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PURPOSE: 

 
To describe when consultation between the air medical crew and the Most Responsible Physician (MRP) 

should occur to facilitate collaborative client centered care. 

 
SCOPE: 

 
This SOP applies to all Air Medical Crew (AMC), Medical Operations Managers (MOM) and the AMS 

Medical Director. 

 
PROCEDURES: 

 
ACCESS Air Ambulance encourages collaborative patient management between AMC and MRP to plan 

and coordinate a plan of care. The Most Responsible Practitioner (MRP) is considered the healthcare 

provider who is most responsible for treatment at a given time. During a transport this is a shared model 

with the receiving physician, the medevac medical director, the sending physician and the sending 

physician or nurse. As a general rule the physician from the facility with the higher level of care or 

specialization will assume this role. 

 
1. Prior to departure from base AMC will consult with the MRP to coordinate a plan of care in the 

following situations: 

a) Pre–Arrival Orders for the sending nursing station are required. 

b) Advanced Procedures use are anticipated i.e. Intubation 

c) All pediatric CTAS 1---2 patients (Pediatrician Consultation) 

d) All pregnant patients with pregnancies greater than 22 weeks’ gestation. 

(Obstetrician Consult). Transport patient with Isolette. 

e) Any time the air medical crew feels consultation pre---flight would benefit the patient. 
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2. Before Departing the Sending Facility, the AMC will consult with the MRP before initiation of 

treatment other than routine care (AMS Protocol: Behavioural Emergencies, Amended AMS 

Protocols: Analgesia, Sedation and Post-Intubation Analgesia & Sedation as well as the 

AHS protocol: Nausea & Vomiting) 

3. Inflight treatment that is required other than routine care and not covered by previously issued 

orders or mutual plan of care shall require consultation with an MRP via satellite phone. 

4. If consensus related to appropriate plan of care cannot be obtained between the MRP and AMC, 

discussion with AMS Medical Director (or designate) should be initiated. 

5. AMC may perform immediate lifesaving interventions within the AMS medical control 

guidelines before consulting the MRP in emergency situations only. The MRP will be consulted 

as soon as possible. 

6. The MRP will be consulted as soon as possible if emergency procedures are performed and an 

incident report completed. 

 
The following five protocols may be utilized without any consultation with a Physician: 

1. Behavioural Emergencies 
2. Amended Analgesia 
3. Amended Sedation 
4. Amended Post-Intubation Analgesia & Sedation 

5. AHS CCMCP Nausea & Vomiting 
 

REQUIRED DOCUMENTS: 

 
REFERENCES: 

 
 M1500--- Medical travel--- Most responsible Physician in a Medevac Situation 



 

 

AMS / ACCESS AMENDMENT TO THE ANALGESIA PROTOCOL 
This protocol may be utilized by the Air Medical Crew without consultation with a Physician 



AMS / ACCESS AMENDMENT TO THE POST-INTUBATION SEDATION AND 

PARALYSIS PROTOCOL 
This protocol may be utilized by the Air Medical Crew without consultation with a Physician 



 

 

AMS / ACCESS AMENDMENT TO THE SEDATION PROTOCOL 
This protocol may be utilized by the Air Medical Crew without consultation with a Physician 

 



AMS / ACCESS BEHAVIOURAL EMERGENCIES PROTOCOL
This protocol may be utilized by the Air Medical Crew without consultation with a Physician

Standard Approach and Ongoing Assessment AMS/ACCESS BEHAVIOURAL 
EMERGENCIES PROTOCOL

Transport patient secured to #9 stretcher with early 
pre-notification

Ensure appropriate documentation 
accompanies the Patient; see NOTES Section of 
Protocol

Continue treatment until transfer of care complete

Request assistance as required
Ensure RCMP is in attendance with any uncooperative patient
Establish the safety of all personnel and the patient
Verbally attempt to de-escalate and diffuse the situation
Physically restrain the patient  

Patient Safety Considerations
Search for and treat any organic and 
reversable cause of acute agitation such as:
- Hypoxia
- Hypoglycemia
- Head Injury

Complete the Behavioural Emergencies Risk Assessment Tool

Uncooperative* High & Medium Risk
5-30 and Cooperative**

Low Risk 0 and 
Cooperative**

Sedation to a goal of a
RASS of -3 to -4

Sedation to a goal of a
RASS of -1 to -3

Sedation to a goal of a
RASS of 0

Sedate to achieve a RASS of
-3 to -4
With:
Ketamine 3mg/kg IM q10 min prn
And/Or:
midazolam 0.1mg/kg IM q5-10min 
PRN to a single max dose of 10mg

Use a team approach with RCMP to
Restrain the patient as required and 
safely achieve sedation*

Establish vascular access
Obtain vital signs including 
end-tidal CO2 (constant nasal)
Obtain 12-lead ECG (if possible)
Consider other causes of for 
Uncooperative Behaviours

LORazepam 1mg IV/SL q10 min
PRN to a total max dose of 5mg
And/Or:
olanzepine 5mg SL q5 min PRN to
A total max dose of 10mg

Patient sedated to 
meet RASS goal?

