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CƛǾŜ ǘƘƛƴƎǎΧ

ÅShould I start CPR?

Å¢ƘŜ ǇŀǘƛŜƴǘ ƛǎ ŀƭŜǊǘκƻǊƛŜƴǘŜŘ Ȅ пΧ 

ÅDo you want to go to the hospital?

ÅL ŘƛŘƴΩǘ ƎƛǾŜ ŀǎǇƛǊƛƴ ōŜŎŀǳǎŜΧ ƛǘ ǎŜŜƳŜŘ ƭƛƪŜ 
anxiety

ÅVital signs are stable



*First: 
an important 
ŎŀǾŜŀǘΧ 

ÅEMS is hard! 

ÅNone of these are absolutes 

ÅPlease-please-please call if you 
have questions

Å²ŜΩŘ ǊŀǘƘŜǊ ƘŜŀǊ ŀƴȅ ƻŦ 
these phrases from you 
than not get a call when you 
need us



#1: Should I start CPR?



Lǘ ǎŜŜƳǎ ǎƛƳǇƭŜΧ 

CPR
pulseless
apneic 



Lǘ ǎŜŜƳǎ ǎƛƳǇƭŜΧ 

CPR
Ç Rigor mortis or livor mortis
Ç Obvious external exsanguination
Ç Decapitation
Ç Burned beyond recognition
Ç Massive open or penetrating trauma 

to the head or chest with obvious 
organ destruction and/or visible 
brain matter

Ç Body decomposition
Ç Visible brain matter in an apneic or 

pulseless patient

pulseless
apneic 

dead-dead

trauma arrest

SCENE UNSAFE



ΧƛǘΩǎ Ƨǳǎǘ ƴƻǘ ǘƘŀǘ Ŝŀǎȅ

ÅThe patient might have a DNR 

ÅThe patient has a DNR but 
arrested under murky 
circumstances

Å¢ƘŜǊŜΩǎ ŀ 5bw ōǳǘ ƛǘ ƛǎƴΩǘ ǎƛƎƴŜŘ

ÅThe family/bystander says not to 
όōǳǘ ǘƘŜǊŜΩǎ ƴƻ 5bwύ

ÅThe person seems pretty dead 
ōǳǘ ŘƻŜǎƴΩǘ Ŧǳƭƭȅ ƳŜŜǘ ŎǊƛǘŜǊƛŀ 
for obvious death



²ƘŜƴ ƛƴ ŘƻǳōǘΣ Ŏŀƭƭ ǳǎΧ 
after you start CPR

Å{ǘŀǊǘ /twΧ ǘƘŜƴ Ŏŀƭƭ

ÅThe point of CPR is ROSC with a good 
neurological outcome

ÅEarly compressions, defibrillation, and 
epinephrine administration (if available)

ÅMinimizing CPR disruptions

ÅTrust your professional instincts 

ÅCPR on a dead-dead person is much better than 
no CPR on someone who could be saved

ÅWe can always help you decide to stop

***DO start CPR. 5hbΩ¢ 
straddle the patient.***



#2: Do you want to go to the 
hospital?



¢ƻ ǘǊŀƴǎǇƻǊǘ ƻǊ ƴƻǘ ǘƻ ǘǊŀƴǎǇƻǊǘΧ 

ÅThe vast majority of patients should be transported to the hospital

I stubbed 
my toe!

My nose is 
sooooo 
stuffy!

ALMOST EVERY PATIENTTHE RARE EXCEPTION



Prehospital medicine is inexact

ÅLimited diagnostic tools

ÅEMS providers are great at 
identifying sick (vs. not sick) 
patients

ÅNot as great at determining who 
needs to be in the hospital
ÅMay miss up to 38% of patients 

that need admission (Alghamdi, 
2023)



sometimes transport sucks



!ǘ ǘƘŜ ŜƴŘ ƻŦ ǘƘŜ ŘŀȅΧ

ÅYOU are the on-scene medical expert!

