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TRAINING ACADEMY CHECK LIST

1. Red Cross First Aid Certification.


Date completed__________.  Advisor_______________________.

2. Red Cross or American Heart Association CPR Certification.


Date completed__________.  Advisor_______________________.

3. Bloodborne pathogen lecture.


Date completed__________.  Advisor_______________________.

4. CISD orientation.


Date completed__________.  Advisor_______________________.

5. HIPAA


Date completed__________.  Advisor_______________________.

6. Safety At The Scene.


Date completed__________.  Advisor_______________________.

7. Do’s and Don’ts Of Being An Explorer.


Date completed__________.  Advisor_______________________.

8. Post Ride Policies.


Date completed__________.  Advisor_______________________.

9. Unit Familiarization


Date completed__________.  Advisor_______________________.

10. Cot Handling.


Date completed__________.  Advisor_______________________.

11. Parent Conference.


Date completed__________.  Advisor_______________________.

After sections 1-11 have been completed, the explorer is allowed 2 “Ride Alongs” if all ride along requirements are met, while completing section 12.


Date completed__________.  Advisor_______________________.








Scouting Coordinator_________________.

TRAINING ACADEMY CHECK LIST continued.
12. Unit and Squad House Maintenance.


Date completed__________.  Advisor_______________________.

After the Explorer has completed section 12, he/she is allowed 2 “Ride Alongs” if all ride along requirements are met, while completing sections 13 & 14.

Date completed______.     Advisor_____________________.







Scouting Coordinator______________________.

13. Radio Procedures.


Date completed__________.  Advisor_______________________.

14. Navigation.


Date completed__________.  Advisor_______________________.

All Sections of the Training Academy have been completed.  The explorer is qualified to wear the explorer badge.  They may also ride if they meet all the ride requirements.


Date completed__________.  Advisor_______________________.







    Scouting Coordinator____________.

CHAPTER 1
RED CROSS/AMERICAN HEART ASSOCIATION FIRST AID CERTIFICATION
This requirement can be accomplished by attending the American Red Cross or American Heart Association First Aid certification classes. The American Red Cross classes are taught by the local chapter.  There are advisors that are instructors of the American Heart Association First Aid class.  Several Classes are usually held throughout the year.

Some of the key points that you need to know from this class is:

· The role of the first aid provider in the EMS system.

· Basic fracture management.

· Basic laceration/wound care.

· When to perform spinal immobilization.

· Taking patient vital signs.

There is no test over chapter 1.  Satisfactory completion is determined by the issuance of the First Aid card.  The primary advisor will need a copy of this card to sign off this section.

CHAPTER 2
RED CROSS/AMERICAN HEART ASSOCIATION CPR CERTIFICATION.
Like the first aid certification, the CPR certification is accomplished individually.  However you can get either American Heart Association or American Red Cross CPR.  You need to be certified in either the (AHA) Health Care Provider CPR or Red Cross CPR for the Professional Rescuer.  
The key points to know from CPR are:

· The EMS role in CPR.

· How to properly perform obstructed airway control (Heimlich maneuver) on infant, pediatric, and adult patients.

· How to properly perform rescue breathing on infant, pediatric, and adult patients.

· How to properly perform CPR in infant, pediatric, and adult patients.

There is not a test over chapter 2.  Satisfactory completion is determined by the issuance of the CPR certification card.  The primary advisor will need a copy of this card to sign off this section.

CHAPTER 3
BLOODBORNE PATHOGENS
This section is completed by attending a lecture and viewing a videotape about bloodborne pathogens (BBP). A short written test will be given after the lecture and video.

Some of the key points that you need to remember are:

· What are and are not BBP.

· How to protect yourself from BBP.

· What the different levels of protection include and when to change or wear the different levels.

· How to clean and disinfect the unit.

· How and when to perform personal disinfecting/cleaning.

· What type of calls should you take special precautions on.

CHAPTER 4.

CISD ORIENTATION
CISD is Critical Incident Stress Debriefing.  A major concern that will always exist with explorers riding on EMS units is the exposure to a patient or an incident that will completely overwhelm them.  This would be defined as a critical incident.  A Critical incident is any event that has a stressful impact significant enough to overwhelm the usually effective coping skills of an individual or group.  The purpose of this chapter is not to make you an expert in handling critical incidents-even seasoned paramedics are not, rather to make you aware of its existence and how to identify and avoid becoming a victim of critical incident stress.

STRESS

Stress is defined as a response characterized by physical and psychological excitement arising as a direct result of an exposure to any demand or pressure to a living organism-you, the explorer.  Without stress no one can survive and grow.  Stress has two sides; eustress or good stress will help you become more productive.  When there is too much or excessive stress, it can be harmful, this destructive stress is also known as distress.  Everyone is always under a certain amount of stress.  For example, the homework that you didn’t get done last night, missing the bus, even getting an “A” on a term paper is a source of stress.

Each of us has a comfortable level of stress.  Problems arise when we have too much or too little stress.  What we are most concerned with is when there is too much stress and it begins to have adverse effects-stress reactions.

Stress reactions can affect an individual in four ways:  Cognitive (thinking/reasoning), Physical, Emotional and Behavioral.

