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PREFACE
Through their proximity with the population, for over fifteen years the First Responders (FR)
have ensured in several regions of Québec a fast and efficient response to vital emergency
situations while waiting for the arrival of the EMTs.
In May 2010, a work committee was set up by the Table of the Prehospital Services Regional
Medical Directors. This committee's mandate was to review the workers intervention spectrums
that could be affected before the arrival of the EMTs.
From the beginning of the work sessions, it became obvious that more than one FR level was
needed to serve properly the population of Québec. Since, this innovative idea has grown and
four levels of first responder services were created.
FR-AED:

Answers the calls with a high possibility of cardiopulmonary arrest (CPA)

FR-1:

Answers the calls with a high possibility of CPA and severe allergic reaction

FR-2:

Answers the call for CPA, severe allergic reaction and traumas

FR-3:

Answers the call for CPA, allergic reactions, severe traumas, and emergency
medical calls.

In addition of meeting the updating needs for the care to be administered by the FR in relation to
new clinical data, the present version of the clinical intervention protocols for the first responders
adapts to this new reality.
We chose to publish one single book of protocols for the four levels of FR. You will note that
according to the protocol's title, the level or levels of FR to which the protocol is applicable have
been noted.
We believe that this new vision of the Québec first responders will allow the continuous
development of these services so important to the prehospital intervention chain and to the
survival of the patients of the emergency prehospital services.
Enjoy your reading,

National Medical Director
Collette D, Lachaîne, M.D., C.M.
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FOREWORD
The approach we are suggesting is simple. Essentially, it consists in a basic protocol, the
Prehospital Clinical Approach Protocol (1 RESP/PCA) to which are attached all the other
protocols.
The prehospital PCA aims to provide the first responder a standardized approach to the
evaluation of the situation. This approach comprises six stages during which the first responder
can refer to a more specific protocol depending on the encountered problem.
In any situation, the first responder must first see to the safety of the scene in order to avoid that
he becomes a patient. Once the safety of the scene ensured, he carries out the prehospital
clinical approach and the stabilization of the patient's condition while waiting for the EMTs.
In all circumstances, whether he has moved or not to one particular protocol, the first responder
must always return to the prehospital clinical approach protocol to avoid forgetting a stage that
could be essential for the patient's survival or for the coordination with the other workers.,
It is possible that more than one protocol is applicable in some situations. Then, the first
responder shall establish a priority in the series of protocols to apply and see to their application
inasmuch as there are not contradictory.

Foreword
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GENERALITIES
Some elements of the protocols apply to all interventions. Therefore we have grouped them in
the present section before the rest of the protocols.
Here we can find many components of the protocols. Some apply to the entire intervention,
some apply only to one very specific step and others simply depend on the first responders'
good sense and attitude.
1. Infection prevention
During any intervention, the first responder has to use the universal precautions regarding
infection prevention. The procedures for the surveillance of flu-like syndromes (FLS,
influenza) and severe respiratory diseases must always be respected.
2. Ventilation assistance
Ventilation assistance refers to all available techniques to assist inadequate ventilation,
notably the tools available to the FR, the pocket mask and the ventilation balloon. The bag
valve mask use is reserved for situations endangering the safety of the workers (Ex.:
Cyanide intoxication, intoxication by the inhalation of hazardous materials or severe
respiratory disease). The adult's ventilation must be undertaken if the respiratory frequency
is below 8 / min. In the paediatric patient, all ventilation parameters must be considered as
described in the section on the paediatric protocols when one has to assess if the ventilation
is inadequate.
3. NPO (Nil per os)
No liquid or solid food must be ingested by the patient unless there is contrary notice in a
specific protocol.
4. Documentation of the interventions- Writing the prehospital intervention report (PIR)
A prehospital intervention report has to be written for all interventions when the first
responder has been in contact with a patient, as well as interventions that are ended
because of a refusal of treatment.
Any intervention where a citizen requests the opinion of the first responder on a decision
linked to a contemporary health problem, even without being affected by the Hospital
Communication Centre (HCC), it is included in what is meant by "patient contact". All these
interventions must be declared at the HCC. Any interaction with the patient whose contact
was not generated by the HCC must completely respect the entire FR’s PIR.
All PIR must be transferred to the quality improvement team at the agency according to the
applicable procedure.
5. Consent to medical care
During a prehospital intervention, treatment consent has to be obtained. Some elements
have to be brought to light:
a) An explicit or implicit consent has to be obtained from the patient so that the first
responder performs an intervention.

Generalities
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b) The patient is entitled to consent to part or to all the offered treatments
c) Consent can be given and withdrawn at any time.
d) A person who apparently suffers from a psychiatric problem is deemed able and can,
thus, refuse the treatments offered by the first responders.
e) The 13 year old minor and younger is automatically considered unable; one has to find a
representative of the parental authority.
f) A 14 to 17 year old minor can consent or refuse care except if the refusal can harm his
integrity or his survival.
6. Incapacity to consent to medical care
When a patient is incapable of consenting or refusing medical care:
a) In an emergency:


If the person's life is in danger and the consent to medical care cannot be obtained
from the patient or from his representative, the consent is not necessary to
administer the care required by the emergency.



In such a situation, when the incapacitated patient expresses his refusal, the first
responder calls upon the police in order to control the patient when required

b) In a non-urgent situation:


In principle it is the guardian, trustee or legal personal representative of the
incapacitated person who consents to the care. A spouse, a close parent or even a
person demonstrating special interest for the individual can also consent for that
person if there is no one officially designated.



In the absence of such a person, the refusal of the individual must be respected and
only the Court will be able to order medical care or transportation.



However, if a person of full age is incapable of consent and refuses categorically to
receive medical care, the first responder can, if the situation demands it, call upon
the police services. Indeed, a police officer, who has serious reasons to believe that
the mental health of the concerned individual presents a severe and immediate
danger to himself or others, is then authorized by the law to bring in an individual
against his will. Article 8 of Bill P-038 requires that a policeman uses a worker for
support services in a crisis when such worker is available, in order to assess in due
time the situation.

7. Refusal to consent to medical care
When a patient or another witness expresses his wish not to be treated, the first responder
has to attempt to get the patient or his representative's consent. If he cannot, he must do the
following:
a) Assess the patient's aptitude: His capability to take a reasonable decision.
b) When evaluating the aptitude, make sure he assesses the three spheres of
orientation, that he validates the patient's understanding or the present events and
the reason for the refusal.

Generalities
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c) Make sure he transmits at the best of his knowledge the possible consequences of
not starting the treatment before the arrival of the EMTs in relation to the presented
signs and symptoms in order to allow an informed consent (or refusal).
d) Make sure he transmits the information in a neutral, objective manner without undue
pressure in order to allow an informed consent (or refusal).
e) Attempt once again to obtain his consent if the refusal seems unreasonable.
f) When the first responder deems that the patient is capable, but that the patient
refuses the offered care, the first responder must not impose the refused care.
However, if such a patient says not wanting to be transported by ambulance, the first
responder cannot cancel the ambulance. The first responder has to remain on
location while waiting for the arrival of the EMTs, unless the patient tells them
unequivocally to leave. At that time, the first responder will wait for the arrival of the
EMTs outside the premises.
g) The situation has to be documented properly in the PIR
8. Patient representative
When the patient is incapacitated, article 15 in the Civil Code dictates in hierarchical order
who can express on his behalf his consent to care:


Legal personal representative



Guardian



Legal spouse



Family member



Any interested individual

Generalities
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PREHOSPITAL CLINICAL APPROACH PROTOCOL

1RESP/PCA Prehospital Clinical Approach
EVALUATION OF THE SITUATION

YES

POTENTIAL PRESENT
DANGERS

– SECURE THE LOCATION
– CONTROL THE DANGERS OR GET
THEM CONTROLLED BY THE
PROPER AUTHORITIES

NO
YES

TRAUMAS

PROTOCOL 1RESP/PCA.TRAU

PRIMARY APPROACH
NO

PROBLEM
IDENTIFIED DURING
THE PRIMARY
APPROACH

YES
APPROPRIATE PROTOCOL

NO
VITAL SIGNS, CASE HISTORIES & SYMPTOMS
NO

PROBLEM
REQUIRING AN
IMMEDIATE
INTERVENTION

YES
APPROPRIATE PROTOCOL

CONTINUOUS SUPERVISION WHILE WAITING
FOR THE EMTs

UPON THE ARRIVAL OF THE EMTs TRANSMIT THE RELEVANT INFORMATION AND CARRY OUT
THE TRANSFER OF RESPONSIBILITIES

Preshospital Clinical Approach
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1 RESP/PCA
1RESP/PCA Prehospital Clinical Approach (FR-AED, 1, 2 3)
As soon as a patient presents an impairment of the vital functions (Primary approach or vital
signs), proceed immediately with the appropriate intervention.
1. Evaluation of the situation
a) Secure the location (potential dangers)
b) Assess the number of patients (Mechanism of the incident, triage, etc.)
c) Secure the work spaces
d) Request necessary additional resources
e) Note all relevant details on the first responders interventions
f) Apply universal protections. When the patient presents an infectious disease with a
transmission risk or if the EMT identifies that the patient presents a specific risk, the
appropriate protection measures against infections must then be respected.
2. In case of trauma, refer to protocol 1 RESP/PCA.TRAU (Trauma Prehospital Clinical
Approach)
3. Primary approach
L: (consciousness)

Presence or absence of reaction

A: (Airways)

Opening the airways

B: (Breathing)

Respiration

B: (Circulation)

Pulse

D: (Disability)

Neurological disorder, "ACPU" level of consciousness

E: (Expose)

Only expose de affected part

4. Problem identified during the primary approach
a) Problem requiring an immediate intervention


Start the appropriate protocol

b) Problem not requiring an immediate intervention


Go to the next step

5. Taking the vital signs and case history (Signs & symptoms):


Taking the vital signs



Case history by using the STAPLE and OPQRST mnemonic techniques.

Preshospital Clinical Approach
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6. Problem identified when taking the vital signs and the case history:
a) Problem requiring an immediate intervention


Start the appropriate protocol

b) Problem not requiring an immediate intervention


Go to the next step

7. Continuous surveillance while waiting for the EMTs:


Repeat the primary approach



Take the vital signs at least every five (5) minutes.

8. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.
Comments:
The ventilation can be assessed in terms of respiratory frequency, but also in relation to criteria
such as the following:


Inadequate respiratory amplitude



Presence of respiratory fatigue



Abnormal coloration and diaphoresis



Impairment of the conscious state.

Preshospital Clinical Approach
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1 RESP/PCA
1RESP/PCA Prehospital Clinical Approach (Cont’d)
OPQRST and SAMPLE:

O

Onset

S

Signs and symptoms

P

Provocation

A

Allergies

Q

Quality (Quantity)

M

Medication (with or without
prescriptions)

R

Radiation (region of the
pain), Recurrence

P

Pertinent past history

S

Severity

L

Last oral intake

T

Time

E

Events leading to the injury
or illness

Preshospital Clinical Approach
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DISASTER SITUATIONS

1RESP/DIS. 1 Intervention on a disaster site comprising several patients
SAFE APPROACH OF THE SITE

PRESENCE OF
HAZARDOUS
MATERIALS

YES

PROTOCOL 1RESP/IND.1

NO

POTENTIAL
DANGERS
PRESENT

YES

CONTROL THE RISKS OR GET
THEM CONTROLLED BY THE
AUTHORIZED AUTHORITIES

NO
–
–
–
–

ASSESS THE WEATHER CONDITIONS
TOPOGRAPHIC STUDY OF THE GROUNDS
ESTIMATE THE NUMBER OF VICTIMS
INFORM THE AUTHORITIES

–HEAD OF TRIAGE MEETS WITH MUNICIPAL
EMERGENCY OPERATIONS DIRECTOR IF HE IS
PRESENT ON LOCATION
–TRIAGE PROVIDES TO THE HEAD OF TRIAGE AN
ANALYSIS OF THE SITUATION

PERMISSION
TO INTERVENE
GRANTED

NO

– THE TRIAGE HEAD STAYS IN
CONTACT WITH THE
DIRECTOR OF OPERATIONS &
COMMUNICATES THE
INFORMATION TO THE
HEALTH CENTRE

YES

– THE TRIAGE STARTS ITS WORK
ACCORDING TO THE START & MODIFIED
JUMP-START METHODS
– THE TRIAGE HEAD ORGANIZES THE
INTERVENTION LOCATION &
COMMUNICATIONS

THE TRIAGE HEAD ESTABLISHES A TRIAGE
POINT & ASKS HELP FROM THE RESCUE
TEAM FOR STRETCHER BEARING
CF. PROTOCOL 1RESP/DIS.2

TRANSMIT THE RELEVANT INFORMATION TO THE EMTS

Disaster situations
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1 RESP/DIS.1
1RESP/DIS. 1 Intervention on a disaster site with several patients (FR-2, 3)
This protocol applies to the first vehicle arrived on the site of the disaster.
1. Safe approach of the site by the first responders:
a) Identify the presence of hazardous materials. If present, refer to1RESP/IND.1 (Exposure
to hazardous materials)
b) Identify the presence of risks
c) Assess the weather conditions
d) Analyse the grounds topography
e) Estimate the number of patients
f) Inform the proper authorities according to the regional policy.
2. The triage head meets with the municipality emergency operations Director when he
is available on location
3. The triage provides the triage head with an analysis of the situation. The latter
transits it to the Health Communication Centre.
4. The permission to intervene is refused
a) The triage head remains in constant contact with the Emergency Operations Director.
b) The triage communicates the relevant information to the triage head.
5. The permission to intervene is granted
a) The triage starts according to the modified START & JUMPSTART method (for children
without signs of puberty) with the triage cards.
b) The triage head organizes the intervention site in order to facilitate the arrival of the
ambulances and organizes communications
6. The triage head establishes a triage step and asks the rescue teams to help with
stretcher bearing of the patients, if applicable.
7. Refer to protocol 1RESP/DIS. 2 (Modified START & JUMP-START protocol)
8. Upon arrival of the EMTs, transmit the relevant information m and carry out the
transfer of responsibilities

Disaster situations
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1RESP/DIS. 2 Modified START & JUMPSTART

Disaster situations
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1 RESP/DIS.2
1RESP/DIS. 2 Modified START & JUMPSTART (FR-2, 3)

1. C.F. the algorithm on the previous page.

Disaster situations
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INDUSTRIAL PROBLEMS

1RESP/IND. 1 Exposure to hazardous materials (global intervention)
ASSESS THE SITUATION

– Identify potential risks from a proper distance
– Park the vehicle at a proper distance
– Put on the individual protective equipment if
available
IDENTIFY THE COMPETENT AUTHORITIES

COMPETENT
AUTHORITIES
ON LOCATION

YES

NO

– ESTABLISH A SAFETY
PERIMETER
– NO INTERVENTION
WITHIN THE SAFETY
PERIMETER
– ASK FOR ADDITIONAL
RESOURCES AND
INFORMATION
– NOTIFY THE HEALTH
COMMUNICATION
CENTER

COLLECT RELEVANT DATA
– Identify the risks (health & safety)
– Identified the involved materials

REFER TO THE COMPETENT
AUTHORITIES FOR:
1)Control the risks
2)Decontaminate the victims
3)Get the authorization to intervene
(These three actions must be fulfilled)

OBTAINED
AUTHORIZATION
TO INTERVENE

YES

NO
MANY
VICTIMS

YES
PROTOCOL
1RESP/INS. 1

NO
TAKE CHARGE OF THE PATIENT WHILE RESPECTING THE PRESCRIBED SAFETY RULES AND APPLYING
THE APPROPRIATE CLINICAL PROTOCOLS

NOTIFY THE HEALTH COMMUNICATION CENTRE AND THE AMTs OF THE PARTICULARITY OF THE CASE

NOTIFY THE ADMINISTRATIVE STAFF OF ANY EXPOSURE OF THE RESOURCES TO HAZARDOUS
MATERIALS IN ORDER TO ALLOW DECONTAMINATION BEFORE RETURNING TO WORK

Industrial problems – Hazardous materials
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1 RESP/IND. 1
1RESP/IND. 1 Exposure to hazardous materials (Global intervention) (FR-DEA,

1 2, 3)

During an intervention where there are hazardous materials, the evaluation of the site becomes
particularly important as the workers’ safety depends on it. Therefore, exercise extreme care
with this phase of the Prehospital clinical approach protocol. This evaluation is described below
to make sure the first responder will take no risks that could harm his health or his safety.
The rescue and decontamination of the patients exposed to hazardous material must be done
by the proper authorities (Fire department, or specialized team). The first responder’s
responsibility is to make sure the following steps were carried out before taking charge of the
patient:
1. Assess the situation:
a) Identify the potential risks from a proper distance:


from the industrial site (refer to proper authorities)



from the road accident: respect a safety perimeter (rule of thumb)

b) Park the first responder vehicle at a reasonable distance (Assess the weather
conditions, analyse the grounds topography)
c) Put on the individual protective equipment if available
2. Identify the proper authorities and refer to them:
a) Fire department or the person in charge of the industrial site or any recognized authority.
3. Collect relevant data:
a)

Identify the risks (Health and safety)

b) Identify the materials involved: plate, data sheet, Emergency Measures Guidebook
4. Refer to authorities in charge (Fire department or police).
In the absence of a person in charge:
a) Establish the safety parameter and get it respected
b) Do not perform any intervention within the safety perimeter
c) Ask for additional resources and information and notify the Health Communication
Centre in order to activate the emergency measures plan.
5. A positive response to the three conditions listed below must be obtained before
continuing the protocol:
a) The intoxication is without risk, or the risks have been controlled
b) The patients have been decontaminated on the site
c) The authority to intervene was obtained from the proper authorities
If one of these conditions was not filled, refer to proper authority before any intervention.

Industrial problems – Hazardous materials

22

1 RESP/IND. 1
1RESP/IND. 1 Exposure to hazardous materials (global intervention) [Cont’d]

6. When there are several patients, refer to protocol 1RESP/DIS. 1 (Intervention on a site
where there are several patients).
7. Take charge of the patient by respecting the prescribed safety rules and applying the
clinical protocol or protocols according to the signs and symptoms.
8. Notify the Health Communication Centre of the particularity of the case.
9. Notify the administrative staff of any exposure of the resources to hazardous
materials in order to allow the decontamination of the resources and the equipment
before putting them back into work.
10. Report any situation with the maximum of information in order to have an adequate
medical follow-up.

Comments:
The individual protective equipment (IPE) for the fire department is not protective
equipment against hazardous materials. Remain vigilant and respect the guidelines
established by the proper authorities.
The rule of thumb gives an assessment of the reasonable distance to which the worker should
stay from the site: When the arm is stretched and one eye closed, the thumb up should cover
the entirety of the scene.

