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GERIATRIC CARE AND HANDLING

- PURPOSE OF MODULE

To orient the EMT student to the special needs and appropriate special care and transfer
techniques for assessing, treating, and transporting geriatric patients, in emergency and
nonemergency situations. To also instill in the EMT to blend into that system as an integral
part of it, working closely with all other medical and professional health personnel and
agencies that have a role in the care of geriatric patients. ~

CONTENT OUTLINE
'L INTRODUCTION
A Definition of Geriatrics

B. Discussion of Aging
1. Statistics of population age changes
2. Effects of an aging population

. THE HEALTH-CARE SYSTEM FOR THE AGED

A. Decentralization of health-care
1. Affect on geriatric care
. a.  Resources and advantages
b. Limitations and drawbacks
2. Components of decentralized system

B. EMT role in decentralized health-care system
1. Interactions with other agencies and facilities
2. Types, structure and role of facilities

. PSYCHO-PHYSIOLOGY OF AGING

A Physical éging process
© 1. Sensory and function losses
2. Patient's perception of aging
B. Clinician atfitudes about aging
1. Effects on interactions with the aged
A 2. Effects on clinical care for the aged
v GERIATRIC DISEASE PROCESSES

A Ageasa factor in disease development
B. Primary diseases of aged

V. ASSESSMENT AND CARE OF GERIATRIC PATIENTS
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ViIL

Factors modifying usual care technlques
1. Interpersonal communications
2. Behavioral disorders

Special care needs of geriatric patients
1.  Physical and mental limitations
2. Emotional support

3. Basic bedside care and handiing

Trauma in the elderly |

1. Response variations

2.. Treatment considerations
Elderly Abuse

Common Medications

Request for limited r&eusatatxon

1.  Living wills :
2 lerted heroics

TRANSFER AND mANSPORTATION

A. Transport considerations

1.  Patient condition

2. Environmental factors

3. Mental and emotional needs
B. Transfer techruqu&e

1. Bed to cot

2.  Fioor to bed or cot

3. Bed to chair

4. Floor to chair

5. Walking assists
C. Appliances and equipment

1. Wheelchairs -

2. Walkers

3. Hospital beds

4. Home axygen systems

5.  Urnary catheters
DEATH AND DYING
A.  Kubler-Ross phases
B. Hospice programs
C. Requests for limited resuscitation
D. Religious needs and concems
E.

Family and staff crisis intervention



GERIATRIC CARE AND HANDLING

OBJECTIVES OF LESSON

10.
11.
12.
13.
14.
15.

16.

17.

18.

Upon completion of this lesson, the student is expected to be able to:

List two (2) resources in health-care and two (2) advantages of each that have effects

on the geriatric patient.

RN

List two (2) limitations in health-care and two (2) limitations df each that have effects
on the geriatric patient. .

»

Name one (1) effect the aging population has on society.
List the components of a decentralized systerh. -
List three (3) types of geriatric facilities and their major role. o
identify two (2) sensory losses in the aging process.

identify two (2) funchonal losses in the aging process

List two (2) EMT attrtudes that may have an effect on the interaction with the aged

- List two (2) EMT attitudes that may have an effect on the clinical care of the aged.

Name three (3) primary diseases of the aged.
List two (2) care needs of the aged related to physical limitations.
List two (2) care needs of the aged refated to mental fimitations.

Identify three (3) considerations that must be used when handiing the elderiy
identify two (2) considerations that must be used when treating the eldery.
List the two (2) requests that may be made for limited resuscitation.

Name ihree (3) transport considerations that must be made by the EMT when
transporting the eldedy.

identify a danger assocxated with ttansport ofa pahent with a urinary catheter.

List the phases of death and dying.



19.
20.

21

Identify the purpose of the Hospice program.

Identify two (2) needs of a dying patient that must be considered by the EMT.

Demonstrate transfer techniques for the elderly:

bed to cot/stretcher floor to chair
bed to chair assist walking
floor to cot/bed '

Demonstrate appropriate care of urinary catheter tubing during transport of a patient
on a stretcher/cot. P
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EMT GERIATRIC CARE MODULE

INTRODUCTION

A Definition of Geniatrics

Geriatrics is the study of all aspects of aging including the physiological,
pathological, psychological, economic, and sociological problems of the elderly.
Some sources attach this definition to the term Gerontology, defining Geriatrics
as the area of study related to the diseases of the elderly. However, for the
purposes of this module, we will subscribe to the former definition as it
encompasses the total phenomenon of aging and ts more compatible with our
objectives. ' .

Discussion of Aging
1. Statistics of population age changes

The fact is the United States has an aging population. There is, however, some
confusion as to the cause. While it is true that there has been a dramatic
increase in life expectancies at birth, for both sexes, between the years 1900 and
1980 (46.58 years, male, 49.07 years, female, to 69.85 years, male, and 77.53
years, female), the major reason for the rise in elderly poputation is the increase
in the number of annual births prior to 1920 and after World War ll. The oldest
age groups are the fastest growing segments of the population. And, as the
years pass, those members of the “baby boom” of the late 1940's and 1950's will
create a “senior boom” that will last well into the next century. (See figure 1)

Approximately 25.5 million citizens over the age of 85 are presently living in the
United States. Of these, about 1.2 million receive long term care in nursing
facilities or other institutions. The rest, including 3.5 million functionally
dependent elderty, five in homes or other noninstitutional settings. It is a myth
that most elderly citizens five in nursing homes. The figure is actually closer to

five (5) percent.
2. Effects ofan aging population

The aging population will have far reaching effects on society. It is impossible”
to measure the impact these effects will have on those who deliver prehospital
emergency care or to foresee all the areas that will be involved. We can,
however, make reasonable predictions based on frends which are even now
forming in the work force, social services, housing and health care services.



ACTUAL AND PROJECTED PERCENTAGE
OF U.S. POPULATION 65 YEARS OF AGE AND OLDER

z N

Fgure 1.
Source of information: U.S. Bureau of the Census .

Due to the rise in the number of older Americans, the ratio of working age
citizens (18-64) to retirement age citizens (65 or over) will begin to decline. In
1885, the ratio was 5.3 working age citizens for each person of retirement
age. By the year 2030, the ratio will drop to 2.7 to 1. In an effort to keep a
strong tax base, it will be necessary to make adjustments in the usual retirement
age of 65. ) - .

Oider workers will remain in the work force in job-sharing or part-time positions.
in an effort to support government sponsored assistance, the nation must reduce
its unemployment rate. The creation of new income sources, and therefore new
faxable resources, can help to prevent a taxpayer revolt as workers see more
and more tax dollars used to pay for programs designed to help the elderly.
PmpmomlmﬁmwmmmmMIWIWWMSfmme
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elderly: social services, senior advocacy, visiting nurses, and in-home health
care programs. Women traditionally have assumed the responsibility for caring
for elderly relatives. With more women entering the work force, and with the .
. older population itself aging, there will be an increased demand for nurses, ™
physical therapists, geriatric specialists, management personnel, and all skilled
and semi-skilled workers involved in the operation of nursing home type facilities.
The EMT will see an increase in the convalescent type ambutance transports.

Social services can be divided into programs that offer assistance to older
people and programs offered by older people. Programs which offer assistance
to the elderly include Social Security, Supplemental Security income (SSl),
Medicare, Medicaid, and Food Stamps. Social Security is a retirement pension
administered by the federal govemment. Money paid into the program
by today's worker is used to provide income for today's retired. As the ratio of
workers to retired decreases, the ability of Social Secunity to-provide benefits will
be jeopardized. Today’s young wage-eamer can expect.to 'see major changes
in either the administration of Social Security or in its benefits if the program is
to survive. SSI is administered by the Social Security Administration and
provides payments to those whose incomes are below specific levels. SSl is not
based on previous work experience and is not limited to the elderly. Medicare
and Medicaid are govemment programs to provide assistance in paying for health
related services. These programs can be expected to expand to include
preventive medicine and long-term health care. Food Stamps is a federal”
program administered through local welfare departments. Eligibility depends
upon incore rather than age. In the future, nutrition can be expected to be
emphasized in health care programs and homemaker/handyman programs.
Those programs offered for older people include: Retired Senior Volunteer
‘Program (RSVP), Service Corps of Retired Executives (SCORE), Senior
Companion Program, and Green Thumb. - Since older people have been very
successful in both paid and volunteer positions, we can expect an increase in the
type of programs which utilize the older person as a contributor rather than the
client. In 1980, 72 percent of all elderly owned their own homes. 22.3 percent
of all owner-occupied housing units and 16.4 percent of all renter-occupied units
are occupied by persons 65 years or older. Oider Americans receive govermnment
assistance for housing subsidies, tax breaks and preferential placement.

In the future, older people will have a wide choice of housing options ranging from
long-term care facilities; to maintaining homes within the general population; to-
housing complexes and communities designed specifically for the elderty with
provisions for food and personal services, recreational facilities and health care
services close at hand. : :

Since few homes in which the elderly reside are designed to accommodate an
ambutance cot or wheelchair, it is imperative the EMT develop and maintain skills
in lifing, carrying or moving patients through close quarters. The EMT must also
have the ability to adapt emergency are techniques to cramped spaces.