Signs and Symptoms of Stress Reactions

Cognitive





Physical



Behavioral




Emotional
Memory loss




Fatigue




Change in behavior


Anxiety

Decreased decision making

Nausea




Withdrawn




Fear

Decreased problem solving

Muscle tremors


Talkativeness in a


Grief

reserved person

Difficulty with concentration
Shock symptoms

Depression




Hopelessness
Decreased attention span

Sweating



Silence in a




Helplessness

talkative person
Amnesia





Chills




Overeating




Irritability
Difficulty with problem solving
Dizzy spells


Undereating



Anger/Rage
Inability to calculate


GI ailments



“1000 yard stare”


Overwhelmed
Time distortions



Chest pain



Identifying




Sadness/
with victims 




Depression
Difficulty breathing 







Frustration
Headaches










Withdrawal
The stress responses can have an onset in three different ways:

Immediate – within 24 hours.

Delayed – After 24 hours yet within 3 –7 days

Cumulative – After a prolonged period with a build up of “little” stressors

CRITICAL INCIDENT STRESS

Critical incident stress is as stated:  Stress created from any event that has an impact significant enough to overwhelm the normally effective coping skills of an individual or group.

Critical Incidents include but are not limited to:

· Line of Duty Deaths

· A Serious Line of Duty Injury

· Suicide (Especially of a peer or co-worker)

· Disaster or Mass Casualty Incident

· Police Shooting or Civilian Death that can be contributed to Emergency Service Operations

· Any Significant Scene/Event Involving Children

· Victim is a Friend or Relative

· Prolonged incident or scene especially if there is a bad patient outcome

· Excessive Media interest or coverage (Especially if they appear to be hindering operations)

· Any Significant Event

· Any perceived Crisis (A crisis is always real to the person experiencing it.)

In these cases, the incident itself or an event during the incident inundates the rescuer(s) and help is needed to reduce the possibility of, or overcome the onset of stress reactions.  This is referred to as Critical Incident Stress Management (CISM).

CISM includes:

· Pre-incident stress education

· Critical incident stress teams

· Peer counseling

· On scene support services

· Defusing

· Debriefing

· Follow up services after critical incident intervention

· Support for personnel involved in informal debriefing

· Family support services

· Other support as required

Defusing and Debriefing

Up to now, we have talked about stress, what is, what causes it and what can happen if you are overwhelmed by an incident.  What is left to discuss is what to do when you are or think you might be experiencing stress from a critical incident.

The first and probably most important thing to do is identify that you are experiencing problems from the incident and inform the advisors that you are having some effects from the incident.  The crew will then either talk with you about the incident (informal peer counseling) or they will inform the CISD team through the Executive Director.  Then there will be either a defusing or formal debriefing.

Defusing:

The defusing can be considered a shortened version of the debriefing (CISD).  Defusings are designed to be:

· Implemented immediately or shortly after the event

· shorter than a formal debriefing (less than an hour compared to 2-3 hours with the CISD.)

· more flexible than a CISD

· used to eliminate the need for a formal CISD, or enhance the CISD

Defusings usually have three stages to them.

1.
An introduction-used to introduce the members of the team, explain the process and set expectations.

2.
Exploration-discussion of the event through the participant’s unveiling the facts, reactions (cognitive and emotional) and symptoms of distress related to the event.

3.
Information-this stage is used to cognitively normalize and educate with regards to stress, stress management and trauma.

Debriefings-Formal CISD is formatted to take 2-3 hours and is more in depth than a defusing.  It consists of seven phases.

1.
Introduction-this phase is used to introduce the team member, explains the purpose of the meeting, sets the guidelines and rules for the meeting, explains the process, helps motivate those involved, answers primary questions and limits anxiety and announces the first set of questions that will be asked in the next phase.

2.
Fact phase-is used to find out what happened in the incident and who did what during the incident.

3.
Thought phase-is used to find out what important thoughts and initial thoughts that those involved had.

4.
Reaction phase-this phase explores what it was about the incident that bothered individuals the most, what they would change if they could and what parts of the incident caused them the most distress.

5.
Symptoms phase-is to find out what cognitive, physical, emotional and behavioral reactions were being experienced after the incident and during the next few days before the CISD was held.

6.
Teaching phase-helps educate those involved as to the symptoms they may be experiencing or might yet, explains the normalcy of the reactions and how to help alleviate them if those symptoms arise.

7.
Re-entry phase-this final phase is used to review the CISD, to ensure that there are no unexplored issues and bring the debriefing to its conclusion.

In conclusion, this information is meant to make you more aware of the stress that can occur while riding with EMS.  We would like to emphasize again that it is extremely important for you to inform the advisors or your parents of any signs or symptoms of critical incident stress that you may feel.

These reactions in no way reflect badly upon you.  They are NORMAL REACTIONS BY NORMAL PEOPLE TO ABNORMAL SITUATIONS.  Remember that the sooner that you talk about this, the sooner that you will get over it.  There can be more problems arising from not seeking assistance than can ever arise from being seen by the CISD team.

There will be a discussion following the CISD lecture.  Each explorer is required to attend this lecture with at least one parent.

NOTES

CHAPTER 5

CALL PROCEDURES AND SCENE SAFETY
Prior to arriving at the scene of an emergency situation, pre-hospital workers must attend to a number of tasks that are also part of the job.  Certain things, such as checking equipment are (or should be) daily routine.  Other tasks may not seem vital, but demonstrate your appreciation for quality when done.  Developing an interest in all components of pre-hospital care broadens and strengthens your overall capability.  Much of it consists of attending to the “little” things.

