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Who I am

• Kevin Grange

• Firefighter Paramedic

• Jackson Hole, Wyoming 

• Author



Strive to be an expert learner…

Not the expert!



The tribe! 



2 Truths and a Lie

• Icebreaker Game at 
Parties

• 2 Facts

• 1 Believable lie, or myth

• Wilderness Medicine: 
Lessons learned 



Protocols are in black and white, but the job is a hazy 
shade of GREY



2 Truths and a Lie: 
Allergic Reactions

• Wheezes are 
narrowing/spasm of bronchus, 
heard primarily on expiration

• Adult dose for an anaphalactic
reaction is 0.3mg Epi 1:1

• Prehospital providers are very 
good at administering 
Epinephrine in critical patients



True: Wheezes are 
narrowing/spasm 

of bronchus, 
heard primarily on 

expiration



True: Adult dose for an anaphalactic reaction is 0.3mg Epi 1:1



Myth: Prehospital 
providers are very good 
at administering 
Epinephrine in 
anaphalactic reactions



Only 15% 
given Epi! 



Pediatrics
• Only 36% given Epi by EMS

• 14% in British Study

• 69% given Epi by school nurses





Paralysis by 
analysis



2 organ 
systems 

= Give Epi!

• Low BP

• Oral / Throat

• Shortness of 
breath 

• Skin rash or 
hives

• Vomiting



Additional information

• Rash/hives absent or delayed in 14% of 
cases

• Allergen not always present

• Benadryl and steroids have delayed onset

• Sxs can be delayed (ingestion vs. sting)

• Pts can become critical in seconds

• Pts often don’t use home epipens

• Only Epi treats acute phase

• Error of omission vs. commission

• IV Epi causes problems!



IF you’re thinking about 
giving Epi…Give Epi 



What if Patient didn’t 
need it????



Emergency Reflex 
Action Drills by 
Mike Lauria

• Anaphalaxis

• Major Trauma

• First two minutes 
Cardiac Arrest

• 2 IV attempts then 
drill (IO)



2 Truths and a Lie: 
Stop the bleed

• Once a tourniquet is applied, it 
should never be removed, except 
by a surgeon.

• You should obliterate the distal 
pulse when you apply a tourniquet

• The neck, armpits, inguinal/groin 
areas are junction bleeding sites



2 Truths

• Obliterate distal pulse when TQ is applied

• Junctional sites
• Pack the wound

• Apply pressure for 3 minutes

• Pressure dressing (confirm presence of pulse)



Myth: Once a tourniquet is applied, it should never be removed, except by a surgeon.



Prehospital Medicine: a 
profession of pendulums



2 Bags of 
Normal 
Saline Wide 
Open

Permissive hypotension 
(titrate to mental status 
or SBP >90)





Backboard everybody…
Don’t backboard anybody!



Backboards still 
have a place… 
Critical trauma 
with ALOC



Everything 
takes longer 

than you 
expect



Tourniquets 
are being 
applied! 

• By law enforcement

• By off-duty EMS

• By bystanders

• Lots of 
improvised 
tourniquet 
use



Tourniquets

• Arterial bleeds

• 2-3” inches above the 
wound

• Not over a joint

• In tactical situation = 
over clothes, high & 
tight

• Obliterate distal pulse

• Remove within in 6 
hours



Tourniquets: 
Adverse Effects

• Painful

• Reperfusion injury

• Nerve damage



Beware of Rescue Collapse

• Hypothermia (Afterdrop phenomenon)

• Crush Injury (Reperfusion syndrome)

• Releasing tourniquets (Reperfusion syndrome)

• Irritable myocardium

• Search & Rescue Patients



Improvised 
tourniquets

As a last 
resort! 

Cause nerve 
damage

Belts Climbing rope

Surfboard 
leash

Ideally: 2” 
inches or 

wider



TQs may not 
be needed! 



New Recommendations

• Check the TQ

• If bleeding controlled = pack wound and pressure 
dressing (confirm pulse)

• Especially with delayed transport

SAR Teams & Ski Patrol 

• 6 hours to save a limb

• 50% less time in the setting of shock



2 Truths and a Lie: 
Opioid Overdoses

• Constricted pupils and 
ineffective respirations are 
signs of an opioid OD

• OD patients are frequently 
combative following Narcan 
administration

• Emerging groups of 
synthetic opioids may be 
more potent than fentanyl



The Opioid 
Dilemma

• Go light on Narcan because patient could 
be combative

vs

• Go heavy on Narcan because synthetic 
opioids might multiple and bigger doses 



Two Truths: 
* Constricted pupils and ineffective respirations are signs of an opioid OD

* New synthetic opioids may be more potent than fentanyl

Sternal rub = pupil check = NPA





The Science



Evidenced-
based 

approach

• Ryan Marino, MD, 
and Jeremiah 
Escajeda, MD

Only 2 cases in 1992 
(not substance users)

Not reproucible over 
subsequent decades

Assault with ALOC 
always posible

No causation with 
narcan 

Less than 3% rate of 
behavior disturbance



Forget Narcan. Can’t we just support 
with BVM? 