ÅThe patient wants YOUR opinion

ÅMake a recommendation!
ÅWhen you ask a patient if they want to go to the hospital, you can introduce 

doubt

ÅEthically and legally liable for a bad outcome

The way you ask matters!



άL ǘƘƛƴƪ ȅƻǳ ǎƘƻǳƭŘ 
have a donut! Can I 
ƎƛǾŜ ȅƻǳ ƻƴŜΚέ



ά{ƻΣ Řƻ ȅƻǳ ǿŀƴǘ ŀ 
Řƻƴǳǘ ǘƻŘŀȅΚέ



ά¸ƻǳ ŘƻƴΩǘ ŀŎǘǳŀƭƭȅ 
ǿŀƴǘ ŀ ŘƻƴǳǘΣ Řƻ ȅƻǳΚέ



¢ƘŀǘΩǎ ƭƛƪŜ ǘƘŜ ŘƛŦŦŜǊŜƴŎŜ ōŜǘǿŜŜƴΧ

ά¸ƻǳ Ƨǳǎǘ ǿŀƴǘ ǘƻ ƎŜǘ ŎƘŜŎƪŜŘ ƻǳǘ 
here, right? Not go to the 

ƘƻǎǇƛǘŀƭΚέ

ά{ƻΣ Řƻ ȅƻǳ ǿŀƴǘ ǘƻ Ǝƻ ǘƻ ǘƘŜ 
ƘƻǎǇƛǘŀƭ ǘƻŘŀȅΚέ

άL ǘƘƛƴƪ ǿŜ ǎƘƻǳƭŘ ǘŀƪŜ ȅƻǳ ƛƴǘƻ 
ǘƘŜ ƘƻǎǇƛǘŀƭΦ Lǎ ǘƘŀǘ ƻƪŀȅΚέ
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Іо Χōǳǘ ǘƘŜ ǇŀǘƛŜƴǘ ƛǎ 
alert/oriented x 4



The decisional capacity call

ÅάLΩƳ ŎŀƭƭƛƴƎ ŀōƻǳǘ ŀ ǊŜŦǳǎŀƭ 
because I think the patient is 
making a very bad decision, but 
they are alert and oriented x 4.έ

But do they have decisional 
capacity?



Refusal

ÅtŀǘƛŜƴǘǎ ŀǊŜ ŀƭƭƻǿŜŘ ǘƻ ƳŀƪŜ άōŀŘέ ŘŜŎƛǎƛƻƴǎ ƛŦ ǘƘŜȅ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜ 
risks associated with their decision (autonomy)

ÅA patient can be force-transported to the hospital when the EMS 
provider makes 
Åάŀ ƎƻƻŘ ŦŀƛǘƘ ƧǳŘƎƳŜƴǘ ǘƘŀǘ ǘƘŜ ǇŜǊǎƻƴ ƛǎ ƛƴŎŀǇŀōƭŜ ƻŦ ƳŀƪƛƴƎ ŀƴ ƛƴŦƻǊƳŜŘ 

decision about his own safety or need for medical attention and is reasonably 
ƭƛƪŜƭȅ ǘƻ ǎǳŦŦŜǊ Řƛǎŀōƛƭƛǘȅ ƻǊ ŘŜŀǘƘ ǿƛǘƘƻǳǘ ǘƘŜ ƳŜŘƛŎŀƭ ƛƴǘŜǊǾŜƴǘƛƻƴέ ςNM EMS 
Act Section 24-10B-9.1 (2024)

No physician approval is necessary!



