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Any condition or incident requiring physician intervention, whether for urgent life threatening or routine follow-up are classified as follows:


Routine physician referral:  Patient should be sent to physician within 24 hours.


Semi-Urgent physician referral:  Patient should be seen by a physician within 12 hours.


Urgent physician referral:  Patient should be seen immediately, ambulance transport if available in a timely manner.

Emergency physician referral:  Patient should be transported by the most rapid, appropriate method available.

IMS personnel are expected to use common sense when making decisions regarding the application of the clinical protocols.  DO NO FURTHER HARM.  When in doubt, try to contact the nearest medical facility or ALS unit for assistance.

The following guidelines should be used to determine the need for ALS backup or on scene helicopter transport to the nearest medical facility.

1. Patients in significant repiratory distress due to any cause, medical or traumatic.

2. Patients having signs or symptoms of cardiac problems (chest pain).

3. Unconscious or altered mental status.

4. Severe or multi-system trauma.

5. All patients presenting with shock.
USFS INCIDENT MEDICAL SPECIALIST PROTOCOLS

I.
Anaphylaxis

A.
General Comments

1.
5% of all people are allergic to bee, hornet, yellow jacket and wasp stings

2.
Anaphylaxis accounts for approximately 200 deaths a year.

3.
Most deaths occur within half an hour of being stung

4.
Food allergies are a very common source of anaphylaxis.

B.
Signs and Symptoms

1.
Itching and burning

2.
Widespread uticaria (hives)

3.
Whelts

4.
Swelling of the lips and tongue

5.
Bronchospasm and wheezing


6.
Chest tightness and coughing

7.
Dyspnea

8.
Anxiety

9.
Hypotension

C.
Documentation 

1.
Baseline vital signs

2.
SAMPLE History

3.
Respiratory effort

4.
Mental status

5.
Skin

D.
Treatment

1.
Oxygen by mask

2.
Diphenhydramine by mouth if possible

3.
Be prepared to use albuterol inhaler if necessary

3.
Be prepared to use epinephrine auto injector if necessary

4.
Be prepared to use standard airway procedures


5.    Urgent or emergency physician referral (depending on patient’s status) for any episode of anaphylaxis

II.
Cardiac Emergencies

A.  General Comments

1.
Chest pain results from ischemia

2.
Ischemic heart disease involves decreased blood flow to the heart.

3.
If blood flow is not restored, the heart tissue dies (myocardial infarct or ‘heart attack’).

B.
Angina Pectoris

1.
Pain in chest that occurs when the heart does not receive enough oxygen

2.
Typically described as crushing, or squeezing pain, burning, or tightness in the chest. May also occur in the arms, shoulders, neck, jaw, throat or back

3.
Rarely lasts longer than 15 minutes

4.
Can be difficult to differentiate from heart attack

C.
Acute Myocardial Infarction (AMI)

1.
Chest discomfort that lasts more than a few minutes or goes away and comes back

2.
Discomfort in other areas of upper body, including pain or discomfort in one or both arms, the back, neck, jaw or stomach

3.
Shortness of breath, cold sweat, nausea, or light-headedness

4.
Pain signals hypoxic or dying cardiac cells; No pain = dead cells

6.
Opening the coronary artery within the first hour can prevent damage.

7.
Immediate transport is essential

D.
Treatment

1.
Reassure the patient and perform initial assessment.

2.
Administer oxygen.

3.
Measure and record vital signs.

4.
Place the patient in a position of comfort.

5.
Obtain focused history and physical exam.

6.  
Ask about the chest pain using OPQRST.

7.  
Consider administration of nitroglycerin and aspirin

a.
Aspirin

(1).
Administer 162-325 mg, chew and swallow as soon as possible to patients with suspected acute coronary syndrome

(2).
Aspirin is absorbed better when chewed versus swallowed.

(3).
May be given rectally in patients with peptic ulcer disease

(4).
Contraindications:  

(a).
Patients with active peptic ulcer disease

(b).
History of hypersensitivity to aspirin

(c).
Significant allergies or asthma (if currently wheezing)

(d).
Bleeding disorders or severe liver disease

(e).
Patients taking coumadin

b.
Nitroglycerin  -  Pump Spray

(1).  Administer one or two sprays orally (not under the tongue) for cardiac chest pain; may repeat twice at 5 minutes intervals if patient continues to have chest pain AND systolic blood pressure remains stable (100mm Hg or higher OR less than a 30 mm Hg drop from baseline).

(2).
Relaxes blood vessel walls

(3).
Dilates coronary arteries

(4).
Reduces workload of heart

(5).
Contraindications:

(a).
Systolic blood pressure of less than 100 mm Hg or a 30 mm Hg drop from baseline

(b).
Head injury

(c).
Patient less than 15 yrs.

