
Table 5.1. Arizona Scope of Practice Skills 

KEY: 

 = Arizona Scope of Practice skill 

STR = STR skill 

* = Already intubated 

AIRWAY/VENTILATION/OXYGENATION EMT AEMT EMT-I(99) PARAMEDIC 

Airway - esophageal STR   

Airway - supraglottic STR   

Automated transport ventilator STR STR  

Chest tube placement  assist only STR 

Chest tube monitoring and management STR 

Cricothyrotomy- needle STR 

Cricothyrotomy- percutaneous STR 

Cricothyrotomy- surgical STR STR 

Intubation - nasotracheal STR 

Intubation - orotracheal STR STR  

Medication Assisted Intubation (paralytics) STR 

CARDIOVASCULAR/CIRCULATION EMT AEMT EMT-I (99) PARAMEDIC 

Cardiac - multiple lead acquisition (non-interpretive) STR STR  

Carotid massage – (≤17 years) STR STR 

Mechanical CPR device STR STR STR STR 

MEDICATION ADMINISTRATION - ROUTES EMT AEMT EMT-I (99) PARAMEDIC 

Aerosolized/nebulized (beta agonist) STR   

Auto-injector STR 
 

 

Buccal STR   

Intradermal STR STR 

Intranasal STR   

Intraosseous STR  

Rectal STR  

Small volume nebulizer STR   

IV INITIATION/MAINTENANCE FLUIDS EMT AEMT EMT-I (99) PARAMEDIC 

Intravenous initiation - peripheral STR   

Umbilical initiation STR 

MISCELLANEOUS EMT AEMT EMT-I (99) PARAMEDIC 

Eye irrigation (Morgan lens) STR 

Thrombolytic therapy- initiation STR 

Urinary catheterization STR 

Blood chemistry analysis STR 

Use/monitoring of agents specified in Table 5.4 during 

interfacility transports 
STR STR 

Use/monitoring of infusion pump for agent administration 

during interfacility transports  
STR STR 

Select the STR you would like to view and click the subject you would like to review

Note:  This undated, 231-page document was used pre-2017.  
Please refer to the updated Scope of Practice in the Bureau's 
Statues and Rules book, link in bullhorn section, azdhs.gov/
bems.  The Education Committee is working on producing 
STR PowerPoint trainings for each STR.  As they get 
produced, they can be found in the tile for EMS Education at 
azdhs.gov/bems.   sb 10/27/22























































































































































































































































































[Special Training Required] 

State of Arizona Bureau of EMS and Trauma Systems 

STR Training for Paramedic 2/27/16 

Morgan Lens Training 

This training is authorized by the EMCT agency Medical Director using the 2009 National 

Education Standard Curriculum: 

http://www.nasemso.org/EMSEducationlmplementationPlanning/documents/811077dAEMTIGs 

� 

Before authorizing an EMCT to perform an STR {Special Training Required) skill, a Medical 

Director shall ensure that the EMCT has completed training specific to the skill, consistent with 

the knowledge, skills, and competencies established according to A.R.S. 36-2204, and 

demonstrates competency in the skill. Periodically thereafter the medical director shall reassess 

an EMCT's competency in the STR (Special Training Required) skill, according to policies and 

procedures required in R9-25-201 (C) (3) (b) (viii), to ensure continued competency in the skill. 

Upon successful completion of this training, a Paramedic can only use this skill under "on-line" 

medical direction. 

Course Description: 

This course provides the EMCT an overview of the use of a Morgan Lens. This course presents 

the possible indications, contraindications, advantages, disadvantages, complications, and 

documentation recommendations for use of a Morgan Lens. The course includes lecture, skills 

demonstration, skills practice, skills testing, and a summative written exam. 

Prerequisites: 

Certified Paramedic under Medical Direction 

Course Competencies: 

This course is designed to develop the following course competencies: 

• To provide ocular irrigation to the cornea, cul-de-sac, and conjunctiva for the removal of 
o chemical irritants
o non-embedded foreign bodies.
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Objectives 

• Background and statutes 
 

• Define Naloxone 
 

• Routes of administration 
 

• Training requirements 
 

• Immunity 



The Opioid Epidemic 
• Drug overdose is the leading cause of unintentional 

injury death in America. 

 

• Opioids include legal prescriptions and illegal drugs. 

 

• More young adults and teens in AZ are using Heroin 
more than ever. 

