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DRABCDE 
 
 
 

DANGER 
YOUR SAFETY 

SCENE SAFETY 
CASUALTY 

SAFETY 

AIRWAY WITH        
C-SPINE 

CONTROL 

BREATHING 

CIRCULATION 

DISABILITY 

EXPOSURE AND 
EVALUATION 

Consider resources 
required and any 

specialist protective 
equipment 

LOOK 
LISTEN 
FEEL 

RATE 
RHYTHM 
VOLUME 

PULSE OXIMETRY 

Bleeding 
RATE 

RHYTHM 
VOLUME 

 colour, capillary refill, 
internal bleeding 
blood pressure 

GCS 
PERL 

BLOOD GLUCOSE 
BEFAST 

TEMPERATURE 
CONTROL 

TRANSPORT 
RE-ASSESS 

SITUATION REPORT 
Critical incident declared 
Exact location 
Type of incident 
Hazards present 
Access and egress routes 
Number of, severity & type of 
casualties 
Emergency services on 
scene and further 
requirements 

Positioning, suctioning,  
Airway Adjuncts 

IF ADEQUATE 
Give Oxygen as per 

guidelines 

IF INADEQAUTE 
Provide assisted ventilation 
via BVM with 15 litres/min of 

Oxygen 
 

Check for tracheal deviation, 
wounds or swelling 

 
EXCLUDE: 

Tension pneumothorax, open 
pneumothorax, flail chest 
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ILS algorithm  



4 Singleton Training Services Ltd 2025 FA85 v2.2 

 

 
  



5 Singleton Training Services Ltd 2025 FA85 v2.2 

 

Paediatric assessment triangle 
 

 
 
Appearance 
 

• Tone 

• Interactiveness 

• Consolability 

• Look/gaze 

• Speech/cry 

Work of breathing 
 

• Abnormal airway sounds 

• Abnormal positioning 

• Retractions 

• Flaring 

 
Circulation to skin 
 

• Pallor 

• Mottling 

• Cyanosis 

  

Appearance

Circulation 
to skin

.

Work of 
breathing
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Leadership 
 
This is one of the most important non-technical skills in an emergency. 
 
There are several reasons why a person may take charge: 
 

• Most dominant leader 

• Most experienced person 

• Highest skill set 

• First person on scene 
 
None of these are right or wrong ways to decide who will take charge; as long 
as one person does so. 
 
Teams work best when: 
 

• Everyone knows each other 

• The team understands the importance of what they are doing 

• Team members are permitted to work to their skill set 
 
The team leader should provide guidance, direction and instruction in a 
dynamic situation. They should always lead by example. 
 
In a cardiac situation the following protocols should be implemented: 
 

• Follow current resus guidelines or clearly explain the reason for not 
doing so 

• If unsure immediately seek clarification from a higher authority 

• Use the individual strengths of the team to achieve the best results 

• Allocate roles and tasks throughout the resus attempt 

• Ensure all documentation has been correctly completed 

• Hold a debrief to allow all participants to discuss the event 
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AUTOMATED EXTERNAL DEFIBRILATORS  
 
An automated external defibrillator (AED) is a portable electronic device that 
automatically diagnoses the potentially life-threatening cardiac arrhythmias of 
ventricular fibrillation and ventricular tachycardia in a patient, and is able to 
treat them through defibrillation, the application of electrical therapy which 
stops the arrhythmia, allowing the heart to re-establish an effective rhythm.  
 
BLS & AED CHAIN OF SURVIVAL  
 
Defibrillation is well established as the only effective therapy for cardiac 
arrest. The delay from collapse to delivery of the first shock is the single most 
important determinant of survival. If defibrillation is delivered promptly, 
survival rates as high as 74% have been reported. Effective BLS and AED 
use, as part of the chain of survival, will give the greatest possibility of a 
positive outcome for the patient:  
 

• Early recognition and call for help to prevent cardiac arrest  

• Early CPR to buy time  

• Early defibrillation to restart the heart  

• Post resuscitation care to restore quality of life  
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CAUSES OF CARDIAC ARREST  
 
Common causes of cardiac arrest are:  
 

• External:  suffocation, drowning  

• Airway: choking (tongue, vomit, food), strangulation, hanging, burns, 

anaphylaxis.  

