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[bookmark: _Toc331492535]Authorization Criteria 
I have read and I agree to the following: 

· BIA Wildland Fire First Aid Minimum Guidelines and Protocols only are authorized for trained Indian Country Wildland Fire Program employees that are on the job this includes but not limited to Wildland fire, all hazard and travel status.
· The employee may only preform the skills, procedures and medication administration that they have been trained to do and hold an unexpired certification. 
· Wilderness protocols (Section VI) are only employed in situations where transport to definitive care for an intervention would result in unacceptable risk to patient and/or rescuers. 
· It is understood that Indian Country Wildland Fire Program employees trained in first aid may encounter clinical scenarios that are not specifically addressed in the BIA Wildland Fire First Aid Minimum Guidelines and Protocols, and in such situations, trained Indian Country Wildland Fire Program employees are expected to render medical care using their best judgment and in accordance with their scope of practice and training. 
· Trained Indian Country Wildland Fire Program employees shall document each patient encounter. Documentation should be in the form of a SOAP Note (Subjective, Objective, Assessment and Plan) this shall include a patient assessment and the indications and responses to procedures and other interventions performed. These SOAP notes (Section VII) should be sent to the BIA First Aid Project at NIFC 3833 S. Development Boise Idaho, 83705 attention Michelle Moore for an After Action Review (AAR) as soon as possible. 
· Patient assessment and stabilization should be performed in an organized and expeditious manner to minimize on-scene time and allow rapid transport to a facility that can provide definitive patient care.
If I fail to abide by these authorization criteria and BIA Wildland Fire First Aid Minimum Guidelines and Protocols I understand that I am operating outside of my scope of practice and am potentially liable for my actions.  
Indian Country Wildland Fire Program Employee Name Please Print						
____________________________________________________________________________________________________________________
Signature							Date
[bookmark: _Toc331492536]Section II 
[bookmark: _Toc331492120][bookmark: _Toc331492537]Patient Assessment 
· Initial Assessment/Primary Survey to identify and treat life threats. 
· Respiratory System -Manually open, maintain and protect an airway with standard BLS techniques and the recovery position. Provide adequate ventilations by mouth to mask. 
· Circulatory System -Assess for pulse and signs of life, administer chest compressions, use AED when available, and understand start/stop considerations for CPR in the remote context. -Control serious bleeding with well-aimed direct pressure, pressure bandage or tourniquet. 
· Nervous System -Assess LOC/LOR, identify a potential mechanism for spine injury, protect the spine and minimize movement. -Monitor and maintain airway control and breathing for people with an impaired LOC/LOR. 
· Secondary Survey/Focused History and Physical Exam 
· Perform a physical exam to identify obvious injuries or abnormalities. 
· Measure and monitor vital signs (LOC/LOR, P, RR, Skin Signs). 
· Deliver a concise, complete and clear verbal patient report to Division, IC, and Medical Unit or outside EMS using standard Wildland Fire Medical terminology. Stable or unstable patient, non-emergency medical transport or Medical emergency needing a medevac. 
· Plan and conduct evacuation or initiate contact with outside resources.
· Obtain a patient history (SAMPLE). 
· Monitor a patient for changes over time and document findings, ongoing assessments and treatments in writing using the SOAP note format. 
· Care for immobilized patients for hours: assistance with urination and defecation or diapering, massage, bedsore and pulmonary embolus prevention, maintaining core temperature, emotional support and hydration. 

[bookmark: _Toc331492538]Respiratory System 
· Know the most common causes of respiratory distress and respiratory failure (asthma, airway obstruction, and trauma). 
· Recognize signs and symptoms of respiratory distress and respiratory failure (asthma, airway obstruction, and trauma). 
· Recognize signs and symptoms of hyperventilation. 
· Recognize chest trauma. 
· Assess for and recognize chest and lung injury. 
· Initiate appropriate treatment to include: 
· Maintain appropriate and comfortable position. 
· Maintain patient airway and support ventilation. 
· Assist patient with their personal medications (e.g. prescribed inhaler). 
· Stabilize/support the injured area. 
· Seal an open chest wound. 
· Medical oxygen (including appropriate delivery devices e.g., cannula, mask, mouth-to-mask or BVM ventilation as needed.) 
· Decide on need and urgency of evacuation. Consider trend in respiratory status, presence of abnormal mental status or skin color, and worsening symptoms despite treatment. 