NO

YES

NO

YESPatient sedated to 
meet RASS goal?

haloperidol 5mg IM/IV/IO
q5-min PRN to a max dose of 10mg

Maintain a RASS of -3 to -4
With:
Ketamine 1-3 mg/kg/hr IV/IO 
continuous infusion
With/Without:
ketamine 0.1 mg/kg IV/IO prn
And/Or:
midazolam 0.02-0.1 mg/kg/hr
IV/IO continuous infusion
With/Without:
midazolam 0.05 mg/kg/hr IV/IO 
q5-10 min prn to a single max dose 
of 5 mg Consult ACCESS/AMS 

Medical Director to discuss:   
- alternative medication and 
doses for sedation
- Sedation that may result in 
endotracheal intubation

Patient Safety Considerations
Do not approach an uncooperative patient,

wait for RCMP
• Identify the uncooperative patient and 

attempt de-escalation strategies and 
then utilize physical and chemical 
restraint as required

• Use of physical/chemical restraints are 
the last resort to maintain staff and 
patient safety

• Physical restraint should be used with 
chemical restraint

• Do not transport restrained patients in 
the prone position due to the risk of 
asphyxia

• Administer half doses for patient greater 
than 65-years-of-age and greater

** If at anytime a patient becomes 
uncooperative, go immediately to the 
Uncooperative treatment pathway

-Remain at the sending facility while 
taking the time to achieve RASS sedation 
goals
-Do not initiate transport until the RASS 
sedation goal has been achieved

AMS will never proceed to a patient’s 
residence. RCMP will safely secure the 
patient and transport them to meet you 
at the Health Centre/Cabin
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AMS / ACCESS BEHAVIOURAL EMERGENCY NOTES

Accompanying Documentation:
When transporting an involuntary Behavioral Emergency patient, original copies of the 
following forms must accompany the patient:
• If the patient is being transported within the NWT, Form 1 and Form 2
• If the patient is being transported from within the NWT to a healthcare facility outside 

the NWT, Form 1, Form 2, and Form 8
• If the patient is being transported to the NWT from a healthcare facility outside the 

NWT, Form 1, Form 2, and Form 9.  

Ensure this paperwork accompanies all Behavioural Emergency patients who are being 
transported involuntarily.  

AMS / ACCESS BEHAVIOURAL EMERGENCIES PROTOCOL
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AMS / ACCESS AMENDMENT TO THE ACUTE CORONARY SYNDROME PROTOCOL 



AMS / ACCESS HYPERTENSIVE EMERGENCIES PROTOCOL 



AMS / ACCESS AORTIC DISSECTION PROTOCOL 



AMS / ACCESS AMENDMENT TO THE ADULT SEIZURE PROTOCOL 



AMS / ACCESS AMENDMENT TO THE PEDIATRIC SEIZURE PROTOCOL 



AMS / ACCESS AMENDMENT TO THE POSTPARTUM HEMORRHAGE PROTOCOL 



 

 

AMS / ACCESS AMENDMENT TO THE PRE-ECLAMPSIA AND ECLAMPSIA PROTOCOL 
 



 

 

AMS / ACCESS AMENDMENT TO THE PRETERM OBSTETRICAL COMPLICATIONS PROTOCOL 
 



 

 

AMS / ACCESS AMENDMENT TO THE AIRWAY - UNIVERSAL PROTOCOL 
 



AMS / ACCESS AMENDMENT TO THE AIRWAY - RSIP PROTOCOL 



 

 

AMS / ACCESS KING-LT AIRWAY MANAGEMENT PROTOCOL 

 



 

 

AMS / ACCESS AMENDMENT TO THE ADULT ANAPHYLAXIS PROTOCOL 



 

 

AMS / ACCESS BRONCHIOLITIS PROTOCOL 
 



 

 

AMS / ACCESS AMENDMENT TO THE SPINAL INJURY PROTOCOL NOTES 
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Head 

ADDENDUM TO THE                
Management of Post-Partum 
Hemorrhaging 

• Check airway 

• Check breathing 

• Administer oxygen 

• Lie flat 

• Note time of relevant events 

Arms 

• Check pulse & BP 

• Establish Lg Bore IV X2 

• Fld resuscitation with crystalloid 

• Drugs – Oxytocin 

o Misoprostol 

o Hemabate 

• Blood if available 

 

 
Uterus 

Start Here – Call for help 

• Massage uterus to stimulate contraction 

• Full or palpable bladder – catheter 

• Continued atony – apply bimanual compression 

• Review causes – 4 T’s (Tone, Trauma, Tissue, Thrombin) 

• Consider retained products 
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Post-Partum Hemorrhaging 

Manual Maneuvers 

Emergency treatment of uterine atony 

Bimanual massage & compression 
 

Manual removal of placenta 

Manual extraction Exploration for fragments 
 

 

Correction of uterine inversion 
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AMS / ACCESS AMENDED BLOOD ADMINISTRATION CHECKLIST 

Pre-Flight 
 

o Obtain order for blood administration and request blood from the bloodbank 

o Pick up the following at the bloodbank: 

 Blood (in sealed box from lab or ER) 
▪ Do not open box until at patient side or it cannot be returned if unused 

 Blood Bank Cross Match Collection Package (from lab) 

 Blood Tubing x 2 (from ER) 

Pre-Transfusion 

o Identify patient 
 Two people must identify patient 

▪ Patient and flight personnel or 2 flight personnel if patient is unable 

 Two identifiers must be used to identify patient 
▪ Name, DOB, PHN 

o Collect type and screen using Blood Collection Package 

 Purple top blood tube 
▪ This can be collected by community health nurse prior to arrival at health centre. If this is the case simply 

label accordingly 

 Label according to attached examples of Blood Bank Cross Match Lab Requisition and Blood 