(d).
Maximum dose taken in past hour


8.    Transport promptly
E.
Documentation

1.
Vital Signs

2.
SAMPLE history

3.
Treatment given:     Apirin, Nitroglycerin - amount and times given

4.
Time of Onset

III.
Diabetes Mellitus

A.
General Comments

1.
Type I diabetes

a.
Insulin dependent

b.
Onset usually occurs during early years

c.
Insufficient production of insulin by the pancreas

d.
When patient has not taken insulin the body cannot utilize glucose and must utilize fats to produce energy causing acids (ketones) to build up in the blood.  Ketoacidosis or diabetic coma
(1).
Kussmaul breathing (increased respiratory rate to blow off carbon dioxide to reduce the level of acidosis) 

(2).
Onset is slow

e.
When patient has not eaten and the insulin level is too high.  Hypoglycemia or insulin shock

(1).   Patient needs glucose

(2).
Altered levels of consciousness and mental status

(3).
Onset is quick


2.    Type II diabetes

a.
Usually non-insulin dependent

b.
Onset usually occurs in later years

c.
Insulin production is decreased

d.
Usually managed by diet and/or oral medications

B.
Signs and symptoms

1.
Hyperglycemia

a.
Kussmaul Respirations

b.
Dehydration

c.
“Fruity” breath odor

d.
Normal or slightly low blood pressure

e.
Varying degrees of unresponsiveness

2.
Hypoglycemia

a.
Anxiety

b.
Altered mental status

c.
Seizure

d.
Drunk appearance

e.
Diaphoresis

f.
Tremor

g.
Tachycardia

C.
Documentation

1.
Has patient taken insulin or any pills to lower blood sugar?

2.
Has patient taken normal dose of insulin or pills today?

3.
Has patient had any illness, unusual amount of activity, or stress today?

4.
Baseline vital signs

5.
SAMPLE history
IV.   Dental Emergencies

A.
General

1.
The most common cause of dental pain is tooth decay or pulpal disease.   

a.    Hyperemic

(1)  Dental caries (cavities) or dental trauma; this is a reversible condition.


b.    Therapeutic intervention consists of pain management and referral to a dentist.


B.
Toothaches[image: image13.jpg]Vocal fold
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1.
The most common cause of toothaches is pulpal disease or dental caries.  The tooth becomes extremely sensitive to heat and cold.  The pain may be reversible if the decay can be removed and the tooth is restored.  This type of pain comes and goes  (paroxysmal) and usually begins with a heat or cold stimulus.  Irreversible pain indicates that the tooth will require either a root canal or extraction.  This pain usually occurs spontaneously and continues to worsen, especially at night when intracranial pressure builds.


a.    Therapeutic intervention consists of analgesia and referral to a dentist.





C.
Avulsed teeth

1.
Avulsed teeth are teeth that have been torn from the mouth by  trauma.  If found within the first hour the teeth may be implanted. It is important to place the tooth in saline solution (or water, irrigate the wound and re-implant the tooth as soon as possible following the accident.

2.
Once the tooth is re-implanted, it should be wired or splinted in place and a referral should be made to a dentist or an oral surgeon.  The blood supply to the tooth comes via the pulp, so the viability of the tooth depends upon if all the pulp is present and intact.

           
3.    Check for bleeding from the gums and the pulp.  Bleeding from the pulp requires emergency dental consult.  As these injuries are frequently associated with head injuries,  be sure to check the mouth and pharynx area for pieces of teeth and debris that may obstruct the airway. 


D.
Dental abscess

1.
Abscess in the periapical areas usually result from pulpal necrosis which results from caries or trauma.  Periodontal abscesses usually result from bony destruction at the periodontal membrane, which forms a pocket and forms an abscess.


2.    These all require dental referral. 








3.    Treatment

a.
Therapeutic intervention consists of drainage of abscess by a dentists.

b.
Analgesics - Ibuprofen 400 -600 mg

c.
Antipyretics (anti-fever) - aspirin or tylenol

d.
Hot packs on the area

e.
Warm hydrogen peroxide (1 ½ %) rinses every 2 hours.

E.
Dry socket


1.    Dry socket usually occurs 3 - 5 days after surgery, when a blood clot is lost and bone is exposed.  Therapeutic intervention consists of eugenol packed into the socket, pain management and a dental referral.

V.   Ear Emergencies

A. General
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1.
There are three requirements for proper ear care:

a.
Good illumination

b.
Magnification

c.
Adequate physical control of the patient, including proper positioning. 


B.   Conditions requiring physician referral 




1.
Traumatic ear injuries

2.
Acute tympanic membrane perforation

3.
Sudden deafness

4.
Acute Otitis Media

5.
Retained foreign bodies
C.
Acute External Otitis

1.    Signs and symptoms

a.
Severe ear pain

b.
Ear tender to touch

c.
Swelling of the canal

d.
Infection of the external portion of the ear

e.
Purulent material in external ear canal

f.
Normal hearing unless canal completely closed by the swelling


2.    Conditions requiring physician referral:        






a.
Fever (>101.5 orally)

b.
Hearing loss

c.
Diabetic

d.
Foreign body deep  in ear canal

e.
Elderly

f. Non improvement with three days of effective treatment

D.
Acute Otitis Media

1.    Signs and Symptoms

a.
Sharp pain inside ear

b.
History of previous infections

c.
Antecedent upper respiratory infection

d.
Hearing loss

e.
Fever common

f.
Tympanic membrane red and bulging with landmarks obscured

g.
Hearing decreased if measured
2.    Therapeutic intervention


a.
This condition requires semi-urgent physician referral.   