[bookmark: _Toc331492539]Circulatory System 
· Know common wilderness causes of shock (dehydration, vomiting/diarrhea; bleeding). 
· Recognize signs, symptoms and vital sign patterns of low volume shock (hypovolemic), low pressure shock (cardiogenic or pump failure), and low resistance shock (neurogenic) and an acute stress reaction. 
· Initiate appropriate treatment 
· Oral fluids for patients with normal mental status. 
· Stabilize injuries. 
· Control external bleeding with well-aimed direct pressure, pressure/clot enhancing bandage or tourniquet. 
· Protect from adverse environmental conditions. 
· Recognize signs and symptoms Acute Coronary Syndrome. 
· Initiate appropriate treatment 
· Stop activity. 
· Support patient with their personal medications (e.g. prescribed nitro and aspirin). 
· Initiate evacuation. 
· Decide on need and urgency of evacuation. Consider ability to stop and restore fluid loss, responsiveness to treatment and the trend in vital signs. 
[bookmark: _Toc331492540]Nervous System 
· Know possible causes of altered mental status:
· Sugar
· Temperature
· O2
· Pressure
· Electricity
· Altitude
· Toxins
· Salt

Traumatic causes of abnormal mental status 
· Recognize signs and symptoms of head injury. 
· Alteration of mental status 
· Loss of consciousness 
· Confusion, disorientation 
· Persistent fatigue, light sensitivity 
· Recognize signs and symptoms of serious head injury with increased intracranial pressure (ICP). 
· Initiate appropriate treatment. 
· Protect the airway. 
· Protect the spine. 
· Protect the patient from environmental extremes. 
· Monitor the patient for changes in mental status. 

Non-traumatic causes of abnormal mental status 
· Know common causes of abnormal mental status (e.g. trauma, extremes of temperature, inadequate oxygen, low blood sugar, seizure, stroke/CVA, toxins). 
· Recognize abnormal mental status. 
· Initiate appropriate treatment. 
· Oral sugar 
· Cooling in the presence of heat stroke 
· External warming in the presence of mild hypothermia 
· Ventilation for a hypoxic patient 
· Protect the patient (airway, spine, environmental extremes) 
· Decide on need and urgency of evacuation. High risk problems include persistently altered mental status/disorientation/decreased level of consciousness, no improvement despite treatment, signs of increased ICP. 

[bookmark: _Toc331492541]Section III Traumatic Emergencies
[bookmark: _Toc309720182][bookmark: _Toc331492125][bookmark: _Toc331492542]General Trauma Management
· Know adequate oxygenation and ventilation with cervical spine precautions. 
· Recognize mechanism of injury is the most important determinant for cervical spine precautions. Cervical spine precautions may not be indicated if all of the following conditions are met:
· Patient is alert and cooperative
· No distracting injures.
· No complaint of spine pain.
· No neck or spine tenderness.
· Normal neurological examination.
· Initiate transportation to definitive care ASAP on-scene time must be minimized.
· Decide patients who have sustained significant trauma should be transported to the closest level II trauma center.