Collection Stickers 

o Confirm appropriate ABO and Rh group of blood to be administered 

o Complete front portion of tag on unit of blood to be infused 

 See attached example of Blood Unit Tags 

o Prepare transfusion reaction medications 

o Obtain pre-transfusion vital signs and assessment 

 Temp, Pulse, BP, SpO2, Resps, Airway, Breathing and Circulation Assessment 

Transfuse Blood 

o Transfuse slowly (~100mls/hr) for first 15minutes 

 Reassess and repeat vital signs q5minutes x 3 during initial 15 minutes 
▪ Temp, Pulse, BP, SpO2, Resps, Airway, Breathing and Circulation Assessment 

o Increase rate of infusion if no transfusion reaction after 15minutes 

o Document vitals every 30 minutes during transfusion on the Emergency Issue Record 

o Document all above on Emergency Issue Record and PCR 
 See attached example of Emergency Issue Record 

Post Transfusion 

o Complete Emergency Issue Record 

 See attached example 

o Complete Back Side of Blood Unit Tag on infused unit 



 

 

 
 

o Complete and Document a Final set of vital signs on the Emergency Issue record Post 

Transfusion. 

 See attached example 

o Return used and unused blood bags and all documentation to STH 

o Photocopy Emergency Issue Record and keep with chart. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 
Notify the Most Responsible Physician or AMS Medical Director as soon as 
possible and do not disturb the body. Document the patient condition and your 
assessment on the patient report. Stay with the deceased until the coroner or 
designate relieves you or gives you instructions as to how to proceed. AMC will 

advise Med-Response and the pilots as soon as possible of the situation. 

 

Death in the Field 

If air ambulance personnel receive an expired client in the field, obtain as much 
history as possible and perform a primary survey. It would be inappropriate to 
initiate resuscitative attempts in patients who exhibit signs of obvious death. 
These signs include: 

 

• Decapitation 

 
• Decomposition 

 
• Transection of the torso 

 
• Incineration 

 
• Rigor mortis 

 
• Lividity



 

 



 

 



 

 

 
• Document resuscitation on the patient report and time that resuscitation was 

stopped and who ordered resuscitation to cease. 

 
• Record latitude and longitude at time of death. 

 
• Do not remove any lines or tubes on patient. 

 
• Have physician responsible for the patient notify coroner or designate of the 

death. 

 
• Coroner or designate will meet the aircraft on arrival. 

 
• Stay with body until relieved by coroner or designate. 

Death on an Aircraft: 

If the patient does not have a DNR order: 
 

• Attempt resuscitation as per Medical Control Protocols 

 
• If appropriate, go to the closest facility that can assist with ALS resuscitation or 

return to the sending facility to obtain assistance 

 
• If no physician is on board the aircraft, have the pilots establish contact with the 

Most Responsible Physician or AMS Medical Director via satellite phone or 

radio 

 
• Resuscitation will continue until the physician orders the resuscitation to stop as 

only a physician can pronounce death. 

 
• All orders received from the physician will be repeated back to the physician for 

verification and documented on the physician order form. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

   If the patient has a DNR order: 
 

• Obtain a copy of original DNR order before departing with the patient. 

 
• Notify the physician responsible for the patient of the patient’s death en-route. 

 
• Document time of death and circumstances on the patient report form. 

 
• Do not disturb the body. 

 
• Stay with the body until relieved by the coroner or designate. 



 

 

Air Ambulance Guidance and Procedures: MEDICAL EFFECTS OF ALTITUDE 
 

Preflight assessments of all patients should include consideration for any potential problems 
arising from the effects of altitude on human physiology. Anticipate problems before they arise. 
A few extra minutes spent on the ground ensuring proper and safe preparation of a patient for 
air transport will enhance the safety of the flight and in return prevent the untoward 
development of additional problems. 

 
The effects of altitude on the body’s systems should always be considered during air 
transport. Remember that these effects can affect the flight team as well as the patient. 

 

General symptoms include fatigue, insomnia, anorexia, thirst, drowsiness, altered 
mental status, and dehydration. 

 

Cardiac/respiratory symptoms include chest pain, breathlessness or Cheyne-Stokes 
respirations, cyanosis, dysrhythmias, pulmonary edema, blood pressure alterations, and 
increases in heart and respiratory rates. 

 
Musculoskeletal symptoms include weakness, stiffness and poor coordination. 

 

Gastrointestinal symptoms include nausea, vomiting, diarrhea, abdominal cramps, 
indigestion and gas. Nausea and vomiting are particularly common during flight in 
cardiac patients. 

 
Neurological symptoms include headache, visual changes, confusion, psychosis, 
hallucinations, dizziness and memory loss. 

 
ENT symptoms include sinus pain or bleeding and tooth pain during decompression, as 
well as the more common “ear squeeze”. 



 

 

THE TEN STRESSORS OF FLIGHT 
 

Decrease in partial pressure of the gases: 

Barometric pressure (total pressure of all gases in the air) decreases as altitude 
increases. 

 

 
Altitude Barometric 

Pressures 
p02 pCO2 

Sea level 760 100 40 

5,000 ft 632 81 37 

11,000 ft 523 61 35 
 

Decreases in the barometric pressure can lead to hypoxia. Factors include altitude, rate 
of ascent, duration of exposure, and individual tolerance, i.e., illness, fatigue, 
hypoglycemia, alcohol, drugs and smoking. 

 
Flight Considerations: 
A thorough respiratory assessment prior to lift-off is essential. Assess breath sounds, 
color, tidal volume, capillary refill rate, use of accessory muscles, level of consciousness 
and any presence of cyanosis. 