     


E.
Impacted Cerumen

1.    Signs and Symptoms

a.
Decreased hearing

b.
“Plugged ear”

c.
Cerumen filled ear canal

d.
Ear pain is rare in this condition

2.    Therapeutic intervention

a.
Impacted hard wax can be softened for easier removal if patient uses mineral oil or Debrox (carbamide (urea) peroxide) 6.5% in anhydrous glycerin for for 7 days.

b.
If irrigation is attempted, it should be gentle with a saline solution at body temperature.  Excessively cold or hot solutions causes a spinning sensation (vertigo).

F.
Insects in ear

1.    Signs and Symptoms

a.
Diagnosis is obvious with visualization of insect in ear canal. Patient will usually present with this complaint.

2.    Therapeutic intervention

a.
In a dark room a light can be shined in the ear to draw the insect out of the ear, if this fails go to b or c.

b.
Live insects in the ear canal should be immobilized by suffocation with mineral oil. 

c.
After insect is immobile, the ear is flush with body temperature 100 degrees F. saline to remove the insect.

VI.   Epistaxis

A.
Epistaxis (nosebleed) is a common emergency complaint.  It commonly occurs in the following groups:

1.
Children

2.
Adults 50 to 70 years old

3.
Patients with blood disorders, hypertension or arteriosclerotic heart disease.
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4.
Patients on anticoagulant therapy.

5.
Alcoholics

B.
Anterior epistaxis

1.
Sit patient up with neck in slight hyperextension.

2.
Apply direct pressure over involved nares for 15 minutes.

   
3.     If bleeding reoccurs after pressure or is not controlled urgent physician referral is recommended.

















VII.   Eye Emergencies
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A.
General comments

1.
Any eye problems need immediate and prompt attention.  Do not hesitate to refer these patients to the physician.
2.    Always check visual acuity (even if gross exam)

3.    Instillation of eye medications

a.
All incident medical specialists should wash their hands before instilling opthalmic medications (eye wash).

b.
Drops and ointment

(1)
Patient tilts head backward and looks upward.  The Incident Medical Specialist pulls the lower lid downward and places the medication in the conjuctivae of the lower lid.

4.    Documentation

a.
Visual acuity

b.
Pupil size and reactivity

c.
Extra ocular eye movements

d.
Condition and appearance of lids and surrounding eye structures.

                         5.    Criteria for emergency physician referral  







a.
Sudden visual loss

b.
Penetrating injuries of the globe

c.
Chemical burns

d.
Acute glaucoma (patient will tell you this)

e.
Bleeding from the eye

                        6.    Conditions requiring urgent physician referral.






a.
Foreign bodies (deep and imbedded and those superficial which to not respond to irrigation; ie will still complain of a foreign body sensation in the eye.

b.
Trauma to eye or surrounding structures (lids etc).

c.
Infections (red eye and purulent discharge)

B.
Superficial eye injuries

1.    Symptoms

a.
Corneal abrasion - “something in my eye” pain

b.
Contact lens overwearing - symptoms identical to corneal abrasion.

c.
Sun induced ultraviolet keratitis, “snow blindness”

d.
Smoke and dust irritation

2.    Treatment

a. If dust, dirt or smoke irritated eye - flush with saline equivalent solution.

                            b.
If foreign body is very superficial and remains after irrigation, gently attempt to remove foreign body with wetted cotton swab  or moistened gauze pad.  If unable to remove foreign body, patient needs to be referred to physician.     





c.
If fluorescein strip and ultraviolet lamp are available, check eye for further abrasions and foreign bodies.

C.
Painful red eye

1.    Signs and symptoms

a.
Redness of conjunctivae

b.
Discharge usually present and may be watery or purulent.

c.
Photophobia usually present.

2.    Causes

a.
Acute conjunctivitis – Pink Eye

b.
Acute iritis

c.
Acute glaucoma

d.
Acute foreign body

e.
Acute keratitis

3.    Treatment

        a.   All patients with painful red eyes require semi-urgent physician referral  

D.
Penetrating eye injuries

1.    Signs and symptoms

a.
Obtain history with details of accident, eye disorders previous known by patient, and the last tetanus shot

b.
Assess visual acuity

2.    Treatment

a.
Lie patient supine

b.
Do not put pressure on the globe.

c.
Do not permit Valsalva maneuvers

d.
Do not place any medication in eye

e. Place a hard protective shield over involved eye

f. Emergency physician referral


E.
Caustic or alkali splashes

1.    Signs and Symptoms

a.
Pain

b.
Decrease visual acuity

c.
History of splash

2.    Treatment

a.
Immediately lie patient supine and irrigate eye copiously for approximately ½ to 1 hour with BSS or equivalent.