9



Architects should consider the needs of the elderly and the disabled in the
design of future housing. Persons age 65 and over use health care at a greater
rate that those under age 65 because the elderly have higher rates of illness
injury, and disability than the younger population. Public funds pay for
approximately 65 percent of all health care expenditures for the elderlty. The
other 35 percent is paid by out-of-the pocket payments or through supplemental
insurance purchases. Those areas of health services not normally covered by
insurance; dental, eyeglasses and rehabilitation services, are not as highly
utilized by the elderly. As a result of the aging population, changes related to
health care could include preventive medicine measures, increased payment fro
fong-term health care, payment for in-home heatth related :services, and fuller
coverage for special needs such as eyeglasses and dental services centers will
be located in, or near, housing developments for the elderly. And, the EMT
cannot only expect to see an increase in the nonemergency, convalescent type
transport, but an increase in the number of older patients. . ‘

HEALTH CARE SYSTEM FOR THE AGED

The health care defivery system in this country has been constantly changing and
evolving. However, never have these dynamics been ore evident than in the years
post World War ll. Traditionally, health care had been “centralized" in nature. That
is, mesystemmscompﬁsedgecuanyofaphysicianasﬂ\epﬁmarymre practitioner
and the hospital as the central location where health care was delivered to in-patients.
Few "medical services” were otherwise available or could be effectively delivered in

However,sheeWoddWarllmeheatﬂ\wederwetysystemhasexpeﬁenoed
sweeping change in purpose, process and design fueled by societal, educational,
political, economical and technological factors. Smith and Kaluzny define the health
care delivery system in the mid-eighties as a "white labyrinth that is an elaborate set
ofan‘angementsmatmak&savailabletousmeted'mologyofﬂ\eh&alm sciences.”
The cumrent health care delivery system is comprised of four general categories:
financing mechanisms, primary providers, secondary providers, and consumers.

Financing mechanisms include:
1. Private and public charity;

2. Feeforsewice—vdﬁdm.means_mepaﬁentpaysforhispetsonal resources
- for services rendered by a health care provider;

3.  Biue Cross/Biue Shield — largest health care insurer in the country offering
a variety of health insurance plans at a variety of prices; .
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4. Other commercial health insurance;

5. Medicaid — partially funded by states and partially by federal government, -- -
Medicaid is actually a living expense subsidy as opposed to health
insurance; : .

6. Medicare — health insurance available to those with certzin disabilities or
those 65 and over subsidized by the federal govemment; and,

7.  Other public subsidies — such as supplemental security income (SSt).

.
F A

Primary providers include:

1. Health care professionals and paraprofessionals — induding physicians,
dentists, nurses and nursing personnel, therapists, allied heaith personnel,
paramedics, EMTSs, etc; o

2. Hospitals — including general. and specialty hospitals; mental heatlth
instifutions, and certain highly specialized clinics; *’

3. Extended care facilities — including retirement kiving centers that can accept

’ only private pay residents, assisted living centers that provide fimited
assistance such as housekeeping and linen service, meals and assistance
‘with bathing for private pay residents (Insurance does not cover nursing
homes at both the intermediate care and skilled nursing levels; Intermediate
care will provide limited nursing service including passing medication,
evaluation of patients, physician services, meals, housekeeping, etc.
Medicaid and some private insurance poficies will pay for these services.
Skilled nursing care is more intense including in some cases [V therapy,
enteral feeding, various medical treatments and the like. Medicaid and
some private insurance policies will pay for mited lengths of stay for specific
diagnoses. In some cities nursing homes have opened what is called
~super-skilled” or "sub-acute” nursing units that have nearly the same level
of service as a hospital.); , :

4. Homehealﬂ'\agend&s-pruvidenursingservio&sinmepaﬁenfshomefor
- a fee (Medicaid and some private insurance policies will pay for this. -
Services range from companion-sitier services to those of regtstered nurse
or alfied health professionals. Some home health agencies are doing IV
therapy, enteral feeding and other advanced treatments at home.);

5. Neighborhood health linics — usually govemment subsidized with specific
~emphasisonaspedalneedhthecommunitysud1aswellbabi&sor
pregnancy counseling; -
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10.

Health Maintenance Organizations (HMO's) — health insurance with a
general emphasis on preventive health (Some HMO's have actual.
“storefronts™ from which they see patients. Others are a group of heaith
care providers organized by a central goveming body that agree to provide

heaith care services under specific terms. The patient is charged an annual
subscription fee and then very modest amounts, if any, for v:sds HMO's are
very popular as alternative providers of health care.);

Preferred Provider Organizations (PPO's) — generally a group of health care
providers that agree to provide services to member patients at preferred or
discounted rates (Members are charged an annual membership fee and
then preferred rates at time of service.);

Ambulatory Climcs — generally they provide various surgeries or treatments
that can be done on an out-patient basis (no ovemught stay) - (This
approach to medicine is popular as a deterrent to the rising cost of heatth
care. Medicaid, Medicare and private insurance wnll generally pay for

services received at these facilities.); . ‘

Emergency Medical Service Systems — generally funded or subsidized

-lhfough local government (ngerally patlents are charged for service and

insurance will cover.); and,

Urgent Care Centers — generally free-standing, for-profit centers (Services
rendered without appomtment and covers most nonemergency problems.).

.Secondary providers include:

- educational institutions (nursing and medical schools, etc.)

professional associations

dmgandeqmpmentsuppﬁers i
research institutions

Vwmmsbnefe)qalanahmofmewnpmentsofﬂEdecermaﬁzedhealm.are system,
it shouid be apparent that an EMT should familiarize himself with the resources of his
community. Themedimlstaﬁsofm&seprowda'agamzahonsmaybeunfamxharvwm
the operations of the EMS system; therefore, direct contact by representatives of the
EMS provider organization prior to an emergency response may avoid confusion and
amismderstancrmgofrolesandobjediv&sduringamponse

The obvious advantage of the system to the geriatric patient is its great availability.
Medical setvices of many types and descriptions are offered to anyone wiiling to pay.

thmmmlstysbecanmgawtelyawaredmempoﬂanceofmarkeﬁngto
tell the consumer of what is available. Additionally, competition is such that the
development of new programs of the “repackaging™ of old ones is a constant

12



challenge.

Additionally, a new awareness of the aging of our population has made providing for--
ﬂleneedsoftheeldedyanewuiority. Society has realized that it is getting older. As
the general population ages, a new power base will emerge. We already see the
effects of this emphasis in increased research on problems of the elderly such as,
arthritis, Alzheimer's disease, etc. Private industry is hurrying to build the estimated
additional 1.5 million nursing home beds and related services by the year 2000.
Furmermore.ﬁ\isconsumergroupw_illcompdse%%ofmetotal population by the year
2000, accounting for 43% of the total hospital days and 18% of the total physician
visits. o 4

W:ﬂxﬂxisernphasisa!sooomﬂreconﬁnuedrisingcostofhealﬂ\mre. Why do these
costs continue fo rise? Four explanations are reasonable: -

1 Simple infiation; between the years of 1975 and 1981 the medical care price
index rose at an annual rate of 9.9%. - ' , .

2 A favorable atfitude toward the increased usage of -.;c;phisﬁwted and costly
medical technology exists among physicians, hospitals and even patients.

3 The nature of disease and morbidity is changing. Acute, short term iliness such
) as infections diseases are less predominant in favor of chronic, long term
flinesses such as heart disease and cancer. '

. 4 4MoreAmeriwnshavé health insurance: 7# in 1940 to over 80% in 1580.

Haweva.ﬂeddedyhavenotnemsarWQahedpar&ymmeabﬂnympayforhealm
care. Generally, the elderly ive on reduced or fixed incomes.. Many believe that
Medmrewillpayformelrhealﬂmrecostsmoutexcephon However in the

gmermnmfsaﬁanptmmnbaddshealmmmsts,mmmresystemhasbeen
Rewnﬂymegavamnaﬂstadedrebnbusmhospitalsmasystemofdxagnosﬁo
related groupings (DRG's). Simply put, the government will-pay a hospital a fixed sum
for.apaﬁernwiﬂlaspedﬁcdiagnosis. If the hospitals can provide the care for less,
itmakesaproﬁl:'rfitwnnot.itsuﬁersabss. Therefore, patients, including the-
elderly, aresomeﬁm&sd"lsdxargedfromahospitalsoonerman under the previous

v system. Manyeldedythatmaynothaveﬂ\efamilyorfﬁendssuppon
network that youngerpa'tientshave;ﬁndﬂ\emselv&he)dendedarefaaﬁﬁes or
mWh&lﬂ\careager\a&Sformnval&ecetm However, Medicare will only pay’
brﬁmedstaysbrspedﬁcdnagnosa'ﬁmeyarenmuedmeﬁg‘memmustsm’y
bngermanMedicareﬂlcoverﬂ\eynustpayﬁanetsmalmsomces An extended
staycanhaveadevastaﬁng effect on life savings and "nest eggs.” When that
m.mmwmmmmrmmwwm@m This
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process can have senous effect on a person's sense of pride and self-worth and also
on one's status in society and family. '

Clearly, one of the most important challenges of this decade will be how to provide
health care to an aging population in a way that can be afforded. EMT's will find
themselves relatively detached from the problems of pay for elderly health care;
however, DRG's may soon extend to pre-hospital care. When that happens we all
may be reevaluating how care is to be provided and under what conditions.

Il. PHYSIOLOGY OF AGING

- A. Physical Aging Process

-

Aging - is a general term used to describe the processes through which an
individual acquires the socially defined characteristics of old age. As the body
ages the probability of disease, injury and death increases. The group of
processes which cause the body to deteriorate, become less viable and more
vuinerable is called senescence. " .