• Breathing: crushing, collapsed lung, chest injury, poisoning, asthma, 

disease or illness.  

• Circulation: heart attack, severe bleeding, heart failure, poisoning.  

• Neurological: stroke, head injury, drug overdose, poisoning, spinal 

injury, electric shock  

Heart attack/heart failure accounts for 82% of all cardiac arrests.  
 

AED RECOGNISED ARRYTHMIAS  
 

An AED will deliver a shock only to a recognised shockable arrhythmia:  
 

• Ventricular Fibrillation (VF)  

• Ventricular Tachycardia (VT)  
 

In each of these two types of shockable cardiac arrhythmia, the heart is 
active, but in a life-threatening, dysfunctional pattern.  
 

Normal Sinus Rhythm (NSR)  
 

NSR represents the normal beating of the heart with the rate between 60 to 
90 beats per minute in adults. An electrocardiograph (ECG) detects and 
displays the heart's electrical output as a pattern. An ECG will show NSR as:  
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Ventricular Fibrillation (VF)  
 

In ventricular fibrillation, the electrical activity of the heart becomes chaotic, 
with uncoordinated contraction of the cardiac muscle of the ventricles, making 
them tremble rather than contract properly. This prevents the ventricle from 
pumping blood. Death may occur in a matter of minutes. This is a shockable 
rhythm. An ECG will show VF as:  
 

 
 

Ventricular Tachycardia (VT)  
 
Ventricular tachycardia (VT) is a tachycardia, or fast heart rhythm that 
originates in one of the ventricles of the heart. The heart beats too fast to 
effectively pump blood. Ultimately, ventricular tachycardia leads to ventricular 
fibrillation and sudden death. The fibrillation in the heart decreases over time 
and will eventually reach asystole. This is a shockable rhythm. An ECG will 
show VT as:  
 

 
 
Asystole  
 
In Asystole, there is no cardiac electrical activity, so no heart contractions, 
cardiac output or blood flow. AEDs are not designed to shock asystole (flat 
line) as this will not have a positive clinical outcome. Survival is dependent on 
a combination of CPR and cardiac stimulant drugs. Out of hospital survival 
rates (even with emergency intervention) are less than 2%. An ECG will show 
Asystole as:  
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EFFECT OF DELAYED TREATMENT  
 
Basic life support will help to maintain a shockable rhythm but is not a 
definitive treatment (the patient is still dying).  
Uncorrected, VT, VF, and Asystole rapidly lead to irreversible brain damage 
and death. After 3 - 5 minutes, irreversible brain/tissue damage may begin to 
occur, and for every minute that a cardiac arrest goes without being 
successfully treated by defibrillation, the chance of survival decreases by 
10%.  
  
MECHANISM OF OPERATION  
 
An AED will automatically diagnose the heart rhythm and determine if a shock 
is needed. AED's have spoken prompts, and visual displays to instruct the 
user.  
 
When turned on or opened, the AED will instruct the user to connect the 
electrodes (pads) to the patient.  
 
Once the pads are attached, everyone should avoid touching the patient to 
avoid false readings by the device. The pads allow the AED to examine the 
electrical output from the heart and determine if the patient is in a shockable 
rhythm. If the device determines that a shock is warranted, it will use the 
battery to charge its internal capacitor in preparation to deliver the shock. This 
system is not only safer (charging only when required), but also allows for a 
faster delivery of the electrical current.  
 
When charged, fully automatic models will administer the shock without the 
user's command. Semi-automatic models instruct the user to ensure no one is 
touching the patient and then to press a button to deliver the shock; human 
intervention is usually required to deliver the shock to the patient in order to 
avoid the possibility of accidental injury to another person (which can result 
from someone touching the patient at the time of the shock). After the shock 
is delivered, the AED will analyse the patient and either instruct CPR to be 
given or administer another shock. In most circumstances, the user cannot 
override a "no shock" advisory by an AED.  
 
