Core Competency Education Requirements
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In December, 2009 all agencies were given notice that a new requirement had been included in the EMS Agency Responsibilities protocol.  It was an educational expectation related to core competency.  Six areas that were identified as the core of EMS care were as follows:
· Trauma

· Cardiac Arrest Management CPR

· IV/IO Medication Administration

· Baseline Vitals and SAMPLE History

· Mega Code 

· Airway Management Basic and Advanced

All agencies are required to provide annual training for their employees in these areas.  They must see to it that all of their current personnel complete this training or have received training through some other agency or learning institution during the calendar year.  Those who graduated MFR, EMT-B or EMT-P within the last year are considered to have met this requirement.  Other specific courses have been identified as meeting some or all of these criteria as well.

There has been some misinformation at the provider level on potential fallout for failure to complete the trainings.  To clarify, this is an expectation by GCMCA of the agencies and not the individual providers.  Agencies may hold providers responsible for attending these trainings, while the GCMCA will be holding the agencies responsible.
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Double Check Your Drug Box

The PSRO has noticed an increase in incidents involving the Regional Drug Box and, to a lesser degree, the A Pack. We strongly encourage all medics to double check their boxes for broken vials, used needles and blood that has not been cleaned up. Ninty-nine percent of the time, the pharmacy exchange goes flawlessly. It is that one time that will just cost you more time explaining what happened. 
CPR CHANGES UNDERWAY
By John Erich, Associate Editor

EMSWorld.com News
  The American Heart Association's long-awaited new guidelines for CPR reflect what the resuscitation community has learned in recent years:  that fast, high-quality compressions, started quickly and sustained, are among the most vital components to helping a sudden cardiac arrest victim survive. 

  In its new 2010 Guidelines for Cardiopulmonary Resuscitation and Emergency Cardiovascular Care, just published in the AHA journal Circulation, the organization reorders the traditional A-B-C of care to put the C, for circulation, first. Now, responder or lay person, you call a C-A-B. 

  "For more than 40 years, CPR training has emphasized the ABCs of CPR, which instructed people to open a victim's airway by tilting their head back, pinching the nose and breathing into the victim's mouth, and only then giving chest compressions," guidelines coauthor Michael Sayre, MD, chair of the AHA's Emergency Cardiovascular Care
Committee, said of the change. "This approach was causing significant delays in starting chest compressions, which are essential for keeping oxygen-rich blood circulating through the body. Changing the sequence from A-B-C to C-A-B for adults and children allows all rescuers to begin chest compressions right away." 

  Previously, the guidelines instructed rescuers to open the airway, then look, listen and feel for normal breathing, and to deliver two rescue breaths before starting compressions on an unresponsive patient. Now, conversely, they should start compressing immediately on those who are unresponsive and not breathing normally. 

  The reason: In the initial moments after an arrest-precipitated collapse, victims still have oxygen in their lungs and bloodstream, and the faster compressions begin, the faster that oxygen can be moved along to the brain and heart. With airway as the top priority, rescuers may instead delay to deliver breaths, retrieve a mouth barrier or collect and prepare ventilation equipment. Rescuers who pause to open the airway, research suggests, can take up to 30 seconds longer to start pushing the chest. 

  With that in mind, professional rescuers should now perform a quick check for abnormal or no breathing when they check responsiveness. Providers should spend no more than 10 seconds checking for a pulse before starting CPR, then use a defibrillator when it's available. 

  For trained rescuers, the previously recommended ratio of 30 compressions to two breaths has not changed; the compressions just come first. As before, rescue breaths should be given in approximately one second. Trained lay rescuers should continue this cycle until a rescue professional takes over. Once an advanced airway is in place, professional rescuers can revert to continuous compressions and no longer cycle with ventilations. 

  Other important changes and aspects: 

· The recommended compression rate is now at least 100 a minute, instead of approximately 100 a minute. The Bee Gees song "Stayin' Alive" is still a good pacing aid. 

· The recommended compression depth is now at least 2 inches (5 cm) in adults, instead of 1½ to 2 inches. For infants and children, compress at least one third of the anterior-posterior diameter of the chest, or approximately 1½ inches (4 cm) in infants and 2 inches (5 cm) in children. 

· Allow full chest recoil after each compression. Avoid leaning on the chest between compressions. 
· Minimize interruptions to compressions. 
· Avoid excessive ventilation. 

· Use of cricoid pressure during ventilations is generally not recommended. 

Additional Points

  The AHA notes that professionals should tailor their interventions to the most likely cause of a victim's arrest. For a collapse witnessed by a lone provider, for instance, the provider should assume the cause is a cardiac arrest with a shockable rhythm, and expediently 1) activate the emergency-response system, 2) retrieve an AED if available, and 3) provide CPR and use the AED. However, for a victim of presumed asphyxial arrest (e.g., drowning), they should provide compressions with rescue breathing for about five cycles (around two minutes) before activating the emergency-response system. 

  The new guidelines also contain new emphasis on integrated post-cardiac arrest care and education, as represented by the addition to the Chain of Survival of a fifth link representing it. 
More best practices: 

  Qualified providers should also use quantitative waveform capnography to confirm intubation and monitor CPR quality. 

Therapeutic hypothermia should be part of an overall interdisciplinary system of care after cardiac arrest resuscitation. Atropine is no longer recommended for routine use in managing and treating PEA or asystole. For more on the new guidelines, see www.heart.org. 

For Professional (not bystander) the new CPR guidelines for professional BLS rescuers: 

· "Look, listen and feel" has been removed from the algorithm. Simultaneously check for no breathing or no normal breathing (i.e., agonal gasps) as you check for responsiveness. 

· Activate the emergency response system and retrieve an AED (or send someone to get one). 
· Do not spend more than 10 seconds checking for a pulse. If a pulse is not felt within 10 seconds, begin CPR and use the AED when it's available. 

· Initiate chest compressions before giving rescue breaths. 

· Use of cricoid pressure during ventilations is generally not recommended. 

EMS Network:    EMS A-Z Series 
by Jim Hoffman, Paramedic IC
Ventilations. You would think that this is a pretty mundane topic and I am not going to go into gas exchange, tidal volume etc. What I do want to discuss is the ventilation rate. I have found many providers do not ventilate during CPR at the correct rate according the 2005 AHA Guidelines.   

  By now I am sure you have recertified your CPR card and are aware of the primary changes 30:2 vs. 15:2 etc. But what I want to focus on is the ventilations when a patient has an advanced airway.

  Once a patient has the advanced airway in place there are no pauses for ventilations. The provider giving ventilations should do so at a rate of 8-10 per minute. This is only 1 breath every 6-8 seconds. Compared to the way you may be used to doing it coupled with the excitement of performing CPR and that may seem like next to nothing. Add that to some providers desire to appear like they are doing something (even subconsciously) and it is very hard to keep that rate at 8-10 per minute. 

  Several studies of actual CPR by healthcare providers showed that many victims receive too many breaths, breaths with too large a volume, or both. Rescuers should practice delivering the correct number of breaths during CPR. During CPR a lower than normal respiratory rate will maintain adequate oxygenation and carbon dioxide elimination because blood flow to the lungs is much lower than normal. Rescuers should avoid over ventilation because it increases intra-thoracic pressure, interferes with venous return of blood to the heart (so it prevents adequate refilling of the heart), and therefore decreases the cardiac output generated by subsequent chest compressions.
  If you have taken a recertification class lately you most likely were exposed to this new method. But reading it and doing it is a bit different. Next time you perform ventilations during CPR really try and count in your head the seconds between each ventilation. It will seem like forever.
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