1.

Sensory and Function Losses

~ Sensory processes which deteriorate with age include:

1. Vision 4. Taste

2. Heanng o S. Smell

3. Balance 6. Sensations

Vision - Two structures within the eye are particularty affected by age, the

lens and the iris. As age increases, the lens becomes yellow and thickens,
colors begin to fade and it becomes difficutt for the eyes to focus, especially
on very near objects. The iis controls the amount of light entering the eye
by controlling the size of the pupil. The average diameter of the pupil
decreases with age creating the need for brighter fight for vision. The
elderly find glare from bright lights to be a serious problem and have greater
difficulty in adapting to darkness and distinguishing between levels of
brightness. ' ~ -

Hearing - Most people begin to suffer from hearing loss around the age of

20. Hearing loss is usually slow and uneven and affects men and women
equally until the age of 55. After 55, the loss of hearing is greater in men.
The elderly have difficulty in hearing tones at the higher frequencies; and,

' havetﬁfﬁajtyhdisﬁngtﬁsfﬁgbadcgrm:umiseﬁommalconver;aﬁon.

Balance - It is unknown whether the decrease in sense of balance is due to
14



changes in the inner ear, dhanges in the blood supply or coordination
problems created by the central nervous system. Whatever the cause, the
elderty have a greater difficulty in maintaining balance and tend to fall more -

often than younger people. ~

Taste and Smell - The sense of taste declines as a result of the decrease
in the number of taste buds and the fact that the remaining taste buds
become less sensitive. The sense of smell seems to begin fo decline about
the age of 45. Not enough research exists fo indicate if the cause is due 1o
aging or due to the imitants such as smoking and air pollution.

Sensations - Research indicates that all general body ;ensaﬁons - touch,
pain, muscle movement, and vibration decrease with age.

Functional losses that result from aging include:

1. Reaction time 3. Musdle strength
2. Complex performance 4. Memory 4 |
Readiion Time - Increases with age. It is not clear if the increase is due to

adegenaaﬁonofmephysmlprowss&orad&siretobenmwremiand

‘ nce - Involves a series of actions in response to a series
of stimufi. The processing of data by the brain takes longer in the elderly.

- decreases as a person ages partly because the muscle
cells atrophy and partly because of loss of lean muscie mass.

_Mg:m-Someeldeﬂysuﬁeriﬁleoémmemoryb&s. When it does occur,
shm-wmorrecentmemoryseemswbemoreaﬁededthanlong»tennor
remote memory.

Patient's Perception of Aging

The older patient's perception of aging is often a self-fulfilling prophecy in
that in his younger years he developed a negative attitude toward the -
eldery. Old age is viewed as a fime when a person must relinquish control
of his activiies, possessions, ambitions and desires and becomes more
responsivetothedemandsofomers. Old age is perceived as a time of
physical and financial dependency. The elderly often have unjustified fears
including the fear of not enough money to five on, being institutionalized,
poor health, loneliness, tack of medical care, and crime.
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Clinician Aftitudes About Aging.

The approximate average age of EMTs in Indiana is thirty-three (33). By this--
age, the EMT has already formed definite attitudes in regards to aging. We are
a youth-oriented society with emphasis on physical fitness and physical
atiractiveness. When the EMT faces his elderly patient, is he looking into a
magical mirror which predicts his future? His elderiy patients have problems,
that's what makes them patients. They are i, confused, frightened, sad and
lonely, not physically fit and certainly not physically attractive. Ignoring the
altemnative, the EMT does not want to age because to age is to become the
elderly patient. Even without the EMT being aware of jheir presence these
attitudes may affect his relationship with the elderty and the care he renders.
These attitudes may include the following feelings.

Anger Apathy

Fear Confusion
Aggravation Boredom
Resentment Complacency

lfmeEMThasnot‘acwptedmereaﬁtyofhisownaging.hemaydevelo'pafear.
of the elderly. Confusion about the seemingly injustices of life can affect the
EMT's dealings with his patients. TheEMTwhohascomfmtedﬁmeparentsofa
SIDS victim or small child killed in an accident may develop anger or feelings of -
resentment towards the elderly. Dreamsofﬁfe—savhgresweandredlightsand
sirensgiveswaymbomdomandapahyasﬂ\eEMTu'ansportsﬂweldedy
patient from a hospital to a nursing facifity and back again. Too often the EMT
bemm&ssnwgmﬁcunpbcemashedealswimﬂweeldeﬂy.faimgtorecognize
the elderly patient as being in a class by himself, Just as the pediatric patient
mmbeheatedasaﬁtﬂeadultﬂ\eeldedypaﬁentwnnotbetreatedasalarge
child, nor can he be treated simply as an adult. Failure on the part of the EMT
tore’cognizeﬁrespedalneedsofhegeﬁaﬁcpaﬁentmnmusefeeﬁngsof
'aggravaﬁonuﬁmﬂ\epaﬁentandladtoadeaeasehmequaﬁtyofmre. The
EMTmustcometogﬁpstmereaﬁtyofhismmagingandbewiﬁngtoemend
exhaﬁme.'eﬁatandmderstancrmgifﬂ\eneedsofﬂweldedyaretobesaved-

1. Emcisbninteracﬁonswiﬁ'nﬂ'ieaged i
Attitudes of the EMT can have the following effects on the EMT's
a igruhgmepaﬁenfspr&sencebydiredigqusﬁmstooﬂws'instead

of to the patient , ‘ ‘

b. failure to touch the patient or to maintain eye-to-eye contact except
when giving necessary care o :

-16



C. fgilure to allow the patient to make dédsions regarding his care
d. failure to allow the patient control over his body or his possessions -
e. treating the patient as if they were a small child |
f. failure to allow the patient extra time to respond to questions
g. invading the patients right to privacy
2. Effects on dlinical care for the aged .
Attitudes of the EMT can have the following effects on patiert care.
a. rough handiing of the patient )
b. inadequate attempts at obtaining patient history .~
c. assuming a confused state of consciousness is normal for the patient
d. inadequate packaging of the patient
e. failure io take the patlents complaints seriously
f.  incomplete patient assessment

g. - failure to recognize major health problems

{V. GERIATRIC DISEASE PROCESSES

“The only absdutemleabputﬁweaghgproce&isﬁxatitevenh;allystops.‘ Even
ﬁmghﬂ\eavaageﬁfeexpedancyhasrisa\werﬂeyears.ﬁ\ereseemstobeaﬁmﬁ
to man's longevity. Recorded history has always shown those rare individuals who
ived 110-120 years. At the present time there are nearly 12,000 people over the age
of 100 in the United States. In 1930 a study by German pathologist, Ludwig Aschoff
indicated that very few people die of old age. A ‘ -

A Age as a Factor in Disease Development
. inevitable changes occur in body systems and vital organs as we grow older.
These changes contribute to the aging process and play a key role in the

development of disease. Vital organs and systems affected by age include the
following. : ' 4
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Heart and Cardiovascular System - Arteérial walis thicken and become less
resilient as plaque and fatty deposits accumulate inside arteries. Heart valves )
become rigid and heart musde deteriorates. Cardiac output declines as the heart
works harder to pump blood. ‘

L.ungs and Respiratory System - The respiratory system becorﬁes less efficient
as the lungs become less elastic and lung capacity decreases. Chest capacity

decreases due to arthritic changes in the joints. h

Kidneys and Bladder - At age 70, blood is filtered by the kidneys at one-half the
rate at age 30. Bladder capacity declines by one-half. .

Musculoskeletal Systems - bones lose mlciufn, become more brittle, and siower
to heal. Cartilage wears down and loosens, synovial fluid decreases, and
ligaments harden. - .

immune System - Immune system response to infectious agents becomes
delayed or inadequate. - . '

Priﬁtaty Disease of the Aged

Diseases of the elderly can be divided into two groups: those diseases, both
acute and chronic, which are leading killers of the elderly; and, those diseases
which are mainly debifitating. Those disease which often resutt in death include
the following. ‘ ' -

Cardiovascular Disease - including myocardial infarction, congestive heart failure,
_hypotension, and arrhythmias '

Cancer - 90% of all cancers occur in individuals over the age of 40

w@g-mmmmdd&mmmmwm
second leading cause in those 85 and over. - .

ni ive Pulmona i OPD) - Emphysema, chronic
W\dﬁﬁsandomerrelatedcond:ﬁonsaremefourmmmngcauseofgeam;
COPD hasbeenidentiﬁedasthemosttapidtyina'easing health problem in -
Diabetes - the most common metabolic disease of the elderly affects 20% of all
over the age of 65 : :

Preismonia - often fisted as the cause of death even though the patient suffered
from another potentially fatal chronic condition
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Debi(itaﬁné disease which affect the elderly and which should be considered by
the EMT when delivering care include the following.

Arthifis -Ostecarthuits is found in almast all peaple over the age of 45. It is very
painful, but usually not crippling. Rheumatoid arthritis is found in all age groups
and can be rapidly crippling.