Some semi-automatic AEDs have the facility to enable the operator to 
override the device and deliver a shock manually, independently of prompts.  
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MONOPHASIC AND BIPHASIC AED'S 
  
There are 2 types of AED: monophasic and biphasic.  
Whilst the distribution of the shock is different, the method of use is the same.  
 
Monophasic  
 
The first commercially available AEDs were all of a monophasic type. A 
monophasic AED delivered an electrical current through the heart in one 
single direction from one electrode pad to the other, which gave a high-
energy shock, up to 360 - 400 joules depending on the model. This caused 
increased cardiac injury and in some cases second and third-degree burns 
around the shock pad sites.  
 
Biphasic  
 
Since 2005, most AED's use biphasic algorithms which give two sequential 
lower-energy shocks of 120 - 200 joules, with each shock moving in an 
opposite polarity between the pads. This two-shock cycle is completed in 
approximately 10 milliseconds. This lower-energy waveform has proven more 
effective in clinical tests, as well as offering a reduced rate of complications 
and reduced recovery time.  
 
As biphasic defibrillation significantly decreases the energy level necessary 
for successful defibrillation, this decreases the risk of burns and myocardial 
damage.  
The AED itself can also be smaller in size and lighter. Ventricular fibrillation 
(VF) can be returned to normal sinus rhythm in 60% of cardiac arrest patients 
treated with a single shock from a monophasic AED, whereas most biphasic 
AED's have a first shock success rate of greater than 90%.  
 
PLACEMENT OF AED PADS  
 
Electrode pads have an expiration date, and it is important to ensure that the 
pads are in date. This is usually marked on the outside of the pads. Place one 
AED pad to the right of the sternum below the clavicle.  
Place the other pad on the left side below the armpit. It is important that this 
pad is placed sufficiently laterally (on the side of the body) to allow the electric 
current to pass through the heart, and that it is clear of any breast tissue. 
Although most AED pads carry a picture of their correct placement, it does 
not matter if their positions are reversed.  
The patient's chest must be sufficiently exposed to enable correct pad 
placement. Excessive chest hair will prevent the pads adhering to the skin 
and will interfere with electrical contact. Shave the chest only if the hair is 



12 Singleton Training Services Ltd 2025 FA85 v2.2 

 

excessive, and even then, spend as little time as possible on this. Do not 
delay defibrillation if a razor is not immediately available.  
 
GUIDELINES FOR AED USE  
 

• Provide normal BLS until the AED is immediately available. Do not give 
a specified period of CPR, as a routine before rhythm analysis and 
shock delivery.  

• Switch on the AED: follow the voice/visual prompts.  

• Do not interrupt CPR while the pads are being applied.  

• Follow the AED voice/visual prompts.  

• When two first aiders are present, the person operating the AED applies 
the electrodes while the other continues CPR. The AED operator 
delivers a shock as soon as the shock is advised, ensuring that no one 
is in contact with the patient.  

• Stop CPR only when it is necessary for the AED to analyse the rhythm 
and deliver a shock. Do not discontinue CPR unless the patient starts to 
show signs of regaining consciousness, such as coughing, opening 
their eyes, speaking, or moving purposefully and they start to breathe 
normally.  

 
AED USE FOR CHILDREN  
 
Cardiac arrests can occur in children, most commonly due to:  
 

• Airway and breathing problems  

• Traumatic injuries or accidents, including motor vehicle collision, 
drowning, electrocution, poisoning or sudden infant death syndrome  

• A hard blow to the chest  

• Congenital heart disease  
 
Some AEDs have a paediatric dose-attenuator fitted, which lowers the 
electrical energy output, to allow use on children aged 1 - 8 years. Paediatric 
sized electrode pads are also available.  
 
If you do not have paediatric pads for a child, you can use adult pads (do not 
cut them in half), but you can't use paediatric pads on an adult since they will 
not deliver enough energy.  
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AED paediatric electrodes 
 

If the 1st aider provides CPR to a child in cardiac arrest and does not have an 
AED with paediatric pads, the EMT should use a standard AED. For infants 
(<1 year of age), a manual defibrillator is preferred. If a manual defibrillator is 
not available, an AED with paediatric dose attenuation is desirable. If neither 
is available, an AED without a dose attenuator may be used.  
 

