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Instructions for the Refresher Program

YOU WILL NEED TO READ, SIGN, AND SEND BACK THIS PAGE WITH YOUR COMPLETED PACKET!

The module packet is for your reference and other source material can be utilized to complete the worksheets.

Complete the worksheets in-depth. NO short answers will be accepted.

EMTs must have the skill evaluation sheet signed and returned with the completed worksheets. 

A copy of a current CPR card must be with your returned worksheets. A copy of an ACLS card is required to accompany the Paramedic Refresher.

Please copy your worksheet answers and keep them until your certificate of completion is received back from us. EETI is not responsible if they are lost in the mail or in delivery to our office in any format.  

Remember to keep all records for 3 years. DO NOT throw away any certificates or cards used to renew. If audited, the State wishes to see what you used to renew with during this renewal period. Again, DO NOT throw your CPR, ACLS, or certificates away when you renew them later. Remember that in an audit YOU are the one the State must hear back from. If your agency renewed for you that is good, however, YOU must answer the State. (F.S. 401) EETI DOES NOT report your credits to CE Broker since the Bureau of EMS does not require it. A certificate of completion is sent to you.

It is YOUR responsibility to send in your fee and application to the State. Usually, the State sends out a notice in August or September and the State must have your current address on file. That is the law! (F.S. 401 and Rule 64J) If you do not receive an application renewal card YOU must call them to receive one. You must pay for your renewal with your State and/or National Registry. EETI is NOT responsible for your license/certification fees for renewal and you must renew with them in accordance with that license or certification mandates. In regards to Florida, renewals can be performed online at www.flhealthsource.gov. 

ALL WORKSHEETS MUST BE MAILED or Preferably emailed back to: refresher@eeti.training 
FYI:

Check these sites out:

www.eeti.training ,  www.floridaemsa.org    www.naemt.org , www.iemsr.org 

I have read the above information and attest that all answerers were completed by me. 

___________________________ Signature             _________________________ Print Name

_________Date      Licenses  FL #:    PMD_______________           National #____________  
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Module 1 EETI, INC

PREPARATORY

· Scene Safety

Body Substance Isolation (BSI) is one of the most important parts of your patient care. Remember that hand washing is needed even if we wear gloves. Eye protection is required in the prevention of splashes to the eyes. If prescription eyeglasses are worn, removable side shields can be applied. Gloves are required when encountering a patient for any reason. We must change our gloves when dealing with multiple patients such as in a multi-trauma call. When cleaning equipment or our unit we need to have gloves on as well. Gowns are good when you may encounter large amount of body fluids that could splash. It is an OSHA standard that we carry an extra uniform so that we can change when our uniform becomes contaminated. Masks are a part of our BSI and should be worn when the possibility of blood splashes may be present. A HEPA mask is required when encountering a TB patient. The TB patient should wear airborne disease mask as well. If an exposure should occur, you need to refer to your Policy and Procedures Manual for reporting and documentation

· PERSONAL PROTECTION

Hazardous materials play a large part in our everyday world. When responding to a HazMat scene we need to observe the scene and protect those around the scene and ourselves. View the scene with binoculars and look for placards. The HazMat team must be advised of your findings and the HazMat team controls the scene. We need to keep contamination low and obtain special training for these cases. 

In any rescue attempt, we must identify certain threats. These may include electrical wires, fire, explosions, and hazardous materials. In violent situations, the scene must be controlled by law enforcement. If law enforcement is not present, then you should take any necessary precautions and do not become a patient yourself.

· Quality Improvement

In Florida, as it is in all States, EMT’s and Paramedics can only operate under the direction of a Medical Director. The physician must be a M.D. or D.O. and licensed in the States(s) they practice in. The goal of the Medical Director is to establish and maintain Quality Assurance (Q.A.), proper education, training and certifications of EMTs and Paramedics, and have oversight of medical treatment protocols. These protocols can be on-line or off-line direction. The Office of the Medical Director must perform reviews of paperwork and most States do have a percentage of the run reports that must be observed. 

· Health and Safety

Lifting

Lifting is the most common cause of back injuries. We all need to use our LEGS when lifting and keep the weight of the person or object close to us as much as possible. If needed, ask for assistance and know your limitations. Do not twist when lifting and have your feet properly positioned. Talk the lifting procedure over with your partner before you do the maneuver. Consider using a power-lift since this technique is good for those with weak knees or thighs. The feet are apart in a comfortable position. The back is tight, and the abdominal muscles lock the back in a slight inward curve. Straddle the object and keep the feet flat. Place your weight to the balls of the feet or just behind them. Stand by making sure the back is locked in and the upper body comes up before the hips. The power-grip makes use of all your hand power. The palm and fingers come into full contact with the object and all are bent in the same direction. Your hands should be about 10 inches apart.

Always keep your back in a locked position. Always avoid bending at the waist. 

Carrying/Pushing/Reaching

When carrying a patient or object always think before you lift. Know your limitations and that of your partner as well. Try pushing an object rather than pulling whenever possible and avoid overhead pushing or pulling. Keep your arms close to your body and elbows bent. 

Stressful Situations

We need to understand that the field we are in has stress. We may experience this by seeing a Mass Casualty Incident, a traumatic injury to a child, abuse, or death. On top of these situations, we have the stress of family, bills, and the issues of our employment. Once we recognize what produces stress then we need to address it.

Stress Management

We need to recognize the warning signs of stress. Look for irritability reactions to others, inability to concentrate difficulty sleeping, anxiety, indecisiveness, guilt, and loss of appetite, loss of interest in sexual activities, isolation and loss of interest in work. We need to evaluate what the problem is and make changes for the better. Understanding that things may not make us better overnight, but we are moving ahead on the situation. This will prevent “burnout”. Burnout only comes from you! You make your job what it is. If it is that bad, consider changes because no job is worth your health and life. We all need to watch our diet. We should practice what we preach when it comes to eating out and avoid a high intake of fats, sugar, caffeine, alcohol and smoking should be reduced or just avoided. 

We also need a balance between work, family and friends. Do not make EMS your main resident address. You know what I mean! There is a life outside the lights and sirens. Be aware of family and friends when you are out with them. Naturally, we speak of work and what has happened but is it the topic of conversation the whole time? You need a break from work and this causes burnout for you and those around you if this is all you talk about. I know we need to talk to each other about what goes on in our field when we are around each other. This could be for assorted reasons, but mainly it is found that our significant other is not part of the medical field. We do not feel like giving EMT 101 to explain what happened at the call. It loses its spice when we have to do this.  What happens is that we hold it in until we see others in our field. However, look at your significant other and/or friends. Do they always want to hear what is happening all the time? This is where balance is needed on both sides. Divorce among uniformed personnel is high and mostly due to lack of communication.  Vacations are recommended but I say, DO IT! Money is always a factor so do what you can but get away. I mean, GET AWAY! Do not hang around the house or the county you live in. This is not stress relief. 

CISD

Critical Incident Stress Debriefing is offered to all on the scene of a call that can affect mental stability. Do not hold things in since this is a cause of burnout. Teams are brought in to assist and to help and anything that is said is confidential. The supervisory staff is debriefed separately from the field crew so that employees are more comfortable in speaking out. Usually debriefings are performed within 24 to 72 hours of the major incident. The whole CISD procedure is to accelerate the healing process of the EMS worker.

· Medical – Legal

EXPRESSED CONSENT

This type of consent deals with patient of legal age and sound in mind. The patient must be informed of the procedures being conducted. This form of consent must be obtained from the patient before giving treatment. 

IMPLIED CONSENT
Implied consent is active when a patient is unconscious or becomes unconscious even if he or she denied treatment while conscious. This implied consent is based on the assumption that the person would consent to life saving interventions.

Children and Mentally Incompetent Adults

A parent or legal guardian must provide consent. In some cases, you may run into an Emancipated minor. They have been judged by the court to be an adult and they usually have papers from the court on their person showing proof of this ruling. In most states, a minor is considered anyone under the age of 18. When a life-threatening situation occurs, and the parents or guardians cannot be contacted, this situation falls under implied consent. 

Confidentiality

We in the EMS field need to cautious in our view of confidentiality. We cannot give out, except to those at the hospital, what we have found out from our patient in the interview process, findings, and treatment rendered. The releasing of this information requires a signed form from the patient. Releases are not required when other healthcare workers have a need to know. Most State laws require the reporting of rapes, abuse or gunshot wounds. Third party billing forms are okay as well as legal subpoena.

Refusal of Care

The patient does have a right to refuse care and may withdraw treatment at any time. Mentally competent adults following the rules of expressed consent must make refusals. The patient must be informed of the risk of their actions and sign a “release of liability” form. When in doubt err in favor of providing care. Document all factors of the call including what you advised the patient upon refusal. If assistance from law enforcement is needed than ask for it. Make sure that the patient is of sound mind, in your findings, and not under the influence. Try to persuade the patient to going. A call was relayed to me that comes to mind. A woman called 911. On arrival her only complaint was that her daughter would not talk to her. No one was in the house, but it was discovered that she thought the lamp was her daughter. The crew turned the light on, but the patient still insisted her daughter was not talking to her. To get her to go to the hospital, because she was refusing to go, the crew placed the lamp on the stretcher and strapped it in. They advised the patient that she needed to accompany her daughter to the hospital to find out why she would not talk to her. She willingly got up and left with the crew. At the hospital, you could imagine their faces, assisted the patient (the real one) to a private room. This was inventive of the crew and proved beneficial since the caller was refusing to leave. 

Do Not Resuscitate Orders (DNRO)

The patient does have the right to refuse treatment. In general, this requires a written order from a physician. You need to follow your written protocol concerning this issue. When in doubt or a DNR order is not present, treat the patient. 

Abuse and Neglect of a Child or the Elderly

The definition of abuse is the improper or excessive action to injure or cause harm. The definition of neglect is giving insufficient attention or respect to someone whom has a claim to that attention. We all need to recognize these situations. Signs and symptoms of abuse are:

· Multiple bruises in various stages of healing

· Injury inconsistent with mechanism described

· Repeated calls to the same address

· Fresh burns

· Parent or guardian seem inappropriately unconcerned

· Conflicting stories

· Fear on the part of the patient to discuss how the injury occurred

Signs and symptoms of neglect are:

· Lack of adult supervision

· Malnourished appearance

· Unsafe living environment

· Untreated illness i.e. no medication present or given

CNS injuries are most lethal and seen in shaken baby syndrome (SBS). In any case, we do not want to accuse anyone while on the scene. Your findings need to be relayed to the facility to prevent delay of treatment to your patient. It is your obligation to report what you see and hear; not what you think is happening. Follow your protocol concerning proper chain of reporting since the Medical Director will need to be advised as well. 

Module II EEI, INC

Airway
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Opening the Airway

The head-tilt lift is the preferred method of opening an airway when NO injury to the

 C-spine is suspected. This is accomplished by pushing back the forehead and lifting the chin. If trauma is suspected than the jaw thrust maneuver is to be performed. This is performed by grasping the back of the jaw at the angle and pushing forward, being careful not to lift or rotate the neck. In all airway maneuvers, we need to have suctioning available. 

Techniques of Suctioning

Our suctioning equipment is inspected frequently. A properly functioning unit with a gauge should have about 300mmHg. If we have a battery-operated unit, it should be charged and ready for operation. We should use a rigid catheter for suctioning the mouth of infants and children. Nasal passages should be done with a bulb suction or French catheter with low suctioning. When suctioning we move the catheter from side to side and suction while pulling our catheter out. Suctioning should only last for 15 seconds at a time. If further suctioning is required, then ventilate the patient for at least 2 minutes and re-suction. Having sterile water nearby will help if the catheter or tubing becomes blocked with large objects that need to be dissolved. 

Techniques of Artificial Ventilation

We always need to use proper equipment when ventilating our patients. Mouth-to-mask, bag-valve-mask, and oxygen-powered devices are our tools of the trade. We always need to keep in mind the use of our body substance isolation when dealing with any patient. Beware of T.B. and have a proper HEPA mask for yourself and your partner.

Bag-valve-mask

The bag volume is 1600 milliliters of air and we need to deliver at least 800 milliliters. We must practice using the BVM since the mask must be made to complete a seal. This can be difficult since we must push down and pull the head back to ventilate. Use of an oral or nasal airway can be beneficial in ventilating. If trauma is suspected be careful not to move the neck too much but an open airway is vital. Make sure the chest rises and you have good lung sounds. To immobilize the head while ventilating you may use your knees.

Airway Adjuncts

Oropharyngeal Airway

Oropharyngeal airways may be used to assist in maintaining an open airway on unresponsive patients without a gag reflex. Measure the OP from the corner of the patient’s lips to the bottom of the earlobe or angle of the jaw. Open the patient’s mouth and look for obstructions. Remove any of course. Insert the OP upside down with the tip towards the roof of the mouth. Make sure you do not push the tongue back. It will block the airway. Advance the OP gently until resistance is felt and turn 180 degrees. Rest the flange on the patient’s teeth. Another way of doing this procedure is to insert right side up, using a tongue depressor to press the tongue own. This method is preferred in infants and children.

Nasopharyngeal

Nasopharyngeal airways are less likely to stimulate vomiting and can be used on patients that are responsive. You do need to lubricate the tube but remember that the insertion can still be painful. In selecting the proper size you need to measure from the tip of the nose to the tip of the patients ear. The diameter should be the nare. Insert the tube posteriorly with the bevel toward the base of the nare or toward the septum. Never force the tube. If resistance is met, use the other nostril. 

BID

Blind Insertion Devices are most popular since they are less invasive, take less time to insert than an ET tube, and control the airway. BID’s include LMA’s, King Tubes, iGels, plus others that are on the market. 
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OXYGEN

Non-Rebreather masks are used for patients that need high flow O2. Remember to inflate the bag portion of the mask and adjust the liter flow as to where the bag does not collapse. We treat the patient’s needs, not machines that may show an acceptable O2 Sat. or if the patient has a history of COPD or is a child. NO evidence has been shown to prove that high flow O2 will hurt these patients.  Liter flow is to be 10-15 liters.

Nasal Cannulas are used on patients that need only a low liter flow or will not tolerate a non-rebreather mask. NC is used with 2-6 liters of O2.

MODULE III   EEI, INC

PATIENT ASSESSMENT



SCENE SIZE-UP/ASSESSMENT

Scene size up means that you are gathering information about your surroundings. We must do this on every call since to give proper care to every patient on the scene and for our safety and our partners safety. 

Always have proper BSI (Body Substance Isolation) available and wear it with every patient. Think of scene safety. Is it safe to approach the patient? Be aware of hazards in a crash situation. Look for toxic substances. Be aware of crime scenes and make sure the one or ones that committed the crime are restrained or Police are on scene.

Look for unsafe surfaces such as wet areas, ice, slopes, overhangs, awnings, etc.

Protection of the patient needs to be considered as well. Bystanders need to be asked to move from the area to avoid becoming potential patients and from getting in the way. This needs to be done politely since we are in the public eye.

We need to determine the true nature of the call. Is it a medical or trauma? We need to be ready to obtain the information needed so that proper care can be given.

INITIAL ASSESSMENT

Look at the general appearance of the patient. Determine the problem and assess for any life-threatening injuries or situations. If this is the case, then treat the patient as necessary to prevent further harm. Assess patient’s mental status. Speak to the patient and obtain their name, age, medical history, and medications at the least.

Assess the patient’s mental status by speaking to them. Maintain spinal immobilization and obtain an AVPU level. 

· Alert, Responds to Verbal stimuli

· Responds to Painful stimuli

· Unresponsive-no gag or cough. 

Assess the patient’s airway. Check the ABC’s and include lung sounds. If the patient is not breathing perform the appropriate method for opening the airway such as Chin-lift head-tilt or Jaw-thrust maneuver. Listen and look for possible obstructions and clear them if any are found. 

All patients breathing adequately and are responsive should receive oxygen. All responsive patients breathing >24 or <8 should receive high flow O2. Your standards locally may be different so consult your protocols. If the patient is not breathing, ventilator adjuncts are required. 

Assess the pulse for circulation. If the patient has no radial pulse then feel for the carotid. If no carotid pulse is present start CPR and apply the AED. In trauma patients start CPR or follow your local protocol. In any case, treat your patient as per protocol until advanced care is started. Assess the skin color, temperature, and evaluate to see if they are clammy or sweating heavily. Note these items in your report. Identify priority patients and triage them if you have multiple patients. If the patient is experiencing an altered mental status, difficulty in breathing, shock, complicated childbirth, chest pain, uncontrolled bleeding or sever pain you need to expedite transport and have ALS treatment conducted as soon as possible. 

Focused History and Physical Examination

Trauma

We must perform a rapid assessment with our patients. Determine the cause of the injury while helping your patient. Spinal stabilization is required and ALS treatment is no doubt a need. Use the following assessment:

DECAP-BTLS

· D formities

· C ontusions

· A brasions

· P unctures/penetrations and for breathing paradoxical movement

· B urns

· T tenderness

· L acerations

· S welling

Any findings that present a life and death crisis stop and treat it or delegate the task to someone else and continue with your assessment.

Assess the neck area before you place a C-collar on. Evaluate the neck for JVD and stair stepping of the back of the neck.  Assess the chest for paradoxical motion or crepitation. Listen for breath sounds. Palpate the abdomen. Is it soft, hard, rigid, or distended? Assess the pelvis. Note any abnormalities. Assess the extremities and check for distal pulses. Obtain a SAMPLE:

S igns and symptoms of present illness or injury

A llergies

M edications

P ertinent past history

L ast oral intake: solid or liquid

E vents leading to the injury or illness

If the patient has only minor injury your focus needs to be on the specific injury. 

Responsive Medical Patients

Assess the history of the present illness. Look at the OPQRST

· O nset

· P rovocation

· Q uality

· R adiation

· S everity

· T ime

Obtain a SAMPLE and perform a rapid assessment. Obtain a baseline of vital signs. 