Visual Disofders - including cataracts, glaucoma and Senile Macular

Degeneration |
" Parkinson's Disease - the most common movement disorder to the elderly
Anemia - usually the resutt of other chronic ilinesses or drug induced blood loss

Dysphagia - May be caused by COﬂdlthﬂS such as stro@l;e_j_or palsy; or, by less
effective esophageal peristalsis. :

Hiatal Hemia - found in 40-60% of those over 60 years of age |
Ostecporpsis - a contributing factor in fractures, especially of the hip, wrist, and
vertebrae ‘ - .
V. ASSESSMENT AND CARE OF GERIATRIC PATIENTS
A. Factors modifying usual care tedmniqueé.
1. lnterpersonaf Communications

. Those paﬁentfactors which affect interpersonal communications include

a. Hearing deficits

b. Visual problems

c. Sodial isolation

d. Sociocuitural differences

2. Behavioral Disorders -

Those behavioral disorders which must be considered when defivering afe
to the eldedy include

Cerebrovascutar Accident

Aphasia
Organic Brain Syndrome
Aizheimer’s

apop
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Special Care Needs of Geriatric Patients

The major reasons for problems in caring for-and communicating with the elderly -
relate to sensory and neurological deficits and environmental or sociological

1.

factors. Special care techniques can be used to circumvent these problems.

Physical and Mental Limitations

Hearing deficits - Do not shout! This can be mistaken for hostility. Talk -
slowly and distinctly, using a normal tone of voice but lower the pitch. Aliow
the patient to see your lips and use gestures and facial expressions to relay
your thoughts. Keep background noise to a minimum. Rephrase your
questions rather than repeating them.

Visual ms - Increase the lighting whenever possible. Reduce glare
and maintain eye-to-eye contact with the patient.

Social isolation - Remember, most elderly live alone, and therefore, lack
social stimulation. A type of “cabin fever” may result. Crying, depression
and memory loss may actually be a reaction to isolation. Carry on normal
conversation with the patient as much as possible. ’

Socioleuttural differences - Factors such as ethnic and radial differences and
differences in levels of education can create communication' problems.
Avoid slang or technical terminology. The EMT should monitor the patient
for positive signs of understanding during assessment or when explaining
care which he ts giving.

Aphasia - Even though the patient may be unable to talk, keep in mind he
may still be able to hear and understand what is being said. Be alert to any
signs of positive feedback from the patient. Consider eye blinking or finger
movements as a means of nonverbal communication. Do NOT ignore this
patient verbally. ‘ - - A

Organic Brain Syndrome - OBS is a catch-all phrase to denote those acute

- and chronic mental disorders associated with brain damage or impaired

cerebral function. Those disorders could include CVA and Alzheimer-
disease.

- Alzheimer’s Disease - A form of presenile dementia usua!ly occurring

between ages 40 and 60. This is a progressive disease ranging from loss
of memory to complete loss of intellectual function. Any OBS patient
requires tender loving care and patience on the part of the EMT.
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Emotional Support

Often times the elderly patient views the hospital or nursing facility as a...
- place where one goes to die. The patient may be confused, apprehensive
or fearful about transport to such facilities. The EMT needs to maintain
communications with the patient, explaining the care that is being given en
route, providing a hand to hold and reassuring the patient to help relieve his
fears. As with all patients, the elderly should not b lied to.” Tactful, yet
honest, answers should be considered for all questions. Keep in mind it is
not the responsibility of the EMT to inform a patient that he is being admitted
to a nursing faciity. Questions about diagnoses or prognoses should be
referred to the medical staff. The value of simple verbal’communication and
physical contact should not be overlooked in providing emotional support.

-

. Basic Bedside Care and Handling

In addition to techniques mentioned elsewhere in this suppiement, the
follwving suggestions should be considered. ' '

~a.Talk to the patient - even when others are present, direct questions
and comments to the patient. Explain your actions. Give patients time
to answer your questions. Believe what you are told. Maybe he really
is 103 years old! SN

b. - Touch the patient - remember that sensitivity to pain decreases with
age and sensitivity to touch increases. A hand on the shoulder or a
hand to hold helps to ease feelings of fear or isolation.

C. Ammepaﬁentsomecomdoverhissimaﬁon—adloiceoﬂyingﬂat
or head elevated when not contraindicated. Let the patient hold his
transferpaperswheneverpossible. -

d. Respectthe patient's modesty and privacy. Protect your patient from
the eyes of curious bystanders. A well-placed sheet or blanket is
always appreciated. The elderly deserve the same confidentiality as

e. Address the patient by his titie (Mr. Smith or Mrs. Jones, etc.) not by
“Pops™, "Granny”, "Honey', "Sweetie”, "Tootsie”, or "Sugar.” Do NOT
use first names unless $0 requested. * Sir of madam are always
appreciated. Patients are not gomers, grunts, vegetables, senile, dirty
old men, old biddies, nasty old ladies, good girs, or good boys.
Remember, all patients, especially the elderly, deserve your respect,
your patience, and your understanding.
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C. Trauma in the Elderly
Trauma is the sixth leading cause of death for those over age 65.
1. Response Variations

The elderly patient's reaction to trauma is different than the younger -
patients. Variations to consider include s

- a decrease in perception of pain; .
death can result from seemingly minor injurigs;
the period of convalescence will usually be longer;
recovery may be incomplete; and,
. the presence of chronic conditions can compilicate the injury.

Cooow

2. Treatment Considerations

Falls follow motor vehicle accidents as the major cause of accidental
death in the elderly. Consideration should be given to assessment of
why the patient fell. Did the patient trip? Was there a drop attack
(temporary muscie paralysis)? - Vertigo? Postural hypotension?
Handle the patient gently; the bones and skin of the elderly are very
fragile. Thoroughly assess for fractures.

Hypothermia is a major threat to the elderly. 50% of all hypothermia
patients are elderly and the death rate is 34-40%. Contributing factors
are medications~and nervous system deficits which interfere with
shivening. i ' .

Choking is a common occurrence. Contributing factors are aphagia,
poor posture while eating, poorly fitting dentures and holding food in
the mouth for extended periods of time. Consider choking as a
possibility in any eiderly patient with a noisy airway.

Shock reaction can be exaggerated due to blood loss compounded by

preexisting anemia, hypoxia and preexisting chronic conditions.

consider the patient's increased need for oxygen. Factors complicating-
the assessment and emergency care of elderly patients include a
patient history interview which may be rambling and not always
pertnent, an naccurate recall of cumrent medications and #linesses, and
the decreased sensitivity to pain.

D. Eiderly Abuse
No study of trauma in the elderly would be complete without the mention
2



of elderly abuse. Abuse can take many forms including neglect of patient's
hygiene and nutrition needs, withholding of care, verbal abuse, and physical
attacks. Abuse is found in nursing facilities as well-as in the home. The .-
EMT needs to be alert to any imegularities or inconsistencies when
assessing the patient, be alert for information that doesnt a"add up.”
Document incidents of trauma to the elderly as thoroughly as you would any
accident. Talk to the patient and give credence to responses to your
questions. Follow local protocol for reporting and if none exist; report your
concems to the emergency staff of the receiving hospital. Understand that
any abuse exists because it is so often ignored. The end result of abuse,
rio matter how minor, is always tragic. Our elders deserve better and the
EMT must share the responsibility to guarantee theif dignity and insure
humane treatment. s ‘

-

Common Medicétions

Even though pharmacology is not a part of Basic EMT training, the EMT
needs to be familiar with the names of common medications and the
* conditions for which they are usually prescribed. ‘Names of medications
obtained through the patient history interview can give clues to underlying
physical conditions. The following fist contains both brand and generic
" names and is not intended to be complete.

Heart conditions . . Diuretics -
Digitalis preparaﬁons'.—' | - Diuril
-Digoxan . ‘ Hygroton
Dilantin : ‘ - Moduretic
Angina Anti-Hypertensives Pain Needs
Amyl Nitrate Aldomet - Tylenol #3
Isordil Apresoline Darvocet
Nitrostat Inderal

Calan Tenomin

Verapamil

Procardia



Arthritis Anti-convulsants : Diabetes

Butazolidin - Dilantin Insulin
Corticosteriods Orinase
Indocin Diabinese
Clinoril Dymelor
Feldene '

Motrin
Tolectin

Anti-Anxiety/Sedatives " Antibiotics
Hypnotics/etc. '

Chioral Hydrate Placidyl -Penicillins
Valium/Diazepam ‘ . . Tetracyclines
Thorazine - ' '

Dalmane

VL. TRANSFER AND TRANSPORTATION .

A. Transport Considerations

1.

Patient's Condition

In most instances, the method used for convalescent transport is chosen
by the patient, the nursing facifity, or the physician. Techniques used to
fransport a patient will depend upon both the patient's physical condition and
the patient's physical abilities. Patients can be transported by ambulance
cot, wheelchair, or escort depending on circumstances. All emergency

transports should be made by cot Those patients who. are capable of

mamiaimngaseatedposiﬁonmaypreferawheeld\airformuﬁnetran
sv.nd1astoadoct,c_>r‘soﬂice. Escortpaﬁentsmustbeapableofwalkingwim

should be capable of dealing with these situations. -
Environmental Factors |
Temperature and other weather conditions must be considered when

transporting the elderly. Since the ability to regulate body temperature
decreases with age, the elderly patient needs to be protected against even

+ minor changes in air temperature. An extra sheet or lightweight blanket as

cover on a cool summer evening is appropriate. On warm, humid days, care
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must be taken to prevent overheating. A towel or scarf wrapped around the
head can protect against rain, snow of wind. An ambulatory patient shouid
be assisted when walking on any wet, slick or icy surface. The safety of the .
patient and the EMT should be a pime concem in any transportation effort.

