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a patient with a nontraumatic injury, the provider places 
his or her hand on the patient’s forehead and the fingers 
of the other hand underneath the chin. Placing slight 
pressure on the hand and the fingers, the provider pushes 
the patient’s head back to open the airway (fig. 26–1a). 

If the patient may be suffering from a neck injury, the 
provider uses the jaw-thrust method of opening the 
airway. This time, the provider places his or her hands on 
each side of the patient’s head, places the fingers along 
the jaw bone, and pushes the jaw open, which in turn 
opens the airway (see fig. 26–1b). If unsuccessful, revert 
to the head-tilt, chin-lift method previously described. 
Opening the airway is more important than the poten-
tial risk of a spinal injury. 

Once an airway is established, it is necessary to ensure that 
the patient is breathing. One way to check for breathing 
is for the provider to place his or her ear near the patient’s 
mouth and look, listen, and feel. The provider looks for 
chest rise and fall, listens for the breaths coming from 
the patient’s mouth, and feels for the breath on their ear. 
If the patient is not breathing , the provider should be 
prepared to conduct rescue breathing. 

Once the airway and breathing are completed, the 
provider should check for circulation. For an unconscious 
patient, the provider can check for a pulse by placing his 
or her index and middle finger on the patient’s carotid 
artery in the neck. This can be done while looking , 
listening , and feeling for a breath (fig. 26–2). 

For conscious adult patients, the radial pulse in the wrist 
is most often used to determine circulation. The brachial 
artery in the upper arm is used for infants younger than 
one year old. In addition to checking for breaths and 
circulation, knowledge of the rate of breathing and pulse 
rates can help the first responder determine treatment 
options. The Maryland Medical Protocol lists some 
average heart and respirations rates (table 26–1). 

Once the patient’s ABCs have been established, the 
provider should conduct a rapid primary patient assess-
ment. This includes checking the patient beginning 
with the head and neck, moving all the way down to the 
bottoms of the feet and toes, and checking the patient 
for any major bleeding and/or deformities; generally 
only stop the assessment to deal with any major bleeding , 
which is covered in depth later in the chapter. 

Fig. 26 –1a. The provider places his or her hand on the 

patient’s forehead and the fingers of the other hand 

underneath the chin. 

Fig. 26 –1b. The provider places his or her hands on each 

side of the patient’s head, places the fingers along the jaw 

bone, and pushes the jaw open. 

Fig. 26 –2. The provider is looking, listening, and feeling 

for a breath. 
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TRANSFER OF PATIENT CARE 
As a firefighter on an EMS call, one of your main jobs is 
to stabilize the patient until the arrival of personnel with a 
higher level of EMS training. A proper assessment is started 
when the call is dispatched, and evaluation of the scene 
and the patient begin on arrival. When the emergency 
medical technician and/or paramedics arrive on the scene, 
it may be your responsibility to advise them of pertinent 
information. Sometimes this is relayed via radio prior to 
their arrival. 

Information about the current condition of the patient 
can help incoming EMS providers prepare their action 
plan to assist the patient. It prompts them to consider 
what equipment they need upon their arrival, particu-
larly if it’s different from what the initial dispatch infor-
mation provided. When they arrive be prepared to give 
them a brief report of what you saw when you arrived, 
what actions you took, and any history of the patient you 
obtained (e.g., the patient advised that he took a nitro 
tablet, a common medication for heart patients, 5 minutes 
before you arrived). 

Sometimes, the EMS providers request assistance in 
getting a patient loaded onto the transport unit. Every 
firefighter should become familiar with their local EMS 
providers and their equipment, how to take the stretcher 
out of the ambulance, and how to put it back in with a 
patient on it. Often a wheeled chair device (i.e., stair chair) 
is used to bring patients down stairs where a stretcher 
cannot fit. There are also several devices used to immobilize 
patients after a motor vehicle crash. The Kendrick Extrica-
tion Device (KED®) is commonly used. Providers should 
be familiar with the type(s) of devices used in their local 
jurisdictions. If used improperly the specialized equipment 
used by EMS providers can cause injuries; therefore, it is 
vital to become familiar with them (fig. 26–9). 

Fig. 26 –9. A wheeled chair device, or stair chair 

Remember, it is not one person’s job or one individual 
crew’s responsibility to provide care. As a firefighter on 
an EMS call, you are part of a system designed to bring 
the best possible outcome to a person in need. The transi-
tion of care is a vital link in the EMS system. Your work 
is not necessarily over when the EMS crew arrives. Ask 
them if they have any questions or if they need anything 
before you leave the scene. 