 
All patients in shock require 100% oxygen. Because hemoglobin carries oxygen to the 
tissues, a low hemoglobin level may be potentially dangerous when flying at high 
altitudes; consider transfusing the patient prior to the flight. 

 
All patients transported at altitudes over 5,000 feet should be administered oxygen. 

 
All cardiac patients, including cardiac disease and post myocardial infarctions, may 
have a compromised cardiac output and will, therefore, be susceptible to hypoxia from 
high altitudes. 

 
Patients with eye injuries require 100% oxygen. The retina has the highest oxygen 
need of any organ in the body. An increase in altitude will produce dilation of the retinal 
vessels and will lead to an increase in vascular volume with a resultant increase in 
intraocular pressure. 

 

Severe head injuries require 100% oxygen. A decrease in oxygen and an increase in 
pCO2 cause dilation of the vessels and increase the vascular flow to the brain, thereby 
increasing intracranial pressure. 

 
OBS patients in labour or potential premature labour should be given oxygen. Hypoxia 



 

 

causes the uterus to become for irritable and supplemental oxygen is needed for 
patients with fetal distress and premature labor. 

 

Decrease in Barometric Pressure: 
Boyle’s Law: The pressure and volume of an enclosed gas are inversely proportional. 
Therefore, with an increase in altitude, which causes a decrease in ambient pressure, a 
mass of gas will expand (as shown below). 

 

Atmospheric Pressure and Gas Volume 

 
Altitude Atmospheric Pressure – 

PSI 
Gas Volume 

Sea level 14.7 1.0 

8,000 ft 10.9 1.4 



 

 

Flight Considerations 
 

Pneumothorax: In multiple trauma patients, consider chest x-ray prior to flight to 
evaluate for pneumothorax; the amounts of air in the pleural cavity will increase with 
altitude and should therefore be evacuated before air transport with chest tube insertion. 
Chest tubes inserted prior to flight must be attached to one-way flutter valves, Pleurevac 
water seal or suction prior to flight. 

 
Bowel obstruction: Gas within the stomach and in the intestinal tract will expand; 
patients will require a nasogastric tube, which should be left open to air. If gas is trapped 
within the intestine between points of obstruction, altitude must be maintained at a low 
level. 

 
Skull fracture: Be alert to the possibility of free air inside the skull and keep altitude to a 
minimum. 

 
Congested sinuses: Maintain low altitudes with slow ascents and descents. Flight crew 
members should not fly with a cold or any type of ear problems. 

 

Plugged Eustachian tube: Attempt to relieve the valsalva maneuver or by swallowing, 
yawning or tensing muscles in the throat. 

 
Bends: Described as the release of excess nitrogen from the blood. Gases are 
distributed throughout the body in proportions that depend on partial pressure of the 
inert gas and its solubility in water, body solutions and fat. These bubbles of nitrogen will 
enlarge with altitude. Altitude must be kept at or below 500 feet; 100% oxygen is 
required. 

 
Air splints and PASG: The gas volume within the splint or pants will increase with 
ascending altitude and decrease with descending altitude. The increased pressure can 
result in a tourniquet effect, while the decreased pressure may cause dysfunction of the 
device. Slow release or addition of air may be needed to maintain the desired 
therapeutic effect of the splint or pants; but remember to coordinate this with the 
appropriate clinical signs: monitor blood pressure, proximal and distal pulses, sensation, 
movement, pain and capillary refill as appropriate. 

 
Colostomy: Air expansion stimulates GI motility.  Remember to put a pin-hole in the bag 
or deflate it frequently. 

 

IV bottles: With glass bottles, air expansion will significantly affect the drip rate and may 
cause the bottle to break. It is therefore advisable to use plastic bottles and bags. 
Always keep the drip chamber half full. Utilization of pressure bags is helpful when 
decreased gravity prevents a steady flow. 



 

 

 

Chest tubes: Observe for clogging, transport with a Heimlich valve between the 
drainage system and the patient. 

 
Dental work: Due to the possibility of trapped air (e.g., following a root-canal 
procedure), crew members should not fly for 24 hours post-dental procedure. 

 

Endotracheal tube / Foley catheter: When the balloons or cuffs on any of these devices 
are filled with air, they will undergo changes similar to those outlined for air splints as 
described above. Monitor their pressure to ensure a physiologic seal, but not over- 
inflation or under-inflation as the aircraft ascends and descends. DO NOT INFLATE ETT 
CUFFS WITH WATER. This creates a very hard cuff and can cause tracheal stenosis. 
Check cuff frequently for gas expansion or contraction and keep cuff at appropriate 
tension. 

 
Vibration in the Airplane: 

Overall, the airplane offers a smooth ride but there is a consistent low vibration level. 
Vibration may interfere with non-invasive blood pressure monitor function. Rotor wing 
aircraft have a much stronger vibration. 

 

Traction devices cannot have dangling weights. 
 

Equipment settings should be rechecked on a routine basis. 
 

Screws and bolts loosen over long periods of time and need routine maintenance. 

Vibration of the aircraft compromises the ability to palpate pulses. 

Decrease in Humidity: 
When the atmospheric pressure decreases (as altitude increases), the air become 
dryer; furthermore, in colder temperatures the amount of moisture is less. 

 

As the relative humidity decreases: 
 

ET tubes will plug more easily, especially in pediatric patients with small diameter tubes. 
Keep these moist with saline as required. 