Mental and Emotional Needs

As mentioned previously, the elderly patient may view transport to a hospital
or nursing fadility with fear and apprehension. Care must be taken to ease
their fears. Reassurance can be offered through conversation with the
patient, explaining where the patient is being taken and.what care is being
given. Attempts should be made to communicate with all patients, even
those who appear to have a lowered level of consciousness. Discretionary
_ use of the siren should be considered and always forewam the elderly ‘
patient if the siren is used, espedally if used intermittently. The importance
of establishing eye-to-eye and physical contact with the elderly patient
cannot be over-emphasized. . '

Transport Techniques

Transferting a patient can require several assistants or minimal assistance
depending upon the patient's size and his physical condition. If assistants
are used, dlear instructions should be given to assure a smooth transfer.
The safety of the patient, the EMT and heipers must be of paime concem.

1. BedtoCot = _ -

Several methods can be used to move a patient from bed to cot. Itis
importantmatenoughhelpersbeusedtoallowforsufﬁdentsuppon
of the patient's head, legs and body weight The head of the cot can
beplacedatmefootofﬂ\ebedfonmganl'.menabmorﬂueeman
wrycanbeusedwimﬂeEMTandhelpersliﬁngandroiaﬁngtop!ace
the patient on the cot. A Kift sheet can be used to slide a patient onto
acot. Some facilities provide roller devices to slide very heavy patients
from bed to cot. :

2. Floorto bed or cot | i
. .Be sure to inspect the patient for injuries if he has fallen.. A fwo or

three man life can be used to remove a patient from the floor. If
placing the patient on a cot, the EMT any helpers should kneel on the
same side of the patient. Lift the patient off the fioor and have a helper
slide the cot under the patient. Remember, it is always risky to walk
backwards carrying a patient or to step over a cot.
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3. Bedto chair

If the patient is not too heavy and capable of bearing weight, the EMT _
can face the patient. with the patient seated on the side of the bed,
place his ams around the patient then lift the patient and pivot to place
him in the chair. If using a wheelchair, be certain the wheels are
locked. An extremities lift can also be used with one EMT lifting by
wrapping his amms around the patient's chest from behind, and another
lifting the legs. '

‘4. Floor to chair .
A two man extremities lift is the safest method to move a patient from
the fioor to a chair. It is best to have the stronger. EMT at the patient's
torso and, as with all lifting techniques, Eﬂusin_gg)elegsnOt the back.

5. Walking Assists

Always provide support to the ambutatory patient, have the patient hold
your arm and be prepared to catch the patient if he should begin to fall.
Draw the patient’s attention to potential hazards such as throw rugs,
mats and curbs. Never leave the ambulatory patient unattended.

C. 'Appliande and Equipment
1. Wheeichairs
Even though wheelichairs are available in many different sizes and
styles, they all have the same basic features. All wheelchairs have a
braking system which locks the large rear wheels. Amrests can be
stationary or adjustable and removable. Footrests are usually

removable: some are designed to pivot; and, some are available with
pads to support the legs which can be elevated.

2. Walkers.
A walker is a lightweight metal frame device which allows a pafient to_
walk unassisted. A variation of the walker is the walker-cane which is
smaller and used in the same manner as a cane. A quad-cane is
smalier still and has a base of four small legs which allows the quad-

K cane to stand by itself when not being held.

3. Hospital Beds

A hospital bed ts similar in size to a standard twin bed and can have B
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electric controls or be adjusted by hand crank. Adjustments can be '
made in the height of the bed, and the head and foot of the bed can
be elevated to various levels. Siderails are usually present on hospital---
beds. : .

- 4. Home Oxygen Systems

“Common methods of providing home use oxygen are oxyden cylinders,

fiquid oxygen and oxygen concentrators. Oxygen cyiinders store high
concentrations of oxygen at pressures of approximately 2200 PSL.
With the liquid oxygen systems, oxygen is stored in iquid state and
heat from the surrounding area vaporizes the liquid oxygen allowing
for delivery of high concentrations of oxygen to the patient Oxygen
concentrators provide high oxygen concentrations by capturing room
air, separating the oxygen from other components.through a filtration-
like process and delivering oxygen fo the patient. All systems use a
flowmeter to establish the flow rate and may be used in conjunction
with a humidifier. Usual safety precautions apply in the presence of
any home-use oxygen system. ' .

5. Urnary Catheters

Twocommonurinaryﬁu\etetsaremeiﬂemalFoleyCameterandme :
extemal, condom-type catheter. Before transporting any catheterized
paﬁentbecedainﬂ\embingistapedsewrelytomepaﬁent'slegand
‘have the catheter bag emptied. Care should be taken not to puli or
stretch the tubing when moving the patient. Keep in mind that some
patients who are confused or not in complete control of their actions
may pull on the tubing with their hands. Every effort should be taken
to prevent this from occurring. Report any problems such as a
displacement or damage to the medical staff. f the patient is being
transportedinawheelchair.placeﬂ\ebagmaposiﬁdnﬂ\atprotects
the tubing form being caught in the wheels. " If transporting on a cot,
layﬂtebagmmworhangitﬁ'omﬁ\efootofﬂ\ecotonthepaﬁenfs
left side. Any indication of bloody or cloudy urine should be brought
to the attention of the receiving faclity. ‘

Vi. DEATH AND DYING
A Kubler-Ross Phases
Elizabeth Kubler-Ross, known for her research on death, lists five (5) stages
ﬂvm@whi&ape;sonpassa;whenfadmd&h The stages are not always
expaiemedhmesameaﬂa'amanystagemybeacpaiemedmoreﬂ\anme '
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time.

Denial — a refusal to accept the fact of impending death

Anger ~ towards God, family, friends, and/or those who are deliveriﬁg care

Bargaining — usually secret commitments made to God in ethange for an

extension of fife or a higher quality of life

Depression — a realization that death is imminent with sadness for pasi actions

and goals left unaccomplished o
Acceptance — The final stage involving a calm acceptance that death is near
Hospice Programs

The onginal meaning of the term “hospice” referred to a shelter for travelers on
a-difficult joumey. Today, “hospice™ refers to an organized program of care for
people facing death. Hospice programs are locally administered and coordinate
the services of the physician, nurse, social worker, spiritual leader and trained
volunteers. Services are available on a 24-hour basis without regard for ability .
to pay. Services include caring for physical, emotional and spiritual needs and
are extended to the family during the period of bereavement. A major goal is to
maintain the patient at an optimal level of functioning. '

Requests for Limited Resuscitation
1. ~ Living Wills

A living will is a document drafted by an individual which expresses his wish
that heroic measures not be taken in the event of impending death. The
dedsiontohonoralivingwmdoesnotr&etwimtheEMTbutwimme
patient’s physician. .

2. Limited Heroics

Often times, doctor's orders will include statements such as “no heroics”™ or
“comfort measures only.” These orders directed toward the medical and
nursing staff to assure that extraordinary measures are not used to prolong
a life in the face of certain death. In the presence of such orders, the EMT
wouid not normally be called to the scene. If the EMT has been called, then
the safest action for him to take would be to deliver care as he would for any
patient. In the interest of avoiding legal complications, the only "do not
resuscitate” orders the EMT should follow are those issued by a physician
who ts physically present and who assumes full responsibifity for his actions.
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if the EMT is to commit an efor, let that error be the decision to render care.
D. Religious Needs and Concems

Traditions and customs regarding death vary from one religton to another.
The EMT should respect the religious needs of all patients, especially the elderly.
However, the EMT should not allow the fulfillment of religious needs to interfere
with the care he must deliver. ' '

E. Family and Staff Crisis Intervention

When the EMT has been called to the scene of a death, his attentions need to
be shifted to the survivors. An elderly survivor should not be left unattended.
The EMT should offer to contact a neighbor or family member and ask themto
come to the home. Local protocols regarding contacting the coroner or funeral
service shouid be followed. The deceased should be handied with respect and
dignity and the EMT should avoid remarks such as “it's God's will,” “he won't
suffer anymore” or “at least he had a full fife.” A touch on.the hand and a simple
expression of sympathy is sufficient. '

Just as the EMT's attitudes about his own aging will affect his care of the elderly, his
attitudes about death will affect his care of the dying and the comfort he can give
survivors. H is, therefore, important the EMT leam to deal with the death of others by
exanﬂninghisfeefmgsabouthisown.



Advocacy —

Ageism —

Aging —
Aphagia —
Aphasia —
Atrophy —
Dysphagia —
Dysphasia —
Geriatrics —

Penstalsis —

Senescence —

GLOSSARY

to support something or a cause

a dislike of aging or older people based on the belief that aging makes
people unattractive, unintelligent, non-sexual, unemployable, and senile

to grow or become old

the inability to swallow . ' .
the inability to speak |

a wasting in bulk_ of the body or any part of the ‘bod_,y ‘
difficulty in swallowing |
difficulty in speaking

thé study of all aspects of aging including the physiological, pathological,

- psychological, economic, and sociological problems of the elderdy

contracting movements of the intestines by which their contents are

forced onward :

the process of growing old
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PERIPHERAL INTRAVENOUS LINE
MAINTENANCE FOR EMT-BASICS

The IV maintenance nmduiewasdwelopedtoassisthsicaneigenqy medical technicians
mmgenomaiﬁulpaﬁemswhohanapreshuishedpeﬁphemwﬁneaheadyinphce
when they need to be transported in an ambutance. EMTs encounter many of these

homsandiﬂannﬁmmybeaddedbyacelﬁﬁedmsmmghsﬁmﬁonorbyanms
provider organization ufilizing this curriculum as part of EMT-Basic continuing education.