Step by step, you can view the facets of pre-hospital emergency care in the following phases:

1.
Pre-dispatch.

2.
Dispatch.

3.
Enroute to scene.

4.
Arrival at scene.

5.
Actions at scene.

6.
Enroute to hospital.

7.
Actions at the hospital.
Pre-dispatch phase – Checking equipment is (or should be) one of the first things we do upon starting the shift.  Not only is it embarrassing to discover at the scene that something we need isn’t there or isn’t working, it is also a potential legal liability.  It’s not enough to accept the work of the off going crew that “everything’s fine”.  We can be confident of that fact only if we check the equipment ourselves.  In addition to the medical equipment, we must also be sure of the roadworthiness of the vehicle.  All vital components are checked daily and logged on a vehicle checklist.  If you’re unfamiliar with something, make an effort to learn. Stupid questions, as the saying goes, are easier to deal with then stupid mistakes.  That’s what one prehospital worker discovered after spending a half an hour getting a quart of oil down “that teeny little pipe” (the dipstick hole)
Waiting for calls is more difficult than it sounds.  Sometimes people point to emergency crews sitting at the station and comment about how they would love such an “easy” job.  Little do they know!  Whether your non-call time is closely or loosely structured, it really boils down to waiting.  And the waiting is always uncertain.  Regardless of how mundane or boring this waiting becomes you can never allow yourself to totally relax while on duty.  Find interesting ways to pass the time while waiting (sometimes hours) for calls.  It is recommended that you bring reading material, homework, or small projects with you to the station.  Having something to do will help relieve the stress of boredom, which silly as it sounds, is exhausting.

Dispatch phase – At last, a call come in!  There’s still much to do before arriving on the scene.  Hearing the dispatcher’s perception of the nature of the call is a double-edged sword.  It can benefit or hinder the way we handle the actual situation.  If you view the nature given as only a general guideline, you’re likely to remain open minded enough to be able to react appropriately to whatever the real situation turns out to be, rather than trying to make it fit your preconceived notion.  What you can gain from heeding the dispatcher’s perception of the call nature is a ballpark idea of what to anticipate.  The major separation, of course, is between medical and trauma.  If a call sounds traumatic, you must then consider whether is sounds like a criminal or violent scene.  Don’t let yourself forget that things aren’t always the way they seem.  Vehicular accidents do happen because of an underlying medical emergency.  “Chest pains” could be the result of a stabbing to the chest.  Listen to the call nature, but keep an open mind.  There is enough of a tendency to tunnel vision without the additional hazard of being sucked into a whirlpool of a mistaken notion before you ever reach the scene.

Enroute to the scene – People new to emergency work inevitably feel a strong surge of adrenalin when those first few tones go off.  This is predictable because you are encountering the unknown.  The adrenalin rush can be alleviated with a few deep breaths and concentration on the tasks at hand.  Another hazard to shake off as you leave the station is preoccupation.  Sometimes, in the hours of waiting, you involve yourself in a project of personal interest.  If you are preoccupied, you may miss important environmental and situational clues as you arrive on the scene.  Personal matters are best left at the station.

Arrival at the scene – Many important details about the scene and its people can be gathered even before you get out of the ambulance.  Your considerations are endless.  The important thing is to acquire as much information as you can as you arrive.  What do you see?  Is there a crowd?  Chaos?  Hysteria?  Do the people seem to welcome your arrival, or are they hostile?  Is the scene suspiciously dark or quiet?  Is there police cover?  Keep in mind that the presence of the police does not guarantee that the scene is safe.

Actions at the scene – There are two things to remember about leaving the safety of the ambulance.  A specific transition takes place.  The ambulance is your turf; outside, the turf belongs to the people you see through the windshield.  As you get out, be sure and check for traffic moving around the ambulance.  Open the door slowly enough to alert passing traffic that you are trying to exit.  All Squad personnel are required to wear a brightly colored reflective vest or Personal Protective Equipment while working in or near traffic.  There is a third vest on all ambulances for your use and you will be required to wear this vest in accordance with this policy or at any time you are directed to do so by your advisor or any Squad officer.  As you make your way from the ambulance to the patient, avoid running.  Running at an emergency scene is always inappropriate.  Instead of running, walk purposefully.  This demonstrates professionalism and your interest in getting to the patient without releasing a lot of adrenalin.  

Knocking on doors can be a potential source of danger.  The safest way to knock on any door is by standing to the side.  Stand on the door handle side, not the hinge side, so that you do not get pinned behind the door (if it opens out) and so you are not dangerously exposed when the door opens (if it opens inward).  Another of the golden rules for maintaining personal safety on the scene is never let the patient or by-standers get between you and the way out.  Learn to notice alternatives; the door is not the only way out.  Remember to stay in a position where you can’t get cornered.

Especially common hazards are dogs and other animals on the scene.  Take heed of “beware of dog” signs and be alert for other clues as to the presence of animals.  Some of the best clues are also the most over looked.  For example, a doghouse in the yard or a dog chain on the front porch.  Be aware that even small dogs can be very protective of their owners and may attack without warning.  

Enroute to hospital – To provide in-transport patient care, it is normal to have to be moving around in the patient compartment.  The danger of being unrestrained in a small room that is traveling at speeds between 5 and 65 miles per hour is just another hazardous part of a generally hazardous job.  Optimally, you and everyone else who get in the patient compartment should use seat belts when the ambulance is in motion.  This may be possible on long transfers or when there is little activity involved with patient care, but usually this is unrealistic. Therefore, a good rule of thumb is to keep three extremities in constant contact with the ambulance surface.  If for any reason the driver has to decelerate or swerve unexpectedly, the attendants must be prepared to catch themselves by maintaining at least three-point contact at all times.