 
 

On a child, make sure pads are not touching. If the pads risk touching each 
other on a child, place one in the middle of the chest and the other pad on the 
child's back (between the shoulder blades). The reason for anterior and 
posterior placement is to allow the pads to shock the heart without the pads 
touching. The surface area of a child's chest is not usually large enough to 
allow adult pad placement.  
 
In summary, adult AEDs may be used in all infants and children if there is no 
child-specific alternative.  
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EVENT RECORDING  
 
Many AED units have an 'event memory' which store the ECG of the patient 
along with details of the time the unit was activated, and the number and 
strength of any shocks delivered. This recorded data can be downloaded to a 
computer so that the cardiac unit or coroner is able to see the effectiveness of 
CPR and defibrillation.  
Some AED units even provide feedback on the quality of the compressions 
provided by the rescuer.  
 
DEFIBRILLATION ON WET OR METAL SURFACES  
 
Wet and metal surfaces pose no shock hazard to either the patient or rescuer. 
When a patient is externally defibrillated, the current that travels between the 
pads will always seek the path of least resistance. Some of this current will 
pass over the surface of the patient's skin, and if the patient is resting on an 
electrically insulating surface, all defibrillation energy is kept within the patient. 
If the user does not touch the patient during the discharge, there is no danger 
of them receiving a shock, as there is not a current path that would cause the 
user to experience a shock.  
 
However, if the patient is resting on an electrically conductive material, such 
as a wet or metal surface, some of this energy may pass outside the patient 
during delivery of defibrillation. Historically, patients have been defibrillated 
without harm on both insulating and conductive surfaces. For example, dry 
flooring (such as wood) does not conduct stray currents, hence inducing no 
potential gradient around the patient. At the other extreme, patients on metal 
surfaces (such as the floor of a helicopter) or on wet surfaces are also 
defibrillated safely, as the electricity is completely conducted through the 
metal and away from any bystanders.  
 
It is therefore safe to defibrillate a patient on a wet or metal surface, (patients 
should be removed from water that is deep enough to touch the lateral pad), if 
the appropriate safety precautions are taken. Specifically, care should be 
taken to ensure that no one touches the patient when the shock button is 
pressed.  
 
DEFIBRILLATION AND SUPPLEMENTAL OXYGEN  
 
There are no reports of fires caused by sparking where defibrillation was 
delivered using adhesive pads. If supplemental oxygen is being delivered by 
a face mask, remove the face mask and place it at least one metre away 
before delivering a shock.  
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AED SAFETY PRECAUTIONS  
 

• Use an AED in accordance with the manufacturer’s recommendations.  

• You don't have to remove body piercings/jewellery; just don't put the 
pads over metallic body piercings/ jewellery.  

• Defibrillation does not transfer any significant electrical current to a 
foetus, so it is safe to use on a pregnant woman.  

• Cut through and remove an underwire bra before defibrillating.  

• It is possible to receive a mild shock if an implantable ICD delivers a 
shock to the person during CPR. The risk to responders is minimal 
because the amount of electrical energy involved is low.  

• Do not touch the patient while the AED is analysing, it can affect 
analysis.  

• Before shocking a patient with an AED, make sure that no one is 
touching or is in contact with the patient or any resuscitation equipment.  

• Do not touch the patient while the AED is defibrillating, someone may 
be shocked.  

• Do not defibrillate in the presence of flammable gases.  

• Do not use an AED in a moving vehicle; the analysis can be affected by 
movement.  

• Do not use an AED on a patient wearing a GTN patch or another patch 
on the chest. With a gloved hand, remove any patches from the chest 
before attaching the device.  

• Do not place AED pads directly on top of medication patches. (If your 
hand is not gloved you can get a dose of the medication. Do not try to 
determine if the patch is a quit smoking patch or a medication patch, 
just peel it off.)  

• Do not use out of date AED pads.  

• Do not use a mobile phone or radio within 6 feet of an AED, as signals 
can disrupt analysis. (Remember to check if a security guard might be 
talking on their radio.)  