Note: Thsaunummdosnotdnngeﬂwcommm‘spoﬁcyregard‘mgﬂteﬂnetgency
ﬁansporhﬁonofpaﬁemsﬁumhaneorﬁunanenendedmmfacﬂityﬁommrgency
department or hospital : .

ﬂl&kl«k:ﬁthﬁhﬂnmm&rmwwnsandhrm-
Basics. tisdesignedmpwvideﬂlebsichmudedgeandskmsneededtoafelymnspon
a patient with a pre-estabiished periphal IV infusion.
INSTRUCTOR QUALIFICATIONS

1. The instructor must be an individual who is trained at least fo the level of a certified
Indiana EMT-Basic with formal training in this IV Maintenance module. '

2 misnwduhmstbeinuunderﬂwdhecﬁonofacerﬁﬁedEustainmghsﬁm&om
3. Thisnndulenustbealpqﬁeedundermedﬁecﬁonufaﬁoensed%ysidam

4. m-cmoompmentaﬁohofﬂﬁsn»d:denustbedonemdermephysical
supervision of aPrinaryhs&uctor,Hedica!Di&cbrorPhysidan,Registaedese,



NECESSARY EQUIPMENT

IV practice amm
IV tubing—micro and macrodrip
V fiuids
IV catheters
Armmboards
Tapesofvariousappmpriatesizs
. Guaze pads :
IV dressings of various types and sizes



At the completion of this course the EMT-B student will be able to:

1. Biaintain a continuous peripheral intravenous infusion at the ordered drip rate usmg
aseptic techniques.

2. Monitor the patient's vital signs, overall condition, and IV in orderto prevént

3. Adequately stabilize tubing and venipuncture site in preparation for 'a safe transport.

4. Record at regular intervals all procedures, assessments ofpaﬁent eonditlon and fluid
intake/output.

5. Lstﬁelixmhhonsofauﬂmrmedac&whsassocxatedmﬂx momtonnga peripheral
intravenous fhine and infravenous fluids.

6. L&tﬂnree(:’;)masonsﬁntanhmvenmhfusion isstablished.

7. Llstﬂlreea)mh'aveneocssoluﬁonsnwstﬁkelyto beencounteredwhenkansfemnga
paﬁentw:thapre-stablishedmtnvenousmﬁns&on.

8. Idenﬁfyﬂnetypecandsmofcontame«smwh&ch IV fiuids are packaged.
. 9. Describe the information about the patient's IV drip rate which an EMT-Basic must
receive from the physician or nurse of a sending insfitution when an EMT-Basic is
authorized to transport the patient from that institution to another location.
10. Listﬁve(S)compliaﬁonsofhh-avenominfusions.

11. Demonsh:tethepmcedmfortmuble—shooﬁnganm-avenous fine when the patient
or equipment exhibits any complications.

1ZLstﬂteaddihunlstepsofpahemmntwhncharenmqpnorto
mnsporhngapahwtwru\anmmm

13. Demonsmﬁnestepsford)echngﬂ\eweqmpmemmqupwkhneedtobe
completed prior to transporting a patient with an'u:traveno:s‘unﬁns:on" .

14. List the eight (8) items that need to be documented on the patient report form when
ﬂyepaﬁentl'nsanl\linﬁlsionhphu.

15, Danonshzﬁeﬂtecorrectprocedurefardisconﬁnuhganwinﬁsipn.
16. Demonstrate aseptic technique when handliing IV equipment.

17. Demonstrate how to shut off a primary intravenous fine and to turn on a secondary
intravenous Ene.

18. Demonstrate how to turn on a primary intravenous fine and to turn off a secondary
intravenous Ene.



LESSON PLAN

. Topic | Time
THE ROLE OF THE EMT-B IN HANDLING AND MAINTAINING Vs 15 minutes

1. The role of the EMT-B is to safely handle and transport STABLE, patients who have

b. Vitamins . . .
c. Sodhlnchbﬁde,exdudingalinesoluﬁorsinexcssoﬁn.s%comemﬁon
d. Potasimncnloﬁde(zomquEhernnxinmnoonthraﬁon) :

mm&&mmmmamm@wz S
a. casistsofa‘piggy-bad('or'secondary’lvset-m.
b. contains biood products. ’

3 mmmmuqmuummghammmwmmm
amummmmmummmmmmm

-4, mmmmmammmmamwm
a Towmwmwmmummm
. b Tohuﬂeﬂnpﬁeuthamwwlﬁehwilmwﬁmeoum
c. Tomamrmepﬁaltandweqtﬁpmuthammerﬁntwiﬂideuﬁfymywﬁm'
W(Mumwm.m bag, overhydration) in a fimely

d.Tosucewdulyuoublednotanyeompﬁaﬁons-wﬁchmayaﬁsehme
opuaﬁonofﬂlelvlhedmhgtnnsputdﬂtevpﬁuﬁ.



FLUID ADMINISTRATION ' - 15 minutes

1. The Purpose of IV Fluids

a. Replacement of lost fluids (vomiting, diarrhea, dehydration). A
b. Ilainwnnceoﬂuidanddecuoiytebahnce(e.g.paﬁemsmareﬂm of unable to
take envough oral fluids to meet their needs).

2. Major Complications of IV Fuid Administration

in a sitting position.

b. CLOTOOCLUSION-HanNﬁneisnothfushg,ﬂteaﬂmrhmevehwinbecome
clotted-over, occluding the flow. in such a case DO NOT FLUSH THE [V LINE. Rather,
contact on-ine medical control for advice. Youm;ybetﬁtectadtoﬁsconﬁmeﬂte
enfuss

c. INFILTRATION OF THE IV FLUID INTO THE SURROUNDING TISSUES—Extravasion at
mwwmamm,mmmﬁusmmwmmmﬁm
- property; there is no blood retum into the IV Ene. In such a case, contact onine medical
direction. You may be advised to to discontinue the IV infusion. - :

d. Posmwmlyﬂnposﬁpndﬂ»paﬁemweqwmmm
the flow of the V. hﬂlisasemposﬁonﬁlepaﬁent'slinh,ﬂtewmbhg,andlorme
catheteritubing connection. mmwmmmammmm

e. PYROGENIC REACTION-foreign proteins enter the body by way of contaminated
fluid. mmmmmdawammmmm
discontinuing the IV. wmmmmwmmm-ammndﬁng

t wmmmmmwam:meﬁm,m-
pmcedutsforhndﬁngﬂnwhsuchammmempsmhkehmghgﬂw '
in handiing this situation. . '

g- INFECTION. Pbumudmmymmumdhmmmmpﬁm

3. Types of Intravenous Cannulas :

a. 14gauge—2ugaugesizeannuhsmconm:onlyusedforadultpaﬁents.

b. zogauge-agmgesbeannuhsmconmﬂyusedbrdﬂdmnpaﬁen&

c Depmdﬁngmﬂugaugesizeofﬁ;ewmuhs,ﬂmhngﬂnofﬂwuﬂwﬁerwmmﬁm
1/2°to 3™. : :



DISPLAY OF IV EQUIPMENT AND -
DEMONSRATION THE TECHNIQUES FOR APPROPRIATE HANDLING 45 minutes

1. Demmﬁatemetechniquefmnfelychanghgmwbag,atﬁteappmprhteﬁne(when
mxofsduﬁonmnainhﬂ:ebag)andusingasepﬁctechniqm

2. Demonstrate the stabiiization of IV and tubing at the IV site. The site must be covered,
ﬂteunnuhandwmbi)gshbﬂiud(usbgmupedmbopstoavoidacddenﬁal
extravasion as well as an anmboard, if appropriate and needed). The intial stabilization
shouldbedonemd!orappmedbyﬂ\emdilgbospﬁzwaciityshﬁ.

3. Dmomﬂuemnmandmofﬂnweqwmrmhhhhgandﬁpsﬁngﬂw
‘ Nﬂmﬂraﬁewnidlisoldemdbymediahuﬂwﬁty. The student should be @ntroduced to
,mmammwmwmmmmmmwm
mmmmmmmmm

a. establishing and rechecking the rate of flow by counting the dropsiminute in the
drip chamber. Adijusting the roller clamp, counting for 15 seconds intially while adjusting
mmmmmumwammmmmmm
rate. Noeawepablenwghofwiaﬁon—1w2dmpslperm o

b. howﬁownteisiaﬂuemnwdbytheheightoﬂhehg,theamountofﬁuid in the
bag,ﬂ:eposiﬁmdﬂtepaﬁqﬂ'sﬁnbandwsmmhﬁvemmeheam:ndmehﬁuenceof
altitude during transpott. .

4. Demonstﬂﬁonofwchniquesformme-ehooﬁnganwlme,whichis not infusing.

a dnckiormobjectwﬁchiswn&i:ﬁngcidﬂaﬁonaboveﬂnwﬁteﬁor
gnmple,abloodpcwstmcuff,bandage,eventomtﬁquet.)

b. Check IV tubing attachments.

c mm&mmwm

d. Check for a flooded drip chamber.

e. Check the height of the IV fluid. Sometimes, cramped quarters during transport
nuyi;hibitgravitqudmdforptoperﬂwof&eimousﬁuid.

£ If EMT-Basic is unable to reestablish flow, discontinue the flow of the infusion
and contact medical control.