Industrial problems – Hazardous materials
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1RESP/IND. 2 Exposure to hazardous materials
PROTOCOL 1RESP/PCA & 1 RESP/IND.1
YES

REFER TO THE PROPER AUTHORITIES TO
CONTROL THE RISKS AND OBTAIN THE
AUTHORIZATION TO INTERVENE

POTENTIAL
RISKS

NO

MAKE SURE THE PATIENT IS AWAY FROM THE CONTAMINATION SOURCE

AVOID ALL CUTANEOUS CONTACT WIT THE PATIENT, MANDATORY WEAR
OF GLOVES (goggles & mask if needed)
CONTINUE THE 1RESP/PCA PROTOCOL AND APPLY THE APPROPRIATE CLINICAL
PROTOCOLS

ASSIST VENTILATION WITH
OXYGEN 10 ℓ / MIN OR MORE

YES

RESPIRATORY
FREQUENCY <8/ min
NO

ADMINISTER OXYGEN WITH A HIGH CONCENTRATION MASK AT 10 ℓ /
MIN OR MORE

ANTIDOTE
KNOWN &
AVAILABLE

YES

YES

AUTHORIZED STAFF
PRESENT

NO

NO

HAND THE ANTIDOTE TO
THE EMTs

ASSIST
ADMINISTERING
THE ANTIDOTE

YES
OCULAR BURN

PROTOCOL 1RESP/ENV.2

NO
CONTINUE THE PROTOCOL 1RESP/PCA

UPON THE ARRIVAL OF THE EMTs, PROVIDE THEM WITH THE RELEVANT INFORMATION
AND TRANSFER THE RESPONSIBILITY

Industrial problems – Hazardous materials

24

1 RESP/IND. 2
1RESP/IND. 2 Exposure to hazardous materials (FR-DEA, 1, 2, 3)
1. Refer to protocol 1RESP/PCA (Prehospital Clinical Approach) and the protocol
1RESP/IND 1 (Exposure to hazardous materials – global intervention)
2. Identify the possible risks, the type of intoxication and the causing agent if possible.
3. Make sure the patient is away from the contamination source
4. Avoid any cutaneous contact with the patient
5. Mandatory wear of gloves; goggles and protective mask if necessary
6. Continue the protocol 1RESP/PCA and apply the clinical protocol or protocols
according to the signs and symptoms
7. If the respiratory frequency is < 8 / min, assist ventilation with oxygen at 10 ℓ / min or
more (cf. Comment).
8. Administer high concentration oxygen at 10 ℓ / min or more
9. If the antidote is known and available:
a) Assist the authorized staff to administer the antidote if they are present
b) In the absence of the authorized worker, hand the antidote to the EMTs
10. In case of burn, refer to protocol 1RESP/ENV.2 (Burn)
11. In case of ocular burn, wash the eye with water or NaCl 0.9% and continue irrigation
until the EMTs arrive.
12. Continue the protocol 1RESP/PCA.
13. Upon the arrival of the EMTs provide them with the relevant information and carry out
the transfer of responsibilities.
____________________________________________________________________________
Required information:


Nature of the contaminant (fact sheet)



Duration of exposure to the contaminant



Delay since the exposure

Industrial problems – Hazardous materials
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1 RESP/IND. 2
1RESP/IND. 2 Exposure to hazardous materials (Cont’d)

Comments:
In case of intoxication to hazardous materials, never ventilate the patient with the mouth
to mask technique; use a bag valve mask.
Decontamination principles:


Make sure the affected part has been undressed



If the substance is a powder, brush off the patient



Rinse the affected part with a large quantity of water without contaminating the healthy
parts.

If, during an intervention, the first responder receives instructions from a worker from Poison
Control Centre Quebec (PCCQ), he must follow the recommendations even if they contradict or
are absent from these protocols, while respecting the limitations of his field of practice.

Industrial problems – Hazardous materials
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RESUSCITATION SITUATIONS

Generalities on the resuscitation situations
The following principles apply to all situations where the patient is in cardiopulmonary arrest.
Arrival at the bedside
The Automatic External Defibrillator (AED) must be turned on as soon as the CPA is suspected
upon seeing the patient.
Ventilation
The ventilation of a patient with a cardiopulmonary arrest must be performed with the pocket
mask and high concentration oxygen except in case of contraindications related to the workers’
safety [Ex.: Cyanide intoxication, intoxication by inhalation of toxic substances or severe
respiratory illness (SRI)]. In these situations, the use of the bag valve mask is required.
Taking the pulse
The first responder must be CERTAIN that he feels a pulse before deciding not to start a
resuscitation protocol or to exit one. When in doubt, he must proceed or continue the
resuscitation.
Taking the pulse must be done when any obvious sign of return to a spontaneous circulation is
present (Moves, coughs, breathes, etc.).
Analysis and defibrillation
Some defibrillators analyse the heart rhythm as soon as the electrodes are placed on the
patient’s thorax, whereas others require that the first responder presses on a button so that the
device analyses the heart rhythm.
Therefore, for the defibrillators requiring that a button is pushed down to start the first analysis,
the electrodes can be applied during the confirmation of the CPA and when performing the heart
massage; however, the heart massage will have to be temporarily stopped when the analysis is
done.
As for the devices that do not require pressing on the analysis button to start the first analysis
(the analysis is done as soon as the defibrillation electrodes are placed), you must wait for the
confirmation of a cardiopulmonary arrest in order to apply the electrodes.
Cardiac massage
During a CPR (between two analyses) with an AED that analyses automatically the heart
rhythm each two minutes, the first responder must alternate the chest compressions and the
ventilations according to the standards of the Heart & Stroke Foundation of Québec. As soon as
a vocal command asks to stop the manoeuvres or to stop touching the patient, stop CPR
immediately.
During CPR (between two analyses) with an AED analysing the heart rhythm only when the first
responder presses on the analysis button, alternate chest compressions and ventilation
according to the standards of the Heart & Stroke Foundation of Québec. However, end with
chest compressions.
After each analysis change the first responder on massage when possible.

Generalities on the resuscitation situations
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Generalities on the resuscitation situations (Cont’d)
When the pulse returns for more than 30 seconds:
o

Validate the need for ventilation/respiratory assistance by quantifying the respiratory
frequency

o

Administer high concentration oxygen

o

Check constantly the presence of the carotid pulse

o

If the patient has another cardiac arrest, start the protocol from the beginning.

Transfer of the responsibility:
The first responder must never stop the resuscitation manoeuvres so long as the EMTs are not
ready to take charge of the intervention.
Required information:
o

Circumstances of the event

o

Presence of individuals who witnessed the CPA (who have seen or heard the person fall)

o

Approximate time of the CPA

o

Last time the patient was seen or heard alive

o

CPR started or not by a first intervener before the arrival of the first responders

o

If the first intervener uses an AED on location, number of checks given before the arrival of
the first responders

Generalities on the resuscitation situations
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1RESP/RES. 0 Cardiopulmonary arrest – Global intervention
1RESP/PCA PROTOCOL

ACTIVATE THE DEFIBRILLATOR AS SOON AS THE
CPA IS SUSPECTED UPON SEEING THE PATIENT
YES
SINGS OF
OBVIOUS DEATH

1RESP/MED-LEG.4 PROTOCOL

NO
YES

DNR ORDERS

1RESP/MED-LEG.3 PROTOCOL

NO

START CPR WITH OXYGEN AT 10 ℓ / MIN OR MORE & APPLY THE
APPROPRIATE 1RESP/RES PROTOCOL
YES

INCAPACITY TO
VENTILATE RIGIDLY

1RESP/MED-LEG. 2 PROTOCOL

NO

CARDIAC
ARREST
PERSISTS

YES

CONTINUE THE APPROPRIATE
1RESP/RES PROTOCOL

NO
YES

RESPIRATORY
FREQUENCY < 8/ min

ASSIST VENTILATION WITH OXYGEN
AT 10 ℓ / MIN OR MORE

NO

ADMINISTER OXYGEN WITH A HIGH CONCENTRATION MASK
10 ℓ / MIN OR MORE
CONTINUE THE 1RESP/PCA PROTOCOL

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND PERFORM THE
TRANSFER OF RESPONSIBILITY

Cardiopulmonary arrest – Global intervention
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1 REP/RES. 0
1RESP/RES. 0 Cardiopulmonary arrest – Global intervention (FR-AED, 1, 2, 3)
1. Refer to protocol 1RESP/PCA (Prehospital Clinical Approach)
2. Activate the defibrillator as soon as the CPA is suspected upon seeing the patient
3. In the presence of obvious death, refer to protocol 1RESP/MED-LEG. 4 (Obvious
death) RESP/MED-LEG. 3 (DNR Order).
4. In the presence of DNR orders, refer to protocol 1RESP/MED-LEG. 3 (DNR order)
5. Confirm the CPA and immediately start CPR with oxygen at 10 ℓ / min or more and
simultaneously place the defibrillation electrodes.
6. If it is impossible to open the jaws and ventilate because of rigor mortis, refer to
protocol 1RESP/MED-LEG. 2 (Cardiopulmonary arrest with impracticable
resuscitation. Obscure death or not, several hours old).
7. Start resuscitation manoeuvres and apply the appropriate resuscitation protocol:
a) 1/RESP/RES. 1 (cardiopulmonary arrest – Adult)
b) 1/RESP/RES. 2 (cardiopulmonary arrest – paediatrics)
8. In the presence of obvious signs of a spontaneous return of the circulation, stop the
CPR and take the pulse to confirm it.
9. If the respiratory frequency is < 8 / min, assist the ventilation with oxygen at 10 ℓ / min
or more
10. If the respiratory frequency is > 8 / min, administer oxygen with a high concentration
oxygen at 10 ℓ / min or more
11. Continue the 1/RESP/PCA protocol
12. Upon the arrival of the EMTs provide them with the relevant information and carry out
the transfer of responsibilities.

Cardiopulmonary arrest – Global intervention
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1RESP/RES. 1 Cardiopulmonary arrest – Adult
1RESP/RES. 0 PROTOCOL

YES

TRAUMA

APPLY CERVICAL PROTECTION &
THE TECHNIQUE TO OPEN
AIRWAYS BY RESPECTING THE
NEUTRAL POSITION

NO

–
–

CONFIRM CPA
IMMEDIATELY START CHEST COMPRESSIONS WITHOUT VENTILATIONS AND PLACE
THE DEFIBRILLATION ELECTRODES

CYCLE OF ANALYSES

CARRY OUT THE ANALYSIS

CHOCK ADVISED

–
–

CHOCK NOT ADVISED

ENSURE THE WORKERS SAFETY
ONCE THE DEVICE IS CHARGED,
ADMINISTER THE CHOCK

CARRY OUT THE CPR WITH OXYGEN AT 10 ℓ / MIN OR MORE
10 COMPRESSIONS: 2 VENTILATIONS x 5 CYCLES (APPROXIMATELY 2 MIN)

OBVIOUS SIGNS
OF
SPONTANEOUS
CIRCULATION
RETURN

YES

1RESP/RES.0 PROTOCOL

NO

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND CARRY OUT
THE TRANSFER OF RESPONSIBILITIES

Cardiopulmonary arrest – Adult
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1REP/RES. 1
1RESP/RES. 1 Cardiopulmonary arrest – Adult (FR-AED, 1, 2, 3)
____________________________________________________________________________
Inclusion criteria:
Any cardiopulmonary arrest of medical or trauma origin in an adult patient (present signs of
puberty)
The CPA is now defined by the presence of unconsciousness associated to absent or abnormal
respiration. The health worker has to take the pulse to confirm it.

Exclusion criteria
The inclusion criteria from the 1/RESP/MED.LEG. 4 (obvious death) are present
The inclusion criteria from the 1/RESP/MED.LEG. 3 (DNR orders) are present.
The inclusion criteria from the 1/RESP/MED.LEG. 2 (Cardiopulmonary arrest with impracticable
resuscitation – obscure death or not, several hours OLD) are present.
1. Refer to protocol 1RESP/RES. 0 (cardiopulmonary arrest – global intervention)
2. If the trauma is present or suspected, apply a cervical protection and the techniques
to open the airways by respecting the neutral position.
3. Confirm the CPA, start immediately the chest compressions (without ventilation) and
simultaneously place the defibrillation electrodes.
4. As soon as the electrodes are placed, carry OUT the analysis and stop CPR:
a) If “chock unadvisable”, immediately start CPR 30:2 for 5 cycles (approx two min) with
oxygen at 10 ℓ / min or more.
b) If “chock advised” ensure the workers safety. Once the device is charged, give the chock
and immediately start CPR 30:2 for 5 cycles (approx two min) with oxygen at 10 ℓ / min
or more.
5. Repeat sep 4 until the patient shows obvious signs of spontaneous circulation return
(Moves, coughs, breathes, etc.), or until the EMTs take charge of the patient:
a) If obvious signs of a spontaneous return of the circulation are present, apply the protocol
1RESP/RES. 0 (Cardiopulmonary arrest – global intervention).
b) When the EMTs are ready to take charge of the patient, follow their orders carefully.
6. Upon the arrival of the EMTs provide them with the relevant information and carry out
the transfer of responsibilities

Cardiopulmonary arrest – Adult
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1REP/RES. 1
1RESP/RES. 1 Cardiopulmonary arrest of medical origin – Adult (Cont’d)
____________________________________________________________________________
Comments:
Ventilation
When an obstruction of the upper airways is identified and there is no pulse, it is indicated to
carry out the protocol 1RESP/RES. 1.
In the presence of a trauma, if it is impossible to ventilate properly by opening the airways with
techniques respecting the neutral position, it is acceptable to tilt the head.
Obstetrics specificity:
For the women pregnant 20 weeks of more, during CPR the uterus has to be moved towards
the left. To do so, a worker has to take hold the patient’s abdomen with one or two hands and
pull it toward the left (the patient’s left). If she is placed on a spinal board, it is also possible to tilt
it 30 degrees to the left. However, the first method is preferred because it is more efficient.
Anaphylaxis specificity:
When a CPA occurs during anaphylaxis, administer as soon as possible a dose of adrenaline
with an auto-injector (0.3 mg IM) in the thigh just after the first analysis.

Cardiopulmonary arrest – Adult
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1RESP/RES. 2 Cardiopulmonary arrest– Pediatrics (0 to puberty)
PROTOCOL 1RES/RES. 0
TECHNIQUES TO OPEN THE AIRWAYS RESPECTING THE NEUTRAL
POSITION

YES
TRAUMA

NO

Pulse present

YES

PULSE < 60 &
CONSCIOUSNESS
AT “U”

YES

NO
NO

– CPR
based
on
the
standards of the HSFQ
with O2 at 10 ℓ/ min or
more

PROTOCOL 1RES/PCA

IMMEDIATELY START CPR WITH OXYGEN AT 10 ℓ / MIN AND PLACE THE
DEFIBRILLATION ELECTRODES

CYCLE OF ANALYSES
CARRY OUT 2 MIN CPR BEFORE THE FIRST
ANALYSIS IF CPA OCCURS WHEN FR IS PRESENT

CARRY OUT THE ANALYSIS

ADVISED CHOCK

CHOCK NOT ADVISED

– ENSURE WORKERS SAFETY
– ONCE DEVICE IS CHARGED
GIVE CHOCK

CARRY OUT CPR WITH OXYGEN AT 10 ℓ/ min OR MORE
30 COMPRESSIONS: 2 VENTILATIONS x 5 CYCLES OR 15 COMPRESSIONS:
2 VENTILATIONS x 5 CYCLES (APPROX 2 MIN)

OBVIOUS SINGS OF
SPONTANEOUS
CIRCULATION RETURN

NO

Protocol 1RESP/RES. 0

YES

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND CARRY OUT THE
TRANSFER OF RESPONSIBILITIES

Cardiopulmonary arrest – Pediatrics
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1RESP/RES. 2
1RESP/RES. 2 Cardiopulmonary arrest– Pediatrics (0 to puberty) (FR-AED, 1, 2, 3)
____________________________________________________________________________
Inclusion criteria:
Any cardiopulmonary arrest of medical or trauma origin (including when the pulse is < 60 / min
and the conscious state based on the AVPU scale is “U”) for the pediatric patient (lack of
puberty signs).
The CPA is now defined by the presence of unconsciousness associated to lack or abnormal
respiration. The health worker has to take the pulse to confirm it.

Exclusion criteria
The inclusion criteria from the 1/RESP/MED.LEG. 4 (obvious death) are present.
The inclusion criteria from the 1/RESP/MED.LEG. 3 (orders not to start resuscitation) are
present.
The inclusion criteria from the 1/RESP/MED.LEG. 2 (Cardiopulmonary arrest with impracticable
resuscitation – obscure death or not, several hours long) are present.
1. Refer to protocol 1RESP/RES. 0 (cardiopulmonary arrest – global intervention)
2. If the trauma is present or suspected, apply a cervical protection and the techniques
to open the airways by respecting the neutral position.
3. Confirm the CPA:
a) For children with a palpable pulse < 60 min and whose conscious state (on the AVPU
scale) is at “U”, start CPR with oxygen at 10 ℓ / min or more according to the standards
of the Heart & Stroke Foundation Québec, do not place the defibrillation electrodes.
Take the pulse every 2 minutes. If the pulse disappears, apply step 3 b), if not, go to
step 6;
b) For children without a pulse, immediately start CPR with oxygen at 10 ℓ / min or more
and simultaneously place the defibrillator electrodes and go to the following step.
4. Perform 2 min CPR (before the first analyses) except if the CPA occurs in the
presence of the FR. In this situation, immediately carry out the next step.
5. Perform the analysis:
a) If “chock unadvisable”, immediately start CPR 30:2 for 5 cycles or 15:2 for 10 cycles
when two workers are available (approximately 2 min) with oxygen at 10 ℓ / min or more.
b) If “chock advised” ensure the workers safety. Once the device is charged, give the chock
and immediately start CPR 30:2 for 5 cycles or 15:2 for 10 cycles when two workers are
available (approximately 2 min) with oxygen at 10 ℓ / min or more
6. Repeat step 5 until the patient shows obvious signs of spontaneous circulation return
(Moves, coughs, breathes, etc.) or until the EMTs take charge of the patient:
a) If obvious signs of a spontaneous return of the circulation are present, apply the protocol
1RESP/PCA (Prehospital Clinical Approach).
b) When the EMTs are ready to take charge of the patient, follow their orders carefully

Cardiopulmonary arrest – Pediatrics
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1RESP/RES. 2
1RESP/RES. 2 Cardiopulmonary arrest– Pediatrics (0 to puberty) (Cont’d)
7. Continue the protocol 1RESP/RES. 0 (cardiopulmonary arrest – global intervention)
8. Upon the arrival of the EMTs provide them with the relevant information and carry out
the transfer of responsibilities.

Comments
Target population:
The pediatric resuscitation protocol includes babies and children without signs of puberty. The
newborn (birth until discharge from the hospital) are excluded.
Ventilation:
When an obstruction of the Upper airways is identified and there is no pulse, it is indicated to
carry out the protocol 1RESP/RES. 2.
In the presence of a trauma, if it is impossible to ventilate properly by opening the airways with
techniques respecting the neutral position, it is acceptable to tilt the head.
Pediatric specificities:
CPR for approximately 2 min per sequence is done on children with a ratio of 15:2 for 10 cycles
when two workers are available to perform the CPR. When there is only one worker, CPR is
done approximately for 2 min per sequence with a ratio of 30:2 for 5 cycles.
If pediatric or energy reducing electrodes are unavailable, the adult electrodes must be used
and applied anteroposteriorly.
Anaphylaxis specificity:
When a CPA occurs during anaphylaxis, administer as soon as possible a dose of adrenaline
with an auto-injector (0.3 mg IM if child weighs 25 kg, or 0.5 mg IM if child < 25 kg) in the thigh
just after the first analysis.

Cardiopulmonary arrest – Pediatrics

37

1RESP/RES. 8
1RESP/RES. 8 Protocol to take charge during resuscitation intervention in
progress with a AED
1. Take charge of the intervention upon your arrival
2. Check for the presence of a pulse
3. Apply the appropriate protocol
4. If the applicable protocol is 1RESP/RES. 1 (cardiopulmonary arrest – adult) or
1RES/RES. 2 (cardiopulmonary arrest – pediatric) perform the next step.
5. Check the quality of the CPR in progress see if the first interveners need support or
to be replaced immediately.
6. If possible, use the AED already in place1.
7. Continue the 1RESP/RES. 1 (cardiopulmonary arrest – adult) or 1RES/RES. 2
(cardiopulmonary arrest – pediatric) until there are obvious signs of spontaneous
circulation return (Moves, coughs, breathes, etc.) or until the EMTs take charge of the
patient.

Comments:
The first responder has to get the following information from the first interveners (FI):


The presence of witnesses to the cardiopulmonary arrest (seen or heard it)



The time (if known) of the patient collapse



The number of analyses performed



The number of chocks given

The first responder who took charge of the patient prefers integrating the first interveners in the
intervention by continuing the CPR alternating with the FI.

1

If the AED used by the first interveners (FI) is different from the one used by the first responders and
the FIs intervention is adequate, the first responders support the FIs in their intervention while waiting
for the arrival of the EMTs. If the performance of the FI is inadequate and the first responders are
comfortable to use the FI’s AED, the first responders take charge of the resuscitation with that AED.
In case the first responders are not comfortable using the FI’s AED, during the massage sequence,
they apply their own AED.