Actions at the hospital – Once we arrive at the hospital the patient is then moved into the hospital in the same professional and purposeful manner as we approached the scene.  Do not run!  When moving a patient into the hospital it is often necessary to take lots of equipment such as EKG monitors and oxygen tanks.  This equipment can be heavy and cumbersome to move and a cool head and lots of communication are needed.  Once in the hospital the patient will be moved onto a hospital bed and patient care will be transferred to the hospital staff without any interruption in patient care.

Keeping in mind the many things that go into helping sick and injured people helps us retain a perspective on overall pre-hospital care.  In a way, the patient contact is just a small part of the work we do.  How we spend the time prior to arrival, and in-between calls, has a great deal to do with how well we ultimately handle the people and their concerns on each scene.  We cannot, of course, avoid every hazard.  In fact, the constant presence of danger is a major reason why many people stick with pre-hospital care; they love the challenge.  But to apply the principles of safety is to reduce those dangers to reasonable levels.  A major aspect of our preparations for handling calls, day in and day out, has to do with on-going safety for us, our co-workers, and the rest of the people involved.  Keep safety a prime consideration in everything you do in pre-hospital care.  

There is a written test over the material covered in chapter 5.

NOTES

CHAPTER 6

HIPAA

This section is completed by attending a lecture and viewing a videotape about Health Insurance Portability and Accountability Act (HIPAA). A short written test will be given after the lecture and video.  You will also be required to sign a confidentiality notice.

Some of the key points that you need to remember are:

It all starts with dispatch: Whether EMS dispatch falls under HIPAA depends on who is doing the dispatch. If a dispatch agency is independent of any health care provider—that is, it is a stand-alone communications center that is not owned by, operated by, or part of a hospital, an ambulance service, or any other health care provider—in all likelihood, that dispatch agency is not considered a “covered entity” under the HIPAA Privacy Rule simply by virtue of being a dispatch agency. Thus, many county or municipal Public Safety Answering Points (PSAPs) or communications centers may not be covered entities under HIPAA. 

However, even if the dispatch agency is not a HIPAA covered entity, it might very well be a “business associate” of the ambulance services it dispatches. The definition of a “business associate” under the Privacy Rule includes any person or agency that, on behalf of a covered entity, performs or assists in the performance of a function or activity involving the use or disclosure of individually identifiable health information. 

Since an independent dispatch agency might be a “business associate” of an ambulance service, the ambulance service must obtain satisfactory written assurances from the dispatch agency that it will safeguard the ambulance service’s patients’ protected health information (PHI). This would need to be in the form of a “business associate agreement” between the ambulance service and the dispatch agency to permit the exchange of PHI between them. For instance, if the ambulance service is going to communicate patient information to the dispatch center, the ambulance service, which is likely covered by HIPAA, should obtain these written assurances that the dispatch center will maintain the confidentiality of the patient’s identifiable health information. 

If an ambulance service or other health care provider itself operates an EMS dispatch center, the ambulance service is already likely a “covered entity” by virtue of being a health care provider. It must then apply the HIPAA privacy protections to its dispatch information, unless it makes a “hybrid entity” designation, essentially “walling off” its dispatch operation from its ambulance operation. This requires legal advice and careful attention on a case-by-case basis. 

Regardless of whether or not the HIPAA regulations directly apply to dispatch centers, ambulance services must protect all individually identifiable health information that they receive, from any source. The Privacy Rule makes no distinction as to the source of the PHI. In other words, once the PHI enters the ambulance service in any way, whether from the patient, a bystander, a friend, a family member, or a dispatch agency, the ambulance service must apply all the required privacy protections set forth in HIPAA to that information. 

Ambulance-to-hospital radio communications: Under HIPAA, ambulance services may transmit information to receiving facilities for the purpose of relaying information about incoming patients. The regulations expressly permit a covered entity to share information with another health care provider for treatment purposes, without the written consent of the patient or other responsible party. Thus, ambulance providers may communicate PHI to hospitals via radio to facilitate their treatment of the patient. 

However, ambulance services should implement reasonable safeguards to minimize the chance of other people overhearing these transmissions. The use of cellular phones, where possible, may reduce the possibility of others intercepting these sensitive transmissions as compared to transmitting PHI over VHF or UHF radios, which, after all, can be lawfully intercepted using a scanner.

Although ambulance providers should implement reasonable safeguards to reduce the chance that others can overhear or intercept these transmissions, HIPAA does not prevent ambulance providers from verbally communicating patient information to the hospital for purposes of treating the patient. If it has to be done by radio, phone, or tin cans with string, so be it—HIPAA freely permits providers to share patient information when necessary to treat the patient. 

Face-to-face discussions between providers: Despite the new focus on privacy, the law does not prohibit health care providers from having discussions involving patient information when necessary for the treatment of the patient. When ambulance providers transport a patient to a hospital or other treatment facility, they are permitted to discuss patient information with the facility representatives for treatment purposes. HIPAA does not require that these conversations take place in sound-proof rooms or behind the dumpster behind the hospital! The regulations merely require that providers take reasonable steps to prevent the chance of incidental disclosures of patient information. This means that instead of shouting out patient information at the top of your lungs, merely speak in softer volumes, or have the conversation in a room where you are removed from the general mass of people standing in the hallway of the emergency department. 

