines and protocols established
by the local EMS system.

FIGURE 2.1 Different emergency
personnel may be assisting during an

emergency, including police,

firefighters, and EMTs. Each must
adhere to a specific standard of care.

(© Mark C_ Ide)

SCOPE OF PRACTICE

Recall from Chapter 1 that the term scope of practice refers to what is legally per-
mitted to be done by some or all individuals trained or licensed at a particular
level, such as an Emergency Medical Responder, EMT, or Paramedic. The scope
of practice, however, does not define what must be done for a given patient or in
a particular situation.

The scope of practice for a layperson might be based on nothing more than
common sense or an eight-hour first-aid class taken many years ago. However, the
scope of practice for Emergency Medical Responders and other EMS personnel is
based in part on the U.S. Department of Transportation’s (DOT’s) national stan-
dard curricula and, in most cases, is more clearly defined by local and state
statutes and regulations. Questions relating to scope of practice typically ask,
“Were you allowed to perform the care that you did?”

STANDARD OF CARE

The term standard of care is more subjective and deals with questions such as
“Did you do the right thing, at the right time, and for the right reasons?” It is
defined by several factors, such as scope of practice, common practice, current
research, and sometimes juries. Just like the scope of practice, standard of care
can and does vary from county to county, state to state, and region to region
(Figure 2.1).

A standard of care allows you to be judged based on what 1s expected of
someone with your training and experience working under similar conditions.
Your Emergency Medical Responder course follows guidelines developed by
the U.S. DOT as well as other authorities that have studied what is needed to
provide the most appropriate standard of care required at your level in your
region. You will be trained so that you can provide this standard of care. If the
care you provide is not up to the expected standard, you may be held liable for
your actions.
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You may be required to communicate with your Medical Director by tele-
phone or radio, and you will be expected to follow approved standing orders or
protocols for your EMS system.

Keep written notes of what you do at the emergency scene, especially if a
crime has occurred. You may be called on to provide this information at a later
date. If your EMS system requires you to complete forms, submit reports, or sign
patient transfer papers, complete these forms thoroughly and in a timely manner.
Your documentation must be able ro show that you provided an appropriate stan-
dard of care.

ETHICAL RESPONSIBILITIES

Ethics can be simply defined as “behavior.” However it is not any behavior, but
behavior that is right, good, and proper. As an Emergency Medical Responder,
you have an ethical obligation to behave in a way that puts your patient’s needs
befare your own, as long as it is safe to do so (Figure 2.2). You have a responsi-
bility to see that the patient receives the most appropriate medical care possible,
even when he does not think any care is needed. Another ethical responsibility as
a member of the EMS team is to constantly maintain your skills and knowledge.
This includes keeping abreast of recent research by reading professional publica-
tions and attending conferences when practical. It also means practicing your
skills in order to maintain confidence and an appropriate level of mastery. You
also must attend continuing education and refresher programs because it 1s neces-
sary to keep yourself ready to perform at all times. Remember, every patient
deserves the best care possible.

It is also important for you to be honest in reporting the care you provided
to a patient, even if a mistake was made. Although EMS providers should
always attempt to provide the appropriate care, mistakes do occur. Errors
should be reported immediately so corrective steps, if needed, may be taken as
soon as possible.

Behavior (ethics) is determined by beliefs (values). Doing the right thing is not
always easy and can cause you internal struggles. Many groups and professions
have a common set of shared values. These values serve as a “moral compass™ and
help guide an individual’s decision-making process. Because EMS personnel are
frequently faced with making difficult decisions, several EMS groups, agencies,
and institutions have adopted the following set of values:

FIGURE 2.2 Ethical conduct means that Emergency Medical
Responders give all patients respectful and considerate care
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1-3.3 Define consent and
discuss the methods of
obraining consent.

competence ® the state of
being competent, or properly
or sufficiently qualified or
capable of making appropriate
decisions about one’s own
health or condition.

1-3.6 Discuss the
implications for the
Emergency Medical Responder
in patient refusal of transport.
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® Integrity.
= Compassion.
»  Accountability.

= Respect.
= Empathy.

Consent

COMPETENCE

A discussion about consent would not be complete without a clear definition of
the word competence. Competence is the patient’s ability to understand an Emer-
gency Medical Responder’s questions and the implications of decisions made. For
an Emergency Medical Responder to get consent or accept a refusal of care, he
should establish whether or not the patient is competent to make such decisions.
A patient may not be competent to make medical decisions in certain cases, such
as when intoxicated, under the influence of drugs, or has a serious injury or men-
tal illness. To determine competency, the Emergency Medical Responder may
begin by asking questions that a competent adult should be able to answer, such
as where the patient is at the time, what day or month it is, and what has hap-
pened to him. Answering these questions, however, does not always establish
competence, as in the case of suicidal patients.

EECaErTTEme mm Geriatric Focus

Approximately 15% of all people in the United States older than the age of 65 demon-
strate some degree of dementia. Dementia is the deterioration of specific mental capac-
ities such as memory, concentration, and judgment. One of the most common causes
of dementia is Alzheimer’s disease.

An elderly patient with dementia may not fully comprehend the seriousness of his
situation and may not want you to provide care. In other words, the elderly patient with
dementia may not be competent to make decisions regarding his own medical care.

When presented with an elderly patient who is showing signs of disorientation, a
short attention span, confusion, or hallucinations, obtain a detailed history from
family members or caregivers, It will be important to determine if the patient’s men-
tal status is normal for him or if it has gotten worse.

Do not allow patients who are showing signs of dementia to refuse care without
further investigation into their normal state of mind. In most cases, you will want to
wait for the EMTs to arrive and take over care before you leave the scene.

REFUSAL OF CARE

FIRST » Alert and competent adults have the right to refuse care. Their refusal
may be based on a variety of reasons, including their economic situation or reli-
gious views. They may even base it on a lack of trust. Or, they may have reasons
that you find senseless. For whatever reason, competent adults may refuse care.
You may not force care on them, nor may you restrain them. Restraining any
patient against his or her wishes could result in a charge of battery for the Emer-
gency Medical Responder. Your only course of action is to try to gain a patient’s
confidence through conversation. If this fails and you feel the patient is at risk, you
may have to call in law enforcement.

A patient does not have to speak to refuse your care. If the patient shakes his head
tosignal “no” or if he holds up a hand to signal you to stop, the patient has refused your
help. If the patient pulls away from you, this may also be viewed as refusal of care.




It is important for you to understand the laws that govern patient refusal in your
area. In many jurisdictions, an Emergency Medical Responder cannot leave a patient
who is refusing care until an EMT has arrived and taken over patient care.

When your services are refused:

Do not argue with a patient.

Do not question a patient’s reasons if they are based on religious beliefs.

Do not touch a patient. If you do, this could be considered battery.

Stay calm and professional.

Make certain thar dispatch is alerted, even if a patient has stated thart he does

not want help.

» Talk with the patient. Let him know that you are concerned. Tell him that you
respect his right to refuse care, but that you think he should reconsider your
offer to help.

» Explain in plain and simple terms what the consequences are of refusing care.
In other words, a patient with chest pain who refuses care may be at risk of
cardiac arrest. This must be explained to the patient.

» Carefully document the refusal of care. Document your offer of help, an

explanation of your level of training, why you think care is needed, the conse-

quences of not accepting care, and the patient’s refusal to accept your care.

Also document the names of anyone who witnessed your efforts to assist the

patient. If your EMS system provides you with release forms, ask the patient

to please read and sign the form. Make certain that you ask him if he under-
stands what he has read before he signs the form.

A parent or legal guardian can refuse to let you care for a child. If the reason
is fear or lack of confidence, simple conversation may change the individual’s
mind. In cases involving children, if the adult takes the child from the scene before
EMTs arrive, you must report the incident to the EMTs or to the police. All states
have special laws protecting the welfare of children. Such information may have
to be passed on to the courts in order to find out if the child eventually received
needed care. Know the laws in your state and jurisdiction regarding reporting
such events. In all cases, know and follow local protocols.

1-3.4 Differentiate berween
expressed and implied consent,

expressed consent ® consent to
emergency care that is given to
an Emergency Medical Respon-
der by a competent adult who
has made an informed decision.
Also referred to as informed
consent.

" FIRST ON SCENE

EXPRESSED CONSENT

FIRST » An adult patient of legal age, when alert =" &=,
and competent, can give consent to provide care. In .
Emergency Medical Responder care, a patient’s
consent is usually oral and commonly referred to
as expressed consent (also referred to as informed
consent). To qualify as expressed consent, the

Heather approaches the man lying in the road and finds him
unresponsive. With each raspy breath, blood pours from his
mouth arid collects on the pavement in a shining pool. Unsure

patient must be making an informed decision
(Figure 2.3).

For a patient to make an informed decision, you
need ro advise the patient of the following:

Your level of training.

Why you think care may be necessary.

What care you plan to provide.

= Any consequences related to refusing care.

exactly what to do, she walks over to the overturned car
where she finds a woman, clad in a bright bikini top and cut-
off jean shorts, pinned between the passenger door and the
tree.

"Hello?" Heather says. “Are you okay?" The woman
moans softly, but her eyes remain closed.

Mike is now off the matarcycle and staring at the man in
the road. “Come on!" he shouts to Heather. “My cell phone
has no signal. Let’s go find a pay phonel”
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You must receive consent before caring for any
patient. A simple way to gain this consent can be by
stating something like, “Hi, my name is Chris. I am an
Emergency Medical Responder. May [ help you?” A
patient who is responsive may answer verbally or sim-
ply allow you to continue your care. Expressed consent
does not need to be verbal. By not pulling away or stop-
ping you, the patient is giving consent.

There are occasions when a child refuses care. By
law, only a parent or guardian of the child may give
consent or refuse care. Of course, gaining the child’s
confidence and easing any fears should be part of your
care.

FIGURE 2.3 Obtainirig consent from an adult patient prior to

providing care.

1-2.5 Explan the role of
consent of minors in providing
care.

unresponsive ® no reaction to
verbal or painful stimuli; previ-
ously referred to as unconscious.

implied consent ® a legal posi-
tion that assumes an unrespon-
sive or incompetent adult
patient would consent to receiv-
Ing emergency care if he could.
This form of consent may apply
to other types of patients (for
example, the mentally ill).

FIGURE 2.4 You may provide care
to a minar based on implied consent
when a parent or guardian is not

available.
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IMPLIED CONSENT

In emergency situations in which a patient is unresponsive, confused, or so
severely ill or injured that expressed consent cannot be given, you may legally pro-
vide care based on implied consent. It is implied that the parient would want to
receive care and treatment if he or she was aware of the situation and able to
respond. Because children are not legally allowed to provide consent or to refuse
medical care, a form of implied consent is used in most states when parents or
guardians are not on the scene and cannot be reached quickly. The law assumes
that the parents would want care to be provided for their child (Figure 2.4). The
same holds true in cases involving the developmentally disabled, the mentally ill,
or patients experiencing a behavioral emergency. It is assumed that their parents
or legal guardians would give consent for treatment.




Do Not Resuscitate Orders

FIRST » At some time, you will come upon a patient who has a Do Not Resusci- 1-3.2 Discuss the importance
tate (DNR) order. This is typically in the form of a written document, usually —of Do Not Resuscitate (DNR)
signed by the patient and his or her physician, which states that the patient has a orders (advance directives) and

terminal illness and does not want to prolong life through resuscitative efforts. A
DNR order is one type of advance directive because it is written and signed in
advance of any event where resuscitation may be undertaken (Figure 2.5). A DNR
order is more than the expressed wishes of the patient or family. It is an actual legal
document. In some cases, the patient will be wearing a DNR bracelet. This should

PREHOSPITAL DO NOT RESUSCITATE ORDERS

ATTENDING PHYSICIAN

In completing this prehospital DNR form, please check part A if no intervention by prehospital
personnel is indicated. Please check Part A and options from Part B if specific interventions by
prehospital personnel are indicated. To give a valid prehospital DNR order, this form must be
completed by the patient's attending physician and must be provided to prehospital personnel.

A) Do Not Resuscitate (DNR):
No Cardiopulmonary Resuscitation or Advanced Cardiac Life Support be
performed by prehospital personnel

B) Modified Support:

Prehospital personnel administer the following checked options:
Oxygen administration
Full airway support: intubation, airways, bag/valve/mask
Venipuncture: IV crystalloids and/or blood draw
External cardiac pacing
Cardiopulmonary resuscitation
Cardiac defibrillator
Pneumatic anti-shock garment
Ventilator
ACLS meds
Other interventions/medications (physician specify)

Prehospital personnel are informed that (print patient name)
should receive no resuscitation (DNR) or should receive Modified Suppaort as indicated. This directive

is medically appropriate and is further documented by a physician's order and a progress note on the
patient's permanent medical record. Informed consent from the capacitated patient or the incapacitated
patient's legitimate surrogate is documented on the patient's permanent medical record, The DNR order
is in full force and effect as of the date indicated below.

Attending Physician's Signature

Print Attending Physician's Name Print Patient's Name and Location
(Home Address or Health Care Facility)

Attending Physician's Telephone

Date Expiration Date (6 Mos from Signature)

local or state provisions
regarding EMS application,

FIGURE 2.5 A DNR
order is one example of
an advance directive
Other examples include
health-care proxies and
living wills
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negligence » a failure to pro-
vide the expected standard of
care.

duty to act = a legal require-
ment that Emergency Medical
Responders while on duty must
provide care according to their
department’s standard operating
procedures,

1-3.8 State the conditions
necessary for the Emergency
Medical Responder to have a
duty to act.

28  Module 1 Preparatory

not be mistaken for a medical identification bracelet, which gives information
about medical conditions and/or allergies.

There are varying degrees of DNR orders, expressed through a variety of
detailed instructions. For-example, one DNR order might stipulate that resusci-
tation be attemprted only if cardiac or respiratory arrest is observed, but not
attempted if the patient is found already in cardiac arrest. Another DNR order
might specify that only assisted ventilations may be administered should the
patient stop breathing, but if the heart stops, chest compressions are not to be
provided.

The presence of a DNR order does not mean “do not care.™ As an Emergency
Medical Responder, you have a duty to provide appropriate comfort and care
within the bounds of the DNR. It is also within the patient’s rights to withdraw
the DNR order at any time.

Many states also have laws governing living wills. These are statements signed
by the patient, commonly about the use of long-term life support and comfort
measures such as respirators, 1V feedings, and pain medications.

Negligence

FIRST » The basis for most medical lawsuits involving prehospital emergency
care is negligence. This is a term often used to indicate that a care provider either
did not do what was expected or did something carelessly. However, from a legal
standpoint, negligence is much more complicated.

For a lawsuit alleging negligence to be successful, the following four elements
must be established:

= Duty to act. The Emergency Medical Responder had a legal duty to provide
care.

= Breach of duty. Care for the patient was not provided to an acceptable
standard of care.

® Damages. The patient was injured (damaged) in some way as a result of
improper care or the lack thereof.

® Causation. A direct link can be established between the damages and the
breach of duty on the part of the Emergency Medical Responder.

In many cases, Emergency Medical Responders have a legal duty to act.
Those functioning as part of a fire service, rescue squad, police agency, or for-
mal response team may be legally obliged to respond and render care. This
means that they are required, at least while on duty, to provide care according
to their agency’s standard operating procedures. In some localities, this duty to
act may also apply to paid Emergency Medical Responders when they are off
duty.

The concepr of a “duty to act™ can be less clear in the case of Emergency
Medical Responders working in a business office or industrial environment.
When in doubt, it is best to provide care and call for help.

Because the laws governing the duty to act vary from state to state, your
instructor can inform you of the specifics in your state or region. In most cases,
an Emergency Medical Responder is considered to have a duty to act once help
is offered to a patient. If care is offered and then accepted by the patient, a legal



duty to act has been established, and the Emergency Medical Responder must
remain at the scene until someone of equal or higher training rakes over for
them.

After a duty to act has been established, the second condition for negligence
would be applicable if care was substandard—for the Emergency Medical
Responder’s level of training and experience under the conditions of the emer-
gency scene. The same would apply if the care rendered was beyond the scope
of practice.

Finally, if there was a duty to act and the standard of care was not met, a suit
for negligence may be successful if the patient was injured (damaged) in some way
due directly to the inappropriate actions of the Emergency Medical Responder.
This is a complex legal concept, made more difficult by the fact that the damage
may be physical, emotional, or psychological.

Physical damage is the easiest to understand. For example, if an Emergency
Medical Responder moved a patient’s injured leg before applying a splint and
the standard of care states that the Emergency Medical Responder should have
suspected a fracture and placed a splint on the limb, then the Emergency
Medical Responder may be negligent if this action worsened the existing
injury.

The same case becomes much more involved when the patient claims that the
Emergency Medical Responder’s inappropriate action caused emotional or psy-
chological problems. The court could decide that the patient has been damaged
and establish the third requirement for negligence.

Inappropriate care does not always involve splinting, bandaging, or some
other physical skill. As a general rule, you should always advise a patient to seek
treatment by EMTs and to go to the hospital. If you tell an ill or injured patient
that he does not need to be seen by more highly trained personnel, you could be
negligent if you had a duty to act and the patient accepted your care, but:

» The standard of care stated that you should have alerted or had someone acti-
vate the EMS system to request an EMT response, and you failed to do so.

» Delay in more advanced care caused complications that led to additional
injury.

FIRST » As stated previously, a requirement for proof of negligence is the failure
of the Emergency Medical Responder to provide care to a recognized and accept-
able standard of care. There is no guarantee that you will not be sued, but a suc-

cessful suit is unlikely if you provide care to an acceptable standard.

If your state has Good Samaritan laws, you may be protected from civil
liability if you act in good faith to provide care to the level of your training and to
the best of your ability. You will be trained to deliver the standard of care
expected of Emergency Medical Responders in your area. Your instructor will
explain the laws specific to your locality.

Abandonment

FIRST » Once you begin to help someone who is sick or injured, you have estab-

lished a legal duty and must continue to provide care until you transfer patient care
to someone of equal or higher training (such as an EMT or physician). If you leave

Good Samaritan laws = |aws

designed to protect care

providers who deliver care in

good faith, to the level of
their training, and without
compensation.

1-3.7 Discuss the issues of
abandonment, negligence, and
bartery, and their implications

to the Emergency Medical
Responder.
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FIGURE 2.6 Once care is initiated,
the Emergency Medical Responder
assumes responsibility for the
patient until relieved by more highly

trained personnel.

abandonment ® to leave a sick
or injured patient before equal
or more highly trained personnel

can assume responsibility for
care.

REMEMBER

Patient confidentiality
does not apply if you are
required by law to
report certain incidents
(such as rape, abuse, or
neglect), if you are
asked to provide infor-
mation to the police, or
if you receive a sub-
poena to testify in court.
Maintain notes about
each incident to which
you respond, and keep a
copy of any official doc-
uments filled out by you
or responding EMTs.

1-3.9 Explain the
importance, necessiry, and
legality of patient
confidentiality.
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the scene before more highly trained personnel arrive, you may be guilty of aban-
doning the patient and may be subject to legal action under specific laws of
abandonment (Figure 2.6).

Because you are not trained in medical diagnosis or in how to predict the
stability of a patient, you should not leave a patient even if someone with train-
ing equal to your own arrives at the scene. The patient may develop more
serious problems that would be better handled by two Emergency Medical
Responders.

Some legal authorities consider abandonment to include the failure to turn
over patient information during the transfer of the patient to more highly trained
personnel. You must inform those providers of the facts that you gathered, the
assessment made, and the care rendered.

Is It Safe -.:f“""

One of the most common places abandonment is likely to occur is in the emergency
department of the hospital. This occurs when an Emergency Medical Responder or
EMT arrives at the emergency department with a patient and then leaves without
a proper hand off to an appropriate ED staff member. If the patient suddenly
becomes worse and a proper hand off was not performed, it can be said that the
Emergency Medical Responder or EMT abandoned the patient and therefore may
be liable for any damages the patient may suffer. Never leave a patient anywhere
without properly handing them over to the next level of care, which includes a full
verbal report.

CONFIDENTIALITY

Confidentiality is an important concept for those who deal with and care for
patients. As an Emergency Medical Responder, you should not speak to your
friends, family, and other members of the public (including the press and media)




]' | FIGURE 2.7 To maintain patient confidentiality, discuss your

! patient only with those who will be continuing patient care.
b = .

about the details of care you have provided to a patient. You should not name the ~ confidentiality = refers to the
individuals who received vour care. If you speak of the emergency, you should not RS T e
) / / #3d - an individual has disclosed in a
relate specifics about what a patient may have said, any unusual aspects of behav-  relationship of trust and with
ior, or any descriptions of personal appearance. To do so invades the privacy of the expectation that it will not
the patient. Your state may not have specific laws stating these limitations, but L f e i
most individuals in emergency care feel strongly about protecting the patient’s
right to privacy.
Information about an emergency and patient care should only be released if
the patient has authorized you to do so in writing or you receive an appropriate
request from a court or law enforcement agency. In all other cases, refer requests
for patient information to your supervisor or other appropriate person.
Authorization is not required for you to pass on patient information to other
health-care providers who are part of the continued care of the patient (Figure 2.7).
This sharing of information with those involved in the care of the patient is a neces-
sary and important part of good patient care (Figure 2.8).
One law that governs confidentiality, the Health Insurance Portability and
Accountability Act (HIPAA), went into effect in 2003 and dictates the extent to
which patient information can be shared. HIPAA gives patients more control over
their own health care information and limits the way that information is stored
and shared with others. It also establishes strong accountability for the use and
sharing of patient information.

FIGURE 2.8 During transfer of patient care, sharing of information
with those involved in the care of the patient is a necessary and
important part of good patient care
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1-3.11 State the conditions
that require an Emergency
Medical Responder to notity
local law enforcement

officials.

o b

m FIRST ON SCENE
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Is It Safe ¢ "J

It is only natural to want to discuss the calls you respond to and the patients you care
for with your colleagues, friends, and family. However, be cautious. One of your
legal and ethical obligations is patient confidentiality. Discuss with your instructor
with whom and what you can talk about before you accidently share something
that you should not. It is better to be safe than sorry. If in doubt, don't share!

A good rule of thumb regarding the sharing of patient information is: when in
doubt, do not share. Your instructor will explain in detail what types of informa-
tion may be shared and in what situations.

Reportable Events

All 50 states have laws that define “mandatory reporters™ and whar types of
events they must report. What differs from state to state is who is considered a
mandatory reporter. For example, all Emergency Medical Responders must report
certain events or conditions that they know or suspect have occurred. These
events may include such things as exposures to certain infectious diseases, suspi-
cious burns, vehicle crashes, drug-related injuries, crimes that result in knife or
gunshot wounds, child and elder abuse, domestic violence, and rape. Check with
your chief officer, EMS division chief, or with state and federal agencies to learn
which incidents are reportable in your area and to whom or to which agency you
should report them.

Most states have included Emergency Medical Responders in the list of
mandatory reporters for cases of known or suspected child or elder abuse and
neglect. You must ask your instructor to share with you the list of defined
mandatory reporters in your state. You may also find this information by
performing a simple search on the Internet for
“mandatory reporter™ plus your state’s name.

Heather realizes that she can't safely reach the woman pinned
by the car and decides to try to help the man in the road. She
shakes off her backpack, rummages through it, and pulls out
two large beach towels.

“Help me roll him onto his side, she says to Mike. “Slow and
carefull”

They are able to get the man onto his side and clear much
of the blood from his mouth and nose.

“Hey, here cames a car,” Mike says as he holds the man’s
head still. “Let’s have them stay here with these people while
we go get help.”

“I've already started helping them,” Heather says and
arabs one of her oversized beach towels to flag down the
oncoming car. "l can’t leave now.”

The approaching car slows to a stop, and the windows
are suddenly filled with round, curious faces.

“Listen,” Heather runs to the driver’s side. “These people
are really hurt. | need you to find a phone and call 9-1-11"
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Special Situations
ORGAN DONORS

You may respond to a call where a critically injured
patient is near death and has been identified as an
organ donor. An organ donor is a patient who has
completed a legal document that allows for dona-
tion of organs and tissues in the event of his or her
death. A family member may give you this informa-
tion, or you may find an organ donor card in a
patient’s personal effects. Sometimes this informa-
tion is indicated on the patient’s driver license.

Emergency care of a patient who is an organ
donor must not differ in any way from the care of
a patient who is not a donor. All emergency care
measures must be taken regardless of donor
status.
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FIGURE 2.9 The MedicAlert bracelet is one example of a medical identification device (front and back shown)

MEDICAL IDENTIFICATION DEVICES

Another special situation involves the patient who wears a medical identifica-
tion device (Figure 2.9). This device—a necklace, arm or ankle bracelet, or
card—is meant to alert EMS personnel to the patient’s particular medical con-
dition, such as a heart problem, allergies, diabetes, or epilepsy. If the patient is
unresponsive or unable to answer questions, this device may provide important
medical information.

In some areas of the country, the “Vial of Life™ program is currently in use.
This program includes a special vial where important medical information is stored
and a window sticker that alerts EMS personnel to the presence of the vial. The vial
is kept in the patient’s refrigerator, where it can be found easily by rescuers.

CRIME SCENES

A crime scene is defined as the location where a crime has been committed or any
place where evidence relating to a crime may be found. Many crime scenes involve
injuries to people and therefore require the assistance of EMS personnel. If you
suspect a crime has been committed, do not enter the scene until instructed to do
so by law enforcement personnel.

When an Emergency Medical Responder is providing care at a crime scene,
certain actions should be taken to preserve evidence. Make as little impact on the
scene as possible, only moving items necessary for patient care. Take special care
to note the position of the patient and preserve any clothing you may remove or
damage. Try not to cut through holes in clothing from gunshot wounds or stab-
bings. Remember to report any items you move or touch.

Documentation

Documentation is an important part of the patient care process and may last long
after the call is over. Some states do not require Emergency Medical Responders
to complete specific types of documentation, but you would be wise to keep
records of all calls to which you respond (Figure 2.10). They may be needed in the
event of subpoena or lawsuit. Your instructor will inform you of legal require-
ments in your area.

1-3.10 List the actions that
an Emergency Medical
Responder should take to
assist in the preservation of a
Crime scene.

1-3.12 Discuss issues
concerning the fundamental
components of
documentarion.
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FIGURE 2.10 Even if you are not
required to do so, keep records of all
calls to which you respond in case
they are needed as evidence in
court

In special situations, you may be required by law to make written or verbal

reports. Special situations include child, elder, or spouse abuse; wounds sus-
tained or potentially sustained by violent crime; sexual assault; or infectious
disease exposure. Again, your instructor will inform vou of requirements in
your area.

§ ¥

Y92¥ FirsT ON SCENE WRAP-UP

About 30 minutes later, just when Heather was beginning to think that the people in the car
might have just kept on driving, she hears sirens approaching. “What a sweet sound!” she
thinks to herself. Within moments, the scene is filled with firefighters in bulky yellow coats and
pants, carrying multicolored bags and shouting information to each other.

The man on the road is quickly loaded into an ambulance, which rushes away with sirens
blaring. Heather turns and walks over to see what they are doing to help the trapped woman.
The firefighters have peeled most of the car away using large, noisy power tools. Once the
woman is finally freed, Heather sees that the woman’s left leg Is nearly severed at about
midthigh.

With a sigh, Heather makes her way past the blood and bent pieces of the small car and
finds Mike over by the motorcycle. She hugs him, and they both watch silently as the second
ambulance pulls away and disappears around the same bend as the first.
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CHAPTER REVIEW

Summary

Emergency Medical Responders have to learn and main-
rain their skills and knowledge to a level where they can
perform patient care to the expected standard of care. In
many states, specific laws known as Good Samaritan laws
have been written to allow you to provide emergency care
to patients without fear of civil legal action being taken
against you. That is, you may be protected if you act in
good faith, not for compensation, to a standard of care at
your level of training and to the best of your abilities.

You must have expressed (informed) consent from a
responsive, competent adult patient before you may provide
care. This consent is usually verbal but may be nonverbal as
well. In cases in which the patient is unable to give consent,
such as when he is unresponsive, you may care for the patient
under the law of implied consent. Implied consent also
applies to children and emotionally or mentally disturbed
patients when their parents or legal guardians are not present.

A patient may refuse your care.

An Emergency Medical Responder may be guilty of
negligence if the following elements can be established:

Remember and Consider

duty to acr, breach of duty, damages, and causation.
That is, negligence is proved when it can be established
that EMS personnel had a legal duty to provide care, did
not provide care to an acceptable standard of care, and
the inappropriate care caused damage (injury) to the
patient. When you stop to provide care, you are respon-
sible for the patient until someone more highly trained
takes over.

If you begin to care for a patient and then leave the
scene, you can be charged with abandonment.

Keep in mind that patients have a right to privacy, so
you must respect patient confidentiality. Also remember
that care for organ donors should not differ from care
given to any other patient, that medical identification
devices worn or carried by a patient can provide impor-
tant medical information, and that you should try to pre-
serve evidence when caring for a patient at a crime scene.

Documentation is part of the patient care process.
Always keep detailed and accurate records of the care you
provide.

Every time you respond to a call, you will be faced with some
aspect of a legal or ethical issue. It may be as simple as mak-
ing sure the parient is willing to accept your help or as com-

Investigate

plex as a terminally ill patient who refuses your care. You
may have to decide whether or not to stop and help even
though vou are off duty. You may worry about being sued.

Knowledge is your best protection. Each state enacts laws
that protect citizens, but state laws vary. Be sure you are
familiar with the laws of your state that guide the actions
of Emergency Medical Responders. Check with your
agency’s legal office or with your supervising officers on
the legal dertails of patient consent and care.

» Find out what types of consent forms and run sheets for

documentation are used in your jurisdiction.

Quick Quiz

» Obrain and review a sample DNR order from the
library or an attorney. Find out if DNR bracelets are
used and accepted in your jurisdiction.

» Learn abourt different types of evidence and the ways
you may help preserve a crime scene.

1. Which one of the following terms is best defined as
what an Emergency Medical Responder is allowed
to do based on DOT National Standard Curricula as
well as state and local statutes and regulations?

a. standard of care
b. scope of practice
¢. duty

d. negligence
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2. Which one of the following is an example of an
advanced directive?
a. prorocols
b. standing orders
¢. Do Not Resuscitate (DNR) order

d. medical direction

3. What type of consent is necessary from responsive,
comperent adult patients?
a. implied
b. applied
€. absentee
d. expressed

4. Which one of the following is NOT true about
expressed consent?

a. It is also known as informed consent.

b. It must always be given verbally by the patient.

€. It can be given by parents of minors on their
behalf.

d. The patient must be informed of your intentions.

5. What type of consent is used when a patient is
unresponsive?

a. informed
b. expressed
c. assumed
d. implied

6. Which one of the following patients may legally
refuse care at the scene of an emergency?

a. ll-year-old boy who was hit by a car while riding
his bicycle

b. 26-year-old unresponsive overdose patient

C. 46-year-old intoxicated driver of a vehicle
involved in a collision

d. 68-year-old alert woman having chest pain
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7.

10.

Which one of the following is NOT an element
required for a claim of negligence?

a. duty

b. absence of duty

c. damages

d. causarion

- Most states require Emergency Medical Responders

and other EMS personnel to report incidents involy-
ing known or suspected:

a. gun use.

b. addicrion.

¢. child abuse or neglect.
d. sexual acrivity.

Which one of the following should take place
BEFORE you enter a known crime scene?

a. The scene must be made safe by law enforcement
personnel.

b. The scene must be made safe by fire personnel.

€. You must have the permission of your supervisor.

d. You must wait for the EMTs to arrive.

Which one of the following is MOST likely a breach

of patient confidentiality by an Emergency Medical

Responder?

a. provides derailed information about the patient to
the nurse in the emergency department

b. returns to the station and shares details of the call
with colleagues

€. shares details of the patient’s condition with the
EMTs who are taking over care

d. provides details about the emergency after being
subpoenaed to the court



Well-Being of the Emergency
Medical Responder

CHAPTER 3

earning how to take care of yourself in emergency situations is critical. If

you do not make personal safety your first priority, you will likely become

another victim and part of the problem, further stressing the EMS system.
Emergency Medical Responders face challenges—emotional and physical—
when acting as part of the EMS team. Knowing about these dangers before-
hand can help you be prepared to handle them when they arise.

This chapter helps you learn what to expect and describes how you can assist
yourself, the patient, the patient's family, your own family, and other Emergency
Medical Responders in dealing with stress. Aspects of personal safety, including
how you can protect yourself from infectious diseases, are also presented.

OBJECTIVES

This chapter is based on the objectives of the U.S. DOT’s First Responder National Standard Curriculum.
Note that cognitive objectives are listed below and beside corresponding text throughout the chaprer. You will
also notice as you read each objective that the term Emergency Medical Responder is used. This is simply a
name change and reflects the new name for the First Responder.