 
Corneas will dry out easily; contact lenses should be removed. On long flights the use 
of Natural Tears may be helpful. 

 

Drug Potentiation: 
CNS depressants and narcotics are potentiated at higher altitudes because of hypoxia. 



 

 

In other words, the side effects are potentially more significant. Morphine and Valium 
may lead to respiratory depression; therefore, very small doses at more frequent 
intervals are advised. 

 

Antihistamines make the patient more susceptible to hypoxia. 
 

Alcohol will make a patient more susceptible to disorientation and hypoxia. Remember 
that it takes an additional supply of oxygen to metabolize alcohol;  additionally,  alcohol 
can act as a depressant on the respiratory center. 

 
Noise: 
Ear protection is needed for the patient and crew due to the aircraft’s interior      
and exterior noise levels. Hearing loss is irreversible; it is imperative to protect your 
hearing. 

 
Breath sounds cannot be auscultated while in the airplane; therefore, they should 
be assessed immediately prior to takeoff and immediately after landing. 

 
Blood pressure often cannot be heard by auscultation; the NIBP, palpation method 
or Doppler devices can be useful as alternatives. 

 
Emphasize the use of your senses of vision and touch to assist in patient assessments. 

 
Nausea: 
Flying may cause the patient  to  develop  air  sickness  with  symptoms  of headache, 
stomach awareness, pallor, perspiration, nausea and vomiting. Treatment suggestions 
include: 

 
Low-flow oxygen of 2-4L/minute may be helpful. 

 
A preflight discussion with the patient may alleviate their fear or anxiety. 

 
A visual reference of a fixed object in combination with a cool cabin will be 

helpful. Anti-emetics may be helpful: consider Gravol or Ondansetron – 

see protocol. 

Suction should always be available and ready to use. Plan how you will turn the 
patient, if possible, before take-off. 



 

 

Thermal Effects: 
Temperature decreases with altitude (as illustrated below). 

 
Altitude Temperature 

Sea level 20 C 

10,000 ft Zero C 

 

Consider the added chill factor during the winter months. 
 

Keep the patient warm by always using the sleeping bag and keeping it closed until the 
cabin warms up. Children will cool faster due to their larger body surface area in 
proportion to weight. 

 
G-Forces: 
In airplane transports, the G forces are minimal. Patients should be securely fastened 
with safety belts for takeoff, landing, and during turbulence. 

 
Fatigue: 
Fatigue can be described as the sum total of all “stressors of flight”. 

 

Fatigue increases in illness, with too little rest and with poor nutrition. It is imperative for 
the flight crew to keep in good physical health based on these factors 



 

 

GENERAL CONSIDERATIONS FOR AIR AMBULANCE TRANSPORT 
 

Response Times 
 

Under normal operating conditions, Air Medical Crew  will  obtain  telephone  report from 
the referring facility, gather appropriate equipment and be at the hospital or aircraft 
within 30 minutes of receiving the medevac call. 

 
Equipment will be kept ready to go at all times to reduce response times. 

 
All times will be documented on the pre-flight patient report form and patient transport 
record. 

 

If a delay is encountered, the reason for the delay will be documented in an incident 
report. 

 
Dispatching Flights 

 
Med-Response will receive all requests for air ambulance transport and will contact   the 
appropriate Air Medical Crew according to the on-call schedule provided by AMS. The 
on-call schedule will be given to Med-Response on a weekly basis and updated as 
required. Air Medical Crew (AMC) will carry their assigned cell phone at all times when 
on call and during flights.  If Med-Response is unable to contact the AMC on their cell 
phone they will call the Medical Operations Manager on call for further direction. 

 
Med-Response is responsible for dispatching ACCESS AMC and coordinating 
communication between the AMC and other health care providers.  Med-Response will 
call the AMC on-call and will provide the following information: 

• Name of client 

• Health care number 

• Date of birth 

• Referring and receiving facilities 

• Referring and receiving physicians 

• Client’s symptoms or diagnosis 

• Dispatched aircraft 

• CTAS 
 

Med-Response will coordinate all ground transport requirements. 



 

 

 

Once en-route, messages from Med Response can be relayed to the Air Medical 
Crew via cell phones, satellite phone or air carrier company. 

 

The Medical Operations Manager will be notified if Air Medical Crew are detained 
anywhere due to weather or mechanical problems as soon as possible. 

 
Equipment for Each Flight 

 

The Standard kit configuration will be brought on every flight including: 

 The MEDICATION kit 

 The INTUBATION/TRAUMA kit 

 The OXYGENATION kit 

 The CRITICAL CARE/OXYGEN kit 

 The OBS/PEDS kit 

 The HAMILTON T1 
The following items are uploaded: 

 Narcotic Kit (two for two AMC calls) 

 Fridge Medications 

 Cardiac Monitor – load with fresh battery 

 Panasonic Toughbook ePCR 

 Pack Rack 

 Number nine stretcher (a second one is permanently in wing locker) 
 

Specialty Items for Upload: 

 Isolette with neo-puff for OB flights > 24 weeks Gest or patients > 4.7kg 

 Inflatable car seat for infants’ transports 

 Vacuum mattress and scoop stretcher for patients requiring spinal motion 
restriction 

 Bariatric stretchers 

 Spare Monitors for two patient transports 

 TnKase Kit for high risk ACS patients 

 Blood products – from hospital on MRP order 

 

Equipment used during each flight must  be  replaced in the bags immediately after  the 
medevac is completed. Used Sealed pouches are exchanged with fresh sealed 
pouches at the base. All medications or unsealed items are replaced. All equipment will 
be cleaned with Bleach Wipes and prepared for use for the next flight. 