Taking charge during resuscitation intervention in progress with a AED
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ENVIRONMENTAL PROBLEMS

1RESP/ENV. 1 Diving accident
1RESP/PCA PROTOCOL

IF THERE ARE TRAUMAS OR SUSPECTED TRAUMAS
APPLY A CERVICAL PROTECTION

TAKE THE VICTIM OUT OF THE WATER OR GET THE
PROPER AUTHORITIES TO DO IT

REMOVE THE DIVING RESPIRATORY EQUIPMENT AND
PLACE THE VICTIM ON HIS BACK

REMOVE OR UNTIE THE RESTRAINING CLOTHES

RESPIRATORY
FREQUENCY < 8 MIN

YES

NO
ADMINISTER OXYGEN WITH A
HIGH CONCENTRATION
MASKS AT 10 ℓ / min OR MORE

ASSIST VENTILATION
WITH OXYGEN AT 10 ℓ /
MIN OR MORE

CONTINUE THE 1RESP/PCA PROTOCOLE

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION
AND CARRY OUT THE TRANSFER OF RESPONSIBILITIES

Environment – Diving accident
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1RESP/ENV. 1
1RESP/ENV. 1 Diving accident
The diving chamber operator has the priority regarding the guidelines and taking charge of the
patient.
1. Refer to protocol 1RESP/PCA (Prehospital Clinical Approach)
2. In case of trauma, present or suspected, apply cervical protection
3. Remove the patient from the water or get the proper authorities to do so
4. Remove the diving respiration equipment and place the patient on his back
5. Remove or untie the restraining clothes
6. If the respiratory frequency is < 8 / min, assist the ventilation with oxygen at 10 ℓ / min
or more.
7. Administer oxygen with a high concentration mask at 10 ℓ / min or more.
8. Continue the protocol 1RESP/PCA (Prehospital Clinical Approach)
9. Upon the arrival of the EMTs provide them with the relevant information and carry out
the transfer of responsibilities.

Required information:
The information contained in the notebook about the following:


The depth of the dive



The duration of the dive



The number of dives



The time laps since the dive



The mix of gases used



Air transport within the 24 to 48 hours after the dive.

Comments:
The signs and symptoms may appear several hours after the dive. If there is a decrease of
symptoms, the patient still has to be transported to the hospital.
The signs and symptoms of a diving accident can be the following: Vision problems, epitaxis
(nose bleed), pain to the face or headache, decreased hearing, vertigo, buzzing (ears), nausea,
vomiting, abdominal pain, chest pain, dyspnea, haemoptysis (spitting blood), paralysis, aphasia
(unable to speak), ataxia (loss of balance), intense fatigue and behavioural problems.
If a trauma is suspected, apply the trauma techniques, i.e., cervical immobilizer, etc.
If possible, ask a fellow diver to remain on location in order to accompany the patient afterwards
in the ambulance.

Environment – Diving accident
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1RESP/ENV. 2 Burn
1 RESP/PCA PROTOCOL

STOP THE PROCESS CAUSING THE BURNS

IDENTIFY THE TYPE OF BURN: THERMAL,
ELECTRICAL OR CHEMICAL

YES
ASSIST THE VENTILATION WITH
OXYGEN AT 10 ℓ / min OR MORE

RESPIRATORY
FREQUENCY < 8 / min

NO
ADMINISTER OXYGEN WITH A HIGH CONCENTRATION
MASK AT 10 ℓ / min OR MORE

EXPOSE THE PART AFFECTED BY REMOVING THE
CLOTHES OR JEWELRY THAT HAS NOT ADHERED

BURN < 10%
ACCORDING
TO THE RULE
OF “9”

YES

COVER WITH CLEAN DRESSING &
SOAKED WITH SALINE SOLUTION

NO
COVER THE PATIENT IN ORDER TO AVOID THE
DISPERSION OF THE BODY HEART

CONTINUE THE 1 RESP/PCA PROTOCOL

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION
AND CARRY OUT THE TRANSFER OF RESPONSIBILITIES

Environment – Diving accident
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1 RESP/ENV. 2
1RESP/ENV. 2 Burns (FR-2, 3)
____________________________________________________________________________
Inclusion criteria:
Thermal, electrical or chemical burn
1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach)
2. Stop the process causing the burns
3. Identify the type of burn (Thermal, electrical or chemical)
4. If the respiratory frequency is < 8 / min, assist the ventilation with oxygen a 10 ℓ / min
or more (do not use the pocket mask if a chemical burn is present)
5. Administer oxygen with a high concentration mask at 10 ℓ / min or more.
6. Expose the affected part of the body by removing the clothes or the jewelry that has
not adhered.
7. Cover the burns with clean (or sterile) and dry compresses (compresses soaked with
a saline solution can be applied if the burn covers less than 10% of the body by using
the rule of “9”. Cf. Following page).
8. If the burn is significant (> 10%) cover the patient to avoid loss of body heat.
9. Continue the protocol 1 RESP/PCA (Prehospital Clinical Approach)
10. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities

Required information:


Mechanism of the burn



Presence of a lot of smoke



If the burn is chemical, identify the material burned in order to assess the risk of toxic
inhalation



Possible associated trauma



Duration of the exposure

Comments:
The signs of burns to the respiratory system include nasal and oropharyngeal burns, abnormal
respiration sounds, black coloration of the tongue or at the basis of the nostrils and blackish
expectorations. These signs are indicators of eventual respiratory complications. Burns on large
parts of the body and on the face with respiratory difficulties must be considered as burns
requiring specialized care. Never burst blisters.

Environment – Diving accident
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1 RESP/ENV. 2
1RESP/ENV. 2 Burns (Cont’d)
The rule of “9” – Pediatrics

Environment – Diving accident

44

1 RESP/ENV. 2
1RESP/ENV. 2 Burns (Cont’d)
The rule of “9” – Adults

Environment – Diving accident
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1RESP/ENV. 3 Heat stroke
1 RESP/PCA PROTOCOL

RESPIRATORY
FREQUENCY
<8/ MIN

YES

ASSIST VENTILATION WITH
OXYGEN AT 10 ℓ / MIN OR MORE

NO

ADMINISTER OXYGEN WITH A HIGH CONCENTRATION
MASK AT 10 ℓ / MIN OR MORE

EVACUATE INTO A COOL ENVIRONMENT

REMOVE THE CLOTHES COVERING THE VICTIM

SPONGE THE BODY WITH WATER OR SALINE SOLUTION
OR ALSO APPLY COLD

CONTINUE THE PROTOCOL 1 RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND
CARRY OUT THE TRANSFER OF RESPONSIBILITIES

Environment – Heat stroke
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1 RESP/ENV. 3
1RESP/ENV. 3 Heat stroke (FR-2, 3)
____________________________________________________________________________
Inclusion criteria:
A patient exposed to a hot environment, with or without exercise, with a change of the
conscious state or with a confused/combative state.
1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach)
2. If the respiratory frequency is < 8 / min, assist the ventilation with oxygen a 10 ℓ / min
or more.
3. Administer oxygen with a high concentration mask at 10 ℓ / min or more.
4. Evacuate the patient to a cool location.
5. Remove the patient’s clothes
6. Refresh the patient by sponging the entire body with water or a saline solution or also
if available by applying cold at the axillary or the inguinal level.
7. Continue the protocol 1 RESP/PCA (Prehospital Clinical Approach)
8. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities

Environment – Heat stroke
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1RESP/ENV. 4 Electrification / Electrocution
CLINICAL APPROACH PROTOCOL 1 RESP/PCA

MANY VICTIMS

REVERSE TRIAGE:
RESCUE THE VICTIM WITH
CARDIOPULMONARY ARREST BEFORE
INTERVENING WITH THE OTHER VICTIMS

YES

NO

CARDIOPULMONARY
ARREST

YES

PROTOCOL 1 RESP/RES. 0

NO
IN CASE OF TETANIZATION OR SPRAYING: APPLY A
CERVICAL PROTECTION

RESPIRATORY
FREQUENCY < 8 / MIN

YES

ASSIST THE VENTILATION WITH
OXYGEN AT 10 ℓ / MIN OR MORE

NO
ADMINISTER OXYGEN WITH A HIGH CONCENTRATION MASK
AT 10 ℓ / MIN OR MORE

PRESENCE OF A
BURN

YES

PROTOCOL 1 RESP/ENV. 2

NO
CONTINUE THE PROTOCOL 1 RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND
CARRY OUT THE TRANSFER OF RESPONSIBILITIES

Environment – Electrification / Electrocution
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1 RESP/ENV. 4
1RESP/ENV. 4 Electrification / Electrocution (FR-AED, 1, 2, 3)
___________________________________________________________________________
Inclusion criteria:
Burn by electric arc or any individual hit by an electrical charge
The patient’s environment poses a risk for the workers. The first responders must always
ensure his safety before intervening. The electrical circuit must be cut off by qualified
personnel. The first responder has to remain at a distance from the electrical source when
administering first-aid to the patient.
1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach)
2. If this is an electrification incident with multiple patients, the principle of reversed
triage has to be applied: Intervene with the patient with cardiopulmonary arrest before
intervening with the other patients.
3. In case of a cardiopulmonary arrest, refer
(Cardiopulmonary arrest – global intervention)

to

protocol

1

RESP/RES.

0

4. If there is a history of tetanization or spraying, apply a cervical protection.
5. If the respiratory frequency is < 8 / min, assist the ventilation with oxygen at 10 ℓ / min
or more.
6. Administer oxygen with a high concentration mask at 10 ℓ / min or more.
7. In case of a burn, refer to protocol 1 RESP/ENV. 2 (burns).
8. Continue the protocol 1 RESP/PCA (Prehospital Clinical Approach).
9. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.
injuries

Required information:


Obtain a history of the electrification circumstance, a history of syncope, and the intensity
and nature of the current (Voltage, amperage)



Supervise the trauma signs. Electrification can provoke a tetanization: a violent contraction
of the muscles that can project the patient.

Comments:
The severity of the injuries depends on the duration of the exposure and the quantity of energy.

Environment – Electrification / Electrocution
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1RESP/ENV. 5 Chilblain
CLINICAL APPROACH PROTOCOL 1 RESP/PCA

HYPOTHERMIA

YES

PROTOCOL 1 RES/ENV. 6

NO

DO NOT RUB THE AFFECTED PART OF THE BODY AND
PROTECT IT

PREVENT THE VICTIM FROM GETTING COLD

CONTINUE THE CLINICAL APPROACH PROTOCOL 1
RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND CARRY
OUT THE TRANSFER OF RESPONSIBILITIES

Environment – Chilblain
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1 RESP/ENV. 5
1RESP/ENV. 5 Chilblain (PR-2, 3)
___________________________________________________________________________
Inclusion criteria:
Body part cold at the touch or a change of color in the affected body part
1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach)
2. If hypothermia is suspected, refer to protocol 1 RESP/ENV. 6 (hypothermia)
3. In case of hypothermia risk, remove the wet clothing.
4. Do not rub the affected body part. Attempt to protect it.
5. Prevent the patient from getting cold.
6. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.

Comments:
Chilblain is by definition a lesion caused by cold. Therefore, it is generally located in a place of
the body exposed to a cold environment or a cold source. One must distinguish between
chilblain and hypothermia since chilblain can occur without hypothermia and only affect one part
of the body.

Environment – Chilblain
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1RESP/ENV. 6 Hypothermia
CLINICAL APPROACH PROTOCOL 1 RESP/PCA

NO PULSE

YES

PROTOCOL 1 RESP/RES. 0

NO

RESPIRATORY
FREQUENCY
< 8 / MIN

YES

ASSIST THE VENTILATION WITH
OXYGEN AT 10 ℓ / MIN OR MORE

NO
ADMINISTER OXYGEN WITH A HIGH CONCENTRATION MASK
AT 10 ℓ / MIN OR MORE

HANDLE WITHOUT BUMPING AND TRANSPORT INTO A WARM
ENVIRONMENT

REMOVE ONLY THE SOAKED WET CLOTHES AND COVER
WITH WARM BLANKETS

CONTINUE THE CLINICAL APPROACH PROTOCOL 1 RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND
CARRY OUT THE TRANSFER OF RESPONSIBILITIES

Environment – Hypothermia
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1 RESP/ENV. 6
1RESP/ENV. 6 Hypothermia (FR-AED, 1, 2, 3)
___________________________________________________________________________
Inclusion criteria:
This protocol has to be applied only in situations where the patient is found in a cold
environment and his entire body is cold.
1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach).
2. In case of a cardiopulmonary arrest, refer
(Cardiopulmonary arrest – global intervention).

to

protocol

1

RESP/RES.

0

3. If the respiratory frequency is < 8 / min, assist the ventilation with oxygen a 10 ℓ / min
or more.
4. Administer oxygen with a high concentration mask at 10 ℓ / min or more.
5. Handle without bumping and remove from the cold environment.
6. Remove only the damp clothing and cover with blankets (wool or metallic) prioritising
the thorax, the abdomen and the head.
7. Continue protocol 1 RESP/PCA (Prehospital Clinical Approach).
8. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.

Required information:


Consumption of alcohol or medication



Duration of the exposure to the cold.

Comments:
Any patient exposed to a cold environment, or presenting signs of getting cold, should be
considered as hypothermic, especially in the case of a young child or an elderly person.
Impairment of the consciousness may be the only sign suggesting hypothermia. If possible,
keep the patient in a lying down position to decrease the risk of arrhythmia.

Environment – Hypothermia
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1RESP/ENV. 7 Drowning
CLINICAL APPROACH PROTOCOL 1RESP/PCA

IF THERE ARE TRAUMAS OR SUSPECTED TRAUMAS
APPLY A CERVICAL PROTECTION

TAKE THE VICTIM OUT OF THE WATER OR GET THE
PROPER AUTHORITIES TO DO IT

NO PULSE

YES

PROTOCOL 1 RESP/RES. 0

NO

RESPIRATORY
FREQUENCY <
8 / MIN

YES

ASSIST THE VENTILATION WITH
OXYGEN AT 10 ℓ / MIN OR MORE

NO
ADMINISTER OXYGEN WITH A HIGH CONCENTRATION MASK
AT 10 ℓ / MIN OR MORE

REMOVE THE SOAKED WET CLOTHES, DRY THE PATIENT AND
COVER WITH WARM BLANKETS

CONTINUE THE CLINICAL APPROACH PROTOCOL 1 RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND
CARRY OUT THE TRANSFER OF RESPONSIBILITIES

Environment – Drowning
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1 RESP/ENV. 7
1RESP/ENV. 7 Drowning (FR-AED, 1, 2, 3)
1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach).
2. In case of present or suspected trauma, apply a cervical protection.
3. Take the patient out of the water or get the proper authorities to do so.
4. In case of a cardiopulmonary arrest, refer
(Cardiopulmonary arrest – global intervention).

to

protocol

1

RESP/RES.

0

5. If the respiratory frequency is < 8 / min, assist the ventilation with oxygen a 10 ℓ / min
or more.
6. Administer oxygen with a high concentration mask at 10 ℓ / min or more.
7. Remove the wet clothing, dry off the patient and cover him to avoid loss of body heat.
8. Continue the protocol 1 RESP/PCA (Prehospital Clinical Approach).
9. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.

This protocol must only be applied if there is no risk to the safety of the first responder. If
a trauma is possible, place the patient on a spinal board with cervical protection before
removing him from the water (this technique will also facilitate taking the patient out of
the water)
If the patient is in CPA, the FR should judge what is the more appropriate way to take the
patient out of the water.

Required information:


Length of time the patient was submerged



Circumstances of the event

Comment:
Some drowning situations can be accompanied with hypothermia. In these circumstances, refer
to protocol 1 RESP/ENV. 6 (hypothermia)
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MEDICAL PROBLEMS

1 RESP/MED. 2 Impairment of the conscious state
CLINICAL APPROACH PROTOCOL 1RESP/PCA

ENSURE THE PERMEABILITY OF THE AIRWAYS

ANAPHYLACTIC
SHOCK

YES

PROTOCOL 1 RESP/MED. 17

NO

RESPIRATORY
FREQUENCY < 8 / MIN

YES

ASSIST THE VENTILATION WITH
OXYGEN AT 10 ℓ / MIN OR MORE

NO
ADMINISTER OXYGEN WITH A HIGH CONCENTRATION MASK
AT 10 ℓ / MIN OR MORE

SUSPECTED
HISTORY OF
DIABETES

YES

PROTOCOL 1 RESP/MED. 18

NO
PLACE THE PATIENT IN DORSAL RECUMBENT AND BE
ESPECIALLY ATTENTIVE TO THE PERMEABILITY OF THE
AIRWAYS

CONTINUE THE CLINICAL APPROACH PROTOCOL 1 RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND
CARRY OUT THE TRANSFER OF RESPONSIBILITIES
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1 RESP/MED. 2
1 RESP/MED. 2 Impairment of the conscious state (FR-AED, 1, 2, 3)
___________________________________________________________________________
Inclusion criteria:
Patient with a level of consciousness at “V”, “P” & “U”, acute confusion or generalized weakness
1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach).
2. Ensure the airways permeability.
3. Evaluate the possibility of an anaphylactic reaction if a suspected or confirmed
causing agent is present. Refer to protocol 1 RESP/MED. 17 (allergic/anaphylactic
reaction)
4. If the respiratory frequency is < 8 / min, assist the ventilation with oxygen a 10 ℓ / min
or more.
5. Administer oxygen with a high concentration mask at 10 ℓ / min or more.
6. (PR 3) Consider the risk of hypoglycemia. If needed, refer to protocol 1 RESP/MED. 16
(diabetes problems – hypoglycemia).
7. Place the patient in dorsal recumbent and be especially attentive to the permeability of the
airways.
8. Continue the protocol 1 RESP/PCA (Prehospital Clinical Approach).

9. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.

Required information:


Circumstances of the event



Medical history

Comments:
We mean by generalized weakness, a state of great exhaustion, a lack of energy and asthenia.
The word weakness is not used in this protocol as a decrease of motor strength to a limb.
Supervise the complications associated to the impairment of the consciousness such as:


Vomiting and aspiration (plan to use the suction device)



Cardiopulmonary arrest.
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1 RESP/MED. 7 Convulsions
CLINICAL APPROACH PROTOCOL 1RESP/PCA

20 WEEKS +
PREGNANCY

YES

LEFT LATERAL DORSAL RECUMBENT

NO

CONVULSIONS
IN PROGRESS

YES

– PROTECT THE PATIENT
– NOTHING PER OS
– ADMINISTER OXYGEN WITH A HIGH
CONCENTRATION MASK AS 10 ℓ /
min OR MORE

NO

YES

PULSE
PRESENT

DIABETIC
PATIENT

PROTOCOL 1
RESP/MED. 16

NO

NO

YES

YES

PERSISTENT
CONVULSIONS

NO
PULSE
PRESENT

YES

RESPIRATORY
FREQUENCY
<8/ min

YES

NO
NO
PROTOCOL 1 RESP/RES. 0

ASSIST
VENTILATION
WITH OXYGEN
AT 10 ℓ / MIN OR
MORE

ADMINISTER OXYGEN WITH A HIGH CONCENTRATION
MASK AT 10 ℓ / MIN OR MORE

CONTINUE PROTOCOL 1 RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND CARRY OUT
THE TRANSFER OF RESPONSIBILITIES
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1 RESP/MED. 7
1 RESP/MED. 7 Convulsions (FR-AED, 1, 2, 3)
___________________________________________________________________________
Inclusion criteria:
Impairment of the consciousness associated to localized or generalized tonic or clonic
movements
1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach).
2. In case of pregnancy more than 20 weeks, settle the patient in left lateral dorsal
recumbent.
3. If convulsions are in progress:
a) Protect the patient to avoid that she hurts herself
b) Do not place anything in the mouth
c) Administer oxygen with a high concentration mask at 10 ℓ / min or more.
d) If the patient is diabetic, ask the relatives if a capillary glycaemia was measured recently
and consider the possibility of hyperglycemia. (PR 3) If needed, refer to protocol 1
RESP/MED 16 (diabetes problems – hypoglycemia).
4. As soon as the convulsions stop:
a) Redo the ABC
b) When there is no pulse, start the protocol 1 RESP/RES. 0 (cardiopulmonary arrest –
global intervention)
c) If the respiratory frequency is < 8 / min, assist the ventilation with oxygen at 10 ℓ / min or
more.
d) Continue administering oxygen with a high concentration mask at 10 ℓ / min or more.
e) Position the patient in left lateral dorsal recumbent and be especially attentive to the
permeability of the airways.
f) If the patient is diabetic, ask the relations if a capillary glycemia was measured recently
and consider the possibility of hypoglycemia. (PR 3) ) If needed, refer to protocol 1
RESP/MED 16 (diabetes problems – hypoglycemia).
5. If the convulsions have stopped when you arrive:
a) If the respiratory frequency is < 8 / min, assist the ventilation with oxygen a 10 ℓ / min or
more.
b) Administer oxygen with a high concentration mask at 10 ℓ / min or more.
c) Position the patient in left lateral dorsal recumbent and be especially attentive to the
permeability of the airways.
d) If the patient is diabetic, ask the relations if a capillary glycemia was measured recently
and consider the possibility of hypoglycemia. (PR 3) ) If needed, refer to protocol 1
RESP/MED 16 (diabetes problems – hypoglycemia
6. Continue the protocol 1 RESP/PCA (Prehospital Clinical Approach).
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1 RESP/MED. 7
1 RESP/MED. 7 Convulsions (Cont’d)
7. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.