By the end of this chapter, you should be able to (from cognitive or knowledge information):

1-2.1 List possible emotional reactions that the
Emergency Medical Responder may experience
when faced with trauma, illness, death, and dying.
(pp. 40-43)

1-2.2  Discuss the possible reactions that a patient’s
family member may exhibit when confronted with the
patient’s death or dying. (pp. 39-40)

1-2.3 State the steps in the Emergency Medical
Responder’s approach to the family confronted with
death and dying. (p. 40)

1-2.4 State the possible reactions that the family
of the Emergency Medical Responder may exhibit.
(p. 43)

1-2.5 Recognize the signs and symptoms of critical
mcident stress. (p. 43)

1-2.6 State possible steps that the Emergency Medical
Responder may take to help reduce/alleviate stress.
(pp. 43-45)

1-2.7 Explain the need to determine scene safety.
(pp. 53-59)

1-2.8 Discuss the importance of body substance
isolation (BSI). (pp. 47-53)

1-2.9 Describe the steps the Emergency Medical
Responder should take for personal protection from
airborne and bloodborne pathogens. (pp. 49-53)

1-2.10 List the personal protective equipment neces-
sary for each of the following situations: hazardous
materials, rescue operations, exposure to bloodborne
and airborne pathogens, violent scenes, crime scenes,
and electricity. (pp. 47-53, 53-55)
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By the end of this chapter, you should be able to feel comfortable enough to (by changing attitudes, values,
and beliefs):

1-2.11  Explain the importance of serving as an 1-2.14 Show compassion when caring for the physical
advocate for the use of appropriate protective and mental needs of patients. (pp. 39-40)

sqnipmieat. (. 47) 1-2.15 Participate willingly in the care of all patients.

1-2.12 Explain the importance of understanding the (p. 52)
response to death and dying and communicating

effectively with the patient’s family. (pp. 39-40) 1-2.16  Communicate with empathy to patients being

cared for, as well as with family members and friends of
1-2.13  Demonstrate a caring attitude toward any the patient. (pp. 39-40)

patient with illness or injury who requests emergency

medical services. (pp. 40, 52)

By the end of this chapter, you should be able to show how to (through psychomotor skills):

1-2.17  Use appropriate personal protective equip- 1-2.18 Complete disinfecrion/cleaning and all
ment, given a scenario with potential infectious expo- reporting documentation, given the above scenario.
sure. At the completion of the scenario, the Emergency (pp. 47-50)

Medical Responder will properly remove and discard the
protective garments. (pp. 48-49)

ADDITIONAL LEARNING TASKS

Many states and regions have a crisis intervention or a critical incident stress management (CISM) team in
place to help responders deal with the stress of a difficult emergency. Talk with your agency and find out
about crisis intervention resources. Be able to:

» ldentity the crisis intervention or CISM team in your region and determine how to access its services.

Protecting yourself—and your patients—from infectious diseases is important. You must wear protective
equipment when responding to emergencies, and you should use special disinfectants to clean equipment.
As an Emergency Medical Responder, you must be able to:

> Put on and use all personal protective equipment in appropriate situations.

» Take off and appropriately discard or dispose of all personal protective equipment.
> Disinfect or clean all nondisposable equipment used in patient care.

» Properly dispose of all disposable equipment used in patient care.

One of your most important jobs is to stay safe, both physically and emotionally. If you become a
victim, you will be of little or no use to a patient, and you may actually put other rescuers in danger.
Safeguard yourself by doing the following:

» Learn about stressors and understand how to deal with them, especially those that accompany critical
incidents.

» Constantly evaluate scene safety.

» Before providing emergency care to a patient, always use appropriate body substance isolation (BSI)
precautions. That includes wearing gloves at a minimum, and eye protection or face mask and gown as
necessary.
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W9 FirsT ON SCENE

Jake swallows the last of his hot chocolate, steps carefully across the rubber flooring, and glides
back onto the smooth ice of the skating rink. He can't help but smile. Everything is perfect,
from the crispness of the air to the sweet aftertaste of the chocolate and the warmth radiating
from his exercising muscles, He glides toward a woman who is helping a small boy with wob-
bly ankles to skate—like a scene from a Norman Rockwell painting. Just as he passes them, the
woeman pinwheels her arms and grabs for the railing that runs around the edges of the rink.

Jake digs his blades in for a quick stop, sending a spray of ice shavings into the air, and
grabs for the woman's flailing arms. He just misses her fingers and watches as she crashes onto
her back, her head bouncing off the ice with a thud. She immediately sits up, laces both hands
together on the back of her head, and begins to rock back and forth. Her cry of pain echoes
across the rink.

“Are you okay?” Jake asks. He kneels next to her and places a hand on her shaking shoul-
ders. “I'm an Emergency Medical Responder,” Jake says. “May | help you?”

She doesn't respond but continues weeping and rocking. The boy is now sobbing, too,
and trying to hold on to her jacket as he watches Jake fearfully.

It's then that Jake notices blood falling in large round splatters onto the ice. "Oh hey,
you're bleeding,” he says.

The woman suddenly looks wide eyed at Jake and then at the boy and scoots frantically
backward away from both of them. "Stay away!" She hisses between sabs. “Just stay away.”

Emotional Aspects of Emergency
Medical Care

DEATH AND DYING

As an Emergency Medical Responder, you will at some time have to deal with a

patient who has a terminal illness. Such patients and their families will have many ~ reactions that a patient’s

different reactions to the illness. A basic understanding of what they are going
through will help you deal with their stress and your own.

! " s " . patient’s death or dying,
When a patient finds out that he is dying, he will go through several stages,

each varying in duration and magnitude. Sometimes those stages are not experi-
enced in the same order given below, and sometimes they overlap one another.
Whatever the length or order of these stages, they all affect both the patient and
his family. The stages include:

Denial, or “not me.” The patient denies that he is dying and puts off having
to deal with the situation. Often, the patient displays strong disbelief.
Anger, or “why me?” The patient is angry about the situation. This anger is
often vented on family members or even EMS personnel.

Bargaining, or “OK, but first let me . . .” The patient feels that making bar-
gains will postpone the inevitable.
Depression, or “OK, but I haven't . . ." The patient becomes sad, depressed,

and often mourns things that he has not accomplished. He then may become
unwilling to communicate with others.

Acceptance, or “OK, I'm not afraid.” The patient works through all the
stages and finally is able to accept death, even though he may not welcome
it. Frequently, the patient will reach this stage before family members do, in
which case he may find himself comtforting them.
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1-2.3 State the steps in the
Emergency Medical
Responder’s approach to the
family confronted with death
and dying.

stress ® an emotionally disrup-
tive or upsetting condition that
occurs in response to adverse
external influences. Stress is
capable of affecting physical
health.

1-2.1 List possible emotional
reactions that the Emergency
Medical Responder may
experience when faced with
rrauma, illness, death,

and dying.
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Many times a patient’s family member or loved one will respond by going
through these same stages. Be mindful. Do not neglect their need for information
and compassion. Several approaches are appropriate when dealing with situations
such as these. Emergency Medical Responders may offer patients and their fami-
lies the following courtesies:

® Recognize patient needs. Treat your patient with respect and do whatever is
possible to preserve his dignity and sense of control. Speak directly to the
patient and avoid talking about him to family members or friends in his pres-
ence. Try to respond to his choices about how to handle the situation. Allow
the patient to talk abour feelings, even though it may make you uncomfortable.
Respect the patient’s privacy if he does not want to express personal feelings.

= Be tolerant of angry reactions from the patient or family members. Sometimes
they will direct their anger at you, but do not take it personally. The patient
and family need a chance to vent, and they will often choose whoever is
nearby as a target.

= Listen empathetically. That is, try to understand the feelings of the patient or
family member. There is seldom anything you can do to fix the situation, but
sometimes just listening is helpful.

® Do not give false hope or reassurance. Avoid saying things like “everything will
be all right.” The family knows things will not be all right, and they do not
want to try to justify what is happening. A simple “I'm sorry” is sufficient.

= Offer comfort. Let both the patient and the family know that you will do
everything you can to help or that you will help them find assistance from
other sources if needed. Remember, a gentle tone of voice and possibly a
reassuring touch, if appropriate, can be helpful.

EMERGENCY MEDICAL RESPONDERS AND STRESS

Stress is an emorionally disruptive or upsetting condition that occurs in response
to adverse external influences. It is capable of affecting physical health with
increased heart rate, a rise in blood pressure, muscular tension, irritability, and
depression. Almost everyone must deal with some type of stress on a daily basis,
whether driving in traffic, coping with work and family problems, meeting school
and office deadlines, or waiting for an appointment. Surveys and research reports
over the past two decades have revealed that 43% of all adults suffer adverse
health effects from stress. In fact, stress may be a factor in up to 80% of all non-
traumatic deaths. Recent research confirms that stress contributes to cardiovascu-
lar disease, stroke, diabetes, cancer, and arthritis, as well as to gastrointestinal,
skin, neurological, and emotional disorders.

Another Side of Personal Safety
Stress is a concern for all Emergency Medical Responders. The job makes intense
physical and psychological demands on your well-being. Police officers, firefight-
ers, and disaster response personnel must respond quickly to emergencies and
react appropriately to situations where lives are at risk. The need to make imme-
diate decisions about patient care is a big responsibility, A mistake caused by their
reaction to stress can cause harm to both patients and rescuers. An injury can
become more serious or pain can become more intense. Care that is delayed at the
scene or performed improperly may cause a chronic problem for the patient or
lead to long-term disability.

Two of the best ways to minimize the stress associated with responding to
emergencies and caring for patients are to work closely with other more experi-
enced responders and to practice your skills often.




FIGURE 3.1 A range of stressful reactions can result from working at emergency scenes such as
A. a multiple-vehicle collision (© Craig Jackson/in the Dark Photography) or B. storm-related disaster
(© Sun Herald/Corbis)

Causes of Stress

Emergencies are stressful events, some more than others. The following are exam-
ples of very stressful situations, or critical incidents, encountered in EMS. The
stress of any of these events can continue long after the event is over. They include:

w Multiple-casualty incidents. An emergency that involves multiple patients is
referred to as a multiple-casualty incident (MCI). MCIs may range from a
motor-vehicle crash that injures two drivers and a passenger to a large tropi-
cal storm that causes injury to hundreds of people (Figure 3.1).

» Pediatric patients. Emergencies involving infants or children are considered
some of the most stressful that EMS providers—even the most experienced
ones—are required to handle (Figure 3.2).

® Death, It can be difficult for a health-care provider to deal with the death of
a patient, and even more so if the patient is young or someone the provider
knows.

critical incident ® any situation
that causes a rescuer to experi-
ence unusually strong emotions
that interfere with the ability to
function either during the
incident or after; a highly
stressful incident.

multiple-casualty incident
(MCI) = asingle incident that
involves multiple patients. Alsa
called a mass-casualty incident.

FIGURE 3.2 A stressful event can occur at any
moment. (@ Charles H. Porter [V/Corbis Sygma)
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stressor ® the part of a situa-
tion or the situation that causes
stress.

burnout = an extreme emo-
tional state characterized by
emotional exhaustion, a dimin-
ished sense of personal accom-
plishment, and cynicism.

FIGURE 2.3 The death of a
fellow EMS provider can be one of

the most stressful events you experi-

ence. (© Chip Fast/Reuters Newmedia
Inc./Corbis)

» Violence. Not only is it difficult to witness violence against others, but it is
also dangerous. Take steps to protect yourself when responding to a violent
situation or when a situation suddenly becomes violent.

" Abuse and neglect. As an Emergency Medical Responder, you may be called
on to provide care for an infant, child, adult, or elderly patient who exhibits
signs of abuse or neglect. Remember that abuse and neglect occur in all social
and economic levels of society,

» Death or injury of a coworker. Bonds are formed among members of EMS.
The death or injury of another provider, even if you do not personally know
that person, can cause a stress response (Figure 3.3). It is also common in
smaller communities to respond to someone you know. This can add a level
of stress not seen when responding to strangers.

Remember, although everyone responds to stress differently, stress and the
reactions to it are common to all emergency personnel. It pays to stay aware of the
stress factors you are exposed to every day as well as your immediate and long-
term reactions to them. Just as important to recognizing the effects of stress in
yourself is the ability to recognize the effects in your coworkers. Keep an eye out
for signs of stress in others and offer assistance as appropriate.

Burnout

EMS personnel are trained to handle difficult situations, but they are not
untouched by what they see and do on the job. Stressors—factors that cause wear
and tear on the body’s physical or mental resources—can take their toll. Stressors
in EMS work can be as obvious as a fatal collision or the unexpected death of a
child. Sometimes, however, stress can accumulate over months or even years of
responding to ordinary injuries and illnesses.

Some EMS providers suffer from burnout, a reaction to cumulative stress or
to multiple critical incidents. Emergency Medical Responders are at increased risk
for burnout because of the demands and activities of the job. The signs of burnout
include a loss of enthusiasm and energy replaced by feelings of frustration, hope-
lessness, low self-esteem, isolation, and mistrust. Many factors contribute to
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burnout, such as multiple or back-to-back emergency events involving serious
medical problems, injuries, or death; facing public hostility; struggling with
bureaucratic obstacles; long hours; and putting up with poor working conditions.

Shift work, 12 or 24 hours at a time, can be a significant source of stress, par-
ticularly when combined with other stress factors. This pattern of work 1s com-
mon in EMS. It can be found to be even more stresstul now that there are so many
dual-income families, who often miss time shared with their children and each
other. The need for continuing education also contributes to already strained
schedules. Evening meals that could be restful times, for example, even for those
who dine by themselves, are too often replaced with high-caffeine beverages and
high-fat fast food, all consumed on the run. A healthier diet and lifestyle can help
Emergency Medical Responders combat the stressors that are an unavoidable part
of the job.

-
Is It Safe 4

Being safe means being on top of your game at all times. Burnout can cause you to
become distracted and complacent, which can cause you to miss an unsafe scene or
potential hazard. You must take care of yourself both physically and emotionally in
order to be at your best at all times. =

Both short-term and long-term stressors are occupational hazards for Emer-
gency Medical Responders. Fortunately, research in the past 15 years has found
ways to help reduce both kinds of stress. The old saying “work hard, play hard”
may not be a particularly useful expression; in fact, it may actually cause more
difficulties by trying to solve a complex problem with too simple a solution.

Signs and Symptoms of Stress

The way you handle stress can affect both your emotional health and the way you
respond to emergencies. Emergency Medical Responders have a duty to confront
the psychological effects of the work they do. Ignoring stress does not make it go
away. Instead, it may crop up in unexpected forms, such as insomnia, fatigue,
heart disease, alcohol use, increased incidence of illnesses, or other disruptive
responses. You may find yourself suffering a loss in the level of your work per-
formance and how you behave around others. Those who do not find ways to
cope with stress can become depressed, suffer physical disorders, experience
burnout, and may even have to leave the field permanently.

Recognize the signs and symptoms of stress when they appear. They include

irritability with family, friends, and coworkers; inability to concentrate; changes
in daily activities, such as difficulty sleeping or nightmares, loss of appetite, and
loss of interest in sexual activity; anxiety; indecisiveness; guilt; isolation; and loss
of interest in work or poor performance. In addition, you might experience con-
stipation, diarrhea, headache, nausea, and hypertension.

DEALING WITH STRESS

Stress may be caused by a single event, or it may result from the combined effects
of several incidents. It is important to remember that a severe incident can cause
different reactions in different people. Stress may also be caused from a combina-
tion of factors, including personal problems, such as friends and family members
who just do not understand the job. It is frequently necessary for health-care
providers to work on holidays, weekends, and during important family events.
This can be frustrating to friends and family members, which may cause stress for

1-2.4 Srate the possible
reactions that the family of the
Emergency Medical Responder
may exhibit,

1-2.5 Recognize the signs
and symptoms of critical
incident stress.

1-2.6 State possible steps
that the Emergency Medical
Responder may take to help
reduce/alleviare stress,

Chapter 3 Well-Being of the Emergency Medical Responder 43



the provider. It can also be difficult when family and friends do not understand the
strong emotions involved in responding to a serious incident.

Ways in which an Emergency Medical Responder can deal with stress include
making lifestyle changes and counseling.

Is It Safe-

Be alert for signs of stress and burnout in those with whom you work. A large part
of staying safe is having a partner who is looking out for your safety as well as his
or her own. One of the best ways to deal with stress is to talk about it. If you see
signs of stress in others, offer to talk to them and help them deal with the stressors
that are affecting them.

Lifestyle Changes

It is often difficult to make changes in the habits or the lifestyle you have devel-
oped, but it is essential to consider the effects that current conditions have on your
well-being. Remember that your health is of primary importance. Look carefully
at your life habits and consider making adjustments.

FIRST » There are several ways you can change your lifestyle when trying to deal
with stress (Figure 3.4). They include the following:

= Develop more healthful and positive dietary habits. Avoid fatty foods and increase
your carbohydrate intake. Also reduce your consumption of alcohol, sugar, and
caffeine, which can negatively affect sleep patterns and cause irritabiliry.

= Exercise. Properly performed exercise helps reduce stress. It also can help you
deal with the physical aspects of your responsibilities, such as carrying equip-
ment and performing other physically demanding emergency procedures.

FIGURE 3.4 Making lifestyle changes includes A. eating a
healthy diet and B. exercising regularly

“""“i:‘i]m,
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s Devote time to relaxing. Consider trying relaxation techniques, such as deep-
breathing exercises and meditation.

» Change your work environment or shifts, if possible, in order to allow more
time to relax with family or friends, or ask for a rotation to a less stressful
assignment for a brief time.

» Seck professional help from a mental health professional, a social worker, or a
member of the clergy. It is important to develop a healthy perspective about
what you do. Being an Emergency Medical Responder is what you do, not who
you are.

Critical Incident Stress Management

FIRST » Critical incident stress management (CISM) is an in-depth and broad
plan designed to help the Emergency Medical Responder cope with job-related
stress. Part of that plan includes the critical incident stress debriefing (CISD).
CISD is a process in which teams of trained peer counselors and mental health
professionals meet with rescuers and health-care providers who have been
involved in a major incident (Figure 3.5). These meetings are usually held within
24 to 72 hours after the incident, thus making the CISD part of the CISM. The
goal is to assist the providers in dealing with the stress related to that incident.

Participation in a CISD is strictly voluntary. No one should ever be forced
or coerced to attend. Participants are encouraged to talk about their fears or
their reactions to the incident. It is #ot a critique, and all participants should be
made aware that whatever is said during a debriefing will be held in the strictest
confidence, both by the participants themselves and the debriefing team. CISDs
are usually helpful in assisting EMS personnel to better understand their reac-
tions and feelings both during and after an incident. Attendees will also come to
understand that other members of the team are likely experiencing similar
reactions.

After the open discussion during which everyone is encouraged to share, but
not forced to do so, the debriefing teams offer suggestions on how to deal with
and prevent further stress. It is important to realize that stress after a major inci-
dent is both normal and to be expected. The CISD process can be helpful in speed-
ing up the recovery process. Typically, CISD sessions are created to help control
and then reduce the effects of the incident on emergency personnel. This includes
beginning an efficient recovery process for Emergency Medical Responders and
minimizing the effects of post-traumatic stress disorder.

critical incident stress manage-
ment (CISM) = an in-depth,
broad plan designed to help
rescue personnel cope with the
stress resulting from a highly
stressful incident.

critical incident stress debrief-
ing (CISD) = a process in which
teams of professional and peer
counselors provide emotional
and psychological support to
EMS personnel who are or have
been involved in a critical (highly
stressful) incident.

FIGURE 3.5 Emergency Medical Responders at a critical

incident stress debriefing.
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Your instructor will inform you of situations in which CISD should be
requested and how to access the local system.

Body Substance Isolation Precautions

EMERGENCY MEDICAL RESPONDERS AT RISK

body substance isolation (BS))  FIRST » As an Emergency Medical Responder, you will deal with emergencies

precautions ® practices that
minimize contact with a patient's

involving illness and injury. Therefore, you will need to protect yourself against

blood and body fluids. exposure to infectious diseases. To do that, you must take body substance isola-
tion (BSI) precautions, which are specific steps that help to minimize exposure to
a patient’s blood and body fluids. Examples of BSI precautions include wearin

REMEMBER p : p p &

protective gloves, masks, gowns, and eyewear.

Even dried body fluids

are potentially infec- Consider the following situations:

tious. Take the appropri-
ate measures to prevent

contact. his hand.

= A police officer puts handcuffs on a suspect who has a small open wound on

® A firefighter finds his leather gloves soaked with blood after extricating a
patient from a wrecked car.

FIGURE 3.6 Hand washing is one of the most effective means
of minimizing the spread of infection.
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® A lifeguard rouches dried blood while cleaning equip-
ment after an emergency.

= A sheriff’s deputy is searching the front seat of a sus-
pect’s car and is stuck by a needle that the suspect
dropped the night before.

» A firefighter, who is checking his equipment, handles
a tool covered with blood from an earlier call.

= A firefighter who arrives first on the scene to care for
a patient who has suddenly become ill is exposed to
the patient’s heavy coughing spell.

In each situation, the Emergency Medical Respon-
der may be at risk of exposure to an infectious disease.
What BSI precautions should be taken in each case
described in the preceding list? At the start of each shift,
Emergency Medical Responders should check their
hands for breaks in the skin and cover the areas that are
not intact. If unprotected hands come in contact with
blood (wet or dry) or any other body fluids, they should
be promptly washed with soap and water or a commer-
cially produced antiseptic hand cleanser (Figure 3.6).
Make sure you wear disposable synthetic gloves before
touching any patient and before handling equipment
that may have been exposed to blood and body fluids
(Figure 3.7).

To provide care to a patient who is coughing, sneez-
ing, spitting, or otherwise spraying body fluids into the
air, wear a mask and eye protection in addition to
gloves. If you must search an individual or a vehicle, use
a flashlight, mirror, or probe to search in areas that are
not visible, such as in pockets or between seat cushions.



FIGURE 3.7 A. Even law enforcement officers need to take precautions when dealing with injured individuals in unknown situations
B. In nonfire emergencies, firefighters should wear synthetic gloves under their leather gloves.

Finally, ro dispose of blood-soaked gloves or any other disposable equipment that
has blood or body fluids on it, follow the guidelines published by the U.S. Occu-
pational Safety and Health Administration (OSHA) or National Fire Protection
Association (NFPA).

Emergency Medical Responders frequently face unpredictable, uncontrol-
lable, dangerous, and life-threatening circumstances. Anything can happen in an
emergency. Making an arrest, helping a heart attack victim, carrying a child from
a burning building, stopping a brawl, helping deliver a baby—each situation has
the potential to expose an Emergency Medical Responder to infectious diseases.
Use good judgment. Follow OSHA guidelines.

It is not enough ro simply use proper BSI precautions with each and every
patient; you must also encourage others to do so. By being consistent and thor-
ough with this practice, you become a role model for your colleagues and peers
and, by your actions, encourage others to do the same.

1-2.8 Discuss the importance
of body substance 1solation
(BSI).

DEALING WITH RISK o i

'ﬂ FIRST ON SCENE

“Hold on," Jake approaches the woman
with his hands open and outstretched. “The

As an Emergency Medical Responder, you must become good at
assessing risk. Yet, some emergency personnel worry more about
acquired immune deficiency syndrome (AIDS) than they do
about going into a burning building. The fact is that AIDS is a

disease thar an Emergency Medical Responder is least likely to
acquire. As a member of the EMS team, your chances of being
infected with the human immunodeficiency virus (HIV), the virus
that causes AIDS, are very slight, even if you come in direct con-
tact with infected blood or body fluids. You are at a much greater
risk of contracting hepatitis B or C. An estimated 250 health-care
workers die each year from hepatitis or its complications, more
than from any other infectious disease.

Regardless of the risk of infection, all EMS personnel must
follow the rules for their own safety and the safety of others.
Keep in mind that an organism that can cause disease may not
always do so, and it can affect different people in different ways.
For example, an organism that you transfer from one patient to
another may cause disease in the second patient but nor the first.
In other words, the way disease is spread and develops is a sub-
ject that is so complicated that its study is a specialty unto itself.

Chapter 3 Well-Being of the Emergency Medical Responder
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worst is over. Let me help you.”

She scoots back against the low car-
peted wall that surrounds the rink and
shakes her head. “I've got hepatitis,” she
whispers, tears still flowing from her red
eyes. "Please just call an ambulance.” Her
dark hair and black jacket have been hiding
the seriousness of the blood loss, but now
that they are saturated, bright blood begins
to pool quickly on the ice around her.

lake hesitates and looks at his ungloved
hands. There is a paper cut on the side of his
left index finger. He looks from his hands to
the woman’s crying face. He turns and
shouts to the advancing skate guard, “Call
9-1-1! Then bring me a first aid kit,”
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WARNING

Liquid or droplet expo-
sure to skin, hair, gloves,
clothing, and equipment
requires you to find out
from medical direction
how to proceed. Washing
with soap may not be
enough. Contact with any
unknown microbe or
potential pathogen may
require being seen by a
physician.

pathogens ® organisms such as
viruses and bacteria that cause
infection and disease.

personal protective equipment
(PPE) m equipment such as
gloves, mask, eyewear, gown,
turnout gear, and helmet, which
protect rescuers from infection
and/or from exposure to
hazardous materials and the
dangers of rescue operations.

FIGURE 3.8 Personal protective equipment (PPE).

Do not guess at which precaurions are necessary or assume that you can easily
determine on your own how to prevent disease. You have entered this course pre-
pared to help care for illness and injury. You can begin by not becoming a patient
yourself and by not spreading infections.

Infections are caused by organisms such as viruses and bacteria. Viruses cause
illnesses such as colds, flu, HIV, and hepatitis. Bacteria cause sore throats, food
poisoning, rheumatic fever, gonorrhea, Legionnaire’s disease, and tuberculosis
(TB), to name a few. There are both viral and bacterial forms of pneumonia and
meningitis. Viruses and bacteria are also called pathogens. The term pathogen
means to generate suffering (patho-, suffering; -gen, create or form). Pathogens
are spread by exposure to body fluids such as blood and semen, as well as expo-
sure to airborne droplets, such as those that come from coughing, sneezing, spit-
ting, or even breathing close to someone’s face.

Infectious diseases are a real danger to Emergency Medical Responders. How-
ever, if you follow safety procedures and use the personal protective equipment
provided by your agency, the risks can be minimized.

FIRST » OSHA has issued strict guidelines on the precautions to take to reduce
exposure to infectious disease. You can transmit pathogens to the patient, and the
patient can transmit them to you unless you use personal protective equipment
(PPE) (Figure 3.8):

» Synthetic gloves. Inspect your hands before donning gloves and cover any broken
skin. Put on your gloves before any contact with the patient. Put on a second pair
of gloves if you are working around sharp objects, such as broken glass and metal
edges at a collision scene. If the outer gloves are torn, the gloves underneath still
provide a layer of protection. Wash hands and change gloves between patients.
OSHA has stated that hand washing is one of the most important steps to take
for infection control.

» Face shields or masks. Wear surgical-type masks for blood or fluid splatter. For
fine particles of airborne droplets (coughing), wear a high—efficien.cx particulate
air (HEPA) or N-95 respirator. In addition, a surgical-type mask may be placed

on the patient if he is alert and coop-
erates (monitor respirations).

® Fye protection. The mucous mem-
branes of your eyes can absorb fluids
and are a route for infection. Use eve-
wear that protects them from both the
front and the side.

»= Gowns. Protect your clothing and
bare skin when there is spurting
blood, childbirth, or multiple injuries
with heavy bleeding. «

Because you cannot tell if patients
have infectious diseases just by looking
at them, it 1s important to wear PPE for
any contact with a patient. This includes
wearing gloves at all times, plus face
shields and eye protection whenever you
may be exposed to splattering fluids or
airborne droplets. This protection forms
a barrier between you and the patient.
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Your instructor will show you how to properly put on and use your protective
equipment in a way that maintains its cleanliness (Scan 3-1). You will also learn
how and where to properly dispose of all used materials (Figure 3.9). In addition,
it is important that all reusable equipment is cleaned or disinfected with soap and
water and/or a bleach solution (Figure 3.10). You must learn, understand the need
for, and practice these infection control procedures to reduce your risk of infec-
tion. Infection control procedures are based on guidelines from OSHA and the
Centers for Disease Control and Prevention (CDC), and practicing them is a part
of your responsibility as an Emergency Medical Responder.

Today, governments at the local, state, and federal levels are taking steps to
protect Emergency Medical Responders from exposure to infectious diseases. The FIGURE 3.9 Examples of
CDC has created detailed guidelines for how to stay safe while caring for patients. biohazard containers.
These guidelines are referred to as Standard Precautions. One of the underlying
concepts that form the foundation for these guidelines is the assumption that all
blood and body fluids are potentially hazardous and must be treated as infectious.

AIRBORNE AND BLOODBORNE PATHOGENS

FIRST » Infectious diseases range from such generally mild conditions as the 1-2.9 Describe the steps the
common cold to life-threatening diseases such as tuberculosis. The four dis- Emergency Medical Responder

eases of most concern to Emergency Medical Responders are (Table 3—1): should takeJor persanal
protection from airborne and

; .y s bloodborne pathogens.
® Human immunodeficiency virus (HIV). e

= Hepatitis.
= Tuberculosis (TB).
s Meningitis.

HIV is the pathogen that causes AIDS. As yet, there is no cure, but there are
newly developed medications that help reduce the patient’s symptoms. Even so,
new medical developments should not prevent you from using PPE while caring for
every patient. Keep in mind several facts about HIV. First, HIV does not survive <
well outside the body. It is not as concentrated in body fluids as is the hepatitis B
virus. HIV is also much more difficult to transmit than hepatitis B. The routes of
exposure to HIV are limited to direct contact with nonintact (open) skin or mucous
membranes and with blood, semen, or other body fluids. Thus, it is unlikely that a
rescuer taking proper BSI precautions will get the disease on the job.

In contrast to HIV, hepatitis B is a very tough virus. v
It can survive on clothing, newspaper, or other objects
for days after infected blood has dried. HBV causes per-
manent liver damage in many cases and can be fatal.
Several other forms of the disease, including hepatitis C,
are less common than hepatitis B but still present a risk
to Emergency Medical Responders.

Tuberculosis (TB), a disease most often affecting the
lungs, can also be fatal. Although thought to have been
nearly eradicated as recently as 1985, TB has had a
resurgence. Even worse, new strains of the disease are
resistant to treatment with traditional medications.
Unlike HIV and hepatitis B, TB is spread by aerosolized
droplets in the air, usually the result of coughing and
sneezing. Thus, TB can be contracted even without FIGURE 3.10 S_afe Workp‘Eace procedures mclude facilities for
direct physical contact with a carrier. Use face masks deaning santaminaled eqlipment.and supplics:
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scan 3-1 Proper Removal of Gloves

1 = Begin by grasping the outer cuff of the oppo- 2 ® Carefully slip the glove over the hand, pulling
site glove. it inside out.

3 m Next, slip a finger of the ungloved hand 4 m Carefully slip it off, turning it inside out.
under the cuff.

5 m Once removed, both gloves will end up inside
out with one glove inside the other. This will con-
tain any blood or body fluids.
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TABLE 3-1 Diseases of Concern to Emergency

Medical Responders

DISEASE HOW TRANSMITTED VACCINE
Acquired immune Needle sticks, blood splash No
deficiency syndrome/human | on mucous membranes (eye,
immunodeficiency virus mouth), or blood contact with

(AIDS/HIV) open skin

Hepatitis B virus (HBV) Needle sticks, blood splash on Yes

mucous membranes (eye, mouth),
or blood contact with open skin;
some risk during mouth-to-mouth
CPR and exposure to contami-
nated equipment and dried blood

Tuberculosis (TB) Airborne aerosolized droplets No
Meningitis Respiratory secretions or saliva Yes, for
one strain

with one-way valves for rescue breathing. Use a HEPA respirator or N-95 respira-
tor when TB is suspected (Figure 3.11). These respirators greatly reduce the risk
of exposure to this airborne disease.

Meningitis, an inflammarion of the lining of the brain and spinal cord, is also a
serious disease, especially for children. The most infectious varieties of meningitis are
caused by bacteria. Meningitis is transmitted by respiratory droplets, like TB, but is
far easier to contract. The disease may have a rapid onset (several hours to a few
days) and needs quick treatment with antibiotics. Antibiotics taken after exposure to
bacterial meningitis may prevent acquisition of the disease.

Not all pathogens are well understood. In fact, there are new pathogens
emerging all the time. The following is a list of well known pathogens that

FIGURE 3.11 Wear either A. a high-efficiency particulate air (HEPA) mask or B. an N-85 to minimize your
chances of being exposed to an airborne pathogen.
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have received significant attention from both the CDC and the media in recent
years:

» Severe acute respiratory syndrome (SARS). First reported in Asia in 2003, the
SARS virus quickly spread to more than 8,098 people in two dozen countries
in North America, South America, Europe, and Asia. According to the World
Health Organization (WHO), a total of 774 died before the SARS global out-
break of 2003 was contained.

» West Nile virus (WNV). A potentially serious illness, WNV, experts believe,
has been established as a seasonal epidemic in North America that flares up
in the summer and continues into the fall. The severe symptoms include high
fever, headache, neck stiffness, stupor, disorientation, coma, tremors, convul-
sions, muscle weakness, vision loss, numbness, and paralysis. These symptoms
may last several weeks, and neurological effects may be permanent.

® Avian flu. This is a form of influenza that is common in birds and, in rare cases,
has been known to spread to humans, in which it causes a high likelihood of death.

s Methicillin-resistant staphylococcus aurens (MRSA). This bacteria is resistant o
certain antibiotics, including methicillin and other more common antibiotics
such as oxacillin, penicillin, and amoxicillin. Staph infections, including MRSA,
occur most frequently among people in hospitals and health-care facilities (such
as nursing homes and dialysis centers) who have weakened immune systems.