 

• 41,502 fatal overdoses in 2012 
• 39% due to opioids 
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Note the increasing Heroin trend 
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Use of Naloxone by L.E. and EMTs 

• Safe, effective, well established practice 

 

• Few side effects 

 

• First step in combating deaths from OD 

 

• Time-sensitive emergency 
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A.R.S. 36-2228 
A. Requires a standing order issued by physician or nurse 

practitioner. 
 
B. Mandates training on proper administration of Naloxone 

before LE or EMT may administer Naloxone. 
 
C. Allows LE officer or EMT to administer naloxone. 
 
D. States that LE or EMT may administer to a person if 

officer believes that the person is suffering from opioid-
related overdose 
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A.R.S. 36-2228 con’t. 

E. Requires uniform training for both LE and EMT 
  1. Identify person suffering form opioid-related OD. 
  2. Use of Naloxone. 
 
F. Provides immunity for: 
  1. Physicians and nurse practitioners who issue       

 standing order 
  2. Trained LE or EMTs who administer the drug. 
 
G. Does NOT create a duty or standard of care for LE to 

administer an opioid antagonist. 
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ARS 36-2228: Training  

• Requires uniform training module for both 
EMTs and Peace Officers 

• Helps providers identify persons suffering 
from an opioid-related overdose 

• Training on use of Naloxone 
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ARS 36-2228: Immunity  

• Physicians or Nurse practitioners who issue a standing 
order and EMTs and Peace Officers who administer 
Naloxone pursuant to this training ARE IMMUNE 
FROM CIVIL, PROFESSIONAL AND CRIMINAL LIABILITY  

• This includes any decision made, action taken, and 
injury that may result from the administration 

• As long as those persons acted with reasonable care 
and in good faith 

• Exceptions are wanton or willful neglect 
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What are Opioids/Opiates: 

• Opioids – synthetic drugs 

• Opiates – naturally derived from poppy plants 

• Act as Depressants 

• Central Nervous System (CNS) or brain function 

• Respiratory system 

• Cardiovascular system 

• Why are they abused? 

• Euphoria (to “get high”) and pain control 
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Use of Opioids/Opiates: 

Appropriate Use 

• Normally used for pain 
control 

• Codeine and 
diphenoxylate 
(Lomotil) can be used 
to relieve coughs and 
severe diarrhea 

Inappropriate Use 

• Sharing 

• Not completing & 
saving for later 

• Diverted 

• Abused for euphoric 
effects 
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Patients at Risk for Opioid Overdose 

• Young adults experimenting with drugs 

• Opiate naive 

• Chronic users recently released form jail or 
detox or recent history of relapse 

• People with chronic illness and chronic pain; 
includes all ages and demographics 

• The “Accidental Addict” 
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How Opioids Kill: 

• Respiratory and CNS depression 

• “Slows” everything down 

• Decreases level of consciousness 

• Decreases respiratory drive 

• Decreases heart rate and blood pressure 
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Effect of Opioid Overdose 

• Respiratory drive is taken away or aspiration 
(inhaling vomit) 

• Lack of oxygen (hypoxia) 

• Cardiopulmonary arrest (“code”) 

• Increased incidence when combined with 
alcohol, benzodiazepines, or other 
medications 
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Most commonly used opioids 

• Heroin  

• Oxycodone (Percocet, 
Oxycontin) 

• Hydrocodone (Vicodin, 
Norco, Lortab) 

• Hydromorphone 
(Dilaudid) 

• Methadone 

• Morphine 

• Fentanyl 

• Codeine 

• Buprenorphone 
(Subutex) 

• Carfentanil & 
Sufentanil 
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Methods of Opioid Administration: 

• Oral (pills) 

• Intravenous (IV) 

• Snorting 

• Smoking 

• Subcutaneous, e.g. under skin (skin popping) 

• Per rectum (PR) – “boofing” 

• Transcutaneous (ie. Fentanyl patches) 
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Why Naloxone (Narcan)? 