Required information:


Circumstances around the convulsions.

Any brief convulsion or any convulsion associated to chest pain must be considered as
a cardiopulmonary arrest until there is evidence to the contrary.
For a diabetic patient, the convulsion could be a manifestation of hypoglycemia.
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1 RESP/MED. 8 Respiratory difficulty
CLINICAL APPROACH PROTOCOL 1RESP/PCA

OBSTRUCTION
OF THE AIRWAYS

YES

PROTOCOL 1 RESP/MED. 13

NO
ALLERGIC
REACTION

YES

PROTOCOL 1 RESP/MED. 17

NO
YES
CHEST PAIN

PROTOCOL 1 RESP/MED. 10

NO

RESPIRATORY
FREQUENCY <8/

YES

ASSIST VENTILATION WITH OXYGEN AT 10 ℓ /
MIN OR MORE

NO
ADMINISTER OXYGEN WITH A HIGH CONCENTRATION
MASK AT 10 ℓ / MIN OR MORE

COMFORTABLE POSITION

CONTINUE PROTOCOL 1 RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND CARRY OUT
THE TRANSFER OF RESPONSIBILITIES

Medical problems – Respiratory difficulty

62

1 RESP/MED. 8
1 RESP/MED. 8 Respiratory difficulty (FR-3)
___________________________________________________________________________
Inclusion criteria (one of the following must be present0:


Patient with acknowledge respiratory difficulty (dyspnea).



COPD patients with chronic dyspnea, it has to be an augmented dyspnea.



Patients with apparent respiratory difficulty (Retraction or use of accessory muscles).



Respiratory frequency < 10 / min or > 24 / min.



Patient exhibiting audible breath sounds.

1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach).
2. In case of obstruction to the airways, refer to protocol 1 RESP/MED. 13 (airways
obstruction by a foreign object).
3. Evaluate the possibility of an anaphylactic reaction if a suspected or confirmed
causing agent is present. Refer to protocol 1 RESP/MED. 17 (allergic/anaphylactic
reaction).
4. If there is chest pain, refer to protocol 1 RESP/MED. 10 (chest pain).
5. When the interventions prescribed by the priority protocols 1 RESP/MED. 13 (airways
obstruction by a foreign object), 1 RESP/MED. 17 (allergic/anaphylactic reaction), and
1 RESP/MED. 10 (chest pain) are in progress or finished, you can return to the
protocol 1 RESP/MED. 8 (respiratory difficulty) if there still is respiratory difficulty.
6. If the respiratory frequency is < 8 / min, assist the ventilation with oxygen a 10 ℓ / min
or more.
7. Administer oxygen with a high concentration mask at 10 ℓ / min or more.
8. Comfortable position.
9. Continue the protocol 1 RESP/PCA (Prehospital Clinical Approach).
10. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.

Always make sure the respiratory difficulty is not provoked by an obstruction of the
airways or by an allergic reaction of the anaphylactic type.

Comment:
Supervise for the complications associated to respiratory difficulties, such as:


Vomiting and aspiration



Impairment of the conscious state



Chest pain



Cardiopulmonary arrest
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1 RESP/MED. 10 Chest pain
CLINICAL APPROACH PROTOCOL 1RESP/PCA

RESPIRATORY
FREQUENCY <8/

YES

ASSIST VENTILATION WITH OXYGEN AT
10 ℓ / MIN OR MORE

NO

MAKE SURE THE VICTIM STOPS ALL ACTIVITIES

ADMINISTER OXYGEN WITH A HIGH
CONCENTRATION MASK AT 10 ℓ / MIN OR MORE

CHEST PAIN &
ABSENCE OF
EXCLUSION
CRITERIA TO
NITROGLYCERIN

YES

NO

– SETTLE THE PATIENT IN A COMFORTABLE
POSITION
– ASSESS THE SEVERITY OF THE PAIN WITH
THE SCALE
– INDICATE TO THE PATIENT THAT TAKING
NITRO IS LIMITED TO 1 SPRAY (0.4 MG)
EVERY 5 MIN
– SUPERVISE THE INTERVAL BETWEEN
DOSES. IF THE PAIN IS STILL THERE,
CHECK IF THE RADIAL PULSE IS PRESENT
AND AT > 50 MIN, AND < 100 MIN

ADVISE AGAINST TAKING NITROGLYCERIN & SETTLE
THE PATIENT IN A COMFORTABLE POSITION

CONTINUE PROTOCOL 1 RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND CARRY OUT
THE TRANSFER OF RESPONSIBILITIES
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1 RESP/MED. 10
1 RESP/MED. 10 Chest pain (FR-3)
___________________________________________________________________________
Inclusion criteria:
Pain or malaise of non trauma origin persisting or that has disappeared in the area between the
umbilicus and the jaw, including the back and the arms, or any usual angina pain that has been
at the origin of the call or following the PHES2 call.
1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach).
2. If the respiratory frequency is < 8 / min, assist the ventilation with oxygen a 10 ℓ / min
or more.
3. Make sure the victim stops all activities.
4. Administer oxygen with a high concentration mask at 10 ℓ / min or more.
5. When chest pain is present, if the patient wants to take his nitroglycerin, validate the
exclusion criteria for nitro:
a) In the absence of exclusion criteria:


Settle the patient in a comfortable position



Assess the severity of the pain with the scale



Indicate to the patient that taking the nitro has to be limited to 1 spray of 0.4 mg
sublingual or lingual each 5 minutes.



Supervise the interval between the doses. If the pain is still present, check if the
radial pulse is still present at > 50 / min and < 100 / min.

b) In the presence of exclusion criteria:


Advise the patient against taking his nitro



Settle the patent in a comfortable position

6. Continue the protocol 1 RESP/PCA (Prehospital Clinical Approach).
7. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.

2

Prehospital Emergency Services
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1 RESP/MED. 10
1 RESP/MED. 10 Chest pain (Cont’d)
___________________________________________________________________________
Exclusion criteria for the nitroglycerin:
 Conscious level at “V”, “P” & “U”
 Absence of radial pulse
 Pulse > 50 / min or < 100 / min
 Has taken medication for erectile dysfunction of the PDES class:


Sildenafil (Viagra) < 24 hrs



Vardenafil (Levitra or Staxyn) < 24 hrs



Tadalafil (Cialis) < 48 hrs

 Has taken medication for the treatment of pulmonary hypertension:


Sildenafil (Revatio) – all the time



Ratio-sildenafil – all the time



Tadalafil (Adcirca) – all the time

 Other medication of the same class
 Pain of trauma origin

Comments:
For the purposes of this protocol:


When exclusion criteria for nitro are present, transmit to the best of your knowledge the
possible consequences of using nitro before the arrival of the EMTs. If the patient wishes to
ignore the recommendations he was given, the first responder has to respect the patient’s
decision and give the information to the EMTs and document properly the situation.



When there is no radial pulse, the administration of nitro must not be advised for the
complete duration of the intervention. If the pulse is > 50 / min or < 100 / min you must
advise against the administration of the nitro for the complete duration of the intervention.
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1 RESP/MED. 11 Epistaxis
CLINICAL APPROACH PROTOCOL 1RESP/PCA

IF THE BLEEDING IS ONGOING, GET THE PATIENT TO
BLOW HIS NOSE

PINCH THE NOSTRILS AND COMPRESS THE UPPER LIP

IMPAIRED
CONSCIOUSNESS

YES

LATERAL DORSAL RECUMBENT
POSITION

NO
PROTOCOL 1 RESP/MED. 2
SEATED POSITION WITH THE HEAD
LIGHTLY BENT DOWN

CONTINUE PROTOCOL 1 RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND CARRY OUT
THE TRANSFER OF RESPONSIBILITIES
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1 RESP/MED. 11
1 RESP/MED. 11 Epitaxis (FR-3)
1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach).
2. The bleeding is ongoing, get the patient to blow his nose.
3. Pinch the nostrils and compress the space between the upper lip and the nose.
4. If the consciousness is impaired, refer to protocol 1 RESP/MED. 2 (impairment of the
consciousness).
5. Seated position with the head slightly bent down, if tolerated.
6. Continuous surveillance and revaluation of the vital signs.
7. Continue the protocol 1 RESP/PCA (Prehospital Clinical Approach).
8. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.

Required information:


Make sure you have obtained the medication list or containers for the arrival of the EMTs in
order to check for the presence of medication affecting coagulation.

Comment:
The quantity of blood trickling from the nose can be an underestimate to the actual quantity of
blood loss.
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1 RESP/MED. 12
1 RESP/MED. 12 Voluntary or involuntary intoxication and addiction
CLINICAL APPROACH PROTOCOL 1RESP/PCA

VIOLENCE OR
AGGRESSION

YES

ASK AND WAIT FOR THE HELP OF THE
POLICE

NO

RESPIRATORY
FREQUENCY <8
/ min

YESD

ASSIST VENTILATION WITH OXYGEN AT
10 ℓ / MIN OR MORE

NO
ADMINISTER OXYGEN WITH A HIGH CONCENTRATION
MASK AT 10 ℓ / MIN OR MORE
NO

IMPAIRED
CONSCIOUSNESS

YES

PROTOCOL 1 RESP/MED. 2

NO

DIABETIC PATIENT

YES

PROTOCOL 1 RESP/MED. 16

CONTINUE PROTOCOL 1 RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND CARRY OUT
THE TRANSFER OF RESPONSIBILITIES
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1 RESP/MED. 12
1 RESP/MED. 12 Voluntary or involuntary intoxication & addiction (FR-AED, 1, 2,

3)

___________________________________________________________________________
Inclusion criteria:
History of intoxication with medications, alcohol, drugs, or any other product
1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach).
2. In case of violence or aggression, notify the police and wait for them to arrive.
3. If the respiratory frequency is < 8 / min, assist the ventilation with oxygen a 10 ℓ / min
or more.
4. Administer oxygen with a high concentration mask at 10 ℓ / min or more.
5. In case of impaired consciousness, refer to protocol 1 RESP/MED. 2 (impaired
consciousness).
6. (PR 3) Consider the risk of hypoglycemia. Refer to protocol 1 RESP/MED. 16 (diabetic
problems – hypoglycemia) if needed.
7. Continue protocol 1 RESP/PCA (Prehospital Clinical Approach).
8. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.
___________________________________________________________________________
Required information:


Hand all medications, medication or product bottles to the EMTs.



Get the history from the present witnesses: Products ingested, quantity, time of ingestion,
intoxication route, and presence of vomiting.



Look for trauma history

____________________________________________________________________________
Comment:
If the first responder receives guidelines from a worker of the Poison Control Centre Québec
during an intervention, he has to follow the worker’s recommendations even if they contradict or
are absent from the present protocols while respecting the limitations of his field of practice.
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1 RESP/MED. 13 Obstruction of the airways by a foreign body - Adult
CLINICAL APPROACH PROTOCOL 1RESP/PCA

CARRY OUT THE OBSTRUCTION REMOVAL
MANOEUVRE ACCORDING TO THE QUÉBEC HEART &
STROKE FOUNDATION STANDARDS

OBSTRUCTION
PERSISTS

YES

NO

YES

RESPIRATORY
FREQUENCY <8/

ASSIST VENTILATION WITH OXYGEN AT
10 ℓ / MIN OR MORE

NO

ADMINISTER OXYGEN WITH A HIGH CONCENTRATION
MASK AT 10 ℓ / MIN OR MORE

NO PULSE

YES

PROTOCOL 1 RESP/MED. 0

NO

CONTINUE PROTOCOL 1 RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND CARRY OUT
THE TRANSFER OF RESPONSIBILITIES
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1 RESP/MED. 13
1 RESP/MED. 13 Obstruction of the airways by a foreign body – Adult (FR-AED

1, 2, 3)

1. Apply the airways obstruction removal techniques (refer to protocol of the Québec
Heart & Stroke Foundation) with the following specifications:
a) If the airways obstruction persists, continue the airways obstruction removal techniques
until the obstruction is dislodged or until the EMTs arrive.
b) If the obstruction removal is efficient and the ventilation inadequate:


Assist the ventilation with oxygen a 10 ℓ / min or more.

c) If the obstruction is efficient and the ventilation adequate:


Administer oxygen with a high concentration mask at 10 ℓ / min or more



Continuous surveillance of the breathing.

2. In case of CPA, refer to protocol 1 RESP/RES. 0 (cardiopulmonary arrest – global
intervention)
3. Continue the protocol 1 RESP/PCA (Prehospital Clinical Approach).
4. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.
____________________________________________________________________________
Comments:
Refer to standards of the Québec Heart & Stroke Foundation for ventilation.
Check for complications associated to airways obstruction, such as:


Vomiting and aspirations



Complete obstruction of the airways



Respiratory arrest



Cardiopulmonary arrest
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1 RESP/MED. 16 Diabetic problems – Hypoglycemia
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1 RESP/MED. 16
1 RESP/MED. 16 Diabetic problems – Hypoglycemia (FR-3)
___________________________________________________________________________
Inclusion criteria:
History of known or suspected diabetes with signs and symptoms and unbalanced low glycemia
(impaired consciousness “V”, “P” or “U”), convulsions, confusion (“A” and confused), agitation,
paralysis, weakness, etc.
1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach).
2. If the respiratory frequency is < 8 / min, assist the ventilation with oxygen a 10 ℓ / min
or more.
3. Administer oxygen with a high concentration mask at 10 ℓ / min or more.
4. If the capillary glycemia was measured in the last 30 min, and it is ≥ 4 mmol/ℓ, go to
item 9.
5. If the capillary glycemia was measured in the last 30 min, and it is < 4 mmol/ℓ, and the
patient can ingest a glucose solution or sweetened juice, administer and go to item 9.
6. If the capillary glycemia was measured in the last 30 min, and it is < 4 mmol/ℓ, and the
patient is incapable of ingesting a glucose solution or any sweetened juice (impaired
consciousness “V”, “P” or “U”, convulsions or “A” and confusion):
a) If the patient has a Glucagon emergency kit, administer the Glucagon intramuscularly
then go to item 9.
b) If the patient does not have a Glucagon kit, go to item 9.
7. If the capillary glycemia is unknown or is more than 30 minutes old:
a) Take the glycemia again
b) If the glycemia is < 4 mmol/ℓ, return to item 4.
c) If the glycemia is ≥ 4 mmol/ℓ, go to item 9.
8. If the glycemia cannot be measured and:
a) The patient can ingest a glucose solution or sweetened juice, administer and go to item
9
b) the patient is incapable of ingesting a glucose solution or any sweetened juice (impaired
consciousness “V”, “P” or “U”, convulsions or “A” and confusion):


If the patient has a Glucagon emergency kit, administer the Glucagon
intramuscularly then go to item 9.



If the patient does not have a Glucagon kit, go to item 9.

9. Settle the patient in the appropriate position according to the conscious state
10. Continue protocol 1 RESP/PCA (Prehospital Clinical Approach).
11. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.
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1 RESP/MED. 17 Allergic/Anaphylactic reaction
CLINICAL APPROACH PROTOCOL 1RESP/PCA

Complete
obstruction of
airways

LIMIT AT ONE CYCLE TO REMOVE
OBSTRUCTION FROM AIRWAYS

YES

NO

YES

Cardiopulmonary
arrest

PROTOCOL 1 RESP/MED. 0

NO

Anaphylactic
reaction

Respiratory
frequency
<8/
Anaphylactic
min
reaction

YES

NO

YES

ASSIST
VENTILATION
WITH OXYGEN
AT 10 ℓ / MIN
OR MORE

NO

ADMINISTER OXYGEN WITH A
HIGH CONCENTRATION MASK AT
10 ℓ / MIN OR MORE

SUPERVISE THE SIGNS &
SYMPTOMS OF ANAPHYLAXIS

ADMINISTER OXYGEN WITH A HIGH
CONCENTRATION MASK AT 10 ℓ / MIN
OR MORE

ADMINISTER EPINEPHRINE IM (0.3 MG)

COMFORTABLE POSITION
SEATED POSITION

PLACE A PROXIMAL VENOUS
TOURNIQUET AT THE INJECTION
OR BITE SITE, APPLICATION OF
COLD IF AVAILABLE

PLACE A PROXIMAL VENOUS
TOURNIQUET AT THE INJECTION OR
BITE SITE, APPLICATION OF COLD IF
AVAILABLE

REGULAR REVALUATION, REPEAT EPINEPHRINE EVERY
15 MIN IF THE INCLUSION CRITERIA ARE STILL PRESENT

CONTINUE PROTOCOL 1 RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND CARRY OUT THE
TRANSFER OF RESPONSIBILITIES
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1 RESP/MED. 17
1 RESP/MED. 17 Allergic/Anaphylactic reaction (FR-1, 2, 3)
___________________________________________________________________________
Inclusion criteria:
Contact with a known or suspected allergenic substance in the last 12 hours.
1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach).
2. In case of complete airway obstruction, limit to one airways obstruction removal
cycle.
3. In case of CPA, refer to protocol 1 RESP/RES. 0 (cardiopulmonary arrest – global
intervention).
4. If known allergenic/anaphylactic, as soon as the first signs and symptoms of a
allergic reaction appear:
a) Assist the ventilation with oxygen a 10 ℓ / min or more if the respiratory frequency is < 8 /
min.
b) Administer oxygen with a high concentration mask at 10 ℓ / min or more
c) Administer 0.3 mg of epinephrine intramuscularly
d) Comfortable position
e) Place a proximal venous tourniquet at the injection or bite site, if applicable, and apply
cold.
f) Repeat the epinephrine every 15 min if the inclusion criteria are still present.
5. In case of unknown allergenic/anaphylactic, as soon as one or several of the
following situations appear:




Respiratory distress
Collapse of the circulatory system
Visible oedema of the tongue

a) If the respiratory frequency is < 8 / min, assist the ventilation with oxygen a 10 ℓ / min or
more.
b) Administer oxygen with a high concentration mask at 10 ℓ / min or more
c) Administer 0.3 mg of epinephrine intramuscularly
d) Comfortable position
e) Place a proximal venous tourniquet at the injection or bite site, if applicable, and apply
cold.
f) Repeat the epinephrine every 15 min if the inclusion criteria are still present.
6. In case of allergic non anaphylactic reaction:
a) Administer oxygen with a high concentration mask at 10 ℓ / min or more
b) Check for signs & symptoms of severe allergic reaction of the anaphylactic type
c) Seated position
d) Place a proximal venous tourniquet at the injection or bite site, if applicable, and apply
cold
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1 RESP/MED. 17
1 RESP/MED. 17 Allergic/Anaphylactic reaction (Cont’d)
7. Continue the protocol 1 RESP/PCA (Prehospital Clinical Approach).
8. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.
____________________________________________________________________________
Comments:
For the purposes of this protocol, if an unknown allergic/anaphylactic patient has been recently
exposed to an allergen (< 12 hours), he must exhibit one or several of the following conditions:
Respiratory distress or also collapse of the circulatory system, or also a visible oedema of the
tongue. The following lists the signs and symptoms for each of these conditions.