EMPLOYEE RESPONSIBILITIES

An infection control program will only work if Emergency Medical Responders
learn and follow correct procedures. As an Emergency Medical Responder, you
have an obligation to adhere to safe work practices in order to protect yourself,
your family, and the public. Washing hands regularly, using gloves and other PPE,
and making safe work practices a habit are good ways to start.

NOTE

You may not withhold emergency care from a patient who you think may have an
infectious disease. With the proper precautions, you can provide emergency care to
people infected with HIV or hepatitis B without putting yourself at risk. To date, there
are no known cases of emergency workers contracting HIV or hepatitis B during rou-
tine patient care using gloves and appropriate PPE. Emergency Medical Responders
who practice infection control should feel confident that they are not risking their lives.

oy o
= FIRST ON SCENE IMMUNIZATIONS

The woman's sobs slowly taper off and, as One of the many ways that Emergency Medical Responders can
her bloody hands drop to the ice, Jake sees minimize the risk of acquiring an infectious disease is by becom-
that she is losing consciousness. Her eyes ing immunized. Vaccines have been developed for many of the
are shifting groggily from him to the crowd more common infectious diseases we see today. While most

of onlookers and to the small boy who is
now being comforted by a teenage girl. Jake
wants so badly to help the woman some-
how, to apply pressure to stop her bleeding,
to hug her and tell her that she'll be akay—
anything. But hepatitis. Wow, he thinks. He

receive these vaccinations as part of childhood wellness checks,
there are additional vaccines available to adults.

[n 1992, OSHA mandated that all employees who have a rea-
sonable risk of becoming exposed to blood or other potentially
infectious material (OPIM) while performing their normal job

doesn't want to get hepatitis. duties must be offered hepatitis. B vaccinatigns (Figure 3.12).
As the small mumbling crowd watches, Although the employer must offer the vaccine at no charge,

the woman’s eyes slowly close and she employees do have the option to decline.

slumps over onto the red ice. New vaccines are being developed all the time, some that

could greatly decrease the likelihood that you could acquire an
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FIGURE 3.12 The OSHA-mandated infectious disease program includes immunizations

against certain diseases. (@ Michal Heron)

infectious disease. Be sure to educate yourself and consult with your own physician
before receiving vaccinations.

Scene Safety

Ensuring scene safety starts before Emergency Medical Responders actually
arrive at the scene. En route to the scene, it is important to get as much informa-
tion as possible from dispatch about the emergency. The nature of the call will
help determine what type of BSI precautions and equipment may be needed, as
well as what type of approach precautions to take. Dispatchers will not always
have complete or accurate details about an incident. Often, those who report an
emergency are excited, nervous, confused, in pain, or in a panic. They may even
hang up before they finish giving all the derails. Become familiar with your
response area and the types of calls typical to it, so you can be prepared for both
the expected and the unexpected.

When approaching an emergency scene, look around for hazards and listen
for noises in the area. Is it quiet, and is that normal for the area? Is there yelling,
screaming, gunshots, dogs barking? Decide where to place the vehicle: facing the
scene to provide lighting or beyond the scene to provide quick and easy supply
access and patient loading, on the street to block tratfic and protect the scene or
off the street to protect yourself and your partner. When deciding where to posi-
tion the vehicle, consider that placement must provide for access to equipment,
efficient loading of the patient, and continued traffic flow where possible or at least
rerouting of traffic around the scene.

Before approaching the patient, you must ensure scene safety—for yourself,
the patient, and bystanders. Look for the presence of weapons, and do not
attempt to provide care if you see them. There may be hazardous materials, toxic
substances, downed power lines and broken poles, or unstable vehicles at the scene.
Environmental conditions such as icy and slippery roads, steep grades, rocky terrain,

1-2.7 Explan the need to
determine scene safery.

1-2.10 List the personal
protective equipment necessary
for each of the following
situations: hazardous
materials, rescue operations,
exposure to bloodborne and
airborne pathogens, violent
scenes, crime scenes, and

electricity.
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or heavy traffic and a crowd of onlookers must all be con-
sidered in your approach, placement of your vehicle, and
care of your parient.

Violent situations may involve weapons—not just
guns but knives or bats, boards, chains, and other items
(Figure 3.13). These can be used to harm you, just as they
harmed the victim. You may also be responding to a
crime scene where you want to be aware of the potential
for violence, where you do not want to approach until
it is clear, and where you do not want to disturb evidence
any more than you must while caring for the patient.
Crowds can also be potentially dangerous. When neces-
sary, notify dispatch that you need assistance for crowd

FIGURE 3.13 Safety at the scene includes looking for control and law enforcement for protection and scene
weapons as you approach, Do not approach anyone who is security.

armed with any type of weapon.

hazardous materials
incident » the release of a
harmful substance into the
environment. Also called a
hazmat incident.
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Keeping yourself safe is your first responsibility. Once
you can ensure your own safety, approach and rake care of
the patient. Following are specific types of unsafe incidents where Emergency
Medical Responders must take special precautions.

HAZARDOUS MATERIALS INCIDENTS

Some chemicals can cause serious illness or death, even if your exposure is brief.
They may be transported by truck or rail and stored in warehouses or used in
local industries. If there is a collision in which transported chemicals are spilled or
if stored containers begin to leak, the spilled chemicals are likely to be considered
a hazard to the community and to responding EMS personnel.

Emergency Medical Responders should maintain a safe distance from the
source of the hazard and treat it as a hazardous materials incident. Placards may
help with identifying materials in motor-vehicle collisions. These placards use
coded colors and identification numbers that are listed in the Emergency
Response Guidebook, a handbook published by the U.S. DOT. This book should
be placed in every emergency response vehicle. It can provide important informa-
tion about a hazardous substance, as well as information on safe distances, emer-
gency care, and suggested procedures in the event of spills or fire.

Is It Safe?

One of the most important concepts you can learn and live by is that Emergency
Medical Responders are usually unprepared to deal with a hazardous materials
spill. If you suspect a hazardous material is involved in a scene to which you are
responding, stay clear and call in a specialized hazmat team to secure the scene
before you enter. w»

It also is always wise to carry a pair of binoculars in your vehicle. Use them to
identify hazardous materials placards from a safe distance, thus ensuring vour
own safety.

As an Emergency Medical Responder, your most important duty in a haz-
ardous materials incident is to recognize potential problems and take action to
preserve your own safety and that of others. (See Chapter 15 for a more detailed
discussion of the Emergency Medical Responder’s responsibilities ar a haz-
ardous materials incident.) You should also make sure an appropriately trained



hazardous materials response team is notified (Figure
‘ 3.14). These teams have special training and equipment
| to handle such incidents, so it is important that you not
take any action other than protecting yourself, your
| patients, and bystanders. An inappropriate action could
cause a larger problem than the already existing one.
Many emergency response agencies require hazardous
materials training at the awareness level. Your instructor
can inform you of the requirements in your area.

RESCUE OPERATIONS

Emergency Medical Responders may be first on the
) scene of an emergency that involves rescue. Rescue
scenes may include dangers from electricity, fire,
explosion, hazardous materials, traffic, or water and
ice. It is important to evaluate each situation and
) request assistance from the appropriately trained
teams. You may need the police, fire services, the util-
) ity company, or other specialized personnel. Never
perform acts that you are not properly trained to do.
Secure the scene to the best of your ability, and then
wait for the help you have requested to arrive. Remem-
ber that whenever you are working at a rescue opera-
) tion, you must use PPE, which may include turnout
'i gear, protective eyewear, helmet, puncture-proof
gloves, and disposable synthetic gloves.

FIGURE 3.14 Emergency Medical Responders should wait for
hazmat teams to arrive at the scene of any hazardous materials

. incident.
VIOLENCE AND CRIME SCENES -

Emergency Medical Responders may also respond to scenes involving victims of
violence or crime. In some areas, EMS providers are issued bulletproof vests for
their protection, along with PPE. No matter what area you work in, your first pri-
ority—even before patient care—is to be certain the scene is safe before you enter
it. Threatening people or pets, people with weapons, intoxicated people, and oth-
ers may present problems that you are not prepared to handle. Recognize these

| situations and request the necessary help. Do not enter the scene until help arrives
to secure it and make it safe for you to perform your duties.

By

&—Qﬂ FIRST ON SCENE WRAP-UP

Ten minutes after the woman fell, a group of firefighters and EMTs are walking gingerly across
the ice. They are sliding a gurney piled high with equipment bags toward her. Jake explains to
the first uniformed rescuer what happened and lowers his voice as he mentions the hepatitis.

The crews, already wearing gloves, quickly put an oxygen mask on the woman, contral her
bleeding, and secure her to a long yellow board. As they are lifting her onto the gurney, she
wakes.

“| think she'll be okay," the EMT at the head of the gurney says to Jake. "It was the right
thing ta call us.”

As lake accompanies them to the edge of the rink and watches as the crews take her and
the boy out of the arena, he again looks down at his hands. He decides never again to be
caught without a pair of exam gloves.
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CHAPTER REVIEW

Summary

One way an Emergency Medical Responder can help
patients and their families cope with death and dying is to
understand their stages of grief, which include denial,
anger, bargaining, depression, and acceptance.

Stress is a daily part of an Emergency Medical Respon-
der’s job. A stressor may be a single terrible event or a
series of events that, when combined, will overload the
ability of a rescuer to cope. Emergencies that produce
excessive stress include hazardous materials incidents or
multiple-casualty incidents. Emergencies involving pedi-
atric patients, death, violence, abuse and neglect, and the
death or injury of another rescuer also are associated with
excessive stress. Emergency Medical Responders may find
themselves reacting unexpectedly and immediately or
experiencing a delayed reaction days or weeks following
an event. Typically, a rescuer will recover from an acute
stress reaction in a few days or weeks. However, cumula-
tive stress may lead to burnout, which may require profes-
sional counseling. To help reduce the stress associated
with responding to emergency situations, rescuers can
make lifestyle changes or adjustments. In more severe
cases, professional help or counseling may be of impor-
tance in ensuring emotional well-being.

Taking the steps necessary to deal adequately with
stress associated with a critical incident may be best
accomplished by following your EMS system’s critical

Remember and Consider

incident stress management (CISM) recommendartions,
including peer counseling through critical incident stress
debriefing (CISD).

Safeguarding your well-being is critical. Dealing with
risk is often part of the rescuer’s roles and responsibilities.
Many situations put the Emergency Medical Responder at
risk of exposure to infectious disease. It is important for
the Emergency Medical Responder to be familiar with and
follow OSHA guidelines for infection control. To protect
yourself from pathogens, use personal protective equip-
ment (PPE) such as gloves (always), face shields or masks,
eye protection, and gowns when necessary. These protec-
tive barriers between you and the patient are called body
substance isolation (BSI) precautions. Dispose of PPE
properly.

Four pathogens present especially significant risks to
Emergency Medical Responders. They are HIV, hepatitis
(rypically bloodborne), tuberculosis, and meningitis (typi-
cally airborne). Do not limit your thinking to just these
four, and do not believe that an outbreak must be reported
for there to be a danger.

It is the responsibility of the Emergency Medical
Responder to provide emergency care to all patients,
regardless of their real or potential level of infection.
Ensure your personal safety by being alert to the potential
for danger at every emergency call.

Remember that your safety has to come first. For you to
help others, you must first take care of yourself. Keep in
mind that your emotional safety is also important in order
to prevent burnout, which often causes a loss of personnel
[0 emergency response services.

» Identify a network of family or friends who may be able
to assist you in handling stress.

Investigate

» Make sure you have the necessary PPE available when-
ever you may be responding to an emergency. Use the
equipment every rime, on every call. If you do this, you
will not have to wonder if vou were protected on
“that” call.

¥ Learn how and when to access the CISM in your local
area.

» Practice putting on PPE and determine what equipment
is necessary for different types of emergency responses.
Learn how to properly dispose of items after use.
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» Learn what types of specialized assistance or specially
trained personnel are available in your area and how to
establish contact in case of an emergency.



Quick Quiz

. All of the following are common emotional reactions
of an Emergency Medical Responder who has faced
serious trauma, illness, or death, EXCEPT:

a. depression.

b. burnout.

c. low blood pressure.
d. insomnia.

. The best definition of the term stressor is anything
that:

a. produces wear and tear on the body’s resources.

b. consumes the attention of the person experiencing
stress.

¢. puts pressure on the body.

d. causes significant behavioral changes.

. Common causes of stress for Emergency Medical
Responders include all of the following EXCEPT:

a. driving with lights and sirens.

b. multiple-casualty incidents.

¢. severely injured pediatric patients.
d. the scene of a violent crime.

. All of the following are terms used for the stages

a person experiencing death might experience
EXCEPT:

a. denial.

b. anger.

¢. bargaining.
d. refusal.

. Which one of the following would be the best
response by an Emergency Medical Responder to
family members who are facing the death of a loved
one?

a. Avoid talking directly to the patient.

b. Do not tolerate angry reactions.

¢. Try your best to understand their feelings.
d. Tell them everything will be okay.

6.

10.

All of the following are common signs and symptoms
of stress EXCEPT:

a. irritability.

b. difficulty sleeping.

c. increased apperite.

d. difficulty concentrating,.

. Which one of the following statements abour critical

incident stress is MOST accurate?

a. ltis rarely caused by a single incident.

b. It can be the result of many incidents over a long
period of time.

¢. It affects all people the same way.

d. It can always be avoided with proper preparation.

. Which one of the following is the BEST definition of

critical incident stress management?

a. It is a broad plan designed to help EMS personnel
cope with job-related stress.

b. It mainly consists of a defusing process.

¢. Itis a mandatory process in which all responders
must participate.

d. It focuses on the appropriateness of patient care
delivered at the scene.

. Take body substance isolation (BSI) precautions:

a. for TB and HBV patients only.

b. for any ill or injured patient.

¢. only for patients who have a known infection.
d. only for patients who are bleeding.

Which one of the following is the pathogen that most
often affects the lungs and can be spread by a patient
coughing?

a. human immunodeficiency virus (HIV)

b. hepatitis B

€. meningitis

d. tuberculosis (TB)
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The Human Body
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s an Emergency Medical Responder, you will not be able to provide
care for an ill or injured patient unless you have an idea of where the
problem lies. This requires a patient assessment. To assess a patient
adequately, you must be familiar with normal anatomy and the terms used to
describe it. In addition, this knowledge will make it possible for you to give an
accurate patient report, even over a telephone or radio.
This chapter introduces you to the anatomy of the human body, including its
major systems and their basic functions. It also introduces you to terms used to
describe a patient’s position and condition.

OBJECTIVES

This chaprer is based on the objectives of the U.S. DOT’s First Responder National Standard Curriculum.
Note that cognitive objectives are listed below and beside corresponding text throughourt the chapter. You will
also notice as you read each objective that the term Emergency Medical Responder is used. This is simply a
name change and reflects the new name for the First Responder.

By the end of this chapter, you should be able to (from cognitive or knowledge information):

1-4.1 Describe the anatomy and function of the respi- 1-4.3  Describe the anatomy and function of the mus-
ratory system. (p. 66; also see Chapter 6) culoskeletal system. (p. 66; also see Chapter 11)

1-4.2  Describe the anatomy and function of the circu- 1-4.4  Describe the components and function of the
latory system. (p. 66; also see Chapters 8 and 10) nervous system. (p. 66; also see Chapter 11)

ADDITIONAL LEARNING TASKS

A basic understanding of the normal anatomy and function of the human body will help the Emergency
Medical Responder know when something is wrong with a patient. Anatomical descriptions and positional and
directional terms will help you report patient problems more accurately. Practice using them and be able to:

» Describe the standard anatomical position.

» Define and properly apply the terms anterior, posterior, midline, medial, lateral, proximal, distal, superior, inferior,
patient’s right and left, prone, supine, and right and left lateral recumbent positions.
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It is also helpful to know the five major regions of the body and the contents of
the four major body cavities. Be sure you are able to:

» Use common terms to list the five major regions of the body and the subdivisions
of each region.

» Name and locate the four major body cavities.

» Name and locate the organs contained in each body cavity.

» ldentify the four abdominal quadrants.

» Name two types of structures that are found in every location in the body.
» List and define the major body systems.

o B WS

“W¥ FIRST ON SCENE

“George 14, George 1-4," says the dispatcher, interrupting Stephanie’s cell phone call.

“Go ahead for George 14," she says after snapping the phone shut.

“George 14, respond to Highway 4 between Ottoman and West Carlin for a check on the
welfare of Adam 9. He was on a traffic stop about four minutes ago and we can't get a
response now. "

“Copy.” She puts her cruiser into drive and activates the lights and siren. “George 14
responding from Okalusa Drive and Southwest 14th.” She realizes her stomach is tight and
growing nauseous as she covers the distance to Jason’s location.

He was having radio trouble earlier in the day, so she thinks it's probably nothing. Then
again, the department has been making an increasing number of drug-related arrests now that
summer is here, and the lake is attracting visitors at a record pace. She forces herself to focus
on the road ahead as she travels along the dusk-lit concrete surface of Highway 4.

Cresting the hill just past the West Carlin exit, she sees a patrol car on the shoulder of the
highway, take-down lights still flashing, but nothing else. No other vehicles, no movement, and
no police officer. As she pulls up to the empty, idling car her stomach drops. She has to force
her hand to stop trembling as she grabs the radio mic. There, sprawled in the dirt an the side
of the road and not moving is State Patrolman Jason Patnode.

Overview of the Human Body

Students beginning training in Emergency Medical Responder courses are often a
little worried about having to learn human anatomy. Don’t be. As an Emergency
Medical Responder, you will not need to be as precise as other medical personnel
are when they consider the human body. However, you will need to know the
basic body structures and their locations.

Do not become overly concerned with trying to learn each and every anatom-
ical term for the human body. A head is still a head, and feet are still feet. How-
ever, you will need to learn some new terms and make them as much a part of
your vocabulary as the everyday terms heart and lungs.

FIRST » To be an Emergency Medical Responder, you must be able to look art a
person’s body and know the major internal structures and the general location of
each. Your concern is not how the body looks dissected or how the body looks on
an anatomical wall chart. You must be concerned with living bodies and knowing
where things are located as you look from the ourside.

anatomy ® the study of body

structure.
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anatomical (AN-ah-TOM-i-kal)
position ® the standard refer-
ence position for the body in the
study of anatomy. The body is
standing erect, facing the
observer. The arms are down at
the sides, and the palms of the
hands are forward.

Midline

You know about blood vessels and nerves. As you look at any region of the
body, remember that for your purposes:

= Blood vessels go everywhere in the body, to every structure.
= Nerves go everywhere in the body, to every structure. »

When you look at an arm, you must see something that is alive and part of a
living organism. You know that an arm is made of muscles, bones, blood vessels,
nerves, and other tissues. When you assess injuries, never forget that there could
be internal bleeding and that damaged nerves may be causing pain, loss of feeling,
or even loss of function,

POSITIONAL AND DIRECTIONAL TERMS

FIRST » The following are some basic terms that may be used to refer to the
human body (Figure 4.1):

® Anatomical position. Consider the human body, standing up, facing you. The
arms are down at the sides, and the palms of the hands are facing forward. This
is referred to as the anatomical position. References to all body structures and
locations assume the body in this position.

Posterior - + Anterior

Superior

T

Medial

Lateral

FIGURE 4.1 Directional terms.
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» Right and left. Always refer to right and left as seen from the patient’s perspective.
Even though you may think this is simple, it is easy to get confused and make ref-
erences to your own left and right.

& Anterior and posterior. The term anterior refers to the front of the body, and the
term posterior refers to the back of the body.

® Midline. The midline is an imaginary vertical line that divides the body into
right and left halves. Anything toward the midline is said to be medial, while
anything away from the midline is said to be lateral. Remember the anatomical
position, which places the thumb on the lateral side of the hand and the little
finger on the medial side.

There are other directional terms that can be useful. Superior means roward
the top of the head, as in “the eyes are superior to the nose.” Inferior means
toward the feet, as in “the mouth is inferior to the nose.” Superior and inferior are
usually reserved for structures in the head, neck, and torso. Notice that vou can-
not say something is superior or inferior unless you are comparing at least two
points of reference or structures. The heart is not simply superior; it is superior to
the stomach. Because you are using the anatomical position for all your references
to the body, any medical professional will know what you mean when vou say a
wound is just above the eye. For this reason, superior and inferior may be optional
terms in your course.

Proximal and distal are also good terms to learn and use. These two terms are
often used incorrectly and should be avoided unless you are certain of their cor-
rect usage. To use the terms correctly, there must be a point of reference and two
structures being compared. The structure closest to the point of reference is said
to be proximal, while the structure farthest away is distal. It helps to think that the
close structure is in the proximity of the reference, while the far structure is some
distance away. These two terms—proximal and distal—usually replace superior
and inferior on the limbs. Proximal and distal also may be used for the torso when
referring to vessels and tubes that have an origin and an end. An example would
be the pancreatic duct, which delivers digestive enzymes into the small intestine. It
starts in the pancreas (proximal) and ends in the small intestine (distal).

The most commonly used points of reference are the shoulder joint and the
hip joint. Thus, the elbow is said to be proximal when compared to the wrist,
which is distal. The knee is proximal when compared to the ankle. Most medical
professionals only use proximal and distal in reference to the arms and legs. Thus,
a structure closer to the shoulder is called proximal; another structure near the
wrist is called distal. Do not refer to a structure close to the shoulder as superior
or one near the elbow as inferior. Keep in mind that superior and inferior are usu-
ally used for the head, neck, and torso.

Trying to remember all this in an emergency situation could lead to some con-
fusion. Take the opportunity to use the classroom setting to practice the proper
use of these terms.

In addition to directional terms, there are specific positional terms with which
you should become familiar (Figure 4.2). These terms include:

= Supine, which means lying face up.
» Prone, which means lying face down.
= Lateral recumbent (recovery position) is lying on one’s side.

Because the term lateral recumbent can be used for lying on the right or left, it is
proper to describe a patient as in either a right lateral recumbent position or a left lat-
eral recumbent position. The correct recording of the patient’s position may be of

anterior = the front of the body
or body part.

posterior ® the back of the
body or body part.

midline ® an imaginary vertical
line used to divide the body into
right and left halves.

medial w toward the midline of
the body.

lateral ® to the side, away from
the midline of the body.

superior ® toward the head (for
example, the chest is superior to
the abdomen).

inferior m away from the head
(for example, the lips are inferior
to the nose).

proximal ® closer to the torso.

distal = farther away from the
torso.

supine m the patient is lying
face up.

prone = the patient is lying face
down.

lateral recumbent ® the patient
is lying on his side.
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Supine

FIGURE 4.2 Positional terms.

Prone

Lateral recumbent position

REMEMBER

In an emergency, if you
are not certain about
the correct usage of a
medical term, use the
common term.
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medical significance and also may become part of the legal record of how a patient
was first seen. As with directional terms, positional terms should be studied and prac-
ticed so that they become part of your professional vocabulary and documentation.

Most Emergency Medical Responders do not deal with emergencies on a daily
basis. Unless you review and use anatomical terms often, you may forget them
over time. Be aware that medical and rescue personnel are trained to take your
information. They will not be confused if you say front, back, above, and below.
Never let terminology stand in the way of clear communication with EMS
providers, physicians, and other medical professionals.

BODY REGIONS

FIRST » The human body can be divided into five regions (Figure 4.3). These
regions have the common, everyday names of head, neck, torso, upper extremities
(shoulders, arms, and hands), and lower extremities (hips, legs, and feet). Later in this
text, you will be asked to study specific areas within each region. For now, to begin
your new approach to viewing the body, start with the simplest of subdivisions:

» Head
— Cranium, which houses the brain
— Face
— Mandible (MAN-di-bl), or lower jaw
= Neck
= Torso
— Chest, or the thorax (THO-raks)
— Abdomen, which extends from the lower ribs to the pelvic girdle
— Pelvic cavity, which is protected by the bones of the pelvic girdle
= Upper extremities
— Shoulder joint
— Arm
— Elbow
— Forearm
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® Lower extremities
— Hip joint
— Thigh
— Knee
— Leg
— Ankle
— Foot =

The terms cranium, thorax, and mandible may not be used in most daily conver-
sations, but the other terms are already part of your vocabulary, The significant
thing is to begin looking for these simple subdivisions each time you consider pos-
sible diseases and injuries. As stated previously, more specifics will be covered
throughout this text.

BODY CAVITIES

FIRST » There are four major body cavities—cranial, thoracic, abdominal, and
pelvic (Figure 4.4). Housed in these cavities are the major vital organs, blood ves-
sels, and nerves. «

Cranial Cavity

The cranial cavity is the brain case of the skull, housing the brain and its special-
ized membranes. The spinal cord runs through the center of the backbone, prorect-
ing the cord and its specialized membranes.
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FIGURE 4.4 Body cavities. Cranial cavity

Spinal cavity

Thoracic cavity

Diaphragm
Abdominal
cavity

Pelvic cavity

thoracic (tho-RAS-ik) Thoracic Cavity

cavity ® the anterior body . . y plerons et = P L N RN
cavity thatiis abiove SUpenGr 16) The thoracic cavity, also known as the chest cavity, is enclosed by the rib cage. It

the diaphragm. Also called chest  protects the lungs, heart, great blood vessels, part of the windpipe (trachea), and

cavity. part of the esophagus (e-SOF-ah-gus), which is the tube leading from the throat to
diaphragm (Dl-uh-fram) m the  the stomach. The lower border of the chest cavity is the diaphragm muscle, a
muscular structure that divides dome-shaped muscle used in breathing. The diaphragm separates the chesr cavity

the chest cavity from the

: / from the abdominal cavity (Figure 4.5).
abdominal cavity. g

FIGURE 4.5 Location of diaphragm and abdominal quadrants.

Diaphragm
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Abdominal Cavity

The abdominal cavity lies between the chest cavity and the pelvic cavity. The
stomach, liver, gallbladder, pancreas, spleen, small intestine, and most of the large
intestine can be found in the abdominal cavity. Unlike the other body cavities, the
abdominal cavity is not surrounded by bones. If you consider the organs in this
cavity and the lack of bony protection, it is easy to see why trauma to the

abdominal cavity = the
anterior body cavity that extends
from the diaphragm to the
pelvic cavity.

abdomen can result in severe injury.

Pelvic Cavity

The pelvic cavity is protected by the bones of the pelvic girdle. This cavity houses the
urinary bladder, portions of the large intestine, and the internal reproductive organs.

ABDOMINAL QUADRANTS

FIRST The abdomen is a large body region that contains
many vital organs. The navel, or umbilicus (um-BIL-i-kus), is the
main point of reference when describing the abdomen, which is
divided into four quadrants (Figure 4.5). The abdominal
quadrants arc:

» Right upper quadrant (RUQ) contains most of the liver, the
gallbladder, and part of the small and large intestine.

® Left upper quadrant (LUQ) contains most of the stomach, the
spleen, part of the small and large intestine, and part of the
liver,

= Right lower quadrant (RLQ) contains the appendix and part
of the small and large intestine.

s Left lower quadrant (LLQ) contains part of the small and
large intestine.

Some organs are located in more than one quadrant, as you
can see from the preceding list. Pelvic organs also are included in
these quadrants, with the urinary bladder being assigned to both
lower quadrants.

FIRST When assessing a patient’s abdominal area, be sure to
palpate the soft areas to the rear of the abdomen on each side.
These soft areas are located on the posterior, just above (superior
to) the pelvic bones. They contain the kidneys and are susceptible
to injury because they are not protected by bone.

The kidneys are a special case. They are not contained within the abdominal cav-

pelvic cavity ® the anterior
body cavity surrounded by the
bones of the pelvis.

w FIRST ON SCENE

“Jasan!" Stephanie drops to her knees in
the dirt next to her friend, pulls on a pair of
gloves, and tears open his bloody uniform
shirt. There is a perfectly round hole in his
chest just below the right nipple, and dark
blood is dripping steadily from the wound.
She rolls him up onto his side to check his
back, and he moans, grabbing weakly at her
arms. There is a large, ragged hole just
below his right shoulder blade and blood is
bubbling thickly out onto the ground.

She grabs her portable radio and keys
the mic. "Control, George 14, | need you to
let the responding ambulance know that
Adam 9 has been shot. He has an entrance
wound just below the right nipple and an
exit wound under the right shoulder blade.
He is responsive to pain and has noisy
breathing. | don't see anything else.”

She then drops the radio into the dust,
places one hand over each of Jason's wounds,
and applies steady pressure.

REMEMBER

ity because they are located behind the membrane that lines the cavity. The location of
the kidneys makes them subject to injury from blows to the midback. Any pain or ache
in the back may involve the kidneys. Most of the pancreas and the aorta are also
located behind the abdominal cavity membrane. The pancreas is mostly in the right
upper quadrant, and the aorta lies just in front of the spinal column.

Body Systems

Knowing the body systems and their functions can prove to be of value to the
Emergency Medical Responder. However, most training courses do not have the
time to go into great detail. Throughout this text, specific anatomy and some

“Right” and “left”
always refer to the
patient’s right and left.
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abdominal quadrants = four
divisions of the abdomen used to
pinpoint the location of pain or
injury: right upper quadrant
(RUQ), left upper quadrant (LUQ),
right lower quadrant (RLQ), and
left lower quadrant (LLQ).

1-4.1 Describe the anaromy
and function of the respiratory
system.

1-4.2 Describe the anatomy
and function of the circulatory
system.

1-4.3 Describe the anatomy
and function of the
musculoskeletal system.

1-4.4 Describe the
components and function of
the nervous system.

66 Module 1 Preparatory

basic functions are covered as they apply to illness, injury, and Emergency Med-
ical Responder care.

Remembering the different body functions can be useful when trying to deter-
mine the extent of injury or the nature of an illness. The following is a list of the
major body systems and their primary functions:

= Respiratory system. The primary structures associated with the respiratory sys-

tem include the nose, mouth, trachea, lungs, and associated muscles. The respira-

tory system is primarily responsible for the exchange of oxygen and carbon

dioxide. Oxygen is placed into the bloodstream while carbon dioxide is removed.
s Circulatory system. The primary structures of the circulatory system include
the heart, blood vessels, and blood. The main job of the circulatory system
is to carry well-oxygenated blood and other nutrients to the body’s cells,
and assist with the removal of wastes and carbon dioxide from the cells.
Musculoskeletal. (MUS-kyu-lo-SKEL-et-1) system. The primary structures of
the musculoskeletal system include the bones, muscles, tendons, and liga-
ments. The main function of this system is to provide structure, support, and
protection for the body and internal organs. In addition, the musculoskeletal
system allows for body movement.

Emsssaseesanse s Geriatric Focus

One of the major effects of aging is the deterioration and weakening of the bones.
Arthritis and osteoporosis are major contributors to this process. Approximately
33% of all falls involving the elderly result in at least one fractured bone. The most
common fall related to fractures involves the hip and/or pelvis.

s Nervous system. The primary structures of the nervous system include the
brain, spinal cord, and nerves. The main function of the nervous system is to
control movement, interpret sensations, regulate body activities, and generate
memory and thought.

» Digestive system. The primary structures of the digestive system include the
esophagus, stomach, small intestines, and large intestines. Its main function is
to digest and absorb food and remove certain wastes.

= Urinary system. The primary structures of the urinary system include the kidneys,
ureters, and bladder. The main function of this system is to remove chemical
wastes from the blood and help balance water and salt levels in the blood.

» Reproductive system. The primary structures of the reproductive system
include the testes and penis for the male and the ovaries, fallopian tubes,
uterus, and vagina for the female. This system produces hormones needed for
sexual reproduction.

» Skin. The largest organ in the body, the skin covers the body’s many tissues,
organs, and systems. It protects the body from heat and cold, as well as from
toxins in the environment, such as bacteria and other foreign organisms. It
regulates body temperature and senses heat, cold, touch, pain, and pressure. It
also regulates body fluids and chemical balance. The skin is actually parrt of
the integumentary (in-teg-u-MEN-tah-ree) system, which includes all the lay-
ers of the skin, nails, hair, sweat glands, oil glands, and mammary glands.

ESLTErTETas. W Geriatric Focus

As people age, the skin loses an important component called collagen. The result in
the elderly is skin that is very thin and less elastic. This means that it can be easily
damaged by simple falls or rough handling.




® [mmune system. The immune system protects the body from disease-causing
organisms with white blood cells, microorganism-attacking cells, antibody-
producing cells, and antibodies. It also helps to control allergies and the

body’s reactions to certain diseases. Some immune system reactions include
the body attacking itself (autoimmune diseases).

Eesaaressmme = Geriatric Focus

The following table offers an overview of systems of the body and the related changes
that commonly occur with aging.