Spine Injury 
· Recognize a high risk mechanism of injury for spine. 
· Fall associated with loss of consciousness 
· Trauma resulting from high velocity impact (e.g., MVA, climbing falls, high speed) 
· Falls from greater than 3 ft (1 meter) 
· Landing on head or buttocks (axial loading) 
· Recognize signs and symptoms of possible spine injury. 
· Spine tenderness and pain 
· Loss or impaired motor or sensory function 
· Unconsciousness or abnormal mental state 
· Initiate appropriate treatment. 
· Stabilize the spine with hands or adjuncts (e.g. improvised or commercial c-collar). 
· Rolls, lifts and extrication as needed to facilitate patient examination and protection 
· Selective spine protocol (CSR, NEXUS or modified NEXUS criteria) 
· Stabilization/protection on a litter, vacuum splint or backboard (or protected on the ground) for obvious spine injuries or spines that cannot be cleared of potential injury.
· Decide on need and urgency of evacuation. High risk problems include s/s of spine or spinal cord injury. 
Soft Tissue Injury Wounds 
· Recognize life-threatening bleeding. 
· Initiate appropriate treatment. 
· Control bleeding with well-aimed direct pressure, pressure/clot enhancing bandage or tourniquet. 
· Tourniquets should not be released if the patient is in shock or there is a complete amputation. In other situations a release attempt within 2 hours of application in a stable patient is acceptable. Program or service protocols or medical direction should ideally be consulted before this decision is made. 
· Recognize simple versus high risk wounds (e.g. grossly contaminated, crushing, open joint spaces, animal bites). 
· Initiate appropriate treatment. 
· Clean wounds by removing debris scrubbing and irrigating (potable water under pressure, dilute povidone-iodine solution or other agents). 
· Bandage wounds. 
· Manage blisters, splinters and fishhook injuries (prevention and treatment). 
· Manage impaled objects (more than a fishhook or splinter)
· Remove airway obstructions. 
· Remove objects impaled from limbs only if unable to stabilize, will easily fall out, prevents transport or unable to control bleeding because of the object.
Infections 
· Recognize signs and symptoms of local versus systemic infection. 
· Initiate appropriate treatment for local versus systemic infection. 
· For local infections: warm compresses, promote drainage, monitor 
· For systemic infections: warm compresses, promote drainage, monitor and evacuate 
· Prevention: MRSA awareness, hygiene 
Musculoskeletal Injuries 
· Recognize signs and symptoms of musculoskeletal injury 
· Differentiate between stable and unstable injuries. 
· Inability to use 
· Angulated 
· Feels unstable 
· Persistent distal ischemia
· Recognize signs and symptoms of high risk problems associated with musculoskeletal injuries. 
· Fractures of the femur or pelvis 
· Open fractures 
· Persistently impaired CSM 
· Involvement with a critical system 
· Initiate appropriate treatment. 
· Treat stable injuries using RICE and a brace/tape as needed. 
· Treat unstable injuries with: 
· Gentle traction into position for angulated long bones 
· Splints that provide adequate stabilization, are comfortable for extended care situations and allow for ongoing monitoring of perfusion 
· Wound care for open fractures 
· Treat dislocations with: 
· Reduction of shoulder, patella and obvious digit. 
· In the case of impaired CSM for any dislocation use traction and reposition to improve CSM and comfort. 
· Decide on need and urgency of evacuation. High risk problems include open fractures, volume shock and altered CSM secondary to an injury. 

Burns 
· Know Burn Center definitive care Burn Injury Criteria  
· Partial thickness burns (second degree) involving greater than 5% Total  Body Surface Area (TBSA). 
· Burns (second degree) involving the face, hands, feet, genitalia, perineum, or major joints. 
· Third-degree burns of any size are present. 
· Electrical burns, including lightning injury are present. 
· Inhalation injury is suspected.
· Burns are accompanied by traumatic injury (such as fractures). 
· Individuals are unable to immediately return to full duty. 
· When there is any doubt as to the severity of the burn injury, the recommended action should be to facilitate the immediate referral and transport of the firefighter to the nearest burn center.
· Recognize superficial, partial and full-thickness burns. 
· Assess depth (superficial v deep). 
· Approximate extent. 
· Identify high risk areas (e.g. palms and soles, face/airway, genitals). 
· Initiate appropriate treatment. 
· Cool and protect with clean, non-adherent bandage. 
· Decide on need and urgency of evacuation. Most burns are evacuated due to patient comfort, inability to travel or participate or lack of dressing. 
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Heat Illness 
· Recognize signs and symptoms of heat exhaustion/dehydration, hyponatremia and heat stroke. 
· Recognize heat stroke can be independent of dehydration. 
· Recognize predisposing environmental conditions and prevention strategies 
· Initiate appropriate treatment 
· Heat exhaustion/dehydration 
· Oral fluids and electrolytes 
· Evacuate if not improving 
· Heat stroke 
· Aggressive, immediate cooling 
· Evacuate 
· Hyponatremia 
· Consider fluid restriction or replacing salt with foods or a salt-based solution. 
· Evacuate 
· Decide on need and urgency of evacuation. Evac heat stroke! Evacuation if unable to manage fluid status or altered mental status. 