 

 

 
 

Patient Assessment and Preparation for Flight 

 
The goal of every air ambulance transport  is  to  provide  patient  care  that  will  ensure 
the patient arrives at the receiving  facility  in  as  good  or  better  condition  than prior 
to transport. 

 
It must be stressed that the patient must be assessed and properly prepared prior to 
transfer, but care must also be taken not to spend too much time in the field. Air Medical 
Crew must be aware that the sooner the patient arrives at a hospital, the sooner the 
patient is exposed to the abundant resources available for continued diagnosis and 
treatment. 

 
Upon arrival, perform a complete head to toe assessment of the patient (refer to 
guidelines for (Patient Documentation Standards). Discuss patient condition and 
assessment findings with local physician or nurse. Review chart, labs, x-rays and 
treatments provided prior to arrival. Initiate any treatment required prior to transport as 
appropriate. 

 
Ensure adequate airway with supplemental oxygen and adequate ventilation with 
attention to cervical spine immobilization as appropriate. All patients who cannot  protect 
their airway (i.e. GCS < 8) should be intubated for transport. All intubated patients will 
have continuous ETCO2 monitoring on Zoll monitor.  

 
Ensure there will be enough oxygen for the patient during the entire transport process 
plus a 45-minute reserve. This calculation must be completed prior to each flight: 
Use the O2 Duration application available on your iPhone 

 
PSI in tank – 200 residual X Tank factor = Minutes of oxygen 

Litres/min 
 

Tank factor – E = 0.28 
M = 1.37 

 
 

Apply monitoring equipment to patient. All patients will be placed on a pulse oximeter for 
transport. 

 

Patients should have at least one IV for transport. Saline lock unessential IV sites 
whenever possible. All children under the age of 16 years old and adult patients 
requiring fluid restriction (i.e. CHF) must have their IV fluid placed on an infusion pump 



 

 

 

for transport. Pressure infusers will be required on all IV lines not on an infusion pump. 
Care must be taken to carefully monitor the flow rate while in the infusers. All patients at 
risk for hemodynamic instability during transport will have two large bore IVs prior to 
transport (i.e. 16 or 18 gauge). No glass containers will be used on the aircraft. 

 

All bolus medications should be piggy backed into the main IV infusion for transport. 
Use three-way stopcocks or needle-less systems at all times. 

 

Patients with a hemoglobin less than 7.5 g/dL should receive a blood transfusion prior to 
transport in consultation with the Most Responsible Physician 

 
Glasgow Coma Scale will be done for every transport. Artificial tears and patches will be 
applied to the eyes of all unconscious patients to prevent corneal abrasions during 
transport. Remove contact lenses when possible. 

 
Any patient complaining  of  pain  should  be  pre-medicated  prior  to  transport  and  re- 
evaluated  en-route. 

 

Any patients with abdominal complaints or absent bowel sounds will have an NG 
inserted prior to transport unless contraindicated. Patients complaining of nausea or 
vomiting should be pre-medicated prior to transport and re-evaluated en-route. 

 
Patients who are able should void prior to transport. Consider an indwelling Foley 
catheter in acutely ill or injured patients. All drainage bags should be measured and 
emptied prior to and after the transport. 

 
Non-critically ill patients should be awakened prior to descent to allow them to clear  
their ears on descent. 

 
Neonates or infants less than 1 month old will be transferred  in  a  pre-warmed  isolette. 
These patients will have their heads covered to prevent heat loss. Isolette restraints will 
be applied at all times. 

 
In-Flight Patient Transport 

 
Prior to leaving the referring facility, the AMC will have Med-Response connect them 
with the receiving facility. An updated patient report will be provided to the physician 
and the management plan for flight will be discussed. 

 
Place the patient in the middle of the sheet inside the sleeping bag for transport. Use 
the sleeping bag all year round. Lay the patient with their head at the adjustable end of 
the stretcher. Secure the patient to the stretcher and ensure the patient remains secure 
throughout the entire transport. 



 

 

 
 

For all transports to Edmonton International Airport, the patient must be placed on a 
slider inside the sleeping bag. This facilitates transfer to Alberta Health Services (AHS) 
stretchers. For selected CTAS 1 & 2 patients the transfer sheet will not be used, as the 
patients remains on the number nine and clip deck. The clip deck and number nine 
stretcher are secured to the AHS stretcher for transport into the hospital. 

 
All equipment will be secured and stowed for take off and landing and all equipment will 
be accessible during the flight. 

 
In cold weather IV lines should be protected from the cold. IVs should be saline locked 
or place the IV on an infusion pump or pressure infuser and place it into the sleeping 
bag to keep warm. Cover the patient’s head to prevent heat loss and avoid  opening  the 
sleeping bag until the ambient temperature in the aircraft is acceptable. 

 
Altitude restriction will be considered for each flight. Any critical or seriously ill or injured 
patient should be transported with a cabin altitude of 2,000 to 4,000 feet AGL. Air 
Medical Crew must assess each clinical situation and discuss with the pilots what 
altitude can be safely achieved. See attached table for suggested altitude restrictions. 

 

During the flight, make frequent verbal contact with the patient to reassure and check for 
complaints and these re-assessments shall be documented in the Ongoing 
Assessments section in the ePCR. Pay close attention on take-off, ascent, descent and 
landing. Monitor vital signs every 15 minutes for patients with potential for hemodynamic 
instability and every 30 minutes for more stable patients. Reassess previous complaints 
or treatments and continue the treatment plan en-route. 