However, when it comes to discussing patient information with others who are not involved in the treatment of the patient, the rules become more stringent. Providers are not allowed to discuss individually identifiable patient information with friends, coworkers, or family members. Patient information can be used for purposes such as filing insurance claims, or for ambulance service QA or CQI purposes, but the information must be the “minimum necessary” to achieve the purpose. For instance, when discussing a case with other personnel in the ambulance service for quality assurance purposes, it is probably not necessary that the patient’s name and address be revealed. QA can still be done effectively even though the process is limited to information like age, chief complaint, treatment, etc. 

Although HIPAA has ushered in a new era of privacy, health care providers still have wide latitude to discuss or broadcast patient information with others when necessary for the treatment of the patient. In other circumstances, more restrictions apply. Ambulance providers need to take reasonable steps to ensure that they are disclosing health information only when appropriate because, in today’s environment, the penalties for privacy violations can be serious.

CHAPTER 7
DOS AND DON’TS OF BEING AN EXPLORER
These are some of the “little” things that you need to know.

You are not just an observer with the squad.  You are a member of the crew that you are riding with.  You hold a unique position within the squad.  Even though you are not performing hands on patient care, there are still a large number of things that you will be asked to do.

Most of the squad members that you will have contact with will be more than willing to assist you, so feel free to ask any question that comes to mind.  There are situations that you should wait until an appropriate time to ask, but remember that if it’s your question, it’s not dumb.  There are no dumb questions, only dumb answers.

As an EMS explorer, you are expected to uphold a good appearance and attitude while riding and at other post functions.

There is nothing wrong with having pride in being a member of Post 352; in fact we strongly encourage it.  But keep in mind that you are an Explorer not a member of Bennington Rescue.  If asked, inform the person that you are an EMS Explorer and as such you are able to ride with Bennington Rescue.  If you hold an elected position in the post, you are allowed to identify yourself as holding that rank, but again be sure that there is no doubt in the mind of the person(s) you are talking to that this is an explorer position, not a part of the Squad response team.  This will help to avoid problems and prevent confusion from arising.

Badges:
As member of Post 352, the only badge that you are authorized to wear is the explorer star of life on your uniform.  An EMS or EMT badge as such is not authorized as a member of the post.  If it is found that you have been incorrectly wearing such a badge and/or incorrectly identifying yourself as a member or employee of Bennington Rescue, disciplinary action will be taken, in accordance with the post bylaws.  

Keys:
As explorers, you are not authorized to have a personal set of keys to the unit.  This is an issue that concerns the security of the unit.  If you have a set of keys available to you, leave them at home.  The crew you are riding with may have a spare set of unit keys available to you during ride time or other post activities.  Having a personal set of keys can result in disciplinary action in accordance with the post bylaws.

Patient confidentiality:
While riding with on a unit, keep in mind that there is a paramedic-patient confidentiality, which you also must uphold.  What this means is that you should not inform other non-medical personnel about any patient that you observed, their condition, name where they were picked up, what was done for them etc.  What you are able to tell them is that you were on the call, and what type of incident the call was.  We realize that there is a tendency to want to let people know what happened, but if you do so, you, the crew you rode with, EMS as a whole, the county and your parents are liable for any damages that the patient perceives due to a breach of this patient confidentiality.

Having fun:
It may seem that a great deal of this workbook deals with negative things, bad things and things that you’re not supposed to do.  All of this is done so that your riding and all post activities for that matter are safe.  We also want to be sure that you have an enjoyable time while riding out.  So remember, try to have a good time and enjoy our time with the post.  If you’re not having fun you’re the only one who you can blame.  The fun is out there, all you have to do is find it.

There is a short test over the material in Chapter 7.

NOTES
CHAPTER 8

POST RIDE POLICIES
Because of concerns that arise concerning the personal and emotional safety of the explorers that will be riding out with EMS, the following guidelines have been established.

Personal requirements:

1.
Be at least 16 years old.

2.
Have completed the EMS Explorer Training Academy, and have been signed off by the primary advisor and the scouting coordinator.

3.
Have a school grade point average of 2.0 or better.  A GPA of 3.0 is recommended but not necessary.

4.
Have the proper uniform for riding.

EMS requirements:

1.
Riding may only be done with Squad personnel who are Post 352 advisors.  The only exception to this is a ride out with a Shift Supervisor.

2.
Ride time must be arranged prior to the shift that you will be riding.  If you are able to ride out contact the primary advisor to schedule riding.  Do not make arrangements with the crew without contacting the advisors; this is especially important when attempting to ride with the Shift Supervisor.  Do not contact the Shift Supervisor yourself.

3.
While School is in session, you are allowed only one ride per month.  During the summer and when school is not in session, you are allowed two rides per month.  This is to ensure that the ride time is fairly distributed and to avoid explorer burnout.

4.
Have a valid rider release signed by explorer, parent or guardian, and a Post Advisor.  This release needs to be on file before an explorer can ride along.  It will be kept on file by the administration advisor.

Guidelines for recommended restricted calls for explorers.

1.
Haz-Mat calls.  Remain at station if possible

2.
Rape patients.

3.
O.B. patients, delivery imminent

4.
Severe trauma patients, especially peds.

5.
Bizarre psychiatric patients

6.
Scenes with large unruly crowds.  Remain in truck.

7.
Calls of high potential for exposure to blood borne pathogens.  Known AIDS patients with open wounds/body fluids present.

