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NEEDLE CRICOTHYROIDOTOMY (Skill)  

 OMD Approved Intermediate Skill 

Clinical Indications:  
1. Pediatric and adult medical cases: 

a. Respiratory arrest or impending respiratory failure, especially in the setting of 
upper airway obstruction due to foreign body or infection, and; 
b. Inability to ventilate by any means available. 

2. Trauma: 
a. Advanced airway is required due to: 

1. Respiratory arrest, or; 
2. Inability to maintain airway due to face, neck, or chest trauma, or; 
3. Impending respiratory failure, and; 

b. Inability to ventilate due to obstruction of airway, distortion of area, or inability to 
extend neck in cases of suspected C-spine injury. 

Procedure:  
1.  Palpate the cricothyroid membrane, 

in midline just below the thyroid  
cartilage and above the cricoid cartilage. 

2.  Cleanse the area. 
3.  Insert a 14-gauge catheter midline  

directed at a 45-degree angle towards 
the navel, while aspirating the syringe. 

4.  When trachea is entered, air will be  
aspirated easily. 

5. Attach the appropriate adapter and ventilate using 
the approved high flow set-up. 

6. Assess for adequacy of ventilation.  
Listen for breath sounds and observe 
for chest expansion. 

7.  Despite proper technique, ventilation may still be 
inadequate, especially in an adult. Patient will 
require advanced airway (cricothyrotomy with ET, 
endotracheal intubation, tracheostomy) ASAP. 

8. Evaluate the response in the patient.  Assess 
breath sounds, oxygen saturation, and general 
apprearance of the patient. 

9.  Monitor Capnography (If available),  
Pulse Oximetry, and Cardiac Monitor 

10. Observe closely for signs of complications.   
11. Document time and response on the  

patient care report (PCR).  
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COMPLICATIONS: 
 

1. Bleeding. 
2. Perforation of the esophagus or perforation through the trachea. 
3. Local cellulitis or hematoma. 
4. Subcutaneous or mediastinal emphysema. 
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Needle Chest Decompression (Skill) 

Clinical Indications:  
Patients with hypotension (SBP <90), clinical signs of shock, and at least one of the 
following signs: 

• Jugular vein distention. 
• Tracheal deviation away from the side of the injury (often a late sign). 
• Absent or decreased breath sounds on the affected side. 
• Hyper-resonance to percussion on the affected side. 
• Increased resistance when ventilating a patient. 

 
Or 
 

Patients in traumatic arrest with chest or abdominal trauma for whom resuscitation is 
indicated. These patients may require bilateral chest decompression even in the 
absence of the signs above. 
 

Procedure:  
 
1.  Administer high flow oxygen. 
2.  Identify and prep the site:                 

• Locate the second intercostal space in the mid-clavicular line on the same side 
as the pneumothorax. 

• Prepare the site with providone-iodine ointment or solution. 
[Note: If unable to place anteriorly, lateral placement may be used at the 
fourth ICS midaxillary line.] 

3.        Insert  the 12-14 guage x 2 ½ inch 
catheter into the skin over the third 
rib and direct it just over the top of 
the rib (superior border) into the 
interspace. 

4.        Advance the catheter through the 
parietal pleura until a “pop” is felt 
and air or blood exits under 
pressure through the catheter, 
then advance catheter only to 
chest wall. 

5.  Remove the needle, leaving the plastic catheter in place. 
6.  Secure the catheter hub to the chest wall with dressings and tape. 
7.  Consider placing a finger cut from an exam glove over the catheter hub. Cut a 

small hole in the end of the finger to make a flutter valve. Secure the glove finger 
with tape or a rubber band. (Note – don’t waste much time preparing the flutter 
valve; if necessary control the air flow through the catheter hub with your gloved 
thumb). 
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8. Evaluate the response in the patient.  Assess breath sounds, oxygen saturation, 
and general appearance of the patient. 

9. Monitor Capnography (If applicable), Pulse Oximetry, and Cardiac monitor 
10.  Observe closely for signs of complication.  Document time and response on the 

patient care report (PCR).  
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Patient Restraint (Skill) 

Clinical Indications:  
The use of physical restraint may be needed to protect a patient from hurting 
themselves or others.   

Guideline:  
1. Use the minimum physical restraint required to accomplish necessary patient 

care and ensure safe transportation: 
a. Soft restraints may be sufficient 
b. If law enforcement or additional personnel are needed, call for it prior to 

attempting restraint procedures.  If patient is placed in handcuffs, law 
enforcement official must accompany patient to hospital in ambulance. 

c. Do Not endanger yourself or your crew. 
2.  Avoid placing restraints in such a way to preclude evaluation of the patient’s 

medical status (airway, breathing, and circulation).  Consider whether placement 
of restraints will interfere with necessary patient care activities or cause further 
harm.   

Procedure:  

1. Ensure sufficient personnel are present to control the patient while restraining 
him/her; USE LAW ENFORCEMENT ASSISTANCE WHEN AVAILABLE. 

2. Contact medical control for use of physical restraint. 
3. Place the patient face up on long backboard or stretcher. 
4. Secure all extremities to the backboard or stretcher. 

 Try to restrain lower extremities first, 
 Next, restrain the patient’s arms at his/her side. 

5. If necessary, use cervical spine precautions (CID) to control violent head or body 
movements. 

6. Place padding under patient’s head and wherever else needed to prevent the 
patient from further harming him/herself or restricting circulation. 