Unresponsive Medical Patients

Perform a rapid assessment and obtain SAMPLE information, if possible, from bystanders, family, or friends. Do a head to toe survey to get the big picture.

Detailed Physical Exam

This is formally known as the secondary survey. This is our more detailed exam so that we can pick up on special conditions and problems that are not life threatening but need to be noted. As you inspect the patient, have the DCAP-BTLS in mind.

· D eformities

· C ontusions

· A brasions

· P unctures/penetrations (in lung sounds look for Paradoxical movement)

· B urns

· T enderness

· L acerations

· S welling

Assess the head, face, ears, eyes, nose, and mouth. Look for bleeding or fluids. Be aware of possible obstructions. Palpate to note deformities and assess for pulses. 

Ongoing Assessment

Repeat the assessment you have done every 15 minutes for a stable patient and every 5 minutes for an unstable patient. Assure that no other problems have surfaced that is critical.

Verbal Communication

After you arrive at the hospital a verbal report needs to be given. Introduce the patient by name if known. They are not “The Patient”. The patient is a person as you are, and we need to keep their dignity in mind. Summarize what was provided over the radio report. Relates the chief complaint, history, treatment en route, vital signs, and additional information that have occurred. 

Interpersonal Communication

As in our everyday life we need to follow proper communication skills. This makes you a more respected person and makes our profession professional. Keep eye contact with our patient. If you don’t they will feel that you’re not sure of yourself or something is wrong. When practical, position yourself lower than your patient. Use language the patient will understand. This is of consideration when dealing with children. Sometimes the use of slang that the area uses may help in obtaining information properly and quickly. Just make sure it is appropriate and you know what you are using. Be aware of body language so that you not acting defensively. Speak clearly, slowly and distinctly but no to belittle the patient. Use the patient’s proper name, first or last, depending on proper use. Ask how they wish to be addressed. If your patient has difficulty hearing, speak clearly with lips visible. Do not raise your voice volume. If they cannot hear do not make your partner deaf from your volume. Same with a patient who is old, has had a possible stroke, or is mute. They can probably hear. If they speak another language, speaking louder will not make the translation go through any better. Allow the patient to respond before asking the next question. Act and speak in a calm manner. This will maintain control of your scene.

Pre-hospital Care Report

Your run report is an extension of you. It represents you as a person and who you are. Document properly and watch your spelling. Never use abbreviations that are not authorized. This will get you into trouble and can make it hard on your partner if you are not around and they have to testify on what you wrote. The billing information section is PART OF YOUR JOB. No matter whom you work for your check comes from the payment of the care provided. Without proper billing, information administration cannot collect, and this can effect pay raises, etc. You may use a computer pad for documentation and this is good. Make sure that you do the check off section correctly and your handwriting is satisfactory. The information in your run report must be in relation to the call. Keep it to that. Personal opinions are not part of the report. Record what you see on the call such as in the case of an assault, rape, etc. This may prove beneficial later on. Never falsify a report because it will come back to bite you later and makes you look bad. On top of that, you can lose your job and possibly have you certification revoked. If you forgot to provide a form of treatment, then state it and how it was corrected.

MODULE 4   EEI, INC

MEDICAL / BEHAVIORAL



Throughout this and proceeding sections, we will address the actions of the EMT-B and the Paramedic. Even though the EMT-B does not do the Paramedic skill, I feel it is good for you to have the knowledge. The trademark of EE5, Inc is “Giving Life Through Education” and by this education everyone benefits. The worksheets for the Paramedic are in addition to the EMT-B worksheets. 

GENERAL PHARMACOLOGY

Medications carried on the EMS unit for the EMT-B consists of Activated Charcoal, Oral Charcoal, Oral Glucose, and Oxygen. Medications that the patient may have, and you are approved by the Medical Director to assist with consist of Prescribed Inhaler and Nitroglycerin. The EMT-B may use the Epinephrine auto-injector under the approval of your protocol. This is used in the event of an anaphylactic reaction. The device is spring loaded and come in an adult and child dose. It can be administrated in the thigh or upper arm. You pop off the top cap and push the other end of the barrel against the patient’s skin. Hold it for 30 to 60 seconds. 

Terminology’s for medications are as follows:

Generic = The name listed in the U.S. Pharmacopoeia and is the name assigned to the drug before it becomes officially listed. The name is based on the chemical name.

Trade = Brand name the manufacturer uses in marketing the drug.

Indications = Use of the drug for its intended purpose(s).

Contraindications = Situations in which the drug should not use due to knowledge of how it may or will harm your patient.

Medications come in different forms. Examples are given beside each one listed.

· Compressed powders or tablets - nitroglycerin, aspirin, Tylenol.

· Liquids for injection – epinephrine, atropine, lidocaine, etc.

· Gels – glucose

· Suspensions – activated charcoal

· Fine powder for inhalation – prescribed inhaler

· Gases – oxygen

· Sublingual spray – nitroglycerin spray. Read the canister. DO NOT SHAKE! The medication stays at the bottom.

· Liquid/vaporized fixed dose nebulizers -  Atrovent, Albuterol

All medications are in a specific form to allow proper controlled concentrations of the drug to enter the body and target the system desired.

Dose = The amount found to be needed to obtain the desired effect. 

Actions = Desired effects of the medication.

Side Effects = Actions of the medication(s) that is not desired.

During administration of any medication, vitals and assessments need to be done with our patient on a continuous basis. Document the actions that the medications performed. 

BREATHING DIFFICULTY

Signs and symptoms are shortness of breath, restlessness, and increased pulse rate, increased breathing rate, decreased breathing rate. Skin color changes such as cyanotic (blue), pale or flushed (red). 

Noisy breathing such as crowing, audible wheezing, gurgling, snoring, or stridor, which is a harsh sound, heard during breathing or an upper airway obstruction. Be aware of how the patient is speaking, use of accessory muscles, sitting upright, pursing the lips, barrel chest, coughing.

The patient needs treatment in any situation of difficulty breathing. Oxygen and an inhaler, if prescribed for the patient can be given as per your protocol. The ALS care is to give a breathing treatment via a nebulizer as per protocol. If you are assisting the patient with their inhaler, make sure it is theirs. If protocol dictates you can assist, then hold it for them as they normally would and have the patient push down on the inhaler when they are ready. The effects will be a beta action. This dilates the bronchioles. Watch for increased pulse rate, this comes from the Epi., tremors, and nervousness. Always reevaluate your patient. In infants and children remember that cyanosis is a late finding. Frequent coughing may be present rather than wheezing in some children. Handheld inhalers are commonly used with children. 

CARDIAC EMERGENCIES

If the patient is experiencing chest pain, they may use Nitro if they have it. The paramedic would follow the protocol for chest pain, which usually includes the use of Nitro spray. Remember to check the patients B.P. before and after the administration of Nitro since it dilates and the B.P. will drop. The systolic should be greater than 100. The use of Nitro will not be needed if the B.P. is that below 100 systolic, pain is relieved, or you have given 3 doses of Nitro. Typically, you give 1 dose every 3 to 5 minutes and no more than 3 doses in 10 minutes.

If CPR is required, we need to remember our skills and perform them adequately. They are as followed:

Always remember your ABC’s and check for unresponsiveness. Obtain help right away and get early defibrillation present. Remember to use barrier devices when doing ventilation has and wear gloves.

The CAB assessment is utilized: Circulation and Breathing is assessed for the need of CPR. Fast, yet effective, compressions are required. 

Adult CPR

1 man CPR compression to ventilation is 30 to 2.

2 man CPR compression to ventilation is 30 to 2. Pulse check is done at the carotid artery.

Our depth of compression is 2 inches and no greater than 2.4 inches  

We use the heels of the hand locked together keeping our fingers off the chest.

Rescue breathing is 1 breath every 6 seconds.

Child CPR

1 man CPR is at a compression to ventilation rate of 30 to 2. In 2 man CPR it is 15 to 2.  Pulse check done at the carotid artery.

Our depth of compression 2 inches.

We use both hands overlapped or the heal of one hand. 

Infants CPR 

Compression to ventilation is 30 to 2.

The position is one finger width below the nipple line using 2 fingers or use your thumbs in the same position overlapping each other. 

The depth is 1.5 inches
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AUTOMATIC EXTERNAL DEFIBRILLATION

As we know, the use of early defibrillation saves lives. The chain of survival consists of:

1) Early access

2) Early CPR

3) Early defibrillation

4) Early ACLS

Studies have proven, that AED’s save lives due to the early access by the police and those having an AED.

Many groups and organizations are using the AED. The AED comes in 2 different functions. Fully automated and Semi-automated. In the fully automated, all you assess the patient for need attach the patches and turn the unit on. In the Semi – automated, the most used unit, the computer voice prompts you throughout the rescue. The AED is programmed to only shock in V-Fib, Pulseless V-Tach, and a rate of 180 or more. Naturally, these rhythms are pulseless. During the evaluation period of the AED CPR must be stopped if it has already begun. If the rescue unit is moving, you will need to stop for proper evaluation of the patient. You must follow your protocol for the use of the AED. 

The proper use of the AED is simple. The unit is applied on an unconscious, pulseless. Place the patches on the patient and make sure the unit is turned on. Then let the AED advise you as to what to do next. The unit will shock, if needed. AEDs are now Biphasic it may choose a lower setting on its own. The AED evaluates the rhythm after each shock. If needed, after the shock the unit advises to check pulse and do CPR if no pulse. Every few minutes the unit will advise to stand clear so that is can evaluate the patient to see if there is a shockable rhythm. 

Some AED’s have the rhythm screen on top so that the actual EKG can be determined, and others now have a visual command screen for the hearing impaired. EKG units can be switched over with a key or key card from the Paramedic and make the unit into a regular ALS monitor/defibrillator. 

In any case, regular checks and maintenance is required. Follow the manufacture recommendations on these procedures. The unit also records the event for viewing by the medical director and is downloaded into your computer for this purpose after each rescue. Written reports required. 

Units are to be programmed utilizing the current Guidelines. How the manufactures conduct this will be the responsibility of each.

MEDICATIONS
· Nitroglycerin is used with patients experiencing chest pain. For the EMT and Paramedic you need to follow your protocol on its administration. Always remember that if the BP is below 100 systolic or the max dose of 3 times in 10 minutes has been accomplished, no further administration is needed. Always ask the patient if they have taken any Nito before your arrival. Be aware of Nito patches on the patient and ask as to when it may have been changed. After administration of Nito check the BP within 2 minutes. Nitro dilates blood vessels, so the patient may experience hypotension, headache, and pulse rate changes. Nitro should not be given if the patient is on any sildenafil citrate. (i.e., Viagra, Cealis - Lavitra tm)

Nitro may come in different forms, spray, tablet, or patch. Remember the spray type does NOT need to be shaken before administration.

· Oral Glucose is given to patients with an altered mental status with a known history of diabetes. Under ALS treatment, D50 via IV will be administered if called for under the protocol for any altered mental status with a low glucose level. Most protocols for D50 are to administer 25mg at first and a follow-up of 25mg if needed. If the EMT gives Oral Glucose, you must make sure the patient can swallow and has a good airway. Place the gel between the check and gum. This should absorb into the patient’s system. 

Epinephrine (Adrenaline) is used on patients that are experiencing an allergic reaction. The EMT, as per protocol, may administer the medication via an Epinephrine auto-injector pen. The procedure for administration for the auto-injector is as follows: 

· Obtain orders or follow your protocol.

· Remove the safety cap from the auto-injector.

· Place the tip of the auto-injector against the patient’s thigh.

· Push the injector until the medication is delivered, usually about 30 to 60 seconds.

· Record the time and any reactions.

In the ALS setting, the Paramedic will administer Epi 1:1000 with a 1cc syringe. .3 to .5 cc will be given SubQ. Protocol will be followed in any case. The Epi comes in a vial and will be drawn up in the syringe. In some cases the Epi 1:1000 will be in a pre-filled syringe and ready for use. 

Actions will be dilation of the bronchioles with constriction of blood vessels.

The side effects can be increased heart rate, pallor, dizziness, chest pain, headache, nausea, vomiting, excitability and anxiousness. The patient will need to be assessed constantly and proper treatment required for any situation that may prevail.

EMERGENCY MEDICAL CARE of POISONING / OVERDOSE

There are different means of poisoning. We will cover each of these.

Ingestion may cause nausea, vomiting, diarrhea, altered mental status, abdominal pain, and chemical burns around the mouth, breath odor. Care includes removing any substance from the mouth that may be present. Activated charcoal may be called for and the patient needs transport to the hospital. Stabilize the patient by monitoring ABC’s. ALS procedures would include IV, monitor, and following proper protocol. Watch for arrhythmias and treat appropriately. In any case, try to bring the bottle or container that the substance was derived from. 

Inhalation poisoning will show difficulty breathing, chest pain, cough, hoarseness, dizziness, headache, confusion, seizures, or an altered mental status. Care would be to remove the patient from the contaminated environment and start O2 therapy right away. In the ALS setting watch for arrhythmias, start an IV and transport. Always follow your protocol and obtain what the patient was exposed too, for how long and how much. 

In a toxic situation, the patient may experience weakness, dizziness, chills, fever, nausea and vomiting. Airway is of concern and proper treatment by protocol. Obtain what the substance the patient was exposed too and be aware that a HazMat team may need to come in to retrieve the patient. 

In absorption situation, the patient may experience burns, itching, irritation, and redness. Remove any clothing and protect yourself from being contaminated. If a powder is the problem, brush it off. If it is a liquid, then about 20 minutes of irrigation is required. The same goes for any contact with the eye. Irrigate for at least 20 minutes and in any case transport ASAP.  Maintain you ABC’s In the ALS setting monitor the patient, IV and O2. 

EEI, INC

BEHAVIORAL EMERGENCIES

Many of our EMS calls relate to some form of mental instability. Always be aware of suicide attempts or the want to do so. Watch for depression, sadness, tearing, and the speaking of death. Some of the risk factors include but not limited to:

· Males over 40, single widowed or divorced, alcoholic, depression.

· Defines action of causing death.

· Purchasing of a gun or a large amount of medications prescribed or not.

· Prior incidents of suicide attempts.

· Recent diagnosis of serious illness.

· Recent loss of a loved one.

· Loss of a job, arrest, imprisonment.

Be watchful of your surroundings and make sure the patient is never left alone. I was on a call that the man explained that he had to go to the bathroom and wanted to be left alone. When he was told he would not be left alone he became very upset. Behind the bathroom door was a loaded shotgun. What do you think he wanted to be alone for?

When dealing with behavioral patients never be alone. This will assist in keeping the patient from possibly doing more harm and assists in limiting possible allegations. Document what was said and done.

Altered Mental Status
An altered mental status comes about from various reasons such as Stroke, Seizures, Hypoglycemia, Drugs and Alcohol. We need to do a complete assessment on these patients and treat them appropriately. 

Heat Exhaustion

Heat Exhaustion occurs when the body overheats and is dehydrated. Our body can be fooled if the environment has high humidity. The body senses moisture so it does not sweat enough. After a period the body over heats and now the problem begins. In other cases, the body sweats and the person does not take in enough fluids. This causes dehydration and an electrolyte imbalance. 

The person will experience profuse sweating, cold and clammy skin, thirst, nausea, vomiting, headache, tachycardia, low BP, and a slight fever.  Treatment includes getting the person out of the heat, and provide fluids. If they cannot keep fluids down, they will need an I.V. right away.
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TRAUMA  



Shock (hypoperfusion syndrome) is defined as inadequate tissue perfusion. Signs and symptoms are:

· Restlessness, anxiety, altered mental status.

· Delayed capillary refill >2 seconds.

· Temperature – infant and child patients only.

· Weak, thready or no peripheral pulses.

· Pale, cool, clammy skin.

· A late sign would be BP.

· Increased pulse rate, which is an early sign.

· Increased shallow or labored breathing.

· Dilated pupils.

· Thirst

· Nausea and vomiting.

· Pallor with cyanosis to the lips.

The types of shock include: 

Anaphylactic- An allergic reaction

Cardiogenic – Inadequate heart function 

Hypovolemic- Loss of Blood or fluids

Metabolic- Excessive fluid and electrolyte loss due to vomiting, urination, and diarrhea

Neurogenic- Damaged cervical cord causing vessel dilation

Psychogenic- Fainting from the site of something or pain.

Septic- Severe bacterial infection

Keep in mind that infants and children can sustain an adequate BP down to the point of loosing more than half their volume. They have low reserves. 

Care for our patient entails use of BSI, airways stabilization, bleeding control, raise the extremities and attempt to keep the patient from moving around. 

Our Primary Survey encompasses ABC’s. The term ABC is expanded. Assess the airway for proper opening based on the patient’s needs. Observe for obstructions. Maintain C – spine, listen for lung sounds and apply oxygen. In an ALS setting the patient may require needle decompression on one or both sides due to a pneumothorax. If you have an open chest wound apply and occlusive bandage. This is a BLS or ALS treatment. Use of Vaseline gauze or an electrode with the sponge removed can assist in this matter. Make sure pressure does not build up. If it does, pull the bandage up to release the pressure. Assess pulses, radial and carotid, and look for extreme bleeding. If the patient is bleeding cover the area right away. Making sure our patient is unclothed will help in our assessment. While looking over the body observe for bruising, swelling, etc. Just remember that we need to stop and treat any life-threatening situation. If you have not taken a BTLS or PHTLS course please do so. You will learn a lot.

In a Secondary survey you are going over the patient in a more detailed head – to – toe. Look over the whole body systematically with a DCAPBTLS in mind.

D eformity

C repitus

A brasions

P unctures and Penetrations

B urns

T enderness 

L aceration

S welling

When examining any area always look for these specifics in any area of the body. Also, be aware of body fluids that may come from the ears, nose or mouth. When possible, have a crewmember on the scene go to the unit to have the IV’s, EKG, and suctioning ready for the patient. This will save time while enroute to the hospital. Be prepared to treat any complications that may arise.

Remember safety. Observe the scene for dangers of any kind. While in a house be aware of other people and their actions. Just because 911 is called not all want you present. Make sure the area is secure by observing if hazards are present such as chemical, fluid spillage, wires, fire, and anything that can cause injury or death. 

Get the big picture. Look at the mechanism of injury. How sever is the damage to the vehicle or structure? Forces radiate throughout the object to the body and then, throughout the body. Be aware of injuries from blunt trauma. The apparent effected area may not be the only injured area. Penetrating trauma may have underlining damage. Try to identify the width and depth of the object. The organs underneath may have been touched. 

Rapid extrication may be needed, so while observing the scene relate if you need more help. You can do certain treatments while they are trapped; O2 therapy, intubation, C-collar, I.V.’s, etc. 

Types of Trauma

In any type of trauma, bleeding control is the main function.  Applying pressure, elevation, and raising the extremity can provide this. In nosebleeds, keep the persons head forward and apply pressure.  In penetrating trauma, the object must be stabilized to prevent further injury. Only remove the object if the airway is compromised or CPR is required. 
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OBSTETRICS, INFANTS, AND CHILDREN



NORMAL DELIVERY

It is best to transport the mother as soon as possible unless delivery is immanent. Obtain information from your patient such as:

· Are you pregnant?

· How long have you been pregnant?

· Are there and contractions or pain?

· Any bleeding or discharge?

· Is crowning occurring with contractions? You’ll need to observe this.

· What is the frequency and duration of contractions?

· Does the patient feel a bowel movement r urge to urinate?

· Does the patient have a need to push?

· Do you have a rock hard abdomen?

Always use your BSI and prepare for delivery if that is the choice you are making. Do not let the mother go to the bathroom and do not hold the mothers or allow her to place her legs together. Do realize your limitations and you may deliver while enroute to the hospital. 

During delivery, attempt to have a sterile area with the use of your OB kit. Remember that we assist in delivery and Mother Nature does the rest. Once the head is delivered, use the bulb suction and suction the mouth first, then the nose. Infants take their first breath by mouth so that is why we suction the mouth first. As the baby is coming out of the birth canal, gently push on the head but not hard. You are preventing an explosive presentation that could rip the vaginal area. Assist the shoulders and rotate as needed. After delivery of the baby be aware of possible multiple births. The placenta will deliver usually within 20 minutes. The placenta must be given to the hospital so that it may be evaluated for wholeness. The mother will have blood loss, I.V. therapy needs to be considered but 500cc is the usual loss and can be tolerated. 

Evaluate your infant and keep them warm. Uses of blankets are good. In a disaster situation, you can make an incubator by using a box with shredded paper as the base and blankets around the child. Evaluate an APGAR score at birth and 5 minutes later. Resuscitation may be required. Certain perimeters have been established but always follow your protocol. 

Shallow or absences of breathing will call for your intervention. First, attempt to stimulate the patients breathing flicking the soles of the feet or rub the infant’s back. If breathing is less than 60/min, assist ventilation and reassess in 30 seconds. If no improvement, continue. Heart rate less than 100 assist in ventilations as well and reassess in 30 seconds. If the heart rate is less than 80 start chest compressions. If the rate is less than 60 start compressions and ventilation together. If poor coloring presents itself and the patient is breathing adequately, administer O2 10 – 15 L using O2 tubing as a blow by. 

ABNORMAL DELIVERIES

Prolapsed cords do happen. This is where the cord presents itself before delivery of the baby and is a serious emergency. Treat you mother appropriately and apply O2 on mom, 10 – 15 L NRB mask. Keep her buttocks raised and her head down which lessens the gravity and pressure on the birth canal. Insert a sterile gloved hand into the vagina pushing the presenting part of the fetus away from the pulsating cord. Rapid transport is required. 

Breech birth is when the buttocks or lower extremities present before the fetus is delivered. Immediate transport is needed and your assistance. If delivery is not completed within a few minutes you will need to insert a gloved hand, find the nose, and making a V with your fingers, raise the face off the birth canal. You are doing this since the baby may desire to start breathing on its own and suffocate. 

Limb presentations pose an extreme emergency. You must transport rapidly and take care of the mother. The mother will no doubt need a C – section. Advise the mother not to push, even though she may feel that she has too. 

Meconium, amniotic fluid that is greenish or brownish-yellow is an indication of possible fetal distress during labor. Do not stimulate the infant until suctioning is complete. Maintain a good airway and transport. 

Premature births have a risk of hypothermia and respiratory problems. Treat by your protocol. 

MEDICAL PROBLEMS in CHILDREN

In most cases, respiratory problems are the main problems. Once corrected the child recovers. Back blows and chest thrust for infants and abdominal thrust for children correct airway obstructions. Croup shows itself with a barking cough and epiglottis produces drooling. Croup needs to be evaluated on the first occurrence by a physician and the parents are directed as to how to handle it if the problem should arise again. Breathing treatments may be needed on an ALS level. A nebulizer may be used even as a blow by. Usually moist air will relieve the problem. Epiglottis needs medical attention. Assess the breathing effort and treat appropriately. 

If cardiac arrest occurs, treat as per the American Heart Association guidelines and your protocol. Remember CAB in treating your patient with CPR. In the ALS setting the use of a Browslow tape will assist in proper care as well as your protocol. 

Diarrhea, dehydration, vomiting, blood loss, infection and abdominal injuries may cause shock. The patient may show signs of mental status changes, rapid respiratory rate, pale, cool, clammy skin, weak or absent peripheral pulses, delayed capillary refill, decreased urine output. Measure output by how many diapers have been used. Care should be to keep them warm, O2, and on an ALS side I.V. therapy is recommended.  When evaluating the child, start at the feet and have the patient with the parent or guardian if possible. This will make your life easier and fulfill a proper exam without crying and distractions.

TRAUMA in CHILDREN

This is always hard for all of us but remember that we need to treat the child. Never forget that the parents need to be kept informed and involved if at all possible. Always evaluate the child as you would an adult for life threatening emergencies. Maintain ABC’s and comfort the child as much as possible. 

Fever

Fevers are caused from numerous reasons but the most common are:

· Infection from Pneumonia, meningitis, or a UTI

· Cancer

· Drug Interaction

· Arthritis and lupus conditions

· High environmental temperature

Meningitis

Meningitis is an inflammation of the tissue surrounding the spinal cord and the brain. It is caused by a infection by bacteria, viruses, fungi, or parasites. High-risk patients include those that have a VP shunt that drains fluid from the brain into the stomach. 

Seizures

Common causes of seizures include:

· Child Abuse

· Electrolyte Imbalance

· Fever

· Hypoglycemia

· Idiopathic

· Infection

· Ingestion

· Lack of Oxygen

· Medications

· Poisoning

· Previous Seizure Disorder

· Recreational Drug Use

· Head Trauma

Poisoning is a leading cause of pediatric complication and can be from alchohol, OTC medications, household chemicals, iron, plants, and medications in the home, vitamins, street drugs. 

Pediatric Trauma

Injury from trauma occurs from child abuse, automobile collisions, sport injuries, and swimming accidents. Child abuse injuries come in the form of bruises, burns, fractures, neglect and shaken baby syndrome. Sexual abuse is another act that causes both physical and mental trauma. Care and concern needs to be shown to these children. 

Sudden Infant Death Syndrome

SIDS 

The first year of an infants life can be affected by SIDS. It is impossible to predict SIDS but the contributing factors include:

· Mother younger than 20 years old

· Mother smoked during pregnancy

· Low birth weight

· Mother drank alcohol during pregnancy

· Mother used recreational drugs during pregnancy

SUID

· SIDS and SUID are different
· SUID: Sudden Unexpected Infant Death
· Sometimes known as SUDI (Sudden Unexpected Death in Infancy)
· SUID is the umbrella term that SIDS falls under
· Accidental sleep related deaths fall under SUID explained category
· Most SUIDs occur during sleep or in sleep environment = Sleep-related deaths
· Suffocation, overlay deaths, strangulation, entrapment, wedging
· Overlay deaths occur usually when the child is sleeping with the parent or guardian. The child is pressed between the adults body or arm. It is also when a child is crushed between 2 people cohabiting the bed. 
· Undetermined/ill-defined/unknown
· Sleep related deaths: 100% PREVENTABLE
· SIDS: can only REDUCE the RISK
· SIDS is one of several causes of SUID
· SIDS, unlike the other SUID causes, is a diagnosis of exclusion.
· SIDS is a diagnosis that should be given only after all other causes of SUID have been ruled out through a careful scene investigation, an autopsy, and a review of medical history.  “Death scene investigation is often the only way to make a distinction between SIDS and suffocation as a cause of death” (Hanzlick 2001).
SIDS is NOT:

· Preventable, but the risk can be reduced
· Caused by vomiting and/or choking
· Caused by DPT vaccine or other immunizations
· Contagious
· The result of child abuse or neglect
· The cause of every unexpected infant death
Understanding the Risk Factors

· Stomach sleeping during naps and at night
· Propping infants on their side during sleep
· Soft sleep surfaces and loose bedding
· Bed sharing with an adult or with other children
· Overheating during sleep
· Maternal smoking during pregnancy and smoke in the infant’s environment
· Risk exists from birth up to one year of age with highest incidence between 2-6 months of age
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Sleep Related Deaths

· Bumper pads
· Bumper Pads Should be removed from crib
· Suffocation hazards should be evaluated
· Breathable pads ones available 
· Nasal Obstruction by being face should be avoided
The impedance of oxygen supply by obstruction of nose or mouth must be avoided
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A child was covered to muffle the crying so the parent could sleep.The child did die from the blanket being over its head as shown in this reenactment. Rebreathing (of CO2) was the cause of death. 

· The inhalation of expired CO2 and other gases recovered from porous sleeping surfaces.
· The inspired CO2 inhibits CO2 receptors in the brainstem.
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· Infants should be placed on a separate sleeping surface
· Can be brought to bed for nursing or comforting
· Returned to bassinet or crib in room
· Baby should sleep on the back for each and every sleep.

· Baby should sleep alone in their own separate sleep space: crib, bassinet, pack-n-play.

· No bed sharing with adults or other children.

· Firm mattress with tight fitting crib sheet.

· No toys, pillows, loose bedding in the crib.

· No bumper pads!

· No exposure to tobacco smoke.

· Offer a pacifier each and every sleep.

· Room sharing with caregiver, no bed sharing.

· Do not allow baby to overheat with sleep: one layer of clothing; overhead fan use recommended.

· Educate all caregivers about safe sleep!  Not just parents. EVERYONE!

· Avoid products that say they prevent SIDS.

· Encourage breastfeeding.

EMT Response to SUID  
From the “National Sudden Infant Death Resource Center”

· EMT has three major roles in responding to a sudden, unexpected infant death:
· Providing immediate emergency medical care to the baby 
· Observing, assessing, and documenting the scene 
· Offering support and consolation to parents/caregivers.
· The ME/coroner likely will not be at the death scene. 

· ME will rely on documentation from the EMS team and law enforcement to help determine cause of death.

· Law Enforcement may conduct the formal investigation; the first responder team’s information about the scene is often invaluable. 

· EMS/Fire Rescue personnel should expect that they will need to prepare a report for the ME on what they saw and heard at the scene.

· This report is a legal document. Parents, other family members, and the child death review team also may review the report. 

· The report should be objective, accurate, and complete and should follow local protocol.

· At the scene, ask questions about the circumstance of the death and the baby’s health history, obtain key information, including current medication, and circumstances at the time of death. Open-ended, precise questions are most effective, for example: 

1. Can you tell me what happened? 

2. Where was the baby? 

3. Who found the infant? 

4. What did you do when you found the baby? 

5. Has the infant been moved? 

6. What time was the infant last seen alive? 

7. How did the infant seem that day? 

8. Had the infant recently been sick? 

Resuscitative Efforts

· Document all resuscitative efforts by caregivers, relatives, neighbors, etc.
· Fire Rescue/EMS should document their resuscitative efforts in their run sheets.
· The M.E. is usually responsible for obtaining EMS/Fire Rescue run sheets and E.R. medical records to document artifact on body due to their resuscitative efforts.
When & Why EMS/FIRE Rescue Should Not Remove the Body

· When Livor, Rigor and Algormortis indicate obvious death
· Creates two scenes that law enforcement must maintain and respond to
· Family will need to respond back to the scene for a doll re-enactment
· Scene can be altered prior to us responding
· Always an estimate

· Narrowest window is when body is examined as soon after death as possible

· May depend on observations at the scene by law enforcement or EMS 

· Particularly difficult to evaluate time of death in children

· Children, particularly infants, have greater surface area/body mass ratios and therefore their bodies lose heat more rapidly.

· Infants have widely varying body configurations and therefore there are no standardized tables for the parameters used to estimate time of death.

Intervals

· Livor mortis (lividity)
· Rigor mortis (stiffening of body muscles)
· Algor mortis (body temperature)
Lividity

· The pooling and settling of blood within the body due to gravity.
· Can sometimes provide indicators of time of death and position of body.
· If the body has been moved, the blood remains pooled around the white pressure points where weight of body was resting.
· A body that has been moved after death can signal foul play but not usually in infant/child death cases.
Factors Affecting Rigor

· Ambient temperature and microenvironment
· Clothing, bedding
· Body habitus (under, avg., or over weight)
· Body temperature at death
· Infection
· Drugs
· Prior physical activity
Determining Death

Of course, Protocol must be followed and local law enforcement is on the scene when a death occurs. These parameters will help:

· Not breathing
· Body temperature
· Skin pallor
· Fingernails may be pale
· Eyes milky or cloudy
· Rigor mortis
· Lividity
· Obvious signs of trauma

· Analyze information and evidence that might indicate possible cause of death

· Use agency policy

What to do if you cannot remove the body

· Attend to the family.
· Make observations about the Rigor, Livor, and Algormortis.
· Try not to move the infant as this can cause shifting of lividity patterns.
· Do not run out to the EMS coach with the infant if it is obviously deceased.  
· Allow EMS to enter and assess the infant

Noting the Scene

· Exact location where infant was placed to sleep.
· Observe the condition of the sleep environment.
· Note the sleep environment to include:
· Purge or hemorrhagic fluid



· Clutter
· Animals
· Insects 
· People (include height and weight)
· Pacifier Duct Taped in Baby’s mouth
· Sticky residue around the baby’s mouth area
· Drug addicted parent co-sleeping with infant
· Bottle propping
· Baby aspirated the formula
· Not a substitute for a crib
· Swings
· Car Seats
· Carriers
Duty to Report

It is the duty of any person in the district where a death occurs…who becomes aware of the death of any person occurring under the circumstances described in s. 406.11 to report such death and circumstances forthwith to the district medical examiner...  Any person who, without order from the medical examiner, willfully touches, removes, or disturbs the body… with the intent to alter the evidence or circumstances surrounding the death, shall be guilty of a misdemeanor of the first degree.

All states have something similar to this statement and you must adhere to your local and state laws on reporting a death. 

Physical Evidence to be Aware Of:

· inconsistencies between scene and verbal description of events
· inconsistencies between observed injury and explanation of injury
· note changes in “story” based on investigator’s suggestions
· note explanation of events that defy logic and common sense
Day Care Facilities

· Notify Law Enforcement immediately so we can determine:
· Number of care providers for number of children present at time of death.
· Level of care – exposure to other sick children
· Activity by and for the infant the entire time baby was there.
· Document observable concerns by photo and report
Doll Re-enactment Scene

· Goal – to depict accurately the sleep environment into which the infant was placed.
· Must be performed by the placer, the person that last saw the infant alive and finder.
· Explain importance
· Show the doll to the family member/caregiver Describe procedure – photographs, video
Safe Sleep Environment

· When the opportunity arises during a call ask to see where is the baby sleeping
· Is there a crib? Bassinet? Pack-n-play?
· Is the sleep area free from: pillows, toys, stuffed animals, loose bedding, and bumper pads?
· Should be nothing but a firm mattress with a tight-fitting crib sheet in the crib
Positioning the Baby

· If you directly observe the baby sleeping, what position is the baby in?
· Baby should be on their back for each and every sleep; 
· As babies get older and are able to roll from stomach to back and back to stomach, instruct the caregiver to always start baby off on their back; 
· They do not have to continually reposition the baby on back when they are able to roll.
General Assessment of a infant ot Child

Assessing a pediatric patient takes a skill of caring and understanding the age of the patient. They might be afraid of strangers and wish a family member close by during the examination. Sit and talk to the child and stretch your hand out first so that they may hold your hand. Never go and grab a non-critical pediatric patient since this will frighten them if your aggressive towards them or if it appears to be aggressive. 

     Dehydration is the most common medical condition in pediatrics. Skin tenting or poor skin turgor is a typical sign of dehydration. Dehydration comes from lack of fluid intake, fever, and illness. The patient may experience other difficulties such as seizures, respiratory difficulty, and loss of consciousness. 

Bio-Terrorism and Acts of Terrorism 
Bio-Terrorism has now come to the forefront. After the events of September 11,2001 the U.S. became members of something that we have always feared but hoped would never come to our land, anthrax. Agents such as anthrax have been present for many years and have been developed and studied. It’s now use threatens our very society and way of life, as it has in lands overseas. 

As Healthcare workers we are on the front line of possible exposure, so much that we all need to be diligent in our keeping alert to our surroundings. Unexplained illnesses and/or multiple reported exposures can be a signs of a Biological attack, as we have seen in Florida, Washington DC, New Jersey and New York plus in the New England area.  

HISTORY OF BIOLOGICAL WARFARE
AND CURRENT THREAT
The use of biological weapons and efforts to make them more useful as a means of waging war have been recorded numerous times in history. Two of the earliest reported uses occurred in the 6th century BC, with the Assyrians poisoning enemy wells with rye ergot, and Solon’s use of the purgative herb hellebore during the siege of Krissa. In 1346, plague broke out in the Tartar army during its siege of Kaffa (at present day Feodosia in Crimea). The attackers hurled the corpses of those who died over the city walls; the plague epidemic that followed forced the defenders to surrender, and some infected people who left Kaffa may have started the Black Death pandemic, which spread throughout Europe. Russian troops may have used the same plague-infected corpse tactic against Sweden in 1710.

On several occasions, smallpox was used as a biological weapon. Pizarro is said to have presented South American natives with variola-contaminated clothing in the 15th century, and the English did the same when Sir Jeffery Amherst provided Indians loyal to the French with smallpox-laden blankets during the French and Indian War of 1754 to 1767. Native Americans defending Fort Carillon sustained epidemic casualties, which directly contributed to the loss of the fort to the English.

In this century, there is evidence that during World War I, German agents inoculated horses and cattle with glanders in the U.S. before the animals were shipped to France. In 1937, Japan started an ambitious biological warfare program, located 40 miles south of Harbin, Manchuria, in a laboratory complex code named “Unit 731”. Studies directed by Japanese General Ishii continued there until 1945, when the complex was leveled by burning it. A post World War II investigation revealed that numerous organisms had received Japanese research attention, and that experiments had been conducted on prisoners of war. Slightly less than 1,000 human autopsies apparently were carried out at Unit 731, most on victims exposed to aerosolized anthrax. Many more prisoners and Chinese nationals may have died in this facility -some have estimated up to 3,000 human deaths. In 1940, a plague epidemic in China and Manchuria followed reported over flights by Japanese planes dropping plague-infected fleas. By 1945, the Japanese program had stockpiled 400 kilograms of anthrax to be used in a specially designed fragmentation bomb.

In 1943, the United States began research into the offensive use of biological agents. This work was started, interestingly enough, in response to a perceived German biological warfare (BW) threat as opposed to a Japanese one. The United States conducted this research at Camp Detrick (now Fort Detrick), which was a small National Guard airfield prior to that time, and produced agents at other sites until 1969, when President Nixon stopped all offensive biological and toxin weapon research and production by executive order. Between May 1971 and May 1972, all stockpiles of biological agents and munitions from the now defunct U.S. program were destroyed in the presence of monitors representing the United States Department of Agriculture, the

Department of Health, Education, and Welfare, and the states of Arkansas, Colorado, and Maryland. Included among the destroyed agents were Bacillus anthracis, botuli n urn toxin, Francisella tularensis, Coxiella burnetll, Venezuelan equine encephalitis virus, Brucella suis, and Staphylococcal enterotoxin B. The United States also had a medical defensive program, begun in 1953, that continues today at

USAMRI ID.

In 1972, the United States and many other countries signed the Convention on the Prohibition of the Development, Production and Stockpiling of Bacteriological (Biological) and Toxin Weapons and on Their Destruction, commonly called the Biological Weapons Convention. This treaty prohibits the stockpiling of biological agents for offensive military purposes, and also forbids research into such offensive employment of biological agents. The former Soviet Union and the government of Iraq were both signatories to this accord. However, despite this historic agreement among nations, biological warfare research continued to flourish in many countries hostile to the United States. There were also several cases of suspected or actual use of biological weapons. Among the most notorious of these were the “yellow rain” incidents in Southeast Asia, the accidental release of anthrax at Sverdlovsk, and the use of ricin as an assassination weapon in London in 1978.

Testimony from the late 1970’s indicated that planes and helicopters delivering aerosols of several colors attacked the countries of Laos and Kampuchea. After being exposed, people and animals became disoriented and ill, and a small percentage of those stricken died. Some of these clouds were thought to be comprised of trichothecene toxins (in particular, T2 mycotoxin). These attacks are lumped under the label “Yellow Rain”. There has been a great deal of controversy about whether these clouds were truly biological warfare agents: some have argued that the clouds were nothing more than bee feces produced by swarms of bees.

In late April of 1979, an incident occurred in Sverdlovsk (now Yekaterinburg) in the former Soviet Union, which appeared to be an accidental release of anthrax in aerosol form from the Soviet Military Compound 19, a microbiology facility. Residents living downwind from this compound developed high fever and difficulty breathing, and a large number died. The final death toll was estimated at the time to be between 200 and 1,000. The Soviet Ministry of Health blamed the deaths on the consumption of contaminated meat, and for year’s controversy raged in the press over the actual cause of the outbreak. All evidence available to the United States government indicated a massive release of aerosolized anthrax. In the summer of 1992, U.S. intelligence officials were proven correct when new Russian President Boris Yeltsin acknowledged that the Sverdlovsk incident was in fact a large-scale accident involving the escape of an aerosol of anthrax spores from the military research facility. In 1994, Meselson and colleagues published an in-depth analysis of the Sverdfovsk incident (Science 266:1202-1208). 
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They documented that all of the 1979 cases occurred within a narrow zone extending downwind in a southerly direction from Compound 19. Meselson’s team, including 66 fatalities and 11 survivors, identified a total of 77 patients.

Before the Sverdlovsk incident, in 1978, a Bulgarian exile named Georgi Markov was attacked in London with a device disguised as an umbrella, which injected a tiny pellet filled with ricin toxin into the subcutaneous tissue of his leg while he was waiting for a bus. He died several days later. On autopsy, the tiny pellet was found and determined to contain the toxin. The communist Bulgarian government, it was later revealed, carried out this assassination, and the technology to commit the crime was supplied to the Bulgarians by the former Soviet Union.

In August of 1991, the first United Nations inspection of Iraq’s biological warfare capabilities was carried out in the aftermath of the Gulf War. On August 2, 1991, representatives of the Iraqi government announced to leaders of United Nations Special Commission Team 7 that they had conducted research into the offensive use of Bacillus anthracis, botulinum toxins, and Clostridium perfringens (presumably one of its toxins). This was the first open admission of biological weapons research by any country in recent memory, and it verified many of the concerns of the U.S. intelligence community publicly. Iraq had extensive and redundant research facilities at Salman Pak and other sites, many of which were destroyed during the war.

In 1995, further information on Iraq’s offensive program was made available to United Nations inspectors. Iraq conducted research and development work on anthrax, botulinum toxins, Clostridium perfringens, aflatoxins, wheat cover smut, and ricin. Field trials were conducted with Bacillus subtilis (a simulant for anthrax), botulinum toxin, and aflatoxin. Biological agents were tested in various delivery systems, including rockets, aerial bombs, and spray tanks. In December 1990, the Iraqis filled 100 P400 bombs with botulinum toxin, 50 with anthrax, and 16 with aflatoxin. In addition, 13 Al Hussein (SCUD) warheads were filled with botulinum toxin, 10 with anthrax, and 2 with aflatoxin. These weapons were deployed in January 1991 to four locations. All in all, Iraq produced 19,000 liters of concentrated botulinum toxin (nearly 10,000 liters filled into munitions), 8,500 liters of concentrated anthrax (6,500 liters filled into munitions) and 2,200 liters of aflatoxin (1,580 liters filled into munitions).

The threat of biological warfare has increased in the last two decades, with a number of countries working on offensive use of these agents. The extensive program of the former Soviet Union is now controlled largely by Russia. Russian president Boris Yeltsin has stated that he will put an end to further offensive biological research; however, the degree to which the program has been scaled back, if any, is not known. Recent revelations from a senior BW program manager who defected from the FSU in 1992 outlined a remarkably robust biological warfare program including active research into genetic engineering, binary biologicals and chimeras. There is also growing concern that the smallpox virus, eliminated from the face of the earth in the late 1970’s and now stored in only two laboratories at the CDC in Atlanta and the Institute for Viral Precautions in Moscow, Russia, may have been “bargained” away by desperate Russian scientists seeking money.

There is intense concern in the West about the possibility of proliferation or enhancement of offensive programs in countries hostile to the western democracies, due to the potential hiring of expatriate Russian scientists. It was reported in January 1998 that Iraq had sent about a dozen scientists involved in BW research to Libya to help that country develop a biological warfare complex disguised as a medical facility in the Tripoli area. In a report issued in November 1997, Secretary of Defense William Cohen singled out Libya, Iraq, Iran, and Syria as countries “aggressively seeking” nuclear, biological, and chemical weapons.

There is also an increasing amount of concern over the possibility of terrorist use of biological agents to threaten either military or civilian populations. There have been cases of persons loyal to extremist groups trying to obtain microorganisms, which could be used as biological weapons. The Department of Defense is leading a federal effort to train the first responders in 120 American cities to be prepared to act in case of a domestic terrorist incident involving WMD.

Certainly, the threat of biological weapons being used against U.S. military forces is broader and more likely in various geographic scenarios than at any point in our history. Therefore, awareness of this potential threat and education of our leaders and medical care providers on how to combat it are crucial.

Followed is an explanation of the most common Bio threats:

Anthrax. A nonspecific prodrome (i.e., fever, dyspnea, cough, and chest discomfort) follows inhalation of infectious spores. Approximately 2--4 days after initial symptoms, sometimes after a brief period of improvement, respiratory failure and hemodynamic collapse ensue. Inhalational anthrax also might include thoracic edema and a widened mediastinum on chest radiograph. Gram-positive bacilli can grow on blood culture, usually 2--3 days after onset of illness. Cutaneous anthrax follows deposition of the organism onto the skin, occurring particularly on exposed areas of the hands, arms, or face. An area of local edema becomes a pruritic macule or papule, which enlarges and ulcerates after 1--2 days. Small, 1--3 mm vesicles may surround the ulcer. A painless, depressed, black eschar usually with surrounding local edema subsequently develops. The syndrome also may include lymphangitis and painful lymphadenopathy. 

Plague. Clinical features of pneumonic plague include fever, cough with muco-purulent sputum (gram-negative rods may be seen on gram stain), hemoptysis, and chest pain. A chest radiograph will show evidence of bronchopneumonia. 

Botulism. Clinical features include symmetric cranial neuropathies (i.e., drooping eyelids, weakened jaw clench, and difficulty swallowing or speaking), blurred vision or diplopia, symmetric descending weakness in a proximal to distal pattern, and respiratory dysfunction from respiratory muscle paralysis or upper airway obstruction without sensory deficits. Inhalational botulism would have a similar clinical presentation as foodborne botulism; however, the gastrointestinal symptoms that accompany foodborne botulism may be absent. 

Smallpox (variola). The acute clinical symptoms of smallpox resemble other acute viral illnesses, such as influenza, beginning with a 2--4 day nonspecific prodrome of fever and myalgias before rash onset. Several clinical features can help clinicians differentiate varicella (chickenpox) from smallpox. The rash of varicella is most prominent on the trunk and develops in successive groups of lesions over several days, resulting in lesions in various stages of development and resolution. In comparison, the vesicular/pustular rash of smallpox is typically most prominent on the face and extremities, and lesions develop at the same time. 

Inhalational tularemia. Inhalation of F. tularensis causes an abrupt onset of an acute, nonspecific febrile illness beginning 3--5 days after exposure, with pleuropneumonitis developing in a substantial proportion of cases during subsequent days (7). 

Hemorrhagic fever (such as would be caused by Ebola or Marburg viruses). After an incubation period of usually 5--10 days (range: 2--19 days), illness is characterized by abrupt onset of fever, myalgia, and headache. Other signs and symptoms include nausea and vomiting, abdominal pain, diarrhea, chest pain, cough, and pharyngitis. A maculopapular rash, prominent on the trunk, develops in most patients approximately 5 days after onset of illness. Bleeding manifestations, such as petechiae, ecchymoses, and hemorrhages, occur as the disease progresses.

Our furtherance of our training and education in Bio-Terrorism will make us more aware of the cases that can, and will no doubt at some point, rise from the depth of some mad man or organization. All for a cause or score to settle! All at the cost of humanity!

Physical Acts of Terrorism

Terrorist activity has occurred in this nation from New York to Oklahoma. From Georgia to Colorado. We all need to be prepared for the possibility that “It can happen here.” When we respond to a call, especially that of mass casualty, be aware of secondary situations. If one bomb has gone off, then another is no doubt in the works after you have arrived and are setting up a triage area or just treating patients. What a better time to have secondary devices to go off when Police, Rescue, Fire, News teams, and bystanders are present. It can come from nearby cars, trash bins or trees. 

In drug houses that we may be called into, be aware of trip wires, sensors, and the like that may be set by the criminal force. These are aimed at the Police, but the device does not determine as to whom is present in the room. 

The threat we now face is from International organizations that will die for their cause. We need to be prepared and always alert. Never let your guard down and if something looks suspicious, then report it. “It is better to be safe than sorry” theory goes into play in the times we are in. 

Our schools are threatened so take threats seriously even if it from a child. You may save many from a shooting tomorrow. Prevention is the key, so more community involvement is needed. We must get our young ones, our future EMS providers, interested in helping instead of hurting others. Educating our parents to just communicate will assist as well. By having both child and parent involved in community involvement projects, such as EMS, may just stimulate that communication. We are Healthcare Professionals and can guide the future of our community. All it takes is stepping forward to start the cause.

Domestic Violence
It is a shame, but domestic violence is on the rise. We see more so today than in years past. This has been attributed to the seeing of violence in the home and passing it on to children. Our children our exposed to more violence on TV than ever before. Not just the Hollywood scene, but also the local news. The neighborhood environment can add to violent tendencies. Stress, in one form or another, can lead to an outburst of anger if left in for a period of time. Family issues and a death of a loved one can cause someone to loose reality, even if for a moment.

The fact is that Domestic Violence is not okay and we as EMS personnel must deal with it in the community we work in and, in some cases, within ourselves. Domestic Violence affects mostly women, but men are sometimes abused as well. 

We need to understand that just leaving the home, the situation, is easier said then done. The one being abused may still care for the one inflicting harm. Children may be involved and taking them out of the home environment may not be possible. Financially, the one being abused may not be able to sustain there self if they leave. Fear is the biggest obstacle. Fear that the one inflicting harm will find them and cause even more harm or possibly kill them. 

Counseling may help some, but NOT ALL. If the act of violence was an isolated case, counseling is usually productive. Accepting words of apology, candy, or roses cannot treat persistent acts of violence. Long term counseling may help, if the abuser will allow it to change them and jail time or probation is part of the course.  Chronic abusers are, in most cases, beyond help from the one being abused, family, or friends. Extreme measures in counseling; court intervention and jail time is in order. Outcome for these types of abusers is very poor. 

In extreme cases the one being abused needs to find a way to escape to safety. These steps will assist in that decision and are in no certain order since each case is different. Another act of violence may alter your time line or decisions.

· Have a small bag always packed and ready to go if you need to leave in a hurry.

· Make sure any prior abuses are documented with the Police and you may wish to have copies of these reports secure in that small bag. 

· File charges against the abuser and make them stick. Do not let the abuser talk you out of dropping the charge.

· Get a restraining order. This is so that the Police can legally remove the abuser from your presence if they violate the order. Have the order on your person at all times. Usually this is for months.

· Obtain a Post Office box at the US Post office or a Mail Box provider franchise.  Physical locations cannot be given out to anyone requesting it, as was the case in years past. Only by court order can that physical address or change of address be obtained. 

· Obtain a checking account in your name only. You will need this for financial stability and you may wish to build a nest egg in it.

· Get a credit card in your name and make sure the address you provide is that of a family member, friend, or that of a Mail Box, etc location. Use the # sign for MBE box since this fulfills the law requirement. The credit card company usually wants a physical address listed and the abuser can sometimes; trace that if they know how to do it.

· Once you have your own home, get to know your neighbors and confide in those around you. This will assist you if the abuser finds you and the neighbors can call for help. Have your phone unlisted and unpublished. A caller I.D. device is always good to have so that you can possibly identify those calling. Have younger children to never answer the phone. If the abuser somehow would get your number the child may be convinced or feel impelled to tell the abuser your address. Have a security system put in. Many security companies offer free installation with a small monitoring fee contract.

· Get a cellular phone. This could save your life.

· Be careful on email accounts not to have a profile on yourself stored and never answer the abuser back if they would email you. If they are eager enough, they could track you down by impersonating you on the phone to the online service provider and obtain your personal information. Remember, you may have been together for a while so the abuser may know or have record of your Social Security Number, dates of birth, usual passwords you liked, etc. Yes, your life will need to change somewhat.

· Let your employer know of the situation so that they may not give out private information on your whereabouts to anyone, and I mean anyone!

· Always be alert to your surrounding at all times and have friends around you when you are out.

Safety is the key in this extreme situation. So, plan ahead, don’t act hastily. Mistakes will be made that way.

Herbal Supplements

Peoples viewpoint on healthcare and treatments have changed dramatically over the last few years.  Homeopathic and Eastern Medicine have taken over many peoples way of treating ailments.  Each type of medicine, Eastern, Western, and Homeopathic, has its place. All in the right time and for the situation at hand. Some though need to understand that our medicines are derived from many herbs, plants and roots. This may cause an overdose if they are taking the supplements along with prescribed medications. We have put together a variety of Herbal Supplements that you may encounter in the field. In our assessment, we need to ask, on top of everything else, are you taking any herbal supplements? As for Eastern Medicine, many herbs are put together to formulate a treatment that helps that person. Many of these carry Chinese names so we may not be able to find out what they are for until the Doctor they see is contacted and explained the situation. 

We have provided several herbal supplements for your reference. This is a general look and in no way is intended to make you an expert in herbal therapy or recommend treatment.  This is intended to expand your knowledge of what our patients are doing and what we need to be made aware of.  Many references we derived from www.botanical.com and Quick study guide. 

Angelica

Medicinal Action and Uses---The root stalks, leaves and fruit possess carminative, stimulant, diaphoretic, stomach, tonic and expectorant properties, which are strongest in the fruit, though the whole plant has the same virtues. 

Angelica is a good remedy for colds, coughs, pleurisy, wind, colic, rheumatism and diseases of the urinary organs, though it should not be given to patients who have a tendency towards diabetes, as it causes an increase of sugar in the urine. 

It is generally used as a stimulating expectorant, combined with other expectorants the action of which is facilitated, and to a large extent diffused, through the whole of the pulmonary region. 

It is a useful agent for feverish conditions, acting as a diaphoretic. 

Black Cohosh

---Medicinal Action and Uses---Astringent, emmenagogue, diuretic, alterative, expectorant. The root of this plant is much used in America in many disorders, and is supposed to be an antidote against poison and the bite of the rattlesnake. The fresh root, dug in October, is used to make a tincture. 

In small doses, it is useful in children's diarrhea. 

In the paroxysm of consumption, it gives relief by allaying the cough, reducing the rapidity of the pulse and inducing perspiration. In whooping cough, it proves very effective. 

The infusion and decoction have been given with success in rheumatism. 

In infantile disorders, it is given in the form of syrup. It is said to be a specific in St. Vitus' Dance of children. Overdoses produce nausea and vomiting. 

May affect diabetes B/P meds, and estrogen therapy.

Echinacea

---Medicinal Action and Uses---Echinacea increases bodily resistance to infection and is used for boils, erysipelas, septicaemia, cancer, syphilis and other impurities of the blood, its action being antiseptic. It has also useful properties as a strong alterative and aphrodisiac. As an injection, the extract has been used for hemorrhoids and a tincture of the fresh root has been found beneficial in diphtheria and putrid fevers. 

Should not be used by those with AIDS, TB, MS, leucosis, collagenases or severe allergies.

Feverfew

---Medicinal Action and Uses---Aperient, carminative, bitter. As a stimulant, it is useful as an emmenagogue. Is also employed in hysterical complaints, nervousness and lowness of spirits, and is a general tonic. The cold infusion is made from 1 OZ. of the herb to a pint of boiling water, allowed to cool, and taken frequently in doses of half a teacupful. 

A decoction with sugar or honey is said to be good for coughs, wheezing and difficult breathing. The herb, bruised and heated, or fried with a little wine and oil, has been employed as a warm external application for wind and colic. 

A tincture made from Feverfew and applied locally immediately relieves the pain and swelling caused by bites of insects and vermin. It is said that if two teaspoonful of tincture are mixed with 1/2 pint of cold water, and all parts of the body likely to be exposed to the bites of insects are freely sponged with it, they will remain unassailable. A tincture of the leaves of the true Chamomile and of the German Chamomile will have the same effect. 

Planted round dwellings, it is said to purify the atmosphere and ward off disease. 

An infusion of the flowers, made with boiling water and allowed to become cold, will allay any distressing sensitiveness to pain in a highly nervous subject, and will afford relief to the face-ache or earache of a dyspeptic or rheumatic person. 

May interact with thrombotic meds, Aspirin and warfarin.

Foxglove

---Medicinal Action and Uses---Digitalis has been used from early times in heart cases. It increases the activity of all forms of muscle tissue, but more especially that of the heart and arterioles, the all-important property of the drug being its action on the circulation. The first consequence of its absorption is a contraction of the heart and arteries, causing a very high rise in the blood pressure. 

After the taking of a moderate dose, the pulse is markedly slowed. Digitalis also causes an irregular pulse to become regular. Added to the greater force of cardiac contraction is a permanent tonic contraction of the organ, so that its internal capacity is reduced, which is a beneficial effect in cases of cardiac dilatation, and it improves the nutrition of the heart by increasing the amount of blood. 

In ordinary conditions it takes about twelve hours or more before its effects on the heart muscle is appreciated, and it must thus always be combined with other remedies to tide the patient over this period and never prescribed in large doses at first, as some patients are unable to take it, the drug being apt to cause considerable digestive disturbances, varying in different cases. This action is probably due to the Digitonin, an undesirable constituent. 

The action of the drug on the kidneys is of importance only second to its action on the circulation. In small or moderate doses, it is a powerful diuretic and a valuable remedy in dropsy, especially when this is connected with affections of the heart. 

It has also been employed in the treatment of internal hemorrhage, in inflammatory diseases, in delirium tremens, in epilepsy, in acute mania and various other diseases, with real or supposed benefits. 

The action of Digitalis in all the forms in which it is administered should be carefully watched, and when given over a prolonged period it should be employed with caution, as it is liable to accumulate in the system and to manifest its presence all at once by its poisonous action, indicated by the pulse becoming irregular, the blood-pressure low and gastro-intestinal irritation setting in. The constant use of Digitalis, also, by increasing the activity of the heart, leads to hypertrophy of that organ. 

Digitalis is an excellent antidote in Aconite poisoning, given as a hypodermic injection. 

When Digitalis fails to act on the heart as desired, Lily-of-the-Valley may be substituted and will often be found of service. 

In large doses, the action of Digitalis on the circulation will cause various cerebral symptoms, such as seeing all objects blue, and various other disturbances of the special senses. In cases of poisoning by Digitalis, with a very slow and irregular pulse, the administration of Atropine is generally all that is necessary. In the more severe cases, with the very rapid heart-beat, the stomach pump must be used, and drugs may be used which depress and diminish the irritability of the heart, such as chloral and chloroform.
Ginger

---Medicinal Action and Uses---Stimulant, carminative, diuretic, diaphoretic. Used in chronic chest complaints, dropsy with albuminaria, painful spasms of bowels and stomach. Anti-inflammatory.

Should not be used in morning sickness due to its cholagogic, promoting flow of bile, and in patients with gallstones. May alter cardiac, antidiabetic and anticoagulant drugs. May cause heartburn if used in excess.

Aloe Vera

Wound healing, sunburns, minor skin irritations. Oral consumption assist with constipation, peptic ulcers, diabetes, and asthma.

Should not be used in patients with intestinal obstruction, acute inflamed intestinal disease, appendicitis, and children under 12. Long oral intake may cause electrolyte depletion. Rare dermatitis has been noticed in patients.

Bilberry

 ---Medicinal Action and Uses---The leaves can be used in the same way as those of UvaUrsi. The fruits are astringent, and are especially valuable in diarrhea and dysentery, in the form of syrup. The ancients used them largely, and Dioscorides spoke highly of them. They are also used for discharges, and as antigalactagogues. A decoction of the leaves or bark of the root may be used as a local application to ulcers, and in ulceration of the mouth and throat. 

The fruit is helpful in scurvy and urinary complaints, and when bruised with the roots and steeped in gin has diuretic properties valuable in dropsy and gravel. A tea made of the leaves is also a remedy for diabetes if taken for a prolonged period. 

Avoid exposure to UV light.

Chamomile

Antispasmodic, diuretic, anti-inflammatory, calmative

Ephedra Sinica (Ma-huang)

Cardiac stimulant. Has been known to cause death, anxiety, high BP, plus many other difficulties.

Garlic

 ---Medicinal Action and Uses---Diaphoretic, diuretic, expectorant, stimulant. Many marvellous effects and healing powers have been ascribed to Garlic. It possesses stimulant and stomachic properties in addition to its other virtues. 

As an antiseptic, its use has long been recognized. In the late war it was widely employed in the control of suppuration in wounds. The raw juice is expressed, diluted with water, and put on swabs of sterilized Sphagnum moss, which are applied to the wound. Where this treatment has been given, it has been proved that there have been no septic results, and the lives of thousands of men have been saved by its use. 

It is sometimes externally applied in ointments and lotions, and as an antiseptic, to disperse hard swellings, also pounded and employed as a poultice for scrofulous sores. It is said to prevent anthrax in cattle, being largely used for the purpose. 

In olden days, Garlic was employed as a specific for leprosy. It was also believed that it had most beneficial results in cases of smallpox, if cut small and applied to the soles of the feet in a linen cloth, renewed daily. 

It formed the principal ingredient in the 'Four Thieves' Vinegar,' which was adapted so successfully at Marseilles for protection against the plague when it prevailed there in 1722. This originated, it is said, with four thieves who confessed, that whilst protected by the liberal use of aromatic vinegar during the plague, they plundered the dead bodies of its victims with complete security. 

It is stated that during an outbreak of infectious fever in certain poor quarters of London, early last century, the French priests who constantly used Garlic in all their dishes, visited the worst cases with impunity, whilst the English clergy caught the infection, and in many instances fell victims to the disease. 

Syrup of Garlic is an invaluable medicine for asthma, hoarseness, coughs, difficulty of breathing, and most other disorders of the lungs, being of particular virtue in chronic bronchitis, on account of its powers of promoting expectoration. It is made by pouring a quart of water, boiled hot, upon a pound of the fresh root, cut into slices, and allowed to stand in a closed vessel for twelve hours, sugar then being added to make it of the consistency of syrup. Vinegar and honey greatly improve this syrup as a medicine. A little caraway and sweet fennel seed bruised and boiled for a short time in the vinegar before it is added to the Garlic, will cover the pungent smell of the latter. 

A remedy for asthma, that was formerly most popular, is a syrup of Garlic, made by boiling the bulbs till soft and adding an equal quantity of vinegar to the water in which they have been boiled, and then sugared and boiled down to a syrup. The syrup is then poured over the boiled bulbs, which have been allowed to dry meanwhile, and kept in a jar. Each morning a bulb or two is to be taken, with a spoonful of the syrup. 

Syrup made by melting 1 1/2 OZ. of lump sugar in 1 OZ. of the raw expressed juice may be given to children in cases of coughs without inflammation. 

The successful treatment of tubercular consumption by Garlic has been recorded, the freshly expressed juice, diluted with equal quantities of water, or dilute spirit of wine, being inhaled antiseptically. 

Bruised and mixed with lard, it has been proved to relieve whooping cough if rubbed on the chest and between the shoulder blades. 

An infusion of the bruised bulbs, given before and after every meal, has been considered of good effect in epilepsy. 

A clove or two of Garlic, pounded with honey and taken two or three nights successively, is good in rheumatism. 

Garlic has also been employed with advantage in dropsy, removing the water which may already have collected and preventing its future accumulation. It is stated that some dropsies have been cured by it alone. 

If sniffed into the nostrils, it will revive a hysterical sufferer. Amongst physiological results, it is reported that Garlic makes the eye retina more sensitive and less able to bear strong light. 

The juice of Garlic, and milk of Garlic made by boiling the bruised bulbs in milk is used as a vermifuge. 

Ginkgo Biloba

Used for Organic Brain Syndrome, leg weakness and vertigo. Some have had mild GI complaints.

Golden Seal

Antibiotic, anti-inflammatory and astringent properties when applied topically. Promotes glandular function and helps prevent colds and flu.

High doses can lead to vomiting, shortness of breath, bradycardia, and possible paralysis. Not be used for long periods or when pregnant. Extended use can lead to hallucinations, constipation, excitatory states, and digestive disorders.

Grapeseed Extract

Assist in circulatory dysfunction. No known problems.

Hawthorne

Increases coronary blood flow, used in mild cardiac insufficiency, senile heart and chronic corpulmonale. Not to be used while breast feeding, during pregnancy or patients that are taking HTN or CHF medications.

Licorice

Used for upper respiratory tract infections; gastric and duodenal ulcers. Not to be used in chronic hepatitis, cirrhosis, renal problems, hypertonia, hypokalemia, pregnancy and nursing mothers. High doses can lead to excess sodium in the blood, edema, HTN, and cardiac problems.

Panax ginseng

Protects against physical and mental stress. Large overdosing can bring on sleeplessness, edema and hypertonia.

Saw Palmetto 

Helps with Urination problems in benign prostate hyperplasia. Rare cases of stomach problems have been reported.

Uva Ursi

Treats disorders of the urinary tract. Should not be taken by pregnant or nursing mothers or children under 12. Nausea or vomiting may occur in those with a sensitive stomach.

Gotu Kola

Anti-inflammatory, diuretic, CNS depressant, laxative. Has helped children to increase mental capacity with known mental disabilities. Do not take in known cases of Epilepsy, pregnancy, breast-feeding. May interact with heparin.

Green Tea

Stomach disorders, vomiting, diarrhea, atherosclerosis, hypertension, hypercholesterolemia. Reduces platelet aggregation. May prevent stomach cancer. Excessive use may cause nervousness, anxiety, insomnia, and irritability. 

Kava-Kava

Anti-anxiety, sedative, antispasmodic, anti-convulsant. Should not be taken in cases of depression since Kava-Kava may increase the chance of suicide.

May manifest a yellowing of the skin, enlarged pupils, or GI disturbances.

Milk Thistle

Taken for toxic liver damage and supports in liver disease. No complications known.

St. John Wart

 Taken for anxiety, depression, and nervousness, post therapy of acute and contused injuries. Also, for dyspeptic complaints. Not to be taken with other anti-depressants.

Siberian Ginseng

Taken for fatigue and failing concentration. Not to be used if HTN is present. Not to be used for long periods.

Valerian

Used in restlessness, sleep disorders, mental strain, lack of concentration, nervousness, cardiomyopathy, nervous stomach and headache. Has caused rare GI complaints and with long term use, causes the situations it is designed to help with.
.

Additional Content Required to Meet National Standard
BiPap, CPAP, PEEP

"BiPAP" is a term that is sometimes used colloquially to refer to bilevel positive airway pressure (BPAP). A BiPAP machine, which is more accurately called a BPAP machine, is a breathing apparatus that helps its user get more air into his or her lungs. Created in the 1990s, the BPAP machine is derived from the continuous positive airway pressure (CPAP) machine. Unlike a CPAP machine, however, a BPAP machine uses variable levels of air pressure instead of continuous pressure. Both of these devices are used to help treat breathing difficulties, particularly obstructive sleep apnea.
How the Apparatus Works

A CPAP machine works by maintaining a certain amount of air pressure within a mask that the user wears, such as while he or she is sleeping. The air pressure keeps the wearer's airway open, allowing him or her to breathe easily while sleeping. One problem with an apparatus that uses a continuous amount of air pressure is that the person has to exhale against this extra pressure. This makes it imperfect or unsuitable for certain people, such as those who are suffering from neuromuscular diseases. 
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A BPAP machine allows the air that is delivered through the mask to be set at one pressure for inhaling and another for exhaling. This makes it much easier for the user to adapt to the apparatus and allows a person who has a neuromuscular disease to use the device. These dual settings also allow the user to get more air in and out of his or her lungs. 
People Who Might Benefit

BPAP devices have been found to be especially useful for patients who have congestive heart failure or lung disorders, especially conditions that result in above-normal levels of carbon dioxide. In addition, patients for whom intubation — the insertion of a tube through the mouth — is not possible can benefit from the breathing assistance provided by a BPAP machine. Other people who can benefit include those who suffer from atelectasis, which results when all or part of a lung collapses, and which results in the loss of the ability of air sacs at the furthest reaches of the lungs to expand.

Testing and Diagnosis

There are several tests a doctor can perform to find out whether a BPAP machine would be beneficial for someone. One such test is a respiratory test, which involves breathing into a machine to measure lung capacity. The forced vital capacity (FVC) test is another important test, and it measures how deeply a person can breathe. A condition such as obstructive sleep apnea usually is diagnosed through the use of a sleep study, during which the person's breathing is monitored while he or she is sleeping.

Available for Purchase or Rent

BPAP machines usually are covered by medical insurance, although it is possible to purchase a machine independently. If that is not feasible, a person might have the option of renting a BPAP machine from a respiratory care company. Anyone who thinks that he or she might benefit from this type of device should contact a medical doctor or neurologist.

Trademark Information

Although many people refer to BPAP machines generically as BiPAP machines, there are devices that have this name as a registered trademark. Philips Respironics, a division of Koninklijke Philips Electronics N.V., offers a line of BPAP products under the BiPAP® name. Many other manufacturers also offer BPAP devices.

ETCO2 Monitoring
Introduction
ETCO2 is the partial pressure or maximal concentration of carbon dioxide (CO2) at the end of an exhaled breath, which is expressed as a percentage of CO2 or mmHg. The normal values are 5% to 6% CO2, which is equivalent to 35-45 mmHg. CO2 reflects cardiac output (CO) and pulmonary blood flow as the gas is transported by the venous system to the right side of the heart and then pumped to the lungs by the right ventricles. When CO2 diffuses out of the lungs into the exhaled air, a device called capnometer measures the partial pressure or maximal concentration of CO2 at the end of exhalation. During CPR, the amount of CO2 excreted by the lungs is proportional to the amount of pulmonary blood flow. 
Discussion of Theory/Pathophysiology
To understand the significant value of ETCO2, one needs to be familiar with the following: 
(1) normal physiology of CO2, 
(2) principle determinants of ETCO2, 
(3) CO2 gradient with normal VQ relationship, 
(4) ETCO2 analyzer (capnometer), and 
(5 limitations of ETCO2 measurements.
ETCO2 represents the partial pressure or maximal concentration of CO2 at the end of exhalation. CO2 reflects cellular metabolism. There are four main stages of normal physiology of CO2: 
(1) production, 
(2) transport, 
(3) buffering and 
(4) elimination. 
Production: 
CO2 is a metabolic byproduct of aerobic cell metabolism. As the intracellular CO2 increases, CO2 diffuses out into the tissue capillaries and is carried by the venous circulation to the lungs, where it diffuses from pulmonary capillaries into the alveoli. The partial pressure of CO2 (PaCO2) of venous blood entering pulmonary capillaries is normally 45 mmHg; the partial alveolar pressure of CO2 (PACO2) is normally 40 mmHg. The pressure difference of 5 mmHg will cause all the required CO2 to diffuse out of pulmonary capillaries into the alveoli. 
Transport:
The second stage is CO2 transport, which is a way of maintaining the CO2 tension of arterial blood at approximately 35-45 mmHg despite high CO2 production. 
Buffering:
The third stage is where the buffer action of hemoglobin and pulmonary blood flow maintain the normal level of CO2 tension by eliminating the excess CO2. CO2 can either be carried, dissolved or combined with water (H20) to form carbonic acid (H2CO3), which can dissipate to hydrogen ions (H+) and bicarbonate ions (HCO3-): (CO2 + H20 <=> H2CO3 <=> H+ + HCO3-). The hydrogen ions are buffered by hemoglobin, and the bicarbonate ions are transported into the blood. This mechanism accounts for 90% of CO2 transport. 
Elimination:
The fourth stage involves CO2 elimination by alveolar ventilation under the control of the respiratory center. This process allows the diffusion of CO2 from blood to the alveoli where the partial alveolar pressure of CO2 is lower than the tissue pressure.
During normal circulatory condition with equal VQ relationship, PACO2 is closely comparable to PaCO2 and ETCO2; therefore, PaCO2 is equivalent to ETCO2. The difference between PaCO2 and ETCO2 is known as the CO2 gradient. The normal ETCO2 is about 38 mmHg at 760 mmHg of atmosphere with less then 6 mmHg gradient between PaCO2 and ETCO2.
The principle determinants of ETCO2 are:
(1) alveolar ventilation, 
(2) pulmonary perfusion (cardiac output) and 
(3) CO2 production. 
During acutely low cardiac output state as in cardiac arrest, decreased pulmonary blood flow becomes the primary determinant resulting in abrupt decrease of ETCO2. Changes in alveolar ventilation can also influence ETCO2 as PACO2 closely approximates PaCO2 and ETCO2. If ventilation and chest compressions are constant with the assumption that CO2 production is uniform, then the change in ETCO2 reflects the changes in systemic and pulmonary blood flow. Ultimately, ETCO2 can be used as a quantitative index of evaluating adequacy of ventilation and pulmonary blood flow during CPR.
ETCO2 Monitoring Technologies
One way of measuring ETCO2 is with the infrared capnometer, which contains a source of infrared radiation, a chamber containing the gas sample, and a photodetector. When the expired CO2 passes between the beam of infrared light and photodetector, the absorbence is proportional to the concentration of CO2 in the gas sample. The gas samples can be analyzed by the mainstream (in-line) or sidestream (diverting) techniques. 
EtCO2 Production Stages
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Capnography Depicts Respiration
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Physiologic Factors Affecting EtCO2 Levels
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Normal Values
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Arterial to End Tidal CO2 Gradient
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Deadspace
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Ventilation - Perfusion Relationship: 1
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Ventilation - Perfusion Relationship: 2
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Capnogrpahy vs. Capnometry
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The Capnogram
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The Normal Capnogram Waveform
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Test Yourself
A. 
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Answers
A. 
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C. 
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F. 
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NG/OG Tube

Purpose:

Provides for short term enteral feeding

􀂊 Provides a means for medication administration

􀂊 Provides a means for gastric lavage and/or decompression

􀂊 Allows for removal of large particulate pills in cases of overdose

􀂊 Provides a quick means for hemostasis in upper GI bleeding
Tips
Avoid laying the patient flat if possible; gastric juices may follow up the tube and be

aspirated into the lungs. If using the NG tube to administer medications, irrigate the tube with 30 ml of  sterile water before and after administration.
Wait approximately 30 minutes after medication administration to replace suction, if

ordered. Keep a precise record of fluid input and output. If the NG/OG does not appear to function it is usually due to one of two things, either a clogged tube or the positioning is incorrect. Attempt to irrigate the tube, reposition the patient (if permitted), or rotate the tube. 

Correct tube placement may be confirmed by instilling ten ml of air from a syringe into the NG/OG tube while listening for bubbling sounds over the epigastrium.

Usually the NG/OG tube will need to be irrigated every four hours.  Consult with the

hospital staff as to their procedure prior to transport if you anticipate the patient contact time to be over four hours
Chest Tube Monitoring

Chest Tube Insertion 

A variety of clinicians, such as surgeons, physicians, advance practice nurses (eg, nurse practitioners), and physician assistants, may insert chest tubes. The correct method of inserting a chest tube and appropriate aftercare may shorten the patient's duration of hospitalization.10
Typically, a single chest tube is inserted. To drain blood, pus, or lymph from the pleural cavity, the chest tube is inserted at a slightly lower intercostal space (eg, sixth or seventh). To drain air from the pleural cavity, the chest tube may be inserted at a higher intercostal space (eg, second). Sometimes, however, two tubes are inserted: one at a lower intercostal space to drain blood or pus and another at a higher intercostal space to resolve a pneumothorax.

After cleansing the patient's skin, the clinician infiltrates the patient's skin and chest wall with local anesthetic. A common site of insertion, the “safe triangle,”11 is framed by the anterior border of the latissimus dorsi, the lateral border of the pectoralis major muscle, and a line superior to the horizontal level of the nipple and an apex below the axilla. In this space, the likelihood of damaging any vital structure during insertion is very low. The diaphragm can rise to the fifth rib at the nipple level during expiration, and, thus, chest tubes should be placed above this level to avoid inadvertently damaging abdominal structures. For a large hemothorax with a lot of pleural fluid, the posterior axillary line may be chosen at the seventh or eighth intercostal space. It is relatively safe to insert the tube at a lower space because the large amount of fluid displaces the diaphragm away. Current UK National Patient Safety Agency (NPSA) alert guidelines suggest that inserting chest tubes under ultrasound guidance decreases the risk of complications.12
Before chest-tube insertion, the nurse prepares a sterile table with a scalpel, local anesthetic, thick silk or a polypropylene suture on a cutting needle, a chest tube of an appropriate size, and the underwater seal with sterile water filled to the mark. There are two methods for inserting a chest tube. The first one is trocar based (ie, the Seldinger technique). The second is a blunt-dissection method by using a finger and an arterial forceps.

The trocar method allows for easier insertion but creates the risk of lacerating the lung from overpenetration. In the trocar method, the clinician incises the skin and inserts a trocar with a surrounding chest tube in a controlled manner until reaching the pleura. The clinician then removes the trocar and leaves the chest tube in place.

Blunt dissection may cause more discomfort to the patient, but it creates less risk for damaging vital structures. In this method, the clinician incises the patient's skin and splits (ie, separates) the intercostal muscles with a finger and a blunt arterial forceps until reaching the pleural cavity. The clinician then holds the tip of the chest tube with the artery forceps and introduces the tube into the pleural cavity.

Best practice is to use a “mattress” suture or a “stay-in closure” suture to secure the chest tube.8, 13 To do this, the clinician places an extra, loose mattress stitch when stitching the chest tube in place. Purse-string sutures are not recommended because they cause pain by changing a linear wound into a circular one and can leave unsightly scars.

A dummy model for practicing chest-tube insertion is commercially available.14 A new type of forceps also is available for chest-tube insertion when using the blunt-dissection method, and one source claims that no complications have resulted from use of this forceps.15 The most common error committed by junior clinicians when inserting a chest tube is to place the tube too low.16
 
How to Manage a Chest Tube and Drainage System 

After a chest tube has been inserted, a nurse trained in chest-tube management is responsible for managing the chest tube and drainage system. This entails caring for the tube and drainage system when transporting the patient, changing or emptying the drainage container, controlling fluid evacuation, being able to identify a bronchopleural fistula, and monitoring chest-tube position.

Caring for the Chest Tube and Drainage System During Transport 

Paramedics should facilitate transport of a patient with a chest tube without clamping the tube and should ensure that the container remains upright and attached safely to the bedside while also monitoring the drainage container.13 The nurse should ensure that the water-seal drainage container remains below the chest-tube insertion site while transporting the patient; otherwise, the contents of the container can backflow into the pleural cavity.13 If clamping a chest tube for transport is unavoidable (eg, it is not possible to keep the drainage container below the level of the chest), then a nurse trained in chest-tube management should monitor the patient for signs of deterioration in oxygen saturation or respiratory rate or an increase in respiratory distress and should unclamp the tube when the patient reaches the destination.17
Changing or Emptying the Drainage Container 

There are only two indications for changing or emptying the container. The container is replaced when the fluid is turbid (ie, cloudy or muddy in appearance, with matter in suspension) or the container is full. The water-seal chamber itself should not be emptied unless the drainage container is full. If the drainage container needs to be changed or emptied, then the nurse must clamp the chest tube while the water is changed and ensure that the water-seal chamber is refilled to the marked level.

Controlling Fluid Evacuation 

The nurse should alert the surgeon if the chest-tube drains more than 250 mL of bloody drainage in an hour or if a total of more than 500 mL is drained. Excessive blood loss may indicate that the patient requires a thoracotomy to repair any underlying damaged blood vessel. Another concern when controlling fluid evacuation is re-expansion pulmonary edema, which may occur after rapid evacuation of large pleural effusions or in association with spontaneous pneumothorax. Anecdotal evidence suggests that the tube be clamped for one hour after 1 L of drainage. Although there is no published evidence for actual amounts, good practice suggests that, depending on the patient's hemodynamic status,

■no more than 1.5 L should be drained at any one time or,

■no more than 1.5 L should be drained during a 24-hour period, or

■drainage should be slowed to approximately 500 mL per hour.8, 13
Identifying a Bronchopleural Fistula 

If bubbling occurs in the water-seal chamber, then the patient may have a bronchopleural fistula. In this situation, the chest tube should not be clamped because clamping the tube can cause a tension pneumothorax, which can be lethal.

Monitoring Chest-tube Position 

Good nursing care is needed because the chest tube can migrate.18 A postoperative chest radiograph is required to confirm the chest-tube position. If the chest tube is in the correct position, then the water column in the water-seal chamber moves during respirations. The column will not move when the lung is fully expanded.

 
How to Remove the Chest Tube 

When the chest tube is removed, the lungs should be fully expanded, which minimizes the pleural space. This can only be achieved when the patient holds his or her breath while performing the Valsalva maneuver (ie, trying to exhale against a closed glottis or bearing down) or at the end of expiration.8, 13
Chest-tube removal can be very painful for the patient and requires appropriate analgesia.19 After administering analgesia, the clinician cuts the holding stitch and removes the chest tube. He or she immediately tightens the mattress stitch to close the tract between the pleura and the atmosphere. Within a few days, the hole in the deeper layers of the chest wall will be closed by fibrous tissue. Often, a chest x-ray is taken after removal of a chest tube. Recent evidence indicates that a chest x-ray is required only if the patient develops clinical symptoms that suggest the original problem has reoccurred.20
 

Complications of Chest-Tube Use 

Numerous complications may occur when a chest tube is in place. These complications include the following:

■Dislodging the chest tube—Smaller chest tubes can fall out if they are not properly secured. In such cases, a sterile occlusive dressing with a one-way valve may be useful for treating an open pneumothorax from a penetrating chest trauma.21 This unique, one-way valve lets air and blood escape but does not allow anything to enter from the outside.

■Damage to the diaphragm—On occasion, a chest tube may be inserted too low. If this occurs, then the diaphragm may be damaged.

■Injury to internal organs—According to the NPSA, the lungs, liver, and spleen can be injured during chest-tube insertion.12 For instance, if the chest tube is inserted below the diaphragm into the abdomen, then the risk of injuring internal organs is increased. When the tube is pushed in too far, there is even a possibility of puncturing the heart.

■Pain—The parietal pleura is very sensitive; therefore, the patient will experience pain unless adequate anesthetic medication is administered. While inserting a chest tube, the clinician should note the site of local anesthetic infiltration so that the tube is inserted into the anesthetized skin. Alternatively, the clinician can mark the patient's skin with a skin marker at the site of infiltration.

■Bleeding—Intercostal arteries may bleed profusely when traumatized. Similarly, lacerated lung parenchyma also can bleed, but the bleeding normally stops without any intervention when the lung expands.

■Occlusion—Small chest tubes can become blocked by blood clot and fibrin.22 Occlusion may be serious and can lead to a repeated pneumothorax. Clinicians should inspect the tubing regularly and change it as needed if it becomes occluded. “Milking” or “stripping” an occluded chest tube is no longer recommended because it increases the negative pressure in the intrathoracic cavity, which could damage lung tissue.13
■Serious harm and death—Although it is a minor procedure, 12 deaths and 15 incidences of serious body harm related to chest tubes were reported to the NPSA between January 2005 and March 2008.12 Eight of the incident reports were related to the Seldinger insertion technique alone. Some causes of serious complications of chest-tube insertion include
■anatomical abnormality,
■too-deep dilation,
■failure to consider patient's condition,
■failure to follow facility policy or procedure,
■failure to follow manufacturer's advice,
■lack of knowledge,
■poor imaging quality, and
■poor technique.12
Summary for Managing a Chest Tube and Drainage System 

Chest tubes are inserted to drain the pleural cavity of air, blood, pus, or lymph. An underwater seal should be maintained at all times, and the chest-tube-drainage container should not be emptied unnecessarily. During transport, the chest-tube container should be maintained below the level of the patient's chest and clamping of the chest tube should be avoided. Chest-tube insertion can cause complications, such as bleeding, pain, damage to internal organs, and at times, death. All nurses who care for patients with chest tubes should be knowledgeable about managing chest tubes.

Indwelling Catheters
Any catheter which is inserted into the bladder and allowed to remain in the bladder is called an indwelling catheter. A common type of indwelling catheter is a Foley catheter. A Foley catheter has a balloon attachment at one end. After the Foley catheter is inserted, the balloon is filled with sterile water. The filled balloon prevents the catheter from leaving the bladder.
An indwelling catheter is a tube which is inserted into the bladder and left in place in drain urine. There are a number of reasons to use an indwelling catheter, ranging from a desire to measure urine output after surgery to an incontinence management plan. The key difference between an indwelling catheter and other types of urinary catheters is that the catheter is meant to be left in place, rather than being used once to drain urine and then removed.

One of the most common types of indwelling catheter is the Foley catheter, a catheter which has a balloon on one end. After the catheter is inserted, the balloon is inflated with sterile saline so that the device will not slip out of the bladder. Some doctors may choose to use another type called a suprapubic catheter, which is inserted directly through the abdominal wall.

As a general rule, an indwelling catheter can be left in place for one month. The area around the catheter needs to be washed with mild soap on a daily basis, and it is also necessary to flush the catheter with a sterile solution to reduce the risk of infection. Patients wear a catheter bag to collect the urine drained by the catheter, and they are typically encouraged to drink lots of water. The bag is always kept below the level of the catheter, so that urine cannot drain back into the bladder.

Central IV Ports
A central venous catheter is a thin, long flexible tube that may be inserted into a large vein in the chest, groin, or neck. It can be used to administer medicines, nutrients, and fluids. Administration may take place over an extended period of time. Blood also may be drawn from this type of catheter.

There may be distinctive benefits of using a central venous catheter rather than an intravenous (IV) catheter. One benefit may be that these catheters are longer and generally are placed in larger veins, permitting larger liquid distribution. Additionally, they can remain in the body for a longer amount of time. The time periods may extend to several weeks or more.

Central venous catheter placement may be necessary for many reasons. Some of these reasons include administering medications such as chemotherapy, receiving dialysis, and for long term parenteral nutrition or pain treatment. Other reasons can include frequent blood draws, to quickly receive medicines that affect the heart, for long-term antibiotics, and for any other reason of which frequent intravenous access may be necessary.

Depending on the type of catheter used, it may be inserted at the bedside or in an operating room. Local anesthetics generally are applied to the skin before the insertion takes place. Some of the different types of a central venous catheter include a peripherally inserted central catheter (PICC) line, a tunneled catheter, and an implanted port. Different catheters typically have different insertion locations.

PICC lines commonly are inserted into a vein in the arm rather than in the chest, neck, or groin. A tunneled central venous catheter generally is surgically inserted. It may be inserted into a vein in the chest or neck. Medicine can be given through the one end which is tunneled through the skin. This could help to better keep the catheter in place.

Implanted ports generally are left completely under the skin. Medications can be given through the skin into the catheter. There are some implanted ports that may be refilled through a small reservoir. This type of catheter may typically be easier to maintain on a daily basis. It usually requires minimum daily care and may be less obvious than a tunneled catheter or PICC line.

The insertion site for a catheter may be found using an ultrasound or X-ray. If the catheter is placed into the chest, it can be inserted through the subclavian vein. An insertion in the neck may be placed into the internal jugular vein. Additionally, catheters inserted through the groin may be placed through the femoral vein.

Complications can arise from a central venous catheter placement. One of the most common problems may be infections. If an infection is suspected, blood may be taken from the catheter and a vein other than the insertion site. Antibiotics generally are used to treat infections. The catheter may be removed if needed.

Other possible problems may include pneumothorax, which is a collapsed lung. An additional complication can arise from shifting of the catheter. If the catheter happens to move out of place, it may need to be repositioned. Bleeding from the insertion site may be an additional complication.

Signs of a problem may be similar in different types of catheters. Other problematic symptoms may include a fever, pain, redness, or tenderness at the insertion site, among other problems. If an infection or other catheter problem is suspected, a doctor typically should be called immediately.

Morgan Lens

The Morgan Lens provides ocular irrigation and/or medication to the cornea and conjuctiva. It consists of a molded lens with directional fins, attached tubing and adaptor. Once inserted, the Morgan Lens floats on the very layer of solution it is delivering, separating itself from the tender ocular tissues and vaulting the cornea, never touching it. As the lens floats above the eye, the flushing process soothes the injury and provides instant relief to irritated eyes.

After a topical anesthetic is applied (when available) simply attach the Morgan Lens to the Morgan Lens Delivery Set or other administration set. Attach to solution and begin flow. While minimal flow is released, have the patient look down and insert the lens under the upper lid. Then, have the patient look up, retract the lower lid, and drop the lens in place. Adjust the flow to the desired rate and absorb the outflow with the MorTan Medi-Duct®, our ocular fluid management system, or with towels. You can also attach it to a syringe for a smaller, more controlled application. 
After insertion, which takes approximately 20 seconds, the Morgan Lens works on its own. Unlike hand-held irrigation procedures, your hands are free to go to work on other injuries or transport the patient while his or her eyes receive thorough irrigation.
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Did the course content meet your expectations?

Was the course beneficial to you? Please explain.

What, if anything, would you like to see added and/or improved?
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Paramedic Refresher Worksheets
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                                                                                                         EMT _______   Cert #______________
NAME________________________________                          PARAMEDIC ______ Cert #__________
                                                                                                      NATIONAL _______ Cert #___________
FULL ADDRESS____________________________________________________________________________

PHONE_________________________________   Email Address_______________________________

Be detailed and specific in your responses. Quick answers will be returned. Please type your answers or print them so that it can be read. Thank you.

1) What is BSI?

2) What articles are included in your BSI?

3) What is involved in Quality Improvement?

4) Define proper lifting techniques that should be used.

5) What precautions are needed when carrying a patient?

6) Define some stressful situations that may produce stress on me.

7) List some warning signs of stress.

8) What can we do to promote less stress and health?

9) What is CISD? 

10) Define expressed and implied consent and what situations would this occur?

11) Define confidentiality and how we assist in this manner.

12) Under what conditions can a patient refuse care?

13) Define a DNR and what must you do to assure is proper application?

14) What are some signs of abuse and neglect?

15) How do we go about reporting the abuse or neglect?

16) Define proper suctioning techniques.

17) Define artificial ventilation techniques.

18) Describe the use and proper application of an Oropharyngeal airway.

19) Describe the use and proper application for a Nasopharyngeal airway and BID device.

20) What methods do we have to deliver O2 and define its proper application method(s)
21) What is involved in a “Scene Size-up”?

22) What is obtained in an initial assessment?

23) What does AVPU mean?

24) In assessing breathing, what are you looking for?

25) In assessing circulation what are you observing?

26) In assessing the skin what are you looking for?

27) List and define priority patients?

28) Define DCAP – BLS and what application is it being used in?

29) Define SAMPLE.

30) Define OPQRST.

31) What is involved in a Detailed (secondary) Exam? Be specific from head-to-toe!

32) What is involved in the verbal report?

33) What interpersonal communication skills can be applied?

34) Write a full SOAP or Narrative report on a call you may have recently run. If you have made no run recently, make a scenario up. Then justify your treatment and actions as if I was the Medical Director.

35) What can happen in the falsification of a report?

36) Explain how the Epi-injector pen used and for what purpose

37) Name all forms that medications come in.

38) Define the terms: dose, administration, actions, and side effects.

39) What signs and symptoms are there for breathing difficulties?

40) Define how an inhaler is to be used and for what purpose?

41) What is an AED?

42) In what patients can an AED not be used?

43) What questions should be asked of a cardiac patient feeling pain or discomfort?

44) What types of AED’s are available?

45) What rhythms will the AED defibrillate in?

46) Do you have to stop CPR or the Unit to use the AED? Explain your answer.

47) What is Nitroglycerin and how is it used?

48) Give and describe causes of an Altered Mental Status.

49) How do we care for a diabetic patient? Be specific.

50) What is an allergic reaction and what sign and symptoms will a patient have?

51) How may we treat the patient in question 50?

52) List and define the different areas of poisoning? Be specific.

53) What are the risk factors for suicide?

54) How can we effectively calm and assess a mentally disturbed patient?

55) Define Shock and list its signs and symptoms.

56) How do we care for an: Open Chest Wound?

57) Open Abdominal Wound

58) Amputation(s)

59) Bones and joints

60) Head and spine

61) What is rapid extrication?

62) Define what a normal delivery is.

63) How much bleeding may be acceptable during a normal delivery?

64) Define the APGAR score.

65) What care does a newborn require?

66) How would you care for a Prolapsed Cord situation? Be specific.

67) What is a Breech Birth and how can we care for it?

68) How do we care for a limb presentation?

69) What is Meconium and what precautions must we take?

70) What is Croup and how do we care for it?

71) What is Epiglottis and how do we care for it?

72) What may cause seizures in children? How do we care for them?

73) What items may cause shock in a child?

74) What types of trauma may a child experience?

75) What area is usually affected on a child experiencing trauma?

76) How can injuries be prevented?

Please define these areas of research

77) Define the Rules of 9 in burn patients? Adult, Child, and Infant.

78) Give the proper procedures of CPR for Adult, Child, and Infant.

79) What areas do most ambulance accidents occur in and how can we prevent them?

80) How can we educate the public?

81) What is professionalism and how can we enhance it?

82) For Florida certified personnel, please tell me what Rule 64J-1 is and what does it do for EMS. You may do research on this from the Florida Bureau of EMS site at www.fl-ems.com. 

83) For Florida Paramedics: What does FL. Statue 401 do for EMS? Hint: Look at FS 401.
84) For NON-Florida certified personnel, please tell me what laws govern your state. Please name the statue number.

85) Provide a brief history of Bio-Terrorism.

86) Please name the Bio agents that present a problem and what symptoms they show.

87) How can we assist in the prevention of Domestic Terrorism?

88) What may be some factors that cause Domestic Violence?

89) What factors may make it difficult for the one being abused to leave?

90) In what case of DV may counseling show most productive and why?

91) Which cases in DV have poor outcomes?

92) Briefly, what should the one being abused do if they consider leaving the abuser?

93) What drug comes from Foxglove?

94) What herbal supplements affect cardiac function?

95) If a patient is on an anti-depressant, what herb should NOT be taken?

96) What herb can be taken orally and applied to the skin that promotes healing?

97) What herb acts as an antibiotic?

98) What herbs help in brain function?

99) Describe how medication errors occur:

100) What is t he purpose of FEMSA? Go to www.femsa.us 
101) What is the purpose of NAEMT? www.naemt.org 

102) What programs does the NAEMT offer? www.naemt.org 
103) What does PHTLS do? www.naemt.org 
104) Explain what a BiPap is: 

105) What is a ETCO2 detector?

106) What is an NG/OG tube? 

107) What is a Chest Tube?

108) What is an indwelling catheter?

109) What is an implanted Central IV port?

110) What is a Morgan lens and when is it used? 

SUDI Questions:
Explain what SUDI is:

How does SUDI differ from SIDS:

How is SUDI preventalble?

What actions on these sence is suggested for EMS personnel to perform?

What should be observed in the childs environment?
What education in the community can all EMS personnel offer?
What specific documamtation is needed in a childs death?

Please circle or place an X by your answer. 
1.  Which of the following statements regarding a patient's reaction to an illness or injury

and his or her cultural background is MOST correct?

A)   You should touch the patient early in the assessment process to determine his or her cultural customs.

B)   In most cultures, direct eye contact shows deference to the paramedic's authority and uniform.

C)   You will not be able to manage patient care well if you do not respect the culture of your patient.

D)   Refusal of a patient to maintain eye contact with you indicates an emotional indifference, not a cultural one.

2.  Which of the following is NOT an early warning sign of stress?

A)   Heart palpitations

B)   Dry, irritated skin

C)   Chest pain or tightness

D)   Difficult or rapid breathing

3.  Regardless of the situation, you can improve the behavior of everyone at an emergency scene, including your own, by:

A)   clearly demonstrating authority.

B)   working closely with your partner. C)    ensuring law enforcement presence. D)    staying calm and polite at all times.

4.  Consequences of poor nutrition include all of the following, EXCEPT: A)    obesity.

B)   diabetes. C)    hair loss.

D)   heart disease.

5.  What type of person is particularly vulnerable to anxiety when he or she experiences an illness or injury?

A)   One whose self-esteem depends on being active, independent, and aggressive

B)   People who understand that their situation is hopeless but are easily able to accept it
C)   One who can evaluate the competence level of the paramedic taking care of him or her

D)   Those who take medications for conditions such as high blood pressure and hyperactivity

6.  When caring for the family members of a deceased person, you should: 
A)   keep the deceased patient's body out of the family's view.

B)   avoid euphemisms for death, such as “expired” or “passed away.” C)   not allow the family to view the deceased until the coroner arrives. D)   quickly move your resuscitation equipment away from the patient.

7.  Paramedics who do not suffer from burnout are those who: 
A)   regularly see a psychiatrist or psychologist.

B)   have been paramedics for fewer than 10 years. C)   consider the patient's needs before their own. D)   have learned to value and respect themselves.

8.  If you have a bad cold, it is MOST appropriate to: A)   refrain from patient care.

B)   place a mask on yourself.

C)   place a mask on the patient.

D)   routinely wear a full face shield.

9.  In which order to MOST patients progress through the stages of grieving?

A)   Denial, bargaining, anger, acceptance, depression B)   Anger, denial, depression, bargaining, acceptance C)   Depression, denial, anger, bargaining, acceptance D)   Denial, anger, bargaining, depression, acceptance

10.  When a dying person enters the acceptance stage:

A)   he or she begins to experience significant anxiety.

B)   it is often the family that is in need of the most help. C)    he or she typically requires a lot of emotional support. D)   his or her family members accept the situation as well.

11.  When transferring a patient between medical facilities, it is MOST important for the paramedic to:

A)   ensure that all appropriate paperwork, x-rays, and lab results are delivered to the receiving facility.

B)   request another paramedic if the patient's clinical condition is too unstable for one paramedic to manage effectively.

C)   request that a member of the patient's family accompanies the patient in case the patient cannot speak for himself or herself.

D)   ensure that a physician or nurse accompanies the patient if the patient requires care beyond the paramedic's scope of practice.
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12.  Scope of practice is defined as:

A)   protocols agreed upon by a consensus of emergency physicians.

B)   the level of care that a paramedic's employer allows the paramedic to provide. C)   national patient care guidelines established by the federal government.

D)   care that a paramedic is permitted to perform under the certifying state.

13.  Abandonment occurs when:

A)   a patient is released and did not require further medical care. B)   an emergency nurse takes a verbal report from a paramedic. C)   care of a patient was terminated without his or her consent. D)   a patient refuses care and subsequently dies of his condition.

14.  The BEST legal protection for the paramedic is to:

A)   always transport the patient to the hospital of the patient's choice, regardless of the patient's clinical condition.

B)   provided a detailed patient assessment and appropriate medical care, followed by complete and accurate documentation.

C)   routinely obtain more than the minimum number of continuing education credits required by the state department of health.

D)   treat all patients with respect and remain aware that patients' cultural beliefs may differ from those of the paramedic.

15.  Which of the following scenarios reflects a violation of the Emergency Medical

Treatment and Active Labor Act (EMTALA)?

A)   A registration clerk asks you if the patient has insurance.

B)   An emergency department provides stabilization care only. C)   A hospital transfers an unstable patient to another facility.

D)   Paramedics transport a woman in labor to the closest hospital.

16.  Which of the following scenarios MOST accurately depicts abandonment?

A)   A patient with a possible fracture of the radius wishes to go to the hospital, but does not have transportation, so you arrange for a friend to take him to the emergency department the next day.

B)   While en route to the hospital with a patient experiencing chest pressure, you encounter a major motor vehicle accident, call the dispatcher to request assistance, and proceed to the hospital with your patient.

C)   During a mass-casualty incident involving a building collapse, a paramedic triages a patient as being low priority and instructs an EMT-Basic to observe the patient and inform the paramedic if the patient's condition deteriorates.

D)   A mentally competent adult with shortness of breath adamantly refuses to be transported to the hospital via EMS, so you arrange for a friend or family member to stay with the patient and call 9-1-1 if it becomes necessary.
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17.  Which of the following statements regarding the paramedic-physician relationship is

MOST correct?

A)   The paramedic will be held accountable for his or her own actions. B)   The physician is not authorized to restrict the paramedic's practice.

C)   State EMS legislation is responsible for appointing medical directors. D)   The physician is legally accountable for actions taken by an employer.

18.  Proximate cause is MOST accurately defined as:

A)   a link between the paramedic's improper action and the patient's injury.

B)   an action on the part of the paramedic that improved the patient's condition.

C)   a direct relationship between the mechanism of injury and the patient's injury.

D)   an act of ordinary or gross negligence that resulted in further harm to the patient.

19.  Generally, the paramedic is not at liberty to disregard a physician's order unless: A)   the physician is not the paramedic's medical director.

B)   the physician is not a licensed emergency physician. C)   it is documented why the order was not carried out. D)   carrying out the order will cause harm to the patient.

20.  When functioning at a crime scene, it is MOST important for the paramedic to: A)   collect and safeguard any and all evidence.

B)   carefully question witnesses as to what they saw.

C)   use caution and not disturb the scene unnecessarily.

D)   avoid performing patient care until cleared by the police.

21.  Epinephrine stimulation of beta-2 receptors will cause: A)   bronchoconstriction.

B)   the airway diameter to dilate.

C)   vasoconstriction and hypertension.

D)   a decreased release of norepinephrine.

22.  Which of the following medications is used to replace the hormones missing in patients with hypothyroidism?

A)   Nexium

B)   Compazine

C)   Zofran

D)   Synthroid

23.  Medication administration via the subcutaneous or intramuscular route is LEAST

effective in patients who:

A)   are hypertensive and tachycardic.

B)   have decreased liver or renal function. C)   require less than 5 mL of medication. D)   have inadequate peripheral perfusion.

24.  The term affinity, as it applies to pharmacology, is MOST accurately defined as the: A)   ability of a medication to bind to a receptor.

B)   process of a medication binding to a receptor.

C)   attraction between a medication and its receptor.

D)   strength of the bond between a medication and its receptor.

25.  Unlike Schedule I drugs, Schedule II drugs have: A)   accepted medical uses.

B)   a higher abuse potential.

C)   limited dependence potential.

D)   no accepted medical application.

26.  The two major types of peripheral nerves are the: A)   afferent and efferent nerves.

B)   sensory and afferent nerves. C)   motor and efferent nerves. D)   spinal and cranial nerves.

27.  Bioavailability is MOST accurately defined as the:

A)   process by which a medication moves throughout the body.

B)   period of time it takes for a medication to achieve a therapeutic level. C)   manner in which the body metabolizes a particular medication.

D)   amount of medication that is still active when it reaches its target organ.

28.  In general, diuretic medications:

A)   lower blood pressure by causing the kidneys to remove excess amounts of salt and water from the body.

B)   increase cardiac preload and stroke volume by increasing the force of myocardial contraction.

C)   lower blood pressure through their effects of negative inotropy, negative chronotropy, and negative dromotropy.

D)   cause a mild increase in blood pressure by lowering the quantity of sodium and calcium ions in the body.

29.  Minimum storage requirements for a controlled substance include a:

A)   securely locked, substantially constructed cabinet with no sign or any other indication that the cabinet contains a controlled substance.

B)   heavy duty storage container to which only the paramedic supervisor or EMS

medical director has the key or combination to the lock.

C)   properly locked cabinet or container that bears a “controlled substance” sticker and is made of material that allows visualization of the substance.

D)   portable carrying case that is sealed with a disposable numbered lock and can only be accessed by the paramedic after he or she signs a disposition record.

30.  In general, the sublingual route of medication administration is slower than the

           route, but is faster than the

A)   rectal, intramuscular

B)   intravenous, oral

C)   inhalation, topical

D)   rectal, subcutaneous route.

31.  After administering Fentanyl, a controlled medication, to a patient for severe pain, you should:

A)   discard any medication that was not used and document the amount you wasted on the patient care report.

B)   ensure that any unused medication is disposed of properly and then have the patient's family member sign as a witness.

C)   properly dispose of any remaining medication and ask your partner to sign as the person who wasted the medication.

D)   have your partner or a supervisor witness you properly disposing of any of the unused medication and then sign as a witness.

32.  Hypotonic solutions:

A)   include normal saline and lactated Ringer's solution. B)   draw fluid from the cells and into the vascular space.

C)   hydrate the cells while depleting the vascular compartment.

D)   are the preferred solutions to use in patients with head trauma.

33.  If a manually inserted intraosseous needle is placed properly in an adult, it should: A)   not require a pressure infuser.

B)   be easily movable in the bone. C)   rest at a 45° angle to the bone. D)   rest at a 90° angle to the bone.

34.  The net effect of osmosis is to:

A)   balance the concentration of water on both sides of the cell wall. B)    equalize solute concentrations on both sides of the cell membrane. C)   utilize ATP to actively move solutes across the cell membrane.

D)   maintain a higher concentration of solutes outside of the cell.

35.  The internal environment's resistance to change is called: A)   hemostasis.

B)   homeostasis. C)   hypertonicity. D)   hypotonicity.

36.  The first sign(s) of IV occlusion is/are:

A)   a varying flow rate when the IV catheter is manipulated.

B)   local tissue swelling and a progressively slowing drip rate. C)   point tenderness and an abrupt cessation of the IV flow rate.

D)   a decreasing drip rate or the presence of blood in the IV tubing.

37.  A severely burned patient requires 4,500 mL of isotonic crystalloid solution over 8 hours, so medical control orders you to begin the infusion in the field. If your administration set allows 10 gtts/mL, at how many gtts/min will you set the IV flow rate in order to deliver the ordered amount of fluid?

A)   76

B)   84

C)   88

D)   94

38.  Once an IV solution is removed from its protective sterile plastic bag, it must be used: A)   immediately.

B)   within 24 hours. C)   within 36 hours. D)   within 48 hours.

39.  You are treating an unconscious 39-year-old man who overdosed on heroin. You are unable to establish an IV line because his veins are severely sclerosed, and your protocols do not allow for intraosseous cannulation. You should:

A)   assist ventilations and transport immediately.

B)   use the subcutaneous route to administer Narcan.

C)   intubate the patient and give Narcan via the ET tube. D)   administer naloxone via the mucosal atomizer device.

40.  Regardless of the technique you use to start an IV, you should always:

A)   apply a tight constricting band proximal to the selected vein for approximately 5 minutes.

B)   use an over-the-needle catheter that features an automatic needle retraction system for added safety.

C)   obtain blood samples for emergency department staff by attaching a syringe to the hub of the IV catheter.

D)   keep the beveled side of the catheter up during insertion and maintain adequate traction on the vein during cannulation.

41.  Which of the following factors typically does NOT affect the vital signs of a 65-year- old patient?

A)   Overall health

B)   Living conditions 

C)    Medications taken D)    Past medical history

42.  The pulse rate of a 16-year-old adolescent typically ranges between:
A)   60 and 80 beats/min.

B)   60 and 100 beats/min. C)   80 and 110 beats/min. D)   90 and 120 beats/min.

43.  The term mid-life crisis BEST describes a person who:

A)   experiences depression due to the natural process of aging. 
B)    behaves in a manner that is consistent with an older person. C)    makes a dramatic gesture in a bid to reclaim his or her youth. D)    contemplates suicide because of the increased stresses of life.

44.  In older adults, the size of the airway

.

A)   increases, decreases 
B)    decreases, decreases

C)    decreases, increases

 D)   increases, increases and the surface area of the alveoli

45.  The decline in cardiac function associated with aging is largely related to: A)   hypotension.

B)   bradycardia.

C)   atherosclerosis.

D)   rheumatic heart disease.

46.  For the first year of life, an infant has naturally acquired passive immunities because: 
 A)  vaccinations are given within the first year of life.
 B)   he or she receives antibodies through breastfeeding. 
          C)   he or she is producing antibodies exponentially.

D)   he or she maintains some of the mother's immunities.

47.  Patients between 41 and 60 years of age are LEAST susceptible to: A)   acute immunosuppression.

B)   vision and hearing loss. C)   various types of cancer. D)   cardiovascular disease.

48.  At 2 months of age, an infant should be able to: A)   track objects with his or her eyes.

B)   differentiate family from strangers.

C)   respond when his or her name is called. D)   sit upright in a chair unassisted.

49.  By definition, infancy begins at: 
A)   birth.

B)   1 month of age.

C)   12 months of age. D)   18 months of age.

50.  As a result of the increase in systolic blood pressure associated with aging: A)   the heart valves become stiff and impede blood flow through the heart. B)    the left ventricle works harder, becomes thicker, and loses its elasticity. C)   cardiac output progressively increases secondary to decreased afterload.

D)   the ventricles overfill with blood, resulting in chronic congestive heart failure.

51.  If you want reliable answers to personal questions, you should:

A)   tell the patient that his or her responses to your questions are confidential. B)   manage the scene so you can ask such questions quietly and privately.

C)   request law enforcement presence when asking a personal question.

D)   tell the patient that personal questions are a routine part of your exam.

52.  Controlling a patient's fear involves:

A)   telling the patient that he or she is not going to die.

B)   using your own sense of competence and professional calm. C)   using medical terminology to demonstrate your knowledge. D)   refraining from telling a patient what you think is happening.

53.  If a patient sees you as someone with whom it is safe to be, who does not pose a threat, and who honestly cares, then he or she will MOST likely:

A)   give consent for any and all treatment. 
B)    forsake his or her own personal beliefs. C)    take your advice instead of a loved one's.

D)   be reassured that you will handle the crisis.

54.  The highest form of mental function in a human being is the: 
A)   ability to remember one's own name.

B)   spontaneous expression of appropriate humor. 
C)    understanding of complex medical terminology. D)    ability to recall what happened before an incident.

55.  By properly introducing yourself to a patient, you are also saying that:

A)   you are in charge of the patient's health care, regardless of the indignities of treatment, and that the patient can communicate with you as an equal.

B)   you are a true medical professional and that regardless of what happens to the patient, the patient should feel comfortable speaking to you about his or her problem.

C)   you are also a human being and that you fully acknowledge and understand how the patient is feeling regarding his or her acute medical crisis.

D)   the patient should feel comfortable disclosing any and all information to you, regardless of how personal that information might be.

56.  Standing in front of a patient with your arms crossed conveys: 
A)   empathy and concern.

B)   a professional demeanor. 
C)    confrontation, not concern. D)    confidence and competence.

57.  When a patient tells you his or her name, it is MOST appropriate for the paramedic to: 
A)   address the patient by his or her first and last name.

B)   put the patient at easy by calling him or her “dear.”

C)   use the patient's first name to allay his or her anxiety. D)   ask the patient how he or she wishes to be addressed.

Page 10

58.  If the wife of a critically ill man asks you if her husband is going to die, the MOST

appropriate response should be:

A)   “The situation appears grim, but you should not lose all hope.” B)   “It is possible, and you should prepare yourself for the worst.”

C)   “That question is best answered by the physician at the hospital.” D)   “He is very sick, but we are doing everything we can to help him.”

59.  Islamic and Hindu cultures avoid: 
A)   touching the head.

B)   touching with the left hand.

C)   clapping their hands together. D)   sitting with their legs crossed.

60.  If a patient refuses to talk, and he or she is not exhibiting signs of decreased mental status, it is MOST appropriate for the paramedic to:

A)   suspect that the patient has a psychiatric illness and be prepared for him or her to become violent.

B)   respect the patient's silence and explain everything that you are doing to his or her family member.

C)   maintain eye contact and let the patient know that it's all right if he or she does not wish to speak.

D)   advise the patient that his or her silence will only hamper your ability to determine what is wrong.

61.  A pathologic fracture occurs when:

A)   normal forces are applied to abnormal bone structures.

B)   abnormal forces are applied to abnormal bone structures. C)   normal forces are applied to normal bone structures.

D)   abnormal forces are applied to normal bone structures.

62.  Swollen lymph nodes in the anterior neck usually indicate: A)   cancer.

B)   an infection.

C)   viral replication. D)   an allergic state.

63.  If a patient is able to shrug his or her shoulders and turn his or her head from left to

right, the

A)   trigeminal

B)   abducens

C)   vestibulocochlear

D)   spinal accessory

64.  The optic nerve is a nerve is likely intact.

nerve, and controls:

A)   sensory, light perception and vision.

B)   sensory, hearing and balance perception. C)   motor, eye movements and pupil dilation.

D)   motor, pupil constriction and eye movement.
65.  Other than overall patient appearance, the patient's objective data for determining his or her status.

A)   vital signs

B)   medications

C)   chief complaint

D)   medical history

66.  The fourth heart sound (S4):
A)   is normal in 25% of the population.

B)   occurs immediately before the S2 sound. 
C)    indicates increased pressure in the atria.

D)   represents increased left ventricular stretching.

67.  Bulging of a child's anterior fontanelle is: 

A)   suggestive of significant dehydration.

B)   benign if the child is not flailing around.

C)   suggestive of an intracerebral hemorrhage. 

D)   pathologic when observed in a quiet child.

68.  Lower extremity shortening and/or internal or external rotation are findings often associated with:

A)   pelvic fractures.

B)   mid-shaft femur fractures.

C)   pathologic fractures of the hip. D)    proximal lower extremity injury 
69.  Percussion of the chest produces

A)   a hollow sound

B)   a dull sound

C)   a high-pitched note

D)   hyperresonance if the pleural space is full of blood.

70.  The MOST clinically significant indicator of ischemia in a limb is:
 A)   pulselessness.

B) poikilothermia. 
C)   parasthesias.

D)   pain and pallor.

71.  The MOST reliable means of attempting to determine an unresponsive medical patient's problem is:

A)   a thorough head-to-toe physical examination.

B)   cardiac monitoring and blood glucose assessment. C)   pulse oximetry, capnography, and serial vital signs.

D)   information provided by the patient's family members.

72.  If manual positioning of a patient's head is required to keep his or her airway open, you should:

A)   intubate the trachea.

B)   insert an airway adjunct. C)   suction the oropharynx.

D)   ventilate with a bag-mask device.

73.  When the blood vessels supplying the skin are fully dilated, the skin becomes: A)   cool and pale.

B)   cold and moist. C)   warm and pink. D)   blue or mottled.

74.  When assessing an injured patient's mental status, the patient knows his name but is unable to recall the events that preceded the injury. From this, you can conclude that: A)   the patient's long term memory is not intact.

B)   his Glasgow Coma Scale score is at least 13. C)   the patient's short term memory is not intact.

D)   the patient likely has an intracranial hematoma.

75.  Which of the following actions will provide the BEST personal protection when caring for a patient on uneven terrain?

A)   Wearing a back brace whenever you lift

B)   Wearing boots that provide good traction

C)   Using at least 4 personnel when moving a patient

D)   Making lifts and moves as controlled as possible

76.  During the detailed physical exam of a trauma patient with a significant cardiac history, you should:

A)   restrict intravenous fluids, even if the patient is hypotensive.

B)   position the patient supine and carefully monitor breath sounds. C)   give nitroglycerin if the systolic BP is greater than 100 mm Hg. D)   obtain a 12-lead ECG and look for signs of cardiac compromise.

77.  A multi-systems-trauma patient opens his eyes in response to pain, moans when you ask him his name, and withdraws from painful stimuli. From this information, you should: 
A)   assign him a GCS score of 10 and apply oxygen.

B)   assume that he has an intracerebral hemorrhage.

C)   hyperventilate him with a bag-mask at 24 breaths/min. D)   conclude that he has severe neurologic dysfunction.

78.  It is MOST important to identify the age and sex of your patient because: A)   age and sex can change how your patient presents.

B)   the differential diagnosis is modified for older patients. C)   this is required information for the patient care report.

D)   the patient should be assessed by a medic of the same sex.

79.  If you perform a detailed physical exam on a patient, it will usually be done:

A)   on a trauma patient while en route to the hospital when you have an extended transport time.

B)   at the scene of a critically injured patient while spinal motion restriction precautions are being performed.

C)   en route to the hospital with a patient who has experienced an isolated, non-life- threatening injury.

D)   at the scene of a middle-aged man complaining of acute chest discomfort and shortness of breath.

80.  You arrive at the scene of a motor vehicle crash in which a small passenger car struck a bridge pillar. The patient, a conscious young woman, is still seated in her car. The scene is safe and law enforcement is directing traffic. Upon initial contact with the patient,

you should:

A)   have your partner manually stabilize her head as you assess her mental status. B)   assess her respiratory quality and then apply oxygen via nonrebreathing mask. C)   apply a rigid cervical collar and obtain an initial Glasgow Coma Scale score. D)   open her airway with the jaw-thrust maneuver and assess respiratory quality.

81.  When a patient advises you of his or her chief complaint, you should:

A)   quickly perform a head-to-toe exam to identify immediate life threats. B)   carefully evaluate all of the medications the patient is taking.

C)   obtain a 12-lead ECG to rule out a cardiac-related cause of the problem.

D)   ascertain whether this is a new problem or worsening of a preexisting condition.

82.  The hormonal effects associated with the fight-or-flight response can affect your performance as a paramedic by:

A)   decreasing your visual acuity.

B)   enhancing your critical thinking skills. C)   affecting your reflexes negatively.

D)   diminishing your ability to concentrate.

83.  Documenting difficulties such as darkness, limited access, and unruly crowds that you encounter while caring for a patient is MOST important because it:

A)   paints a mental picture for the receiving physician. B)    is used to help substantiate delayed on-scene times. C)   will help justify the patient care decisions you make. D)   provides legal immunity if the patient decides to sue.

84. Review or critique.occurs after a call is over and commonly is associated with the run

A)   Reflection in action B)   Reflection on action C)   Data interpretation

D)   Application of principle

85.  Which of the following would have the LEAST impact on the care you provide to a patient who fell?

A)   The height of the fall

B)   How the patient landed

C)   Object from which the patient fell

D)   On what the patient landed

86.  After gathering information from the patient, scene, and any bystanders, you must next:     A)   formulate a care plan based on the information.

B)   determine which information is valid and which may be invalid. C)   synthesize the information to form a thought process.

D)   determine the most likely cause of the patient's problem.

87.  If a patient's clinical presentation is not addressed in a specific algorithm, the paramedic must:

A)   focus exclusively on the patient's ABCs.

B)   determine what is in the patient's best interest. C)   perform a comprehensive head-to-toe exam.

D)   provide supportive care and transport promptly.
88.  When caring for a critically ill patient, three or more sets of vital signs will allow you to:

A)   determine how fast the patient's condition is deteriorating and whether cardiac arrest is imminent.

B)   assess trends and to reassess whether the patient's condition is stabilizing, getting better, or getting worse.

C)   quantify that the patient's condition is stabilizing, even if he or she has an altered level of consciousness.

D)   determine what body system is in dysfunction, which will further facilitate the provision of specific care.

89.  Which of the following scenarios is the BEST example of independent decision making?

A)   Controlling severe bleeding from an open wound, establishing an IV to maintain perfusion, and contacting medical control en route to the hospital

B)   Selecting the appropriate patient care algorithm from your protocol book when treating a middle-aged male patient with symptomatic bradycardia

C)   Definitively diagnosing a patient with cholecystitis who has right upper quadrant abdominal pain and nausea that began shortly after eating a meal

D)   Contacting medical control and requesting permission to administer adenosine to a patient with a heart rate of 190 beats/min and a stable blood pressure

90.  The care plan that you implement based on your working field diagnosis of a patient is almost always defined by:

A)   your EMS system's patient care protocols or standing orders.

B)   your previous experience with patients who had a similar condition. C)   direct orders from the physician at the receiving medical facility.

D)   a combination of your and your partner's knowledge and experience.

91.  Which of the following is NOT patient data that typically is communicated during your radio report to the hospital?

A)   Brief, pertinent history

B)   Underlying medical conditions

C)   The patient's ethnicity

D)   ECG findings

92.  Data collected from the state EMS office for the purpose of research would likely NOT

include:

A)   patient outcomes.

B)   the nature of all calls. C)   average cost per call. D)    call volume per month.

93.  In recent years, the use of telemetry has returned because:

A)   emergency department physicians have become less trusting of the paramedic's ability to interpret an ECG and would rather interpret it themselves.

B)   by law, a licensed physician must evaluate a patient's ECG tracing before the paramedic can administer any medications other than supplemental oxygen.

     Cthe American Heart Association recommends the acquisition and transmittal of a

12-lead ECG to the receiving facility for all patients with potential acute coronary syndrome.

D)   numerous reports and studies indicate that paramedics have an unacceptably high rate of ECG misinterpretation, which has resulted in appropriate care of cardiac patients.

94.  When transmitting your radio report to the hospital, you should:      A)   use 10-codes whenever possible.

B)   allow the patient to hear the report.

C)   answer questions with the word “yes.” D)   not be sitting right next to the patient.

95.  Low-band frequencies:

A)   have a range of up to 500 miles and are not associated with skip interference.

B)   are unpredictable, because changes in ionospheric conditions may cause losses in communication.

C)   function at 150 to 175 megahertz and have a range that is nearly triple that of high- band frequencies.

D)   have a longer range than high-band frequencies, but are more readily absorbed by rain, trees, and brush.

96.  The MOST effective way to maintain your own knowledge of standard medical terminology is to:

A)   read the patient care reports that your peers write.

B)   memorize the standard terms used by your EMS system.

C)   participate in a QA process that reviews patient care reports. D)   review the anatomy and physiology chapter of a textbook.

97.  Which of the following information is of LEAST importance for the emergency medical dispatcher (EMD) to obtain from the caller?

A)   The exact location of the patient

B)   An estimate of the situation's severity

C)   The caller's telephone number

D)   The patient's last known oral intake

98.  An accurate and legible patient care report:

A)   should be complete to the point where anyone who reads it understands exactly what transpired on the call.

B)   is not possible on every call, especially if there is more than one patient or the patient is critically ill or injured.

C)   is a relatively reliable predictor of the quality of care that the paramedic provided to the patient during the call.

D)   provides immunity to the paramedic if the patient decides to pursue legal action against the paramedic.

99.  At minimum, sending the 12-lead ECG of a patient with chest pain to the emergency department physician via telemetry would:

A)   decrease the time from diagnosis to treatment.

B)   enable the paramedic to begin treatment in the field. C)   decrease the likelihood of prehospital cardiac arrest.

D)   allow the physician to choose the appropriate fibrinolytic.

100.  Which of the following is a subjective finding?

A)   Pale, cool, clammy skin

B)   Obvious respiratory distress

C)   A complaint of chest pressure

D)   Blood pressure of 110/60 mm Hg

Identify the following EKG rhythms and give rate.
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PARAMEDIC DRUG ADDENDUM

REFRESHER 2018  EETI,INC

For the following drugs please list what action they have, the dose and route it may be administered and any contraindications they may have. Give your answer by ANY new guidelines you that are presently being used. The drugs listed are those we encounter in resuscitation of the patient and everyday use.

ADENOSINE

ALBUTEROL

AMIODARONE

ATROPINE
BENICAR
CALCIUM CHLORIDE

CARDIZEM

DEXTROSE 50%

DIAZEPAM ( VALIUM )

DIPHENHYDRAMINE ( BENADRYL )

DOPAMINE

EFFIENT
EPINEPHRINE

FUROSEMIDE ( LASIX )

LIDOCAINE ( Both IVP and drip )

MAGNESIUM SULFATE

MANNITOL

MORPHINE

NALOXONE ( NARCAN )

NITROGLYCERINE

OXYGEN

OXYTOCIN

PROCAINAMIDE

SODIUM BICARB.

VERAPAMIL

Viagra

Wellbutrin

Zocor

Lunesta

EXUBERA

BOTOX

With the nationwide problems we have of Opioid overdoes. describe the effects Narcan has on an overdose of Opioids in detail:
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