b.
Perform eye exam after item A

                           
       c.     Urgent physician referral

VIII.   Gastrointestinal
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A.
Acute Gastroenteritis





1.    Signs and Symptoms

a.
Diarrhea

b.
Vomiting

c.
Fever

d.
Abdominal pain

e.
Blood in stool

2.    Documentation

a.
Time of onset

b.
Nature of the symptoms

c.
Character and amount of vomitus

d.
Blood in stools

e.
Fever, chills

f.
Abdominal pain, character and   location

g.
Vital signs including orthostatic blood pressure

h.
Other medical illness

                            3.    Urgent physician referral  


a.
Fever (>101.5 F orally)

b.
Significant abdominal pain

c.
Blood in stools

d.
Toxic appearance

e.
Orthostatic blood pressure changes not responsive to oral rehydration within 6 hours.

f.
Uncontrolled vomiting

4.    Treatment

a.
Oral rehydration - water or electrolyte solution 
b.
Antimemetic for severe nausea and vomiting

(1)    Dramamine 50 mg every 6 to 8 hours orally.

c.
Diarrhea

(1)    Kaopectate

B.
Acute Constipation

1.    General comments

a.
Predisposing factors must be recognized and treated. Many medications induce constipation including pain medications such as tylenol with codeine.

b.
Patients who are chronically constipated with no underlying illness frequently benefit from an increase in the mass and moisture content of the stools by increase fluid & fiber intake.

2.    Treatment

a.
Metamucil

b.
Hydration

C.
Acute abdominal pain

                             1.
Any patient with abdominal pain requires urgent physician referral especially those patients with severe or persisting  (>2 hours) pain.  This applies especially to those patients with abnormal vital signs (especially fever), history of peptic ulcer disease, and females with overdue periods.





2.
Patient assessment includes a pain history (character, location, severity, relief with any medication), past medical history and medications.  Vital signs and abdominal  exam should be recorded as well.

3.
Major considerations in our age group are: appendicitis, ectopic pregnancy, pelvic inflammatory disease, peptic ulcer disease, infectious gastroenteritis (with cramps).

IX.   Genitourinary

A.
Urinary Tract Infections
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1.    Signs and symptoms

a.
Burning and pain on urination (dysuria)

b.
Urinary frequency

c.
Suprapubic discomfort

d.
Discolored or cloudy urine
e.
Occasional nausea and vomiting

f
Fever

g.
Tender kidney area [costovertebral area (posterior rib 7-12) 

2.    Documentation

a.
History (include any previous urinary tract infections)

b
Fever

c.
Costovertebral pain

d.
Color of urine

3.    Treatment

                                    a.    Urinary tract infections require semi-urgent physician referral



b.
Hydration (give increased amounts of fluid) and acidification (increase the acid level of the urine) with vitamin C and cranberry juice is useful

c.
Patients with fever or costovertebral pain require urgent physician referral 

B.
Dysmenorrhea - painful menstruation

1.    Signs and symptoms

a.
Lower abdominal cramping

b.
Nausea

c.
Vomiting

d.
Headache

e.
Bloating

f.
Breast tenderness

g.
Backache

h.
Fatigue
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i.
Mood changes

2.
These symptoms appear just before (24 - 48 hours) or at the onset of menstruation and are maximal during the first 48 hours afterward.

3.    A gynecologic history should include:

a.
Age

b.
Number of pregnancies (gravidity)

c.
Number of full term births (parity)

d.
First day of last menstrual period

e.
Length and regularity of the cycles

f.
Duration of flow

g.
History of PMS

4.    Documentation should note:

a.
Severity

b.
Duration

c.
Character

d.
Location

e.
Radiation

f.
Previous history of painful periods

g.
Any previous documentation


5.    Urgent physician referral  



a.
New abdominal pain

b.
Fever

c.
Severe pain

d.
Missed period

6.    Treatment

a.
Ibuprofen 400 - 600 mg three times a day (TID) as needed (PRN) for pain for the first two to three days of the cycle.

C.
Vaginitis

1.
Vaginitis is a common and annoying disorder that in absence of other symptoms or sings signs rarely indicates serious disease. [Common pathogens include candida albicans (yeast infection), Trichomonas vaginalis, Gardnerella vaginalis.]

2.    Signs and symptoms

a.
Vaginal discharge

(1)   Candida usually looks like “cottage cheese”, has no odor to it.

(2)
Trichomonas and Gardnerella vaginitis looks like “dirty dishwater”.  In particular Gardnerella has a “fishy”, smell.

b.
Some patients will have irritation of the skin surround the vaginal areas.

c.
Question for associated infections such as Acute salpingitis (Tubal infection), acute cystitis.

3.    Treatment

a.    Avoid tight fitting garments

b.    Avoid sexual intercourse during treatment.

c.    If patient has previous history of “yeast” infection and has discharge consistent with candida (cottage cheese), give Lotrimin vaginal cream.


d.    If vaginal discharge does not improve by 3-5 days or symptoms worsen, obtain routine physician referral  
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X.   Integument (Skin)

A.
Insect stings

1.
Remove stinger by scraping with dull object.  Do not grasp and pull since this compresses the venom sac, releasing more toxin.