500ml
a most dangerous tool







• In a case with a mass 
exsanguination, your patient 
assessment algorithm should be 
XABC 

• If a carotid pulse is palpable then 
the systolic blood pressure is 60-70 
mm Hg; if both the carotid and 
femoral pulses are palpable then 
the SBP is 70-80 mm Hg; and if the 
radial pulse is also palpable then the 
SBP is >80 mm Hg.

• During a lightning strike MCI, we 
should practice “reverse triage” and 
focus on those patients who appear 
dead and without a pulse. 



True: Lightning Strike 
– Reverse Triage

• Cardiac and respiratory arrest

• Asystole or V Fib

• BLS saves lives! 



True: xABC



Myth: Carotid pulse = 60-70 SBP
Femoral = 70-80 SBP
Radial = SBP > 80 mm





Results

• Dr. Andrew Fisher, Jason 
Naylor, et all

• 28,222 patients Dept of 
Defense

• 615 patients w/ low BP

• 55% had strong radial

• 29% had weak radial

• 15% had absent radial



We’ve lost the art of 
hands-on assessment

• Don’t play Blood Pressure 
Slot Machine!

• If patients is symptomatic, 
assume SBP is low and move 
on. 



The art of hands-on 
assessment

• Critically important for SAR 
* Ski Patrol

• 30-seconds is all you need

• Complaint

• Mental Status*

• Work of 
breathing/Lung 
sounds

• Skin signs

• Radial pulse



Radial Pulse: 
Still Important

• If absent > low BP > ECG changes

• If present > might still be 
hypotensive / critical!

• Treat patient, not the number!



Resources: Order Big, Order Early…and 
Don’t be Afraid to stand units down



2 Truths and a 
Lie: Chest Pain
• Possible causes of chest pain include heart attack, 

pneumonia, pulmonary embolism, pericarditis, 
and trauma. 

• If you’re patient has chest pain and just took 81mg 
of ASA, you should give him 243mg of ASA to 
reach the correct dose of 324mg. 

• Patients with inferior ST elevation myocardial 
infarction (STEMI), associated with right 
ventricular infarction, are at higher risk of 
developing hypotension when administered 
nitroglycerin (NTG).



Prove what it is…
by proving what it’s not

• Possible causes of chest 
pain: 

True: Acute coronary 
syndrome, pneumonia, 
pulmonary embolism, 
pericarditis, and trauma



Complacency 
kills



Early 
administration 
of Aspirin

• True: If you’re patient has chest pain and just took 81mg of ASA, you 
should give him 243mg of ASA to reach the correct dose of 324mg. 

• But I’m allergic…. What happens when you take it?



The Nitro 
Dilemma

• Paramedics: Perform 12-lead 
ECG. Avoid Nitro in right-
sided heart attacks

• EMTs: Assist giving Nitro 
without performing an ECG



Benefits of Nitro

• Vasodilation

• Increases blood flow to 
heart

• Decreases workload of heat









What the 
research found

• AMIs & Field NTG: Pain 
reduction; no increased 
frequency of hypotension or 
bradycardia

• Inferior STEMIs initially 
presented with a slightly 
decreased blood pressure

• Inferior STEMI + Chest pain + 
Nitro = Not associated with a 
higher rate of hypotension 
compared to patients with 
STEMI in other territories. 



Nitro – Take Aways

• EMTs: Fear less

• Paramedics: Administer more

• Right-sided / Inferior? 

• Despite research, do not 
give it without assessing 
SBP and contacting 
Medical Control (AHA 
ACLS recommendations)



General Lessons 
Learned



Transporting patients 
is a treatment

• Forward 
momentum

• Use least 
resources 
necessary

• Packaging matters



Beware: Rescue 
Collapse!

• Hypothermia

• Crush Injury

• Releasing tourniquets

• Mental aspect

• Arriving of rescuers is most dangerous 
part of a 9-1-1 call! 







Pain 
Management

• Be realistic: I won’t take all 
pain away

• I will take the edge off

• Vasopressor aspect of pain



Two is one…and 
one is none

• Your extraction plan

• Your treatment plan



Treatment:BLS
unless forced into 
ALS! 

• IVs & Advanced Airways

• Slow momentum

• Complicate call

• Demand extra 
providers

• Possible Infection 
source



Delegate to 
the Experts

Can separate Rescue, 
Comms and Medical



Head Injuries are Airway Obstructions Waiting to Happen



Expect 
weather to 
change



Think of Yourself as a 
“Rescue Athlete”



Lead the call…. but take a Tactical 
Timeout

What am I missing? 



Mindset Matters

From: 

• “I hope this never happens……”

To: 

• “When it happens, I’ll be ready!” 



Importance of Debrief

3 Up & 3 Down



Don’t forget the 
Recovery Phase

• First responders
• Event Volunteers
• The public 



Heavy Drinking Doesn’t Work



Checklist Approach to 
Tough Calls

• Debrief

• Family/Friends

• Journal

• Hot yoga

• Get Outside

• www.responderalliance.com



“The best way to 
find yourself is to 
lose yourself in the 
service of others.”

Gandhi



Thank You!

• Kevin.grange@gmail.com

• IG: @kevin.m.grange

mailto:Kevin.grange@gmail.com
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