RECORDING AND DOCUMENTING 15 minutes

1. Thefoﬂowmgdahltemsshouldberwotdedmacompletedocumentatmnofw
maintenance handiing:

a. Patient condition, including vital signs, lung sounds and othersngnsand
symptamshwdlbemedaumass&edanddommenbdonareguhrbass.

b. mdmwwmmwmmmmma
regular basis.

c.Anmmtofﬁmdnfmdandﬂnemuntofﬂmdmﬂ:eragshoddbenowd
and recorded at least every hour.
o ¢Reoaﬂﬂremmtofmeouﬁuﬁorm(usmgadefmtemeasmeofme
amount such as cc or mi).

e. When changing an IV bag, record the time and the solution used.

: Emwnmstbedisconﬁmnd,mcordﬂ\etnneandmetypelszeofﬁlemeter

removed, and the reason for the discontinuation.

g- Record changes in patient condition.

umwmammmmw

L Record the type of solution and of the administration set. :

IV MAINTENANCE PRAC“GE.SESSION 50 minutes

mm%mdmwpnﬁwéﬂdﬁwwlniqusdummummsumdh
ﬂuepcevnonssecbmsofﬂ&module,iﬂudhg:

2. Changing an IV bag, bottle using sterile technique.

" 3. Discontinuing an IV using safe and sterile techniques.
4. Stabil'mnglvsws,equmentandmbmg. .

5. Ho&:g,mporﬁngmd&oamwnﬁngaﬂofﬂnhvolvedmenismdmwdufe;.

TESTING AND EVALUATION 40 minutes

1. Written Test
2. Practical Skills Test
a. Stabilize site and tubing.
b. Adsust flow to a specified rate.
c. chmgeﬂiel\lbagusmgappropmtestenleandafemdlmqus
d. Discontinue IV.



PREPARATION

Motivation Acetylsaficylic acid or ASA is in widespread use for it’s
\ annplaﬂct&c!s. Itxscmrcnﬂybcmgusedtoprcvart
ofMImprogmss Clinical trials show a 20% decrease in
death and nonfatal reinfarction. Pre-hospital administration
ofaspmhasbecnmuscatthcAdmoedhfeSupponlevcl
for quite some time.

-

. Prerequisites: BLS, Preparatory, Airway and Patrent Assessment. .This
’ addcndmmstobemchxdedmtthaxﬂiovasuﬂarEmergcna&smod:ﬂe
o MATERIALS |
AV Equipment: Uﬁﬁzevmouswdlo—vxsualmatmalsrelanngtomrcﬁacanagm
Exzmpls vxdco local protocols, overheads of run reports.
EMS Equipment- Bloodprssmcaﬁ.stcthoscope,mcygentankandddivaysystans,
asptrmtmnmgbottlc
PERSONNEL .
Primary Instructor: , Oncmsmu:torthhknowledgcandaq»mmadmstmmnof
aspirin -
Assistant Instructors: The instructor to student ratio is 1:6 for psychomotor skill practice.

In&v@nlsusedasassstammuldbeknmdedgablcmwdiacanagma&

Time to Complete: AﬂﬁSadd:ndmnishdudedintheCardiovasaﬂarEmgcndcsmodlﬂe.



PRESENTATION
I  DESCRIPTION
A @monum
1. Acetylsalicylic acid or ASA is in widespread use as an antipyretic, anti-
arthritic, and analgesic. It has antiplatlet effects that are currently being used to

B prevc:nreauremmyowdialhﬁmﬁonmdtobssmthccﬁ'cctsofmmprogr&cs.
Climical trals show a 20% decrease in death and nonfatal reinfarction.

ar

B. How supplied

1. Available i tablets ranging from 65mg to 650mg. Also available in capsule,
chewimng gum, powder and suppositories. Chewable tablets are the only type
to be given by the EMT-B. T

I MECHANISM OF ACTION _
A How aspirin works »' .
1. The mechanism of action reduces clot formation in the MI patient.
2. Produces refief of pain. - |
3. Exerts an anti-inflammatory effect at higher doses.
4. Reheves fever.

'L  INDICATIONS
A Chest pain/discomfort
1. Ch&pah/&swqunhﬁea&ﬂpaﬁan&mkbdiwedmbcofmorginktheodyhdi@ﬁon
for the EMT to give aspirin | o g

IV. CONTRAINDICATIONS
A Do not give aspirin if these conditions exist:

1. Known hypersensitivity to aspirin



IV. (cont.)
2. Bleeding, internal or external

3. Paﬂcntwhoisoncoagulamﬁ\crapysuchasCmmmdinorHcpath
Admnister only with on line medical control approval. .

V. SIDE EFFECTS
A High doses

1. Effects of high dose aspirin include tinnitis (ringing in the ears), navsea/vormiting,
and bleeding of the GI tract. ' .

B. Other

1. DossoflOOOmgpadaymaywxscprolongedblédhgﬁme, nausea
and vomiting.

2. Allergy to aspirin could result in allergic reaction and anaphylais. Always ask
ﬂxcpaﬁcmifthcyareallagictoaspiﬁn If yes, withhold the medication.

VL EMT PRECAUTIONS
A To be used in the adult patient anly
1. Paﬁeu!swithasdmaandnasalpolyps,havcminummdhddméof
hypersensitivity. Adninistaodywi;hdnﬁmmedicalcomdzwmvaL

» Ulse with caution if patient has 2 past history of GI blesding. Administer
only with on fine medical approval. ‘

VIL ASPIRIN MEDICATION ADMINISTRATION
A Considerations

1. Emmcaspirmhasaoomngthatallowsﬂxcmedimontoﬁssolv:mom
slowly. This type of aspirin is not for use in the acute simation. The

patient with chest pan/discomfort should be givea aspvin that dissolves quickly.
2. Baby aspirin can be chewed in the mouth and swallowed.

3. Aspirinﬂntsmd]sﬁkcvinegarshouldbcdiswded



| VIL (cont.) -

I

4. Aspm:sadmgthatlscamed on the ambulance. Thcacpmondatcshouldbccheckedmombly
Replace prior to expiration date.

5. Ifthepmantakesaspmonarcglﬂarbasxs,nxssﬁﬂaccepmblctogwcaspm
for suspected ML

6. There are no cotmamdlmnons for admimistering aspirin and nitroglycerin
together. :

B. Dasag: ‘ o . rre
1. Two (2) baby aspirin (81mg each) that total 162mg.
C. Time

1. Time is heart musde. The patient should be treated and transported without
ddzymtbcnw&m:ﬁal&d&ythﬂmﬂmmyowdxﬂnﬁrmon_

2. AsPitinshoddbcgivcnassoonasPossibleasdil'ectedmymedimlcomoL
D. Commumication/Doctmentation | |

1. .Aspirin is given only with on finc medical approvalofmedxmhﬁrcctor
either on Iine of off kine.

2. Call eardy! Lctthcrecavmghosp:talknowassoonaspo@kﬂxatyouarcmnc ‘
with a possible ML Tinsallamhoqmalstaﬁ'toprcparcthceqmpmnandmedimons
needed to care for this patient.

3. Indudcmymn'vcrbalreportﬂmaspmwasadmnnstaed_ Givethe!imeanddosc

......



APPLICATION

Procedural (How)

1 Dmomcmcammanmdandgmcymedialmofapaﬁanmcpch iencing chcst
pain/discomfort. ' |

5 . Pecform the steps in admmistering aspinn for chest pain/discomfort using a substitirte candy tablet.

3. Dmmmﬂcthcassmunadddoammmﬁonofpzﬁmrsponsctoaspiﬁn; |

4. Demonstrate the verbal and written documentation required after administration of aspirin.
" Contextual ‘Where V

L gT&mwmﬁmhkmwmmmdm
paformgfeand&cmcpanmt care. R o morderto
STUDENT ACTIVITIES

Andtto ear

1. lhcsmdanshoddh&rofamzlcasswhﬁcm&acanagmcypaﬂmsmmv&tﬁ
administration of aspirin. | o

2. The student should hear recorded vabdfcpottsofpﬁcutswhoaq:dimd@ﬁpahﬂdiscomfort

. Visual (Ses) - - -
1. The studeat should see an instructor appropriately care for a simulated patient with chest pain/discomfort.

2. .mWWmmW&aﬂmﬁﬁﬁaappmpﬁﬂdyamaﬂmﬂymﬁmﬂmapﬁm
recavhgasp:rmfordmtpamldisoomfom i '

3. ThemﬂanshodéwcremmmvwwsofEMSmﬂswhaethepaﬁanhasbemmedam



Kmesthetic (Do)

L. The student should practice the assessment and emergency medical care of 2 patieat experiencing chest
pain/discomfort. .

2. The stdent should simulate the administration of aspirin using a small candy. *

3. The student should practice the assessment and documentation of patient response to the aspirin.

4. Ibesmdemshmﬂdmacﬁmvabdandeforapaﬁanwhhaw&aﬁanagmcy.

EVALUATION B
Written® Develop evaluation instruments, e g quizzes, verbal reviews, handouts, to
determme if the students have met the coguitive and affective objectives of -’
. m .
Practica ~ Evaluate the actions of the EMT-Basic students during role play, practice or other

andthcirmastayofﬂxcpsychomotorobjec&vsqfﬂ:isl&on. '
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INDIANA STATE DEPARTMENT OF HEALTH

SUDDEN INFANT DEATH SYNDROME
(SIDS)

EMS TRAINING PROGRAM

1 earning Objectives
Participants will be able to:

1. Deﬁne Sudden Infant Death Syndrome -

2. Identify the common characteristics of Sudden Infant Death Syndrome

3. ldeﬁﬁfy common physical findings with a SIDS death

4. |dentify characteristics that may help distinguish SIDS from child abuse and negle_ct
5. Understand the parent’s emotional reaction to a SIDS death

6. Learn techniques that will help them respond to families in a more supportive fashion at the time
of and immediately following the death

Presentation Outline

30 - 40 minutes | Definition, characteristics and physical findings of
: SIDS
30 minutes - Parents personél experience with a SIDS death,

suggested response by first responders

45 minutes “Finding Answers with Compassion® Training
video primarily for police and coroners on how to
respond to sudden deaths of children birth to 2
years of age in a supportive and effective manner

5 - 15 minutes 'Final questions and discussion



SUDDEN INFANf DEATH SYNDROME (SIDS)
MEDICAL FACTS AND CHARACTERISTICS
OUTLINE
SLIDE 1 - Definition
. Revised in 1989 by National Institutes of Health to‘ reflect new knowiedge about SIDS.