Respiratory distress:
o

Breathing difficulty (dyspnea)

o

Increase of the respiratory rhythm (tachypnea)

o

Noisy breathing

o

Incapacity to form complete phrases

o

Use of muscles accessory to the breathing (retraction)

o

Bluish skin (cyanosis)

o

Impaired consciousness (“V”, “P”, or “U”)

Collapse of the circulatory system:
o

Increase of the heart rhythm (tachycardia)

o

Increase of the respiratory rhythm (tachypnea)

o

Anxiety and agitation

o

Cold, pale and clammy skin

o

Lack of radial pulse

o

Impaired consciousness

Visible oedema of the tongue

If the patient has received a dose of epinephrine with auto-injector, the dose can be repeated
immediately if the inclusion criteria are still present. For pediatrics, refer to protocol 1 ESP/PED.
5 (allergic/anaphylactic reaction)
The venous tourniquet must not be too tight so not to stop arterial circulation. Make sure the
distal pulse is present at the tourniquet.
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OBSTETRICAL PROBLEMS

1 RESP/OBS. 1 Pregnant women in labour
CLINICAL APPROACH PROTOCOL 1RESP/PCA

ADMINISTER OXYGEN WITH A HIGH
CONCENTRATION MASK AT 10 ℓ / MIN OR MORE

ACTIVE
LABOUR
(Regular
contractions)

NO

YES

YES

RUPTURED
MEMBRANES

NO

APPROPRIATE PROTOCOL

VISUALIZE
THE
PERINEUM

PROLAPSED
UMBILICAL
CORD

YES

NO

PROTOCOL 1 RESP/OBS. 4

IMMINENT
DELIVERY

YES

PROTOCOL 1 RESP/OBS. 1

NO

LEFT LATERAL
RECUMBENT

CONTINUE PROTOCOL 1 RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND CARRY OUT THE
TRANSFER OF RESPONSIBILITIES

____________________________________________________________________________________
Obstetrical problems – Pregnant woman in labour
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1 RESP/OBS. 1
1 RESP/OBS. 1 Pregnant women in labour (FR-3)
For all obstetric protocols, the midwife has a priority regarding the guidelines and taking charge
of the patient.
Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach).
1. Administer oxygen with a high concentration mask at 10 ℓ / min or more.
2. If the labour is active and the contractions are regular, assess if there is a rupture of
the membranes (ask the patient is she has felt the flow of warm liquid).
3. When the membranes are ruptured, visualise the perineum in order to detect if there
is a prolapsed umbilical cord. If this is the case, refer to protocol 1RESP/OBS. 6
(prolapsed umbilical cord).
4. If there is no prolapsed umbilical cord, assess the imminence of the delivery.
5. If the delivery is imminent (uncontrollable urge to push, head visible at the vulva or
domed perineum), refer to protocol 1 RESP/OBS. 2 (imminent delivery).
6. Left lateral recumbent position.
7. Continue protocol 1 RESP/PCA (Prehospital Clinical Approach).
8. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.

____________________________________________________________________________________
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1 RESP/OBS. 2 Imminent delivery
CLINICAL APPROACH PROTOCOL 1RESP/PCA

VISUALIZE THE PERINEUM

PROLAPSED
UMBILICAL
CORD

YES

PROTOCOL 1 RESP/OBS. 6

NO

IMMINENT DELIVERY:
– UNCONTROLLABLE
URGE TO PUSH
– HEAD VISIBLE
–DOMED PERINEUM

YES

–
–
–
–

SETTLE THE MOTHER ON HER BACK
PREPARE THE KIT
IF POSSIBLE WASH HANDS
PUT ON STERILE GLOVES

ADMINISTER OXYGEN WITH A HIGH
CONCENTRATION MASK AT 10 ℓ / MIN OR MORE

NO
PROTOCOL 1 RESP/PCA

–
–
–
–
–

CONSTANTLY REASSURE THE MOTHER & HELP TO PUSH
RAISE HER HEAD WITH THE PILLOW
DO NOT LET HER SIT OR GO TO THE WASHROOM
DO NOT PREVENT THE BABY’S HEAD FROM GETTING OUT
DO NOT ENTER THE FINGERS IN THE VAGINA

SUPPORT THE BABY’S HEAD WHEN HE COMES OUT

UMBILICAL
CORD AROUND
THE BABY’S
NECK

YES

ASK MOTHER
TO STOP
PUSHING

TIGHT
CORD

YES

PLACE 2 UMBILICAL
TRICEPS ON THE
CORD & CUT IN
BETWEEN

NO
NO

ATTEMPT TO DISLODGE THE CORD
PASSING IT OVER THE BABY’S HEAD

– SLOWLY RELEASE THE ANTERIOR SHOULDER AND POSTERIOR SHOULDER
– CONTROL THE BABY EXIT BY SUPPORTING THE HEAD WITH ONE HAND, & SLIDE THE OTHER HAND ON
THE BACK TO GRAB THE FEET
– DO NOT PULL ON THE BABY
CAREFUL: THE BABY WILL BE SLIPPERY
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1 RESP/OBS. 2 Imminent delivery (Cont’d)

[...]

HOLD THE BABY BETWEEN THE MOTHER’S LEGS

CARE TO THE MOTHER

CARE TO THE NEWBORN

TAKE THE MOTHER’S VITAL
SIGNS

PROTOCOL 1 RESP/OBS. 4

SUPERVISE THE REMOVAL OF
THE AFTERBIRTH WITHOUT
PULLING & PLACE THE
AFTERBIRTH IN A BAG

VAGINAL
HAEMORRHAGE

YES

UTERINE
MASSAGE

NO

SUPERVISE THE MOTHER’S CONDITION, CONTINUE THE CLINICAL APPROACH
PROTOCOL AND TRANSMIT THE INFORMATION TO THE EMTs
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1 RESP/OBS. 2
1 RESP/OBS. 2 Imminent delivery (FR-3)
1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach).
2. Visualize the perineum
3. In case of a prolapsed umbilical cord, refer to protocol 1 RESP/OBS. 6 (prolapsed
umbilical cord).
4. If the urge to push is uncontrollable, the head is visible at the vulva or the perineum is
domed, prepare for the delivery. If not wait for the EMTs.
5. If the delivery is in progress, settle the mother on her back, prepare the kit, wash your
hands and put on the protective equipment against body fluids, including sterile
gloves.
6. Administer oxygen with a high concentration mask at 10 ℓ / min or more.
7. Constantly reassure the mother, help her to push, do not prevent the head from
coming out, do not enter the hand in the vagina.
8. Support the baby’s head as it is coming out.
9. Check if the umbilical cord is around the baby’s neck:
a) Ask the mother not to push in order to perform this check
b) If cord loose, pass it over the neck
c) If it is tight, place two triceps on the cord and cut in between.
10. Slowly release the anterior shoulder and posterior shoulder. Control the baby exit by
supporting the head with one hand, & slide the other hand on the back to grab the
feet. For the care to the baby refer to protocol /REAP/OBS. 4 (assessment and care to
the newborn).
11. Document the mother’s vital signs
12. Supervise the removal of the afterbirth without pulling & place the afterbirth in a bag
and give it to the EMTs.
13. Supervise constantly the mother’s condition and continue protocol 1 RESP/PCA
(prehospital clinical approach).
14. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.
____________________________________________________________________________
Comment:
If during the premature delivery, the baby is expelled in the amniotic bag, the bag has then to be
opened in order to provide the baby with the necessary care.

____________________________________________________________________________________
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1 RESP/OBS. 4 Evaluation and care to the newborn
PROTOCOL 1RESP/PCA

WIPE THE BABY’S FACE AND BODY AND KEEP HIM WARM
PLACE 2 UMBILICAL FORCEPS ON THE UMBILICAL CORD & CUT IT IN BETWEEN THE FORCEPS.

THE NEWBORN
BREATHES

ADEQUATE
BREATHING &
THE BABY IS
CRYING

YES

NO

YES

NO

– MAKE SURE AIRWAYS ARE PROPERLY POSITIONED & CLEAR
– IN CASE OF UPPER AIRWAYS OBSTRUCTION ASPIRATE MOUTH
& NOSE WITH SUCTION BULB
– TACTILE STIMULATION FOR 5 – 10 SECONDS
VENTILATE
IMMEDIATELY THE
BABY (40-60 VENT /
MIN) WITH O2 IF
AVAILABLE FOR 90
SECONDS

ASSESS THE RESPIRATION

ADEQUATE
BREATHING & THE
BABY IS CRYING
STRONGLY

BABY DOES
NOT BREATHE
OR
INADEQUATELY

COUNT
PULSE

PULSE < 60

PULSE 60-100
VENTILATE 30
SEC

CPR WITH OXYGEN
CONTINUE ASSISTING
VENTILATION

NO

REGULARLY CHECK PULSE &
RESPIRATION

<60

≥ 60

PULSE
>100

AMPLE
RESPIRATION &
GOOD MUSCLE
TONE

NO ADDITIONAL
OXYGEN

PULSE

KEEP ASSISTING
VENTILATION UP
TO PULSE > 100 &
SPONTANEOUS
RESPIRATION

YES

NO

PULSE > 100

SKIN ON SKIN
MOTHER & BABY.
AVOID HEAT LOSS
(IF PREMATURE
< 34 WEEKS:
PLASTIC BAG)

NO

CONTINUE THE CLINICAL
APPROACH PROTOCOL 1RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND CARRY OUT THE
TRANSFER OF RESPONSIBILITIES
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1RESP/OBS. 4
1 RESP/OBS. 4 Evaluation and care to the newborn (FR-3)
___________________________________________________________________________
Inclusion criteria:
Any newborn of 23 weeks of pregnancy or more demonstrating life signs
1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach).
2. Hold the newborn between the mother’s legs. Wipe the face and body and keep warm.
3. Place an umbilical forceps at 15 cm of the umbilicus and a second one at 5 cm further
down and cut between the two umbilical forceps.
4. Assess the respiration within the 60 seconds following the delivery:
a) If the newborn breathes adequately and cries or yells strongly: supervise the respiration,
then go to step 6.
b) In other cases:
 Make sure the airways are properly positioned and clear
 In case of obstruction to the upper airways, aspirate the mouth and nose with a
suction bulb.
 Tactile stimulation of 5 to 10 seconds
 Then assess the respiration and pulse:
o If the newborn breathe adequately and cries or yells and his pulse in ≥ 100/ min,
go to step 5
o If the pulse is< 60 / min, start CPR with oxygen
o If the pulse is between 60 and 100 / min, ventilate for 30 seconds and measure
the pulse again:
 If the pulse is < 60 / min, start CPR with oxygen
 If the pulse is < 60 / min or more, continue ventilation assistance with oxygen
until you get a pulse ≥ 100 / min and spontaneous respiration then go to step
5.
5. If premature (< 34 weeks), wrap the baby in a plastic bag (food grade) in which a
whole will allow to pass the head.
6. Settle the baby skin to skin on his mother’s thorax/belly with the baby’s face exposed
to allow following his clinical evolution. Cover the baby’s head to limit the possibility
of hypothermia, Cover the mother and the baby with a warm blanket.
7. Continue protocol 1 RESP/PCA (Prehospital Clinical Approach).
8. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.
Comments:
Before starting CPR on the newborn, the first responder must make sure that the initial
ventilation that was done is efficient.
The recommended CPR technique for newborn when two interveners are available is the
technique of circling the chest. The compressions/ventilation ration is 3:1.
No defibrillator electrode can be placed on the newborn since he is not included in the AED
resuscitation protocol.
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1 RESP/OBS. Prolapse of the cord
PROTOCOL 1RESP/PCA

Umbilical cord
visible at vagina
entrance

YES

CHECK WITH STERILE GLOVES & NOTE IF
PULSE AT CORD IS PRESENT OR NOT

NO

IMMINENT
DELIVERY

YES

PROTOCOL 1RESP/OBS. 2

NO
SETTLE THE MOTHER ON HER KNEES,
RAISED BUTTOCKS AND LOWER HEAD
ADMINISTER OXYGEN WITH A HIGH
CONCENTRATION MASK AT 10ℓ/ min OR MORE

ASK THE MOTHER NOT TO PUSH

THE DELIVERY
BECOMES
UNAVOIDABLE

YES

NO
IF A PART OF THE CORD IS OUTSIDE THE VAGINA, COVER WITH
DAMP GAUZES & DO NOT ATTEMPT TO PUSH BACK INTO THE
VAGINA

TAKE THE CORD PULSE AGAIN EVERY 5 MINUTES & IF IT
DISAPPEARS NOTE THE TIME

CONTINUE THE CLINICAL APPROACH PROTOCOL 1RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND CARRY OUT THE
TRANSFER OF RESPONSIBILITIES
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1RESP/OBS.6
1 RESP/OBS. Prolapse of the cord (FR.3)
1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach).
2. If the umbilical cord is visible at the entrance of the vagina, check with a hand
covered with a sterile glove if the pulse of the cord is present or absent, and note.
3. If the delivery is imminent, prepare to carry out the delivery and refer to protocol
1RESP/OBS.2 (Imminent delivery).
4. Settle the mother on her knees, the buttocks raised and lower the head
5. Administer oxygen with a high concentration mask at 10 ℓ / min or more.
6. Ask the mother not to push
7. Maintain the position until the arrival of the EMTs
8. Do not attempt to push back in the umbilical cord
9. Keep to a minimum the manipulations of the cord and cover it with sterile damp
gauzes (NaCl 0.9%)
10. Take again the cord pulse every 5 min if possible and note it.
11. Continue protocol 1 RESP/PCA (Prehospital Clinical Approach).
12. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities

____________________________________________________________________________________
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PAEDIATRIC PROBLEMS

Generalities on the paediatric problems
1. The paediatric protocols are for any individual whose morphology is not an adult’s
under 1 meter 50 cm or five feet (5’) except when a given protocol specifies it
otherwise.
2. Ventilation in paediatrics can be assessed in terms of respiratory frequency, but also
in relation to the following criteria:
a) Respiratory amplitude
b) State of consciousness
c) Capillary filling
d) Cyanosis
e) Movement of the thorax
3. The assessment of the ventilation in paediatrics should take into account these
criteria.
4. Bradycardia is a sign of severe hypoxia for the child.
5. Ventilation in paediatric should be done with a supple membrane pocket mask.
6. A size of 1.22 meters (four feet) corresponds to about 8 years old and 25 kilograms.
7. Perfusion in paediatrics can be assessed in the absence of the systolic pressure
measured in relation to the following criteria:
a) State of consciousness
b) Capillary filling
c) Coloration of the skin
d) Cold extremities
Age

Respiration

Pulse

Newborn

40-60 / min

100-205 / min

< 1 year old

24-38 / min

100-190 / min

1 to 3 years old

20-30 / min

70-140 / min

> 3 – 10 years old

15-20 / min

70-140 / min

> 10 years old

15-20 / min

60-100 / min
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1RESP/PED.1 Impaired consciousness
CLINICAL APPROACH PROTOCOL 1RESP/PCA

ENSURE THE PERMEABILITY OF THE AIRWAYS

ANAPHYLACTIC
SHOCK

YES

PROTOCOL 1 RESP/PED. 5

NO

INADEQUATE
VENTILATION

YES

ASSIST THE VENTILATION WITH
OXYGEN AT 10 ℓ / MIN OR MORE

NO
ADMINISTER OXYGEN WITH A HIGH CONCENTRATION MASK
AT 10 ℓ / MIN OR MORE

DIABETIC PATIENT

YES

PROTOCOL 1 RESP/MED. 18

NO
PLACE THE PATIENT IN DORSAL RECUMBENT AND BE
ESPECIALLY ATTENTIVE TO THE PERMEABILITY OF THE
AIRWAYS

CONTINUE THE CLINICAL APPROACH PROTOCOL 1 RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND
CARRY OUT THE TRANSFER OF RESPONSIBILITIES

____________________________________________________________________________________
Paediatric problems – Impaired consciousness 90

1RES/PED.1
1RESP/PED.1 Impaired consciousness (FR-AED, 1, 2, 3)
___________________________________________________________________________
Inclusion criteria:
Patient with a level of consciousness at “V”, “P” or “U”, acute confusion or generalized
weakness
1. Refer to protocol of Prehospital Clinical Approach.
2. Ensure the airways permeability. Since children are more sensitive to hypoxia,
maintaining the airways is essential.
3. Evaluate the possibility of an anaphylactic reaction if a suspected or confirmed
causing agent is present. Refer to protocol 1 RESP/PED. 5 (allergic/anaphylactic
reaction)
4. If the ventilation is inadequate assist the ventilation with oxygen a 10 ℓ / min or more.
5. If the ventilation is adequate administer oxygen with a high concentration mask at 10
ℓ / min or more.
6. (PR 3) Consider the risk of hypoglycemia. If needed, refer to protocol 1 RESP/MED. 16
(diabetes problems – hypoglycemia).
7. If there is no trauma, place the patient in dorsal recumbent and be especially attentive
to the permeability of the airways.
8. Continue protocol 1 RESP/PCA (Prehospital Clinical Approach).

9. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.

Required information:


Circumstances of the event



Medical history

Comments:
We mean by generalized weakness, a state of great exhaustion, a lack of energy and asthenia.
The word weakness is not used in this protocol as a decrease of motor strength to a limb.
Do not perform hyperextension of the neck or the head for children in order to free the airways.
A hyperextension can obstruct the airways.

____________________________________________________________________________________
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1RESP/PED.2 Convulsions
CLINICAL APPROACH PROTOCOL 1RESP/PCA

CONVULSIONS
IN PROGRESS

YES

– PROTECT THE PATIENT
– PLACE NOTHING IN THE MOUTH
– ADMINISTER OXYGEN WITH A HIGH
CONCENTRATION MASK AT 10 ℓ / MIN
OR MORE

NO
PULSE PRESENT

YES

YES

DIABETIC
PATIENT

PROTOCOL
1RESP/MED.16

NO

NO

CONVULSIONS
PERSIST

YES

NO
PULSE
PRESENT

NO
PROTOCOL 1RESP/RES.0

YES

RESP
FREQUENCY
<8/ min

YES

NO
ASSIST
VENTILATION
WITH
OXYGEN AT
10ℓ/ min OR
MORE

ADMINISTER OXYGEN WITH A HIGH
CONCENTRATION MASK AT 10 ℓ/ min OR
MORE
CONTINUE PROTOCOL 1RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND
CARRY OUT THE TRANSFER OF RESPONSIBILITIES
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1RES/PED.2
1RESP/PED.2 Convulsions (FR-AED, 1, 2, 3)
___________________________________________________________________________
Inclusion criteria:
Impaired consciousness associated to localized or generalized tonic or clonic movements.
1. Refer to protocol 1RESP/PCA (Prehospital Clinical Approach).
2. If the convulsions are in progress:
a) Protect the patient to avoid that he injures himself
b) Do not put anything in the mouth
c) Administer oxygen with a high concentration mask at 10 ℓ / min or more.
d) If the patient is diabetic, ask the relations if a capillary glycemia was taken recently and
consider the possibility of hypoglycemia. (PR.3) Refer to protocol 1RESP/MED 16
(Diabetic problem – Hypoglycemia) if needed.
3. As soon as the convulsions stop;
a) Redo the ABC
b) If there is no pulse, start protocol 1RESP/RES. 0 (Cardiopulmonary arrest – Global
intervention)
c) If the ventilation is inadequate, assist ventilation at 10 at 10 ℓ/ min or more
d) If the ventilation is adequate, continue the administration of oxygen with a high
concentration mask at 10 ℓ / min or more
e) Place the patient in dorsal recumbent and be especially attentive to the permeability of
the airways
f) If the patient is diabetic, ask the relations if a capillary glycemia was taken recently and
consider the possibility of hypoglycemia. (PR.3) Refer to protocol 1RESP/MED 16
(Diabetic problem – Hypoglycemia) if needed
4. If the convulsions have stopped upon your arrival:
a) If the ventilation is inadequate, assist ventilation with high concentration oxygen at 10 ℓ /
min or more
b) If the ventilation is adequate, administer oxygen with a high concentration mask at 10 ℓ /
min or more
c) If the patient is diabetic, ask the relations if a capillary glycemia was taken recently and
consider the possibility of hypoglycemia. (PR.3) Refer to protocol 1RESP/MED 16
(Diabetic problem – Hypoglycemia) if needed
5. Continue protocol 1RESP1/PCA (Prehospital Clinical Approach).
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1RES/PED.2
1RESP/PED.2 Convulsions (Cont’d)
6. Upon the arrival of the EMTs, provide them with the relevant information and perform
a transfer of responsibilities.