2.  Treat for anaphylaxis if signs and symptoms exists.

3.    Cleanse site

4.    Apply antiseptic.

5.    Apply ice to area

6.    Elevate extremity above the heart.

7. Consider topical meat tenderizer, antihistamines and steroids.

B.
Poison Ivy, Oak, and Sumac (Rhus Dermatitis)

1.    A delayed hypersensitivity reaction to an oleoresin in these plants.

2.    Signs and Symptoms

a.
History of exposure to offending plant

b.
Skin lesions usually in linear streaks corresponding to areas of contact with vines or stems.

c.
Lesions consists of patchy erythema or linear streaking often with edema or clear vesicles.

3.    Treatment

a.
For mild cases, use topical cream or ointment

b.
Anti-histamine (diphenhydramine Benadry ) is useful aid for itching (25- mg 50 mg ever4-6 hours). Causes drowsiness, patient should not operate equipment.

                                    c.    For more severe cases (multiple areas on body, swelling and edema of the face or genitals, progressive lesions unresponsive to topical therapy, intractable pruritus) obtain routine physician referral


















C.
Scabies and Lice

1.
Ectoparasitic (ie lice) infestation spread by contact or exposure to contaminated clothing.  Most of these parasites survive only a few days away from these hosts.

2.    Signs and symptoms

a.
Intense itching

b.
Scabies mite difficult to see by naked eye.  Lice adults and nits can usually be seen in the scalp or genital area.

c.
Cellulitis of the skin may accompany these lesions.

3.    Treatment

a.
Adults (nonpregnant or non-lactating)

(1)    Lindane (KWELL R ) cream and/or lotion.  It should be applied as directed.

(2)  Underclothing, bedding and towels should be laundered in hot water to destroy residual organisms.

b.
Diphenhydramine (Benadry  ) 25 mg- 50 mg every 6 hours for itching.

c.
Topical Calamine ointment may be applied for further relief.

D.
Tick removal

1.    Procedure:

a.
The use of blunt curved forceps or tweezers is recommended.  If necessary, gloved fingers may be used.  Bare fingers should not be used.

b.
The tick is grasped as closed as possible to the skin surface and pulled upwards with steady, even pressure.

c.
The tick should not be squeezed, crushed, or punctured, if possible.

d.
After removal of the tick, disinfect the attachment site and wash hands with soap and water.

*
2.     If patient develops fever and chills subsequent to a tick bite, this patient requires semi-urgent physician referral for possible treatment of Lyme Disease or other arthropod borne disease(s).


E.
Suture removal

1.
The timing of suture removal depends upon many factors such as location, type of wound closure ,age, health, patient compliance, and presence of infection.  A general guideline for healthy adults with uncomplicated wounds is as follows:

LOCATION
TIME OF REMOVAL

a    Face                 4 days

b    Extremity        7 days

c    Torso               7-10 days

2.
In the majority of instances, the physician who preformed the suturing should remove the sutures.  The wound should be checked for signs and symptoms of wound infection and general appearance.

F.
Lacerations

1.    Minor Lacerations

a.
Definition:

(1)
Minor lacerations are lacerations which do not require suturing for approximation.  As a general guideline, if the wound can be separated and the underlying fat is visible, the wound should be sutured or approximated by other means as Steri-strips.

b.
Treatment

(1)
All wounds and the surrounding tissue should be cleansed with surgical soap or Betadine’ and water

(2)   Foreign bodies should be removed if possible.

(3)
The wound should be dressed with an antibiotic ointment (such as Bacitracin  or  polysporin) and dressed with gauze and tape.

(4)   The patient must be asked if his(her) tetanus status is current.

G.
Burns

1.    Major burns

a.
See BLS protocol

2.    Minor Burns (First degree - erythema only)

a.
Evaluate the extent and depth of injury

b.
Remove clothing and jewelry.  If clothing is adherent to the wound, soak the wound in 11/2 percent hydrogen peroxide (or Phisohex’) to facilitate removal.

c.
Relieve pain by applying cool compresses or immersiong the part in water (55 F) for 1-2 hours.

d.
Blisters should be left intact, and only minimal debridement should be performed.

e.
Wound may be covered with .a topical antibiotic and wrapped in a bulky dressing.

f.
The patient should be instructed to keep the wound cleaned and change dressing and apply topical antibiotic cream twice a day.

g.
The involve extremity should be kept elevated to minimize edema formation.

h.
Tetanus status must be determined.

i.
Pain control with ibuprofen

j.    Patient should be seen in 1 - 2 days.  If any signs of infection are present, obtain routine physician referral








H.
Impetigo

1.    Definition

a.
Impetigo is a superficial skin infection seen mainly in children. (usually due to group A streptococci bacteria)

b.
The lesion begins as small vesicles that rapidly pustulate and rupture easily.

c.
The purulent discharge dries, forming the characteristic thick, golden-yellow, stuck on crusts.

d.
Exposed areas are most commonly affected.

e.
The lesions are painless and often itching.

f. 
There is no fever.

3.    Treatment

a.  One or two lesions can be treated with plain soap and application of a topical antibiotics twice daily 

       2.    Semi-urgent physician referral
a.  multiple lesions


b.  Fever

c.  Continued spread in spite of antibiotics

d.  Lymphangitis (red streaks from the site of infection)

e.  Pain

f.  Underlying medical problems such as diabetes.