Hypothermia 
· Recognize signs and symptoms of mild and severe hypothermia. 
· Recognize predisposing environmental conditions and prevention strategies 
· Initiate appropriate treatment 
· Mild hypothermia 
· Oral fluid, calories, protect from the environment 
· Evacuate if not improving 
· Severe hypothermia 
· Prevent heat loss (hypo wrap with added heat) 
· Handle gently, evacuate 
· Avoid chest compressions 
· Decide on need and urgency of evacuation. High risk problems include severe hypothermia or inability to stabilize temperature. 

Local Cold Injury (Frostbite and Non-Freezing Cold Injury) 
· Recognize signs and symptoms of frostbite and non-freezing cold injury 
· Recognize predisposing environmental conditions and prevention strategies 
· Initiate appropriate treatment 
· If not frozen, warm the injury 
· Field thawing only if minimal risk of refreezing 
· If frozen, ideally thaw in a warm water bath (99-102°F). Practically this may need to be skin to skin. 
· Protect from re-freeze, do not use radiant heat or massage. 
· Decide on need and urgency of evacuation. Consider extent of injury, ability to use the injury or to protect from re-freeze. 

Altitude 
· Recognize signs and symptoms of Acute Mountain Sickness (AMS) 
· Recognize signs and symptoms of HACE and HAPE 
· Recognize patients who need to stop ascent and acclimatize or descend/evacuate. 
· Recognize predisposing environmental conditions and prevention strategies Initiate appropriate treatment 
· Stop ascent if symptomatic 
· Descend if no improvement 
· Descend immediately in presence of shortness of breath (HAPE) and ataxia and/or mental status changes (HACE) 
· Decide on need and urgency of evacuation. High risk problems include altitude illness with shortness of breath at rest on mild exertion (HAPE) and ataxia and/or mental status changes (HACE) or any patient with AMS who is not acclimatizing. 

Lightning 
· Know the common mechanisms of lightning injury and common presentation of injury (cardiovascular, neurological, burns) 
· Recognize high risk weather conditions and prevention strategies 
· Have a lightning plan, know local weather patterns, leave the scene and/or seek adequate shelter, 
· Initiate appropriate treatment including reverse triage. 
· Treat what you find 
· Decide on need and urgency of evacuation. 

Submersion - Drowning 
· Initiate appropriate treatment 
· Respiratory support 
· Spine injury potential 
· Hypothermia 
· Prevention: recognize high risk conditions and prevention strategies with an emphasis on personal safety when traveling or planning rescue 
· Decide on need and urgency of evacuation. High risk problems include loss of consciousness or persistent respiratory distress. 

Poison Ivy, Oak, Sumac 
· Recognize signs and symptoms of urushiol reactions 
· Initiate appropriate treatment 
· Symptomatic treatment. 
Sunburn 
· Recognize the role of UV barriers; sunscreen and clothing. 
· Initiate appropriate treatment 
· Treat as a superficial burn

Snake bite
· Recognize common human behaviors that are factors in snakebite incidents. 
· Initiate appropriate treatment 
· Immobilize the limb 
· Avoid unproven or discredited treatments that may harm (ice, incision and suction, electricity, tourniquets, compression, meat tenderizer, etc) 
· Transport to a physician/hospital 
· Monitor for signs and symptoms of envenomation 
· Decide on need and urgency of evacuation. High risk problems include any s/s of envenomation. 