____________________________________________________________________________
Required information:


Circumstances around the convulsion

Comments:
Do not perform hyperextension of the neck or the head for children in order to free the airways.
A hyperextension can obstruct the airways.
For the patient under 5 years old, the convulsions may be provoked by hyperthermia. Therefore,
cover the patient as little as possible.
For the baby, the convulsion can appear by an impaired consciousness, a loss of muscle tone
(flaccidity) or revulsion of the eyes without tonic or clonic movement.
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1RESP/PED.3 Respiratory problem
CLINICAL APPROACH PROTOCOL 1RESP/PCA

OBSTRUCTION OF
THE AIRWAYS

YES

PROTOCOL 1 RESP/PED. 4

NO

ALLERGIC
REACTION

YES
PROTOCOL 1 RESP/PED. 5

NO

INADEQUATE
VENTILATION

YES

ASSIST VENTILATION WITH OXYGEN AT
10 ℓ / min OR MORE

NO
ADMINISTER OXYGEN WITH A HIGH
CONCENTRATION MASK AT 10 ℓ / min OR
MORE

COMFORTABLE POSITION

CONTINUE THE CLINICAL APPROACH PROTOCOL 1 RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND
CARRY OUT THE TRANSFER OF RESPONSIBILITIES
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1RESP/PED. 3
1RESP/PED.3 Respiratory problem (FR-3)
___________________________________________________________________________
Inclusion criteria:


Patient with known respiratory difficulty (dyspnea)



Patient with apparent difficulty (Retraction or use accessory muscles, flaring of the alae nasi)



Bradypnea or tachypnea depending on the age



Patient exhibiting audible respiratory noises

1. Refer to protocol of Prehospital Clinical Approach.
2. In case of obstruction to the airways, refer to protocol 1 RESP/MED. 13 or 1REP/PED.
4 (airways obstruction by a foreign object).
3. Evaluate the possibility of an anaphylactic reaction if a suspected or confirmed
causing agent is present. Refer to protocol 1 RESP/PED. 5 (allergic/anaphylactic
reaction).
4. When the interventions prescribed by protocol 1RESP/MED 13 or 1RESP/PED 4 and
1RESP/PED 5 are in progress or completed, you can go back to protocol 1RESP/PED
3 if there are still respiratory difficulties.
5. If the ventilation is inadequate, assist ventilation with oxygen at 10 ℓ / min or more
6. If the ventilation is inadequate, administer oxygen with a high concentration mask at
10 ℓ / min or more by placing the mask in way that does not scare the child.
7. Comfortable position.
8. Minimise physical contact with the child to avoid agitation.
9. Continue protocol 1RESP1/PCA (Prehospital Clinical Approach).
10. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.

Comments:
If the child overly salivates or has difficulty swallowing or looks anxious and is seated, do not
attempt to check in the mouth because of the dangers to the epiglottis.
Signs of the child’s condition deteriorating: Change in the state of consciousness, fatigue,
paleness, movement of head up and down with every breath, reaction of the thorax muscles,
flaring of the alae nasi.
Bradycardia is a sign of severe hypoxia for children.
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1RESP/PED.4 Obstruction of the airways by foreign bodies - Paediatrics
CLINICAL APPROACH PROTOCOL 1RESP/PCA

CARRY OUT THE OBSTRUCTION REMOVAL
MANOEUVRE ACCORDING TO THE QUÉBEC HEART &
STROKE FOUNDATION STANDARDS

OBSTRUCTION
PERSISTS

YES

NO

INADEQUATE
VENTILATION

YES

ASSIST VENTILATION WITH OXYGEN AT
10 ℓ / MIN OR MORE

NO

ADMINISTER OXYGEN WITH A HIGH CONCENTRATION
MASK AT 10 ℓ / MIN OR MORE

YES
NO PULSE

PROTOCOL 1 RESP/RES. 5

NO

CONTINUE PROTOCOL 1 RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND CARRY OUT
THE TRANSFER OF RESPONSIBILITIES
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1RESP/PED.4 Obstruction of the airways by foreign bodies – Paediatrics (FRAED, 1, 2, 3)

1. Apply the airways obstruction removal techniques (refer to protocol of the Québec
Heart & Stroke Foundation) with the following specifications:
a) If the airways obstruction persists, continue the airways obstruction removal techniques
until dislodged or until the EMTs arrive.
b) If the obstruction removal is efficient and the ventilation IS inadequate:


Assist the ventilation with oxygen a 10 ℓ / min or more.

c) If the obstruction is efficient and the ventilation adequate:


Administer oxygen with a high concentration mask at 10 ℓ / min or more



Continuous surveillance of the breathing.

2. In case of CPA, refer to protocol 1 RESP/RES. 0 (cardiopulmonary arrest – global
intervention)
3. Continue the protocol 1 RESP/PCA (Prehospital Clinical Approach).
4. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.
____________________________________________________________________________
Comments:
Refer to standards of the Québec Heart & Stroke Foundation for the ventilation.
Check for complications associated to the airways obstruction, such as:


Vomiting and aspirations



Complete obstruction of the airways



Respiratory arrest



Cardiopulmonary arrest
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1RESP/PED.5 Allergic/anaphylactic reaction
CLINICAL APPROACH PROTOCOL 1RESP/PCA

Complete
obstruction of
airways

LIMIT AT ONE CYCLE TO REMOVE
OBSTRUCTION FROM AIRWAYS

YES

NO

YES

Cardiopulmonary
arrest

PROTOCOL 1 RESP/MED. 0

NO

Anaphylactic
reaction

Respiratory
frequency <8/
min

YES

NO

YES

ASSIST
VENTILATION
WITH OXYGEN
AT 10 ℓ / MIN
OR MORE

NO

ADMINISTER OXYGEN WITH A
HIGH CONCENTRATION MASK AT
10 ℓ / MIN OR MORE

SUPERVISE THE SIGNS &
SYMPTOMS OF ANAPHYLAXIS

ADMINISTER OXYGEN WITH A HIGH
CONCENTRATION MASK AT 10 ℓ / MIN
OR MORE

ADMINISTER EPINEPHRINE IM (0.3 MG)
WEIGHT < 25 KG: 0.15 MG
WEIGHT ≥ 25 KG: 0.30 MG
COMFORTABLE POSITION

SEATED POSITION

PLACE A PROXIMAL VENOUS
TOURNIQUET AT THE INJECTION
OR BITE SITE, APPLICATION OF
COLD IF AVAILABLE

PLACE A PROXIMAL VENOUS
TOURNIQUET AT THE INJECTION OR
BITE SITE, APPLICATION OF COLD IF
AVAILABLE

REGULAR REVALUATION, REPEAT EPINEPHRINE EVERY 15
MIN IF THE INCLUSION CRITERIA ARE STILL PRESENT

CONTINUE PROTOCOL 1 RESP/PCA

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND CARRY OUT THE
TRANSFER OF RESPONSIBILITIES
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1REP/PED. 5
1RESP/PED.5 Allergic/anaphylactic reaction (FR-1, 2, 3)
___________________________________________________________________________
Inclusion criteria:
Contact with a known or suspected allergenic substance in the last 12 hours.
1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach).
2. In case of complete airway obstruction, limit to one airways obstruction removal
cycle.
3. In case of CPA, refer to protocol 1 RESP/RES. 0 (cardiopulmonary arrest – global
intervention).
4. If known allergenic/anaphylactic, as soon as first signs and symptoms of a allergic
reaction appear:
a)
b)
c)
d)
e)

If the ventilation is inadequate, assist the ventilation with oxygen a 10 ℓ / min or more.
Administer oxygen with a high concentration mask at 10 ℓ / min or more
Administer 0.3 mg or 0.15 mg of epinephrine intramuscularly depending on the weight
Comfortable position
Place a proximal venous tourniquet at the injection or bite site, if applicable, and apply
cold.
f) Repeat the epinephrine every 15 min if the inclusion criteria are still present.
5. In case of unknown allergenic/anaphylactic, as soon as one or several of the
following situations appear:




Respiratory distress
Collapse of the circulatory system
Visible oedema of the tongue

a) If the ventilation is inadequate, assist the ventilation with oxygen a 10 ℓ / min or more.
b) Administer oxygen with a high concentration mask at 10 ℓ / min or more
c) Administer 0.3 mg or 0.15 mf of epinephrine intramuscularly depending on the weight
d) Comfortable position
e) Place a proximal venous tourniquet at the injection or bite site, if applicable, and apply
cold.
f) Repeat the epinephrine every 15 min if the inclusion criteria are still present.
6. In case of allergic non anaphylactic reaction:
a) Administer oxygen with a high concentration mask at 10 ℓ / min or more
b) Check for signs & symptoms of severe allergic reaction of the anaphylactic type
c) Seated position
d) Place a proximal venous tourniquet at the injection or bite site, if applicable, and apply cold.
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1REP/PED. 5
1RESP/PED.5 Allergic/anaphylactic reaction (Cont’d)
7. Continue protocol 1 RESP/PCA (Prehospital Clinical Approach).
8. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.
____________________________________________________________________________
Comments:
For the purposes of this protocol, if an unknown allergic/anaphylactic patient has been recently
exposed to an allergen (< 12 hours), he must exhibit one or several of the following conditions:
Respiratory distress or also collapse of the circulatory system, or also a visible swelling of the
tongue. The following lists the signs and symptoms for each of these conditions.






Respiratory distress:
o

Breathing difficulty (dyspnea)

o

Increase of the respiratory rhythm (tachypnea)

o

Noisy breathing

o

Incapacity to form complete phrases

o

Use of accessory muscles to breathe (retraction)

o

Bluish skin (cyanosis)

o

Impaired consciousness (“V”, “P”, or “U”)

Collapse of the circulatory system:
o

Increase of the heart rhythm (tachycardia)

o

Increase of the respiratory rhythm (tachypnea)

o

Anxiety and agitation

o

Cold, pale and clammy skin

o

Lack of radial pulse

o

Impaired consciousness

Visible swelling of the tongue

If the patient has received a dose of epinephrine with auto-injector, the dose can be repeated
immediately if the inclusion criteria are still present.
The venous tourniquet must not be too tight in order not to stop arterial circulation. Make sure
the distal pulse is present at the tourniquet
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MEDICAL / LEGAL PROBLEMS

1RESP/MED.-LEG. 1

1RESP/MED. –LEG. 1 Abused child
___________________________________________________________________________
Inclusion criteria (Based on the Youth Protection Act [YPA]):
Presence of one or several of the following elements:
a) Abandonment
b) Neglect
c) Psychological abuse
d) Sexual abuse
e) Physical abuse
f)

Severe behavioural disorders

1. Refer to protocol 1 RESP/PCA (Prehospital Clinical Approach).
2. Refer to appropriate protocol according to the present signs and symptoms.
3. If the first responder has a reasonable motive to believe that a child’s safety or
development is considered as compromised within the meaning of paragraphs d) and
e) of the second section under article 38 of the Youth Protection Act (sexual or
physical abuse), he is required to report immediately the situation to the Director of
Youth Protection (DYP). It is the first responders OBLIGATION to report any case
meeting these criteria even if several workers are involved in the file (Example:
Doctor, nurses, EMTs, police officers, etc.).
4. If the first responder has a reasonable motive to believe that a child’s safety or
development is considered as compromised within the meaning of paragraphs a), b)
c) or f) [Cf. the inclusion criteria in the protocol] of the second section under article
38, or within the meaning of article 38.1 of the Youth Protection Act, he can report the
situation to the DYP.
5. The first responder is required to provide the necessary aid to a child who wishes to
seize the proper authorities with a situation compromising his safety or his
development, or the safety or development of his siblings, or of any other child.
6. Provide the maximum information to the EMTs (Circumstances, parents or guardians
behaviour, condition of the home, etc.).
Phone number of the DYP in your region:
________________________________________

Required information:


Circumstances



Parents’ behaviour



Condition of the home
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1RESP/MED.-LEG. 2
1 RESP/MED.–LEG. 2 Cardiopulmonary arrest with impracticable
resuscitation (Obscure death or not, several hours old) (FR-AED, 1, 2, 3)
1. Refer to protocol 1RESP/PCA (Prehospital Clinical Approach).
2. Activate the defibrillator as soon as arriving at the intervention location.
3. Since the priority is to have access to the user, the police force has to allow
immediate access to the prehospital resources. In case of refusal, the first
responders must explain the significance of this priority to the policemen and leave
the premises if the refusal is maintained.
4. Note the cardiopulmonary arrest:
When:
C = No pulse,
AND
A + B = Impossible to open the jaws and ventilate because of rigor mortis,
No resuscitation manoeuvre
5. If it is possible to ventilate the patient refer to 1 RESP/RES. 0 (Global intervention –
Cardiopulmonary arrest).
6. Provide support to the family while waiting for the EMTs.
7. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.
8. Any problem situation must be submitted to the Regional Medical Director for a
follow-up on the file.
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1RESP/MED.-LEG. 2
1 RESP/MED.–LEG. 2 Cardiopulmonary arrest with impracticable
resuscitation (Obscure death or not, several hours old) (Cont’d)
____________________________________________________________________________
Comments:
If the location is a crime scene or suspicious scene:
a) Careful not to move or touch any objects during an intervention
b) Do not use the patient’s telephone
c) Ask for the intervention of the police force resources if they are present on the scene:





Observe and detail the scene
Protect the scene and prevent indiscreet individuals to get close to it
Do not search the premises in order to find information regarding the patient
(Identification, medications, etc.)
Do not answer the journalists’ questions and never reveal the patient’s identity.
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1RESP/MED.-LEG. 3
1 RESP/MED.–LEG. 3 Do not resuscitate order (FR-AED, 1, 2, 3)
___________________________________________________________________________
Exclusion criteria:
Suicide, homicide:
1. Refer to protocol 1RESP/PCA (Prehospital Clinical Approach).
2. Activate the defibrillator as soon as arriving at the intervention location.
3. Dictate a succinct verbal report of the situation on the defibrillator audio tape, if
possible.
4. Ask the attestation of a DNR order. Make sure the document has been signed by the
user or his legal representative.
5. In the absence of the DNR order, verbal DNR has to be respected at the same capacity
as the written order. The verbal order can be issued by a tutor, curator, mandatary,
legal spouse, family member or any other person who has a significant tie with the
user.
In such a case, write clearly on the PIR the name of the individual who gave the DNR
order, as well as his relationship to the user.
6. If there is a disagreement among the family members on the DNR order, proceed with
protocol 1RESP/RES. 1 (cardiopulmonary arrest or medical origin – Adult) after
confirming the cardiopulmonary arrest.
7. If there is a written DNR order and one of the relations insists that manoeuvres must
be carried out, the FR starts the protocol 1RESP/RES. 1 (cardiopulmonary arrest or
medical origin – Adult).
8. Provide support to the family while waiting for the EMTs
9. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.
10. Any problem situation must be submitted to the Regional Medical Director for a
follow-up on the file.
11. Document properly the file at all times.

Comments:
If this is a suicide without suspicion of a homicide with a patient who was already experiencing a
degenerative, terminal or incurable disease, the DNR request can be respected if there is
agreement between the patient’s representatives and there is no police objection.
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1RESP/MED.-LEG. 4
1 RESP/MED.–LEG.4 Obvious Death (FR-AED, 1, 2, 3)
1. Refer to protocol 1RESP/PCA (Prehospital Clinical Approach).
2. Theoretically the prehospital services should not be called if the dead individual
presents one of the following characteristics:
a) Bone remains
b) Decapitation
c) Complete sectioning of the body
d) Total cranial compression
e) Cranial saucerisation
f) Advanced putrefaction
g) Adipocere
h) Mummification
i)

Calcination

3. When the emergency prehospital services are called on location where an individual
presents one of the characteristics listed above, and following an assessment of the
patient’s condition, do not perform resuscitation manoeuvres. The use of the
defibrillator is not applicable.
4. Provide support to the relations while waiting for the EMTs.
5. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.
6. Any problem situation must be submitted to the Regional Medical Director for a
follow-up on the file.
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1RESP/MED.-LEG. 5
1 RESP/MED.–LEG.5 Presence of a doctor / midwife on location (FR-AED, 1, 2, 3)
1. Refer to protocol 1RESP/PCA (Prehospital Clinical Approach).
2. Take charge of the user according to the usual protocols. Notify the doctor / midwife
that the first responders act according to protocols approved by the national and
regional medical administrations.
3. If the doctor / midwife wants to take charge of the patient, note in the file his name
and Québec practice number.
4. Offer assistance to the professional on location and wait for the EMTs.
5. Any problem situation must be submitted to the Regional Medical Director for a
follow-up on the file.

Comment:
Only a doctor with a Québec practice license can write a medical certificate of death in Québec.
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TRAUMA PROBLEMS

Information on trauma problems
Introduction
The protocols inherent to the trauma problems must always take into account the following
principles:
a) Ensure the safety of the intervention site including the workers’ safety.
b) Recognize and document properly the trauma mechanisms with the participation of the
witnesses and other workers (Policemen, firemen, etc.). The following examples are high
velocity impacts indicating that the patients are at risk of severe injuries, possibly not
obvious, when taking charge of the patient:


Fall by more than 6 meter high



Initial speed of > 64 km / hr



Other occupant(s) deceased



Ejection outside the vehicle



Deformation or intrusion of the passenger compartment



Deformation of the carbody (> 50 cm or 20 inches)



Extrication time > 20 minutes



Pedestrian / cyclist hit at more than 8 km /hr, ejected or crushed.



Rollovers



Mark of the head on the windshield



Ejected motorcyclist or hit at more than 35 km / hr



Other

c) Do not give anything per os.
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1 RESP/PCA.TRAU Trauma Prehospital Clinical Approach
EVALUATION OF THE SITUATION

POTENTIAL
DANGERS

CONTROL THE RISKS OR GET
THEM CONTROLLED BY THE
PROPER AUTHORITIES

YES

NO
PRIMARY APPROACH

PROBLEM IN
PRIMARY APPROACH
REQUIRING
IMMEDIATE ACTION

YES

INTERVENTION
POSSIBLE ON
LOCATION

YES

NO
NO

MOVE THE VICTIM
(rapid evacuation) IN A
SETTING WHERE THE
INTERVENTION IS
POSSIBLE

APPLY APPROPRIATE
PROTOCOL

VITAL SIGNS & SECONDARY
APPROACH
APPLY THE APPROPRIATE
PROTOCOL ACCORDING TO THE
SIGNS & SYMPTOMS

CONTINUE THE 1 RESP/PCA.TRAU PREHOSPITAL
CLINICAL PROTOCOL

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT
INFORMATION AND CARRY OUT THE TRANSFER OF RESPONSIBILITIES
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1RESP/PCA.-TRAU
1 RESP/PCA.TRAU Trauma Prehospital Clinical Approach (FR-AED, 1, 2, 3)
As soon as a patient presents damage to his vital functions (Primary approach or vital signs),
immediately proceed with the appropriate intervention.
1. Evaluation of the situation:
a) Secure the premises (potential risks)
b) Assess the number of patients (Mechanism of the accident, triage, etc.)
c) Secure the work spaces
d) Ask for additional resources if necessary
e) Note all the relevant details on the first interveners intervention
f)

Apply the universal protections. When a patient presents an infectious disease with a
transmission risk, or that the EMT identifies that the patient presents a specific risk, the
appropriate measures against infections must be respected.