• Remove the patient from water (e.g., swimming pool) before 
defibrillation.  

• If an implant device (internal pacemaker) is present, do (this can be 
seen as a raised area on the chest, usually with a scar across it), do not 
place pads over the device: the pads need to be at least 3cm away 
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Pacemakers & patches  
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Suction 
 

• No longer than 15 seconds at a time 

• No deeper than you can see 

• Keep suctioning whilst you withdraw the suction catheter to prevent 
spillage 

• Keep the canister in case the Paramedics require to see the contents 

• Wash and disinfect the pump and replace the cannister 
 

 
 

Magils 
 

• No deeper than you can see 
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Oropharyngeal Airway (OPA, Guedel Airway or J-Tube)  
 
An Oropharyngeal airway (OPA) is a curved piece of plastic inserted over the 
tongue that creates an air passageway between the mouth and the posterior 
pharyngeal wall. The airway prevents the tongue from (either partially or 
completely) obstructing the airway in an unconscious patient.  
 
Oropharyngeal airways are usually indicated for unconscious patients 
because there is a high probability that the device would stimulate a 
conscious or semi­conscious patient's gag reflex. This could cause the patient 
to vomit and potentially lead to an obstructed airway.  
 
The correct size OPA is chosen by measuring against the patient's head (the 
flange is aligned with the centre of the lips and the tip to the angle of the jaw). 
The airway is then inserted into the patient's mouth upside down. Once 
contact is made with the back of the throat the airway is rotated 180 degrees. 
In children, the airway is inserted right side up (to avoid trauma to the soft 
tissues).  
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Nasopharyngeal Airway  
 
The nasopharyngeal airway is a curved, flexible tube designed to be inserted 
in the right nostril and fed down towards the back of the throat. 
 
The sizes are measured in mm according to the diameter. 
 
Sizing guide: 
 
6.0 Child 
7.0 Female 
8.0 Male 
9.0 Large male  
 
Sizing should be the largest NP that can be used without causing damage. 
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i-Gel 

 
The i-gel is a supraglottic airway designed for ease of application in a CPR 
situation. 
 
They are anatomically designed to close of the oesophagus thus preventing 
reflux whilst maintaining an opening to the trachea. 
 
Sizing is based on casualty weight which is printed on the i-gel. 
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Bag-Valve-Mask (BVM) 
 
Airway management using a BVM allows for oxygenation and ventilation of 
patients until a more definitive airway can be established, and in cases where 
endotracheal intubation or other definitive control of the airway is not possible.  
 
The masks come in many sizes, including new-born, infant, child, and adult 
(small, medium, and large). Bags for BVM ventilation also come in different 
types. Newer bags are equipped with a pressure valve. Some bags have one-
way expiratory valves to prevent the entry of room air; these allow for delivery 
of greater than 90% Oxygen to ventilated and spontaneously breathing 
patients.  
 

 
 
 

In order to be effective, a bag valve mask must deliver between 500 and 800 
ml of air to an adult patient's lungs, but if Oxygen is provided through the 
tubing and if the patient's chest rises with each inhalation 400 ml may still be 
adequate.  
 
Squeezing the bag once every 5 seconds for an adult or once every 3 
seconds for an infant or child provides an adequate respiratory rate (12 
respirations per minute in an adult and 20 per minute in a child or infant). 
BVM ventilation requires that the mask portion of the BVM is properly sealed 
around the patient's face otherwise, air pressure is lost.  
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ANAPHYLACTIC SHOCK EMERGENCIES  
 
The signs and symptoms associated with anaphylactic shock include:  
 

• Weak tachycardia  

• Swelling of the face and possibly the tongue  

• Urticarial rash  

• Dyspnoea (air hunger)  

• Pale, cold and clammy skin  

• Possible cyanosis  

• Weakness, dizziness, nausea, vomiting  

• Thirst and dry mouth  

• Altered level of consciousness  

• Gastrointestinal upset  
 

Management of Anaphylactic Shock  
 

• Ensure ABC and ventilate if necessary  

• Administer oxygen via a non-rebreathing mask  

• Lay the patient down flat with legs raised  

• Loosen tight or restrictive clothing  

• Get any history of previous anaphylactic reactions  

• Monitor and record vital signs  

• Use the auto injector (epi-pen or similar) 

