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Pero hacía falta una Orden Ministerial para 
regular el copago en ambulancias y 2013 pasó 
esperándola y temiéndola, hasta que a finales del 
año, el Consejo de Estado cuestiona el “supuesto 
ahorro” para la Administración, estimado en 26 
millones de euros obtenidos por la aportación de 
los usuarios. Según este órgano consultivo, “los 
ingresos que puede suponer la aportación de los 
pacientes pueden verse compensados por los 
costes de la gestión de su cobro”, un mecanismo 
que además puede ser diferente en cada 
comunidad. Es decir, que el copago no servirá 
para financiar el servicio de transporte sanitario 
no urgente, sino la puesta en marcha y burocracia 
posterior para cobrar el copago”. Días después, 
la ministra Ana Mato renuncia al copago en 
transporte sanitario no urgente con el argumento 
de “no vamos a pedir nuevos esfuerzos a los 
ciudadanos”. 

Termina la actualización normativa
 de nuestro sector 

Con la publicación en julio de la Orden Ministerial 
PRE 1435/2013, que desarrolla el Reglamento 
de la Ley de Ordenación del Transporte Terrestre 
(LOTT) en materia de transporte sanitario por 
carretera, se completa el cambio en materia 
normativa iniciado a propuesta de ANEA en 2010. 
Esta Orden Ministerial largamente esperada por 
el sector, junto con el Real Decreto 836/2012, 
que regula las características técnicas, el 
equipamiento y la dotación de personal en las 
ambulancias, puede considerarse uno de los 
logros más visibles y destacados de 2013.

Esta Orden Ministerial refuerza y prioriza la 
idea de empresa y considera al vehículo una 
herramienta de trabajo, y en consecuencia, viene 
a sustituir el régimen de autorizaciones referidas 
a vehículos de la normativa de 1998 por el de 
una única autorización referida a la empresa de 
la que se expiden copias certificadas a cada uno 
de los vehículos. De esta manera, se garantiza 
una empresa fuerte, con capacidad financiera 
y de gestión, con un mínimo de 8 vehículos y 15 
trabajadores. 

Como novedad, la Orden Ministerial PRE 
1435/2013 incorpora la sugerencia de ANEA de 
ampliar la vida útil de las ambulancias de 8 a 10 

años, en pro de la eficiencia y la contención de 
costes en las empresas.

El Registro de empresas habilitadas es la base 
sobre la que gira toda la Orden Ministerial 
PRE 1435/2013, lo que hace homogéneas las 
condiciones de acceso al sector y da gran 
transparencia al mercado. Así, se podrá ver si una 
empresa concreta está autorizada o si es ilegal. 
Esto, unido a los Registros de Certificaciones 
Técnico-Sanitarias de las Comunidades 
Autónomas, que estarán coordinados con el de 
empresas habilitadas, permitirá un conocimiento 
exacto del sector y facilitará la elaboración de 
análisis del mercado más certeros.

El proyecto Transambulance 
llega a su ecuador

El proyecto Transambulance surge del interés 
de ANEA por establecer una red que vincule a 
las patronales del transporte sanitario de los 
distintos países europeos, unidas para defender 
su sector. Tras diversos encuentros con los 
homólogos europeos, se hizo palpable las 
diferencias en la formación y la capacitación de 
los técnicos en cada país, así que tomando como 
referencia los contenidos españoles y su método 
de aprendizaje on-line mediante simuladores, 
que ANEA desarrolló hace unos años, con el 
apoyo del Ministerio de Educación, articulamos 
este proyecto Transambulance. En él vamos a 
transferir esos contenidos y esa metodología, a 
los otros 3 países participantes en el consorcio: 
Francia, Irlanda y Reino Unido.

Con el Transambulance avanzamos un gran 
trecho en el camino para conseguir un mínimo 
común, un standard europeo técnico en 
emergencias sanitarias que haga homogénea la 
práctica profesional de los técnicos, que valide 
sus conocimientos y habilidades y facilite la 
movilidad de los trabajadores en el mercado 
único.

Este proyecto tiene una duración de dos años, 
desde septiembre de 2012 hasta agosto de 2014 
y se realiza con fondos de la Comisión Europea, 
bajo el programa de formación continua Leonardo 
da Vinci. Para conocer en detalle la plataforma, 
pueden visitar
http:// transambulance.eu
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5.2. Airway management and ventilation

Patients requiring resuscitation often have an obstructed airway, usually secondary to loss of consciousness, 
but occasionally it may be the primary cause of cardiorespiratory arrest. Prompt assessment, with control of the 
airway and ventilation of the lungs, is essential. There are three manoeuvres that may improve the patency of an 
airway obstructed by the tongue or other upper airway structures: head tilt, chin lift, and jaw thrust.

Despite a total lack of published data on the use of nasopharyngeal and oropharyngeal airways during CPR, 
they are often helpful, and sometimes essential, to maintain an open airway, particularly when resuscitation is 
prolonged.

During CPR, give oxygen whenever it is available. There are no data to indicate the optimal arterial blood oxygen 
saturation (SaO2) during CPR. There are animal data and some observational clinical data indicating an associa-
tion between high SaO2 after ROSC and worse outcome. Initially, give the highest possible oxygen concentration. 
As soon as the arterial blood oxygen saturation can be measured reliably, by pulse oximeter (SpO2) or arterial 
blood gas analysis, titrate the inspired oxygen concentration to achieve an arterial blood oxygen saturation in 
the range of 94–98%.