8.
Calls involving a crime scene.

9.
Critical calls involving friends, relatives or acquaintances.

10.
At the discretion of the supervising advisor present.

11.
Calls of concern by parents for their explorer riding.

There will be a short written test over chapter 8.
CHAPTER 9
UNIT FAMILIARIZATION
It is important to have a working knowledge of the ambulance and the contents of all the external compartments and internal cabinets.  There are six external compartments:

	Compartment #1
	Compartment #2
	Compartment #3

	Quantity
	Item
	Quantity
	Item
	Quantity
	Item

	1
	Stair Chair
	2
	Spare Bunker Gear
	1
	Full Body Vacuum Splint

	1
1
	Auxiliary Cot
On Board O2 Tank
	3
	Pairs of Boots
Tool Box
	1
	Set Extremety Vacuum Splints

	1

2
	Slide Board

KEDs
	
	
	1
	Pediatric Full Body Vacuum Splint

	
	
	
	
	1
	Frac Pac

	Compartment #4 & 5
	Compartment #6
	
	

	Quantity
	Item
	1
	Pediatric Bag
	
	

	4
	Spine Boards
	1
	IV Hotpack
	
	

	4
	Adult C-Collars
	1
	Portable Suction Unit
	
	

	4 
	Pediatric C-Collars
	1
	Fire Extinguisher
	
	

	4
	Sets of Head block      with straps
	
	
	
	

	16
	Sets of Quick Clip    Straps 
	
	
	
	

	1
	Fire Extinguisher
	
	
	
	


As well as the external compartments, there is 11-13 inside compartments:

	Compartment A Over Action Area
	
	CPR Seat

	2
	Adult BVM
	
	
	10
	Small Bio Bags

	1
	Peds BVM
	
	
	10 
	Large Bio Bags

	1
	Infant BVM
	
	
	4
	Hard restraints

	6
	Adult O2 Masks
	
	
	1
	Bed pan

	6
	Adult Nasal Cannulas
	
	
	

	6
	Pediatric O2 Masks
	 
	
	Compartment E (Airway)

	6
	Pediatric O2 Cannulas
	
	
	

	s
	Defib Pads
	
	
	

	
	EKG Electrodes
	
	
	

	
	Spare Defib Battery
	
	
	

	
	Spare ETs Tubes
	
	
	

	
	Spare Intubation Stylets
	
	
	

	
	Spare ET Tube Holders
	
	
	

	
	Spare End Tidal Caps
	
	
	

	
	Spare EKG Paper
	
	
	

	Compartment B Drivers Side Back
	
	
	5
	Adult NRB masks

	4
	Trauma Dressing
	5
	Solution Sets
	5
	Nasal Cannula

	1 Box 
	4 x 4’s
	5 
	Mini Drips
	5
	Peds O2 Mask

	10 
	Surgipads
	2
	Volutrol
	5
	Infant O2 Mask

	10
	4” Kling
	5 ea
	IV Caths (6)
	1 ea 
	Oral Airway (6)

	10
	2” Kling
	3
	10 ml Syringes
	1 ea
	Nasal Airway (4)

	1 Box
	Band aids
	3
	3 ml Syringes
	2 ea
	Suction Caths (4)

	4
	Kwik Kolds
	3
	1 ml Syringes
	2 ea
	Suction Tubing

	
	
	2
	60 ml Syringes
	2 ea
	NG Tubes

	 
	
	6 ea
	Straight Needles (4) 
	1 bag
	Suction Bags

	
	
	2 ea 
	Tape (4)
	2 ea 
	ET Tubes (10 sizes)

	
	
	4 
	Emesis Bags 
	2 ea 
	ET Tube holders

	
	
	A LOT!
	Medications
	1
	Glucometer

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	IV Warmer
	
	

	
	
	2
	1000 ml NS
	
	

	
	
	2
	250 ml NS
	
	


This is a comprehensive list.  The exact layout on the unit may vary slightly depending on what year and model of unit that you are working with.

At any given time there are at least ambulance models from 4 or 5 different years and from one of two different manufacturers, so you will want to perform a thorough check of the unit each time you ride.

There will be a practical test given over the material in chapter 9.  You will not be required to know the amount of each item that is on the unit; this is for your own information.  But you will be required to show which compartment or cabinet 15 items are in.

NOTES

CHAPTER 10

COT HANDLING
In most calls, you will not be required to operate the cot, more so if there is a patient on it.  But we would like you to be familiar with the cot and its operation, so you will be able to operate it if the need arises.

This chapter will be covered by three videos, a hands-on lecture and demonstration with a full time technician.

Some things to make a note of while learning to use the cot.

1.
When moving the cot especially with a patient on, try to move the patient feet first as much as possible.  This enables the person at the head of the patient to keep an eye on the patient’s breathing, etc.

2.
Learn how to put the cot in all of the levels (3-4 depending on the age of the cot) easily and quickly.

3.
Know how to put the feet and head in the various positions.

4.
Know how to set up the IV pole on the cot.

5.
Remember that the maximum weight of a patient that can be transported on most of our cots is 500 lbs (227 kg.).  However, we do have a Bariatric Stretcher capable of handling 1800 lbs.
There will be a practical test over cot handling.  It will cover loading, unloading, lowering, raising and shortening the cot.

NOTES

CHAPTER 11

PARENT CONFERENCE
There are several problems and risks that are present in riding along with Squad crews.  The purpose of the parent conference is to ensure that you and your parents are aware of these dangers and to answer any questions that you may have concerning EMS Post 352 and the ride along program.