.





I.
Paronychia (ingrown toenail)

1.     Inflammation and infection near a nail fold often due to trauma or sharp edge of the nail

2.     Treatment

a.
If possible snip the sharp edge of the nail off with a small scissors.


        b.
If fever, extensive swelling and pain, patient will need semi-urgent physician referral.


c.
If minor inflammation, soak involved digit in betadine or 1 ½ percent hydrogen peroxide three times daily.

d.
Elevate the involved extremity

e.
Recheck patient in 1 - 2 days to determine if infection has spread.

f.
Instruct in proper way to cut toenail

J.
Blisters

1.    Closed

a.
Clean area surrounding blister.  Use mole skin and “donut” technique.  Encourage good foot hygiene.  Do not open blister.

2.    Open

a.
Have patient shower first (if possible).  Soak blister(s) in either 1 ½% hydrogen peroxide or if unavailable Betadine.  Cover open blister with antibiotic vaseline gauze if available, antibiotic ointment if unavailable.  Use moleskin in “donut fashion using two layers or second skin.

b.
Recheck in 24 and 48 hours for healing and/or signs of infection.

K.
Athletes foot

1.    Signs and Symptoms

a.
Cracks between toes, redness, itching appearance.

2.    Treatment

a.
Good foot hygiene is essential

b.
Dry feet especially between toes after bathing and rub off scaling skin.

c.
Apply bland drying foot powder, and wear light permeable footwear.

d.
In severe cases, soaking foot in Betadine solution may improve secondary superficial infection.

e.
Apply Tinactin cream on the affected area, or tolnaftate  powder.  Treatment may take as long as four to six weeks.

L.
Jock itch

1.    Signs and Symptoms

a.
Reddened skin around scrotum and thighs.  This is an infection secondary to excessive perspiration, itching, chafing and irritation in the groin area. (caused by fungal infection of tinea corporis or tinea cruris)

2.    Treatment

a.
Use Crux, medicated powder, desenex, tolnaftat powder or  Lotrimin Cream.

XI.
   Musculoskeletal

A.
Sprains
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1.    Definition

a.
A mild sprain is a ligament that has been stretched.  A moderate sprain is a ligament that has bee partially torn.  A severe sprain is a ligament that has been completely torn.

2.    Mechanism of injury

a.
Secondary to force causing stretching, tearing of the ligament involved.  The most common sprains are ankles, knees, shoulders.

3.    Mild (1st degree) sprain

a.
Signs and symptoms

(1)
Slight pain

(2)
Slight swelling

b.
Treatment

(1)
Elevations for 12 hours

(2)
Cold pack or ice to area 24 - 48 hours

(3)
Light weight bearing(4)Analgesics – acetaminophen 1000mg every 4 hours for first 12 hours then ibuprofen 400 mg - 600 mg every 6 - 8 hours

4.    Moderate (2nd degree) sprain

a.
Signs and symptoms

(1)
Pain

(2)
Point tenderness

(3)
Swelling

(4)
Inability to use for a short time


b.
Treatment – This sprain may require routine physician referral
(1)
Cold pack or ice 12-24 hours

(2)
Elevation

(3)
Support via tape, compression bandages

(4)
Crutches

(5)
No weight bearing for 3 - 5 days

(6)
Analgesics - ibuprofen400-600mg q4hr   
.

5.    Severe (3rd degree) sprain

a.
Signs and symptoms

(1)
Pain

(2)
Point tenderness

(3)
Swelling

(4)
Discoloration

(5)
Inability to use

(6)
Instability

                
b.
Treatment - These sprains require routine physician referral 


(1)   Splint required

(2)
Elevations for 48 - 72 hours

(3)
Cold to area for 48 - 72 hours

(4)
Crutches

(5)
No weight bearing for 5 -7 days

(6)
Analgesics - ibuprofen 600 mg - 800 mg every 6 – 8 hours

B.
Acute Low Back Pain

1.     Possible etiologies

a.
Acute muscle strain

(1)
With mechanical low back pain, the patient will usually have the exact instance causing the pain (ie, lifting heavy object).  The patient frequently will have previous history of back strains.  The patient often complains of dull, deep low back pain that occasionally can radiate into a buttock or leg.  The pain might be exacerbated by activity and movement and relieved by rest.  Other neurological symptoms should be absent.

(2)
Examination of mechanical low back pain reveals decrease flexion due to palpable paraspinous muscle spasm.  Neurologic examination should show no neuralgic involvement.  The straight leg raising test should not produce a sharp or radicular type of pain.

b.
Intervertebral disk syndrome

(1)
Patient complains of an aching or sharp pain in the leg or buttock that is usually made worse by activity.

(2)
Examination of back pain secondary to radicular pain often is similar to that of mechanical back pain.  In addition, pain is often made worse by lateral bending on the side the disk is involved on. Straight leg raising is often positive and reproduces the pain.  The patient will occasionally complain of numbness and weakness on the side of nerve root involvement.

c.
Other causes of back pain are causes of pain not originating in the back: Dissecting aortic aneurysm, duodenal ulcer, kidney disease, pancreatitis.