BODY SYSTEM

CHANGES WITH AGE

CLINICAL IMPORTANCE

Respiratory

Loss of strength and coordination
in respiratory muscles

Cough and gag reflex reduced

Increased likelihood of respiratory dis-
tress and failure

Cardiovascular

Loss of elasticity and hardening of
arteries

Changes in heart rate, rhythm,
efficiency

High blood pressure common

Greater likelihood of strokes, heart
attacks

Greater likelihood of bleeding from
minor trauma

Neurological (brain and
spinal cord)

Brain tissue shrinks

Loss of memory

Depression common

Altered mental status common
Impaired balance

Delay in appearance of symptoms with
head injury

Difficulty in patient assessment
Increased likelihood of falls

Endocrine (glands that
secrete hormones)

Lowered estrogen production
(women)

Decline in insulin sensitivity
Increase in insulin resistance

Increased likelihood of fracture (bone
loss) and heart disease

Diabetes mellitus common with greater
possibility of hyperglycemia

Gastrointestinal

Diminished digestive functions

Constipation common
Greater likelihood of malnutrition

Thermoregulatory (heat
and cold regulation)

Reduced sweating
Decreased shivering

Environmental emergencies more
common

Integumentary (skin)

Thins and becomes more fragile

More subject to tears and sores
Bruising more common
Heals more slowly

Musculoskeletal

Loss of bone strength
(osteoporosis)

Loss of joint flexibility and strength
(osteoarthritis)

Greater likelihood of fractures
Slower healing
Increased likelihood of falls

Renal (kidneys)

Loss of kidney size and function

Increased problems with drug
toxicity

Genitourinary (genitals
and bladder)

Loss of bladder function

Increased urination and/or loss
of control

Increased urinary tract infection

Immune

Diminished immune response

More susceptible to infection
Impaired immune response to vaccines
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FIGURE 4.6 Position of the
heart and lungs.

Relating Structures to the Body

Look at Figure 4.6. Notice the position of the heart and lungs and their placement
in the chest cavity. Then, as a quick point of reference, use your fingers to find the
notch just below your own breastbone (sternum). Find a point directly over the
inferior (lower) border of the heart by measuring two finger-widths up from this
notch. Look at yourself in a mirror and notice this point, this is where your heart
is located.

Look at Figure 4.6 again. Notice the position of the lungs in the chest cavity.
The lungs are protected by the rib cage. By studying this figure, you will have a
good idea of the size, shape, and position of the lungs.

Figure 4.7 shows the position of the stomach, liver, and the first portion of
the small intestine, which is called the duodenunt (du-o-DE-num). The lower
ribs protect the stomach and liver. The first portion of the small intestine is
important in emergency medicine because it is held in a more rigid position than
the rest of the small intestine. Forceful blows to the abdomen, often received in
automobile collisions, may injure the first portion of the small intestine without
causing any significant damage to the rest of the intestine.

Notice that Figure 4.8 shows the gallbladder behind the liver, the pancreas
behind the lower part of the stomach, and the spleen behind the left side of the
stomach. Knowing these general locations will improve your chances of correctly
assessing the nature of many injuries to the abdomen.

Now look at Figure 4.9. Notice the space occupied by the small intestine. As
you can see, it fills most of the abdominal cavity. You also can see the space
occupied by the large intestine. Notice how it passes through each of the four
abdominal quadrants as it “frames™ the small intestine.

It is important to know that the kidneys are behind the abdominal cavity,
and the bladder is in the pelvic cavity (Figure 4.10). Although they appear well
protected, injuries to these structures are common in motor-vehicle collisions.
This is particularly true when occupants who are not wearing seat belts are
thrown about in the passenger compartment. Internal organs may also be

Liver
Liver Spleen
Gallbladder A —
Stomach Stomach
FIGURE 4.7 Position of the stomach and liver FIGURE 4.8 Position of the gallbladder, pancreas, and spleen.
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FIGURE 4.9 Paosition of the small and large intestine.

Diaphragm

Small intestine

injured by gunshots, stabbings, severe blows to the abdomen or back, and
forces or weights that cause crushing.

Scans 4-1 through 4-10 sum up this material with an internal view of the
locations of the major body organs. Study the drawings and spend the time to
relate the positions of these organs to the body’s exterior.

FIGURE 4.10 Position of the urinary system

Kidney

Ureter

Bladder

< FIRST ON SCENE WRAP-UP

{

It seemed like forever before Stephanie heard sirens approaching. Jason had yet to do anything
except flutter his eyelids and groan. Although the direct pressure seemed to have stopped most
of the bleeding, Jason appeared to be struggling more ta breathe. Thankfully, she heard vehi-
cle after vehicle rolling to a stop nearby, and the screaming sirens are quickly replaced by a
multitude of slamming doors and running feet.

“Okay, we're here now, " a woman says and puts her hand on Stephanie’s trembling shoul-
der. She lets go of Jason and stands up. He is immediately surrounded by firefighters and
medics, who are tearing open packages and shouting to each other. She takes a few steps back
and is caught in the tight embrace of the shift supervisor. “You did real good, kid,” he says into
her ear. "You did exactly what you were supposed to do.”
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Major Body Organs

Lung
Heart
Diaphragm
Liver Spleen
Gallbladder Stomach
Kidney

Pancreas

Large intestine

Small intestine
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The heart is a hollow, muscular organ that pumps 450 million pints of blood in the average lifetime. Its superior
chambers, the atria, receive blood. Both atria fill and then contract at the same time. The inferior chambers are
the ventricles. They pump blood out of the heart. Both ventricles fill and then contract at the same time. When

the atria are relaxing, the ventricles are contracting.

The right side of the heart receives blood from the body and sends it to the lungs (pulmonic circulation). The
heart's left side receives oxygenated blood from the lungs and sends it out to the body (systemic circulation).

The heartbeat originates at the sinoatrial node (pacemaker) and spreads across the atria to stimulate con-
traction. After a slight delay, the impulse is sent from the atrioventricular node, down the bundles of His, and
out across the ventricles. This stimulates the ventricles to contract while the atria are relaxing.

The heart muscle (myocardium) receives its blood supply by way of the right and left coronary arteries.

These vessels are the first branches of the aorta.

scan 4-3 Circulatory System: Blood Vessels

Major Arteries
External Jugular
Internal Jugular
Brachiocephalic
Brachial

Internal Carotid
External Carotid
Common Carotid

Subclavian == ot |00 Cephalic Antecubial
Brachiocephalic L& O
Axillary

Pulmanary
Aorta Axillary ™ Bagilic
. Subclavian
Eractiial Venae Cavae
Gastric Artery
Hepatic Artery and Vein
Radial Splenic Artery and Vein
Ulnar Right Renal Artery and Vein
Mesenteric Arteries and Veins
Common
lliac
Palmar Commeon lliac

Arches \
Digital X

Great Saphenous

Femoral

Deep Femoral
Femoral

Popliteal Popliteal

Peroneal

Anterior Tibial
Peroneal

Posterior Tibial
Anterior Tibial

Pasterior Tibial

Dorsal Pedis
Arcuate

'S"E}— Darsal Venous Arch

Volar Digital

72 Module 1 Preparatory

R

R —

S ——

Any blood vessel that carries
blood away from the heart is an
artery. Arteries have strong
muscular walls and are very
elastic, changing their diameter
as the heart contracts to force
blood into circulation. They
decrease in diameter to become
arterioles. These structures join
with capillary beds. A capillary
is thin-walled, being no thicker
than the lining of an arteriole.
Blood moves through the capil-
laries in a constant flow known
as perfusion. During perfusion,
oxygen and nutrients are given
up to the body’s tissues, and
cellular carbon dioxide and
wastes are picked up.

Any blood vessel that car-
ries blood back to the heart is a
vein. The small-diameter veins
that leave capillary beds are
called venules. These join with
larger veins. The walls of the
veins are not as thick or elastic
as those of the arteries. Some
veins have valves to prevent the
backward flow of blood.
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The airway consists of structures involved with the conduction and exchange of air. Conduction is the movement
of air to and from the exchange levels of the lungs. Air enters through the nose (primary) and mouth (secondary)
and travels down the pharynx to enter the larynx. After passing through the larynx, air enters the trachea. At its
distal end, the trachea branches into the left and right primary bronchi. These bronchi branch into secondary
bronchi, which then branch into the bronchioles. Some of the bronchioles end as closed tubes. Air movement in
them helps the lungs expand. The rest of the bronchioles carry the air to the exchange levels of the lungs.

The respiratory bronchioles turn into alveolar ducts. These form alveolar sacs that are made up of the alveoli.
Gas exchange takes place between the alveoli and the capillaries in the lungs.
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scan 4-6 Musculoskeletal System: Muscles
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The tissues of the muscular system comprise 40% to 50% of the body’s weight. The skeletal muscles of the body
are voluntary muscles, subject to conscious control. They exhibit the properties of excitability; that is, they will
react to nerve stimulus. Once stimulated, skeletal muscles are quick to contract and relax and can quickly be ready
for another contraction. There are 501 separate skeletal muscles that provide contractions for movement, coor-
dinated support for posture, and heat production. Muscles connect to bones by way of tendons.
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scaAN4~7 Nervous System: Brain and Spine
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cord, and nerves. Structures within the sys-
tem may be classified according to divisions:
central, peripheral, and autonomic. The cen-
tral nervous system includes the brain and
spinal cord. The sensory (incoming) and
motor (outgoing) nerves make up the periph-
eral nervous system. The autonomic nervous
system has structures that parallel the spinal
cord and then share the same pathways as
the peripheral nerves. This division is
involved with motor impulses (outgoing
commands) that travel from the central nerv-
ous system to the heart muscle, blood vessels,
secreting cells of glands, and the smooth
muscles of organs. The impulses will stimu-
late or inhibit certain activities.



scan 4-8 Nervous System: Nerves
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Autonomic Nervous System

The autonomic nervous system affects the heart, blood vessels, digestive tract, salivary and digestive glands,
pancreas, liver, spleen, anal sphincter, kidneys, urinary bladder, urinary sphincter, adrenal glands, thyroid gland,
gonads, genitalia, nasal lining, larynx, bronchi, lungs, iris and ciliary muscles of the eyes, tear glands, and hair
muscles. Impulses can increase or slow heart rate, stimulate dilation or constriction of blood vessels, cause
glands to secrete or decrease secretion, initiate or inhibit contractions in the bladder, stimulate or decrease a
wave of muscle contraction along the digestive tract, and many other essential body activities.
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Integumentary System
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Skin as the mouth, airway, digestive tract, urinary tract,
and vagina). Serous membranes line the closed body
cavities and cover the outsides of organs. The cuta-
neous membrane is the skin. Synovial membranes line
joints to reduce friction during movement.

A serous membrane that covers an organ is called
a visceral layer. The term parietal layer is used for the
part of the serous membrane that lines a cavity. The
serous membrane in the thoracic cavity is called
pleura. In the abdominal cavity, it is called
peritoneum. A double layer of peritoneum is called

The skin is the largest organ of the body. In the adult,
the skin covers about 3,000 square inches (1.75 square
meters) and weighs about six pounds. It is involved
with protection, insulation, thermal regulation, excre-
tion, and production of vitamin D.

Membranes

Membranes cover or line body structures to provide
protection from injury and infection. There are four

major classes of membranes. Mucous membranes line
those structures that open to the outside world (such
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mesentery. The membrane that lines the sac sur-
rounding the heart is called pericardium.
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. (L I 3 PR stomach. Acid and digestive enzymes are added
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Organs of the Digestive System t through the pyloric sphincter to enter the small
PR———— . " intestine. Digestive enzymes from the pancreas
and bile from the liver are added to the chyme.
The processes of digestion and absorption are
| The digestive system includes the digestive tract completed in the small intestine. Wastes are car-
and various supportive structures and accessory ried through the ileocecal valve into the large
glands. The tract begins at the oral cavity with the intestine. The wastes are moved to the rectum,
teeth and tongue. The salivary glands release saliva where they can be expelled through the anus.
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CHAPTER REVIEW

Summary

Knowledge of the body’s basic anatomy and general func-
tions helps Emergency Medical Responders assess patients
and communicate with other emergency care providers.
When describing a patient and his or her associated signs
or symptoms, always refer to the patient’s right and the
patient’s left, with the body in the anatomical position. The
anatomical position refers to the body standing upright,
facing the viewer. The arms are down at the sides, and the
palms are facing forward.

An imaginary vertical line, the midline, divides the
body into halves. Medial means toward the midline, and
lateral means away from the midline. Anterior is toward
the front, and posterior is toward the back. Superior is
toward the top of the head, and inferior is toward the feet.
Proximal is toward the torso, and distal is away from the
torso, both terms usually referring to the arms and legs.
The terms anterior, posterior, superior, and inferior may be
used for a body organ or gland. Proximal and distal may
be used for any vessel, duct, or tube in the body.

When the patient is lying on his back, the body is supine.
If face down, the patient’s body is prone. The Emergency

Remember and Consider

Medical Responder should use the term lateral recumbent
position when the patient is lying on his side.

The body is divided into five regions (head, neck,
torso, upper extremities, and lower extremities) and four
cavities (cranial, thoracic, abdominal, and pelvic cavity).

The abdominal quadrants are centered around the navel:
right upper quadrant (RUQ), left upper quadrant (LUQ),
right lower quadrant (RLQ), and left lower quadrant (LLQ).

The major body systems include the circulatory system
(heart, blood vessels, blood), respiratory system (nose,
mouth, throat structures, lungs, respiratory muscles),
digestive system (stomach, intestines, liver, gallbladder),
urinary system (kidneys, ureters, bladder, urethra), repro-
ductive system (uterus, ovaries, fallopian tubes, testicles,
external genitalia), nervous system (brain, spinal cord,
nerves), musculoskeletal system (bones, skeletal muscles,
tendons and ligaments), skin (or integumentary system,
including skin, hair, sweat glands, oil glands, and mam-
mary glands), the special senses (eyes, ears, nose, mouth),
and immune system, which protects the body from infec-
rion and certain diseases.

» It is important for the Emergency Medical Responder
to learn to use the terms in this chapter. However, it is
even more important that information pertaining to a
patient be passed on accurately to other EMS personnel
who will be providing patient care. So, if you are

Investigate

unable to remember the appropriate term in an emer-
gency situation, use terms that are familiar to you and
others.

» Use the terms anterior, posterior, medial, and lateral.

» Outline your own major body caviries, and list what is
found in each.

Quick Quiz

» Point to each of your abdominal quadrants. Name the
organs found in each quadrant and describe their
functions.

1. Which one of the following BEST describes the

anatomical position?

a. standing upright with arms at the sides

b. lying supine with arms outstretched and palms up

¢. standing with hands at the sides and palms forward
d. lying prone with arms held straight out, palms down

2. The navel is on the aspect of the body.

c. inferior
d. superior

a. posterior
b. anterior
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3. The spine can be felt (palpated) on the
of the body.

a. posterior ¢. inferior
b. anterior d. superior

aspect

4. The imaginary line that bisects the body into two
halves (left and right) is known as the:

recumbent line.
d. midline.

a. proximal break. c
b. inferior aspect.




6. The thumb is considered

8. The chin is

9, The nose is

5. Any location on the body that is closer to the midline
is referred to as:

a. medial,

b. recumbent,

c. lateral.

d. inferior.

to the palm.

a. distal

b. proximal
¢. lateral
d. medial

7. A bruise that is on the anterior thigh just above the
knee could be described as to the knee.

a. distal

b. proximal
. lateral
d. medial

to the mouth.

a. superior
b. lateral
. inferior

d. medial

to the mouth.

a. superior
b. lateral
¢. inferior
d. medial

- A patient that is found lying face down is said to be
in the position.

a. recumbent

b. lateral

€. supine

d. prone

A patient with a suspected spine injury will likely

be placed on a long spine board flat on his back or
in a position.

a. recumbent
b. lateral
C. supine
d. prone

The lateral recumbent position is also known as
the position,

a. recovery
b. lateral
C. superior
d. stroke

. The

. The

13. Which one of the following is NOT one of the major

body regions?

a. head
b. upper extremities
¢. neck
d. pelvis
. The cavity is also known as the thoracic cavity.

a. pelvic

b. chest

¢. abdominal
d. cranial

separates the thoracic cavity from the
abdominal cavity.

a. pelvic wall

b. midline

¢. diaphragm

d. stomach

All of the following can be found in the abdominal
cavity EXCEPT the:

a. stomach.

b. liver.

c. spleen.

d. heart,

The cavity houses the bladder and part of the
large intestine.

a. pelvic

b. abdominal
¢. thoracic
d. cranial

The

abdomen.

is found in the upper right quadrant of the

a. spleen

b. stomach

c¢. kidney

d. liver

An infection of the appendix would most likely cause
pain in the:

a. right upper quadrant (RUQ).

b. left upper quadrant (LUQ).

¢. right lower quadrant (RLQ).
d. left lower quadrant (LLQ).

is/are found in an area behind rhe abdom-

inal cavity.

a. kidneys

b. bladder

¢. small intestine
d. gall bladder
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OBJECTIVES

Lifting, Moving,
and Positioning Patients

any Emergency Medical Responders are injured every year because

they attempt to lift or move a patient or piece of equipment improp-

erly. Injuries to the back are some of the most common and have the
greatest potential to end what could otherwise be a long and rewarding career
in EMS. One of the most important things you can do for yourself, your cowork-
ers, and your patients is to learn how to lift and move patients and objects
using proper body mechanics.

Just as important as knowing how to move patients properly is knowing
when they should be moved. There are many factors the Emergency Medical
Responder must consider before moving a patient, such as the safety of the
scene, the patient's condition, and the number of rescuers.

This chapter discusses common situations when an Emergency Medical
Responder should move a patient. It also describes some simple techniques of
proper body mechanics that will make it possible for you to be an effective Emer-
gency Medical Responder for many years to come.

This chapter is based on the objectives of the U.S. DOT’s First Responder National Standard Curriculum.
Note that cognitive objectives are listed below and beside corresponding text throughout the chapter. You will
also notice as you read each objecrive that the term Emergency Medical Responder is used. This is simply a
name change and reflects the new name for the First Responder.

By the end of this chapter, you should be able to (from cognitive or knowledge information):

1-5.1 Define body mechanics. (p. 84) 1-5.4  Describe the indications for assisting in non-

1-5.2  Discuss the guidelines and safety precautions that

emergency moves. (p. 88)

need to be followed when lifting a patient. (pp. 84-85) 1-5.5 Discuss the various devices associated with

1-5.2  Describe the indications for an emergency move.

(p. 86)
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moving a patient in the out-of-hospital arena.

(pp. 97-104)



By the end of this chapter, you should be able to feel comfortable enough to (by changing attitudes, values,
and beliefs):

1-5.6 FExplain the rationale for properly lifting and 1-5.7 Explain the rationale for an emergency move.
moving patients. (pp. 83-85) (p. 86)

By the end of this chapter, you should be able to show how to (through psychomotor skills):

1-5.8 Demonstrate an emergency move. (pp. 86-88) 1-5.10 Demonstrate the use of equipmentjt'ilized to
move patients in the out-of-hospital arena.

1-5,9 Demonstrate a NONEMErgency move. (pp. 97-104)

(pp. 88-97) Pp-

ADDITIONAL LEARNING TASKS

In an emergency situation, it is important to know how to safely move a patient in the most expedient way.
In this chapter, you will also learn:

» The most common emergency moves to be used by Emergency Medical Responders and how to perform them.
» The most common nonemergency moves to be used by Emergency Medical Responders and how to perform them.

» The proper use and function of the recovery position.

R

ooy oY
’W FIRST ON SCENE

Jasse Daniels had just put a new CD into the stereo when the front right tire on his car
exploded, sending ropy pieces of black rubber in all directions. He grabbed the steering wheel
with both hands and eased the small car completely off the road and onto the shoulder. He got
out, swearing under his breath, and walked around to the front of the car to inspect the dam-
age. The tire wasn't just flat. It was gone. A bare, bent wheel was the only thing that remained.

A man driving a pickup stopped in the roadway next to Jesse's car and shouted through
the open passenger window, “Is everything okay?"

"Yeah. | just have to put the spare on,” Jesse shouted back, knowing that he was defi-
nitely going to be late for his Emergency Medical Responder class at the community college.

“I'll pull over and help!"” the man yelled back. Jesse smiled and started to say, “Thanks!”
but the man and his pickup truck were suddenly gone in a deafening explosion of twisting
metal, rushing air, and spinning chrame wheels. Jesse stumbled back, fell onto the ground, and
watched in horror as a speeding semitrailer flashed larger than life just beyond the tips of his
tennis shoes for a split-second before vanishing with the sound of focked-up tires roaring across
the pavement.

Principles of Moving Patients

WHEN TO MOVE A PATIENT

FIRST » In general, an Emergency Medical Responder should only move a patient
when absolutely necessary. Your primary role is to assess the patient, provide basic
emergency care, and continue to monitor the patient’s condition until more
advanced personnel arrive. Situations in which it may be necessary to move a
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patient include the presence of a dangerous environment where the patient is at risk
for further injury; when you cannot adequately assess airway, breathing, and circu-
lation (ABCs) or bleeding; or when you are unable to gain access to other patients
who need life-saving care. You may also be called on to assist other EMS respon-
ders in lifting and moving patients.

Whenever possible, keep the patient at rest, even when the patient appears to
be able to move. Remember that not all signs of an illness or injury show them-
selves immediately. Sometimes patients do not realize how sick or injured they are.
In addition, some patients may not be straightforward in answering your ques-
tions or may even deny or hide the existence of an illness or injury.

BODY MECHANICS

body mechanics = the proper  FIRST » Body mechanics is the proper use of your body to facilitate lifting and
use of the body to facilitate moving. These are important steps that Emergency Medical Responders must fol-

lifting and moving and to s . . e
Sk el low to lift efficiently and to prevent injury.

1-5.1 Define body mechanics. Before you lift or move a patient or an object, it is important to first plan what
1-5.2 Discuss the guidelines ~ YOU Wlll do and how_you will do it (FlgureT 5.1) Estimate Fhe we%ght of the patient
and safety precautions that or object and then, if needed, request additional help. It is also important to con-
need o be followed when sider any physical limitations that may make lifting difficult or unsafe for you and
lifting a patient. those assisting you. Whenever possible, lift with a partner whose strength and

height are similar to yours. Communicate with your partner and with the patient
when you are ready to lift and continue to communicate throughout the process.
Eye contact is an important component when coordinating a lift. To ensure good

FIGURE 5.1 Plan ahead how you will lift a patient or an object and always use proper body rmechanics.
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communications, make sure you and your partner make eye contact before initi-
ating any lift.
When you are ready to lift, follow these rules to minimize the chance of injury:

= Position your feet properly. They should be on a firm, level surface and positioned
a comfortable width apart. Take extra care if the surface is slippery or unstable. It
may be necessary to postpone the move until more help or equipment is on hand.

= Lift with your legs. Keep your back as straight as possible and bend at your
knees. Try not to bend at the waist any more than you absolutely have to.

s When lifting with one hand, avoid leaning to either side. Bend your knees to
grasp the object and keep your back straight.

s Minimize twisting during a lift. Attempts to turn or twist while you are lifting
can result in serious injury.

s Keep the weight as close to your body as possible. The farther the weight is
from your body, the greater your chance of injury.

= When carrying a patient on stairways, use a chair or commercial stair chair
instead of a wheeled stretccher whenever possible. Keep your back straight,
and let your legs do the lifting. If you are walking backward down stairs, ask
someone to “spot” you, by walking behind you and placing a hand on your
back to help guide and steady you (Figure 5.2).

Is It Safe

Sometimes the best decision is not to move the patient. If the patient is too heavy
or in an awkward position, or you simply do not have enough people to help, con-
sider a new plan and call for additional help.

With the proper techniques, moving and lifting a patient can be done safely.
Use proper body mechanics on every call.

. :

FIGURE 5.2 A. Example of a stair chair. (Courtesy of Stryker EMS) B. When you use a stair chair, have someone spot you as you walk hack-

ward down stairs.
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MOVING AND POSITIONING PATIENTS

Emergency Moves

1-5.3 Describe the indications  FIRST » There are times when a patient must be moved immediately, even if you
for an emergency move. do not have the appropriate people or equipment to do so. These situations call for
an emergency move. An emergency move should be considered in the following

emergency move ® a patient g
situations:

move that is carried out quickly
when the scene is hazardous,

care of the patient requires ® The patient and/or the rescuers are in immediate danger. Situations that involve

LTUT:’E:EE r:npo‘iﬂzro;';?én?\zﬁg uncontrolled traffic, fire or threat of fire, possible explosions, impending struc-

needs life-saving care. tural collapse, electrical hazards, toxic gases, and other such dangers may make it
necessary to move a patient quickly.

= Life-saving care cannot be given because of the patient’s location or position.
The inability to properly assess and care for problems with a patient’s ABCs, or
the inability to properly manage uncontrolled bleeding, makes it necessary to
move a patient.

® You are not able to gain access to other patients who need life-sa ving care. This
Is seen most often in motor-vehicle crashes.

FIRST ON SCENE

Jesse climbed to his feet and watched the big
rig slow to a crawl and pull off onto the
shoulder several hundred feet down the
highway. The twisted heap that once was a
pickup truck sat smoking in the middle of the
road just beyond it, the bed curled up over
the top of the cab like a huge, metal scor-
pion. Jesse looked back up the highway and
saw a car and another semi bearing down on
the scene, heading right into the setting sun.
He turned and sprinted as fast as he could
down the shoulder of the road, past the
parked semi, and up to a point where he was
even with the wrecked pickup.

“Help mel” Incredibly the man in the
pickup was alive and seemed fully conscious.
Jesse could clearly see him in the deformed
but still intact cab of the truck. "My legs are

...uh .. .| think they're gone. What do |
do?” The man kept looking over at Jesse and
then back down into his own lap.

Jesse saw the other vehicles approach-
ing rapidly. He began to yell and wave his
arms, trying to get the drivers’ attention.
The car arrived seconds later, swerved
around the wreckage and continued on
without braking, throwing up bits of broken
glass and metal as it sped by.

“Help me, please!” The man was now

screaming over the deafening rumble of a
rapidly approaching semi.

Emergency moves rarely provide any protection for a
patient’s injuries, and they may cause great pain for the patient.
But because of the reasons listed above, an EeMergency move is
justified; that is, the need to move the patient in order to ensure
his safety or to provide life-saving care outweighs the risks asso-
ciated with moving the patient quickly.

One of the greatest dangers in moving a patient quickly is
the possibility of making a spine injury worse. If the patient 1s
on the floor or ground, it is important to make every effort to
pull the patient in the direction of the long axis of the body.
This is the line that runs down the center of the body from the
top of the head and along the spine. By pulling this way, you
will provide as much protection to the spine as possible.

Drags One of the most common types of emergency move is the
drag. In this type of move, the patient is pulled by the clothes, feet,
or shoulders, or by using a blanket (Scan 5-1). Notice that drags
provide little if any protection for the neck and spine.

In most cases, drags are initiated from the shoulders by
pulling along the long axis of the body. This causes the remainder
of the body to fall into its natural anatomical position, with the
spine and all limbs in normal alignment. Never drag a patient
sideways, with one arm or one leg unless absolutely necessary. A
sideways drag can cause twisting motions of the spine that may
aggravate existing injuries.

When using a drag to move a patient down stairs or down an
incline, grab the patient under the shoulders and pull the patient

Is It Safe

Whenever walking backward down stairs to move a patient, it is best
to have a second person walk behind you and act as a spotter. Have
him place a hand on your back and talk you back down the stairs.
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1 m Clothes Drag. 2 m Incline Drag. Always head first.

CAUTION: Always pull in the direction of the long axis of patient’s body. Do not pull a patient sideways.
Avoid bending or twisting the patient’s trunk.

3 m Shoulder Drag. 4 = Foot Drag.

CAUTION: Be careful. Try your best not to
bump the patient’s head as you drag him.

e e

5 w Firefighter's Drag. Place patient on his

TR R

back and secure his hands together with 6 = Blanket Drag. Gather half of the blanket

tape or roller gauze. Straddle the patient, material up against patient’s side. Roll

facing his head. Crouch, pass your head patient toward your knees so that you can

through his trussed arms, and raise your place the blanket under him. Gently roll

body. Crawl on your hands and knees. patient back onto the blanket. During

Keep patient’s head as low as possible. the drag, keep patient's head as low as
possible.
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nonemergency move ® the
preferred choice when the situa-
tion is not urgent, the patient is
stable, and you have adequate
time and personnel for a move.

1-5.4 Describe the indications
for assisting in nonemergency
moves.
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head first as you walk backward. If possible, try to cradle the patient’s head in
your forearms as you drag.

Other Emergency Moves. There are many other techniques that can be used to
move a patient quickly. Some require only one rescuer (Scan 5-2). Others require
two rescuers (Scan 5-3). Remember that any emergency move must be justified
and should be carried out as quickly as possible.

= Geriatric Focus

You must use extra caution when moving elderly patients. Their bones are much more
brittle than those of younger patients and their joints—shoulders, elbow, and knees,
for example—often have a limited range of motion.

Nonemergency Moves

FIRST » A nonemergency move is the preferred choice when the situation is not
urgent, the patient is stable, and you have adequate time and personnel for a move.
Nonemergency moves should be carried out with the help of other trained person-
nel or bystanders. Take care to prevent additional injury to the patient, as well as
to avoid patient discomfort and pain.

Follow these rules when deciding to use a nonemergency move:

= Use a minimum of three rescuers whenever possible.

w Complete an initial assessment. The patient’s ABCs should be intact and normal.

® Take care to avoid compromising a possible neck or spine injury. Avoid
moving a patient who has neck pain, numbness, or weakness.

= Consider splinting suspected fractures, depending on the patient’s condition.

The following are situations in which a nonemergency move may be appropriate:

= The patient is uncomfortable or his position is aggravating an injury.

= Emergency care requires moving the patient. This is usually seen in cases in
which there are no suspected spinal injuries. Problems due to extreme heat
or cold, such as heat cramps, heat exhaustion, hypothermia, and local cold
injuries (frostbite and freezing) are good examples. Reaching a source of
water for washing in cases of serious chemical burns also may be a reason
to move a patient.

= The patient insists on being moved. If a patient will not listen to the reasons
why he should not be moved and tries to move on his own, you may have to
assist. You are not allowed to restrain patients. Sometimes a patient becomes
so upset that stress worsens his condition. If this type of patient can be
moved, and the move is short, you may have to make the move in order to
keep him calm and relieve his stress. However, be cautious if the patient is
intoxicated.

mmm Geriatric Focus

When handling elderly patients, keep in mind that their skin may be easily injured.
Care should be taken when gripping their arms or legs to prevent bruising and
tearing.




SCAN 5—2 Emergency Moves—One Rescuer

AR o
e | -
4 |

1 m One-Rescuer Assist. Place patient’s arm around 2 m Cradle Carry. Place one arm across patient’s
your neck, grasping her hand in yours. Place back with your hand under her arm. Place your
your other arm around patient’s waist. Help other arm under her knees and lift. If your
her walk to safety. Be prepared to change tech- patient is conscious, have her place her near
nique if level of danger increases. Be sure to arm over your shoulder. (@ Michael A. Gallitel/i)
communicate with patient about obstacles, NOTE: The cradle carry places a lot of weight
uneven terrain, and so on. (© Michael A. Gallitelli) on the carrier’s back. It is usually appropriate

only for very light patients.

A

3 m Pack Strap Carry. Have the patient stand. Turn
your back to her, bringing her arms over your
shoulders to cross your chest. Keep her arms as
straight as possible, with her armpits over your
shoulders. Hold the patient’s wrists, bend, and

| pull her onto your back. (@ Michael A. Galiitelli)

4 = Piggy Back Carry. Assist the patient to stand.
Place her arms over your shoulder so they cross
your chest. Bend over and lift her. While she

| holds on with her arms, crouch and grasp each

thigh. Use a lifting motion to move her onto

your back. Pass your forearms under her knees
and grasp her wrists. (@ Michael A. Gallitelli)

5 = Firefighter’s Carry. Place your feet against patient’s
feet and pull her toward you. Bend at waist and flex
knees. Duck and pull her across your shoulders,
keeping hold of one of her wrists. Use your free arm
to reach between her legs and grasp her thigh.
Allow her weight to fall onto your shoulders. Stand
up. Transfer your grip on her thigh to her wrist.

(®© Michael A. Gallitelli)
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scan 5-3

1 = Two-Rescuer Assist. Patient’s arms are placed
around shoulders of both rescuers. Each rescuer
grips one of the patient’s hands, places a free
arm around the patient’s waist, and helps him

walk to safety.

WARNING

It is poor practice to use
only two rescuers for a
direct ground lift. Two
rescuers would not allow
enough support for the
patient or enough control
during the move., If you
must perform it, position
your helper at the
patient’s thighs so one
arm can be placed on the
patient’s back above her
buttocks and the other
arm under the patient’s
knees.
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Emergency Moves—Two Rescuers

A

2 m Two-Rescuer Cradle Carry. The rescuer's arms
are clasped beneath the patient’s legs and
behind the back to support the patient in a
seated position.

Direct Ground Lift

FIRST » The direct ground lift is a three-rescuer nonemergency move that can be
used to move a patient from the ground or floor to a bed or stretcher. This move is
not recommended for use on patients with possible neck or spine injuries.
Although it can be carried out by two people, three are recommended.

To perform a direct ground lift (Scan 5-4), the patient should be lying face up
(supine), and the arms should be placed on the chest. You and your helpers should
line up on one side of the patient. One rescuer should be at the parient’s head,
another at her midsection, and another at the lower legs. Each of you should drop
to the knee closest to the patient’s feet.

The rescuer at the head should place one arm under the patient’s neck and
grasp the far shoulder in order to cradle the head. The other arm should be placed
under her back, just above the waist. The rescuer at her midsection should place
one arm above and one arm below the buttocks. The rescuer at the patient’s lower
legs should place one arm under her knees and the other arm under her ankles.

First, on the signal of the rescuer at the head, everyone should lift the patient
up to the level of their knees. Then, on signal, the rescuers should roll the patient



1 m Rescuers kneel on one side of the patient and 2 m Rescuers lift the patient to knee level at the
position their hands to support and lift. direction of the rescuer at the head.