• Transport to hospital urgently  
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Table 1 – HIGH levels of supplemental Oxygen for adults with critical Illnesses 
 

Target saturation 
94-98% 

Administer the initial Oxygen dose until the vital signs are normal, then, 
reduce Oxygen dose and aim for target saturation of 94-98% as per the 
table below  

Condition Initial Dose Method of administration 

Cardiac arrest or resuscitation 

• Basic life support 

• Advanced life support 

• Foreign body airway 
obstruction 

• Traumatic cardiac arrest 

• Maternal resuscitation 
Carbon Monoxide poisoning 

Maximum dose until vital signs are 
normal 

Bag-valve mask 

Major trauma 

• Abdominal trauma 

• Burns and scalds 

• Electrocution 

• Head trauma 

• Limb trauma 

• Neck and spinal trauma 

• Pelvic trauma 

• Immersion incident 

• Thoracic trauma 

• Trauma in pregnancy 
Anaphylaxis 
Major pulmonary haemorrhage 
Sepsis 
Shock 

15 litres/min Reservoir mask 
(non-rebreather) 

Active convulsion 
Hypothermia 

15 litres/min until reliable SpO2 
readings can be obtained and then 

adjust Oxygen flow to achieve 
target saturation of 94-98% 

Reservoir mask 
(non-rebreather) 

 
Table 2 – MODERATE levels of supplemental Oxygen for adults with SERIOUS Illness if the patient is hypoxemic 
 

Target saturation 
94-98% 

Administer the initial Oxygen dose until reliable SpO2 readings can be 
obtained and then adjust Oxygen flow to achieve target saturation of 94-
98% as per the table below  

Condition Initial Dose Method of administration 

Acute hypoxaemia or clinically 
centrally cyanosed 
Deterioration of lung fibrosis or 
another interstitial lung disease 

 
SpO2 <85% 

10-15 litres/min 

 
Reservoir mask 
(non-rebreather) 

• Acute hypoxaemia or 
clinically centrally 
cyanosed 

• Deterioration of lung 
fibrosis or another 
interstitial lung disease 

• Acute asthma 

• Acute heart failure 

• Pneumonia 

• Lung cancer 

• Postoperative 
breathlessness 

• Pulmonary embolism 

• Pleural effusions 

• Pneumothorax 

• Severe anaemia 

• Sickle cell crisis 

 
SpO2 ≥85-94% 
2-6 litres/min 

 

 
Nasal cannula 

 
SpO2 ≥85-94% 
5-10 litres/min 

 

 
Simple face mask 
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Table 3 – NO supplemental Oxygen required for adults with these conditions unless the patient is or becomes hypoxemic  
 

Target saturation 
94-98% 

Administer the initial Oxygen dose until the vital signs are normal, then, 
reduce Oxygen dose and aim for target saturation of 94-98% as per the 
table below  

Condition Initial Dose Method of administration 

• Myocardial Infarction and 
acute coronary 
syndromes 

• Stroke 

• Cardiac rhythm 
disturbance 

• Non-traumatic chest 
pain/discomfort 

• Implantable 
cardioverter/defibrillator 
firing 

• Pregnancy emergencies 

• Birth imminent 

• Vaginal bleeding 

• Abdominal pain 

• Headache 

• Hyperventilation or 
dysfunctional breathing 

• Most poisoning or drugs 
overdose 

• Metabolic and renal 
disorders 

• Acute and sub-acute 
neurological and 
muscular disorders 
producing muscle 
weakness 

• Post convulsion 

• Gastrointestinal bleeds 

• Glycaemic emergencies 

• Heat exhaustion/heat 
stroke 

 
SpO2 <85% 

10-15 litres/min 
 

 
Reservoir mask 
(non-rebreather) 

 
SpO2 ≥85-94% 
2-6 litres/min 

 

 
Nasal cannula 

 
SpO2 ≥85-94% 
5-10 litres/min 

 