Arthropods (insects, arachnids e.g. scorpions, spiders) 
· Recognize the role of clothing, netting, repellents, insecticides in prevention of disease transmission. 
· Initiate Appropriate treatment 
· Symptomatic treatment 
· Tick removal 
· Decide on need and urgency of evacuation: High risk problems include any s/s of envenomation. 

[bookmark: _Toc331492544]Section V Medical Emergencies
Identify, initiate reasonable and prudent field management and identify red flag signs and symptoms necessitating evacuation for potentially life-threatening problems including changes in level of consciousness, chest pain, shortness of breath and abdominal pain. 

Flu-like illness, N/V/D, Fever, Cough/URI 
· Recognize the role of camp hygiene (hand washing, kitchen sanitation food preparation and water disinfection)
· Recognize signs and symptoms of Flu-like illness 
· Initiate appropriate treatment 
· Treat symptomatically. Focus on hydration. 
· Decide on need and urgency of evacuation. Identify red flag evacuation criteria: 
· Vomiting and diarrhea (Evacuation: blood, fever, tenderness, dehydration)
· Fever (Evacuation: abnormal mental state, headache, persistent high fever)
· Cough/URI (Evacuation: respiratory distress, fever, coughing up colored phlegm) 
Abdominal Pain 
· Recognize signs and symptoms 
· Initiate appropriate treatment 
· Decide on need and urgency of evacuation. Identify red flag evacuation criteria: 
· Abdominal pain: (persistent local tenderness, fever, persistent vomiting, getting worse over 12 hrs, any noticeable blood in stool, urine, or vomit, signs and symptoms pregnancy, peritoneal signs) 
Allergy 
· Recognize signs and symptoms of local and mild allergic reactions 
· Recognize anaphylaxis 
· Initiate appropriate treatment 
· Treat local reactions with cool compresses 
· Treat mild allergic reactions with oral antihistamine 
· Treat anaphylaxis 
· Generic Benadryl at 50-100 mg.
· Epinephrine 1:1,000 0.3 ml (one eppi pen)
· Prednisone 60 mg.
· Evacuation
· Decide on need and urgency of evacuation 

GU 
· Recognize signs and symptoms of UTI and testicular pain (in males) 
· Initiate appropriate treatment 
· Treat UTI with hydration 
· Decide on need and urgency of evacuation. 

Dental 
· Recognize signs and symptoms lost crown/fillings, broken teeth, avulsed teeth and dental infections. 
· Initiate appropriate treatment 
· Attempt to preserve avulsed teeth 
· Decide on need and urgency of evacuation. Decisions are usually made on patient comfort. 

Diabetes 
· Recognize signs and symptoms of hypoglycemia and hyperglycemia 
· Initiate appropriate treatment 
· Treat all diabetic emergencies with a change in LOC/LOR with oral sugar while maintaining a patent airway and until a blood sugar has been determined. 
· Decide on need and urgency of evacuation. High risk problems include: 
· Any person who is unable to maintain blood sugar within their normal range. 
· Any person with altered mental status that does not respond to administration of glucose. 
· Any diabetic with an underlying infection and a fever 

Eyes and Ears 
· Recognize signs and symptoms of eye problems 
· Initiate appropriate treatment 
· Irrigation and gentle removal for objects in eye 
· Evacuate visual problems more than blurring, persistent irritation. 
· Recognize objects in the ear, ear canal infections and changes in ability to hear. 
· Decide on need and urgency of evacuation. 