2. Primary approach:
The: (consciousness)

Presence or absence of reaction – apply a cervical protection

A: (Airways)

Opening of the airways

B: (Breathing)

Respiration

C: (Circulation)

Pulse and active bleeding

D: (Disability)

Neurological disorder, AVPU level of consciousness

E: (Exposure)

Expose only on the affected part

When vital functions are damaged, refer to the appropriate protocol. If the intervention is
impossible on location, move the patient to a place where the intervention will be possible.
3. Taking the vital signs
4. Secondary approach:
The secondary approach is done only in trauma cases. It consists in a fast physical exam
from head to toe in order to determine the obvious deformations or injuries. It must be done
in one minute maximum. In the case of an isolated trauma, only the affected part will be the
object of an examination.
5. Stabilization
Apply the appropriate protocol according to the patient’s signs and symptoms.
6. Continued supervision while waiting for the EMTs:
a) Repeat protocol 1RESP/PCA.TRAU (Trauma prehospital clinical approach)
b) Take the vital signs every five (5) minutes.
7. Continue the protocol 1 RESP/PCA.TRAU (Trauma prehospital clinical approach)
8. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities
Trauma problems - Trauma Prehospital Clinical Approach
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1RESP/PCA.-TRAU
1 RESP/PCA.TRAU Trauma Prehospital Clinical Approach (Cont’d)
Comments:
Indications for a fast evacuation vs. an emergency evacuation3:
a) Situations requiring a rapid evacuation:




Unstable patient:
o

Cardiopulmonary arrest

o

Obstruction of the airways that cannot be freed by simple methods

o

Respiratory distress

o

Thoracic or airways’ injury requiring ventilation or ventilation assistance (respiratory
failure)

o

Hemorrhage impossible to control

o

P or U level of consciousness

o

Penetrating trauma

Access required for an unstable patient

b) Situations requiring an emergency evacuation:


3

Uncontrollable situations at risk:
o

Fire or immediate fire danger

o

Explosion danger

o

Submerged vehicle

o

Unstable vehicle with a risk of shifting positions

o

Continuous exposure to a chemical product

The emergency evacuations are considered as rescues and are not within the jurisdiction of
the first responder.
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1 RESP/TRAU.1 Adult trauma (including thoracic and abdominal trauma)
1RESP/PCA.TRAU TRAUMA PREHOSPITAL CLINICAL APPROACH
CERVICAL PROTECTION

RESPIRATORY
FREQUENCY
<8/ min

YES

ASSIST VENTILATION WITH OXYGEN
AT 10 ℓ / MIN OR MORE

NO

ADMINISTER OXYGEN WITH A HIGH
CONCENTRATION MASK AT 10 ℓ / MIN OR MORE

PENETRATING
THORACIC
WOUND

YES

APPLY A DRESSING SEALED
ON THREE SIDES

NO

NO
CAROTID
PULSE

YES

1RESP/RES. 0 PROTOCOL

NO

SIGNIFICANT
EXTERNAL
HAEMORRHAGE

YES

CONTROL THE
HAEMORRHAGES

NO

IMMOBILIZE THE SPINE 1RESP/TECH.3

VICTIM MORE THAN 20 WEEK PREGNANT:
TURN THE MATTRESS OR IMMOBILIZING BOARD SLIGHTLY TO THE LEFT SIDE
CONTINUE THE 1 RESP/PCA. PREHOSPITAL CLINICAL PROTOCOL
UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND CARRY OUT
THE TRANSFER OF RESPONSIBILITIES
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1RESP/TRAU. 1
1 RESP/TRAU.1 Adult trauma (including thoracic and abdominal trauma) (FR2, 3)

1. Refer to protocol 1 RESP/PCA.TRAU (Trauma prehospital clinical approach).
2. Apply a cervical protection.
3. Check the respiratory frequency and intervene depending on a), b) or c):
a) If the respiratory frequency < 8/ min, assist ventilation with oxygen at 10 ℓ / min or
more.


In case of penetrating thoracic wound:
o



apply a dressing sealed on three sides

If there is no carotid pulse:
o



apply protocol 1RESP/RES. 0 (Global intervention – Cardiopulmonary arrest)

If there is carotid pulse:
o

control the significant external haemorrhages

b) If the respiratory frequency ≥ 8/ min, administer oxygen with a high concentration
mask at 10 ℓ / min or more:


In case of penetrating thoracic wound:
o



apply a dressing sealed on three sides

If there is a carotid pulse and no radial pulse:
o

control the significant external haemorrhages

c) If the respiratory frequency and the circulatory functions are adequate with
impaired consciousness:


Administer oxygen with a high concentration mask at 10 ℓ / min or more.



control the significant external haemorrhages



If there is vomiting, position the patient slightly tilted to the left.

4. If there is an evisceration, apply abdominal compresses dampened with saline
solution and envelop the viscera with an occlusive dressing. Do not push the viscera
back in.
5. Immobilize the spine. Refer to protocol 1RESP/TECH. 3 (Adult spinal protection).
6. Take the necessary measures in order to avoid body heat loss and manipulate
carefully in care of hypothermia risk.
7. Continue protocol 1 RESP/PCA.TRAU (Trauma prehospital clinical approach).
8. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.
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1 RESP/TRAU.2 Trauma with the pregnant woman
1RESP/PCA.TRAU TRAUMA PREHOSPITAL CLINICAL APPROACH

PROTOCOL 1REP/TRAU.1

ADMINISTER OXYGEN WITH A
HIGH CONCENTRATION MASK AT
10ℓ / min OR MORE

REPEAT VITAL SIGN EVERY 5 MIN

> 20 WEEKS
PREGNANCY

YES

POSITION SLIGHTLY TILTED TO
THE LEFT AFTER IMMOBILIZATION
FOR TRANSPORTATION

NO
CPA

YES

PROTOCOL 1RESP/RES. 0

NO

CONTINUE THE 1 RESP/PCA. TRAU PROTOCOL

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND
CARRY OUT THE TRANSFER OF RESPONSIBILITIES
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1RESP/TRAU. 2
1 RESP/TRAU.2 Trauma with the pregnant woman (FR-2, 3)
1. The protocols 1RESP/PCA.TRAU (Trauma prehospital clinical approach) and
1RESP/PCA.TRAU.1 (Adult Trauma) are completely applicable for the pregnant
woman with the following considerations:
a) Administration of oxygen with a high concentration mask at 10 ℓ / min or more as
it is essential for fetal oxygenation
b) It is important to repeat the vital signs every 5 minutes because a decompensated
state of shock can occur very fast
c) With a patient ≥ 20 weeks pregnant: Position slightly titled to the left after
immobilizing by adding 10 -15 cm of padding on the right side (under the
immobilizing mattress.
d) In trauma cardiopulmonary arrest situations,
(Cardiopulmonary arrest - Global intervention)

refer

to

1RESP/RES.

0

e) Continue protocol 1 RESP/PCA.TRAU (Trauma prehospital clinical approach)
f) Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.

The pregnant woman blood volume is increased during pregnancy
In a haemorrhage situation, an alteration of the vital signs can occur at a late stage

Comment:
The resuscitation priorities for the multi-trauma patient always have precedence over the
specific treatment. Refer to appropriate protocol.
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1 RESP/TRAU.3 Isolated trauma to the extremities
1RESP/PCA.TRAU TRAUMA PREHOSPITAL CLINICAL APPROACH

YES
HAEMORRHAGE

PROTOCOL 1RESP/TECH.2

NO
REMOVE JEWELLERY OR CLOTHES
FORM THE INJURED LIMB IF EASY TO
REMOVE

YES
OPEN WOUND

COVER WITH DRY
STERILE DRESSING AS IN
1RESP/TECH. 2

NO

CHECK THE NEUROVASCULAR FUNCTIONS DISTAL TO THE WOUND

IMMOBILIZATION IN THE POSITION FOUND INCLUDING THE PROXIMAL AND
DISTAL ARTICULATIONS FROM THE WOUND

CHECK THE NEUROVASCULAR FUNCTIONS DISTAL TO THE WOUND AFTER
IMMOBILIZATION, IF THERE IS NO DISTAL PULSE TRANSMIT THE
INFORMATION TO THE EMTs

CONTINUE TRAUMA PREHOSPITAL CLINICAL APPROACH 1 RESP/PCA. TRAU

UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION
AND CARRY OUT THE TRANSFER OF RESPONSIBILITIES
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1RESP/TRAU. 3
1 RESP/TRAU.3 Isolated trauma to the extremities (FR-2, 3)
1. Refer to trauma prehospital clinical approach protocol.
2. In case of haemorrhage, refer to protocol 1 RESP/TECH. 2 (Haemorrhage control).
3. Check the distal neurovascular functions at the wound before immobilizing.
4. Remove the jewellery and clothes from the wounded limb (only if easy to remove).
5. Cover the open wounds with dry sterile dressings according to the technique
RESP/TECH. 2 (Haemorrhage control).
6. Immobilize in the position found by including the proximal and distal articulations to
the wound.
7. Repeat checking the distal neurovascular functions to the wound after immobilizing.
If there is no pulse, transmit the information to the EMTs.
8. Continue the protocol 1RESP/PCA.TRAU (trauma prehospital clinical approach).
9. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.

Comments:
Checking the neurovascular functions comprises the following: Motricity, sensitivity, pulse,
coloration and temperature.
The resuscitation priorities of the multitrauma patient have always precedence over the specific
treatment. Refer to appropriate protocol.
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1 RESP/TRAU.4 Eye trauma or burn
1RESP/PCA.TRAU TRAUMA PREHOSPITAL CLINICAL APPROACH

BURN

ISOLATED TRAUMA

PROTECT THE EYE WITH
AN EYE CAP OR A CUP
IRRIGATE IMMEDIATELY
THE EYE WITH THE WATER
OR NaCl 0.9%

SEMI-SEATED POSITION

COMFORT THE VICTIM

COVER THE OTHER EYE
WITH A DRESSING

CONTINUE THE TRAUMA PREHOSPITAL CLINICAL APPROACH
1RESP/PCA. TRAU PROTOCOL

UPON THE ARRIVAL OF THE EMTS, TRANSMIT THE RELEVANT
INFORMATION AND CARRY OUT THE TRANSFER OF
RESPONSIBILITIES
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1RESP/TRAU. 4
1 RESP/TRAU.4 Eye trauma or burn (FR-2, 3)
1. Refer to protocol 1 RESP/PCA.TRAU (Trauma prehospital clinical approach).
2. Burn:
a) Immediately wash the eye with water or NaCl 0.9%
b) Continue the irrigation until the arrival of the EMTs.
3. Isolated trauma:
a) Protect the affected eye with an eye cap or a cup and cover the other eye with a
dressing in order to limit ocular movements.
b) Semi-seated position.
4. Continue protocol 1RESP/PCA. TRAU (Trauma prehospital clinical approach).
5. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities.

Never remove a penetrating foreign body from the eye

Comment:
The resuscitation priorities of the multitrauma patient have always precedence over the specific
treatment. Refer to appropriate protocol.
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1 RESP/TRAU.5 Paediatric trauma
1RESP/PCA.TRAU TRAUMA PREHOSPITAL CLINICAL APPROACH
CERVICAL PROTECTION

YES

INADEQUATE
VENTILATION

ASSIST VENTILATION WITH OXYGEN
AT 10 ℓ / MIN OR MORE

NO

ADMINISTER OXYGEN WITH A HIGH
CONCENTRATION MASK AT 10 ℓ / MIN OR MORE

PENETRATING
THORACIC
WOUND

YES

APPLY A DRESSING SEALED
ON THREE SIDES

NO

NO CAROTID PULSE
(Brachial pulse if <1y/o)

YES

1RESP/RES. 0 PROTOCOL

NO

YES

SIGNIFICANT
EXTERNAL
HAEMORRHAGE

CONTROL THE
HAEMORRHAGES

NO

IMMOBILIZE THE SPINE 1RESP/TECH.3

AVOID LOSS OF BODY HEAT

CONTINUE THE 1 RESP/PCA. PREHOSPITAL CLINICAL PROTOCOL
UPON THE ARRIVAL OF THE EMTs, TRANSMIT THE RELEVANT INFORMATION AND CARRY OUT
THE TRANSFER OF RESPONSIBILITIES
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1RESP/TRAU. 5
1 RESP/TRAU.5 Paediatric trauma (FR-2, 3)
1. Refer to protocol 1 RESP/PCA.TRAU (Trauma prehospital clinical approach).
2. Apply a cervical protection.
3. Check the respiratory frequency and intervene depending on a), b) or c):
a) If the ventilation is inadequate, assist ventilation with oxygen at 10 ℓ / min or more.


In case of penetrating thoracic wound:
o



apply a dressing sealed on three sides

If there is no carotid pulse (or brachial if < 1 y/o):
o



apply the protocol 1RESP/RES. 0 (Global intervention – Cardiopulmonary
arrest)

If there is carotid pulse (or brachial if < 1 y/o):
o

control the significant external haemorrhages

b) If the ventilation is adequate, administer oxygen with a high concentration mask at 10 ℓ
/ min or more:


In case of penetrating thoracic wound:
o



apply a dressing sealed on three sides

If there is a carotid pulse (or brachial if < 1 y/o):
o

control the significant external haemorrhages

c) If the ventilation and the circulatory functions are adequate with an impaired
consciousness:


Administer oxygen with a high concentration mask at 10 ℓ / min or more.



Control the significant external haemorrhages



If there is vomiting, position the patient slightly tilted to the left.

4. Immobilize the spine. Refer to protocol 1RESP/TECH. 4 (Pediatric spinal protection).
5. Take the necessary measures in order to avoid body heat loss and manipulate
carefully in case of hypothermia risk.
6. Continue protocol 1 RESP/PCA.TRAU (Trauma prehospital clinical approach).
7. Upon the arrival of the EMTs, transmit the relevant information and carry out the
transfer of responsibilities

Comment:
For the child under one year old, take the brachial pulse instead of the carotid pulse.
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TECHNIQUES

1RESP/TECH. 1
1RESP/TECH. 1 Removal of the protective helmet (FR-2, 3)
Patient standing:
1. The # 1 FR faces the patient, and asks him not to move and maintain the patient’s
head as in a vice:


One hand placed on the basis of the occipital



The other hand placed on the lower maxillary

2. Asks the patient to remove himself his protective helmet (if possible):


If not follow the following procedure (remove the helmet safely)

3. The # 2 FR faces the patient and asks him if there are objects that can hinder the
removal of the helmet (Ex.: earrings).
4. Removal of the helmet according to the following a) or b) by the # 2 FR:
a) Helmet with a rigid chin cup covering the entire face (integral):


While spreading slightly the helmet sides, lightly tilt if to the back until you see the
patient’s nose.



Make sure the head is immobilized during the manoeuvre

b) Helmet without rigid chin cup:


While spreading slightly the helmet sides, remove it with a movement to the front.



Make sure the head is immobilized during the manoeuvre

5. The # 2 FR resumes the immobilization of the head and maintains it in neutral
position
6. The # 1 FR measures and installs a rigid cervical collar.
7. The FR lowers rapidly the patient according to the 1RSP/TECH. 3 (Immobilizing the
spine for the adult) onto the board.
8. Hand the helmet to the EMTs.
Patient lying down:
1. The # 1 FR is in parallel to the patient, manually stabilizes the patient’s cervical spine
and opens the helmet’s visor (if present).
2. The # 2 FR is at the patient’s head and takes on the manual immobilization.
3. If the patient is not yet supine, the FR places him in dorsal recumbent, preferably
directly on the spine immobilizer equipment if the patient’s condition allows it, and by
limiting the movements of the head.
4. The # 1 FR removes the helmet strap or cuts it
5. The # 1 FR maintains the head in a neutral position as in a vice:


One hand placed on the basis of the occipital



The other hand placed on the lower maxillary
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1RESP/TECH. 1
1RESP/TECH. 1 Removal of the protective helmet (Cont’d)
6. Removal of the helmet according to the following a) or b) by the # 2 FR:
a) Helmet with a rigid chin cup covering the entire face (integral):


While spreading slightly the helmet sides, lightly tilt it to the back until you see the
patient’s nose.



Perform a tilting movement to the front as you remove the helmet



Make sure the head is immobilized during the manoeuvre

b) Helmet without rigid chin cup:


While spreading slightly the helmet sides, removing with a movement to the front.



Make sure the head is immobilized during the manoeuvre

7. The # 2 FR resumes the immobilization of the head and maintains it in neutral
position
8. The # 1 FR measures and installs a rigid cervical collar.
9. The FR lower rapidly the patient according to the 1RSP/TECH. 3 (Immobilization of the
spine for the adult) onto the board.
10. Hands the helmet to the EMTs.

Comment:
Make sure to maintain the neutral position of the spine especially when the patient is wearing
shoulder pads.
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1RESP/TECH. 2
1RESP/TECH. 2 Haemorrhage control (FR-2, 3)
1. Locate the haemorrhage.
2. If there are several haemorrhage sites, prioritize the control of the most abundant
bleeding site.
3. Note the nature of the haemorrhage and the presence of a foreign object if visible.
4. When there is a foreign body:
a) Generally:


Do not remove the object



Immobilize the object if necessary



Exercise indirect pressure.

b) If the foreign body is located on the face or the neck and:


The ventilation assistance is compromised

OR


The patient’s oxygenation is compromised

OR


The foreign body is located at the thorax/back and the patient is in CPA.

Remove the object in order to be able to proceed with cardiopulmonary resuscitation.
5. If the haemorrhage is located at the neck level:


Exert direct pressure



Make an indirect compression in case of a foreign body



Ensure the permeability of the airways



Perform the cervical immobilization if indicated (if possible).

6. If the haemorrhage is located at the limbs:


Exert direct pressure



Make a compression dressing

7. If a fracture or a foreign body is suspected:


Exert indirect pressure



Prevent the limb from moving



Cover the wound



Immobilize
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1RESP/TECH. 2
1RESP/TECH. 2 Haemorrhage control (Cont’d)
8. If the haemorrhage is located at the head:


Exert direct pressure



Make a compression dressing (Except if there is a deformation or instability of the
cranium. The pressure must be the lightest possible to control the bleeding)



Cervical immobilization if indicated (if possible).

9. If he haemorrhage is located at the torso:


Exert direct pressure



Apply compression dressing



Careful not to hinder the respiration



In the presence of evisceration or a suction wound, cf. /RESP/TRAU. 1 (Adult trauma).

10. If the haemorrhage is uncontrolled:


Add a new compression dressing on top of the previous one.



Compress the proximal artery adjacent to the wound if the haemorrhage persists.

11. If the haemorrhage is uncontrolled on a limb:


If after applying three compression dressings and applying pressure to the proximal
artery adjacent to the wound the haemorrhage is not controlled, apply a tourniquet.



Always enter the tine when applying a tourniquet.
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1RESP/TECH. 3
1RESP/TECH. 3 Adult spinal protection (FR-2, 3)

Generalities
1. Mobilization of an adult (8 years old or older):
a) Patient found standing (sharp descent):


Ask the patent not to move



Immobilize the head manually into a neutral position



Measure and install the rigid cervical collar



Place the board straight up and lean it against the patient



While maintaining the head, lower showily the patient leaning against the board



Transfer the patient to an immobilizing mattress (refer to section 2 – immobilizing
mattress)

b) Patient found on the floor (dorsal recumbent):


Ask the patient not to move



Immobilize the head manually into a neutral position



Measure and install the rigid cervical collar



While maintaining the head aligned with the torso, turn the patient as one block
toward you



Place the immobilizing mattress in parallel to the patient



Turn the patient in the immobilizing mattress and perform the immobilization (refer to
section 2 – immobilizing mattress)

c) Patient found (lying down) in a different position:


Ask the patient not to move



Immobilize the head manually



Position the immobilizing mattress appropriately (refer to section 2 – immobilizing
mattress)



Settle the patient in dorsal recumbent on the mattress while attempting to realign the
axis of the head in a neutral position (if applicable)



Measure and install the rigid cervical collar



Immobilize in the immobilizing mattress (refer to section 2 – immobilizing mattress)
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1RESP/TECH. 3
1RESP/TECH. 3 Adult spinal protection (Cont’d))
2. Immobilizing mattress (1.22 meters or 4 feet and more)
a) Installation of the immobilizing mattress – patient on the floor:


Spread the mattress and disperse the beads uniformly



Place a bed sheet on the mattress



Install the pump, pull a half vacuum and close the valve



While maintaining the head aligned to the body, turn the patient in a block facing you:
o

Place the mattress in parallel to the patient carefully folding under the patient the
side adjacent to him

o

Always keep the mattress completely in the floor (do not lift it to lean it against
the patient)

o

Gently place the patient on the mattress and reposition laterally if needed.



Open the valve



Attach the mattress straps starting with the thorax upper part and finishing with the
feet (place a blanket between the patient’s legs to fill the empty space if needed)



Mold the mattress at the shoulders and head by maintaining the manual
immobilization of the head. Fold the mattress sides outward (respect the patient’s
visual field)



Vacuum with the pump. The shape of the beads must be visible at the surface of the
mattress or total rigidity to the surface. Close the valve



Readjust the straps (careful not to hinder the respiration)



Immobilize the head with adhesive tape starting with the forehead and finishing with
the chin.