3 m Rescuers curl the patient to their chests. 4 m Rescuers stand.

toward their chests. Finally, on signal, everyone should stand while holding the
patient. You can now move her, reversing the process when it is time to place her
in a supine position.

Extremity Lift

FIRST » An extremity lift requires two people (Scan 5-5). This lift is ideal for
moving a patient from the ground to a chair or the stretcher. It can also be used to
move a patient from a chair to the stretcher. It should not be performed, however,
if there is a possibility of head, neck, spine, shoulder, hip, or knee injury, or any sus-
pected fractures to the extremities that have not been immobilized.

The patient should be placed face up, with knees flexed. You should kneel at
the head of the patient, placing your hands under her shoulders. Have your helper
stand at the patient’s feet and grasp her wrists. Direct your helper to pull the
patient into a sitting position, while you push the patient from the shoulders. (Do
not have your helper pull the patient by the arms if there are any signs of sus-
pected fractures.) Slip your arms under the patient’s armpits and grasp the wrists.
Once the patient is in a semisitting position, have your helper crouch down and
grasp the patient’s legs behind the knees.
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1 = To get the patient into a sit- 2 m The rescuer at the head 3 ® You can now carry the

ting position, one rescuer places arms under patient’s patient a short distance or
pushes from behind while armpits and grasps patient’s place her on a stretcher or

the other pulls from the
wrists.
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wrists. While facing the chair.
patient, the rescuer at the

feet grasps patient’s legs

behind the knees.

Direct your helper so that you both stand at the same time. For example,
“Ready? Lift on three. One, two, three, lift.” Then move as a unit when carrying
the patient. Try to walk out of step with your partner to avoid swinging the patient.
The rescuer at the head should direct the rescuer at the feet as to when to stop the
carry and when to place the patient down in a supine or seated position.

Direct Carry Method The direct carry is performed in order to move a patient
with no suspected spine injury from a bed or from a bed-level position to a
stretcher (Scan 5-6). First, position the stretcher perpendicular to the bed, with the
head end of the stretcher at the foot of the bed. Prepare the stretcher by unbuckling
straps and removing other items. Then, two rescuers should stand berween the bed
and the stretcher, facing the patient. The first rescuer should slide an arm under the
patient’s neck and cup the shoulder, while the second rescuer slides a hand under
the patient’s hip and lifts slightly. The first rescuer then slides his other arm under
the patient’s back, while the second rescuer places his arms underneath the patient’s
hips and calves. Finally, both rescuers should slide the patient to the edge of the
bed, lift/curl him toward their chests, and rotate and place him gently onto the
stretcher.

Draw Sheet Method The other method of moving a patient with no suspected
spine injury from a bed ro a stretcher is the draw sheet method. It may be per-
formed from the side of the bed or from either the head or the foor of the bed.
Select a method that gives you the easiest access to the patient. Figure 5.3 illustrates
how to do it from the side of the bed.

To perform the draw sheet method from the side of the bed, begin by loosen-
ing the bottom sheet of the bed and positioning the stretcher next to the bed.
Then, adjust the height of the stretcher, lower the rails, and unbuckle the straps.
Both rescuers should reach across the stretcher and roll the sheet against the
patient. Grasp the sheet firmly at the patient’s head, chest, hips, and knees. Finally,
draw the patient onto the stretcher, sliding him in one smooth motion. When
using the draw sheet method from the head or the foor of the bed, be sure to
secure the stretcher so that it does not move while transferring the patient from
the bed to the stretcher.
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1 m Stretcher is placed at 90-degree angle to bed, 2 8 The Emergency Medical Responder standing at
depending on room configuration. Prepare the patient's head cradles the patient’s head
stretcher by lowering rails, unbuckling straps, and neck by sliding one arm under her neck
and removing other items. Both Emergency and grasping her shoulder.

Medical Responders stand between stretcher
and bed, facing patient.

| N — L e

3 m The Emergency Medical Responder standing at 4 m Emergency Medical Responders slide patient to
the patient's feet slides a hand under the edge of bed and bend toward her with their
patient’s hips and lifts slightly. Head-end Emer- knees slightly bent. They lift and curl patient to
gency Medical Responder slides the other arm their chests and return to a standing position.
under patient’s back. Foot-end Emergency They rotate and slide patient gently onto
Medical Responder places arms under hips stretcher.
and calves.
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FIGURE 5.3 Draw sheet method of moving a patient from a bed to a stretcher.

recovery position ® the posi-
tion in which a patient with no
suspected spine injuries may be
placed, usually on the left side.
Same as lateral recumbent posi-
tion.

Several devices have been developed in recent years to make the task of moving patients
from stretcher to bed easier and safer. Devices such as slider boards and slide bags (Figure
5.4) are in use in many hospitals and nursing care homes across the United States. Become
familiar with the use of these devices before you attempt to use them the first time.

Patient Positioning

Proper position of patients is one of the most important skills an Emergency Med-
ical Responder can learn. Proper positioning is important for many reasons,
including patient comfort and proper airway maintenance.

Recovery Position An unresponsive patient with no suspected spine injury
should be placed on his side in order to help maintain an open and clear airway.
This position is commonly called the recovery position or lateral recumbent
position. Unless the patient’s condition suggests otherwise, place the patient on
his left side. Because most stretchers secure against the driver’s side wall in
ambulances, this positioning will have him face the EMT for the ride to the hos-
pital. Remember that patients with injuries, especially a suspected spine injury,

vertHealth Ince.

solutions in healtheyre

FIGURE 5.4 Devices such as A. slider boards and B. slide bags make the task of moving patients from stretcher to bed
easier and safer for those facilitating the move
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should not be moved until additional EMS resources arrive to evaluate and
stabilize them.

To place an unresponsive but uninjured patient in the recovery position, per-
form the following steps (Scan 5-7):

1. Kneel beside the patient on his left side. Raise the patient’s left arm straight
out above his head.

2. Cross the patient’s right arm over his chest, placing his right hand next to his
left cheek.

3. Raise the right knee until it is completely flexed.

4. Place your right hand on the patient’s right shoulder and vour left hand on the
patient’s flexed right knee. Using the flexed knee as a lever, pull toward you,
guiding the patient’s torso in a smooth rolling motion onte his side. The
patient’s head will rest on his left arm.

5. As best as you can, position the patient’s right elbow and knee on the floor
so that they act like a kickstand, preventing the patient from rolling com-
pletely onto his stomach. Place the patient’s right hand under the side of
his face. The arm will support the patient in this position. The hand will
cushion his face and allow the head to angle slightly downward for airway
drainage.

Many patients with no suspected spine injuries may be placed in a position of
comfort. This may include patients with medical complaints such as chest pain,
nausea, or difficulty breathing. Breathing is often aided by placing the patient in
a semisitring (also called a semi-Fowler’s) position, which is about a 45-degree
angle.

Always position yourself appropriately to manage the patient’s airway and
monitor his mental status. Place the patient in the recovery position at the first
sign of a decreased level of responsiveness.

IS mem Geriatric Focus

The elderly patient may become dizzy when his position is changed too quickly. Take
care when moving him from a supine to a sitting position or from a sitting to a stand-
ing position. Move the patient gradually, while allowing him to get comfortable with
the new position.

Log Roll When an unresponsive patient is face down (prone), you must assess
breathing ditferently. Kneel down beside the patient’s head and place your ear
next to the patient’s mouth and nose to listen and feel for breathing. If you hear
and/or feel the movement of air, the patient has an airway and is breathing. The
patient’s condition may worsen, however, and ideally, vou will want him on his
back (supine) for further assessment and care.

To move a prone patient to a supine position and ensure stability of the head
and spine where a trauma injury is suspected, perform a log roll. This move can
be done with as few as two rescuers, but three is ideal to minimize twisting of the
patient’s spine during the procedure. Perform the following steps:

1. One rescuer should kneel at the top of patient’s head and hold or stabilize
the head and neck in the position found. Notice which way the patient’s
head is facing as you will most likely want to roll her in the opposite
direction.

2. A second rescuer should kneel at the patient’s side opposite the direction the
head is facing. Quickly assess the patient’s arms to ensure there are no
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scan 5—-7

T BETETEY
1 m Move the closest hand of the patient
above her head.
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2 mBring the patient’s far leg to the flexed
position.
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5 m Adjust the knee and shoulder to stabilize
the patient. Then recheck the patient’s
ABCs.
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2 m Move the patient's far hand across to the

opposite shoulder, next to the patient’s
cheek.

T

S
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4 m Using the knee and shoulder, carefully pull
the patient onto her side.

b = Once properly positioned, the knee and
elbow will support the patient.



w

obvious injuries. Raise and extend the patient’s arm that is opposite the direc-
tion the head is facing. Position that arm straight up above her head. This
allows for easy rolling to that side and provides support for the head during
the roll. This is especially helpful if you must do the log roll alone.

. The third rescuer should kneel at the patient’s hips.
. Rescuers should grasp the patient’s shoulders, hips, knees, and ankles. If only

one rescuer is available to roll the patient, he should grasp the heavy parts of

the torso—the shoulders and hips.

5. The rescuer at the patient’s head should signal and give directions: “On
three, slowly roll. One, two, three, roll together.” All rescuers should
slowly roll the patient in a coordinated move and carefully keep her spine
in a neutral, in-line position until she is supine. It is important to note that
the rescuer holding the head should not initially try to turn the head with
the body. Because the head is already facing sideways, allow the body to
come into alignment with the head. Once the body and head are aligned,
approximately half way through the roll, the rescuer at the head will then
move with the body, keeping the head and body aligned until the patient is

in the supine position.

Is It Safe ¢

The most important person during a log roll is the person at the
head. He must think ahead and position his hands in anticipation
of the movement of the patient from face-down to face-up. Posi-
tioning the hands incorrectly will result in an awkward hand and
body position of the rescuer and may result in excessive move-
ment of the patient’s neck.

Sometimes the patient is already supine but must be placed
on a blanket or spine board. If this is the case, then perform steps
1 through 5 above, maintaining control of the patient when she
is rolled onto her side. Without removing your hands, continue
with the following (Scan 5-8):

1. The rescuer at the patient’s head should continue stabiliza-
tion of the patient’s head and neck until other rescuers
position a blanket or long spine board (backboard)
behind the patient.

2. At a signal from the rescuer at the head, they should slowly
roll the patient in a coordinated move onto the blanket or
spine board.

3. Finally, they should make sure the patient is positioned on
the center of the spine board. If they must adjust the patient’s
position, they must keep her head and spine in neutral
alignment.

Equipment

EMTs and advanced life support (ALS) personnel will often ask
Emergency Medical Responders to assist with preparing the
patient for transport and with lifting, moving, and loading

* FIRST ON SCENE

Jesse could see the driver of the oncoming
semi, immersed in a conversation on his cell
phone, simply move the steering wheel to the
left, guiding the huge truck onto the grassy
center divide of the highway, where it passed
the collision scene without so much as down-
shifting. Once the truck’s flatbed trailer
cleared the wreckage, it returned to the road-
way and continued off into the distance.

"Please, please, help mel” The man, his
face contorted with pain and terror, was
now screaming at Jesse.

There were more oncoming vehicles,
but at the moment they were nothing more
than colorful specks on the distant horizon.
Jesse ran to the pickup and was able to force
the passengerside door open, breaking it
back onto the hinges. He reached over and
released the driver's seat belt and found that
the bench seat of the truck was covered
with blood.

The man fell over onto the passenger
side, grabbing for Jesse’s arm. Jesse could
see that both of his legs were severed,
pinched between the truck’s displaced
engine and the now raised floor of the cab.
He quickly glanced down the highway, saw
the glint of the sun-on a windshield, slid his
hands under the man’s arms, and began
moving backward as fast as he could.
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devices associated with
moving a patient in the out-
of-hospital arena.
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scan 5-8

o

1 m Manually stabilize the patient’s head and neck 2 mKneel at the patient’s side opposite the board
as you place the board parallel to the patient. at the shoulder, waist, and knees. Reach across
Maintain manual stabilization throughout the the patient and position your hands.
log roll.
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3 m On command from the rescuer at the head, roll 4 = Place the patient onto the board, rolling her as
the patient toward you as a unit. The spine a unit.
board should be put in place.
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patients into the ambulance. To help with these tasks, you must be familiar with
the various carrying and packaging devices that are used. Many Emergency Med-
ical Responder courses do not include information and practice on immobiliza-
tion devices. Your instructor will teach you the procedures if you will be expected
to perform them in your jurisdiction.

STRETCHERS

Typical equipment used for packaging and loading a patient into an ambulance
includes a wheeled stretcher. This device is sometimes called a stretcher, cot, or
gurney. It is used to transport a patient from the scene of the emergency to the
ambulance and from the ambulance to the hospital. It is secured in the back of an
ambulance by way of a simple locking mechanism. In addition, the head and the
foot ends of many stretchers can be elevated to make the patient comfortable or
to assist in caring for certain conditions such as shock.




There are many brands and types of wheeled stretchers. Some of them are
(Scan 5-9):

s Single-operator stretcher. This type of stretcher allows a single operator to
load the stretcher into the ambulance without the assistance of a second
person. The undercarriage is designed to collapse and fold up as the stretcher
is pushed into the ambulance.

» Dual-operator stretcher. This type of stretcher requires a second person to lift
the undercarriage prior to pushing it into the ambulance.

» Electric/pneumatic-lift stretcher. This is the newest type of stretcher on the
market and is equipped with a pneumatic or electric mechanism that will lift
and lower the stretcher at the touch of a button. It minimizes the need for
rescuers to lift a stretcher with a patient on it, thereby significantly reducing
the risk of back injury.

mmmm Geriatric Focus

When transporting the elderly patient by mechanical means, such as a stair chair or
stretcher, explain what you are doing and provide reassurance so that they will not
become afraid of falling.

Other types of equipment used for packaging and loading the patient into an
ambulance include the following (Scans 5-10 and 5-11):

u Portable stretcher. The type of stretcher is also known as a folding or flat
stretcher. It is much lighter than a standard wheeled stretcher and makes
the task of moving a patient down stairs or out of tight spaces much
easier. Portable stretchers may be canvas, aluminum, or heavy plastic, and
they usually fold, roll up, or collapse for easy storage. Aluminum and
plastic stretchers are now commonly used because it is easy to disinfect
them.

s Stair chair. The stair chair helps rescuers move seated medical patients
down stairways and through tight places where a traditional stretcher
will not fit. Newer brands are made of sturdy folding frames with either
canvas or hard plastic seats and are easy to store. They have wheels that
allow rescuers to roll them over flat surfaces. Some models have a tractor
tread mechanism that allows them to easily slide down stairways just by
tilting them.

Is It Safe ¢

Scoop stretchers might not be appropriate for immobilization of the spine. The
authors of this textbook have contacted several manufacturers of scoop stretchers,
and all have indicated that the scoop stretcher is not recommended for use as a
primary spinal immobilization device. However, it may be appropriate to place the
patient on a scoop stretcher and then secure the scoop to a long spine board for
additional support. Consult your local protocols for the proper use of the scoop
stretcher.

» Scoop (orthopedic) stretcher. This device is typically made of hard plastic or
aluminum. It is called a scoop stretcher because it splits vertically into two
pieces, which can be used to “scoop” the patient up. Newer models are sturdier
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scan 5-9
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1 = Single-Operator Stretcher.

2 ® Dual-Operator Stretcher.
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3 ® Electric/Pneumatic Lift Stretcher. These
eliminate the need for heavy lifting.
(© Ferno-Washington, Inc.)




scan D=10 ¢

1 m Scoop Stretchers. A. These stretchers are ideal for moving patients in the position they are found.
B. Once in place, the patient must be properly secured to the device before moving.

W
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2 u Portable Stretcher. Beneficial for carrying
supine medical patients down stairs.

3 ® Flexible Stretcher. Used in restricted areas or
narrow hallways.

e g Y

4 m Basket Stretcher. Used to transport over rough
terrain.
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scan 5-11 B
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1 ® Long Spine Board. A. This backboard is used to immobilize the spine of a supine patient. B. Long spine
board with patient properly secured in place.
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2 = Short Spine Board.This backboard is used to 3 = Vest-Type Extrication Device.This device
stabilize the spine while removing patient facilitates the extrication of a seated patient,
from vehicle. while stabilizing the patient’s head, neck, and

spine.

and more rigid than older ones and provide more support to the spine. How-
ever, a scoop stretcher is commonly used for picking up and moving a patient
with hip injuries or multiple injuries rather than for spine injuries. It is also
used for transferring a patient from a bed or the floor to a wheeled stretcher
or from the wheeled stretcher to the hospital bed. Follow your local protocols
for using this device.

= Spine board. Spine boards are also known as backboards. The long spine
board is used for patients who are found lying down or standing and have a
suspected spine injury. Short spine boards are becoming less common as they
are being replaced by the vest-type extrication device. Short boards are used
primarily for removing patients from vehicles when it is suspected that they
have neck or spine injuries. Once secured to the short spine board, the patient
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may be moved from a sitting position in the vehicle to a supine position on a
long spine board. Short boards are difficult to use in late model cars that have
bucket seats because they do not fit the contour of the seat.

= Vest-type extrication device. The extrication vest is used to help immobilize
and remove patients found in a seated position in a vehicle. It wraps around
the patient’s torso to stabilize the spine and has an extended section above the
vest with side flaps for stabilizing the patient’s head and neck. Rescuers secure
the patient’s head, neck, and torso with straps and padding. The vest has
handles that aid in lifting the patient out of the vehicle and onto a long
spine board.

= Full-body immobilization device. The most common type is the full-body
vacuum splint. It consists of a large airtight bag filled with tiny beads. As the
patient is placed on the device, it can be molded to fit the shape and contours
of the patient’s body. Once it is in place, a portable vacuum is activated to
remove the air from the bag. The result is a hard cast-like splint that
immobilizes the patient.

» Basket stretcher. This stretcher is typically used in more rural settings to move
a patient from one level of ground to another or over rough terrain. The
basket stretcher is also known as a Stokes stretcher.

= Flexible stretcher. This stretcher is made of rubberized canvas or other
flexible material such as heavy plastic, often with wooden slats sewn into
pockets. The flexible stretcher usually has three carrying handles on each
side. Because of its flexibility, it can be useful in restricted areas or narrow
hallways.

u Pedi-board. Special spinal immobilization boards are made to fit infants and
children. The back of a child’s head is larger proportionately than an adult’s,
so boards have a depression in the head end to fit. However, it is still neces-
sary to pad the child’s body from the shoulders to the heels to ensure his
airway is in a neutral position while secured on the board.

CERVICAL COLLARS

When you package a patient on an immobilization device, you must first stabilize
the head and neck by selecting and applying a cervical collar that is a size appro-
priate for your patient (Scans 5-12 and 5-13). Also called extrication collars,
rigid cervical collars are applied to help maintain stability and alignment with the
body in patients who have suspected neck and spine injuries (Scans 5-14 and
5-15). Your instructor will teach you the steps if Emergency Medical Responders
are required to use collars in your jurisdiction. (Refer to Chapter 11 for care of
patients with spine injuries.)

Regardless of whether or not you learn to size and place cervical collars dur-
ing your training, it is vital to understand one important concept. Cervical collars
will only minimize movement of the neck of a cooperative patient. A patient who
is combative or otherwise uncooperative can still move his or her neck even with
a cervical collar in place. Therefore, it is important to maintain manual stabiliza-
tion of the head even after placement of a cervical collar.

There are many different makes and models of cervical collars on the market
today. Some brands offer many sizes; others offer a “one-size-fits-all” adjustable
collar. More than likely, you will not have a choice in the matter. Instead, you will
be expected to use whatever collars are currently in use in your agency or region.
Whatever the case, it is best to follow the manufacturer’s suggested method for
sizing and application. Your instructor will likely demonstrate the collars cur-
rently in use in your area.

Chapter 5 Lifting, Moving, and Positioning Patients
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(Courtesy of Laerdal Medical Corporation) (Courtesy of Philadelphia Corporation)
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Regardless of the brand or type of collar, the following guidelines can be used
to ensure a proper fit for your patient:

® Once in place, check to see that the sides of the collar do not ride too far
above or below the earlobes.

= Confirm the chin fits properly on the collar. The bony part of the chin should
be well supported by the collar.

# The collar should be snug on all sides and not too tight or too loose.

= Consider using a different size or adjusting the collar if it does not fit

properly.

* FIRST ON SCENE WRAP-UP

By the time the emergency crews arrived, summoned by the driver of the semi that had initially
hit the pickup, several more cars and big rigs had sped through the collision scene. One even
clipped the demolished pickup with & large chrome bumper, sending it skittering off the high-
way and into a ditch.

Jesse had pulled the injured man onto the side of the road. The semi driver who had hit
the pickup came running up to the scene. Shaken and winded, he offered, “Can | help?”
Grateful, Jesse showed him how to hold the man's head in a neutral, in-line position while Jesse
applied pressure to the bleeding with his jacket.

Later, the paramedic who arrived with the ambulance credited Jesse’s quick thinking and
actions with ultimately saving the patient’s life,




1 = When properly fitted, the sides of the collar
should come very close to or slightly overlap
the earlobe.

o . v
3 mWhen properly fitted, the patient’s chin will fit
completely and snugly within the saddle of the
collar.

T

2 = A collar that is too big will extend way above
the earlobes. Consider readjusting or selecting
a smaller size collar.

4 m A collar that is too big will extend well beyond
the chin allowing for excessive movement.
Consider readjusting or selecting a smaller size
collar.
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scan 5-14

4 e - w e
1 ® Establish manual stabilization of the head 2 m Select an appropriate size collar or adjust the
while your partner selects a collar. collar based on the patient’s size. Follow the

manufacturer’s guidelines for size and adjust-
ment selection.

AT

e R —"

3 m Place the collar beneath the patient’s chin and 4 ® Secure the collar in place by overlapping the
firmly against the lower jaw. The chin should Velcro closure at the side of the patient's neck.
fit well within the chin saddle of the collar. Confirm fit by looking at ears and chin.
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1 mSlide the back portion of the cervical spine 2 = Position the collar so that the chin fits properly.
immobilization collar behind the patient’s Secure the collar by attaching the Velcro.
neck. Fold the loop Velcro inward on the
foam padding.

Alternative Method

e o e ey

P AR e T R

1 ® An alternative method of applying the collar 2 m Hold the collar in place by grasping the

to a supine patient is to start by positioning trachea hole. Attach the loop Velcro so it
the chin piece and then sliding the back mates with (and is parallel to) the hook
portion of the collar behind the patient’s Velcro.

neck.
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CHAPTER REVIEW

Summary

When you must move patients or equipment, use the
proper body mechanics to prevent injury. However, in most
instances, only attempt to move patients when it is
absolutely necessary. Most of the time, it is possible to
assess patients, care for them, and monitor their condition
without significant movement. Do your best to keep your
patients at rest.

Emergency moves are carried out quickly when the
scene is hazardous, care of the patient requires immediate
repositioning, or you must reach another patient who
needs life-saving care. A heavy patient or one who is unre-
sponsive or unable to move alone may be moved by using
one of the drag methods. Always drag the patient along
the long axis of the body, keeping his head as low as pos-
sible. The use of a drag may also be appropriate where
there are possible spine injuries.

Nonemergency moves are the preferred choice when
the situation is not urgent, the patient is stable, and you
have adequate time and personnel for a move. Before per-
forming a nonemergency move, complete a thorough
patient assessment. Most nonemergency moves are not
appropriate for patients with suspected spine injuries. It is
best to splint any suspected fractures before these moves.

The direct ground lift is a nonemergency move that
can be used for patients with no neck or spine injuries.
You should have two, three, or more people to help. The
patient must be supported at the head, neck, back, and
knees. A rescuer should control and support the patient
above and below the buttocks. Another rescuer should

Remember and Consider

support the patient’s knees and ankles. When moving the
patient, you should keep the patient rolled toward your
chest.

The extremity lift is a good nonemergency move, but
it should 770t be used if the patient has possible head, neck,
or spine injuries, is unresponsive, or has injuries to the
upper or lower extremities (including the shoulder and
hip). This lift requires two rescuers, with you lifting the
patient at the shoulders and your helper lifting the patient
at the knees.

Transfer patients from a bed to a stretcher using the
direct carry method or the draw sheet method.

Sometimes it is necessary to position patients to
ensure they can maintain an airway, breathe, and drain
fluids. Use the recovery position for unresponsive patients
who are breathing and have no spine injuries. Use a posi-
tion of comfort or a semisitting position for responsive
patients who have no spine injuries, such as those with
chest pain, nausea, or difficulty breathing.

Emergency Medical Responders may be asked to
assist with lifting, moving, and immobilizing patients.
Many types of equipment are available, including
wheeled, portable, scoop (orthopedic), basket, and flexi-
ble stretchers, full-body spinal immobilization devices, the
stair chair, and short spinal immobilization devices, such
as the extrication vest and short spine boards. There are
also special immobilization devices for infants and chil-
dren called pedi-boards.

Using poor body mechanics is dangerous, not only to you
but also to your patient and coworkers. And remember that
it is dangerous to push yourself past your physical limits.

» Learn and practice proper methods of lifting and moving
patients until you are able to perform them comfortably.

Investigate

» Never hesitate to ask for assistance from other EMS
providers if a patient or equipment is too heavy for you
to lift alone.

Each EMS system has various types of equipment for
packaging and carrying patients.
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» Find out what kinds of patient carrying and immobi-
lization devices are used on the ambulances in your
community and become proficient in using them.



Quick Quiz

1. The term “body mechanics™ is BEST defined as:

a. properly using your body to facilitate a lift or
move.

b. using a minimum of three people for any lift.

¢. contracting the body’s muscles to lift and move
things.

d. lifting with your back and not your legs.

2. An Emergency Medical Responder should immedi-
ately move a patient EXCEPT when the patient:

a. has a blocked airway.

b. is bleeding severely.

¢. has mild shortness of breath.
d. is in cardiac arrest.

3. When lifting a patient, feet should be placed:

a. one in front of the other.

b. shoulder width apart.

¢. a comfortable distance apart.
d. as close together as possible.

4. Good body mechanics means keeping your back

and bending at the knees when lifting a patient

or large object.

a. at a 45-degree angle
b. straight

€. curved

d. slightly twisted

5. The load on your back is minimized if you can keep

the weight you are carrying:

. as close to your body as possible.
. at least 6 inches in front of you.

. at least 18 inches in front of you.
. as low as possible.

on oo

. It is best if the rescuer at the

. What type of move is used when there is no immedi-

ate threat to the patient’s life?

a. emergency

b. nonemergency
¢. rapid

d. nonrapid

. Which ane of the following would be the BEST

choice for a stable patient with a suspected spine
mjury?

a. one-rescuer assist

b. cradle carry

€. TWO-rescuer assist

d. shoulder drag

. Which one of the following patients would BEST be

served by placing in the recovery position?

a. child who is unresponsive following a seizure

b. adult in cardiac arrest and in need of CPR

¢. child who is face down and unresponsive in a pool
d. adult victim of a vehicle collision

directs the actions
of the other rescuers during a log roll.

a. feet

b. head

c. legs
d. torso

. Which one of the following devices would be BEST

suited to carry a responsive patient with no suspected
spine injury down a flight of stairs?

a. flexible stretcher
b. wheeled stretcher
¢. scoop stretcher
d. stair chair
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Airway Management

reathing is life. Each life-giving breath moves through the simple pas-

sages—the mouth, nose, and windpipe—that form the passageway into

the lungs. Blood that circulates to the lungs drops off carbon dioxide

and picks up oxygen. The heart then pumps the oxygenated blood to the rest of

the body. When the blood returns to the heart with waste gases, it is pumped to

the lungs to exchange those gases with oxygen. This continuous process is a
simple one that we do not usually think about—until we cannot do it.

This chapter explains the process of breathing and how to recognize and

provide emergency care to patients who are not breathing or who are not

breathing adequately.

OBJECTIVES

This chapter is based on the objectives of the U.S. DOT’s First Responder National Standard Curriculum.
Note that cognitive objectives are listed below and beside corresponding text throughout the chapter. You will
also notice as you read each objective that the term Emergency Medical Responder is used. This is simply a
name change and reflects the new name for the First Responder.

By the end of this chapter, you should be able to (from cognitive or knowledge information):

2-1.1 Name and label the major structures of the
respiratory system on a diagram. (pp. 117-118)

2-17.2  List the signs of inadequate breathing.
(p- 119)

2-1.2  Describe the steps in the head-tilt, chin-lift.
(p. 120)

2-1.4 Relate mechanism of injury to opening the
airway. (p. 120)

2=1.5 Describe the steps in the jaw-thrust.
(p. 121)

2-1.6  State the importance of having a suction unit
ready for immediate use when providing emergency
medical care, (p. 146)
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2-1.7  Describe the techniques of suctioning,.
(pp. 146-148)

2-1.8 Describe how to ventilate a patient with a
(pocket) resuscitation mask or barrier device.

(pp. 122-125)

2-1.9 Describe how ventilating an infant or a child is
different from ventilating an adult. (pp. 126-127)

2-1.10 List the steps in providing mouth-to-mouth
and mouth-to-stoma ventilation. (pp. 122, 128) .

2-1.11 Describe how to measure and insert an
oropharyngeal (oral) airway. (pp. 139-141)

2-1.12 Describe how to measure and insert a
nasopharyngeal (nasal) airway. (pp. 141-142)



2-1.13  Describe how to clear a foreign body airway
obstruction in a responsive adult. (pp. 131-134)

2-1.14  Describe how to clear a foreign body airway
obstruction in a responsive child with a complete
obstruction or a partial obstruction and poor air
exchange. (pp. 131-134)

2-1.15 Describe how to clear a foreign body airway
obstruction in a responsive infant with a complete
obstruction or a partial airway obstruction and poor
air exchange. (pp. 134-135)

By the end of this chapter, you should be able to feel comfortable enough to (by changing attitudes, values

and beliefs):

2-1.19  Explain why basic life support ventilation and
airway protective skills take priority over most other
basic life support skills. (pp. 113, 115-116)

2-1.20 Demonstrate a caring attitude toward patients

with airway problems who request emergency medical
services. (pp. 127, 135-136, 142)

2=1.16  Describe how to clear a foreign body
airway obstruction in an unresponsive adult,
(p. 134)

2-1.17 Describe how to clear a foreign body
airway obstruction in an unresponsive child.
(p. 134)

2-1.18 Describe how to clear a foreign body
airway obstruction in an unresponsive infant.

(p. 135)

)

2-1.21 Place the interests of the patient with airway
problems as the foremost consideration when making any
and all patient care decisions. (pp. 133, 115-116, 127)

2-1.22 Communicate with empathy to patients with
airway problems, as well as with family members and
friends of the patient. (pp. 127, 135-136, 142)

By the end of this chapter, you should be able to show how to (through psychomotor skills):

2-1.23  Demonstrate the steps in the head-tilt, chin-lift.
(p. 120)

2-1.24  Demonstrate the steps in the jaw-thrust.
(p. 121)

2-1.25 Demonstrate the techniques of suctioning,
(pp. 146-148)

2-7.26  Demonstrate the steps in mouth-to-mouth
ventilation with body substance isolation (barrier
shields). (pp. 124-125)

2-1.27 Demonstrate how to use a (pocket) resuscita-
tion mask to ventilate a patient. (pp. 122-124)

2-1.28 Demonstrate how to ventilate a patient with
a stoma. (p. 128)

2-1.29 Demonstrate how to measure and insert an
oropharyngeal (oral) airway. (pp. 138-141)

2-1.30  Demonstrate how to measure and insert a
nasopharyngeal (nasal) airway. (pp. 141-142)

2-1.21 Demonstrate how to ventilate infant and child
patients. (pp. 126-127)

2-1.32 Demonstrate how to clear a foreign body
airway obstruction in a responsive adult. (pp. 131-134)

2-1.33 Demonstrate how to clear a foreign body
airway obstruction in a responsive child. (pp. 131-134)

2-1.24 Demonstrate how to clear a foreign body
airway obstruction in a responsive infant. (pp. 134-135)

2-1.35 Demonstrate how to clear a foreign body
airway obstruction in an unresponsive adult.
(p- 134)

2-1.36 Demonstrate how to clear a foreign body
airway obstruction in an unresponsive child.

(p. 134)

2-1.37 Demonstrate how to clear a foreign body

airway obstruction in an unresponsive infant.
{p. 135)

ADDITIONAL LEARNING TASKS

This chapter explains the anatomy and function of the airway and the process of breathing. As you work
through the chapter, you will come to understand better the reasons that airway and breathing are the first
and most important steps in patient care. By the end of the chapter, you should be able to:

» State three reasons why we must breathe to stay alive.

When patients stop breathing, an Emergency Medical Responder only has a few minutes to assist
them in starting the breathing process again. But if the delay is too long, patients will die. The time
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between breathing and not breathing is critical, and you need to understand
what happens in those few minutes. Be able to:

» Explain the difference between clinical death and biological death and the
approximate times for each.

When we breathe, pressure inside the lungs changes, causing air to flow in
and out. Breathing in, or inhaling, is an active process that requires muscle
contractions, but breathing out, or exhaling, is a passive process that works as
muscles relax. The lungs function by pressure changes similar to blowing up
a balloon and allowing it to deflate. Think about that process and be able to:

» Relate, in a very general way, changes in volume and pressure in the lungs to the
process of breathing.