 
Air Medical Crew will inform receiving facility of clients that have deteriorated en-route 
through Med-Response via the satellite phone. Patients who deteriorate shortly after 
take-off from Yellowknife will be re-routed back to Yellowknife. 



 

 

 

ALTITUDE RESTRICTIONS 

 
CNS 

1. Head injuries where pneumoencephalus is possible (i.e. basal 
skull fracture, open skull fracture) 

2000 ft 

2. Closed Head Injuries where a pneumoencephalus is not 
suspected. 

2000 ft 

3. Intracranial problems (i.e. bleed) 2000 ft 
4. Spinal Injuries 4000 ft 

CVS 

1. Acute MI or unstable angina with chest pain 2000 ft 

2. Cardiac Arrest 2000 ft 

3. Cardiogenic Shock/Pulmonary Edema 2000 ft 

4. MI (uncomplicated by chest pain) 2000 ft 
5. Stable angina 2000 ft 

6. Aneurysm 2000 ft 

7. Anemia 
- Sickle Cell, Hgb less than 90 
- Others 

 

2000 ft 
4000 ft 

8. Shock – any type 2000 ft 

ENT 

1. Hyphema 2000 ft 
2. Penetrating eye injury 2000 ft 

3. Glaucoma 2000 ft 

4. Middle Ear Infection 4000 ft 

Respiratory 

1. Hypoxemia (p02 less than 60) on the ground with 02 
administration 

2000 ft 

2. Pneumothorax 2000 ft 

3. Airway burns (not intubated) 2000 ft 

4. Croup, epiglottitis 2000 ft 

5. Asthma 2000 ft 

Trauma 
1. Trauma with potential for entrapped gas or shock, including burns 2000 ft 

GI 

1. Acute Bowel obstruction 2000 ft 

2. GI surgery within previous 72 hours 3000 ft 

Others 
1. Gas Gangrene 2000 ft 

2. Anaphylactic Shock/Drowning 2000 ft 



 

 

 

All diving accident victims with a potential for decompression illness MUST be 
transported by pressurized aircraft with a SEA LEVEL cabin altitude pressure. If unable 
to provide such an aircraft, air transport be reevaluated by an MRP. 

 
No patient transport should occur with cabin altitude pressures exceeding 7000 ft. AGL. 
(8000 ft. ASL). 

 

The use of cabin altitude restriction does NOT exclude the use of 02 in patient 
management during flight, especially for the seriously ill and injured. Oxygen should be 
administered liberally during air transport unless the patient’s medical condition warrants 
careful control of oxygen delivery. (i.e. COPD with chronic CO2 retention). 
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Multiple Patients 
 

When transporting multiple patients, the flight nurse/paramedic will ensure that every 
patient has a seat/stretcher and all necessary equipment and personnel are available to 
safely transport each patient. 

 

The pilot will be consulted prior to agreeing to transport multiple patients. 
 

Med-Response must be notified of the request to transport multiple patients. If unable to 
safely transport the additional patient, inform the health care provider so that other 
arrangements can be made for the additional patient. Triage accordingly and discuss 
alternate flight options with the health care provider. 

 
No patient will be left alone on the aircraft while assessing another patient. If a patient  
is already on-board the aircraft and you are picking up another patient in a second 
community, have the health care provider in the referring community transport the 
second patient to the aircraft when possible. 

 
Family Escort 

 

One family member may accompany the patient on transport after being approved by 
Med-Response but will depend on the condition of the patient, age of the patient,       
and availability of seating in the aircraft. 

 
Children under the age of sixteen should be transported with a parent or guardian. 

 
Any family escort that is under the influence of alcohol or any other substance will not 
be permitted to escort a patient out of or back to their community. 

 

Passenger luggage will be restricted to one carry on bag due to lack of cabin space 
and limited room in the back of the aircraft after the appropriate medical equipment as 
been properly stored. 

 
It is the aircraft captain’s discretion who will be permitted to board the aircraft and how 
much luggage may accompany. 

 
Holding for Patients 

 

Air Medical Crew will wait for patients transferred to Edmonton at the EIA when directed 
by Med-Response. 
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Patient Repatriation 

 
Every attempt will be made to return patients to the NWT from southern facilities and to 
their home communities when possible. 

 

Med Response will notify AMC when a patient in a southern facility is ready for return 
back to the NWT. 

 
Prior to repatriation, Air Medical Crew will ensure that there is adequate seating or 
stretcher room to accommodate the patient, the patient can be safely cared  for  en-
route, and the pilots are aware of the repatriation. 

 
The amount of luggage will be restricted to one carry on bag each. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 

 

 

AMS Infection Control Quick Reference 
 

Prior to every patient interaction, aeromedical personnel have a responsibility to assess the infectious 

risk posed to themselves and other patients, pilots and health care workers by a patient, situation or 

procedure. A Point of Care Risk Assessment is required to be completed during the Pre-Flight 

assessment and before any patient interaction to: 

1. Evaluate the likelihood of exposure to blood and body fluids: 

 Consider type and amount of fluids being produced by patient 

 Consider type of interaction (e.g. performing/assisting with aerosol-generating medical 
procedures) 

 Consider specific patient (e.g. infants/young children, patients not capable of self care/hand 

hygiene, have poor compliance with respiratory hygiene, copious respiratory secretions, 

frequent cough/sneeze, early stage of influenza-like illness, etc. 