2.    Treatment


a.    Patients with radicular “disc”, symptoms should have a routine physician referral


b.
Mild strain

(1)    Light duty

(2)    Ibuprofen 400 - 600 mg, three or four times a day (TID or QID)

c.
Moderate strain

(1)    Light dutycor bedrest

(2)    Ibuprofen 400 mg - 600 mg q4hr

d.
Severe strain

(1)    Bedrest on firm mattress over a bedboard

(2)    Anti-inflamatory analgesics - ibuprofen 400-800mg, as needed day

(3)
 Demobe

C.
Sore muscles and joints

1.    Patients with generalized muscle aches and pains caused by overuse and fatigue.

2.    Determine if a specific joint is involved.

3.    Treatment

a.
Ibuprofen 200 - 600 mg, TID

XII.   Respiratory

A.
Acute Bronchitis[image: image9.jpg]RICE:
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1.    Signs and symptoms

a.
Cough

b.
Sputum production (may be purulent)

c.
Malaise

d.
Nausea

e.
Headache

2.    Documentation

a.
Vital signs

b.
Severity and duration of cough

c.
Sputum production (appearance, quantity)

d.
Absence of chest pain

e.
Absence of shortness of breath

f.
Absence of blood in sputum

g.
Absence of fever (>101.5 F)

h.
Absence of other medical illness (asthma, emphysema 

i. Cigarette smoking (amount and number of years)

2. Treatment

a. Unproductive light to moderate cough without fever and dyspnea can be treated with Robitussin DM


3.    Urgent physician referral   


       a.
Significant dyspnea

b.
Fever (>101.5 orally)

c.
Chest pain

d.
Hemoptysis

e.
Other medical illness (asthma, emphysema, diabetes etc.)

g. Presence of pulmonary crackles on physical exam

B.
Smoke inhalation

1.    Signs and symptoms

a.
Mild irritation of the upper airways and burning pain in the throat and the chest

b.
Singed nasal hairs

c.
Facial burns

d.
Sputum containing carbon

e.
Pulmonary Crackles

f.
Rhonchi

g.
Wheezes

h.
Dyspnea

i.
Cough
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j.
Agitation

k.
Hoarseness

2.    Documentation

a.
Duration of exposure

b.
Enclosed space?

c.
Presence of noxious fumes

d.
Respiratory rate

e.
Presence or absence of pulmonary crackles

f.
Associate signs of pulmonary burn

g.
Level of consciousness

h.
Presence of cyanosis

3.    Treatment


a.
Any patient with significant potential of serious respiratory burn or smoke inhalation (including carbon monoxide) needs urgent physician referral.



b.
Oxygen

c.
Observation classically requires 24 - 48 hour of hospitalization

C. Asthma and Allergic Reactions

1.
General Comments

a.
Asthma is an acute spasm of the bronchioles.

b.
Wheezing may be audible without a stethoscope.

c.
An allergen can trigger an asthma attack. 

d.
Asthma and anaphylactic reactions can be similar.

2.
Signs and symptoms

a.    Difficulty breathing

b.    Anxiety or restlessness

c.    Decreased  respirations

d. Cyanosis

e. Abnormal breath sounds

f. Difficulty speaking

g. Accessory muscles

h. Altered mental status

i. Coughing

j. Irregular breathing rhythm

k. Tripod position

l. Barrel chest

m. Pale conjunctivae

n. Increased pulse and respirations

3.
Documentation

a.     Vital signs

b.     Time of onset

d.     Respiratory effort and rate

e.     Lung Sounds

f.     Contraindications for MDI

(1)
Patient unable to help coordinate inhalation

(2)
No permission from medical control (voice or protocol)

(3)
Maximum dose prescribed has been taken.

4.
Treatment


a.  Give supplemental oxygen via nonrebreathing mask. LPM?

b.   Assist with inhaler if available.

(1).  Albuterol Inhaler with Opti chamber spacer (IMS Med Kit)

(a).
Two puffs of an ALBUTEROL metered-dose inhaler with a spacer,  may repeat twice.

(b).
Carefully watch for shortness of breath.

(c).
5 minutes after administration:

i.
Obtain vital signs again.

ii.
Perform focused reassessment.


c.    Requires urgent physician referral 
XIII.   Snakebites

A.
General Comments

1.
Each year in the U.S., there are over 8,000 poisonous snakebites-mostly in the summer season.

2.
Poisonous snake bites are medical emergencies. The right anti-venom can save a victim’s life. Getting the victim to an emergency room is the top priority, as most snakebites when properly treated will not have serious effects.

3.
Snake bites can cause severe local tissue damage and often require follow-up care.
4.   Poisonous snake bites include bites by any of the following:
a.
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b.
copperhead 

c.
cottonmouth water moccasin

d.
coral snake 

e.
All snake species will bite when threatened or surprised, but most will usually avoid an encounter if possible and only bite as a last resort. Snakes found in and near water are frequently mistaken as being poisonous. Most species of snake are harmless and many bites will not be life-threatening, but unless you know the species, treat it seriously.