3 key words in the definition:

sudden - death oceurs quickly and painlessly
unexpected - infants look and appear healfhy and normal,

approximately 40% will have a slight cold or URI
at, or shortly before their death, medical history is
usually unremarkable '

unexplained - despite a complete autopsy and invest-igatibn:és
4 ' well as recent and research that has occurred, still
no specific cause of death has been found
SIDS is still a diagnosis of exclusion. Autopsy and scene investigation are done to rule out other

causes of death. If no specific cause is found and the characteristics of the infant and circumstances
surrounding the death are consistent with SIDS, then the death is ruled Sudden Infant Death

Syndrome.
Common Autops& Findings Consistent with SIDS:
a intrathoracicpetechiae

'b. Fluidin lungs and upper aiMay

c. Minor inﬂammation of the bronchi and/or lungs

"SLIDE2 - Percentage of SIDS Infants Autopsied In Indiana 1981-1993
o overall average 96% - slightly higher than U.S. average
« since mid 1980's, most autopsies have been performed by board certified forensic pathologists
o should by a complete autopsy, chest and cranial, and include histology and toxicology studies
SLIDE 3 Leading Causes of Infant Mortality United States 1991

. SIDS is the secorid most common cause of death in infants, birth to 1 year of age (infant
mortality) ~
‘ &



_s SIDS is the leading cause of death in ihfants 1 month to 1 year of age (post neonatal mortality)

 approximately 6,000 SIDS deaths occur each year in the U.S. and 135 each year in Indiana

SUDE4 .~ Infant Mortality vs. SIDS Rate Indiana 1981 - 1993

o SIDS rate in Indiana very stable - similar pattern in U.S.

« Indiana SIDS rate 1.5 per 1,000 live births

« little change in SIDS rate despite a gradual decline in overall xnfant mortality, increased use of
home monitors and mcreased SIDS research

SLIDE 5 Indiana SIDS Deaths by Age of Infant 1991 - 1893

o approximately 400 SIDS deaths during this time

« 90% of deaths occur between 3 weeks and 6 months of age

.« peak occurrence between 2 - 4 months of age

e essentially no change in this characteristic from year to year

e rare in infants less than 2 weeks of age and in infants more than 10 months of age -

SLIDE 6 Incidence and Age at Death SIDS vs. Other Causes
e most unique feaiure of SIDS is age of infant at time of death

« well documented characteristic woridwide for approximétely 40 years

SLDE7 Indiana SIDS Deaths by Time of Day 1991 - 1993
« 70% of deaths occur between midnight - 11:00 a.m.

o 5% of deaths occur between 6:00 pm - midnight

o very little .c'hange from year to year

» Sleep s a universal characten'stid of SIDS deaths

« 2 most common circumstances of a SIDS death

baby found dead in the moming, or,
baby found dead shortly after being placed down for a nap



SLIDE 8 Indiana SIDS Deaths by Time of Year 1991 - 1993

e higher number and rate of deaths in colder months of year and lower number and rate of death
in warmer months of year A aths

e very little change from year to year

* well documented characteristic of SIDS in countries throughout the world that have
a seasonal,
climate change, where umform blrth and death reoords are mamtamed and
generally performed where autopsies are

RISK FACTORS
SLIDE 9 Indiana SIDS Deaths by Sex of Infant 1991 - 1993
o very little change from year to year |
SLIDE 10 Indiana SIDS Rate: White vs. Nonwhite Population 1981 - 1993

racial differences with the occumrence of SIDS

 nonwhite infants have approximately double the rate |
e American Indians have appro)dmately 3 times the rate of SIDS compared to White-i , fs

 when social factors such as poverty, teen pregnancy, low birthweight, etc. are taken i
the gap between the groups narrow, but does not disappear entire rely - into account,

Other Risk Factors

e Low bnrthwelght babies (less than 5 Ibs., 8 az.) ha\}e ab roximatel 3~ umes th.
normal birthweight babies ‘ prox y e rate of SIDS as

o Premature babies (less than 37 weeks gestatnon) have approximately 2 times the rate of SIDS
as.full term babies

e Babies born to women less than 20 years of age have a2-3 txmes hi
babies born to women moare than 20 years of age gher rate of SIDS than

 Babies bom in to low income fammes have a higher rate of SIDS than babies from middie and
upper income families A

o Babies bom to women who smoke during pregnancy have a 3 times higher rate of SlD
babies whose mothers do not smoke. Babies exposed to passive smoke from the mother l?as:;ag
2 times higher rate of SIDS than babies not exposed to passive smoke,

« Babies bom to women who use cocaine and other iates during -
7 times higher rate of SIDS °p 9 pregnancy have approximately



SLEEP POSITION
Babies who sleep prone (on stomach) have approximately 2 1/2 times higher rate ‘of SIDS than
babies who sleep on their side or back
4'KEY POINTS ABOUT RISK FACTORS

Risk factors have been identified by looking at large groups of infants over a long period of time.
They cannot be used in a clinical setting to predict the outcome of an individiial infant. -

Approximately two-thirds of infants who die of SIDS have few, if any risk factors and most babies
who experience these risk factors do not die of SIDS

Risk factors by themselves do not cause SIDS

| How these risk factors increase the risk for SIDS is unknown but by the eliminating or reducing

these factors we can possibly decrease the number of SIDS deaths.

[

Leading Theories/Research Regarding Causation

Likely more than one cause of SIDS

Two part process - infants develop a predisposition to SIDS while developing in the womb and
then a seemingly insignificant event later in life acts as a triggering mechanism to cause the

death.

Detailed research in the brain and brainstem of SIDS babies has documented increased scar
tissue, delayed mylenization of nerve cells and lack of development in areas of the brain that
respond to high carbon dioxide levels. These changes could be due to hypoxic injury or delayed

development.

Complex interplay . of intermal physiologic changes, a critical period of development and

~ external/environmental (risk) factors

“Major areas of study include the developing fetus, nervous system and brain stem development,

heart and respiratory pattems, sleep pattems, body chemical imbalances, pathological findings and
environmental factors

SLIDE11-17 Infant Deaths 1 Year and Under,

SIDS vs. Abuse and Neglect, Indiana 1983 - 1993

Over the past 10 years, SIDS deaths have outnumbered- Abuse and Neglect deaths
approximately 8:1 ' .

o This trend also holds true in the larger counties throughout Indiana:

Marion St. Joseph
Lake Elkhart
Allen
7



o In Vanderburgh Co. there was one year when the number of SIDS deaths and abuse/neglect
deaths were the same (1991) and one year when the number of abuse/neglect deaths exceeded

the number of SIDS deaths (3 vs. 0, 1993).

Refer to Handout: How to Distinguish Between SIDS
and Child Abuse and Neglect

Physical Appearance Most Commonly Associated with SIDS
e “Natural” appearance of deceased baby
‘e frothy drainage from mouth and nose (sometimes blood tinged)

o purple mottled markings - poolmg of blood
» rigor mortis sets in quicker in infants than in adults

Reemphasize that an autopsy is needed to acwrately dnagnose SIDS and dxstlngunsh from abuse
and neglect. Preliminary autopsy results are generally available 24 - 48 hours after the death and
final autopsy results are generally available in 4 - 8 weeks. ,

SLIDE 18 SIDS Case Management System

o Suggested steps to take when a sudden, unexpected death of an infant has occurred to get an
accurate diagnosis and to assist families in coping with their grief

« Important for all first responders to function as a team =



 Definition 1
Sudden Infant Death Syndrome |
sips I

The sudden, unexpected death of
an infant under one year of age
that remains unexplained after a
complete autopsy, review of the
death scene and review of the
| medical history.
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hmm&bm Cause of Hsmmi Zozm_:vo
GE*mm mrﬁm? Hocu

IoS_nE@m
Pneumonia & Influenza

Injuries

.............

Resplratory Distress Syndrome
SIDS
Congenital Anomalies |

o 05 1 1.5
Deaths per 1,000 Live Births

Source: National Center for Health Statistics

SLIDE 3
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F&mbm SIDS Deaths by Age of Infant
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Incidence and Age at Death

S.I.D.S. vs. Other Causes of Infant Um&r

80

70 -
60
50
40

30
20

10

0

_um_am_: of Ommmm 8« mmo: Omcmm

B. Qrmmzaca_ Omcmmm |
" SIDS Deaths

<t 1 2 3 4 5 6 7 8 9 10 11
Age at Death in Months |

Source: Johns Hopkins University Press, 1988

AITINF 6



Indiana SIDS Deaths by Time of Day
| 1991-1993
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