 
Simple face mask 

Special cases – Paraquat poisoning Patients with Paraquat poisoning may be harmed by supplemental 
Oxygen, so avoid Oxygen unless the patient is hypoxemic. Target 

saturation 88-92% 

 
Table 4 – LOW dose of supplemental Oxygen for adults with COPD 
 

Target saturation 
88-92% 

Administer the initial Oxygen dose until reliable SpO2 readings can be 
obtained and then adjust Oxygen flow to achieve target saturation of 88-
92% or pre-specified range detailed in the patient’s alert card, as per the 
table below 

 

Condition Initial Dose Method of administration 

Chronic Obstructive Pulmonary 
Disease (COPD) 
Exacerbation of cystic fibrosis 

4 litres/min 28% Venturi mask or patients own 
mask 

NOTE – If respiratory rate is >30 breaths/min using Venturi mask, set flow 
rate to 50% above the minimum specified for the mask 

Chronic neuromuscular disorders 
Chest wall disorders 
Morbid obesity 

4 litres/min 28% Venturi mask or patients own 
mask 

NOTE – If the Oxygen saturation 
remains below 88%, change to a 
simple face mask 

5-10 litres/min 
 

Simple face mask 

NOTE – Critical illness AND COPD 
or other risk factors for hypercapnia 

If a patient with COPD or other risk factors for hypercapnia sustain or 
develop critical illness/injury. Ensure the same target saturations as 

indicated in TABLE 1 – CRITICAL ILLNESS 
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  15l/min Oxygen via BVM  

until vital signs are normal 

Target saturation 94-98% 

Is the patient in CARDIAC 

and/or RESPIRATORY 

ARREST or in the need of 

VENTILATORY 

SUPPORT? 

Do you know or suspect 

CARBON MONOXIDE 

POISONING? 

Is the patient 

CRITICALLY ILL Refer 

to table 1 

Does the patient have 

COPD or other illness 

requiring low dose Oxygen 

Refer to table 4 

Do you know or suspect 

PARAQUAT 

POISONING? 

Is the patient SERIOUSLY 

ILL requiring 

MODERATE DOSE 

Oxygen Refer to table 2 

Other conditions not 

requiring Oxygen unless 

HYPOXAEMIC Refer to 

table 3 

15l/min Oxygen via a reservoir mask 

15l/min Oxygen via reservoir mask  

Until vital signs are normal 

Target saturation 94-98% 

 

If SpO2 drops below 94% increase 

Oxygen to maintain saturation 94-98% 

 

4l/min Oxygen via Venturi mask 

Target saturation 88-92% 

 

If SpO2 drops below 88% increase 

Oxygen to maintain saturation 88-92% 

SpO2 <85% 15l/min Oxygen via a 

reservoir mask to maintain saturation 

94-98% 

 

If SpO2 falls below <85% give Oxygen 

to maintain saturation 94-98% 

 

SpO2 <85% 15l/min Oxygen via a reservoir mask 

SpO2 ≥85% - 93% 5 – 10l/min Oxygen via a 

simple mask Target saturation 94-98% 

 

 
If SpO2 drops below 94% increase 

Oxygen to maintain saturation 94-98% 

 

SpO2 <85% 15l/min Oxygen via a reservoir mask 

SpO2 ≥85% - 93% 5 – 10l/min Oxygen via a 

simple mask Target saturation 94-98% 

 

If SpO2 drops below 94% increase 

Oxygen to maintain saturation 94-98% 

 

YES 

YES 

Is SpO2 

≥94% 

and are 

the vital 

signs 

normal 

YES 

NO 

YES 

YE

S 

Is SpO2 

≥88%  

NO 

YES 

Is SpO2 

≥85%  

NO 

YES 

YE

S 

YE

S 
Is SpO2 

≥94%  

YES 

NO 

Is SpO2 

≥94%  

NO 

YES 
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Glasgow Coma Scale 
 

 
 
Disability – A neurological deficit 
 
Check for brain injury: 
 

Pupils 
Equal 
Reactive 
Light 
 
Check for stroke: 
 