B.
Symptoms
1.
bloody wound discharge 

2.
blurred vision 

3.
burning 

4.
convulsions 

5.
diarrhea 

6.
dizziness 

7.
excessive sweating 

8.
fainting 

9.
fang marks in the skin 

10.
fever 

11.
increased thirst 

12.
localized tissue death 

13.
loss of muscle coordination 

14.
nausea and vomiting 

15.
numbness and tingling 

16.
rapid pulse 

17.
severe localized pain 

18.
skin discoloration 

19.
swelling at the site of the bite 

20.
weakness
C.
Treatment

1.
Keep the person calm, reassuring them that bites can be effectively treated in an emergency room. Restrict movement, and keep the affected area just below heart level to reduce the flow of venom.

2.
If you have a pump suction device (such as that made by Sawyer), follow the manufacturer’s directions.

3.
Remove any rings or constricting items because the affected area may swell.  Create a loose splint to help restrict movement of the area.

4.
If the area of the bite begins to swell and/or change color, the snake was probably poisonous, with a marker outline the edges of the swelling or discoloration and document the time on the patient’s skin.
5.
Monitor the person’s vital signs-temperature, pulse, rate of breathing, blood pressure.  If there are signs of shock (such as paleness), lay the victim flat, raise the feet about a foot, and cover the victim with a blanket.

6.
Emergency physician referral  

7.
Bring in the dead snake only if this can be done without risk of further injury. Do not waste time hunting for the snake, and do not risk another bite if it is not easy to kill the snake. Be careful of the head when transporting it—a dead snake can bite from reflex for up to an hour.
D.
Precautions

1.
DO NOT allow the victim to become over-exerted. If necessary, carry the victim to safety. 

2.
DO NOT apply a tourniquet. 

3.
DO NOT apply cold compresses to a snake bite. 

4.
DO NOT cut into a snake bite with a knife or razor. 

5.
DO NOT try to suction the venom by mouth. 

6.
DO NOT give the victim stimulants or pain medications unless instructed to do so by a doctor. 

7.
DO NOT give the victim anything by mouth. 

8.
DO NOT raise the site of the bite above the level of the victim’s heart. 

F.
Prevention

1.
Even though most snakes are not poisonous, avoid picking up or playing with any snake unless you have been properly trained. 

2.
Many serious snakebites occur when someone deliberately provokes a snake. 

3.
When hiking in an area known to have snakes, wear long pants and boots if possible. 

4.
Do not thrust hands or feet into any areas if you cannot see into the area. 

5.
Tap ahead of you with a walking stick before entering an area with an obscured view of your feet. Snakes will attempt to avoid you if given adequate warning. 

6.
If you are a frequent hiker, consider purchasing a snakebite kit (available from hiking supply stores.) Do not use older snakebite kits, such as those containing razor blades and suction bulbs. Newer kits, such as those made by Sawyer, may be of value. 

XIV.   Spider bites

A.
Brown recluse spider (Loxosceles reclusa)

1.    Diagnosis

a.
Venom

(1)    The venom is chiefly cytotoxic, causing local tissue destruction.

b
Clinical coarse

(1)  The bite initially seems mild and often goes unnoticed.

(2)
Pain begins at the site 1 - 4 hours later, and an erythematous area with a central pustule may be seen.

(3)
A typical bull’s eye lesion is created when the red blister is encircled by a pale halo which in turn is surrounded by extravasated blood.

(4)
This may turn into a pustule which may gradually grow to form a crater-like lesion over 3 - 4 days, with associated lymphadenopathy and low grade fever.

(5) Healing is often slow and the wound may occasionally require skin grafting.

(6) Bites of many other insects (ticks, bedbugs, fleas) can cause small necrotic lesions that may be mistaken for brown recluse spider bites and lead to unnecessary over-treatment

2.    Treatment

a.
Dry dressing


b.    Semi-urgent physician referral  
















XV.   Throat

A.
Acute Pharyngitis[image: image12.jpg]Snake bite





1.    Signs and symptoms

a.
Sore throat

b.
Difficulty swallowing

c.
Pain referred to the ears

d.
Malaise

e.
Fullness in head

f.
Fever

g.
Enlarged tonsils

h.
Exudates on pharynx or tonsils

i.
Tender and enlarged anterior cervical lymph nodes

2.    Documentation

a.
Vital signs (including temperature)

b.
Appearance of the throat

c.
Presence of exudates

d.
Presence of tender anterior cervical enlarged glands

e.
Absence of difficulty breathing, hoarseness, drooling


3.    Semi-urgent physician referral  

a. Hoarseness

b. Patients with signs of pharyngitis (erythema, exudates), fever (>100.5 oral), cervical swollen lymph glands.

c. Patients with history of rheumatic heart fever


4.   Urgent physician referral





a.
Difficulty breathing

b.
Severe pain on swallowing

c.
Unable to open jaw, (trismus)

d.
Extremely high fever (>103 F)

d. Presence of visualized abscesses

5.    Treatment

a.
Patients with minimal pain, no exudates, no fever, no swollen lymph glands can be treated by conservative treatment (throat lozenges, mouth wash, tylenol or ibuprofen).
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