There are inherent dangers in some of the calls that the Squad responds to.  We have identified several that we feel may pose either a physical or emotional danger to the explorer.  These are:

1.
Haz-Mat calls.

2.
Rape patients

3.
O.B. patients, delivery imminent

4.
Severe trauma patients, especially peds.

5.
Bizarre psychiatric patients

6.
Scenes with large unruly crowds.  Remain in truck

7.
Calls of high potential for exposure to blood borne pathogens.  (Known infected patients with open wounds/ body fluids present.)

8.
Calls involving a crime scene

9.
Critical calls involving friends, relatives or acquaintances.

10.
At the discretion of the supervising advisor present.

11.
Calls of concern by parents for their explorer riding


The crew that the explorer rides with has a least one member of the crew that is a post advisor.  These crews are the only units that they may ride with.  This is done to ensure that they will keep the explorers safety in mind.  


We have asked that at least one parent attend the Critical Incident Stress Debriefing (CISD) class with the explorer so as to be able to more understand the stresses that can occur and the symptoms that may be present.


Several other dangers that you need to be aware of are:

1.
The dangers of riding on the unit while it is traveling with red lights and sirens (you’ll hear your explorer refer to this as Code 3).

2.
Unruly patients.

3.
Traffic at motor vehicle accident scenes.   We require them to wear a reflective safety vest on these calls and stay close to one of the crewmembers.


While there seems to be a large number of dangers facing your explorer while they are riding along, be assured that the advisors that they are riding with have this in mind as well.  As such they intend to take every possible precaution to keep them safe while they are riding or at other explorer functions.


The most important responsibilities of being the parent of an explorer is to interface with the advisors as to grades and the general well being of the explorer.  As the parent, you are also a member of the adult committee and welcome at any of the meetings.


There is no test over the parent conference.  At least one parent must be present, preferably both.  The conference must be performed by the primary advisor, associate advisor or the scouting coordinator.  This is also when the first release of liability/rider release is signed by the parent or guardian.

CHAPTER 12

UNIT AND SQUAD HOUSE MAINTENANCE

Part of the daily routine of Squad personnel is unit and squad house maintenance.  There are certain parts that are done on a daily basis and some on an as needed basis.  When you are riding with a crew, it is expected that you help with cleaning and maintaining the unit, post and equipment.


Squad House maintenance:

1.
Floors shall be cleaned every shift.  This includes both the living quarters and the garage.

2.
Kitchens shall be cleaned after each use.  This includes:  dishes, utensils, microwave ovens, counter tops, burners, pots, pans, cups and anything else used to prepare a meal.  Refrigerator will be cleaned out on Sunday nights.

3.
Bathrooms shall be cleaned twice a week, including sinks, toilet, shower, walls, floors, mirrors and other fixtures.

4.
Dayroom shall be cleaned every shift.  End tables, T.V., chairs, and lamps should be dusted and cleaned.

5.
Trash shall be collected and taken out as necessary during the shift.

6.
Outside areas need to be checked and cleaned, including trash and cigarette butts (these should be picked up by those who smoke and disposed of after they are finished smoking).


Unit maintenance:

1.
The unit is to be started and the engine running during radio check.

2.
The mechanical checklist is to be done each shift.

3.
Unit equipment and inventory is to be done at the start of each shift.

4.
The unit is to be washed or wiped down at the start of each shift, weather permitting.

5.
The patient compartment should be cleaned and wiped down with disinfectant each shift.  The floor should be cleaned and mopped.  This should be done as needed throughout the shift.

6.
Check the floor brackets, walls, diamond plate, etc. for loose or missing screws.  


There is no test over chapter 12.  Show you are aware of what needs to be cleaned and when it needs to be done as you ride out with a crew, and they will assign you “projects” as they see the need for assistance.

NOTES
CHAPTER 13
RADIO PROCEDURES
The Radio is one of the most important pieces of equipment that the Squad uses.  It is also the most used piece of equipment.  
Radio procedures are separated into two parts.  Part one is knowing how to talk on the radio and knowing the normally used “plain speak” wording.  Part two is communicating with dispatch, other units, other agencies and the hospitals.

PART I: Using the radio/terminology.
In the past, EMS used the “10-codes” to allow for quick concise communication.  Due to the increased need for inter-agency response, sometimes with units/services from other states and regions (Think: New Orleans and Hurricane Katrina) it was found that different agencies used different 10-codes.  As part of the FEMA and Center for Domestic Preparedness recommendation, EMS has adopted “Plain Speak” for some of the most used phrases that are said over the radio.  It is important to have a working knowledge of these as they are used quite frequently.   Below are the “Old” 10-codes and their “New” Plain speak equivalent. 
10-1
Radio Receiving Poorly

10-2
Radio Receiving Well

10-4
Acknowledgment (A lot of folks still use 10-4)
10-6
Busy

10-7
Out of Service
10-8
In Service or “Available”
10-9
Repeat Traffic 
10-10
Out of Service, Subject to call

10-12
Rider on Unit or escort

10-19
Return to or Go by

10-20
Location “what’s your location?”
10-22
Disregard
10-23
Arrived at Scene or “On Scene”
10-24
Finished Assignment or “Completed last call” 

10-37
Enroute Non-Emergency traffic
10-39
Enroute Emergency traffic (Lights and Sirens)
10-46
Drunk Driver

10-47
Non-Injury Accident

10-50
Injury Accident

10-77
“No patient contact” or No contact
10-83
At assigned post/station

TRIAGE CODES
Bennington Rescue uses the nationally recognized triage color codes for patient triage.  They are:

Code Green - Stable Patient, will remain stable
Code Yellow – Stable Patient, could become unstable

Code Red – Unstable Patient
Code 99 (Blue) – In or near Cardiac and Respiratory Arrest
Code Black – Obviously Dead
Miscellaneous items:

Local police and sheriff departments continue to use a few service specific “codes that EMS needs to be aware of, They are:

Code 25
Hostage Situation

Code 26
Bomb Threat

Code 99
Cardiac Arrest 
Part II: Radio communication.

