CHAPTER 16

MEDI CAL SERVI CES

STANDARD OPERATI NG PROCEDURE

500 BED FLEET HOSPI TAL
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500 BED COMBAT ZONE HOSPI TAL
STANDARD OPERATI NG PROCEDURES
MEDI CAL SERVI CES
A. MSSION: Miintain health, prevent and treat disease and
illness through the use of medicine as distinguished from
surgical treatnment.

B. FUNCTI ONS:

1. Responsibility. Coordinate nedical services relative
to the exam nation, diagnosis, and treatnment of patients.

2. Triage, resuscitate, and stabilize patients admtted
to hospital

3. Provide sub-specialty treatnment of patients requiring
physi cians with special training and use of special equipnment.

4. Provide ward nedi cal officer coverage for all in-
patient wards.

C. PHYSI CAL DESCRI PTI ON:

1. Ofice of the Director, Medical Services.
(a) Location within conplex:
(b) Sheltering.
Type: Tenper Tent
Quantity: One Half Section
(c) WMaterial.
| OL:
2. Casualty Receiving Area.
(a) Location within conplex: See TAB A, Draw ng 1.
(b) Sheltering.
Type: Tenper Tent.
Quantity: Thirteen Secti ons.
(c) WMaterial.



3.

Secti on

I OL:
OR Prep and Hol d Ward.
(a) Location within conplex:
(b) Sheltering.
Type: Tenper Tent.
Quantity: N ne Sections.
(c) Material.
I OL:
| ntensi ve Care/ Recovery Unit.
(a) Location within conplex:
(b) Sheltering.
Type: Tenper Tent.
Quantity: Two, Twelve Section W ngs.
(c) Material.
| OL:
Acute Care \Ward.
(a) Location within conplex:
(b) Sheltering.
Type: Tenper Tent

Quantity: Variable; One to Fourteen,
W ngs.

(c) Material.
I OL:
Specialty Treatnment Area.
(a) Location within conplex:

(b) Sheltering.

El even



Type: Tenper Tent.
Quantity: Ten Sections.
(c) Material.
| OL:
D. SPECI AL CONSI DERATI ONS:

1. There is no specific isolation ward.

2. Limted | aboratory and radi ol ogical capability for
maki ng di agnoses.

3. Pharnmaceuticals are limted to the inventory found.
4. The physician assistants assigned to the Specialty
Treatment Area will work under the supervision of a Medical
Depart nent physi ci an.
E. WORKLOAD:
1. Steady rate.
80 Adm ssions per day.
54 Surgical cases.
26 Medi cal cases.
2. Peak rate.
120 adm ssi ons per day.
80 Surgical cases.
40 Medi cal cases.
3. Average length of stay.
Medi cal admission in ICU = 2 days
Medi cal adni ssion on Acute Care Ward = 4 days

4. Anticipated internal nedicine workload for Conmbat Zone
Hospi t al .



Di agnosi s #

192
193

235
attack

237
238
239

240
241

242
245
250
251
252
259
260

261
i nvol venent

264

Name

Hypot herma - Severe - all cases
Heat Stroke, Heat Exhausti on - Severe heat stroke

Ast hma, Severe - Disabling synptonms or repeat

| nfl uenza, all types including pneunonia - Severe
| nfl uenza, all types no pneunonia - Moderate

Viral Pneunonia - Severe - nore than one |ung | obe

i nvol ved
Viral Pneunonia - Moderate
Pneunonia - bacterial - Severe, nore than one |lung

| obe invol ved
Pneunpni a - Bacterial - Mderate

Shigellosis (Bacillary Dysentery) - Mbderate

Peptic U cer, Gastric, Duodenal - WMbderate
Regional Illeitis - Severe, disabling synptons
Regional Illeitis - Mdderate, |ess disabling

| schemic, Oher Heart Di sease - Severe
Phl ebitis - Severe - Deep Vein invol venent

Phl ebitis - Mdderate - Superficial Vein

Meni ngococcal Meningitis - Mderate -

unconpl i cat ed

265
266
272
273
276

Meningitis, Aseptic (Viral) Mderate - all cases
FUO - Moderate - all cases

d onerul onephritis - Acute - Moderate all cases
d onerul onephritis, Chronic - Mderate all cases

Nephrotic Syndrone - Moderate - all cases
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281 Munps - Moderate - all cases

282 Mono, Infectious (Viral), Moderate - all cases

283 Hepatitis, Infectious (Viral) Modderate - all cases
286 Pancreatitis, Acute - Severe - all cases

288 Cirrhosis, Mdderate - No Henorrhage

289 Neopl asnms, Malignant - Severe

290 Neopl asnms, Benign - Moderate

306 Al cohol Dependency Syndrome

5. Anticipated conbat diagnosis to be treated by
physi ci an assi stants.

Di agnosi s # Nanme

187 Trench Foot, Severe - Vesicle Formation

188 Trench Foot, Moderate - No Vesicle Formation

191 Frostbite, Superficial or Deep - Mderate, |ess
than full thickness involved

194 Heat Stroke, Heat Exhaustion, Mbderate Heat
Exhaustion

198 | ngui nal Hernia, Unconplicated Severe Direct

199 I ngui nal Hernia, Unconplicated Moder at e

Di rect

204 Boils, Furuncles, Pyoderma, Severe Require M nor
Sur gery

218 Her pes Zoster, Moderate - Unconplicated

270 Chancroi d

271 Lynmphogr anul oma Vener eum

F.  ORGANI ZATI ON:

1. Responsibility. The Director, medical services, who
reports to the Executive O ficer, is assigned overal
managenent responsibility. Medical services is divided into
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three departnments: Neuropsychiatry, environmental health, and
medi cal .