Toxins Poisoning 
· Recognize general principles of ingested, inhaled and absorbed poison management and CO poisoning 
· Recognize if hydrogen sulfide gas (H2S) is encountered, immediately disengage and leave area.
· Initiate appropriate treatment: 
· Ingested Poisons: if poison is non-corrosive, non-petroleum based and the patient is fully responsive induce vomiting. Otherwise dilute with water (If normal LOR, patient can swallow). 
· Inhaled Poisons: (commonly CO, occasionally other gasses e.g. volcanic fumes) Scene safety. Remove from exposure. administer O2, if available. 
· Absorbed Poisons: remove contaminated clothing. Flush area with water and wash with soap.
· Decide on need and urgency of evacuation. High risk problems include altered LOC/LOR or signs of respiratory distress. 
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Wilderness Medical Associates

· Wilderness Advanced Life Support (WALS)
· Wilderness Rescue Medic (WRM)
· Wilderness Emergency Medical Technician (WEMT)
· Wilderness First Responder (WFR)
· Wilderness Advanced First Aid (WAFA)
· Wilderness First Aid (WFA)

Protocol Anaphylaxis WALS, WRM, WEMT, WFR, WAFA, and WFA trained INDIAN COUNTRY WILDLAND FIRE PROGRAM employees
	(Epinephrine should only be administered to patients having symptoms suggestive of an acute systemic reaction generalized skin rash, difficulty breathing, or facial swelling.)

1. Maintain an open airway, assist ventilations if necessary, and put patient in a position of comfort. Initiate CPR if necessary.
2. Inject 0.3 mg of 1/1000 epinephrine (adult patient) into the lateral aspect of the deltoid, or the anterior aspect of the thigh (either subcutaneously or intramuscularly). Repeat injections every 5 minutes if condition worsens or every 15 minutes if condition does not improve, for a total of up to 3 doses.
3. Administer 50-100 mg of diphenhydramine (Benadril*) by mouth every 4-6 hours if the patient is awake and can swallow.
4. Administer Prednisone 40-60 mg / day.
5. Because a rebound reaction can occur, all victims of an anaphylactic reaction should be evacuated to and evaluated by a physician. 

Protocol Cardiopulmonary Resuscitation (CPR) WALS, WRM, WEMT, WFR, and WAFA trained INDIAN COUNTRY WILDLAND FIRE PROGRAM EMPLOYEES
(This protocol applies only to normothermic patients with core temperature greater than 90 F, 32 C in cardiac arrest.) 

1. Assess and treat according to standard CPR protocols.
2. If cardiac arrest persists continuously for over 30 minutes of sustained chest compressions and assisted ventilations, all treatment may be stopped.
3. If the patient recovers, support critical system function and arrange for transport to hospital. Consider ALS intercept if possible. 

Protocol Spine Injuries WALS, WRM, WEMT, WFR, and WAFA trained INDIAN COUNTRY WILDLAND FIRE PROGRAM EMPLOYEES
(Spinal assessment criteria allow rescuers to determine the need and justification for spine stabilization in the presence of an uncertain or positive mechanism of injury. This evaluation focuses on patient reliability, spinal column stability and neurologic function. Adequate time must be allowed for the evaluation. A clear assessment means that there is no significant spine injury and no need for spine stabilization.)

1. Assess for mechanism of spine injury. If positive or uncertain mechanism exists, protect the spine by whatever method is feasible and available. This could include (but is not limited to) manual hand stabilizing it in the in-line position.
2. Do a thorough evaluation including a history and physical examination. To rule out a spine injury the patient must meet all of the following criteria:
a. Patient must be reliable. The patient must be cooperative, sober, and alert, and must be free of other distracting injuries significant enough to mask the pain and tenderness of spine injury.
b. Patient must be free of spine pain and tenderness.
c. Patient must have normal motor/sensory function in all four extremities:
· Finger abduction/adduction or hand/wrist extension (both)
· Foot planter flexion/extension or great toe dorsiflexion (both)
· Normal sensation to pain and light touch in all four extremities
· If reduced function in one particular extremity can be attributed with certainty to a condition unrelated to a potential spine injury (wrist fracture, for example), that deficit alone will not preclude ruling out a spine injury, because the motor/sensory assessment contain redundancy.
3. If a spine injury has not been ruled out, the patient should be stabilized in a safe and comfortable position on a board, litter or other appropriate carrying device. Arrange for transport to hospital. 
4. There are situations in wilderness and Wildland fire rescue where the risk of spine stabilization exceeds the presumed benefit. In these circumstances spinal stabilization may be deferred or modified until risk can be mitigated. In unstable scenes or with unstable patients the remote possibility of exacerbating a spine injury may not justify the additional risk associated with stabilization. 