7. If patient is placed on a long backboard, secure backboard onto the stretcher for 
transport using additional straps if necessary; remember to secure additional 
straps to the upper part of the stretcher to avoid restricting the wheeled carriage. 

8. Document circulatory states of restrained extremities every 15 minutes 

 Physical restraint MUST be used any time a potentially violent or 
unstable patient (i.e. head injury, altered mental status, or under the 
influence) is transported by air ambulance. 

 



Patient Restraint (Skill) 
 

 Peninsulas EMS Council, Inc.  
14  Skills Patient Care Protocols, 2004 rev 05/06, 8/08 

Documentation Procedure:  
 

1. In what manner was your patient violent?  Record patient’s comments 
verbatim. 

2. Did you feel threatened?  Why? 

3. Were you concerned about your patient’s outcome without emergency 
medical interventions?  Why? 

4. Could you treat your patient appropriately without the use of restraints? 

5. What Law Enforcement Officer was present?  If patient was transported in 
handcuffs, what Officer accompany patient to ER in ambulance?  If not, 
Why?  

6. What online Medical Control Physician provided the order? 

7. Document the frequency of respiratory and mental status change 
assessments.  Constant evaluation of your patient’s airway status is 
extremely important.   

8. What kind of restraints did you use? 

9. Where on your patient were these restraints used?   

 



Peninsulas EMS Council, Inc.  
Patient Care Protocols, 2008 Skills  15  

SURGICAL CRICOTHYROIDOTOMY (Skill)   

 
OMD approved Paramedic Skill Only 

  

Clinical Indications:  
1. Adult medical cases: 

a. Respiratory arrest or impending respiratory failure, especially in the   
setting of upper airway obstruction due to foreign body or infection, and; 

b. Inability to ventilate by any means available. 
2. Trauma: 

a. Advanced airway is required due to: 
1. Respiratory arrest, or; 
2. Inability to maintain airway due to face, neck, or chest trauma, or; 
3. Impending respiratory faiure, and; 

b. Inability to ventilate by mask or intubate trachea whether due to 
obstruction of airway, distortion of area, or inability to extend neck in 
cases of suspected C-spine injury. 

Contraindications:  
• Patients under 12 years of age 

   If using a commercial cricothyroidotomy kit, follow manufacturers 
specifications. 

 Procedure:  
1. Place patient in the supine position  

with the neck in a neutral position.  
Palpate the cricothyroid membrane  
between the thyroid and cricoid  
membranes for orientation.  

2. Cleanse the area.  
3. Stabilize the thyroid cartilage  

with non-dominant hand.  
4. Use cricothyroidotomy  kit or make  

a vertical incision until the membrane is  
exposed. Carry the incision in  
each direction until the total length  
is approximately 1.5 to 2.0 cm.  

• NOTE: hold the scalpel 
between the thumb and index finger so that only the tip of the 
blade can enter the trachea during the initial stab incision.  
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5. Make horizontal incision through the membrane approximately 1 cm. Insert 
the scalpel handle and rotate 90° to the incision, use a curved hemostat, or 
your index finger to open the airway.  

6. Insert an appropriately sized (preferably 5 - 7 mm) cuffed ET tube or 
tracheostomy tube into the airway, directing the tube distally into the trachea. 
ET tube should only be inserted until the bulb passes through the membrane. 

7. Inflate cuff and ventilate the patient.  
8. Observe lung inflations and auscultate chest for adequate ventilation.  
9. Secure tube to prevent inadvertent dislodging.  

10. Document and record responses.  
11. Evaluate the response in the patient. Assess breath sounds, oxygen 

saturation, and general appearance of the patient. 
12. Monitor Capnography (If available), Pulse Oximerty, & Cardiac monitor 
13. Observe closely for signs of complication. Document time and response on 

patient care report (PCR). 
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TASER® DART REMOVAL (Skill) 

Clinical Indications:  
Patients that have been tazed with the darts still remaining embedded in the skin. 

                  

Procedure:  
1. Ensure patient is under control. 
2. Remove Taser® cartridge from gun or cut wires before removing darts.  If darts have 

penetrated the eye, face, neck, breasts (female), axilla or genitals leave inplace and 
transport patient to ER. 

3. Carefully examine, palpate area to determine location and depth. 
4. Use one hand to pull skin around barb taut. 
5. Grasp barb/electrobe shaft with other hand. 
6. Pull straight out with gentle, quick motion. 
7. Dispose of barbs in appropriate sharps container, darts are a sharps hazard – treat as 

contaminated needle. 
8. Apply adhesive bandage over (wound(s). 
9. Tranport patient if barbs cannot be safely removed by this method 

 
 
Burn Hazard 
When a TASER® is used in the presence of pepper spray propellant, there is a burn hazard. 
Electrical arcing from imperfect (but effective) dart contact can ignite the propellant. The 
resulting combustion may not be visible, but can lead to complaints of heat and burning. If a 
patient complains of heat or burning, evaluate for possible minor burns. 
 
Notes: 

1. Most conducted energy device barbs have a small bent hook similar to the barbs in a 
fishhook. 

2. On most occasions, the conducted energy weapon will cauterize the skin at the site 
of penetration.  Bleeding is usually minimal, and the wound will heal eventually. 

3. When grasping barbs, grasp the metal shaft of the electrobe, and not the wires, 
which are fragile and will break easily.  Take care not to grasp any exposed sharp 
ends. 

4. Ensure all darts that have been deployed are accounted for.   