When talking on the radio, (either the unit radio or the hand-talkie) think about what you are going to say, key the microphone, wait a moment and then say it slowly (near normal speech) and clearly.

Start every transmission with the unit number you are trying to reach, start “From”, and then give your unit Id i.e. “A1 to A4”.
Wait for them to acknowledge you and then give them your message.  If you are going to talk with dispatch, you only have to give your unit number.  If it is a short message to dispatch identify yourself and give them your message.  Always listen for the unit/person to acknowledge your message/transmission.  This way you can be sure that they heard you.  And always acknowledge messages to you, for the same reason.  A normal communication with dispatch would be:

“BRS A1 arriving SVMC ER” “BRS A1 10-4” or “BRS A1”… “BRS A1 go ahead”… “BRS A1, we have one code red medical patient, and 3 code green trauma patients, all to be transported to St. Francis, respond an additional unit.”… Medic 36 10-4.”
The second part of radio traffic is that with the hospitals.  We need to be able to give the Emergency room nurses and/or physicians information about the patient and possibly receive medical orders from the Dr.  Radio traffic to the hospital is broken up into 4 parts-introduction, history, vital signs, treatment-with a short pause of 3-5 second (“break”) between them.  The following should be included:

A.  INTRODUCTION


1.  Unit Number


2.  Hospital


3.  Triage code.  If medical orders are expected, ask to speak to a physician at this time.


4.  Age, sex, and personal doctor


5.  Chief complaint, Revised Trauma Score (RTS) if a trauma alert


6.  Location of call, Mechanism of injury if a trauma patient

B.  History


1.  Present


2.  Past


3.  Medications if pertinent to chief complaint or history


4.  Allergies if pertinent to chief complaint or history


5.  General appearance-well hydrated, emaciated, cachectic etc.

C.  Vital Signs


1.  Level of Consciousness (LOC) – AVPU


2.  Skin – texture, color, temperature, etc.


3.  Pulse – rate & rhythm


4.  Respirations – rate, rhythm, quality, & breath sounds


5.  Blood pressure


6. EKG Interpretation

D.  Treatment


1.  Treatment(s) given


2.  Outcome of treatment(s)


3.  Request orders (if indicated or needed) and repeat orders that are granted.  Get the doctors name before requesting orders.


4.  ETA


End transmission let the hospital end first.

An example of traffic between BRS A-1 and SVMC:
“BRS A-1 traffic to SVMC”…

“This is SVMC go ahead”…

“This if Jim EMS Explorer on BRS A-1, we are enroute to your facility with a (age) male patient from a motor vehicle accident.  He is complaining of pain to the head and neck.

We have noted a 5 cm laceration to the forehead and patient is complaining of pain on palpation to the lower neck.  He is conscious and alert.  His skin is normal color and temperature.  His pulse is 76, strong and regular.  Blood pressure of 140/86.

The patient is immobilized on a spine board with c-collar and head bed in place, good movement and sensation noted before and after splinting.  The patient has no other complaints; do you need an further information?

(If they have any questions, answer them.)
“Negative, continue transport to SVMC, clear”

“BRS A1 clear.”

General Rules for communication with a hospital:

1.
Repeat ALL medical orders.

2.
Do not diagnose.

3.
Do not use slang terms or glib expressions.

4.
Avoid the use of abbreviations.

5.
Be courteous.

6.
Keep your voice as unemotional as possible

7.
It is preferable to talk directly to a physician; however orders can be relayed by a RN.

8.
If you anticipate the need for medical orders, inform the hospital early in your transmission so the physician can be summoned to the radio.

9.
The patient’s name is not routinely given as part of your radio traffic, and should only be given if requested to do so by the hospital.

The Radio System.
EMS uses an VHF radio system as its primary radio.  The system enables all agencies to be able to have shared frequencies to talk back and forth on during incidents.

The current radio system that we are using has Bennington Rescue on its own radio channel.  

There is both a written and practical test over chapter 13.  The written test is over the 10-codes and the practical test will consist of giving radio traffic using the 10-codes in normal traffic and giving a practice communication to a hospital for a code white patient.

NOTES

CHAPTER 14

NAVIGATION
Navigation is another important part of EMS.  To put it simply, we can’t help anyone if we can’t find where we’re going.  Simple, right?  Right!

There are two methods of finding where you’re going.  The first is by using the countywide map system; the other is by memorization and street knowledge.

VI. One Way Streets
Having a working knowledge of the one way streets is important to navigation as in some cases we need to utilize them getting to and from a call.  Usually you should avoid them while enroute to a call as there is no lane that you can move into where there is no traffic:  If there are four lanes on a one way street all lanes have a chance to cars in them, especially at a controlled intersection.  On a normal four lane street, two of the lanes for oncoming traffic will be clear and available for you to drive through.  Knowing what streets are one way is also important when the address is on that street, how are you going to access this address?  We are allowed to go no further than 2 blocks the wrong way on a one way street when responding emergency traffic.
The one way streets in Bennington are:

A.  North-South running:

B.  East-West running
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