2.1. Foreign-body airway obstruction (FBAO) (choking)

Foreign-body airway obstruction (FBAO) is an uncommon but potentially treatable cause of accidental death. 
The signs and symptoms enabling differentiation between mild and severe airway obstruction are summarised 
in figure below. The adult foreignbody airway obstruction (choking) sequence is shown in Fig. 1.
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Adult foreign body airway obstruction treatment
Assess severety

Fig. 1. Adult foreign-body airway obstruction (choking) sequence. © 2010 ERC

Severe airway obstruction
(ineffective cough)

Mild airway obstruction
(ineffective cough)

Encourage cough
Continue to check for deterioration

to ineffective cough or until obstruction relieved

Unconscious
Start CPR

Conscious
5 black blows

5 abdominal thrusts

Severe airway obstruction
(ineffective cough)

Mild airway obstruction
(ineffective cough)
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2.2. Basic airway management

Once any degree of obstruction is recognised, 
immediate measures must be taken to create 
and maintain a clear airway. There are three 
manoeuvres that may improve the patency of 
an airway obstructed by the tongue or other 
upper airway structures: head tilt, chin lift, 
and jaw thrust.

2.2.1. Head tilt and chin lift

The rescuer’s hand is placed on the patient’s 
forehead and the head gently tilted back; the 
fingertips of the other hand are placed under 
the point of the patient’s chin, which is lifted 
gently to stretch the anterior neck structures 
(Fig. 2)

2.2.2. Jaw thrust

Jaw thrust is an alternative manoeuvre for 
bringing the mandible forward and relieving 
obstruction by the soft palate and epiglo-
ttis. The rescuer’s index and other fingers 
are placed behind the angle of the mandible, 
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and pressure is applied upwards and 
forwards. Using the thumbs, the mouth 
is opened slightly by downward displa-
cement of the chin.

These simple positional methods are 
successful in most cases where airway 
obstruction results from relaxation of 
the soft tissues. If a clear airway cannot 
be achieved, look for other causes of 
airway obstruction. Use a finger sweep, 
forceps or suction to remove any solid 
foreign body seen in the mouth. Remo-
ve broken or displaced dentures, but 
leave well-fitting dentures as they help 
to maintain the contours of the mouth, 
facilitating a good seal for ventilation.

2.3. Paediatric airway management

With children, the most significant difference from the adult algorithm is that abdominal thrusts should not be 
used for infants. Although abdominal thrusts have caused injuries in all age groups, the risk is particularly high 
in infants and very young children. This is because of the horizontal position of the ribs, which leaves the upper 
abdominal viscera much more exposed to trauma. For this reason, the guidelines for the treatment of FBAO are 
different between children (fig. 3) and infants (fig.4). For babies (up to 2 years), ventilation should be done by blowing 
air through the nose and mouth of infants.

Fig. 3. Mouth-to-mouth ventilation – childFig. 4. Mouth-to-mouth and nose ventilation – infant
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2.4. Devices for basic airway techniques

The position of the head and neck must be maintained to keep the airway aligned. Oropharyngeal and naso-
pharyngeal airways overcome backward displacement of the soft palate and tongue in an unconscious patient, 
but head tilt and jaw thrust may also be required.

Suction of secretions                                                                     Mask

fig 5. Suction of secretions                                                                fig 6. Mask.

Oropharyngeal airways

Oropharyngeal airways as Guedel canuls (fig.7 and 8),  are available in sizes suitable for the newborn to large 
adults.Anestimate of the size required is obtained by selecting an airway with a length corresponding to the 
vertical distance between the patient’s incisors and the angle of the jaw. The most common sizes are 2, 3 and 4 
for small, medium and large adults, respectively.
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Nasopharyngeal 
airways

In patients who are not 
deeply unconscious, a 
nasopharyngeal airway 
is tolerated better than 
an oropharyngeal airway. 

Self-inflating bag

The self-inflating bag 
(fig. 9) can be connec-
ted to a facemask, tra-
cheal tube or supraglo-
ttic airway device (SAD). 
Without supplemental 
oxygen, the self-infla-
ting bag ventilates the 
patient’s lungs with am-
bient air (21% oxygen). 
The delivered oxygen 
concentration can be in-
creased to about 85% by 

using a reservoir system and attaching oxygen at a flow 10 lmin−1. Although the bag-mask device enables ven-
tilation with high concentrations of oxygen, its use by a single person requires considerable skill. 
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The two-person technique for bag-mask ven-
tilation is preferable (fig. 10). One person holds 
the facemask in place using a jaw thrust with 
both hands, and an assistant squeezes the 
bag. In this way, a better seal can be achieved 
and the patient’s lungs can be ventilated more 
effectively and safely.

2.5. Heimlich Manoeuvre

This is a sequence for performing abdominal 
thrusts described, and known as “Heimlich 
manoeuvre”:

1. Identify the shoulder blades of the victim 
upon approach. Inform the victim to be helped 
of what you will do.

2. Locate an open palm slap to their back, 
adopting a stable posture: introducing a leg 
between the victims; the other slightly behind 
the foot positioned transversely.

3. Surrounding the victim’s waist with both 
arms. With the fingers of one hand to locate 
the navel. Without abandoning this reference, 
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with the fingers of the other hand seek end of the breastbone (xiphoid called, last chest bone that con-
tacts the abdomen, soft part).

4. Close the dominant hand in a fist and place the thumb inwards, on the abdomen of the victim, parti-
cularly at the midpoint between the umbilicus and xiphoid.

5. Surrounding the fist with your other hand and pull sharply inwards and upwards while strongly urging 
the patient to cough.

6. Repeat this action as many times as needed, to resolve the obstruction or until the victim becomes 
unconscious.

Special cases:

When the victim is an obese person or a pregnant woman, the point of application of the compression is the 
same as for performing chest compressions. Surrounding the victim having both arms under the armpits and 
embracing one hand with the other. Continue just like when applied the Heimlich manoeuvre.

Children over one year to puberty: compressions are performed  the manner described in the case of people  
who are obese or pregnant women.
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