.ǊŜŀƪƛƴƎ ƛǘ ŘƻǿƴΧ

Åάŀ ƎƻƻŘ ŦŀƛǘƘ ƧǳŘƎƳŜƴǘ ǘƘŀǘ ǘƘŜ ǇŜǊǎƻƴ ƛǎ incapable of making an 
informed decision about his own safety or need for medical attention 
and is reasonably likely to suffer disability or death without the 
ƳŜŘƛŎŀƭ ƛƴǘŜǊǾŜƴǘƛƻƴέ ςNM EMS Act Section 24-10B-9.1 (2024)

1. A life threat

2. Incapable (lacking decisional capacity)



Does the patient have decisional capacity?

ÅThe patient must: 
1. Understand the current situation and condition

2. Express a clear decision

3. Explain or rationalize the decision

4. Understand and accept the consequences of the decision

Å+ clinically sober

Χ ōǳǘ ǿƘŜǊŜΩǎ ǘƘŜ !κh Ȅ пΚ



5ŜŎƛǎƛƻƴŀƭ /ŀǇŀŎƛǘȅ ґ 
Alert/Oriented x 4



Example: 
A/O x 4 
without 
capacity

the average 
6-year-old



Example: 
A/O x 1 with 

capacity

demented 
grandma who 
wants to die 

at home



Make the MCEP work for you
ÅBefore you call:

ÅAssess your patient

ÅIdentify life threat

ÅaŀƪŜ ǎǳǊŜ ǘƘŜȅΩǊŜ ƴƻǘ ƻōǾƛƻǳǎƭȅ ƛƴǘƻȄƛŎŀǘŜŘ

ÅAssess capacity (do your best)  

Å¢ƘŜ ǇŀǘƛŜƴǘΩǎ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ǘƘŜ ǎƛǘǳŀǘƛƻƴ

Å¢ƘŜ ǇŀǘƛŜƴǘΩǎ ŘŜŎƛǎƛƻƴ ŀƴŘ ǊŜŀǎƻƴƛƴƎ

Å¢ƘŜ ǇŀǘƛŜƴǘΩǎ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ǘƘŜ Ǌƛǎƪǎ 

ÅWhen we talk, tell me: 

ÅIf you think the patient has capacity and why or 
why not

Å²ƘŜǊŜ ȅƻǳΩǊŜ ǎǘǳŎƪ ŀƴŘ Ƙƻǿ L Ŏŀƴ ƘŜƭǇ

P.S. You can tell me the patient 
ƛǎ !κh Ȅ пΣ Ƨǳǎǘ ŘƻƴΩǘ ǳǎŜ ƛǘ ŀǎ ŀ 

substitute for capacity 
assessment J



ІпΥ L ŘƛŘƴΩǘ ƎƛǾŜ ŀǎǇƛǊƛƴ ōŜŎŀǳǎŜΧ 
it seemed like anxiety



Dispatch:

ÅHealthy 35-year-old male

ÅSudden-onset burning, crushing chest pain for 
the last 10 minutes

Å9YD ŀƴŘ ǘǊŀƴǎǇƻǊǘ ǘƻ ǘƘŜ ƘƻǎǇƛǘŀƭΧ 



²Ƙȅ ŘƛŘƴΩǘ ȅƻǳ ƎƛǾŜ ŀǎǇƛǊƛƴΚ

ÅHe was only 35 years old!

ÅHe was healthy-no history of 
cardiovascular disease!

ÅHe saw a large spider before his 
chest pain and shortness of 
breath started!

ÅΧ ŀƴŘ ƘŀŘ Ƨǳǎǘ ǎǿŀƭƭƻǿŜŘ ǘƘǊŜŜ 
ghost peppers!

NOT REASONS TO WITHHOLD ASPIRIN!



Who should not get aspirin?