• Developed in the 1960’s 
 

• Opioid antagonist (reversal drug) 
 

• Used as an emergent OD treatment in hospital 
and pre-hospital settings 
 

• Increased need for Narcan due to: 

• Greater variety of available opioids 

• Increased opioid use and abuse 
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Naloxone Mechanism of Action:   
How it works 

• Safe medication  

• Blocks effects of opioids on brain 

• Helps OD victim breathe again by temporarily 
reversing respiratory and CNS depression 

• Should improve breathing in two to eight minutes 

• May result in sudden onset of withdrawal 
symptoms 
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Naloxone Mechanism of Action 
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Things to know about Naloxone 

• Does not reverse other ODs  

• cocaine, methamphetamines, benzodiazepines 
(e.g., Xanax, Klonopin and Valium), alcohol, etc.  

• In a person dependent on opioids may 
produce withdrawal symptoms.  
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Naloxone does NOT reverse overdoses 
due to: 

• Sedatives 

– Valium 

– Ativan 

– Xanax 

– Alcohol 

• Stimulants 

– Cocaine 

– Amphetamines 
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Symptoms of Opioid Withdrawal 

• Agitation 

• Tachycardia (rapid heart rate) 

• Pulmonary edema (fluid in lungs) 

• Nausea 

• Vomiting 

• Diarrhea 

• Seizures (?) 
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Naloxone vs Opioid Drug Duration 

• Naloxone relatively 
short duration 
compared to opioid. 

• Naloxone may wear 
off and, dependent 
upon amount of 
opioid, signs of OD 
may reappear. 
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Routes of Administration: 

• LE or EMT’s: 

– Intramuscular (IM) 

–*Intranasal (IN) 

 

• Paramedics, AEMTs, EMT-I 

– Intramuscular (IM) 

– Intranasal (IN) 

– Intravenous (IV) 

– Intraosseous (IO) 

– Endotracheal (ET) 
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Benefits of Intranasal or Auto-Injector 

• IV access may be difficult to establish in chronic 
IV drug abusers 

• Decreased risk of needle stick injury 

• Decreased risk for infectious disease exposure 

• Simple, fast and convenient 
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Benefits of Intranasal Administration: 

• Works quickly 

• Nasal mucosa has a large absorptive area  

• Drug goes directly into the bloodstream 

• Nose is an easy access point 

• Starts working as fast as IV administration 

• Atomizer facilitates quick administration 

• Painless 
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Benefits of Prepackaged Nasal Spray: 

• Contains pre-measured dose, reduces 
medication dosing errors. 

• Designed for self or peer-administration of 
medication  

• Ease of use 
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When to use Naloxone 

• Altered level of consciousness 

• Respiratory depression or apnea 
• Slow, shallow breathing (< 10 breaths/minute) 

• Apnea (not breathing) 

• Unable to wake up with painful stimuli 

• With Associated:  
– Constricted (pinpoint) pupils, Profuse sweating 

(diaphoresis), Pale or cyanotic (blue), Needle/track marks 
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High versus Overdose 
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REALLY HIGH OVERDOSE 
Muscles become relaxed  Pale, clammy skin  

Speech is slow/slurred  Very infrequent or no breathing  

Sleepy looking  Deep snoring or gurgling (death 
rattle)  

Responsive to stimuli (such as 
shaking, yelling, sternal rub, etc.)  

Not responsive to stimuli (such as 
shaking, yelling, sternal rub, etc.)  

Normal heart beat/pulse  Slow heart beat/pulse  

Normal skin tone  Blue lips and / or fingertips  



Reasons to suspect opiod overdose 

• When informed by the dispatcher  

• Opioid drugs found on scene 

• Opioid drug paraphernalia found on scene 
(needles, syringes, chore boy, a burnt or 
charred spoon) 

• Witnesses state victim was taking some sort 
of opioid prior to OD 

• Known heroin user location 
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Paraphernalia commonly found on 
scene of overdose 
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Fentanyl-related Issues 
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Constricted Pupil 
 

Look for pupils <3mm 
1mm = about the width of the side of a 
dime 
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Mimics of Opioid Overdose 

• Cardiac Arrest 

• Low blood sugar 

• Head injury 

• Stroke 

• Shock 

• Hypoxia (low oxygen) 
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When should I give Naloxone? 