 Consider environmental conditions 

AND 

2. Choose the appropriate actions/PPE needed to minimize the risk of patient, HCW/other staff, 

pilots, contractor, etc. exposure to infectious agents 

 
Before Every Flight Ask About Any Of The Following Conditions: 

If the Patient Has Fever and has any History Of Travel Perform the Ebola Screen 

If The Ebola Screen is Positive Call the Manager on Call Immediately 

Patient Condition Precaution AMS PPE 

 
Acute diarrhea and/or vomiting 

of suspected infectious etiology 

 
Abscess or Draining Wound 

that cannot be contained 

 
VRE or MRSA 

 
Contact 

 Gloves 

 Gown for staff in direct contact 

 Pilots may remove gown after 

loading 

 Patient to remain in closed 
sleeping bag 

 Single Patient Transport if 

patient uncooperative 

Acute respiratory infection, 

undiagnosed 

 
Measles 

Varicella 

Meningitis 

Droplet  Gown 

 Goggles 

 Full face mask For Airway 
procedures 

 Gloves 

 N-95 Mask 

 Pilots shall remove mask & 

gown after loading 

 Mask patient if tolerated 

 Escort N-95 or surgical Mask 

 
Respiratory infection with 

risk factors and symptoms 

suggestive of Tuberculosis 

Airborne  Gloves 

 N-95 mask all crew members 
for flight 

 Mask patient if tolerated 

Copious bleeding, diarrhea 

or other bodily fluids 

Enhanced  Full Tyvex suit 

 Boot covers 

 Full length Gloves 

Undiagnosed Rash without 

Fever 

Routine  Gloves 

 
All Medical equipment anticipated for patient should be removed from Kits before donning PPE. Place all 

kits in sealed plastic bags for flight. This applies to transport of patients in Droplet/Contact and enhanced. 



 

 

Infection Prevention and Control 

June 12, 2013 
 

Routine Practices Point of Care Risk Assessment Algorithm 

APPROPRIATE USE OF PERSONAL PROTECTIVE EQUIPMENT (PPE) 
Adapted from PHAC Routine Practices and Additional Precautions Assessment and Educational Tools 2012 

 

 

 
 
 

 
September 2013 

Assess patient, 

environment and 

interaction 

Contact with patient or 

environment expected? 

No No action 

required 

Yes 

No 
Splash or spray of blood, body 
fluids/secretions anticipated? 

Yes 

Contact with mucous membranes, 

non-intact skin, blood, body fluids, 

secretions, excretions 

or soiled or likely soiled items/surfaces 

anticipated? 

No 
  

Yes 

Put on gloves 

 
Put on a gown if soiling 

of clothing likely 

 
Minimize exposure 

Put on facial 

protection 

Perform hand 

hygiene before 

leaving the patient 

environment 

 

Perform hand hygiene 

after PPE removal and 

before leaving patient 

environment 

Perform Hand 

Hygiene 



 

 

 
 

Infectious Disease Screening 
Tool USE DURING PREFLIGHT 

If any part of the Patient history indicates infectious disease process please ask the following 

questions. If any screen is positive inform SOC and ensure pilots and ground staff are 

equipped with appropriate PPE. Inform SOC at this time if post flight decontamination is likely 

to be required. 
 

 
NO 

Fever of equal to or greater than 38.0 degrees Celsius 

Adopt 

Standard 

Precautions 
 

 

 
Additional symptoms such as 

NO 
severe headache, muscle pain, 

vomiting, diarrhea, abdominal pain, 

or unexplained hemorrhage. 

 
Yes 

Travel to West Africa (Guinea, 

Liberia, Nigeria, Senegal, Sierra 

Leone or other countries where EVD 

transmission has been reported by 

WHO) within 21 days (3 weeks) of 

symptom onset. 

 
Yes 

Febrile – Respiratory illness 

screen 
Do you or anyone in your 

household have new/worse 

cough or shortness of breath? 

 
 
 

 
Is the patient feeling feverish or 

have you had shakes or chills in 

the last 24 Hours? 

If temperature is known to be 38 

degrees C or more, the answer 

to question 2 is “Yes 

 
 
 
 

Adopt 

Contact 

Precautions 

(When in 

direct 

contact) 

 

*** MUST CALL MANAGER ON CALL BEFORE TRANPORT *** 

he patient should be isolated and STANDARD, CONTACT, and 

ROPLET precautions followed during further assessment, 

reatment, and transport. 

 

edical Officer of Health and AMS Medical Director will be consulted 

Adopt 

Contact and 

Airborne 

precautions 

Don Full Kit 

including 

Tyvex suit 

 

 

 

 

 

 


	Effective December 2019
	AMS / ACCESS AMENDMENT TO THE ANALGESIA PROTOCOL
	AMS / ACCESS AMENDMENT TO THE POST-INTUBATION SEDATION AND PARALYSIS PROTOCOL
	AMS / ACCESS AMENDMENT TO THE SEDATION PROTOCOL
	AMS / ACCESS BEHAVIOURAL EMERGENCIES PROTOCOL
	Risk Assessment Tool
	AMS / ACCESS AMENDMENT TO THE ACUTE CORONARY SYNDROME PROTOCOL
	AMS / ACCESS AORTIC DISSECTION PROTOCOL
	Manual removal of placenta
	Correction of uterine inversion
	Pre-Flight
	Pre-Transfusion
	Transfuse Blood
	Post Transfusion


	Death in the Field
	Death on an Aircraft:



