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Introduction

Tactical EMS is a growing subspecialty of Emergency Medicine that is increasingly more prevalent in
the United States. The potentially dangerous atmosphere surrounding law enforcement tactical
operations often produces significant risk of injury to police officers, hostages, suspects, and
bystanders. In the past, the nearest available prehospital medical care available was waiting in an
ambulance several blocks away, and their efforts were uncoordinated and often too late and
unprepared. This “old” method may not be feasible, and often it exposes the prehospital personnel to
greater danger. The arrangements required to have medical support available often disrupts or
endangers the law enforcement tactical mission unless the medical team is an integral part of the tactical
unit. Therefore law enforcement agencies are increasingly recognizing the need to have emergency
medical care immediately available, and integrated with their units. To meet these needs, selected
prehospital medical personnel and emergency physicians are increasingly working with and supporting
special weapons and tactics (SWAT) units. Tactical Emergency Medicine Services / Support (TEMS) is
well established in many cities, and is increasingly prevalent throughout the United States.

Definition of TEMS: "The delivery of emergency medical services at military and law enforcement
special operations, and the provision of health care to members of tactical units on an ongoing basis,
maintaining their physical and mental health".

Mission:
To Provide dedicated TEMS (Tactical Emergency Medical Support) for law enforcement agencies in
the Region 1.

To be Capable of administering advanced life support (ALS) medical care within a 30 second
response time of life threatening injuries in the tactical environment.

To Individualize EMS Response to SWAT team members by being knowledgeable about individual
officer’s specific medical history and physical condition, and to help facilitate continuing medical care
at the receiving trauma hospital

To Integrate With and Enhance the existing UW Health-Northern lllinois Emergency Medical Services
System (EMS) with regional TEMS programs.

To Enhance Medical Safety and Knowledge by being proactive with the team, increasing the
capability of each tactical officer through realistic emergency medical training and medical exercises.

To Promote Community Oriented Policing Philosophy by allowing rapid access of specialized
emergency medical care to the sick and injured civilian bystanders and suspects when conditions
preclude a timely conventional EMS response.

Goals:
Improving Officer Survival is the primary goal of TEMS. The role of TEMS is the same as SWAT
units...saving lives.

Reduce death, injury, and illness among officers, innocents, and suspects.

Provide rapid EMS response to the sick and injured within the tactical arena, or in hazardous disaster
or search and rescue situations.

Enhance tactical mission accomplishment by providing inner perimeter emergency care, extrication,
and transport, thereby freeing up SWAT tactical officers to stay at or return to primary objectives.

Increase security during tactical missions due to the integration of medical officers within the tactical
team, allowing close secure communication with medical assets and thus minimizing the risk of
leakage of important protected information.

Facilitate a professional partnership between police, fire, and EMS.

Minimize liability exposure during tactical missions.
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Support patrol and other divisions within each law enforcement agency as needed, such as riots,
bomb threats or disarming, prolonged hazardous conditions, and bioterrorism or other hazardous
materials incidents.

Promote Esprit de Corps and improve the general health of the SWAT team by closely monitoring of
team members during training and call-outs.

Project a favorable image for law enforcement departments with the citizens and the media due to
the immediately available, self-contained medical care available immediately to those in need.

Promote tactical EMS through education and training of medical and law enforcement professionals,
and aid other law enforcement agencies in lllinois and throughout the nation with education, training,
formation and advancement of TEMS units.

Offer a sense of reassurance and comfort to families of SWAT officers, knowing that qualified
Advanced Life Support emergency medical assistance is with them at all times.
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TEMS Patient Assessment

Key Considerations: The goal of patient assessment is to disarm and search, make the scene safe, and
proceed with medical evaluation.

1. Safety — Prior to the attempted rescue of any downed officer or bystander, all members should be in
protective equipment mandated by their jurisdiction. It is recommended that a minimum of two shields,
bunkers, or whatever barrier device is used between the threat and team members be used with a
minimum of two other cover officers. Use of smoke to cover the team’s movements is recommended if
available.

2. Remote Assessment Method (RAM) may be used in providing recommendations to the Incident
Commander, whether to attempt a rescue of the officer(s) or bystander(s) who may be lying exposed in
an open field or parking lot. If no respiration chest or abdominal movement is seen, and it appears that
the victim is dead, then this may drastically affect the tactics and risks involved by eliminating the need
for emergent rescue.

3. Foreach injured officer, or bystanders, there should ideally be a minimum of two individuals designated
as rescuers. These individuals should have adequate coverage by shields or other hard cover and employ
the assistance of other team members while affecting the rescue. During provision of medical care,
there should be at least ONE additional officer or fellow TEMS person who provides security and
watches the surroundings for threats. It is impossible to properly assess and provide medical care and
simultaneously watch your back for threats.

4. The order to attempt any officer down or bystander down rescue must come from the incident
commander. This order should incorporate the observations and input of the Tactical EMS component
of the team, or a qualified EMS Professional. If the TEMS personnel are extremely uncomfortable with
proceeding in the mission, they should verbalize that to the team and take steps to address the
situation.

5. No attempt at extended treatment should be attempted in the hot zone. Only life saving techniques
should be used such as oral / nasal airway, tourniquet, or quick compression bandaging of major
hemorrhage. Attempt to maintain neutral C-spine if possible during the extraction. Completely secure
the C-spine if warranted once the casualty has been removed to a secure environment.

6. Treatment that may be done in the warm zone or cold zone should be started after moving the casualty
to an area of cover and concealment, out of harm’s way.

Assessment:

1. Disarming before treating... make the scene safe:
If the injured officer is seriously injured, before initiating medical care, the tactical medic and fellow officers
need to remove all weapons (don’t forget back-up guns and knives). The reason is simple. The injured
officer may be in shock or disabled to the point where clear thinking and proper decision-making is not
possible. Thus the confused officer may think that the fellow officer or medic is the criminal, and take
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appropriate action such as shooting the approaching “criminal”. Remember what the officer was probably
doing when they got shot... engaged in shooting or apprehending a suspect. Many officers have excellent
reflex defense mechanisms, and if they interpret the medic’s actions as threatening, the injured officers may
injure or kill the medic. This should always be kept in mind.

However, if the injured officer is lightly wounded and is alert, stable, and the team is still facing a threat, then
consider allowing the officer to keep their weapon to protect themselves and you.

Suspects, Hostages, Injured Bystanders. These people, regardless of who you think they are or how innocent
they are, should all be treated the same... with high suspicion. Assume that these individuals will try to harm
or kill you if allowed the opportunity. So unless you are absolutely positive that they are “innocent”, then
each need to be FIRST properly handcuffed and searched for weapons. Always do it yourself. Do not assume
that prior other officers have properly searched a suspect (many offices are killed each year by criminal
suspects that they thought had been searched, when apparently they were not). After it is determined that
no weapons are available to hurt you or others, only then should medical care be started. When searching
and removing weapons from a suspects, or “innocent” hostages, always use caution! Many criminals have
faked being a hostage in attempting to get away from a crime incident. They may use deadly force trying to
get away later when less police are around. Don’t be fooled. Get tactical team members provided armed
guard “cover” and help you search properly. Maintain a high index of suspicion.

2. Initial Assessment (Primary Survey): for unwitnessed injured or ill patients
Only do the following AFTER the threats have been abolished, and the patient is deemed a non-threat to
TEMS or other personnel. Search carefully and always maintain a high degree of suspicion. Any unknown
person at the scene who is injured should be handcuffed until their identity and threat level is known.

a) Airway: Assess airway patency and gag reflex.. Assess for possible spinal injury.

b) Breathing: Assess for ventilatory distress; bilateral chest expansion; rate, pattern and depth of
ventilations; adequacy of gas exchange; use of accessory muscles; breath sounds.

c) Circulation: Assess rate, quality, regularity of pulses, skin condition, hemodynamic status, neck veins,
and heart sounds, if indicated. Evaluate and record cardiac rhythm if indicated. Also, remember two
other “C”s at this stage... Compress killer bleeds, and maintain C-spine precautions if indicated. If an
officer is witnessed hit with gunfire and downed, or the TEMS provider knows for certain that within
the past minute or two the officer was downed by bullets or explosions, then the first medical priority
is to compress killer bleeds by applying a tourniquet. In this case, the C comes before the AB...

“CAB”.

d) Disability: Mini-neuro exam to include brief eye pupil check and assessment of mental status and
muscle strength:
A - Alert and oriented x 3 (time, person and place).
V - Not alert but responds to verbal stimuli.
P - Not alert but responds to painful stimuli.
U - Unresponsive to all stimuli.
Check muscle strength and response, and check pupils briefly (dilated, pinpoint?)
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e) Expose as much body surface as needed, and examine as indicated. Expose all injury sites to ascertain

type of
threats
patient

injury and allow rapid treatment. Removal of clothing will help eliminate potential weapons
and decrease toxic exposure to medical staff if HazMat agents are involved. Decontaminate
if indicated. Save all clothing for evidence collection, maintain a documented chain of

evidence. A common trauma team phrase to remember this step is “strip ‘em and flip ‘em” (remove
clothing, then roll the patient onto their side to inspect the back of their body).

3. Focused History and Detailed Physical Exam (Secondary Survey):
If the injury is serious and a Load and Go situation exists, then transportation should be initiated as soon
as possible. Once underway, or while waiting for transportation, then the following steps may be taken:

a) Vital signs (VS) and, where applicable, Glasgow Coma Scoring and Trauma Scoring.

b) Chief complaint and history of Situation, Allergies, Medications, Past medical history, Last meal, and
Events that occurred to produce the illness or injury. (SAMPLE).

c) Systematic head-to-toe assessment (detailed exam/second survey) and transport:

1.

2.

9.

Airway: Maintain a patient's airway by using appropriate patient positioning, airway adjuncts,

suctioning, and advanced airway (intubation).

Breathing: Monitor respirations by assessing chest movement and consistency and skin
condition. Provide or assist ventilations as necessary. Initiate oxygen therapy if
indicated.

Circulation: Monitor perfusion status by assessing carotid and peripheral pulses and skin
condition. Initiate CPR and early defibrillation if indicated. Control any external
hemorrhage. Establish IV access of Lactated Ringers or Normal Saline while
waiting for transportation or when underway. No more than two attempts should
be made to establish an IV unless requested to continue attempts by Medical
Control or situation demands. Consider 10 if attempts are unsuccessful.

Loosen tight clothing and reassure patient. Keep NPO (nothing by mouth) unless specified by

SOP or medical control.

BLS/ILS: Initiate ALS intercept if indicated.

. Place patient in semi-fowler's position or position of comfort unless contraindicated. Patients

with altered mental status should be placed on their side or backboard should be tilted
sideways to prevent aspiration. Pregnant women should be placed on left side.

. Evaluate pain. Ask patient to rate any pain on a scale of 0 - 10 with 0 indicating a pain free

state and 10 being the worst pain imaginable. Document appropriate, consider meds.

. Recheck and record vital signs and patient responses at least every 15 minutes for stable

patients, 5 minutes for priority patients, and after each intervention, noting the times and
vital signs obtained.
Establish on-line medical communications as indicated.

10. Transport to the nearest appropriate hospital by time travel. Note: Follow system-specific

policies regarding patient destination and bypass procedures.

Return to SMO Table of Contents
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TEMS On-Scene Patient Care

Key Considerations: These are general, abbreviated guidelines for the most common injuries or illness of patients
who may be cared for by the TEMS team. Additional information may be available in the Region 1 Standing Medical
Orders document (current version 2022) or by contacting Medical Control at UW Health-Northern lllinois in Rockford or
FHN Memorial Hospital in Freeport.

Treatment:
Abrasions/Lacerations —
1. Check Tetanus status. Advise for immunization within 72 hours if no booster in the last five years.
2. Clean the wound, apply antibiotic ointment, and dress the wound as appropriate.
3. See Wound Care below.
Allergies — May administer dose of antihistamine or nasal decongestant as appropriate.
Burns — May administer sulfa-antibiotic ointment for minor burns.
Contusions —
1. Advise standard RICE (rest, ice, compression, elevation) treatment for the first 24-48 hours; advise not to sleep
with elastic bandages.
2. After 36-48 hours apply heat.
Dehydration —
1. Water or electrolyte drinks as appropriate.
2. Fluid bolus as appropriate for more severe dehydration.
Diarrhea — May administer antidiarrheal or H2 blocker as appropriate.

Fever -
1. Administer an analgesic for any fever.
2. Contact SWAT Commander for anyone with a fever over 101°.
3. Pain Management — May administer an OTC analgesic or NSAID* as appropriate (the use of NSAIDs increase the

risk of bleeding —administer cautiously for injuries with bleeding and potential head injuries).
Headache —
1. Perform a detailed exam of the head and neck and a neurological exam.
2. |If patient has neurological symptoms (confusion, visual disturbances, weakness, numbness, and/or tinging in and
arm or leg) a stiff neck, fever, or it is the worst headache the person has ever had evacuate urgently.
3. For other headaches, assess the possibility of serious causes and evacuate at a routine pace if indicated or allow
the team member to continue with the task.
4. May administer an OTC analgesic or NSAID as appropriate.
Shock/Traumatic Hemorrhage/Wound Packing — For wounds to the neck, chest or areas where a tourniquet can’t be
applied use a commercially available non-exothermic hemostatic dressing.
Sprains/Strains —
1. May administer an OTC analgesic or NSAID* as appropriate (see precaution above under Pain Management).
2. Provide an ice pack and elevate extremity. An ACE wrap may be applied, but not so tightly as to impair circulation.
Wound Care —
High risk wounds — open fracture, bone or tendons exposed, human or other bites, deep punctures, grossly contaminated
wound, or crush wound.
1. Control bleeding.
2. lrrigate the wound (see irrigation instructions below).

Return to SMO Table of Contents
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TEMS Patient Care

High Risk Wounds (continued)

3. Never put alcohol, Merthiolate, mercurochrome, or peroxide into an open wound. Povidone-iodine may used
around the wound and, if diluted (one part povidone-iodine to 10 parts water), in the wound. Leave the wound
open and cover it with gauze soaked in the diluted povidone-iodine solution.

4. Change the dressing if six hours; wash your hands or wear gloves before changing dressings and keep your mouth
closed (or wear a mask, if feasible) when working with open wounds.

5. Evacuate the patient.

Low risk wounds -

1. Control bleeding.

2. lrrigate if wound requires it (see irrigation instructions below).

3. Apply antibiotic ointment and a clean, dry dressing.

4. If the wound will require surgical repair alert Base. There is no need for evacuation unless the team member is
unable to continue due to pain or other reason.

Subungual Hematoma (blood trapped under a fingernail — generally if larger than % to % the size of the nailbed) —

1. Clean the nail with soap and water, alcohol, or povidone-iodine.

2. Make a hole in the nail by heating the tip of a safety pin or #11 scalpel blade in a flame for sterilization and
applying the heated object to the hematoma.

Irrigation:

1. Use water as described Water Disinfection or pre-packaged sterilized water.

2. Use a 30 ccsyringe and an 18 gauge plastic intravenous catheter or a zipper plastic bag with a small hole to
provide a narrow, forceful stream.

3. Use approximately 100 cc of fluid per inch of wound.

4.  Aim away from yourself and wear glasses or goggles and keep your mouth closed.

5. Check Tetanus Status (see Abrasions/Lacerations above).

Friction Blisters:

1. Leave the blister intact unless it is in a place where it will obviously rupture (e.g., the sole of the foot).

2. Ifinareaso thatitis sure to rupture, make a small hole at the edge of the blister with a sterilized pin, needle, or
#11 scalpel blade. Press gently to remove the fluid.

3. If the top of the blister is partially ripped off, trim it away neatly; clean the area and cover it with some povidone-
iodine or bacitracin ointment and a self-adhesive dressing (e.g., a Bandaid®) or other dressing.

4. Instruct the person to keep the blister clean, since it is susceptible to infection.

Impaled Objects:
Splinters
1. Attempt removal with a #18 gauge needle, or a #11 scalpel blade.
2. Apply antibiotic ointment and a clean, dry dressing.
Fishhooks
The barbs make removing them backwards difficult. Sometimes you may be able to push the hook on through and
clip off the barbed tip, allowing easy removal. When the tip is deeply embedded, it may be better to clip off most
of the external part of the hook, and stabilize it in place for removal by a physician on-scene, or in the Emergency
Department once the person reaches civilization.

Return to SMO Table of Contents
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TEMS Patient Care

Large Impaled Objects
1. Whenever possible contact Medical Control.
2. If you are directed to remove an impaled object remove it slowly and gently, but firmly, pulling out along the line
the object entered. You should stop your attempt if you encounter any significant resistance or cause a significant
increase in pain.

Deep Venous Thrombosis:

Key Considerations: A classic deep venous thrombosis (clot) in the leg is characterized by swelling in one (and only one)
leg and ankle, with mild redness and warmth. The calf is swollen compared with the unaffected calf and is tender to deep
palpation (compare with the unaffected calf). If the foot is forcibly dorsiflexed (pushed up), the resulting traction on the
calf may cause pain. Sometimes, you can feel the tense, clotted veins behind the knee or in the upper calf or posterior
thigh ("cords").

Treatment:

1. Ifthereis any suggestion the patient might have a deep venous thrombosis, don't let the patient walk out.
Walking on the leg could make a piece of clot break off and go to the lung, causing a pulmonary embolism,
possibly killing the patient. Evacuate with the leg elevated and keep it warm with heat packs. (We think heat will
help the body reabsorb the clot.)

2. There are several things you can do to prevent deep venous thrombosis in litter patients, who are often at high
risk for multiple reasons: trauma, immobilization, or dehydration. If the patient is conscious, you can prompt the
patient to alternately tighten and relax the legs. If you have a long wait because some of the rigging isn't ready,
and the patient doesn't have a suspected spine injury, untie the patient and let him or her move around a little.

3. Tryto hydrate the patient as best you can. There is one final thing that you can do. Be careful of your leg tie-in;
anything tight around the leg or ankle will decrease venous flow and promote clotting. If you can leave room for
the patient to wiggle his or her legs, that's even better.

Region 1 SMOs

Abdominal Trauma

Crush/Suspension Trauma

Routine Trauma Care

Airway Management

Facial/Dental Trauma

Spinal Immobilization

Amputated Parts

Head Trauma

Surgical Cricothyrotomy

Anaphylaxis/Allergic Reaction

Hyperthermia/Hypothermia

Toxic Exposure

Blast Injuries

Needle Decompression

Chest Pain

Ophthalmic Trauma

Chest Trauma

Routine Medical Care

Conducted Electrical Weapon

Routine Pediatric Care

Return to SMO Table of Contents
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TEMS Approved Medication List

Key Considerations: TEMS team members may administer all Region 1 formulary medications as they align

with the Region 1 SMOs. TEMS team members are also approved to administer medications from the TEMS
formulary list (below) as they align with the TEMS SMOs.

Follow the Region 1 Guidelines for Medication Restocking for all medications with the exception of the over-
the-counter (OTC) medications listed below.

Region 1 Formulary

Region 1 (continued)

TEMS Formulary

Adenosine (Adenocard)

Methylprednisolone
(Solu-Medrol)

Sulfa-Antibiotic Ointment

Albuterol Sulfate

Metoclopramide (Reglan) —
Alternative to Ondansetron

Tetracaine

Albuterol Sulfate/lpratropium

Midazolam (Versed)

Over-the Counter:

Amiodarone (Cordarone)

Morphine Sulfate

Analgesic/Antipyretics

Aspirin (ASA)

Naloxone Hydrochloride (Narcan)

Antibiotic Ointment

Atropine Sulfate

Nitroglycerine

Antidiarrheal

Calcium Gluconate

Ondansetron (Zofran)

Antihistamine

Dextrose 10% (Alternative 50%)

Oral Glucose/Glucose Tablets

H2 Blocker

Diazepam (Valium) — Alternative to

Prochlorperazine (Compazine) —

Midazolam shortage, if available

Alternative to Ondansetron

Nasal Decongestant

Diphenhydramine (Benadryl)

Rocuronium Bromide — Alternative
to Succinylcholine

NSAID

Dopamine (Intropin)

Sodium Bicarbonate

Epinephrine 1 mg:10 ml and
Img:1ml

Sodium Chloride

Epi Injector Adult and Junior

Succinylcholine Chloride (Anectine)

Etomidate (Amidate)

Tranexamic Acid (Cyklokapron)

Fentanyl Citrate

Vecuronium — Alternative to
Succinylcholine

Furosemide (Lasix)

Glucagon

I[pratropium Bromide (Atrovent)

Ketamine (Ketalar)

Ketorolac (Toradol)

Lidocaine 2% (Xylocaine)

Lorazepam (Ativan) — Alternative
to Midazolam, Etomidate shortage

Magnesium Sulfate
Mark | Nerve Agent Antidote Kit
(ChemPak)

Return to SMO Table of Contents
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Tetracaine Hydrochloride

Classification: Topical ophthalmic anesthetic
Actions: Rapid, brief anesthesia that inhibits conduction of nerve
impulses from sensory nerves.
Indications: e Short-term relieve from eye pain or irritation
e Patient comfort before eye irrigation
Contraindications include but not o Hypersensitivity to the drug
limited to: o Open injury to the eye
Adverse effects include but not » Burning or stinging sensation
limited to: » Irritation
Adult Administration: 1-2 drops (administer only one dose). Abuse of this
medication can cause deep corneal infiltrates, ulceration,
Packaging Information: and perforation.
(20 mg/4 ml) Eye Drops
Pediatric Administration: 1-2 drops (administer only one dose)
Onset: Within 30 seconds
Duration: 10-15 minutes
Pregnancy Safety: Category C
Precautions and Comments: Tetracaine can cause epithelial damage and systemic
toxicity.
Used in SMO: Incompatible with mercury or silver salts often found in
Ophthalmic Trauma ophthalmic products.
Medications: Acetaminophen; aspirin
Actions: Relive pain and inflammation.
Indications: e Headache
e Aches and pains
e Muscle soreness
Contraindications include but not o Hypersensitivity to the drug
limited to:
Adverse effects include but not » Nausea, upset stomach
limited to:
Adult Administration: Per manufacturers’ instructions
Pediatric Administration: Per manufacturers’ instructions
Precautions and Comments:

Return to SMO Table of Contents
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Antibiotics/Sulfa Antibiotics

Medications: Bacitracin Ointment; Silvadene Ointment
Actions: Fights bacterial infections.
Indications: e Potential wound infections from second- and third-

degree burns
e Decreasing risk of bacteria spreading beyond the

wound
Contraindications include but not o Hypersensitivity to the drug
limited to:
Adverse effects include but not » Nausea, upset stomach
limited to: » Rash
Adult Administration: Topically; per manufacturers’ instructions
Pediatric Administration: Topically, per manufacturers’ instructions
Precautions and Comments: Silvadene is contraindicated for newborns (less than one
year old).
Used in SMO:

Antidiarrheal

Medications: Pepto Bismol, Imodium, Kaopectate
Actions: Decrease the flow of fluids and electrolytes to the
intestine.
Indications: e Upset stomach, nausea, indigestion
e Acute diarrhea
Contraindications include but not o Hypersensitivity to the drug
limited to:
Adverse effects include but not » Constipation
limited to: » Drowsiness
» Dizziness
Adult Administration: Per manufacturers’ instructions
Pediatric Administration: Per manufacturers’ instructions
Precautions and Comments:

Return to SMO Table of Contents
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Antihistamine

Medications: Claritin, Zyrtec, Dimetapp Cold

Actions: Commonly used to treat symptoms of allergies due to
pollen, mold, dust, food, pet dander, insect bites.

Indications: e Congestion, coughing

e Wheezing, shortness of breath
e |tchy, red, watering eyes

Contraindications include but not
limited to:

o Hypersensitivity to the drug

Adverse effects include but not
limited to:

» Drowsiness
» Dry mouth, dry eyes
» Dizziness/headache/low blood pressure

Adult Administration:

Per manufacturers’ instructions

Pediatric Administration:

Per manufacturers’ instructions

Precautions and Comments:

Used in SMO:

Antihistamine — H2 Blocker

Medications: Pepcid, Zantac, Tagamet

Actions: Treating gastrointestinal conditions such as acid reflux,
gastritis, motion sickness, nausea and vomiting

Indications: e Upset stomach, nausea, indigestion

e Acute diarrhea

Contraindications include but not
limited to:

o Hypersensitivity to the drug

Adverse effects include but not
limited to:

» Drowsiness
» Joint or muscle pain
» Headache

Adult Administration:

Per manufacturers’ instructions

Pediatric Administration:

Per manufacturers’ instructions

Precautions and Comments:

Return to SMO Table of Contents
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Nasal Decongestants

Medications: Sudafed, Visine LR, Triaminic

Actions: Short term relief from nasal congestion due to cold, flu,
hay fever, sinusitis.

Indications: e Nasal congestion

Contraindications include but not
limited to:

O

Hypersensitivity to the drug

Adverse effects include but not
limited to:

Palpitations, tachycardia (pseudoephedrine)
Excitability/nervousness

Increased intraocular pressure

Aggravate urinary obstruction

YV V VY

Adult Administration:

Per manufacturers’ instructions

Pediatric Administration:

Not recommended for children under the age of 12

Precautions and Comments:

Used in SMO:

NSAIDs (Nonsteroidal Anti-inflammatory Drugs

Medications: Ibuprofen, Naproxen Sodium
Actions: Relieve or reduce pain, reduce inflammation.
Indications: e Pain

e Arthritis
e Sprains/strains

Contraindications include but not o Hypersensitivity to the drug
limited to: o Asthma
o Pregnant
o Heart disease
Adverse effects include but not » Indigestion
limited to: » Headache

» Dizziness/drowsiness

Adult Administration:

Per manufacturers’ instructions

Pediatric Administration:

Not recommended for children under the age of 6 months

Precautions and Comments:

The use of NSAIDs increase the risk of bleeding.
Administer cautiously for injuries with bleeding and
potential head injuries.
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Mark | Nerve Agent Kit (Chem Pak)

Mark | Nerve Agent Kit “Chem Pak

Classification:

Nerve agent antidote

Indications:

Mild Exposures:
Rhinorrhea

Chest tightness
Dyspnea
Bronchospasm
Moderate Exposures:
Salivation
Lacrimation
Urination

Gl Symptoms
Emesis

Miosis

Severe Exposures:
Jerking

Twitching
Staggering
Headache
Drowsiness

Coma

Seizures

Apnea

Contraindications:

Do not use auto-injectors in patients under 30 kg

Adverse effects:

Atropine:

Tachycardia

Increased myocardial O, demand
Headache

Dizziness

Palpitations

Dries mucous membranes
Nausea/vomiting

Flushed skin

Dilated pupils

Increased intraocular pressure
Pralidoxime:

Hypertension

Blurry vision

Diplopia

Tachycardia

Nausea

Increases atropine effects

VVVVYVYVYVYVYY

VVVYVYVVYYVY

Formulary: Mark | Nerve Agent Antidote Kit Page 1 of 2
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Mark | Nerve Agent Kit

Formulary: Mark | Nerve Agent Antidote Kit Page 2 of 2

(continued)

Onset: Immediate — 15 minutes
Duration: Half-life — 2-Pam 74-77 minutes; Atropine 10 minutes
Pregnancy Safety: Category C

Precautions and Comments:

Contact Medical Control for any questions regarding the
dosing of Atropine as a nerve agent antidote.
Kit contains:

Nerve agents are the most toxic of the known chemical
agents. They are hazards in their liquid and vapor states and
can cause death within minutes after exposure. Nerve
agents inhibit acetylcholinesterase in tissue, and their
effects are caused by the resulting excess of acetylcholine.
Nerve agents are considered to be major military and
terrorist threats. Common names for nerve agents include:
Tabun, Sarin, and Soman. Nerve agents are liquids under
normal temperature conditions. When dispersed, the most
volatile ones constitute both a vapor and liquid hazard.
Atropine is used to dry up secretions. No more than three
sets of antidote kits (total of six injections) should be used.
Attempt to decontaminate skin and clothing between
injections.

Follow the Region | Disaster Preparedness/IDPH information
for distribution of the ChemPak from the most appropriate
Resource Hospital.

- Atropine — 2 mg/0.7 mL auto-injector
- Pralidoxime — 600 mg/2 mL auto-injector
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TEMS Emergency Incident Rehabilitation

Overview: The TEMS Emergency Incident Rehabilitation (EIR) Policy is provided for guidance on the implementation and
use of rehabilitation process as a tactical requirement of the incident management system at the scene of an emergency
incident or training exercise. It will ensure that responders who might be suffering the effects of metabolic heat buildup,
dehydration, physical exertion, and/or extreme weather receive medical monitoring, rest, re-hydration, and rehabilitation
during emergency operations.

Objective Findings:
= Rate of Perceived Exertion (see below).
= Respiratory, pulse, and blood pressure assessment.
= Skin assessment.
= SpCO **if available**.
= Spo; **if available**.
Exclusions:
= Bystanders: “non-emergency responders”.
= Other than simple interventions and per the TEMS medics discretion responders requiring treatment should be
transferred to EMS evaluation/transport division.
Medical Monitoring:
= Ensure personal safety.
= Perform a visual check of an individual.
= Perform LOC assessment.
= May evaluate the responders using the RPE/Borg Scale (see below).
= Perform and record vital signs, if feasible.
= Perform and record SpCQ, if available.
=  Preform and record SpO,, if available.
=  Repeat process based on the individuals’ medical monitor results — refer to the TEMS EIR Medical Monitoring
Flow Chart.
Comments:
= Treatis defined as any care provided from SMOs in the TEMS Patient Care Guidelines.
= Refusal/Release of Service is not required unless treatment is done.
= No treatment can be performed as part of the SMO.

RPE Scale

(Rate of Perceived Exertion)

1 Very Light Activity
(anything other than complete rest)
Light activity
2-3 (feels like you can maintain for hours, easy

to breath and carry on a conversation)

Vigorous Activity
6-7 (on the verge of becoming uncomfortable,
short of breath, can speak a sentence)
Very Hard Activity
8-9 (difficult to maintain exercise intensity,

hard to speak more than a single word)

*photo per SB Fitness Magazine @ https://www.sbfitnessmagazine.com/articles/rate-perceived-exertion-scale
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TEMS Emergency Incident Rehabilitation Form

Rehabilitation Report

Times Name/Agency Temp Resp Pulse B/P Sp02 SpCO__|Treatment Provided (if any) Discharged To:
In Patient
signature:
Out
Times Name/Agency Temp Resp Pulse B/P Sp02 SpCO __|Treatment Provided (if any) Discharged To:
In Patient
signature:
Out
Times Name/Agency Temp Resp Pulse B/P Sp02 SpCO  |Treatment Provided (if any) Discharged To:
In Patient
signature:
Out
Times Name/Agency Temp Resp Pulse B/P Sp02 SpCO__ |Treatment Provided (if any) Discharged To:
In Patient
signature:
Qut
Times Name/Agency Temp Resp Pulse B/P Sp02 SpCO__|Treatment Provided (if any) Discharged To:
In Patient
signature:
Qut
Times Name/Agency Temp Resp Pulse B/P Sp02 SpCO _ |Treatment Provided (if any) Discharged To:
In Patient
signature:
Out
Times Name/Agency Temp Resp Pulse B/P Sp02 SpCO_ |Treatment Provided (if any) Discharged To:
In Patient
signature:
Qut
Incident:
Location:
Date:
Printed name of care provider(s) TEMS Unit:
EMS Coordinator Signature: Date received:

Return to SMO Table of Contents

Page | 19
Revised 2022-11-09



TEMS OPERATIONAL POLICY

Topic: Qualifications, Roles, and Responsibilities of TEMS Personnel

Policy Statement: This policy will describe the role and responsibilities of the TEMS unit members.
The list is not exhaustive, but does serve to highlight the key roles that are provided by TEMS
agencies and their members. The roles will be described in three sections.

Qualifications of the Tactical EMS Unit Member:

a) Paramedic licensed in the state of lllinois

b) Minimum one-year experience as a Paramedic

c) Affiliated by agency and system with SwedishAmerican Hospital EMS System

d) Proof of attendance at an approved tactical EMS course

- The paramedic will have one year to complete this course from the time of hire.

Until the course is completed the paramedic may serve as support for the
team, but not the lead.

e) Active participation in agency specific training as determined by agency

requirements

Role and Responsibilities of the Tactical EMS Unit Member:
a) Before a Mission (Operational Pre-planning)
b) During a Mission (Operational Support)
c) After a Mission (Post-incident Support)

A) RESPONSIBILITIES OF TEMS PERSONNEL - BEFORE A MISSION:

-Acquire proper training, knowledge, and skills to become proficient in TEMS.

-Attend training sessions and train with the law enforcement tactical unit to gain familiarity and
mutual understanding of roles and techniques.

-Acquire and maintain important medical history, immunization status, and current health status
on each team member. The medical officers must ensure the confidentiality of this
information. The appropriate transfer of information to hospital trauma personnel can save
valuable time and improve emergent medical treatment.

-Preventive medicine, injury control, and health maintenance - monitor training sessions and
call-outs to detect and prevent injuries and illness due to physical training, heat or cold
extremes, psychological stress, food poisoning, environmental injuries, and other threats.

-Mission planning - prepare Medical Threat Analysis (MTA) and assist unit commander.

-Research of medical issues (ex. potential hazardous materials at search warrant site).

-Be available for general medical support for team members (i.e. “team doc")

-Provide instruction for the unit in emergency care, practice "officer down" scenarios,
extrication, hazardous materials, clandestine labs, and other TEMS issues.

-Serve as a resource for any medical concerns that impact the law enforcement agency.

-*NOTE* That TEMS team members will attend at the least 6 practices and be approved by the
team before being allowed to attend call outs or any other actions other than training.

B) RESPONSIBILITIES OF TEMS PERSONNEL - DURING A MISSION:
Provide on-site immediately available medical care. TEMS providers should be immediately
available to provide first aid, advanced airway management, and prompt treatment of
traumatic injury and medical iliness. Medical and operational documentation will be provided
to the Medical Director for review following any event that requires medical attention.

-Provide on-site medical consultation with the incident commander and team leadership.

-Provide Remote Assessment Medicine (RAM), assessing injured officers or other victims in
exposed positions and provide information to commanders at the scene, enabling rapid
accurate decision-making.
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Topic: Role and Responsibilities of TEMS Personnel Page 2 of 2

-Remain available for "medicine across the barricade" if needed (i.e. provide medical care
instructions to hostages or bystanders via telephone or radio if they are unable to be moved
or receive direct medical care.

-Provide the psychological benefit of immediately available medical support for the team.

-Interface with the existing community EMS providers and help obtain tactically secure and
timely transportation for the injured or ill, via close communications with ground and/or air
medical EMS transport agencies.

-Serve as a patient advocate and liaison for officers who are treated by other medical
providers, and accompany injured officers to hospitals, thus helping to provide integration and
improved communications between officers and the local health care delivery systems.

-Decrease liability by providing medical care immediately on-site.

-Provide humanitarian, stabilizing medical aid to non-law enforcement personnel if in need of
critical medical intervention (Note: the existing EMS system will interface and treat and
transport these patients as soon as this can be done safely).

C) RESPONSIBILITY OF TEMS PERSONNEL - AFTER A MISSION:

-Assist with incident debriefing and review - provide analysis and input during the critique
process, and make improvements to the TEMS unit and processes as needed.

-Review all medical treatment and records relevant to operational or training missions, and
provide recommendations on future medical-related training and procedures.

-Perform mandatory data collection, aid in the collection of important information, with support
from IDPH and the Casualty Care Research Center in Washington, D.C. These agencies will
analyze training and call-out medical data records, and provide feed-back / comparison with
state and national TEMS data.

-Incorporate "lessons learned" into future unit training and preparedness, thus assisting with
preventive medicine efforts and improving TEMS care.
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TEMS OPERATIONAL POLICY

Topic:

Evidence Preservation and Forensics

Policy Statement:

Policy:

—_—

arwWN

Treat the Patient First should be remembered, but every attempt should be made
to preserve all potential evidence, without compromising patient care.
Chain of evidence must be maintained.
Forensics: pertaining or applicable to legal proceedings.
Judicial Evidence:
Four types of evidence: a) Knowledge
b) Testimony of witnesses
c) Writings
d) Other materials presented to the senses

Evidence Chain of Custody:

Medical officers should NOT become involved in the chain unless ABSOLUTELY
necessary.

Evidence is inadmissible if chain cannot be proven / documented.
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TEMS OPERATIONAL POLICY

Topic: TEMS Unit Preparations — Medications and Medical Equipment

Policy Statement: The tools and medical gear of the STATT TEMS provider are important to keep
properly prepared and available. This policy describes some important considerations to help achieve
this goal. A recommended list of medications, storage systems, and medical equipment is described.
Each team will have different methods and needs, and thus medication and equipment will need to be
agreed upon, and meet minimum requirements for the level of medical service provided (ALS, ILS,
BLS).

Goal / Purpose: Arrange for appropriate TEMS medical equipment, medications, and supplies to be
available at training and on-scene to provide appropriate medical care to those patients who need it.
The TEMS provider should keep readily available his or her own medical equipment, and store it
properly to ensure it will work when needed. Several considerations should be noted:

1) Store it properly. Medications must be stored at a proper temperature and humidity. The trunk of
a personal automobile becomes unacceptably hot on a warm summer day, which could ruin the
medications contained inside. 1V fluids are of no use if frozen solid. Therefore the TEMS provider
must take steps to ensure that the storage and availability of properly functioning gear is done
correctly.

2) Cycle medications before expiration. Medications can be properly “cycled” in and out of service,
allowing medications to be used at a hospital or clinic prior to the expiration date if the medicines
have been storage properly. This process will help keep expenses to a minimum, thus sparing
scarce resources.

3) Proper storage of controlled medications: FDA, DEA, and other agencies specify the conditions of
proper storage and accountability. The storage of narcotics and other controlled medications are
limited by rules which must be abided by. TEMS units should cooperate with pharmacists when
deciding which drugs to keep available, and where they are to be stored and locked.

4) Threat Analysis - medications and gear should be selected after the TEMS unit has investigated
the potential threats faced by the tactical unit. For example, units that function in remote locations
far from hospitals should be prepared to deliver medical care with a prolonged transport time, and
must adjust their protocols and medications / gear to match this situation

5) Multiple levels of storage and carry. Gear bags, medical vests, backpacks, leg pouches, and first
aid gearboxes are several mechanisms that may be used by a TEMS unit to have availability of
appropriate medications and treatment gear.

6) Attach it to your body. This principle is based upon the idea that if the TEMS provider does not
have the medications and gear carried in a vest, pouch, backpack, or other container physically
attached to their body, then that person will likely NOT have that gear with them when a sudden
incident occurs which requires it. The TEMS provider should also have duplication of important
gear (airway devices, bandages) and carry this gear in an efficient, rapidly retrievable system that
is physically attached to them.

7) Pack your bags the same. Each TEMS provider will have a certain amount of gear in a partially
customized medical vest or pouch and this mild variability is acceptable given human nature.
However, larger gear backs and backpacks should be packed in a consistent and agreed-upon
method in similar manner throughout the TEMS unit. This will minimize delays if the circumstances
at a scene require TEMS partners to share or substitute another’s gear back, and allow more rapid
access to medical gear and medications, thus improving medical care provision.
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TEMS ON-SCENE OPERATIONAL POLICY

Topic: TEMS Extrication and Carry Techniques

Policy Statement: Evacuation and transportation of the casualty is critically important in the trauma
casualty. Often in penetrating chest or abdominal trauma or other serious trauma, survival is
dependent upon getting the patient to an operating room table under the care of a surgeon who can
perform life-saving surgery. Rapid evacuation and transportation techniques will be described in this
policy. TEMS personnel must exercise extreme caution at all times when approaching a downed
officer or other casualty. The risk/benefit ratio must be weighed, and should the casualty be
approached and evacuated only after directed by the tactical commander or designated leader. Each
TEMS unit should have a variety of techniques to choose from, and train regularly with the tactical unit
to enable teamwork in extrication and transportation.

The basics when considering getting a casualty to the hospital or definitive medical care:
A) Approach patient
B) Tell the casualty your purpose “here to rescue / help you”
C) Disarm / Weapons search before medical care
D) Stabilizing emergency medical care (brief, deal with life threats only)
E) Extricate and Transport

Extraction: The manner of movement from the scene to the transportation method will vary in each
situation. There are several methods of extraction that will be briefly discussed. One of the most
practical is ‘self-extraction”, where the casualty simply gets themselves out of the situation by
walking, dragging, or driving themselves to a safe point of protection or hard cover. Other measures
require a rescuer(s) to affect the rescue. If a casualty is entrapped, either in an automobile, vehicle,
building collapse, explosion debris, or other, then the team will need to use ingenuity and available
resources to rapidly extricate the victim as best possible.

Carry Technigues: There are many ways to move a casualty from one point to another. Initially the
victim will either need to be moved, assisted, or may be lightly injured and be able to walk or run
themselves. There are several ways to consider moving a seriously ill or injured officer.

1) One or two person drag — in the simplest form the casualty is simply pulled by an arm, leg, or

strap from attached backpack or vest, and dragged on the ground rapidly to nearby cover.

2) Rope-assisted drag - in situations under threat of direct gunfire, the casualty can be
dragged to nearby cover after a rope is thrown to them and the rope is secured (clipped or
tied) to the body or attached equipment.

3) One or two person carry — in a building, the simplest method that actually works well is the
two-person carry. The casualty is carried after one rescuer steps between the legs, facing
forward (towards feet), and grasps the ankles. The second rescuer lifts the casualty into
sitting position, and then reaches under the armpits of the casualty and grasps the wrists
with opposite hands, and on a count of 3 lifts the casualty to waist level, and carry out to
cover. This method works in narrow hallways and with full tactical gear on. There are
several types of one-person carry that may be learned, but will not be explained here.

4) Stretcher techniques — Several collapsible lightweight fabric stretchers (SKED, nylon, canvas,
plastic, others) are available, and each has advantages and disadvantages. They are
compact and easily carried, and may be used to transport casualties. Inside of a normal
household, it is nearly impossible to have 4 or 6 persons carry a stretcher, so modified
techniques must be used. A two-person carry-drag is rapid and effective, and involves
dragging the casualty down the hallway or stairway with one rescuer at the head, and one at
the feet. In situations with limited tactical officers, a one-person drag using the stretcher
may be used. Caution should be exercised when using this one-person drag down a
stairway, as gravity will cause the casualty to slide rapidly and out of control down the
stairway. Carry techniques outside a building or structure are well known to tactical units,
and utilize a 4 or 6 person carry to extricate a casualty.
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Topic:

TEMS Extrication and Carry Techniques Page 2 of 2

5) Vertical extraction (collapsed building, manhole, or cave) may be accomplished with a rigid

or semi-rigid stretcher. A Stokes wire stretcher is classically used for search and rescue, and
after the casualty is securely strapped in this, may be hoisted vertically or dragged up steep
slopes to effect a rescue. A semi-collapsible stretcher is the SKED, which is semi-firm rugged
plastic normally kept rolled in a compact package, yet when unrolled and straps used to
secure the casualty, it becomes rigid and enables vertical extrication.

6) In suspected spinal trauma, it is advisable to use a method of spine control. In a controlled

safe environment, the local EMS and Fire departments should be called to extricate and
transport the patient using a rigid spine board and cervical collar. Less ideal conditions may
require ingenuity and makeshift methods. One example is to take a house door off the
hinges, use tape and ropes to secure the victim, removing the casualty’s boots and taping
these on the lateral sides of the head to prevent excessive head and neck motion, and
transport. Many other modifications and techniques may be learned in TEMS courses and
books.

Reference: Delorenzo M.D., Robert A., Porter, Robert; Tactical Emergency Care: Military and
Operational Out-of Hospital Medicine, Brady, Upper Saddle River New Jersey 1999 Appendix

E. 360-374.
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TEMS ON-SCENE OPERATIONAL POLICY

Topic: TEMS Evacuation and Transportation Considerations:
Interfacing with stand-by EMS units, Intercepts, and Hospitals

Policy Statement: After the extrication to a safe “hard cover” point of protection, TEMS personnel
may proceed with stabilizing medical care and rapid transportation of the casualty to a nearby
hospital or trauma center. Many factors play a role in the optimal transport method, and these will be
discussed in this policy.

In the perfect world, there would be immediate ambulance transport to a Level | trauma center
located 1 minute away to provide life-saving resuscitation and surgery. Unfortunately things are less
than perfect, and one of the following methods will be needed to transport the patient.

1) Load and go into an immediately available civilian vehicle or patrol car

2) No TEMS support on-scene, but standby ambulance with EMS or Fire department crew

3) TEMS unit (non-transport) who interfaces with standby standard EMS ambulance

4) TEMS unit with TEMS transportation vehicle (transport unit)

5) ALS Intercept (initial on-scene BLS or Intermediate crew)

6) Air Medical Evacuation (helicopter or fixed wing)

7) Others: boat, other transportation

In most communities without a TEMS unit, the standard policy for law enforcement tactical units is
often to simply arrange for a “stand-by ambulance” a few blocks away, and call that ambulance to the
scene after it is controlled and the threat is gone. This system is certainly less desirable than others.

A TEMS unit that has been approved as a non-transport agency will need to ensure that there is an
immediately available transportation method in case of casualties. This would ideally be an ALS
ambulance with crew located within a 30 second drive response time but safely parked nearby with
good communication channels. If there is an EMT-I or EMT-Basic crew for transportation, and the
TEMS unit contains ALS personnel with gear and medicines, then that ambulance may not necessarily
need to arrange an intercept with another ALS ambulance. TEMS with basic or intermediate-level
personnel will need to arrange an ALS intercept if a critically ill or injured patient is being transported.

Air medical evacuation is a consideration for TEMS units that may be faced with providing support for
a tactical unit in a rural or distant location far away from civilian ground EMS transport. If possible,
pre-arranging air medical transportation with GPS coordinates (to help with security issues) would be
a good idea if the tactical operation were located far away from hospitals. The rapid “scene
response” time would shorten transportation time to hospitals, and speed up arrival of ALS medical
care from flight nurses, paramedics, and physicians. Many factors come into play with the decision,
but pre-arrangements should help improve timeliness of air medical transport.

Return to SMO Table of Contents

Page | 26
Revised 2022-11-09



TEMS ON-SCENE OPERATIONAL POLICY

Topic:  Psychological Management

Policy Statement:

Policy:

Pain Management:

Pain, even that from major trauma, has a large psychological component. Part of this is perception:
the more one concentrates on pain and the consequences of the injury, the more it hurts. Part of this
is related to endorphins, narcotic-like chemicals that may be produced in the brain or spinal cord to
block pain. These pain control systems are amenable to control in a variety of ways.

1) Apprehension may accentuate pain, and if the person is worried about the extent and
implications of his injuries, a clear statement of the patient's injuries may dispel unwarranted
fears and thus reduce apprehension and pain.

2) Distraction can greatly diminish the perception of pain: you may give an absorbing task to a
patient or engage his interest in a discussion.

3) You may invoke imagination to distance a patient from his pain: ask the patient to imagine his
favorite place or event as vividly as possible and describe it to you in detail. Imagery in this way
can provide powerful pain relief.

4) If you have the training and the patient has the ability, an extension of this to a light state of
hypnosis may serve as outstanding pain control.

Anxiety Management:

Many patients are anxious, and rightfully so. Some may even be so anxious as to appear
unreasonable, or partially or completely psychotic.

Treatment:

1) Minimizing sensory overload. A rescue scene looks pretty psychotic, even to sane individuals.
To someone with difficulty controlling his or her thinking, the chaos can be literally mind-
numbing. You can tell the Field Team Leader that a quiet scene is required for the patient's
health and safety (which is true).

2) Channeling patient contact through one and only one person (you, the medic). This is a good
rule for all wilderness patients, but particularly true for those with psychotic features. If you
must turn over patient care to another member of the team, always be sure to introduce your
relief to the patient, as the patient will often develop a strong trust of you and can feel
abandoned if you turn care over to another. Introducing your relief will help eliminate this
feeling in your patient.

3) You must understand that, even though the patient appears confused and may answer
inappropriately, the patient may still have excellent understanding. Therefore, you must
continue to talk as if the patient understands, even though the patient's replies seem
nonsensical. Sometimes, the patient's body language is a better answer than the words coming
out of the patient's mouth. (E.g., nodding the head "yes" despite saying something bizarre.)
Communicating with many psychotic patients can be effective as long as you don't give up
easily. And, as with the unconscious patient, you always explain what's happening, even if you
aren't sure the patient is hearing or understanding.

4) Some wilderness patients are experienced outdoorspeople. These people are used to being in
situations where they are totally responsible for their own survival and well-being. The change
to being strapped into a litter and being dependent on a loud, smelly, scraggly-looking search
and rescue team, is likely to provoke anxiety if not downright hostility. Doing whatever you can
to respect the patient's dignity will do much to assure cooperation. "Talking down" to such a
patient is a sure way to lose your credibility in the patient's mind.

5) You will do well to treat such a patient as an equal in intellectual and outdoor terms. For
instance, you might explain some details of the search and rescue technique, just as you might
teach an experienced outdoorsman who just joined the team. This can be a great confidence-
builder for the patient, and can serve as excellent distraction, especially for patients who tend
to intellectualize. Intellectualization is a very high level defense mechanism against
psychological stress. It might even result, eventually, in a new recruit for the search and rescue
team.
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TOPIC: Psychological Management Page 2 of 3

6) "Laying on of hands" in wilderness search and rescue, or any phase of prehospital emergency
medicine, is a touchy subject (pun intended). Palpation is an integral part of the physical exam,
as is exposure of the body, and is necessary for the patient's well-being.

Male rescuers worry about homophobia (fear of unwanted homosexual advances by
heterosexual men) and female patients' fear of sexual assault (especially with a female being
undressed by a group of smelly, unkempt, mostly male rescuers). Female rescuers, too, may
worry about their laying on of hands being misinterpreted, whether by male or female patients,
but women in American society have less of a taboo about touching others.

In the Emergency Department, patients expect to get undressed and have doctors and nurses
poke and prod at various parts of their body, including, for women, pelvic exams, and for men,
rectal exams. Doctors and nurses work so much with naked patients and are so used to using
their hands in their work that it is no problem for them.

For the rescuer on the side of a mountain or in a cave, however, the social situation is not
nearly so easy. The problem, however, is usually more for you than for the patient. Most
wilderness patients are so far removed from their normal environment that concerns of the
"real" world seem far away. Having one's clothes cut off and a rectal temperature probe
inserted seem inconsequential, at least when compared with the prospect of another night in
the wilderness. You should keep this in mind, so that any of your own embarrassment does not
become obvious to the patient. However, you should exercise as much discretion as is
possible.

7) Wilderness patients have told, in retrospect, of the most reassuring part of a harrowing rescue:
a warm hand on the shoulder. Although, as with everything a rescuer does, common sense and
careful observation of the patient is imperative, a good general rule about touching patients is:
don't keep your hands off. No one likes to be taken care of by someone who has a "hands off"
approach. If the patient finds it objectionable, a person with any powers of observation at all
should be able to tell.

Psychological First Aid:
You may encounter search and rescue team members having immediate stress reactions, and may
be the person best qualified to deal with the situation. Rescuers are quite capable of performing
on-scene psychotherapeutic "first aid," following the guidelines presented here. A critical incident
is any situation faced by an emergency services worker that generates unusually strong emotional
impact.
1) Serious injury or death of an emergency services worker in the line of duty
2) Serious injury or death of a bystander from an emergency services operation
3) Multiple deaths or serious injuries
4) Serious injury or death of a child or infant
5) Any situation that attracts an unusual amount of attention from the media
6) Any loss of life after extraordinary and prolonged search and rescue efforts
7) Any situation that is charged with emotion and that causes an emotional response that is

beyond the normal coping mechanisms of emergency services workers.

The immediate stress reaction may include physical, emotional, cognitive, and behavioral
components. Any of these signs and symptoms may be present. It generally occurs at the time of the
incident or within 24 hours. A most important point: an immediate stress reaction is the response of a
normal person to an abnormal situation, and not a sign of any psychological weakness or chronic
psychiatric problems.

Physical symptoms include:
1) Profound fatigue and weakness
2) Fine tremor or muscle twitches
3) Diaphoresis
4) Vasovagal orthostatic hypotension or vasovagal syncope (simple fainting)
5) Nonspecific lightheadedness
6) Nonspecific headache
7) Difficulty focusing one's eyes
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TOPIC: Psychological Management Page 3 of 3

8) Nonspecific difficulty hearing

9) Palpitations

10) Dyspnea and chest pain with or without hyperventilation

1) Nausea, vomiting, diarrhea, or abdominal pain

12) Sensation of a lump in the throat (globus hystericus)

13) Emotional symptoms include

14) Anticipatory or generalized anxiety (anxiety about the future, or unconnected with any
present danger or fear)

15) Strong fear or even panic reactions

16) Psychological shock (described later)

17) Survivor guilt uncertainty (guilt over surviving when others have died)

18) Acute grief reactions

19) Depression

20) Intensified or inappropriate emotional reactions to normal occurrences

Cognitive symptoms include:
1) Blaming others (sometimes even those who are logically blameless) for the critical incident
2) Generalized confusion
3) Inability to concentrate
4) Inability to perform simple calculations
5) Poor attention span
6) Memory lapses
7) Anomia (inability to find the right words)
8) Inability to distinguish the difference between serious and trivial concerns
9) Inability to make decisions
10) Greatly increased (or greatly decreased) alertness and awareness of surroundings

Behavioral symptoms are relative to the person's normal behavior patterns, which may vary widely
between individuals. They include:
Changes in speech patterns;
1) Withdrawal
2) Angry outbursts
3) Hypervigilance (increased suspicion and attention to one's environment or even outright
paranoid behavior
4) Changes in interactions with others (i.e., wife, friends, team members)
5) Increase or decrease in appetite~ or alcohol consumption
6) Sleep disturbances, including early morning awakening, early insomnia hypersomnia, and
generalized fatigue
7) Visits to health professionals (possibly including the team medic) for seemingly minor or even
nonexistent problems.

Look for those who are showing some signs of stress (even if not a full-blown immediate stress
reaction) and try to arrange rest breaks for them. Look for those with immediate stress reactions: a
person walking about aimlessly, a person sitting and staring blankly (unless simply exhausted), or a
person behaving irrationally.

The first step in managing an immediate stress reaction is to isolate the person from the sights,
sounds, and smells of the incident. Having the person face away from the incident, or get on the other
side of a vehicle, may be effective. If smells are prominent, move the person upwind. If you determine
that the person should not be moved, place an object to block the person's view.

When engaged in on-scene psychological first aid, peers (e.g., other rescuers) can ask "Hey, are you
OK?" However, this is not an acceptable question coming from a mental health worker at the scene.
For this kind of psychological first aid, you just need to lend a sympathetic ear. If you need to prompt
the person to start talking, start asking about facts first, and only after some rapport is established,
start asking about feelings.

When an emergency services worker "breaks down" in the course of psychological first aid, it is
important to validate the person's feelings ("hey, this is pretty hard for all of us to take.") and back
off, going to another person or another topic. Do not abandon the person; monitor him or her, and
arrange extra help if it seems necessary. Group interventions are never appropriate at a scene where
hazards are still a problem. All on-scene psychological first aid should be one-on-one.
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TEMS ON-SCENE OPERATIONAL POLICY

Topic:  Transfer and Termination of Patient Care

POLICY STATEMENT: Patient abandonment occurs when there is termination of the caregiver /
patient relationship without consent of the patient and without allowing sufficient time and resources
for the patient to find equivalent care. This is assuming, and unless proven otherwise, there exists a
need for continuing medical care and the patient is accepting treatment.

Policy:

A. EMS personnel must not leave or terminate care of a patient if a need exists for continuing medical
care that must be provided by a knowledgeable, skilled and licensed EMS provider unless one or
more of the following conditions exist.

1. Appropriate receiving hospital personnel assume medical care and responsibility for the
patient.

2. The patient or legal guardian refuses EMS care and transportation.

3. EMS personnel are physically unable to continue care of the patient due to exhaustion or
injury.

4. When law enforcement, fire officials or the EMS crew determine the scene is not safe and
immediate life or injury hazards exists.

5. The patient has been determined to be dead and all policies and procedures related to
death cases have been followed.

6. If medical control concurs with a DNR order.

7. Whenever specifically requested to leave the scene due to a specific overbearing need
(i.e., disaster, triage prioritization).

8. Medical care and responsibility for the patient is assumed by comparably trained, certified

and licensed personnel in accordance with applicable policies.

B. If TEMS personnel arrive on scene and establish contact, evaluate and/or instruct the patient and
the patient refuses care, the TEMS crew will conduct termination of the patient contact in
accordance with the local EMS guidelines (i.e. a Patient Right to Refuse policy and communications
policies (regardless of circumstances surrounding the refusal).

C. TEMS personnel may leave the scene of an episodic illness or injury incident where initial care has
been provided to the patient and the only responsibility remaining for the EMS crew is
transportation of the patient or securing a signed refusal, if the following conditions exists:

1. Delay in transportation of another patient (i.e. Trauma patient) from the same incident
would threaten life or limb.

2. An individual or occurrence of a more serious nature elsewhere necessitates life-saving
intervention that could be provided by the TEMS crew and without consequence to the
original patient.

3. More appropriate or prudent transportation is available.

4. Definitive arrangements for the transfer of care and transportation of the initial patient to
other appropriate EMS personnel must be made prior to the departure of the EMS crew; and
the alternate arrangements should, in no way, jeopardize the well-being of the initial patient.

D. During the transport of a patient by ambulance, should the TEMS crew come across an emergency
requiring ambulance assistance, the local EMS system will be activated. Crews involved in the
treatment and transportation of a patient are not to stop and render care. The priority is to the
patient onboard the ambulance. If the event you are transporting the patient with more than two
prehospital trained personnel, you may elect to leave one medical attendant at the scene to render
care and the other two (2) will continue to transport the patient to the receiving facility.

E. In the event there is not a patient onboard the ambulance and an emergency situation is

encountered requiring ambulance assistance, the crew may stop and render care. However, the
local EMS agency should be activated and their jurisdiction respected.
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