Protocol Joint Dislocations WALS, WRM, WEMT, and WFR trained INDIAN COUNTRY WILDLAND FIRE PROGRAM EMPLOYEES
(This protocol specifically applies to dislocations of the shoulder, patella, and digits resulting from an indirect force only. The following procedures should be stopped if pain increases and or resistance is encountered.)

Shoulder
1. Check and document distal neurovascular function including sensation over the deltoid region of the affected side both before and after relocation.
2. With the patient supine and while still adjacent to the dislocated shoulder, apply gentle traction to the arm to overcome muscle spasm. Gradually abduct and externally rotate the arm until it is at a 90 degree angle to the patient’s body. This is most easily achieved by keeping the elbow in the 90 degrees of flexion throughout the maneuver. Hold the arm in this position (baseball throwing position) and maintain traction until the dislocation has been reduced. 
Patella (Lateral dislocations only)
1. Check and document distal neurovascular function before and after relocation. 
2. Gently straighten the patient’s knee and flex the hip. If the patella does not spontaneously reduce, gently guide the displaced patella medially back into its normal anatomic position. Splint the knee in a neutral position.
Digits (Fingers and toes, not including thumb)
1. Check and document distal neurovascular function before and after relocation. 
2. Apply axial traction distal and counter-traction proximal to the dislocated joint until the dislocation has been reduced. Splint in anatomical position.

Protocol Severe Asthma WALS, WRM, WEMT, and WFR TRAINED INDIAN COUNTRY WILDLAND FIRE PROGRAM EMPLOYEES

(This protocol specifically applies to patients who have progressed to severe asthma and are not responding to or are unable to properly use their MDI metered dose inhaler.)

Signs and symptoms of severe asthma:
· SOB(greater than 30/min)
· Mental status changes (anxious, confused, combative, drowsy)
· Inability to speak in sentences
· Sweaty, and unable to lie down

1. Start supplemental O2 if available.
2. Inject 0.3 mg of 1/1000 epinephrine (adult patient) into the lateral aspect of the deltoid, or the anterior aspect of the thigh (either subcutaneously or intramuscularly). If clinically indicated, repeat dose every 20 min. for a total of up to 3 doses.
3. Administer Prednisone 40-60 mg / day.
4. Initiate assisted ventilations (PPV) if breathing becomes ineffective (gasping or shallow respirations or if AVPU or less maintain a rate of 8-10 bpm.)
5. Have patient self-administer 6-10 puffs from the MDI as soon as there is a good response to the injected epinephrine.

Protocol Wound Management WALS, WRM, WEMT, WFR, WAFA, and WFA TRAINED INDIAN COUNTRY WILDLAND FIRE PROGRAM EMPLOYEES

	(In the management of all wounds, bleeding must be controlled using well-aimed direct pressure with whatever means are necessary. Control of severe bleeding is a higher priority than wound cleaning.)

Open Wounds, Shallow Wounds (Abrasions and Burns)
1. Remove foreign particulate materials and wash surrounding skin.
2. Irrigate wound with 100-1000 ml of clean water.
3. Highly contaminated wounds (deep punctures, bites, open fractures) should be irrigated with and covered by a bandage soaked in a 1% povidone-iodine solution.
4. Cover the wound with a sterile bandage and immobilize the wound area if possible. Do not close with sutures or adhesive closures (butterflies).
Impaled Objects
1. Remove all impaled objects unless doing so would cause further harm. Exceptions include impaled objects in the globe of the eye or when removal would result in severe pain or bleeding. Remove objects that interferes with safe transport or will cause more damage if left in place. 
2. Treat as an open wound.
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	MEDICAL TRANSPORT CHECKLIST 

	End State: Patient has been stabilized and transported to definitive care in the timeliest manner possible.
Definitions:
Patient Severity (stable or unstable) equates to urgency and whether situation is "medevac" or "non-emergency medical transport"
Medevac: Unstable patient has a life threatening injury or illness. One or more major body systems (Respiratory, Circulatory, and Neurological) are involved.
Non-Emergency Medical Transport: Stable patient has a non-life threatening injury or illness that causes them to be non-ambulatory.