Transport of the patient by two individuals or more assisted by the lateral handles.
Do not transport by holding the mattress front its ends (head to toe).
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1RESP/TECH. 3
1RESP/TECH. 3 Adult spinal protection (Cont’d))
3. Dorsal board
a) Using the straps, immobilize the thorax first, and last the head and the feet


Immobilize the thorax with two straps placed in a X-shape
o

If the patient is conscious, ask him to take a deep breath before adjusting the
straps

o

If unconscious or uncooperative, coordinate the straps’ adjustment with the
patient’s inspiration (if possible). Careful not to hinder the respiratory amplitude.

o

Immobilize the hips with one of the horizontally placed straps. Make sure the
straps support steps are located on the bony part of the pelvis and not the
abdomen

o

Immobilize the head with a blanket or the appropriate equipment

o

Immobilize the legs with a simple 8-shaped strap and fill the empty spaces if
needed

o

Maintain the hands together with a triangular strap (if needed).

4. KED (Kendrick’s Extraction Device)
a) Installation of the KED:


Immobilize the patient’s head manually from the back (FR # 1)



Measure and install the rigid cervical collar (FR # 2)



Resume the immobilization of the head. Maintain the neutral position as in a vice (FR
# 2):
o

One hand placed on the occipital

o

One hand placed on the lower maxillary



Tilt the patient’s torso and head to the front maintaining the spinal axis



Assess the patient’s back (FR # 2)



Slide the KED in the patient’s back (FR # 1)
o

Centre the KED to the spine

o

While maintaining the immobilization as in a vice (maintaining the head and
torso) lean the patient into the KED.



Bring the lower lateral straps (leg straps) on each side of the patient. Do not install
immediately.



Bring the thoracic straps to the front and buckle the centre and lower straps only (do
not tighten immediately). For obvious pregnancies, bring the back folds outwardly in
order not to apply pressure on the abdomen.



Bring the upper thoracic folds under the patient’s armpits using the handles.
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1RESP/TECH. 3
1RESP/TECH. 3 Adult spinal protection (Cont’d))


Tightened the previously buckled straps (for obese individuals, get them to take a
deep breath before tightening)



Pass the leg straps under the patient’s legs outside to inside and buckle each strap
in the same side female buckle (if pelvic or femur trauma is suspected do not install
the lower straps)



Fill the space behind the head and the KED as needed with foam accessories
(provided or improvised)



Attach the frontal and chin straps by bringing each of the upper folds to the head
(while maintaining the head in a neutral position) starting by the forehead and
finishing with the chin.



Adjust all straps from the bottom to the top



Adjust the buckle of the thoracic strap by asking the patient to take a deep breath.



Make sure all straps are properly adjusted.

Comment:
When there is pain or resistance when immobilizing the head, immobilize the patient in the
position he was found.
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1RESP/TECH. 4
1RESP/TECH. 4 Paediatric spinal protection (FR-2, 3)
1. Paediatric mobilization and immobilization (0 to 4 years old) – Baby seat:
If the rigidity of the baby seat has structural damage, the baby must be immobilized on a spinal
immobilization device:
a) Transfer the baby onto the device (if the baby presents instability or if the seat integrity is
damaged)


Take the child out of the car seat by immobilizing the head and torso in one block
(vice).

b) Immobilization in the baby seat (if the baby does not present instability):


Place a cervical collar, if possible, according to the measurement



Maintain the head in a neutral position



Fill all gaps



Attach the torso



Attach the head at the level of the forehead



Solidly attach the baby seat on the stretcher.

Comment:
Avoid provoking respiratory restriction when installing the thoracic straps. If the baby is too
agitated and the intervention is difficult, do not force the immobilization.
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1RESP/TECH4.
1RESP/TECH. 4 Paediatric spinal protection (Cont’d)
2. Installation and removal of the baby in a splint under vacuum
a) Installation of the splint under vacuum:






Cervical protection:
o

Immobilize the head manually in neutral position

o

Measure and install the rigid cervical collar, if possible

Preparation of the splint under vacuum:
o

Spread the splinter of the type “adult leg” and disperse the beads uniformly

o

Place a sterile bed sheet in the splint

o

Install the pump

o

Perform a half vacuum (2 to 3 pumps) and close the valve. Padding can be used
on the immobilization device to fill the empty spaces that can have an incidence
on the stability and the neutrality of the cervical spine (from the shoulders to the
pelvis) in order to avoid cervical flexion.

o

Place the splinter in parallel to the patient and place the larger part at the
patient’s head

Transfer of the baby on the immobilization device
o

The FR maintains the baby’s head with the hands (careful for the fontanelles0

o

The second FR maintains the torso with both hands (careful not to compress the
thorax)

o

In a coordinated manner, the two FR transfer the baby to the Immobilization
device (the person located at the head is the one directing the manoeuvre).



Open the valve



Mold the splint properly around the baby



Attach the splint’s starting by the upper thorax and ending with the feet



Mold the splint to the shoulders and head while maintaining the manual
immobilization of the head. Fold back the splints sides



Vacuum with the pump, the shape of the beads should be visible at the surface of
the splint or the surface should be totally rigid.



Close the valve



Readjust the straps (careful not to hinder the respiration)



Immobilize the head with adhesive tape starting with the forehead and finishing with
the chin.
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1RESP/TECH4.
1RESP/TECH. 4 Paediatric spinal protection (Cont’d)

Contraindications:
A baby measuring more than 48 inches, or 122 cm

Comments:
Use the vacuum splint of the “adult leg” type (measuring about 24 inches wide / 48 inches long
or 61 cm wide by 122 cm long.
Using padding allows maintaining a neutral position for the head and the neck. An anterior
flexing of the head may lead to a respiratory compromise.
Avoid provoking respiratory hindrance when using the thoracic strap
Never move the patient by using the leg splinter under vacuum
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1RESP/TECH4.
1RESP/TECH. 4 Paediatric spinal protection (Cont’d)
3. Paediatric immobilization (1 to 7 years old)
a) Child standing up:


Calmly approach the child



Ask him not to move



Manually immobilize the head into a neutral position



Measure and install a rigid cervical collar (if applicable)



Place the dorsal board vertically and properly against the patient



Lower slowly to the floor the child leaning against the pediatric dorsal board (PediPac type)



Immobilize the child according to step 4.

b) Child lying down (dorsal recumbent):


Calmly approach the child



Ask him not to move



Manually immobilize the head into a neutral position



Measure and install a rigid cervical collar (if applicable)



While maintaining the head aligned properly to the torso, turn the patient to you in
one block



Place the immobilization device (Board or Pedi-Pac) in parallel to the child



The pad must be placed under the torso (from the shoulders to the pelvis) to avoid
the flexion of the cervical spine (if needed)



Return the child to the immobilization device



Immobilize the child according to step 4.

c) Child lying on the floor in another position:


Calmly approach the child



Ask him not to move



Manually immobilize the head into a neutral position



Position appropriately the immobilizing device



Settle the patient in a neutral dorsal recumbent while attempting the align the axis of
the head in neutral position (if applicable)



Measure and install a rigid cervical collar (if applicable)



Immobilize the child according to step 4
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1RESP/TECH4.
1RESP/TECH. 4 Paediatric spinal protection (Cont’d)
d) Child found in a seated position:


Calmly approach the child



Manually immobilize the head into a neutral position



Measure and install a rigid cervical collar (if applicable)



Position the paediatric board next to the patient in order to be able to move him
(Slide or also turn over) ideally on his back.



Mobilize the patient in one lock to recline him onto the paediatric dorsal board



Immobilize the child according to step 4

4. Immobilization of a child on a paediatric spinal board of the Pedi-Pac type
a) Immobilization technique on the paediatric dorsal board


Maintain the child’s head in neutral position



First immobilize the thorax, the pelvis, the lower limbs and then the head with the
straps on the board



Maintain the hands joined together with the straps for that purpose or a triangular
strap



Transport the patient safely on the stretcher

Comments:
The paediatric dorsal board can receive children measuring 71 cm up to 137 cm (28 inches up
to 54 inches) and weighing from 9 to 40 kg (20 to 90 lbs).
The paediatric dorsal board has padding to keep the head and the neck in neutral position.
Make sure the padding is already in place on the paediatric dorsal board of the Pedi-Pac type, if
not apply padding at the time of use.
Avoid provoking respiratory restrictions when placing the immobilization straps
If the child is too agitated and the intervention is difficult to perform, do not force immobilization
When there is pain or resistance to the immobilization of the head, immobilize the patient in the
potion he was found
The use of padding allows keeping a neutral position of the head and the neck. An anterior
flexion of the head can lead to a respiratory compromise.
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1RESP/TECH. 5
1RESP/TECH. 5 Immobilization of the limbs (FR-2, 3)
1. Consider any trauma to a limb as a possible fracture
2. Minimize the movement of the injured part
3. Assess the distal neurovascular functions
4. Maintain the limb in the position found by lifting it at the distal and proximal parts of
the fracture
5. Use a splint to support the limb and maintain in an adequate position
6. Fill the interior of the splint with padding if needed
7. Immobilize the articulation with triangular strips if needed
8. Support the immobilized limb with triangular straps as needed
9. Reassess the distal neurovascular functions

Exceptional situations:


Impossible to immobilize in the position found



Neurovascular compromise

In these situations, attempt to realigned the limb without excessive force (one attempt) in
order to allow immobilization
Reassess the distal neurovascular functions and document
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1RESP/TECH. 6
1RESP/TECH. 6 Transporting an amputated limb (FR-2, 3)
___________________________________________________________________________
Inclusion criteria:
Any amputated limb or part of limb
1. Recover the amputated part
2. Cover the exposed part of the amputated limb with sterile compresses dampened
with NaCl 0.9%
3. Place water with ice in a plastic bag
4. Put damp compresses on the wound of the amputated limb. Then, cover with a good
number of dry compresses and maintain everything with “Kling”
5. Isolate the limb in an impermeable bag
6. Hand the limb to the EMTs specifying the content and the time that passed since the
amputation
7. If the amputation is partial, the amputated part has to be replaced in the normal axis.
Apply a damp dressing and immobilize in an ice bag placed on the sterile dressing.

Comments:
The delay of intervention is very important. It is essential to intervene fast and efficiently.
A tooth should be transported in the patient’s mouth (if his state of consciousness is “A” on the
AVPU scale, or in milk.
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1RESP/TECH. 10
1RESP/TECH. 10 Oxygen and pulse oxymeter (FR- 3 with specific training)
This protocol applies only to the FR 3 services who have an oxymeter and who have received
training on its use.
1. For each of the situations corresponding to the following protocols, administer high
concentration oxygen to the patient:
1RESP/IND. 2*

Cutaneous exposure to toxic substances

1RESP/RES.0
1RESP/RES.1
1RESP/RES. 2

Cardiopulmonary arrest – global intervention
Cardiopulmonary arrest – adult
Paediatric cardiopulmonary arrest (0 to puberty)

1RESP/ENV. 1 *
1RESP/ENV. 2 *
1RESP/ENV.6 *
1RESP/ENV. 7 *

Diving accident
Burns
Hypothermia
Submersion

1RESP/MED.2 *
1RESP/MED.7
1RESP/ENV.17 *

Impaired consciousness. Only P or U
Convulsions during active convulsions
Allergic/Anaphylactic reaction (only during anaphylactic reaction)

1 RESP/OBS.2
1RESP/OBS. 6

Imminent delivery
Prolapse of the cord

1RESP/PED 1 to 5

All paediatric protocols

1RESP1TRAU.1
1RESP/TRAU.2
1RESP/TRAU.5

Adult trauma
Pregnant woman’s trauma
Paediatric trauma

Comments:
For the protocol with an asterisk (star *) measure the oxygen saturation (and take note) before
administering high concentration oxygen
For all other protocols, administer high concentration oxygen immediately and without wasting
the time to first measure the oxygen saturation
2. If the specific protocol requires additional oxygen, proceed as follows for all
situations except in special situations:
If SpO2 ≥ 94%:

Do not administer oxygen, except in case of dyspnea administer oxygen
with nasal cannula at 4 ℓ / min.

If SpO2 < 94%:

Administer oxygen in order to reach saturation between 94% and 96%.
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1RESP/TECH. 10
1RESP/TECH. 10 Oxygen and pulse oxymeter (Cont’d)
3. Special situations
A. Resuscitated patient after a CPA
 State of consciousness A or V: Proceed according to step 2
 State of consciousness P or U (with or without assisted ventilation): Administer
high concentration oxygen
B. COPD patient oxygen dependent
 Maintain the oxygen flow already in place
 If there is a complaint of dyspnea, administer additional oxygen by giving the
lowest possible concentration until the patient is comfortable without
exceeding a saturation of 94%.

Comments:
Other than the patients for whom the oxygen is administered at a high concentration, the FR
grades the oxygen so that its concentration is between 94 and 96%. This means the FR can
decrease the administered FiO2. This is applicable when the FR takes charge of a patient to
whom oxygen was administered by a first intervener and whose saturation exceeds the above
target for his clinical condition.
COPD patients:
For the COPD patient who already receives oxygen at home, exercise special care when
administering oxygen. The lowest concentration possible of oxygen must be administered in
order to reach the targeted saturation.
In some cases, when there is no dyspnea and the targeted saturation is reached or even
exceeded, it is possible to have to stop completely the administration of oxygen for a time.
Other patients:
There are situations where it could be bad to give too much oxygen. These situations are
especially the heart attacks (Infarcts, and angina) and cerebrovascular accidents (CVA).
The heart attacks usually manifests with thoracic pain (1RESP/MED. 10), a respiratory problem
and no thoracic pain (1RESP/MED. 8), sometimes digestive problems (Indigestion, nausea,
vomiting) or a sudden weakness with cold sweats.
Cerebrovascular accidents manifests either by a weakness or a paralysis of one or several
limbs or by a speech difficulty.
In these cases administer sufficient oxygen to get a saturation of at least 94% but it is important
not to go beyond 96%. If the saturation is 99% or 100%, temporarily stop oxygen administration
and wait for the saturation to do down between 94 and 96%. If it goes below 94%, start again
oxygen administration but at a lower flow than the previous administered flow.
It is possible to have to change the high concentration mask for nasal cannula during the
intervention or to adjust the cannula to obtain the desired saturation value.
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1RESP/TECH. 14
1RESP/TECH. 14 Administration of the Glucagon emergency kit (FR-3)
___________________________________________________________________________
Inclusion criteria:
Known capillary glycemia and measured within the last 30 minutes and < 4 mmol / ℓ.
1. Check the content and expiration date on the Glucagon emergency kit (one kit
contains one syringe of diluent and one vial containing the Glucagon powder
medication)
2. Open the Glucagon vial by removing the plastic cap exposing the rubber seal.
3. Clean the rubber seal with an alcohol swab.
4. Remove the protective cap from the syringe’s needle; insert the needle in the centre
of the vial’s rubber seal and inject the diluent into the Glucagon vial by pushing the
plunger (Figure 1).

5. While keeping the needle into the vial, delicately shake the vial until the powder is
completely dissolved and the liquid perfectly clear (Figure 2).
6. Aspirate the necessary quantity of Glucagon into the syringe. CAREFUL, do not pull
back to hard on the plunger to avoid it is pulled out of the syringe (Figure 3).
7. If there is air into the syringe, expel it as follows:
a) Direct the syringe with the needle to the ceiling
b) Hit the syringe’s cylinder with a snap of the finger so that the air bubbles move above the
Glucagon solution
c) Expel the air by pushing slowly on the plunger until a drop of the liquid appears at the tip
of the needle.
8. Clean the skin with alcohol.
9. Inject the solution intramuscularly in the thigh (Figure 4).
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LEXICON

Acute neurological dysfunction:

Recent loss of a function of the nervous system
that may include paralysis, paresis, paresthesia,
aphasia, dysphasia ad dysarthria.

Adipocere:

Transformation of the human body after death into
a grayish-yellow, soft and fatty substance to the
touch (saponifiation) when a cadaver has spent a
long time in humidity.

Advanced putrefaction:

This is the decomposition of the human body
caused by bacteria and involving the presence of
seepage, swelling and brittleness of the tissues,
blackish or bluish tissues, characteristic offensive
odour, and the possible presence of necrophagous
insects. Only one part of the body may be
decomposed in such a manner to meet the
definition.

Agonic respiration:

Involuntary regular or irregular respiration persisting
even in CPA after the presence of reflexes in the
brainstem.

Aphasia:

Absence of speech

Apnea:

Absence of respiration

Arrhythmia;

Heart rhythm problems

Bradycardia:

Heart frequency under 60 / min

Bradypnea:

Respiratory frequency abnormally slow and here
defined as lower than 8 / min for the adult.

Calcination:

State f the human body after death where the
cadaver is totally burnt. The body is unidentified
and the anatomical structures are often
unidentifiable.

Cephalgia:

Headache

Cerebrovascular accident (CVA):

Acute neurological event secondary to an
interruption of the blood flow from a region of the
brain.

Complete sectioning of the body:

Complete or partial section of the torso involving a
break of the vertebral axis.

Cranial saucerisation:

Cerebral matter (brain0 partially or completely out
of the cranium. This supposes the presence of
major lacerations associated to one or several
fracture to the cranium.

Cyanosis:

Bluish coloration of the skin (at the extremities), the
tongue, or the lips, secondary to a lack of oxygen.
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Decapitation:

Complete or partial separation of the head from the
rest of the body involving a break of the vertebral
axis.

Diaphoresis:

Cold profuse perspiration.

Dorsal recumbent:

Position lying on the back.

Dysarthria:

Speech trouble caused by pronunciation difficulty

Dysphasia:

Speech problem consisting in a bad coordination of
the words because of a cerebral lesion.

Electrification:

Electrical incident causing non-mortal wounds

Electrocution:

Electrical accident causing death

Evisceration:

Exit of the abdominal organs by an open wound at
the abdomen.

Disaster:

Major event of which scope exceeds the
capabilities of the resources to manage it as usual.

Hypoglycemia:

Low concentration of blood glucose defined here as
less than 4 mmol / ℓ.

Hypotension:

Systolic blood pressure defined as lower than 100
mmHg for the adult.

Hypoxemia:

Decrease of the partial pressure of oxygen in the
blood.

Hypoxia:

Decrease of the oxygen in the tissues

Ischemia:

Tissue damage secondary to the arrest or decrease
of blood intake in an organ or a tissue.

Lateral recumbent:

Position lying on the side.

Mummification:

Transformation of the human body after death
where the tissues dry without purification. The skin
is fine and brittle, the fat tissues have almost
completely disappeared, and the skin is on the
skeleton, this transformation occurs in a dry
environment.

Palpitations:

Sensation of fast heart pulsations, irregular or of
increased strength.

Paralysis:

Disappearance of the motricity in one or several
muscular groups.

Paresis:

Weakness or one or several muscular groups.

Paresthesia:

Sensation problems
sensations.

Respiratory distress:

Severe respiratory problem involving the significant
use of accessory muscles without need of

manifested

by

abnormal
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immediate assisted ventilation. Absence of
respiratory noises upon auscultation or the
presence of stridor associated to severe respiratory
problem must lead the EMT to consider the
situation as severe and act promptly
Shock:

Hypoperfusion of the tissues secondary to
hypovolaemia, a heart dysfunction or major
infection. The signs and symptoms of the shock are
variable depending on its severity: Tachypnea,
anxiety, tachycardia, hypotension and alteration of
the state of consciousness.

Submersion:

Situation when the airways are under a liquid,
usually water and that potentially leads to
asphyxiation.

Syncope (fainting):

Temporary sudden
consciousness.

Tachycardia:

Heart frequency over 100 / minute.

Tachypnea:

Rapid respiratory frequency defined
respirations / minute or more in the adult.

Suction wound:

Open wound at the thorax that aspirates the
external air during aspiration.

Total compression of the cranium:

Compression so important of the cranium that it
may be difficult to recognize the anatomical
structures of the face and the head.

Viscera:

Internal organs located in one of the main body
cavities.

and

complete

loss

of

at

24
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ABBREVIATIONS
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AED:

Automated External defibrillator

CPA;

Cardiopulmonary arrest

FI:

First Intervener

EMT:

Emergency Medical Technician (Paramedic)

FR

First Responder

HCC:

Health Communication Centre

HSSA:

Health and Social Services Agency

HSSC:

Health and Social Services Centre

NPO:

Nothing by mouth, nil per os

PCA:

Prehospital Clinical Approach

PHES;

Prehospital Emergency Services

PIR

Prehospital Intervention Report
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