Balance 
Eyes 
Face 
Arms 
Speech 
Time to call an ambulance 
 
BP - Blood pressure (good reading 120/70) 
BM - Blood glucose check (normal 4.0 – 8.0) 
TEMP – 36C – 37C 
SPO2 – 94% – 98% 
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National Early Warning Score 2 
 
Six simple physiological parameters form the basis of the scoring system: 
 

1. Respiratory rate 
2. Oxygen saturations 
3. Temperature 
4. Systolic blood pressure 
5. Pulse rate 
6. Level of consciousness 

 
A score is allocated to each as they are measured, the magnitude of the score 
reflecting how extreme the parameter varies from the norm. This score is then 
aggregated and uplifted for people requiring Oxygen. It is important to 
emphasise that these parameters are already routinely measured in hospitals 
and recorded on the clinical chart. 
 
 
 



28 Singleton Training Services Ltd 2025 FA85 v2.2 

 

Naloxone Hydrochloride (Prenoxad) 
 
Naloxone is an opioid antagonist medication used to block or reverse the 
effects of opioid drugs, particularly within the setting of drug overdoses which 
are rapidly becoming a leading cause of death worldwide.  
 
The standard does is 0.4ml from the pre-loaded syringe. There are 5 doses in 
each syringe. Repeat doses can be given every 2-3 minutes if the casualty 
does not recover or shows signs of deterioration. 
 
It is injected into the casualty’s outer thigh or upper arm. 
 
Signs of opioid overdose: 
 

• Pinpoint pupils 

• Unconsciousness 

• Respiratory depression 
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Choking 
 

SEQUENCE  Technical description  

ENCOURAGE TO 
COUGH  

Instruct victim to cough  
   

GIVE BACK 
BLOWS 

If cough becomes ineffective give up to 5 back blows  

• Stand to the side and slightly behind the victim 

• Support the chest with one hand and lean the victim forwards so that 
when the obstructing object is dislodged it comes out of the mouth 
rather than goes further down the airway 

• Give five sharp blows between the shoulder blades with the heel of 
your other hand 

GIVE ABDOMINAL 
THRUSTS 

If back blows are ineffective give up to 5 abdominal thrusts  

• Stand behind the victim and put both arms round the upper part of 
the abdomen 

• Lean the victim forwards 

• Clench your fist and place it below the sternum 

• Grasp this hand with your other hand and pull sharply inwards and 
upwards 

• Repeat up to five times 

• If the obstruction is still not relieved, continue alternating five back 
blows with five abdominal thrusts 
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RECOVERY POSITION 
 

If casualty has difficulty breathing at initial ABC check and 
airway adjuncts have not worked, turn into recovery position, 
regardless of other injuries. 
 
If the casualty has no serious injuries after top to toe, turn 
into recovery position. 
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Patient handover internal – SBAR 
 

Situation 
 

• Introduce yourself 

• Identify the patient 

• State what the current problem is 
 

Background 
 

• Information about the patient 

• Reason for calling EMS 

• Relevant past medical history 
 

Assessment 
 

• Specific observations 

• Airway 

• Breathing 

• Circulation 

• Disability 

• Exposure 

• NEWS2 score 
 

Recommendation 
 

• State what you want the emergency services to do 

• State when you want it done 
 

Patient handover to emergency services – IMIST 
 

I - Identification of patient  
M - Mechanism of injury or medical complaint  
I - Injuries or Information related to complaint  
S - Signs and Symptoms  
T - Treatment and Trends  

 

Information that may be required before patient is taken - AMBO 
 
A - Allergies  
M - Medication  
B - Background  
O - Other information 
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Other courses we offer include: 
 

Basic Food Hygiene 
 

Food Hygiene Plus 
 

Intermediate Food Hygiene 
 

Advanced Food Hygiene 
 

Emergency First Aid at Work 
 

First Aid at Work 
 

Basic Health & Safety 
 

Intermediate Health & Safety 
 

COSHH 
 

Manual Handling 
 

Risk Assessment 
 

Understanding Strokes & Diabetes 

 
For details of our quality assurance, please visit our web site: 

 

http://www.singleton-associates.org/services/quality-assurance/ 

 
The Training Hub, Unit 14, Deacon Rd Business Park, Lincoln. LN2 4JB 

 