	1. COMMAND/CONTROL

	Incident Name: Geographic Name + ‘Medical’ (Ex: Trout Meadow Medical)
	 

	IC Name:
	 
	MIC (Medic in 
Charge
	 

	2. PATIENT ASSESSMENT

	Patient #1
	M / F
	Age:
	Weight:

	
	Nature of Injury:

	
	Breathing:       YES      /      NO 
	Conscious:    YES          /      NO

	3. PATIENT CURRENT LOCATION:

	Datum WGS84
	Example: N 0° 00.00’  x    W 0°   00.00’

	LAT/LONG:

	Geographic Location Example: Spike Camp, H-3, DP 21, 3 miles nw of Guard Staion, etc.
	 

	4. MEDICAL TRANSPORT NEEDED 

	MEDEVAC
	IMMEDIATE EVACUATION IS CRITICAL; URGENT NEED FOR ADVANCED LIFE SUPPORT GROUND OR HELICOPTER TRANSPORT

	NON-EMERGENCY MEDICAL TRANSPORT
	EVACUATION IS NOT CRITICAL; NON URGENT NEED FOR GROUND OR HELICOPTER TRANSPORT 

	5. ADDITIONAL RESOURCES AND EQUIPMENT (Check as applicable)

	  ⃝    Trauma Bag
	  ⃝     Paramedic

	  ⃝    Spinal Immobilization Device
	  ⃝     Personnel or Crews

	  ⃝     Oxygen
	  ⃝     Litter                  or          ⃝    Wheeled Litter

	  ⃝     IV/Fluids
	  ⃝     Rope Rescue

	  ⃝     EPI
	  ⃝     Other:

	  ETA(s) on Scene:

	6. COMMUNICATIONS:

	Frequency Name/Function (eg, Air/Grnd
	Receive (Rx)
	Transmit (Tx)

	 
	 
	 

	 
	 
	 

	Air/Air VHF-AM Frequency
	 

	If aerial supervision available, Call Sign:
	 

	7. LOGISTIAL TRANSPORT(evacuation method is situationally dependent and is based on risk mgmt: terrain, road access, day/night, weather, visibility, distance to helispot or road, etc.)

	EXTRACTION 
	RESOURCE(S)  (Check as needed)

	  ⃝    Self-Extract With Driver
	 ⃝     Ground Transport

	  ⃝    Currently At Road 
	 ⃝    Advanced Life Support Ground Transport

	  ⃝    Carry-Out to Road 
	 ⃝    Incident Assigned Helicopter Transport 

	  ⃝    Carry-Out to LZ 
	 ⃝     Advanced Life Support Helicopter Transport

	  ⃝    Hoist/Short-Haul 
	 ⃝    Hoist/Short-Haul Equipped Helicopter

	  ⃝    Other:
	 ⃝    Night-Vision (NVG) Equipped Helicopter

	  ETA(s) on Scene/Notes:

	  ATD of Patient Via:                                                                                 At (Time):

	  ETD: Scene to Medical Facility: 
	 
	Facility: 

	8. PATIENT LZ/EVAC LOCATION (Pick-Up Location):

	Datum WGS84
	Example: N 0° 00.00’  x    W 0°   00.00’

	LAT/LONG:

	If applic, Hazards and Safety Notes at LZ for air evacuation
	 

	9. CONTINGENCY PLANNING  (Considerations: If primary options fail, what actions can be implemented in conjunction with primary evacuation method? Be thinking ahead…

	NOTES
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