ÅTrue allergy 
ÅTo ASA or another NSAID (ibuprofen, naproxen)

ÅActive, uncontrolled bleeding
ÅGI bleed: melena, bloody stools, bloody emesis, coffee-

ground emesis
ÅTraumatic chest pain

ÅKid
Å¢ƘŜȅΩǾŜ ŀƭǊŜŀŘȅ ǘŀƪŜƴ онпƳƎϝ
ÅάL ƻƴŎŜ ƘŀŘ ŀƴ ǳƭŎŜǊέ

ÅάL ƘŀǾŜ ŀ ƘƛǎǘƻǊȅ ƻŦ ŀ ōǊŀƛƴ ōƭŜŜŘέ

ÅάL ŘƻƴΩǘ ƭƛƪŜ ŎƘŜǿŀōƭŜ ƳŜŘƛŎƛƴŜέ



Why are we so obsessed with aspirin?

ÅAcute coronary syndrome: Acute 
manifestation of coronary artery 
disease 















Thromboxane A2 promotes platelet aggregation

thromboxane A2
thromboxane A2

Aspirin decreases 
thromboxane generation



Aspirin 

ISIS-2 (1988): ASA vs. placebo

ÅNumber needed to treat:
ÅVascular death: 42

ÅReinfarction: 67

ÅCardiac arrest: 83

ÅNumber needed to harm
ÅMajor bleed: no difference

ÅMinor bleed: 167



Barbash (2002): pre-hospital aspirin is better

Å922 Israeli patients with acute MI

ÅPts receiving ASA pre-hospital vs. 
at hospital

Å7-day mortality: 2.4% vs. 7.3% 
(p=0.002)

Å30-day mortality: 4.9% vs. 11.1% 
(p=0.001)



What about MONA?

This Photo by Unknown Author is licensed under CC BY-SA

https://commons.wikimedia.org/wiki/File:Mona_Lisa_-_the_Louvre.jpg
https://creativecommons.org/licenses/by-sa/3.0/
https://creativecommons.org/licenses/by-sa/3.0/
https://creativecommons.org/licenses/by-sa/3.0/


MONA is (mostly) DEAD

ÅMorphine/(extra) oxygen/nitro
ÅStudies show no benefit or even 

potential for harm

ÅAspirin 
ÅIs REAL

This Photo by Unknown Author is licensed under CC BY-SA

https://commons.wikimedia.org/wiki/File:Mona_Lisa_-_the_Louvre.jpg
https://creativecommons.org/licenses/by-sa/3.0/
https://creativecommons.org/licenses/by-sa/3.0/
https://creativecommons.org/licenses/by-sa/3.0/


ACS: BLS

History, VS, exam
O2 if SPO2 <94%

Aspirin 325mg



ІрΥ ΧǾƛǘŀƭ ǎƛƎƴǎ ǎǘŀōƭŜΧ



Stable means 
different things to 
ŘƛŦŦŜǊŜƴǘ ǇŜƻǇƭŜΧ 

ÅάǘƘŜ ǇŀǘƛŜƴǘΩǎ Ǿƛǘŀƭ ǎƛƎƴǎ ŀǊŜ 
ŎƻƳǇƭŜǘŜƭȅ ǿƛǘƘƛƴ ƴƻǊƳŀƭ ƭƛƳƛǘǎέ

ÅάǘƘƛǎ ǇŀǘƛŜƴǘΩǎ Ǿƛǘŀƭ ǎƛƎƴǎ ŀǊŜ 
ōŜǘǘŜǊ ǘƘŀƴ ƳƛƴŜ ǊƛƎƘǘ ƴƻǿέ

ÅάǘƘƛǎ ǇŀǘƛŜƴǘ ƛǎ bƻǘ {ƛŎƪΦέ





So, you tell me: stable or 
unstable?



Vital signs stable?

HR 74

94%

RR 14
BP 122/

74



Vital signs stable?

HR 180
BP 68/

40

RR 22

88%

HR 178
BP 70/

38

RR 24

88%

5 minutes later



Vital signs stable?

HR 0

---%

RR ---
BP ---/

----
1 hour later:



Vital  signs stable?

HR 64
BP 120/

76

RR 12

96%

HR 86
BP 96/

72

RR 18

96%

HR 100
BP 90/

68

RR 20

94%