• If you suspect an opioid overdose and the patient 
has signs/symptoms of an opioid overdose  give 
Naloxone  

• Only give Naloxone if opioid OD is suspected & the 
person is unconscious 

• Not every unconscious person is an opioid OD 

• The dose of Naloxone may not be enough to 
reverse the effects of the opioid 
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Simple Naloxone Algorithm 
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Safety Considerations & Adverse Effects 

• Dispatch EMS 

• Use caution: 

• Rapid opioid withdrawal may cause nausea, vomiting, 
diarrhea, and combativeness 

• Roll patient on their side to keep airway clear 

• If no response within 3-5 min, administer 2nd dose, if 
available 

• Naloxone has a short duration of action 

• Patients may develop recurrent respiratory and/or 
CNS depression 
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Scene Safety is your #1 Priority 
• Stay aware of surroundings during victim evaluation, setup, 

and administration of Narcan especially if by yourself 
• You may lose tactical advantage quickly due to most victims 

being on the ground and in close quarters with awkward 
access to the victim and difficult egress from the victim etc. 

• You will generally be in a crouched or kneeling position with 
your hands full if an outside influence engages you, or your 
victim turns violent during the treatment 

• If alone, request backup prior to administration of Narcan 
due to potential for violence from victim. OD victims do not 
react the same, the unpredictable nature of the victims 
requires intense situational awareness at all times 
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Body Substance Isolation 
Use body substance isolation (BSI/PPE) prior to 
any direct victim treatment. 

• Drug addicts, especially intravenous users, are at 
high risk for communicable diseases such as 
Hepatitis B, C, or HIV 

• Bodily fluids will commonly be present, and the 
risk of you coming in contact with them will be 
extremely high  

• Blood, vomit, saliva, urine, and feces are all 
capable of transmitting different diseases. 
Protect yourself! 
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Needles 

• Be aware of any exposed needles or other 
paraphernalia  that you may potentially come 
in contact with 
• Under no circumstance should you try and recap 

a needle. 

• EMS can safely dispose of needles for you 

• If drug paraphernalia is kept as evidence, 
consider placing in puncture-resistant 
containers, e.g., paint cans 
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Procedure for Naloxone Administration 

Responsive & 
adequate breathing 

Yes 

Monitor 

No 

Sternal 
rub/stimulate 

Yes - adequate 

Observe 

Breathing 

No- (decreased or 
no breathing) 

If necessary, begin 
CPR 

Administer Narcan 
if it will not 

interfere with CPR 

• Recognize opiate OD 

– Decreased LOC 

– Decreased/No 
Breathing 

– Opioid OD setting 

• Give sternal rub/stim 

• If no – Administer 
Naloxone 

• Recovery Position 
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Sternal Rub  
Sternum - bone in center of 
chest that joins ribs on either 
side 
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Recovery Position 
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• Auto-injector (IM) 
– 0.4 mg IM dose 

– If no response >2min, may repeat as necessary 

– Max dose 4 mg 

• Intranasal (IN) 
– 1 mg in each nostril using Mucosal Atomizer Device 

(total of 2 mg) 

– 4mg if using prepackaged dose 

– If no response >2min, may repeat 

– Max dose of 4 mg. 
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Naloxone Dose (Adult & Pediatric) 



Two Intranasal Options 
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Nasal Passages 
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Prepackaged Intranasal (IN) Naloxone 
Administration 

• Open package 

• Remove foil backing 

• Insert in patients 
nose 

• Depress the plunger 
on the underside 
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Prepackaged Intranasal (IN) 
Naloxone Administration 
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Intranasal dose with Mucosal Atomizer 

• Take the cap off the medication 

• Remove the 2 caps from each end of the applicator 

• Apply the atomizer onto the end of the applicator 

• Tightly screw the medication into the applicator 

• Insert the atomizer into the nostril 

• Push the syringe 

• Administer 1 mL into each nostril 
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Intranasal dose with Mucosal Atomizer 

• The tip of the atomizer should be placed near 
or just inside the nostril: 

– Placement of the syringe too far inside the nasal 
cavity may traumatize the nasal passages or cause 
bleeding. 

– The use of the atomization device on the tip of the 
syringe prevents nasal trauma and maximizes the 
delivery of the medication to the patient. 
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Intranasal dose with Mucosal 
Atomizer 
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Intranasal dose with Mucosal 
Atomizer 

Remove both yellow caps 
from syringe 
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Intranasal dose with Mucosal 
Atomizer 

 

Remove the red cap from 
the naloxone 
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Intranasal dose with Mucosal 
Atomizer 
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Insert the naloxone into 
the syringe 



Intranasal dose with Mucosal 
Atomizer 

Attach the mucosal 
atomizer device to tip of 
syringe 
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