When Emergency Medical Responders physically help a patient breathe, they
are ventilating the patient. Sometimes they ventilate too frequently or with too
much pressure. When this occurs, the lungs get overfilled and the extra air may
go into the stomach. You must recognize when this happens and know what to
do about it. So, be able to:

» State two things to do when air gets in the patient’s stomach (gastric distention)
from assisted ventilations.

Sometimes, events or actions cause our airway to become blocked, and it
becomes difficult or impossible to breathe. What are the causes? How can you
tell if someone is having a breathing problem? What can Emergency Medical
Responders do to help? You must be able to:

» List five factors that can cause airway obstruction.

» List three signs of partial airway obstruction.

» State when you should care for a partial airway obstruction as if it were a
complete airway obstruction.

» Describe two things usually noticeable in a responsive patient with a complete
airway obstruction.

In addition, for a patient with injuries, always consider the possibility of a
spine injury. If there is any reason to suspect one, stabilize the injured patient’s
head and neck while opening the airway so you do not cause further spine dam-
age. Be able to explain why and:

= Demonstrate the techniques used to manage the airway of patients with possible
neck or spine injuries.

FIRST ON SCENE

“Tami!” The neighbor’s voice was full of panic. “Tami, are you home?"

Tami Perez, full-time mother and part-time volunteer firefighter, had been dozing in the
backyard with a paperback novel shielding her eyes from the sun. “Yeah, Ruthie, I'm back
here,” she'said, lifting the book up and squinting toward the back fence and her neighbor’s red
face.

“Tami. Quick. It's Jenna!"” The neighbor stammered. "She fell off the pool slide onto the
cement, and she's not moving.”



Tami jJumped up from her bright green lounge chair and raced to the gate separating the two
backyards. Jim, Ruthie’s husband and Jenna's stepfather, was kneeling over the motionless girl
protectively.

“Nobody move herl” he said, probably louder than he had intended. “I think her neck
rnight be hurt.”

Tami looked past Jim and saw the girl lying awkwardly semiprone on the concrete with her
chin propped against her chest.

“Ruthie, | need you to call 9-1-1 right now.” Tami knelt next to the girl. "And Jim, we need
to gently roll her aver.”

Breathing

WHY WE BREATHE

To maintain life, we breathe. The act of breathing is called respiration, during
which oxygen is brought into the body. The body’s cells, tissues, and organs need
oxygen for life, and all life requires energy. The body uses oxygen to produce the
energy needed to contract muscles, send nerve impulses, digest food, and build
new tissues. In addition, the breathing process also removes carbon dioxide from
cells and gives it off as waste.

The process of breathing maintains a constant exchange of carbon dioxide
and oxygen. If breathing is not adequate or if it stops, carbon dioxide accumulates
in the body’s cells and becomes a deadly poison. A patient with an increase in car-
bon dioxide may present with the following signs and symptoms: rapid breathing
to rid the body of the excess carbon dioxide; drowsiness as brain cells react to
excess carbon dioxide; and hallucinations and loss of the ability to breathe, as
brains cells begin to die. The patient is becoming hypoxic, will eventually lose
consciousness, and if breathing is not restored, will go into a coma and die.

By regulating the levels of carbon dioxide in the blood and tissues, the respi-
ratory system plays a key role in keeping a normal acid-base balance. This is
measured using a pH scale. A low pH indicates too much acid and may be caused
by a buildup of carbon dioxide, as may be seen in respiratory failure. Cells live
and function within a narrow range of pH. If breathing is not adequate or if it
fails, this balancing function stops. If blood pH level goes too far one way or the
other on the scale, cells stop functioning and die. The brain is also very sensitive
to improper levels of pH balance. Without proper pH, brain functions quickly
cease, including the ones that control breathing.

Once breathing stops, the heart will soon follow. This is because the heart
requires a continuous supply of oxygen to function. The moment both heartbeat
and respirations stop is called clinical death. Over the next four to six minutes,
oxygen is depleted and cells begin to die. This is the period when it is most criti-
cal for the patient to receive CPR. If the patient’s cells do not receive oxygen
within 10 minutes, they quickly die. The organ affected first, and the most critical
one, is the brain. Biological death occurs during this 6- to 10-minute time frame
(Figure 6.1). Biological death occurs when too many brain cells die. Clinical
death can be reversed; biological death cannot.

HOW WE BREATHE

Breathing is automatic. Even though you can temporarily control depth and rate,
that control is short term and is soon taken over by involuntary orders from the
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respiration ® the act of breath-
ing; the exchange of oxygen and
carbon dioxide that takes place
in the lungs.

REMEMBER

The process of biological
death may be delayed
by factors such as cold,
especially in cold-water
drownings. This is
because the body’s
metabolism and oxygen
consumption by the cells
is profoundly slowed by
the cooling of the bodly.
Always perform
resuscitation procedures
on cold-water drowning
victims, even if they
have been in the water
longer than 10 minutes.

hypoxic » refersto an insuffi-
cient level of oxygen in the
blood and tissues. The condition
is called hypoxia.

clinical death m the moment
when breathing and heart
actions stop.

biological death ®m occurs
appreximately four to six
minutes after onset of clinical
death and results when there is
an excessive amount of brain cell
death.
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1 Clinical death—the moment
breathing and heartbeat stop

Biological death—within 4-8 minutes

FIGURE 6.1 Without oxygen, brain cells
begin to die within 10 minutes. Cell death
may begin in as little as 4 minutes.

respiratory centers of the brain. If you try to hold your breath, these
centers will urge you to breathe, then take over and force you to
breathe. If you try to breathe slow, shallow breaths while running,
these brain centers will automatically adjust the rate and depth of
breathing to suit the needs of your body. Asleep, or even unresponsive,
if there is no damage to these respiratory centers and the heart contin-
ues to circulate oxygenated blood to the brain, breathing will be an
involuntary, automatic function. The needs of your cells, not your will,
are the determining factors in the control of breathing.

The lungs are elastic and expandable. This expansion is limited by
the size of the chest cavity and the pressure within the cavity pushing
back on the lungs. To inspire (inhale air), the size of the chest cavity must
increase and the pressure inside the cavity must decrease. A simple law
governs respiration: as volume increases, pressure decreases (Figure 6.2).

It you take the air out of a small balloon and place the same
amount of air into a larger balloon, the final pressure inside the large
balloon will not be as great as it was in the smaller one. Why? The
larger balloon has a greater volume to be filled. The air from the small
balloon will produce less pressure inside the large one.

FIRST » The volume of the chest cavity is increased by muscle contrac-
tion. This may sound backward because contractions usually make

things smaller. However, as the muscles between the ribs contract, they pull the
diaphragm (Dl-ah-fram) m the  front of the ribs up and out. When the diaphragm muscle contracts, it moves

dome-shaped muscle that sepa-
rates the chest and abdominal
cavities. It is the major muscle
used in breathing.

cavity.

downward. Both actions result in an increase in the size and volume of the chest

® SMALL BALLOON
Volume
filled—
High pressure

® | ARGE BALLOON
Volume
not filled—
Low pressure

FIGURE 6.2 An equal amount of air delivered to each balloon will not produce the same pressure.
An increase in volume means a decrease in pressure.
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INSPIRATIONS AND EXPIRATIONS

RELAXED

CONTRACTION
Inspiration begins

INSPIRATION RELAXED

With each inspiration, the volume of the chest cavity increases, causing a
decrease in the pressure within the lungs. (Figure 6.3 illustrates the breathing
process.) When this occurs, the lungs expand automatically. As the lungs expand,
the volume inside each lung increases. This means that the pressure inside each
lung will decrease. As you know, air moves from high pressure to low pressure. (A
punctured automobile tire demonstrates this principle.) So, when the pressure
inside the lungs becomes less than the pressure in the atmosphere, air rushes into
the lungs. It moves from high pressure (atmosphere) to low pressure (lungs). It
will continue to do so until the pressure in the lungs equals the pressure in the
atmosphere.

For expiration to occur, the process is reversed. The diaphragm muscle and the
muscles between the ribs relax, which reduces the volume in the chest cavity. As the
cavity gets smaller, pressure builds in the lungs until it becomes greater than the
pressure in the atmosphere, when we must exhale, Air flows from high pressure
(full lungs) to low pressure (atmosphere).

Respiratory System Anatomy

FIRST - Several important parts of the respiratory system have been discussed:
the respiratory centers in the brain and the muscles of respiration, including the
diaphragm and those between the ribs. Other major structures of the respiratory
system include the upper and lower airways (Figure 6.4):

Nose. The nose is the primary path for air to enter and leave the system.
Mouth. The mouth is the secondary path for air to enter and leave the system.
Throat. An air and food passage, the throat is also called the oral pharynx.
Epiglottis. A leaf-shaped structure, the epiglottis covers the larynx when we
swallow, which prevents food and fluids from entering the trachea.
u Trachea. The trachea is an air passage to the lungs. It is located below the
larynx and is commonly called the windpipe.
s Larynx. An air passage at the top of the trachea, the larynx is also known as
the voice box (the structure that contains the vocal cords).
» Bronchial tree. The bronchial tree is formed by tubes that branch from the
trachea and take air to the lungs. Its two main branches are the right and left
main stem bronchi, one for each lung. These branch into secondary bronchi in
the lobes of the lungs. The secondary bronchi then branch into bronchioles,
many of which have alveoli, the microscopic air sacs where the exchange of
gases actually takes place.
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Passive expiration begins

FIGURE 6.3 The
respiratory cycle.

inspiration m refers to the
process of breathing in, or inhal-
ing. Opposite, expiration.

expiration ® refers to the pas-
sive process of breathing out, or
exhaling. Opposite, inspiration.

2-1.1 Name and label the
major structures of the
respiratory system on a
diagram.

pharynx (FAR-inks) = the throat.

epiglottis (EP-i-GLOT-is) ® a
flap of cartilage and other tis-
sues located above the larynx. It
helps close off the airway when
a person swallows.

trachea (TRAY-ke-ah) m the
windpipe.

larynx (LAR-inks) = the section
of the airway between the
throat and the trachea that con-
tains the vocal cords. Also called
voice hox.

117



118

Sinus

Nasal passage
Nasopharynx

Pharynx
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FIGURE 6.4 The respiratory system.

= Lungs. The lungs are elastic organs containing the bronchi, bronchioles, terminal
bronchioles, and the alveoli.

® Alveoli. These are the small air sacs at the end of the terminal bronchioles

where blood cells replenish their oxygen supply and release their accumulated
carbon dioxide.

Respiratory Cycle

When our breathing muscles (the diaphragm and those berween the ribs) contract and
enlarge the chest cavity, air flows through the mouth and nose, into the throat, past
the epiglottis, and into the trachea. Air then flows into the left and right main stem
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bronchi, then through the smaller bronchioles to the clusters of alveoli. The alveoli
are surrounded by tiny blood vessels called pulmonary capillaries. Here is where
oxygen and carbon dioxide exchange takes place. Oxygen travels through the walls
of the alveoli and into the blood, which delivers it to the cells. Carbon dioxide trav-
els from the blood through the alveoli walls where it is eliminated when we exhale.

PATIENT ASSESSMENT
Signs of Adequate Breathing

FIRST = As you approach a patient and form a general impression of his condi-
tion, you can quickly determine if he is comfortable and breathing normally or if
he is distressed and having trouble breathing. As you perform an initial assessment
of the patient, you will:

» Look for adequate tidal volume. This is amount of air being moved in and out
of the lungs with each breath. Tidal volume can be assessed by observing the
even and effortless rise and fall of the chest with each breath.

= Listen for air entering and leaving the nose and mouth. The sounds should
be quiet like a soft breeze (no gurgling, gasping, wheezing, or other unusual
sounds).

Feel for air moving into and out of the nose and mouth.

= Observe skin color. Although every person’s skin is a different color, the skin
should not be pale or cyanotic (tinted blue). Look for these signs, especially
around the lips and eyes and in the nail beds, where it will be obvious if the
patient is not breathing adequately.

= Observe the patient’s level of responsiveness. A responsive patient who is not
having difficulty breathing is almost always breathing adequately.

Signs of Inadequate Breathing

FIRST * A patient who has inadequate breathing will have the following signs
and symptoms:

Absent or shallow rise and fall of the chest.

No air heard or felt at the nose or mouth.

Noisy breathing or gasping sounds.

Breathing that is irregular, too rapid, or too slow.

Breathing that is too deep or labored, especially in infants and children.

Use of accessory muscles in the chest, abdomen, and around the neck.
Nostrils that flare when breathing, especially in children.

Skin that is pale or cyanotic (tinted blue).

Sitting or leaning forward in a tripod position in an effort to make breathing
easier.

Pulmonary Resuscitation

The term pulmonary refers to the lungs. Resuscitation is any effort to revive or to
restore normal function. When you perform pulmonary resuscitation, you are
providing artificial or assisted ventilation to the patient in an attempt to restore
the normal delivery of oxygen into the blood and removal of carbon dioxide. This
is also referred to as rescue breathing.

Chapter 6 Airway Management

REMEMEBER

The rate and depth of
breathing should be in
the normal range while
sitting quietly (at rest).
For the adult, normal is
12 to 20 breaths per
minute. For the child,
normal is 15 to 30
breaths per minute. For
the infant, normal is 25
to 50 breaths per minute.

tidal volume ® the amount of
air being moved in and out of
the lungs with each breath.

cyanotic (sy-ah-OT-ik) m bluish
discoloration of the skin and
mucous membranes; a sign that
body tissues are not receiving
enough oxygen. The condition is
called cyanosis (sy-ah-NO-sis).

2-1.2 List the signs of
inadequate breathing.

accessory muscles ® muscles of
the neck, chest, and abdomen
that can assist during respiratory
difficulty.

pulmonary resuscitation
(PUL-mo-ner-e re-SUS-si-TAY-
shun) ® a technigue by which
breaths are provided to a patient
in an attempt to artificially main-
tain normal lung function. Also
called rescue breathing or
artificial ventilation.

ventilation ® the supplying of
air to the lungs. See pulmonary
resuscitation.
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¥ FIRST ON SCENE

"I don't think we should move her,” lim said, grabbing Tami’s
wrists as she touched the unrespensive girl's shoulder.
“Shouldn't we wait for the ambulance?”

"Jim, she has no airway right now. She's nat breathing.”
Temi easily shook her arms from Jim’s grasp. “Now unless we
get her airway open, she's not going to last until the ambu-

Because you provide air that has already been
in your lungs to the patient, you might wonder if
you are providing enough oxygen. The atmos-
phere contains about 21% oxygen. The air
exhaled from your lungs can contain up to 16%
oxygen. This is more than enough oxygen to keep
most patients biologically alive until they can
receive supplemental oxygen.

lance gets here.”

“For God’s sake, Jim!" Ruthie screamed from the back
door of the house, one hand over the telephone receiver. "Do

what she says!"”

OPENING THE AIRWAY

As part of your initial assessment, make certain
that the patient has an open airway and is
breathing adequately. In an unresponsive patient,

2-1.4 Relate mechanism of
injury to opening the airway.

head-tilt, chin-lift maneuver =
technigue used to open the
airway of a patient with no
suspected neck or spine injury.

jaw-thrust maneuver =
technique used to open the
airway of a trauma patient with
possible neck or spine injury.

2=1.2 Describe the steps in
the head-tilt, chin-lift.
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the muscles begin to relax, and the tongue may
drop into the back of the throat and obstruct the airway. The simple act of tilt-
ing the head and lifting the chin could relieve this problem. If a patient is
responsive and showing signs of obstruction (panicked appearance and hands at
the throat), the problem is not likely to be the tongue. Immediately begin the
steps to relieve airway obstructions (discussed later in this chapter).

Repositioning the Head

FIRST » Simply repositioning the head may be enough to open the airway. If the
patient is lying down with his head on several pillows or up against some object
with head flexed forward, tilt the head back slightly by removing pillows or by
repositioning the patient so that his head is not flexed forward. You may place one
flat pillow beneath the patient’s shoulders to help maintain the airway. Note that
patients under the influence of alcohol or drugs often have trouble holding a head
position that will keep the airway open.

There are two methods of opening the airway. The first, the head-tilt, chin-lift
maneuver, is used for ill or injured patients with no suspected spine injury. The second,
the jaw-thrust maneuver, is used for patients who you suspect may have a spine injury.

Head-Tilt, Chin-Lift Maneuver

To perform the head-tilt, chin-lift maneuver, place one hand on the patient’s fore-
head and two fingers of your other hand on the bone part of the patient’s chin.
Gently tilt the head back while lifting the chin. Be careful not to compress the soft
tissues under the jaw. Lift up the patient’s chin so the lower teeth are almost
touching the upper teeth (Figure 6.5). This maneuver will move the tongue away
trom the back of the throat and allow air to flow freely as the patient breathes. It
will also move the neck, which you do not want to do if the patient has a possible
spine injury. In such cases, use the jaw-thrust maneuver.

Is It Safe ¢

It is important to carefully consider the potential for spine injury before opening
the patient's airway. For example, the absence of an obvious mechanism of injury
does not automatically rule out spine injury. A patient found unresponsive in an
alley could have been assaulted and therefore may have a neck or back injury.
When in doubt, always take appropriate spinal precautions.




FIGURE 6.5 Use the head-tilt, chin-lift maneuver to open the airway if there are no spine injuries. A. First, position

your hands. B. Then, tilt the patient’s head back as far as it will comfortably go.

Jaw-Thrust Maneuver
This maneuver is the recommended method for opening the airway of patients
with possible neck or spine injuries (Figure 6.6). Position yourself at the top of the
patient’s head. Reach forward and place one hand on each side of the chin behind
the jaw, just below the ears. You may press your thumbs against the cheekbones
for leverage. Push the jaw forward. Do not tilt or rotate the patient’s head.

This method can also be used in conjunction with a pocket face mask when
assisted ventilations are required.

Is It Safe

The Occupational Safety and Health Administration (OSHA) and the Centers for
Disease Control and Prevention (CDC) quidelines state that EMS personnel can
reduce the risk of contracting infectious diseases by using pocket face masks with
one-way valves and high-efficiency particulate air (HEPA) filter inserts when venti-
lating patients. Always have one on hand. Also wear protective gloves during
assessment and care of all patients.

FIGURE 6.6 Use the jaw-thrust maneuver if there are
possible neck or spine injuries. A. Side view and B. front view
of the Emergency Medical Responder's hand position.

2-1.5 Describe the steps in
the jaw-thrust.

pocket face mask ® a device
used to help provide
ventilations. It has a chimney
with a one-way valve and HEPA
filter. Some have an inlet for
supplemental oxygen.

Chapter 6 Airway Management 121



2-1.8 Describe how to
ventilate a patient with a
(pocker) resuscitation mask
or barrier device.

122 Module 2 Airway

It is important to understand that if you are caring for a patient who has been
injured and you are unable to effectively open the airway using the jaw-thrust
maneuver, you must use the head-tilt, chin-lift maneuver instead, It is more impor-
tant to establish an airway, and tilting the head back may be the only option.

RESCUE BREATHING

All Emergency Medical Responders should use barrier devices, such as pocket face
masks or face shields, when providing artificial ventilations (rescue breaths). When
you perform rescue breathing, you can come into direct contact with the patient’s
body fluids, such as respiratory secretions, saliva droplets, blood, or vomit. Take all
steps necessary to ensure protection from infectious diseases. Always protect yourself.

One example of a barrier device is the pocket face mask. Pocket face masks
are available in many sizes and should fit the patient and seal easily to the facial
contours of the adult, child, or infant. Pocket face masks are typically made of
durable plastic and have a replaceable one-way valve and filter. Some variations
have an oxygen inlet to allow for the administration of supplemental oxygen.

Another example of a barrier device is the face shield, which is a durable plas-
tic sheet with a built-in filter. When folded and stowed, it is small enough to be
attached to a key ring, but it is large enough to cover the patient’s lower face and
act as a barrier to help prevent direct contact with body fluids.

The mouth-to-mouth and mouth-to-nose procedures are no longer accepted as safe
practices for Emergency Medical Responders. Laypeople learn these methods because
they do not normally carry barrier devices and, usually, they would perform assisted
ventilations only on their own family members. Even so, it is still common for al| res-
cuers to learn how to deliver mouth-to-mouth and mouth-to-nose technigues because
of the possibility of being in situations where there are no protective devices or where
there are more patients than devices at the scene. Those who advocate rescue breath-
ing without protective devices state that it is the rescuer’s decision to provide ventila-
tion without adequate rescuer protection.

It is common for patients who are not breathing to vomit during the resuscitation effort.
If you carry a suction device and are trained in its use, it is highly recommended that you
have it out and available for use whenever you are providing rescue breaths for a patient.
The proper use of suction is discussed later in this chapter. Always follow local protocols.

Mouth-to-Mask Ventilation
The mouth-to-mask technique of providing assisted ventilations is the recom-
mended method when there is only a single rescuer present. A pocket face mask
allows you to provide ventilations without having to make direct skin-to-skin
contact. The mask should have a one-way valve in the stem to minimize the
chances of the rescuer breathing in exhaled air from the patient. The pocket face
mask that you use should also come with the disposable filter called a high-
efficiency particulate air (HEPA) filter (Figure 6.7). It snaps inside the pocket face
mask and traps air droplets and secretions that may contain dangerous pathogens.
The pocket face mask is made of soft plastic material that can be folded and
carried in your pocket. It is available with or without an oxygen inlet. You provide
mouth-to-mask ventilations through a chimney on the mask (Figure 6.8). If the




FIGURE 6.7 Pocket face mask with one-way
valve and HEPA filter, A. unassembled and
B. assembled.

FIGURE 6.8A Place yourself beside the
patient’s head and apply the mask.

FIGURE 6.8B ALTERNATIVE: Position
yourself directly above (at the top of) the
patient’s head and apply the mask.

mask has a second port for oxygen, you can simultaneously ventilate the patient
with air from your lungs and with additional oxygen from an oxygen source.

Another advantage of the pocket face mask is that it allows vou to use both
hands to maintain a proper head-tilt or jaw-thrust and still hold the mask firmly
in place. It is relatively easy to keep a good seal between the face mask and a
patient’s face with this device. The pocker face mask also can be used with or
without an airway adjunct (discussed later in the chapter).

FIRST ~ To provide mouth-to-mask ventilations, make sure you are wearing
appropriate PPE. Then follow these steps:

1. Kneel beside the patient and confirm unresponsiveness.

2. Open the airway using the most appropriate maneuver.

3. Check for breathing.
— Look for chest movements. Does the chest rise and fall evenly?
— Listen for air flow from the mouth or nose. Are there unusual sounds (gurgling,
crowing, snoring)?
— Feel for air exchange against your cheek at the patient’s mouth and nose.
— Observe skin color. Is it pale or bluish (cyanotic)?

4. Take no more than 10 seconds to determine if the patient is breathing adequately.
If not breathing adequately, then attach the one-way valve to the face mask.
Position the mask on the patient’s face so that the apex (upper tip of the triangle)

REMEMBER

If your patient is an
unresponsive infant or
child and you are alone,
provide two minutes of
rescue support and then
call 9-1-1. If you are
working with a partner
or others are around,
have one of them call
9-1-1 while you begin
care.
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REMEMBER

Deliver one breath every
five to six seconds for
adults, and one breath
every three to five
seconds for infants and
children.
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is over the bridge of the patient’s nose and the base of the mask is between the
lower lip and the chin.

5. Firmly hold the mask in place while keeping the airway open. To accomplish
this, place both thumbs and index fingers on the cone of the mask to form a
“C” around both sides. Apply even pressure on both sides of the mask.

6. Take a normal breath and breathe slowly into the one-way valve, delivering
each breath over one second. Air will enter the airway through the patient’s
nose and slightly open mouth. Watch for the patient’s chest to rise. Remember
that there is no need to remove your mouth to allow the patient to exhale. The
patient’s exhaled air will escape through separate vents in the one-way valve.

If air does not enter on the initial breath, reposition the patient’s head and
try again. If air still does not enter, perform the steps for clearing an obstructed
airway (explained later in the chapter).

7. 1If the initial breath is successful, continue providing rescue breaths as appropri-
ate. One breath every five to six seconds for an adult and every three to five sec-
onds for an infant or child, or 10-12 times a minute for adults and 12-20 times
a minute for infants and children.

An alternative method for ventilating with a pocket mask is to kneel at the top
of the patient’s head. Place both thumbs and index fingers on the cone of the mask
to form a “C” around both sides. Place the third, fourth, and fifth fingers of each
hand under the jaw to form an “E” on both sides of the patient’s jaw. Apply even
pressure on both sides of the mask while maintaining a head tilt.

It may be difficult to get a good mask-to-face seal when dentures are removed,
and loose dentures can cause an airway obstruction and interfere with your efforts to
ventilate a patient. If dentures are secure, leave them in place. If they are loose, remove
them. Make sure you position the mask properly and open the airway appropriately.

The best signs of adequate mouth-to-mask ventilations are obvious chest rise
and fall with each ventilation.

If you find that your efforts to ventilate the patient are not adequate, you must
make adjustments, such as increasing the volume, changing the rate of ventila-
tions, or adjusting the seal between the mask and the patient’s face.

Mouth-to-Barrier Ventilation
To use a face shield when performing mouth-to-barrier ventilation, first make sure
you are wearing appropriate BSI equipment. Then follow these steps:

1. Kneel beside the patient and confirm unresponsiveness.
2. Open the airway using the most appropriate maneuver.
3. Check for breathing:
— Look for chest movements. Does the chest rise and fall evenly?
— Listen for air flow from the mouth or nose. Are there unusual sounds (gur-
gling, crowing, snoring)?
— Feel for air exchange against your cheek at the patient’s mouth and nose.
— Observe skin color. Is it pale or bluish (cyanotic)?

4. Take no more than 10 seconds to determine if the patient is breathing
adequately. If the patient is not breathing adequately, properly position a
protective face shield over the patient’s mouth and hold it in place with your
fingers.

5.Keep the airway open as you pinch the nose closed with the thumb and fore-
finger of the hand on the patient’s forehead.

6. Open your mouth wide and take a normal breath.



7. Place your mouth over the face shield opening. Make a tight seal by pressing
your lips against it.

8. Exhale slowly into the patient’s airway until you see the chest rise. If this
first attempt to provide a breath fails, reposition the patient’s head or open
the airway using the head-tilt, chin-lift maneuver and try again.

9. Break contact with the face shield to allow the patient to exhale. Quickly take
in another breath and ventilate the patient again. You will give two initial breaths.

10. If the patient does not begin breathing adequately on his own, check for a
pulse. If the patient has a pulse but is not breathing, continue with rescue
breaths at a rate of one breath every five to six seconds for adults and one
breath every three to five seconds for infants and children.

Constantly monitor the status of the pulse. If there is no pulse, begin CPR. If
the patient has a pulse, continue rescue breathing until the patient begins to
breathe on his own, someone with more training takes over, or until you are too
exhausted to continue.

If you are following the correct procedures and the patient’s airway is not
obstructed, you should be able to feel resistance to your ventilations as the
patient’s lungs expand, see the chest rise and fall, hear air leaving the patient’s air-
way as the chest falls, and feel air leaving the patient’s mouth as the lungs deflate.
Monitor the patient to determine if he has begun to breathe unassisted.

The most common problems with the mouth-to-barrier technique are:

a Failure to form a tight seal over the face shield opening and the patient’s
mouth (often caused by failing to open your mouth wide enough to make an
effective seal, as well as pushing too hard in an effort to form a tight seal).
Failure to pinch the nose completely closed.

Failure to tilt the head back far enough to open the airway.

Failure to open the patient’s mouth wide enough to receive ventilations.
Failure to deliver enough air during a ventilation.

Providing breaths too quickly.

Failure to clear the airway of obstructions.

Two additional problems—air in the patient’s stomach and vomiting—are
covered later in this chapter.

Mouth-to-Nose Ventilation
Patients may have injuries to the mouth and/or jaw, missing teeth or dentures, or
airway obstructions that will make the previous techniques ineffective. For these
patients, use the mouth-to-nose technique. (Depending on the location of the
obstruction, mouth-to-nose ventilation may not work if mouth-to-mask or
mouth-to-barrier ventilation has failed, but it should be tried.)

Most of this procedure is the same as mouth-to-barrier ventilation. The differ-
ences in the mouth-to-nose technique are that you will:

= Use your thumb to seal the mouth shut. Do not pinch the nose.
Seal your mouth around the patient’s nose.

= Deliver ventilations through the nose, so be sure to keep the patient’s mouth
closed.

= Break contact with the nose and open the mouth slightly to allow the patient
to exhale. Keep your hand on the patient’s forehead to keep the airway open.

Like mouth-to-mouth ventilation, mouth-to-nose ventilation exposes the
rescuer to potentially infectious body fluids.

REMEMBER

You may use the
jaw-thrust maneuver
with the mouth-to-nose
technique. To do so, seal
the patient’s mouth with
your cheek.
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stoma (STO-mah) » any
permanent opening that has
been surgically made; the
opening in the neck of a neck
breather.

1.9 Describe how
ventilating an infant or a child
is ditferent from ventilating an
adult.

gastric distention ® inflation of
the stomach.
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Special Patients

Among your patients will be infants and children, elderly patients, patients with a
stoma (neck breathers), and trauma victims (some with possible neck and spine
injuries).

Infants (Birth-One Year) and Children (One Year to the Onset of Puberty) The
airways of infants and children have several physical characteristics that are differ-
ent from adults. In the infant and child, the:

® Mouth and nose are much smaller and more easily obstructed.

= Tongue takes up more space in the mouth and throat.

® Trachea (windpipe) is smaller and more easily obstructed by swelling. It also
is softer, more flexible, and can become obstructed by tilting the head back
too far (hyperextension).

= Chest muscles are not as well developed, ca using the infant and child to
depend more on the diaphragm for breathing.

= Chest cavity and lung volumes are smaller, so gastric distention (air getting
into the stomach) occurs more commonly.

You must recognize and aggressively care for airway and respiratory problems
in infants and children. Respiratory distress and failure can quickly lead to cardiac
arrest in these patients.

FIRST = When assisting ventilations for an infant (Figure 6.9) or small child, make
sure you are wearing appropriate BSI equipment. Then perform the following steps:
1. Kneel or stand beside the patient and confirm unresponsiveness.

2. Open the airway using the most appropriate maneuver.

3. Check for breathing, but take no more than 10 seconds.

— Look for chest movements. Does the chest rise and fall evenly?
— Listen for air flow from the mouth or nose. Are there unusual sounds (gurgling,
crowing, snoring)?

FIGURE 6.2 Mask-to-mouth ventilation of an infant.




— TFeel for air exchange against your cheek at the patient’s mouth and nose.
— Observe skin color. Is it pale or bluish (cyanotic)?
4. 1f the patient is not breathing adequately, give two breaths.

— If air enters, check the pulse. If no pulse, start CPR. If there is a pulse and
you are alone, provide rescue breaths for two minutes. Then alert the EMS
dispatcher or have someone else call 9-1-1. If there are others with you,
send them to call 9-1-1 immediately.

— Tf air does not enter on the initial breath, reposition the head and try again.
I air still does not enter, perform the steps for an obstructed airway (later
in this chapter).

5. Position an appropriate size pocket face mask or face shield on the patient.

6. Assist ventilations with gentle but adequate breaths. The volume of breath for
the infant or child is determined by ventilating until you see the chest rise.
Watch for the chest to rise with each breath.

7. Allow the patient to exhale.

8. Give ventilations at a rate of one breath every three to five seconds for infants
and children and deliver each breath over one second.

If there is no reason to suspect spine injury, it is helpful to place a folded towel or
similar object under an infant's shoulders to help maintain an open airway.

Terminally Ill Patients Many terminally ill patients choose to spend their remain-
ing time at home with family and friends. Many others enter a hospice program,
which supports and advises the patient and family or makes arrangements with
doctors for advance directives such as DNR orders. For guidelines on how to care
for hospice or DNR patients, check your jurisdiction for training programs and fol-
low your local protocols.

mmm Geriatric Focus

Elderly patients may require special care because of changes in their bodies that are
normal for aging. First, the lungs may have lost some elasticity, and the rib cage may
be more rigid and more difficult for you to expand when assisting ventilations. The
jaw joints and neck may be stiff and arthritic, which can make it difficult to open the
airway, but you will be able to get sufficient air in the patient with the usual maneu-
vers. With the mouth-to-mask technique, air will still enter the nose, even if the mouth
will not open, but your ventilations may have to be a little more forceful. Patients who
have lost their teeth and do not use dentures have receding chins and sunken cheeks
that make it difficult to seal a mask to the face. Always be aware of resistance to your
ventilations and the rise and fall of the patient’s chest.

Second, realize that the elderly patient’s bones may be more brittle than the bones
of younger patients. If elderly patients have fallen, they are more likely to suffer spine
injury. When such injuries are possible or when you are in doubt, use the jaw-thrust
maneuver to open the airway.

Finally, you may be faced with bystanders who say such things as “He’s so old. Let
him die in peace.” It is not their right to make that decision. You are charged with the
responsibility of assisting all patients who need care, unless direct orders stating other-
wise have been given to you by a physician. What bystanders tell you may not be what
the patient wants. Any time there is conflict in care priorities, cont medical direction.

REMEMBER

Some guidelines allow

adult masks to be
inverted for use on
children.
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laryngectomy (lar-in-JEK-to-me)
® the total or partial removal of
the larynx.

2-9.10 List the steps in
providing mouth-to-mouth
and mouth-to-stoma
ventilation.
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FIGURE 6.10 A typical neck stoma. (@ Shaut Pictures/Custam Medlical Stack
Photo)

Stomas Some people have had a surgical procedure called a laryngectomy to
remove part or all of the larynx (voice box). An opening called a stoma is made
from outside the neck to the trachea (windpipe) to create an adequate airway for
breathing. These patients breathe through that opening (Figure 6.10), not through
the nose or the mouth.

FIRST = The opening in the neck is called a stoma. Because the patient no longer
takes air into the lungs by way of the nose and mouth, you will have to use the
mouth-to-mask-to-stoma technique to assist ventilations. Always look to see if
there is a stoma. If so, ventilate the patient through the stoma. Currently, there is
no specific mask for ventilating these patients, but an infant-size mask often fits,
allowing you to establish a seal around the stoma. You may also assist ventilations
with a protective face shield or by attaching a bag-valve resuscitator directly to the
patient’s stoma tube if one is in place in the stoma opening. Follow the protocols of
your jurisdiction. Remember, direct contact increases the risk of infection.

When ventilating a stoma patient (Figure 6.11), take appropriate BSI precau-
tions. Then perform the following steps:

1. Keep the patient’s head in a neutral or normal position. Do not tilt the head.

2. Ensure the stoma is free and clear of any obstructions such as mucus or
vomit. Do not remove the breathing tube if one is in place.

3. Use the same procedures as you would for mouth-to-mask or mouth-to-
barrier resuscitation, except:

— Do not pinch the patient’s nose closed.
— Place the mask or face shield on the neck over the stoma.

If the chest does not rise, the patient may be a partial neck breather. This
means that the patient takes in and expels some air through the mouth and nose.
In such cases, you will have to pinch the nose closed, seal the mouth with the palm
of your hand, and ventilate through the stoma.

Crash Victims  Opening the airway and assisting ventilations are easier for you to
perform when the patient is lying down. This means that a collision victim who is



FIGURE 6.11 Performing mask-to-stoma ventilation.

not breathing but who is still in his vehicle must be repositioned. There is always a
risk of causing further spine injury if you move the patient, but you must be realis-
tic. If you wait for other EMS personnel to arrive, or if you take time to put on a
rigid cervical collar and secure the patient to a spine board, the patient will likely
not survive due to a lack of oxygen to the brain. Airway and breathing are always
the first priorities of patient care.

Without risking your own safety, reach the victim as quickly as possible.
Look, listen, and feel for breathing before moving him. If the patient is breathing,
the airway is open and you do not have to move him. If you believe the mecha-
nism of injury may have caused damage to the spine or neck and the patient is not
breathing, stabilize the head and open the airway with the jaw-thrust maneuver.
Then check again for breathing. If the patient is breathing, keep the airway open
while maintaining the head and neck in a neutral position. Monitor breathing
until assistance arrives. If the patient is not breathing and his position does not
allow you to maintain an airway while you assist ventilations, you will have to
reposition him.

Your instructor will show you methods to practice so you can reposition a
patient with maximum head stabilization and as little spinal movement as possi-
ble. If you have help, using both hands and forearms, hold the patient’s head and
neck in line with the rest of the spine and work swiftly with your helpers to lay the
patient flat.

Air in the Stomach and Vomiting

A common problem with assisted ventilations is that overinflating the lungs or
breathing too quickly will force air into the patient’s stomach. Remember to care-
fully watch the chest rise as you ventilate. It will only rise so far. Do not keep ven-
tilating when it stops rising. When the chest rises completely, allow the patient to
exhale. Forcing more air than the lungs can hold during ventilation can cause or
worsen inflation of the stomach. Air in the stomach will cause the abdomen to dis-
tend. This condition is called gastric distention.
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Watch for gastric distention when you ventilate a patient. Excessive distention
will force the patient’s diaphragm upward into the chest cavity, which will reduce
the ability for the lungs to expand normally. Reduced lung capacity restricts ven-
tilations and reduces oxygen flow to the body. Gastric distention can also cause
extra pressure in the stomach, which can result in the patient vomiting.

Do not worry about slight bulging or distention, but you will have to make
adjustments if you notice extensive bulging. In cases of air in the stomach where
you see a noticeable bulge, reduce the force of your ventilations and:

Reposition the patient’s head to ensure an open airway.
Be prepared for vomiting. If the patient begins to vomit, turn the patient (not
just the head) to one side so the vomit will flow out of the airway and not
back into it. (Vomit can obstruct the airway and damage the lungs.) Have
suction equipment on hand if you carry it on your unit.

= Stabilize the head and move the patient as a unit if you suspect neck or spine
injuries. If the patient is an unresponsive medical patient with no indication
of injury, place him in the recovery position.

= Do not push on the stomach to release the air. This may cause vomiting, which
can block the airway or enter the lungs. Even if the patient is on his side when
he vomits, the vomit will not simply flow out. With your gloved hand, clear his
mouth with gauze and finger sweeps or use suctioning equipment.

Airway Obstruction

CAUSES OF AIRWAY OBSTRUCTION

FIRST » Many factors can cause the airway to become partially or completely
obstructed, including a foreign object lodged in the airway or excess saliva or
blood accumulating in the mouth.

The following are examples of upper airway obstructions that you may be able
to relieve (Figure 6.12):

» Obstruction by the tongue. Common in unrespon-
Tongue in Tissue damage sive patients, the tongue falls back in the throar to
the back block the airway.
of throat = Obstruction by the epiglottis. The patient attempts
to force inspirations when he is having difficulty
breathing. This effort may create a negative
pressure that can force the epiglottis and tongue
to block the airway.
m Foreign objects (also called mechanical obstruc-
tions). Objects and other matter, such as pieces of
Foreign ST\"S:H;Q food, ice, toys, dentures, vomit, and liquids pooling
?hbrjsgtt 3 in the back of the throat can block the airway.

The following obstructions may be impossible for
you to relieve, but you must still attempt to assist
ventilations:

» Tissue damage. Tissue damage can be caused by
punctures to the neck, crush wounds to the neck and

FIGURE 6.12 Possible causes of airway abstruction. . . .
face, upper-airway burns from breathing hot air (as
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in fires), poisons, and severe blows to the neck. The tissues of the throat and
windpipe become swollen and make it difficult for air to flow through the
airway.

s Allergic reactions. The tissues of the oral pharynx, tongue, and/or the epiglot-
tis become swollen in response to the patient’s exposure to something he or
she is allergic to, such as a bee sting or a certain food.

= [nfections. Pharyngeal and epiglottic (ep-i-GLOT-ik) infections can produce
airway obstruction.

Signs of Partial Airway Obstruction
A patient who is having difficulty breathing may have only a partial obstruction
and may still be able to move some air.

FIRST » The signs of partial airway obstruction include the following:

» Noisy breathing, such as:

— Snoring is usually caused by the tongue partially or intermittently obstruct-
ing the back of the throat.

— Gurgling is usually caused by fluids or blood in the airway or by a foreign
object in the trachea.

— Crowing is usually caused by spasms of the larynx (voice box).

— Wheezing is usually due to swelling or spasms along the lower airway
caused by asthma, but it does not always mean there is an airway prob-
lem. Wheezing may sound serious but is not usually associated with air-
way obstruction. It is more common during exhalation.

— Stridor is a high-pitched harsh sound usually caused by swollen tissue in the
throat or larynx (voice box) and typically heard when the patient inhales.

s Breathing is present, but skin is pale or blue at the lips, earlobes, fingernail
beds, or tongue. The usual presentation in a responsive patient is fear, panic, or
agitation. Nothing invokes terror in a person like a threatened airway or the
inability to breathe. »

If a responsive patient is experiencing a partial airway obstruction, encourage
him to cough. A forceful cough indicates that he has enough air exchange, and
coughing may dislodge and expel foreign materials. Do not interfere with the
patient’s own efforts to clear the airway.

If the patient has poor air exchange and cannot cough or only coughs weakly,
begin care as if there is a complete airway obstruction. (Care steps follow later in
the chapter.) Do the same if the patient has poor air exchange at first assessment
or when good air exchange becomes poor air exchange.

Signs of Complete Airway Obstruction

When the airway is completely obstructed, the responsive patient will be unable to
speak and cough. The patient often will grasp her neck and open her mouth, which
is the universal sign of choking (Figure 6.13). The unresponsive patient will not
have any of the typical chest movements or the other signs of good air exchange.

CLEARING A FOREIGN BODY AIRWAY OBSTRUCTION

Responsive Adult or Child Patient

Ongoing research conducted by the American Heart Association suggests that the
use of abdominal thrusts is still the most effective method for clearing the airway
of an adult or child who is choking. A slightly different technique is used to clear
the airway of an infant.

Chapter 6 Airway Management

2-1.13 Describe how to clear
a foreign body airway
obstruction in a responsive
adult.

2-1.14 Describe how to clear
a foreign body airway
obstruction in a responsive
child with a complete
obstruction or a partial
obstruction and poor air
exchange.

abdominal thrusts ® manual
thrusts delivered to create pres-
sure that can help expel an air-
way obstruction in an adult or
child. Also known as Heimlich
maneuver.
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WARNING

Do not practice abdomi-
nal or chest thrusts on
your classmates or any
other person. Although
important to learn, man-
ual thrusts can be danger-
ous when performed on a
responsive, healthy per-
son. Practice only on the
manikins that are pro-
vided by your instructor,

REMEMBER

If the unresponsive
patient is very large or if
you are small, you can
deliver effective manual
thrusts if you straddle
the legs of the supine
patient.

WARNING

Do not use abdominal
thrusts on patients
younger than one year of
age.
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FIGURE 6.13 Universal sign of choking.

The American Heart Association (AHA) does not recommend abdominal thrusts
for infants. This is due in part to the unigque placement of the underlying inter-
nal organs in an infant. The risk of causing damage to them is too great. A
slightly different technique is used instead and is described later in this chapter.

Abdominal thrusts are achieved by having the rescuer stand behind the
patient, place one fist just above the navel, grasp that fist with the other hand,
and provide inward and upward thrusts. These thrusts push up on the
diaphragm muscle, creating pressure inside the chest cavity and forcing air out of
the lungs. As the air is forced out of the lungs, it pushes the foreign object out
ahead of it.

Perform the following steps for removal of a foreign body airway obstruction
for a responsive adult or child patient (Scan 6-1 I

1. Determine that there is complete obstruction or a partial obstruction with
poor air exchange. Ask, “Are you choking?” or “Can you speak?” Look and
listen for signs of complete obstruction or poor air exchange. Tell the patient
you will help.

2. Position yourself behind the patient and with the index finger of one hand,
locate the navel.

3. Make a fist with the other hand and place it against the abdomen thumb side
in, just above the navel,

4. Grasp the fist with the first hand and give up to five abdominal thrusts in
rapid succession. Watch and listen for evidence that the object has been
removed. The patient will begin to cough or speak if the object is removed.




scan 6-1

i

T

T

£

1 = Stand behind the patient. Place 2 m Reach around with one hand to

one leg between the patient’s legs locate the patient’s navel.
to obtain a stable stance.

- o

3 m With the other hand, make a fist 4 w Grasp your fist with the first hand

and place it just above the and pull in and up with swift firm
patient’s navel. thrusts.
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2-1.16 Describe how to clear
a foreign body airway
obstruction in an unresponsive
adult.

2-1.17 Describe how to
clear a foreign body airway
obstruction in an unresponsive

child.

chest thrusts ® manual thrusts
delivered to create pressure that
can help expel an airway
obstruction in an infant or in
pregnant or obese patients.

FIGURE 6.14 For back slaps, support the infant face down on your

forearm.

5. If the patient’s airway remains obstructed, repeat the thrusts until the airway
is cleared or until the patient loses responsiveness.

6. If the patient becomes unresponsive before you are able to clear the airway
obstruction, direct someone to call 9-1-1 and begin CPR.

Unresponsive Adult or Child
The following guidelines for the care of an unresponsive patient apply to adults
and children (one year up to the onset of puberty). When you suspect a patient
may be suffering from an airway obstruction, move swiftly to clear the airway.
For unresponsive patients, act quickly to determine if you are able to provide
adequate ventilations. Because the tongue is the most common cause of airway
obstruction for these patients, make certain to open the airway using the most
appropriate maneuver, prior to attempting ventilation. Once you have confirmed
that you are unable to ventilate, begin CPR. The specific techniques for perform-
ing CPR are explained in Chapter 8.

Perform these steps when caring for an unresponsive patient with an airway
obstruction:

1. Take the appropriate BSI precautions.

2. With the patient lying face up (supine), tap and shout to assess responsiveness,

3. If unresponsive, direct someone to activate 9-1-1. Then open the airway using
the most appropriate technique for the patient’s size and condition.

4. Place your ear next to the patient’s nose and mouth and assess for the pres-
ence of breathing by looking, listening, and feeling for air exchange for no
more than 10 seconds.

5. If there are no signs of breathing, attempt to provide two slow breaths. If
you are unable to achieve adequate chest rise, reposition the head and try
again.

6. If after two attempts you are unable to achieve adequate chest rise, begin CPR.

CLEARING A FOREIGN BODY AIRWAY
OBSTRUCTION IN AN INFANT

The steps for caring for an infant (younger
than one year of age) are slightly different from
those used for adults and children. For the
responsive infant, a combination of chest
thrusts and back slaps are used to remove the
foreign object.

Responsive Infant
Perform these steps when caring for a responsive
infant with an airway obstruction:

1. Take appropriate BSI precautions.

2. Pick up the infant and support him between
the forearms of both arms. Support the
infant’s head as you place him face down on
your forearm. Use your thigh to support
your forearm. Remember to keep the
infant’s head lower than the trunk.

3. Rapidly deliver five back blows between the
shoulder blades (Figure 6.14). If this fails to
expel the object, proceed to Step 4.

134 Module 2 Airway




FIGURE 6.15 Chest thrusts on an infant.

4. While supporting the infant between your arms, turn him over onto his back, ~ 2-7.15 Describe how to clear a
again keeping the head lower than the trunk. Use your thigh to support your foreign body airway obstruction

forearm.

5. Locate the compression site and deliver five chest thrusts with the tips of two
or three fingers along the midline of the breastbone (Figure 6.15).

in a responsive infant with a
complete obstruction or a
partial airway obstruction and
poor air exchange.

6. Continue with this sequence of back slaps and chest thrusts until the object is

expelled or the infant loses responsiveness.

WARNING

7. If the infant becomes unresponsive before you can expel the object, begin CPR. Back slaps are recom-

Unresponsive Infant

mended for conscious
infants who have com-

Perform these steps when caring for an unresponsive infant with an airway plete airway obstructions.

obstruction (Scan 6-2):

1. Take the appropriate BSI precautions.

Do not use this procedure
on children or adults.

2. With the infant lying face up (supine), tap and shout to assess responsiveness.

3. If the infant is unresponsive, direct someone to activate 9-1-1. Then open
the airway by placing the infant’s head in a neutral or “sniffing” position.
If you are alone, provide two minutes of rescue support before stopping to

2-1.18 Describe how to clear a
foreign body airway obstruction
in an unresponsive infant.

call 9-1-1. REMEMBER
4. Place your ear next to the infant’s nose and mouth and assess for the presence Chest thrusts must be
of breathing by looking, listening, and feeling for air exchange, but for no used for infants, obese
more than 10 seconds. patients, and women in
5. If there are no signs of breathing, attempt to provide two slow gentle breaths. the later stages of
If you are unable to achieve adequate chest rise, reposition the head and try pregnancy.
again.

6. If after two attempts, you are unable to achieve adequate chest rise, begin

CPR.

SPECIAL CONSIDERATIONS

Obese and Pregnant Patients

Some choking patients present specific challenges
that must be overcome if you are going to have
any chance of clearing the airway. For example, a
patient’s large size may prevent you from getting
your arms completely around him, making it
impossible to provide adequate abdominal
thrusts. Providing abdominal thrusts to a preg-
nant woman can cause serious injury to the
developing fetus. For these two responsive

L g

# FIRST ON SCENE

Jim thought for a second, his eyes moving from his uncon-
scious stepdaughter to Tami's face. When he finally agreed to
let Tami provide emergency care, Tami instructed him on how
to help her roll the girl over while keeping her head and neck
in a neutral, in-line position.

As soon as Jenna’s chin moved from her chest, the child
inhaled noisily and began breathing again. Jim closed his eyes
and took several deep breaths before opening them again.
“Thank you,"” he said quietly.
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T i A
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1 m Place the infant supine on a firm surface. 2 m Assess breathing for no more than 10 seconds.
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chest compressions.
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patients, attempt to provide chest thrusts as an alternative to
abdominal thrusts. For the obese patient, the chest area is typi-
cally smaller in diameter than the abdomen, making it more
likely that you can provide adequate and successful thrusts.
For the pregnant patient, chest thrusts provide a suitable
alternative and eliminate the possibility of injuring the devel-
oping fetus (Figure 6.16).

Perform the following steps to provide chest thrusts:

. Determine that there is complete obstruction or a partial

obstruction with poor air exchange. Ask, “Are you
choking?” or “Can you speak?” Tell the patient you
will help.

. Position yourself behind the patient and place the thumb

side of one fist on the center of the breastbone.

. Grasp the fist with the other hand and give up to five chest

thrusts in rapid succession. Watch and listen for evidence
that the object has been removed. The patient will begin to
cough or speak if it has been.

If the patient’s airway remains obstructed, repeat the
thrusts until the airway is cleared or until the patient loses
responsiveness.

. If the patient becomes unresponsive before you are able to

clear the airway obstruction, direct someone to call 9-1-1
and begin CPR.

Finger Sweeps
A finger sweep is the technique of using your finger to sweep through the patient’s WARNING

mouth in an attempt to remove a foreign object. It is important to know that you
should only perform finger sweeps if you can see an object in the patient’s mouth
(Figure 6.17). Be careful not to accidentally force the object back down the

patient’s throat in your attempt to sweep It out.
In most cases, a responsive patient has a gag reflex. Probing the mouth with who have a gag reflex.
your finger may stimulate the gag reflex and cause vomiting. If this occurs, the

patient may inhale the vomit, resulting in the potential for serious illness later. gag reflex ® a retching action,
Therefore, only attempt finger sweeps on unresponsive patients and only when hacking, or vomiting that is
you can actually see the object you are going after.

FIGURE 6.16 Chest thrust to a pregnant patient.

Do not use the finger
sweep technigque on
responsive patients or on
unresponsive patients

induced when something
touches a certain level of the
patient’s throat.

FIGURE 6.17 A. Open the mouth with the crossed-finger technique, and B. then use a finger sweep to remove foreign objects.
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REMEMBER

Finger sweeps can dis-
lodge dentures. If this
happens, remove them
from the patient's
mouth. Do not attempt
to replace them.

REMEMBER

Using equipment and
techniques for airway
and breathing manage-
ment requires special
supervised training and
practice to learn and
maintain skills.

oropharyngeal (or-o-fah-RIN-
je-al) airway (OPA) » a curved
breathing tube inserted into the
patient’s mouth. It will hold the
base of the tongue forward. Also
called oral airway.

nasopharyngeal (na-zo-fah-RIN-
je-al) airway (NPA) m a flexible
tube that is lubricated and then
inserted into a patient’s nose to
the level of the nasopharynx
(back of the throat) to provide
an open airway. Also called nasal
alrway.

bag-valve mask (BVM) = an aid
for pulmonary resuscitation;
made up of a face mask, self-
refilling bag, and valves that
control the one-way flow of air.

REMEMBER

Do not use OPAs on
responsive patients or
on unresponsive patients
who have a gag reflex.
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Aids to Resuscitation

Some jurisdictions and agencies do not require or allow Emergency Medical Responders
to use special equipment called "airway adjuncts” for airway management or resuscita-
tion. This part of the chapter is provided for those who must learn such skills to meet
the requirements of their EMS agency or system. These skills must be learned and prac-
ticed on manikins under your instructor’s supervision. Students who must learn to
administer supplemental oxygen should refer to Appendix 2.

The use of basic airway adjuncts can help the Emergency Medical Responder
provide more effective airway management. There are a variety of such devices in
use in EMS systems across the United States. Some of them are used by both
EMTs and Paramedics with more advanced training and are not within the scope
of the typical Emergency Medical Responder training course. Three types of
equipment are commonly used by Emergency Medical Responders. They are the
oropharyngeal airway (OPA), nasopharyngeal airway (NPA), and the bag-valve
mask (BVM). As you learn to use these devices, it is important to understand that
they are only adjuncts or aids that assist you in managing a patient’s airway and
breathing status.

The OPA and NPA help the Emergency Medical Responder maintain an open
airway for the patient, allowing more effective ventilations to be delivered to the
patient. With less risk of being exposed to the patient’s body fluids, the BVM
allows the Emergency Medical Responder to deliver better ventilations for those
patients who are not breathing adequately on their own. The OPA and NPA are
often used together with the BVM to provide the best possible ventilations.

One disadvantage of all adjunct equipment is that it can delay the beginning
of resuscitation if it is not readily available. Your pocket face mask and airway
adjuncts should always be handy. Never delay the start of ventilations or CPR
while you try to find, retrieve, or set up airway adjunct equipment.

OROPHARYNGEAL AIRWAYS

Oro- refers to the mouth. Pharyngeo- refers to the throat. An oropharyngeal air-
way (OPA) is a device, usually made of plastic, that can be inserted into a patient’s
mouth. It has a flange that rests against the patient’s lips. The lower portion
curves back into the throat and rests against the patient’s tongue, restricting its
movement and minimizing the chance that it will block the airway. Once a
patient’s airway is opened manually—by using the head-tilt, chin-lift or jaw-thrust
maneuver—an OPA may be inserted to help keep it open.

OPAs should only be used in unresponsive patients who do #ot have a gag
reflex. These devices can stimulate a patient’s normal gag reflex, causing him to
vomit. If the unresponsive patient vomits, he can aspirate or breathe the vomit
back into his airway and lungs, causing a blockage and possibly a serious infec-
tion. If the patient is responsive, even if disoriented or confused, or unresponsive
with a gag reflex, do not insert an OPA. Do not continue to insert or leave the air-
way in the patient’s mouth if you meet any resistance or if the patient begins to
gag as you insert it.

You may already see that the rules for deciding whether or not to use an OPA
can be something of a “catch-22” (a contradictory message). You are not sup-
posed to use an OPA on a patient with a gag reflex, yet you will not know if the
patient has one unless you attempt to insert the OPA first. To resolve this



dilemma, you must be very focused as you insert the
OPA in an unresponsive patient. Expect that he may
have a gag reflex, and at the first indication that he does,
remove the airway.

If you carry a suction unit and are trained to use it,
have it ready for any patient who is unresponsive and
may need an airway. You do not want to be caught
unprepared when your patient vomits.

Measuring the Oropharyngeal Airway

There are numerous sizes of OPAs designed to fit
infants, children, and adults (Figure 6.18). To use this
device effectively, you must be able to select the correct
size for the patient. Before inserting an airway, hold the
device against the patient’s face and measure to sce if it

FIGURE 6.18 Various sizes of oropharyngeal airways (OPAs).

extends from the center of the mouth to the angle of the

lower jaw. The airway may also be sized by holding it at the corner of the
patient’s mouth and seeing if it will extend to the tip of the earlobe on the same
side of the face. If the airway is not the correct size, do not use it on the patient.
Instead, select another airway and re-measure to ensure the correct size before
inserting.

An airway that is the wrong size has the potential to cause more harm than
good. If the airway is too long, it might extend too far into the throat and block
the airway. If the device is too short, it will not restrict the movement of the
tongue as it should, thus allowing the tongue to block the airway.

Inserting the Oropharyngeal Airway
To insert an OPA, you should (Scan 6-3):

2-1.11 Deseribe how to
measure and insert an
oropharyngeal (oral) airway.

1. Take the appropriate BSI precautions.

2. With the patient on his back, manually open the airway using the head-tilt,
chin-lift or jaw-thrust maneuver.

3. Select the appropriate size airway by measuring from the middle of the
mouth to the angle of the jaw or from the corner of the mouth to the
earlobe.

4. Tnsert the airway by positioning it so that its tip is pointing toward the root of
the patient’s mouth.

5. Insert the airway and slide it along the roof of the mouth, being certain not to
push the tongue back into the throat as you insert the airway.

6. Once the airway is about halfway in, rotate it 180 degrees so that the tip is
positioned at the base of the tongue. Allow the flange to rest against the
outside of the lips.

7. Monitor the airway constantly. Check to see that the flange of the airway is
against the patient’s lips. If the airway is too long, it will keep slipping out of
the mouth and the flange will not rest on the lips. If the airway is too shorrt,
the patient’s mouth may remain slightly open in an awkward position.

8. Ventilate the patient with the most appropriate technique.

. Continue to closely monitor the patient’s airway. If the patient becomes

responsive, he may attempt to remove, displace, or cough up the airway. You
must be ready to assist or remove it for him.

o

An alternative method for inserting an OPA is to insert it sideways into the
mouth until it is approximately halfway in. Then simply rotate it 90 degrees. Just
as with the first method, make certain that the tip of the airway is positioned at

WARNING

If there is any possibility
of spine injury in your
patient, open the airway
with the jaw-thrust
maneuver while you sta-
bilize the patient’s head.

REMEMBER

You must still manually
maintain the patient’s
airway when using an
OPA.
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scan 6-3

1 = Measure from the corner of the patient’s
mouth to the tip of the earlobe.

2b » An alternative method is to insert the airway
sideways and then rotate it 90 degrees.

4 m Rotate the airway 180 degrees into
position. When the airway is properly

the roof of the patient’s mouth.

3 m After proper insertion, the
patient is ready for ventilation.

i i
Insertion of an oropharyngeal airway into
a child, using a tongue depressor.

positioned, the flange rests against WARNING: Never practice the use of airways on anyone.
the patien’;‘s o Manikins should be used for developing airway skills.
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the base of the tongue. This method is less likely to cause trauma to the roof of the
patient’s mouth during insertion. As with all other skills, follow both your instruc-
tor’s preference and local protocols.

Inserting the Oropharyngeal Airway in an Infant or Child
To minimize injury to the roof of the mouth of the infant or child while inserting
an OPA, the following method is recommended:

1. Use a tongue blade to gently place downward pressure on the tongue.
2. Insert the OPA with the tip pointing toward the tongue and throat, in the
same position it will be in after insertion, rather than upside down.

The OPA is inserted in this way because the infant’s or child’s mouth is smaller
than an adult’s and the upper portion of the oral cavity is more easily injured.
Rotating the airway can damage the soft palate or the uvula.

The OPA is an adjunct. It does not maintain an open airway position by itself. You must
still manually maintain the appropriate head position at all times.

NASOPHARYNGEAL AIRWAYS

The nasopharyngeal airway (NPA) is a soft flexible tube that is inserted into the
nose in order to create a clear and open path for air. It is the preferred choice when
the patient is not totally unresponsive or has a gag reflex. NPAs are the next choice
of airway adjunct (after OPAs) because they are less likely to stimulate a gag reflex
and, therefore, do not have to be removed if the patient becomes responsive.

An NPA is easy to insert because you do not have to reposition the patient’s
head or pry open the mouth. If there is any injury to the mouth, teeth, or oral cav-
ity, the NPA will still provide an open airway for the patient. The only precaution
is for patients with possible skull or facial fractures. If there is any indication of
head or facial injury, do not insert the NPA. If a facial or skull fracture exists,
inserting the NPA may cause it to enter the cranial cavity through the unseen frac-
ture. This could cause direct damage to the brain.

Measuring the Nasopharyngeal Airway

There are numerous sizes of NPAs designed to fit infants, children, and adults
(Figure 6.19). To use an NPA effectively, you must be able to select the correct size
for the patient. Begin by selecting an airway that is approximately the same diameter
as the patient’s nostril opening. You can also use the patient’s little finger as a guide.

2-1.12 Describe how to
measure and msert a
nasopharyngeal (nasal) airway

FIGURE 6.12 Various types of nasopharyngeal airways (NPAs).
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REMEMBER

If you meet resistance
while inserting the NPA,
attempt insertion in the
opposite nostril.
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(The little finger is often the approximate size of the patient’s nostril opening.) Next,
make sure that the tube length is appropriate by measuring from the tip of the patient’s
nose to the earlobe. If the airway is not the correct size, do not use it on the patient,
Instead, select another airway and re-measure to check correct size before inserting.

Is It Safe ¢

Remember that the main contraindication for the use of an NPA is the presence of
facial trauma. Inserting an NPA in a patient with a facial fracture could resultin the
NPA being inserted into the cranial cavity. Carefully consider the mechanism of
injury, and assess your patient for signs of facial injury prior to insertion.

Inserting the Nasopharyngeal Airway

Perform the following steps to insert an NPA (Scan 6-4):

1. Take the appropriate BSI precautions.

2. Select the largest diameter NPA that will fit into the patient’s nostril without
force. Then measure the length from the tip of the patient’s nose to the earlobe.

3. Use a water-based lubricant on the outside of the tube before you insert it. Do
not use petroleum jelly or any other nonwater-based lubricant.

4. Keep the patient’s head in a neutral position while you gently push the tip of
the nose upward. Insert the airway straight back through the nostril. If the
airway has a beveled (angled) end, that end should point toward the septum
(the midline of the nose). Gently advance the airway until the flange rests
firmly against the patient’s nostril. Never force the airway. If the airway will
not advance into the nostril easily, remove it, and try it in the other nostril. If
the airway will not advance into the other nostril, make another attempt with
an airway that is slightly smaller in diameter.

RIFYTE

Most NPAs are made with the bevel facing to the left; therefore, they are meant to fit
into the right nostril. Before inserting the NPA into the left nostril, use a pair of scissors
to carefully snip the end of the airway to change the bevel from the left to the right.
Then lubricate and insert. It is not recommended to insert an NPA against its natural
curvature because it is likely to rotate on its own after being inserted.

mm Geriatric Focus

The elderly patient is prone to nosebleeds for two reasons. First, they have thin, easily
damaged mucosa. Second, many of them are on “blood thinners,” such as Coumadin.
Take this into consideration when placing an NPA. Ensure the airway is adequately
lubricated and avoid forcing it past any obstruction. Frequently, a rotational maneu-
ver is very successful when inserting an NPA in the elderly.

BAG-VALVE MASK VENTILATION

Most EMS systems recommend that an OPA or NPA should be inserted before attempt-
ing to ventilate the patient with a BVM.



scan 6-4

.
P o o R

1 = Measure the NPA from the patient’s nostril to
the earlobe, or to the angle of the jaw.

TR AT R TR Y
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2 m Apply a water-based lubricant before insertion.

e sl

3 m Gently insert the airway, advancing it until the 4 = Nasopharyngeal airway, properly inserted.
flange rests against the nostril.

The BVM is one of the most commonly used devices for ventilating a nonbreath-
ing patient. Some EMS systems also use the BVM to ventilate patients with inad-
equate respirations (for example, in drug overdose). The BVM is available in sizes
for infants, children, and adults. It also acts as an effective infection-control bar-
rier between you and your patient.

The BVM delivers room air (21% oxygen) to the patient when it is squeezed
through the unit to the patient’s lungs. (In contrast, a pocket face mask will deliver
between 10% and 16% oxygen from your exhaled air.) The BVM can be con-
nected to an oxygen supply source to enrich room air and deliver a concentration
of up to 100% oxygen.

There are many brands of BVMs available, but all have the same basic
parts: a self-refilling bag, valves that control the one-way flow of air, and a face
mask. There is a standard 15/22 mm respiratory fitting, so a variety of respi-
ratory equipment and face masks can be used with it. The BVM must be made
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of material that can be easily cleaned and sterilized. Many EMS systems now
use disposable units (Figure 6.20).

The principle behind the operation of the BVM is simple. When you squeeze
the bag, air is delivered to the patient through a one-way valve. When you release
the bag, fresh air enters the bag from the rear while the exhaled air from the
patient flows out near the mask. The exhaled air does not go back into the bag.

There are times when the BVM will not deliver air to the patient’s lungs.
Sometimes the problem occurs because the patient has an airway obstruction that
must be cleared. More often, the problem is caused by an improper seal between
the patient’s face and mask. If this occurs, you should reposition your fingers and
check placement of the mask.

= Geriatric Focus

Because the elderly often have recessed chins due to loss of teeth, two hands are fre-
quently required to maintain the mask-to-face seal. Therefore, two rescuers are
required to perform BVM ventilation.

Two-Rescuer BVM Ventilation

For the best possible results, the BVM should be used with two rescuers. One res-
cuer can use two hands to maintain a good mask seal, while the second rescuer
squeezes the bag. Note also that for trauma patients who must have their airway
opened by the jaw-thrust maneuver, the two-rescuer method is more effective. The
rescuer holding the mask in place can more easily perform the jaw-thrust while
the other rescuer provides effective ventilations.

In some instances as a single rescuer, it may be more effective
to provide assisted ventilations using the mouth-to-mask tech-
nique than attempting to use a BVM hy yourself.

Perform the following steps to provide ventilations using
the two-rescuer BVM technique (Scan 6-3):

1. Take the appropriate BSI precautions.

2. Ensure an open airway and position yourself at the
patient’s head. Clear the airway if necessary.

3. Insert an appropriate airway adjunct.

4. Rescuer 1 should kneel at the top of the patient’s head,
holding the mask firmly in place with both hands.

5. Rescuer 2 should kneel beside the patient’s head and con-
nect the bag to the mask (if not already done). He should
then squeeze the bag once every five seconds for an adult
(once every three seconds for a child or an infant).
Ensure adequate rise and fall of the chest each time the
bag is squeezed.

The BVM also can be used effectively during two-rescuer
CPR by a skilled operator. The ventilator squeezes the bag
and provides two back-to-back ventilations following each
cycle of compressions.

FIGURE 6.20 Disposable bag-valve mask (BVM)
ventilators.
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1 ® Proper technique for using the BVM with two 2 m Proper hand position for BVM ventilation with
rescuers. two rescuers.

One-Rescuer BVM Ventilation

For a single rescuer alone, the BVM can be difficult to operate. This is especially
true if you have small hands or do not use a BVM on a regular basis. The most
difficult part is maintaining an adequate mask-to-face seal with one hand. If you
are assigned a BVM for use in the field, practice using it in the classroom until
your technique is well developed.

Some EMS systems have decided that one-rescuer BVM ventilation skills are poorly
maintained, and thus have selected the pocket face mask as the preferred ventilation-
assist device for Emergency Medical Responders,

Perform the following steps to ventilate a patient using the BVM as a single
rescuer (Scan 6-6):

1. Take the appropriate BSI precautions.

2. Ensure an open airway and position yourself at the patient’s head. Clear the
airway if necessary.

3. Insert an appropriate airway adjunct.

4. Use the correct mask size for the patient. Place the apex, or top, of the trian-
gular mask over the bridge of the nose. Rest the base of the mask between the
patient’s lower lip and the projection of the chin.

5. With one hand, hold the mask firmly in position.

6. With your other hand, squeeze the bag at the appropriate rate, delivering each
breath over approximately one second. Observe for adequate rise and fall of
the patient’s chest.
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scan 6—-6

1 m Proper technique for using the BVM with one

rescuer.

2-1.6 State the importance of
having a suction unit ready for
immediate use when providing
emergency medical care.

REMEMBER

A manually powered
suction unit may have a
rubber bulb or a hand-
or foot-operated device
to produce the vacuum.
Follow manufacturer
guidelines for operating
the device.

146  Module 2 Airway

2 = An alternative is to press the bag against your
leg.

Suction Systems

To clear blood, mucus, and other body fluids from a patient’s airway, an Emer-
gency Medical Responder usually will position the patient on his side (recovery
position) or use finger sweeps appropriately. However, a suction device can assist
in keeping a patient’s airway clear. There are several types of portable suction
units available, including manually powered, oxygen- or air-powered, and electri-
cally powered units (Scan 6-7).

All types of suction units must have thick-walled, nonkinking, wide-bore tub-
ing; a nonbreakable collection container (bottle); and sterile, disposable, semirigid
but flexible or rigid suction tips. The longer, flexible suction tips are usually called
catheters. Rigid suction tips are sometimes referred to as tonsil suction tips. In all
units, vacuum flow must be adequate for mouth, throat (pharyngeal), and stoma
suctioning.

GENERAL GUIDELINES FOR SUCTIONING

= Always use appropriate BSI precautions, including a mouth and eye shield
because the potential for being sprayed with body fluids such as vomit, blood,
and saliva are high.

= Keep your suctioning time to a minimum. Remember that while you are suc-
tioning, you are not ventilating. Also, suction removes valuable oxygen along
with dangerous fluids. One suggested guideline is to suction for no more than
15 seconds for adults, 10 seconds for children, and 5 seconds for infants.

= If there is lots of fluid in the patient’s airway, it may be helpful to roll him
onto his side and then suction. You may need to suction, ventilate, and then
suction again in a continuous sequence as long as necessary.

= Measure the suction catheter before inserting it into the patient’s mouth as
you would for an OPA. Prior to inserting into the nose, measure the catheter
as you would for an NPA.

= Activate the suction unit only after it is completely inserted and as you with-
draw the catheter.




2 m Manually operated suction device (V-VAC).

S S S R
L e

e b i

3 m Battery-powered portable suction unit. 4 m Mounted suction unit installed in an ambu-
lance patient compartment.

® Twist and turn the tip of the catheter as you are removing it from the mouth,
nose, or stoma.

® When suctioning the mouth, concentrate on the back corners of the mouth,
where most fluids tend to accumulate. Do not place the tip directly over the
back of the tongue, because this will likely stimulate the gag reflex.

SUCTIONING TECHNIQUES

There are many variations to the techniques used to suction the mouth, nose, or  2-1.7 Describe the techniques
stoma. One example is given as follows and in Figure 6.21. However, you must fol-  of suctioning.
low your own local protocols.

1. Before suctioning any patient, be sure to take the appropriate BSI precautions.
2. Arttach the catheter and activate the unit to ensure that there is suction.
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FIGURE 6.21B Keep the convex side

FIGURE 6.21A Apply suction only after the catheter has of the catheter against the roof of the
been inserted into the mouth. Do not lose sight of the tip maouth. Insert no farther than you can
while suctioning. see.

3. Position yourself at the patient’s head. If possible, turn the patient onto his side.
Follow guidelines for protection of the spine.

4. Measure the catheter prior to insertion.

5. Open the patient’s mouth and clear obvious matter and fluid from the oral
cavity by letting the mouth drain or by using finger sweeps with a gloved
hand.

6. Insert the tip of the catheter to the appropriate depth. Usually, the tip is
inserted to the base of the tongue. If you are using a rigid catheter, place the
convex (curved-out) side against the roof of the mouth with the tip at the base
of the tongue.

7. Apply suction only when the tip or catheter is in place at the back of the
mouth or base of the tongue and as you begin to withdraw it. Twist and turn
it from side to side and sweep the mouth. This twisting action prevents the
end of the catheter from grabbing the soft tissue inside the mouth.

8. Remain alert for signs of a gag reflex and vomiting.

FIRST ON SCENE WRAP-UP

A few minutes later, just as Jenna was beginning to blink her eyes and look around, a team of
firefighter Emergency Medical Responders appeared in the backyard, followed closely by an
ambulance crew. The ambulance crew performed an initial assessment and began oxygen ther-
apy, while the firefighters helped secure the girl to a long spine board, move her to the wheeled
stretcher, and get her into the ambulance,

“She has good sensation and maotor function in her extremities,” one of the EMTs said to
Tami. “I think she prabably just got a good bump on the head. It could have been a lot worse.”

“Tell me about it,” Tami said and waved reassuringly at Jim and Ruthie as they got into
their car to follow the ambulance.
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CHAPTER REVIEW

Summary

We breathe to bring in oxygen, remove carbon dioxide,
and help regulate the pH level of our blood—a process
called respiration. The major muscle of breathing, the
diaphragm, and the muscles between our ribs contract to
increase the volume of the chest cavity. This increase in vol-
ume causes a vacuum inside the chest cavity and fills the
lungs with air. When we exhale, changes in chest size and
pressure cause air in the lungs to flow out. This is an invol-
untary, automatic process, which is mainly controlled by
the respiratory centers of the brain.

Clinical death occurs when an individual stops breath-
ing and the heart stops beating. Biological death begins
approximately four to six minutes later when a significant
number of brain cells have died. Without oxygen, brain
death can occur within 10 minutes.

In addition to the respiratory centers in the brain,
the diaphragm muscle, and the muscles between the ribs,
the respiratory system includes the nose and mouth,
pharynx (throat), larynx (voice box), epiglottis, trachea
(windpipe), bronchial tree, and the alveoli deep within
the lungs.

To assess normal breathing, look for adequate rise
and fall of the chest, listen and feel for air movement, and
observe skin color for a pale or bluish tint. Suspect prob-
lems when you notice changes in breathing effort, breath-
ing rate, and depth, or changes in skin color.

Opening the airway is the first important step in
patient care. Simply repositioning the patient’s head may
solve many breathing problems. The head-tilt, chin-lift
maneuver is used to open the airway of patients with no
neck or spine injuries. The jaw-thrust maneuver is used
when there are possible neck or spine injuries. Only a
slight head-tilt with chin-lift, or sniffing position, is used
for children. The infant’s head is kept in the neutral posi-
tion to maintain the airway.

Mouth-to-mask ventilation is the recommended
procedure for performing assisted ventilations for a
single rescuer. It is preferred that you use a pocket face
mask with one-way valve and HEPA filter. Mouth-
to-barrier ventilation is another way to assist ventila-
tion that helps to provide protection from infectious
disease. Mask-to-stoma ventilation is used for patients
who have a stoma. Methods that do not use a mask or
some other barrier increase the risk of infectious disease
transmission.

The bag-valve mask (BVM) is an excellent choice for
ventilating any patient with inadequate breathing. It can
be used by one or two rescuers but is best used when two

rescuers are available. It can also be used with or without
supplemental oxygen.

Watch for gastric distention when vou perform
assisted ventilations. Reposition the head and adjust your
ventilations to minimize gastric distention. Be on guard
for vomiting.

When you begin artificial ventilation, start with two
adequate breaths. Assist ventilations for the nonbreathing
adult at a rate of one breath every five to six seconds. This
rate can also be expressed as 10 to 12 breaths per minute.
For infants and children, the rate is one breath every three
to five seconds or 12 to 20 breaths per minute.

A variety of problems can cause partial or complete
airway obstruction. These include the tongue, foreign
objects, tissue damage, tissue swelling, and disease. In
addition to the signs of inadequate breathing, signs of par-
tial airway obstruction include snoring, gurgling, crowing,
wheezing, and stridor sounds. For complete airway
obstruction, there will be no chest movements, no sounds
of respiration, and no air exchange felt at the nose and
mouth.

Encourage patients with a partial obstruction to
cough forcefully. If they cannot cough forcefully, or if
there is poor air exchange, provide care as if there is a
complete airway obstruction. To clear a complete air-
way obstruction in a responsive adult or child, deliver
abdominal thrusts just above the navel in rapid succes-
sion. For patients who are obese or pregnant, attempt
chest thrusts instead of abdominal thrusts. For infants
(younger than one year of age), deliver a combination
of back blows and chest thrusts until the object is
removed.

Airway adjuncts, such as the oropharyngeal airway
(OPA) and the nasopharyngeal airway (NPA), help man-
age the patient’s airway while ventilations are provided.
Measure the OPA by one of two methods: from the cen-
ter of the mouth to the angle of the jaw, or from the cor-
ner of the mouth to the earlobe. Begin inserting the OPA
upside down in adults and turn it to the correct position
to seat it properly in the oral cavity. For infants and chil-
dren, insert the OPA in the right-side-up position. Turn-
ing the airway in pediatric patients may damage the oral
cavity. The NPA should be slightly smaller in diameter
than the patient’s nostril and at least as long as the dis-
tance between the tip of the nose and the earlobe. Lubri-
cate the NPA with a water-soluble gel before inserting it.
Reassess the patient’s airway after inserting any airway
adjunct.

Chapter 6 Airway Management 149




Remember and Consider

Making sure that a patient has an open airway and know-
ing how to maintain and manage it is the most important
care you can provide. All other patient care activities are
secondary. The steps for opening an airway are simple and
easy to perform. However, the skills required to maintain
and manage an airway take practice. Practicing airway
maintenance and management skills helps you develop an
ability and proficiency that will help you act quickly in a
stress-filled emergency.

» Consider practicing the two ways to open an airway on
someone with whom you are training.

# Consider the rationale for when to use a head-rtilt, chin-
lift rather than a jaw-thrust maneuver.

You will practice measuring and inserting NPAs and
OPAs on manikins in class. You will also practice using
pocket face masks and possibly BVMs, too. Go back to
your station and check the response units and airway kits
for airways and masks.

# What kinds and sizes of airways do you have? Where
are they located? Are they easy to get to?

# What kinds of pocket face masks do you have? Which
one is easiest for you to use? Have you tried using one
on a person or just a manikin?

» Ask a member of your family, a friend, or other EMS
company member if you can position a pocket face
mask on his or her face so you can get used to the place-
ment and grip. Ask the person to breathe in and exhale
normally. Check the mask-face seal. Does air leak out
around the cheeks, or does it exit through the one-way
valve only? If you feel you have to press hard to get a
seal, then you may not have the mask in the correct

Investigate

position. Reposition it until you get a good seal. Be sure
to thoroughly wash and dry the mask after practice.

Remember the signs of an obstructed airway and how
to manage the patient in all three situations: responsive,
hecomes unresponsive, is unresponsive when you arrive.

» What do you do if you cannot get air into the unrespon-
sive patient with vour first or second breath? Whart if
you are doing abdominal thrusts on a responsive
patient and he becomes unresponsive?

# Have you ever had to perform abdominal thrusts on a
real person? Ask other EMS personnel to share their
experiences with you.

» Ask people you know who are different sizes (tall and
short) and various girths (slender and stout) if you can
practice locating the correct hand positions on them.
Where do you place yourself or the patient when he is
much taller or shorter than you or when his girth is
larger than your arms can reach? Is it more difficult to
find the correct position on the abdomen when some-
one is obese?

Do not practice manual thrusts on a real person, only
on manikins. Even though obstructed airway proce-
dures do not require extremely forceful thrusts, they
can cause discomfort or injury. Therefore, although
you can practice positioning on people of different
sizes, perform the complete maneuver only on
manikins.

» How does your company’s suctioning unit work? Is the
suction unit a portable battery-operated one or a hand-
operated unit, or do you have both kinds? Do you
know how to assemble and disassemble them? Where
are the replacement parts and tubing kept? Where do
you dispose of the contents? Do you have labels for the
collection containers in case the hospital wants the con-
tents? What would you put on a label?

W
Y

Will you be able to manage a patient with a stoma?
Do you know anyone with a stoma? Where can you
get information on stoma patients? Check the Inter-
net for Web pages and local directories for phone
numbers of the American Heart Association, the
American Lung Association, or your local health
department. These resources will give you additional
information. Local agencies will probably have
speakers willing to give a presentation or show a film
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at your department on how to manage patients with
stomas.

» How often do you practice your ventilation skills? Do
you know that motor skills will rapidly deteriorate if
you do not use them regularly? Practice makes you more
confident, and in order to be able to assist ventilations
quickly and accurately, you must practice them fre-
quently. There are many steps to perform when you
assist ventilations, but once you are familiar with them
and develop an automatic response, they flow in a logi-
cal sequence. Check with your agency or company and
find out how often it holds drills. Do you have manikins
at your station? Find out if you can get them out and
practice on them when you are on duty. Even without
the actual manikins, you can review the pictures in the
text and mentally picture yourself performing each step.
Go through the motions even without the manikin.




Quick Quiz

1. Pulmonary resuscitation is: 8. For suctioning a patient, the appropriate body sub-
a. any effort to restart normal heart rhythms. stance isolation precautions include:
b. any effort to revive or restore normal breathing. a. pocket face mask.
¢. the use of mechanical devices to restart b. oropharyngeal airway.
breathing. ¢. eye and face protection.
d. the ability to restore normal heart rhythm and d. folded towel under his shoulders.
breathing. )
9. Which one of the following improves
2. When performing the head-tilt, chin-lift maneuver on ventilations delivered by way of a bag-valve
an adult, tilt the head: mask?
a. as far back as possible. a. inserting an oropharyngeal airway
b. into the sniffing position. b. applying suction for four to six minutes
| €. to get the tongue to close the epiglottis. C. alternating chest thrusts and squeezing
d. so that upper and lower teeth are touching. the bag
d. combining finger sweeps with a mouth-to-mouth
3. The recommended method for opening the airway of technique
a patient with a possible neck or spine injury is the
] maneuver. 10. Which one of the following is recommended for
a. jaw-thrust clearing an airway obstruction in an unresponsive
b. mititith-fosiose 10-month old baby?
¢. abdominal thrust a. abdominal thrusts
d. head-tilt, chin-lift b. chest thrusts

¢. back slaps and finger sweeps

4. Clinical death occurs when the patient’s: d. abdominal thrusts and finger sweeps

a. brain cells begin to die.

| b. breathing has stopped for four minutes. 11. The primary muscle of respiration is the:
| C. pulse has been absent for five minutes. a. trachea.
d. cardiac and respiration function have stopped. b. esophagus.
‘ ) ¢. diaphragm.
5. A pocket face mask allows the rescuer to provide d. pharynx.
I ventilations WITHOUT:
a. having to hold the mask firmly in place. 12. The . prevents food and other material from
b. delivering his own breaths to the patient. entering the trachea.
¢. direct contact with the patient’s mouth and nose. a. tongue
d. worrying about keeping the head and spine in b. alveoli
line. ¢. pharynx

. o d. epiglottis
6. During pulmonary resuscitation, vou should check

tor adequate breathing by: 13. Deep within the lungs, the are the tiny
a. looking for chest rise and fall. balloon-like structures where gas exchanges take
b. listening for airflow from the mouth and nose. place.
¢. observing skin color, such as paleness or a. alveoli
cyanosis. b. bronchioles
d. looking for chest rise and fall, listening for air- c. trachea
flow, and observing skin color. d. epiglottis
7. If an infant becomes unresponsive before you can 14. All of the following are signs of inadequate breathing
clear an airway obstruction, you should first: BEXCEPT:
a. place the infant face down and lift her chest with a. poor chest rise.
your hands. b. pale or bluish skin color.
b. place her on a firm surface and begin chest ¢. use of accessory muscles.
compressions. d. good chest rise and fall.

¢. hold her face up and deliver chest thrusts.
d. turn her face down and deliver back slaps.
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15. When caring for an unresponsive medical
patient, tilting the head back improves the
airway by:

a. lifting the tongue from the back of the throat.

b. shifting the epiglottis from front to back.
¢. allowing fluids to flow more easily.
d. opening the mouth.

16. An airway stoma is found on the:

a. chest.
b. arm.
¢. neck.
d. cheek.
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17.

18.

Noisy breathing is a sign of airway obstruction.

a. bilateral
b. complete
¢. adequate
d. partial

You have just made two attempts to ventilate an
unresponsive child with an airway obstruction. Your
next step is to:

a. begin chest compressions.
b. continue to ventilate.

¢. perform five chest thrusts.
d. provide back slaps.
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OBJECTIVES

Assessment of the Patient

n Emergency Medical Responder may be active in a small part of the

initial care of one patient or have responsibilities that involve all

aspects of emergency care for another. Whatever your role, it is
always true that your patient assessment skills are the foundation for the care
you provide.

Patients cannot receive the care they need until their problems are identified.
You must assess each patient in order to detect possible illness or injury and
determine the direction of the emergency care needed. This assessment must be
done in a specific and orderly fashion to minimize the chance of overlooking an
important sign or symptom.

Remember that a good patient assessment almost always leads to appropri-
ate patient care. A poor assessment almost always results in poor patient care.
This chapter assists you in learning how to perform a thorough and methodical
patient assessment.

This chapter is based on the objectives of the U.S. DOT’s First Responder National Standard Curriculum.
Note that cognitive objectives are listed below and beside corresponding text throughout the chapter. You will
also notice as you read each objective that the term Emergency Medical Responder is used. This is simply a
name change and reflects the new name for the First Responder.

By the end of this chapter, you should be able to (from cognitive or knowledge information):

Z-1.1 Discuss the components of scene size-up. 3-1.4 Discuss common mechanisms of injury/nature of
(pp. 163-167) illness. (pp. 166, 178)

3-1.2  Describe common hazards found at the scene of 3-1.5 Discuss the reason for identifying the total

a trauma and a medical patient. (p. 165) number of patients at the scene. (pp. 166-167)

2-1.2  Determine if the scene is safe to enter. 3-1.6 Explain the reason for identifying the need for
(p. 165) additional help or assistance. (pp. 166-167)
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3=1.7 Summarize the reasons for forming a general
impression of the patient. (pp. 168-170)

3-1.8 Discuss methods of assessing mental status.
(pp. 170, 172)

3-1.9  Differentiate between assessing mental status in
the adult, child, and infant patient. (pp. 175-176)

3-1.10  Describe methods used for assessing if a
patient is breathing. (pp. 172, 174)

3-1.11  Differentiate between a patient with adequate
and inadequate breathing. (pp. 172, 174, 187-188; see also
Chapter 6)

3-1.12 Describe the methods used to assess circula-
tion, (pp. 174, 185-186)

3-1.12 Differentiate between obtaining a pulse in the
adult, child, and infant patient. (p. 174)

3-1.14  Discuss the need for assessing the patient for
external bleeding. (pp. 174-173)

2-1.15  Explain the reason for prioritizing a patient
for care and transport. (p. 175)

3-1.16 Discuss the components of the physical exam.
(pp. 176-178)

2-1.17  State the areas of the body that are evaluated
during the physical exam. (pp. 192-196)

3-1.18 Explain what additional questions may be
asked during the physical exam. (pp. 183-184)

2-1.19 Explain the components of the SAMPLE his-
tory. (p. 183)

3-1.20  Discuss the components of the ongoing assess-
ment. (pp. 198-199)

2-1.217  Describe the information included in the hand-
off report. (p. 199)

By the end of this chapter, you should be able to feel comfortable enough to (by changing attitudes, values,

and beliefs):

3-1.22  Explain the rationale for crew members to
evaluate scene safety prior to entering. (pp. 163-167)

3-1.23  Serve as a model for others by explaining how
patient situations affect your evaluation of the mecha-
nism of injury or nature of illness. (pp. 166, 178)

3-1.24  Explain the importance of forming a general
impression of the patient. (pp. 168-170)

3-1.25  Explain the value of an initial assessment.
{pp. 168-176)

3-1.26  Explain the value of questioning the patient
and family, (pp. 181-184)

3-1.27  Explain the value of the physical exam.
(pp. 176-179, 190-198)

3-1.28 Explain the value of an ongoing assessment,
(pp. 198-199)

3-1.29 Explain the rationale for the feelings that
these patients might be experiencing. (pp. 177, 181-184)

3-1.20 Demonstrate a caring attitude when perform-
ing patient assessments. (pp. 181-184)

3-1.31  Place the interests of the patient as the fore-
most consideration when making any and all patient-
care decisions during patient assessment. (pp. 181-184)

3-1.32 Communicate with empathy during patient
assessment to patients as well as with family members
and friends of the patient. (pp. 181-184)

By the end of this chapter, you should be able to show how to (through psychomotor skills):

3-1.22  Demonstrate the ability to differentiate various
scenarios and identify potential hazards. (pp. 163-167)

3-1.34  Demonstrate the techniques for assessing men-
tal status. (pp. 170, 172, 175-176)

3-1.325 Demonstrate the techniques for assessing the
airway. (pp. 172, 174)

3-1.26  Demonstrate the techniques for assessing if the
patient is breathing. (pp. 172, 174, 187-188; see also
Chapter 6)

3-1.37  Demonstrate the techniques for assessing if
the patient has a pulse. (pp. 174, 175, 185-186)

3-1.38  Demonstrate the techniques for assessing the
patient for external bleeding. (pp. 174-175)

2-1.29 Demonstrate the techniques for assessing the
patient’s skin color, temperature, condition, and
capillary refill (infants and children only).

(pp. 175, 188-189)

2-1.40  Demonstrate questioning a patient to obtain a
SAMPLE history. (p. 183)

3-1.47  Demonstrate the skills involved in performing
the physical exam. (pp. 176-178)

3-1.42 Demonstrate the ongoing assessment.
(pp- 198-199)
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In addition to the objectives listed in the previous section, you should be able to:

~ State the three things you must say to a responsive patient on your arrival at the scene.

- Describe the personal protective equipment (PPE) you should wear during the assessment of a patient.
~ Describe how to ensure an open airway.

- Differentiate between a sign and a symptom.

Define and describe how to obtain accurate vital signs, and describe the characteristics you should be assessing
for each vital sign.

Define the term baseline vital signs and explain why they are important when obtaining additional sets of vital signs.
Distinguish between a stable and an unstable patient.
List examples of significant mechanisms of injury.

List, in correct order, the steps of the focused history and physical exam for a trauma patient with no significant
mechanism of injury (MOI).

List, in correct order, the steps of the rapid trauma assessment for a trauma patient with a significant MOL
List, in correct order, the steps of the focused history and physical exam for a responsive medical patient.
List, in correct order, the steps of the rapid physical exam for an unresponsive medical patient.

List 10 Emergency Medical Responder rules that apply to patient assessment.

Describe the detailed physical exam and the ongoing assessment.

Patient assessment procedures can bring you into contact with a patient’s blood and
body fluids. Always take appropriate BS| precautions whenever you care for a patient.
Disposable gloves should always be worn during assessment and emergency care. Eye
protection may also be required, depending on the type of emergency and patient con-
dition. Wear any other items of personal protection required for your safety and that of
your patients. Follow OSHA, CDC, and local guidelines to help prevent the spread of
infectious diseases. Review the personal safety and protection information in Chapter 3.

B g

Y o
W FIRST ON SCENE

" Attention all employees.” The voice from the overhead paging system in the Booker Manu-
facturing warehouse halted the bustle of the shipping staff. They all turned to look up at the
loudspeaker. “Will all third-shift MERT members please respond to the number seven loading
dock for a medical emergency.”

Two of the warehcuse employees removed their leather gloves and face shields and
quickly walked to a white locker with “MERT” stenciled on its side in wide red letters. They
opened the cahinet, removed two nylon bags, and hurried toward the loading docks at the
south end of the building.

“I'll be the patient-care person if you'll do scene control,” Jared Sutter, the taller of the
two, said.

"Okay,” Ray Johnson replied, fishing a pair of gloves from his bag and putting them on.
Ray was actually relieved to be with an experienced MERT member. He was new to the team,
and the patient assessment process was still a little confusing to him.

As the two passed the dock manager’s small office and turned left, they were met by a
forklift operator whose name, according to his embroidered shirt, was Tarig. “I'm glad you're
here," he spoke quickly. “it's one of the truck drivers. | think he's having a heart attack.”
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Overview of Patient Assessment

Many EMS systems use an assessment-based approach to providing care to
patients. This is to say that Emergency Medical Responders and other EMS per-
sonnel are trained to identify, prioritize, and care for major signs and symptoms.
What they will not do is try to diagnose a patient’s specific problems. For exam-
ple, an Emergency Medical Responder will do what he can to make sure a patient
with difficulty breathing has an open airway and supplemental oxygen. What he
will 7ot do is waste critical time attempting to figure out the underlying cause of
the patient’s difficulty. Once all life threats have been cared for, the Emergency
Medical Responder will complete a more thorough assessment of the patient, try
to identify any less obvious signs and symptoms, and gather a pertinent medical
history.

SCENE SAFETY

The components of patient assessment and the order in which they are per-
formed may vary from patient to patient based on each patient’s problem. But
before you study those components, you must address issues relating to the safety
of the scene.

The conditions at a safe scene allow for rescuers to safely access and provide
care to patients. An unsafe scene is one that contains hazards that are either imme-
diate or potential. An example may be a motor-vehicle crash site. It is not unusual
to find vehicles or objects that can move or shift position (an overturned car and
broken glass are examples of immediate hazards). In addition, fire could break
out or fuel and other fluids could leak and increase the danger, causing the scene
to become even more unsafe. These are examples of potential hazards.

ASSESSMENT COMPONENTS

For most patients, an Emergency Medical Responder’s assessment should begin as
follows:

1. Perform a scene size-up so that you can ensure your own safety and the
safety of your patient.
2. Perform an initial assessment to identify and care for any immediate life threats.

The initial assessment is a set of procedures meant to detect and correct life-
threatening problems. The remaining components of patient assessment change
slightly with each of the four types of patient: medical patients—responsive and
unresponsive, and trauma patients—those who have a significant mechanism of
injury (MOI) and those who do not.

At times, the type of patient you are caring for is not so clearly defined. For
example, a patient experiencing a medical problem may fall and injure himself,
or a medical problem may have actually caused a car crash. Your patient assess-
ment will need to include elements for both medical and trauma emergencies.
What should guide your assessment should be the more serious of the patient’s
problems.

Medical Patients
For a responsive medical patient, you will (Scan 7-1):

= Perform a scene size-up and an initial assessment.
s Perform a focused history and physical exam based on the patient’s chief
complaint.

Chapter 7 Assessment of the Patient

signs m objective indications of
illness or injury that can be seen,
heard, felt, and smelled by
another person.

symptoms ® subjective indica-
tions of illness or injury that can-
not be observed by another
person but are felt and reported
by the patient.

WARNING

A patient who appears to
be stable can become
unstable without
warning.

patient assessment » the
gathering of information to
determine a possible illness or
injury. It includes interviews and
physical examinations.

scene size-up ® an overview
of the scene to identify any obvi-
ous or potential hazards; consists
of taking BSI precautions, deter-
mining the safety of the scene,
identifying the mechanism of
injury or nature of iliness, deter-
mining the number of patients,
and identifying additional
resources.

medical patient ® one who
has or describes symptoms of an
illness; a patient with no injuries.

trauma patient ® one who
has a physical injury caused by
an external force.

mechanism of injury (MOI) =
the force or forces that may have
caused injury.

focused history and physical
exam ® part of patient assess-
ment that includes the patient
history, a physical examination,
and vital signs.
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1 = Size up the scene. Enter only if it is safe to do 2 m Perform an initial assessment. Care for immedi-
0. ate life threats first.

2 PERTY 5 :
: = iy =
o i
3 m Perform a focused history and physical exam 4 m Perform ongoing assessments as often as neces-
based on the patient’s chief complaint. Obtain sary, depending on the patient’s condition.

baseline vital signs.

baseline vital signs = the
first determination of vital signs;
used to compare with all further

readings of vital signsin orderto Obtain baseline vital signs.

identify trends. A .

' . = Perform a complete detailed physical exam as needed.
detailed physical exam » a . . . Sl
complete head-to-toe exam. = Perform an ongoing assessment, including a reassessment of the patient’s
ongoing assessment  the vital signs in order to identify any changes in the patient’s condition.

last step in patient assessment,

which is used to detect changes  For an unresponsive medical patient, you will (Scan 7-2):
in a patient’s condition; includes

repeating initial assessment, = Perform a scene size-up and an initial assessment. Care for immediate life
reassessing and fecqrdmg v1t§l thrests Brst,
signs, and checking interventions. . . B i i
. = Perform a rapid physical exam to look for signs of illness.
nature of illness (NOI) = ) ' , .
what is medically wrong with = Obtain baseline vital signs.
the patient; a complaint not = Attempt to interview the patient’s family or bystanders to determine the
velated o injury patient’s chief complaint and nature of illness (NOI).
vital signs = objectivesigns Perform a complete detailed physical exam as needed.
that include assessment of the :

patient's pulse, respirations, skin, ™ Ferform ongoing assessments, including a reassessment of vital signs in order
blood pressure, and pupils. to identify any changes in the patient’s condition.
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1 = Size up the scene. Enter only if it is safe. If it is
not, contact dispatch for additional resources.

g

2 m Perform a rapid physical exam to look for signs
of illness. Obtain baseline vital signs.

Trauma Patients

o

T

e

2 m Perform an initial assessment. Care for immediate
life threats first.

4 u Perform ongoing assessments as often as
necessary, depending on the patient’s condition.

For a trauma patient with no significant mechanism of injury (MOI), you will

(Scan 7-3):

= Perform a scene size-up and an initial assessment. Include a scan of the scene

to determine the mechanism of injury (MOI).

Obtain baseline vital signs.

Perform a complete detailed physical exam as needed.
Perform ongoing assessments, including a reassessment of vital signs in order

to identify any changes in the patient’s condition.

Conduct a physical exam based on the patient’s chief complaint.

For a trauma patient with a significant MOI, you will (Scan 7-4):

= Perform a scene size-up. Include a scan of the scene and make note of the MOL
# Perform an initial assessment. Manually stabilize the patient’s head and neck.

Care for any life threats as you detect them.
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2 m Perform an initial assessment.

3 = Examine the patient based on his complaints. 4 u Perform ongoing assessments as often as
Obtain a medical history, take baseline vital signs, necessary, depending on the patient’s condition.

and perform a detailed physical exam as needed.

rapid trauma assessment = ® Perform a rapid trauma assessment to look for obvious serious injuries.
a quick, safe head-to-toe exam Simultaneously, begin to question family and bystanders about the incident.
of the trauma patient. . : . :
Obtain baseline vital signs.
= Perform a complete detailed physical exam if time allows.
Perform ongoing assessments, including a reassessment of vital signs in order
to identify any changes in the patient’s condition.

ASSESSMENT-BASED CARE

FIRST A typical patient assessment contains seven major components.
Although only some portions of them apply to the Emergency Medical Responder,
you should be familiar with all of them in order to communicate with other EMS
responders properly. The seven components are (Figure 7.1):
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scan 7-4

Significant Mechanism of Injury

:
ok
s

5

o W

1 ® Size up the scene. Determine the mechanism of 2 m Perform an initial assessment. Manually stabilize
injury. Enter only if it is safe to do so. the patient's head and neck. Simultaneously, as
you check for an open airway, adequate breath-
ing, and serious bleeding, gather a patient
history.

3 m Perform a rapid trauma assessment to detect 4 m Perform an ongoing assessment.
any serious injuries. Take baseline vital signs.
Perform a detailed physical exam.

u Scene size-up. This component is an overview of the scene to identify any obvi-
ous or potential hazards.

s [nitial assessment. This is a quick assessment of the patient’s ABCs in order to
detect and correct any immediate life-threatening problems.

» Focused history and physical exam or rapid trauma assessment.

— Trawma patient. For the injured patient, this is a physical exam based on infor-
mation obtained from the patient and the MOL Vital signs are taken, and, if
possible, a patient history from the patient, family, or bystanders is obrained.

— Medical patient. For the patient who is ill, this component is made up of a
history, any required physical exam, and vital signs.
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