2. Organi zational chart.

DI RECTOR OF
MEDI CAL SERVI CES

HEAD, HEAD, HEAD,
NEUROPSYCHI ATRY ENVI RONMENTAL HEALTH MVEDI CAL
DEPARTMVENT DEPARTMENT DEPARTMVENT
NEUROLOG ST
CASUALTY | NTERNAL WARD
RECEI VI NG  MEDI Cl NE VEDI CAL
AREA PHYSI CI AN OFFI CER
R PREP | CU
AND HOLD WARDS NURSE
N- P TECHS P- M TECHS PHYSI CI AN
ASSI STANTS

3. Staffing.
(a) Criteria.

(1) One nedical officer will be assigned to
Specialty Treatnment Area each watch.

(2) One Ward Medical Officer will be assigned
each watch to the 1CUs, OR Prep and Hold Ward, and Ward One.

(3) One Ward Medical Oficer will cover two
acute care wards on each watch. The wards are 2 and 3, 4 and
5, 6 and 7.

(b) Staffing pattern: Two 12 hour watches.

Per sonnel AM WAt ch Ni ght Wat ch Tot al
Assi gned

Medi cal Cor ps

Nur se Cor ps

Medi cal Service Corps
Physi ci an Assi stants
HM Techs

WWEF,NE
WWOoOoRr
DOFLNN



(4) Assignments by Billet Sequence Nunmber: See
TAB A, page 12.

(5) Watch Bill: See TAB B, page 22.
(6) Special Watches: NA.
G. TASKS:

Task Met hod

1. PROVIDE I N TIAL 1.1 Exam ne patients in
HOSPI TAL CARE Casual ty
Recei vi ng area

1.1. A Categorize patients.

1.1.B Initiate life-
sust ai ni ng
treat ment as
outlined in Casualty
Recei vi ng Area

pr ot ocol .

1.1.C Record finding on
S. F. 600.

1.1.D Wite doctors orders
on S.F. 508. Sign
al | doctor's
orders.

1.2 Order diagnostic
tests fromlab and
X-ray as needed.

1.3 Provi de nedi ca

treatnment to prepare
patient for surgery.

1.3.A Initiate fluid/blood

repl acenment.

1.3.B G ve antibiotics to

control infection.

1.3.C Measure intake and

Cient out put on
patient.



/treat nents
sustain life and
preserve function.

2.  PROVI DE | NPATI ENT
MEDI CAL CARE

daily.

m ni num
shoul d i ncl ude:

el ectrol yte
(bl ood
repl acenent).

O fer patient
counsel i ng.

Order other indicated
medi cati ons
to

.1 Adm t patient.

Exam ne pati ent
t hor oughl y.

Order appropriate
di agnostic tests.

Conpl ete history and
physical on S.F. 539
wi thin 24 hours of
adm ssion to hospital.

Eval uat e pati ent

Make ward rounds to
check progress of each
patient.

Revi ew chart,
di agnostic tests,
i nformation from
nursing staff.

Wite a progress note
on S.F. 509 that
reflects patient's
condi tion, prognosis,
and treatment plan.

Prescri be treat ment
and/ or di agnostic
studies. As a

orders

- Fluid and
bal ance



i nfecti on.

(170
ot her

measur enents).

activity,

respiratory care,
etc.)

with
pr ocedur es.

treatments

performed within

accepted principles of
medi ci ne.

to

3. TRANSFER/ DI SCHARGE
PATI ENT
transfer/

10

- Nutrition.

- Control of

- CObservation
requi renents.
vital signs,
speci al

- Confort/control of
pai n.

- Di agnostic
Pr ocedur es/tests.

- Other required
medi cati ons

- Preventive neasures
(physi cal
skin care,

.4 Supervi se/ assi st

treat nent

Observe that
are

Perform procedures if
nursi ng staff unable
do. (Initiate IV

t her apy) .

.0 Observe hospital

criteriato
di scharge patients.

Request transfer/
di scharge pati ent



with Pati ent
Adnmi ni strati on

Depart nent.
3.1.A Wite doctor's orders
prior to
transfer/dis-
char ge.

3.1.B Ensure patient has
prescriptions filled
prior to evacuati on.

4. PROVI DE | NPATI ENT 4.0 Provi de nedi ca

CONSULTATI ON SERVI CES consul tations
observi ng hospital
policy and
priority for
request.

4.1 Eval uat e pati ent
appropriate to request
and condi ti on.

4.2 Record findings in

sufficient detail
to gui de t he
requesting physi ci an.

5. OUTDATED DRUGS 5.1 Ret urn out dat ed drugs

to Pharmacy for
di sposal .

6. CSR 6.1 Contam nated itens
from ot her hospital
ar eas.

- The using
depart nment wi ||

take items from
ot her hospital areas
to the CSR Support

Modul e.
- The Col | ection/
Rei ssue HM in
t he CSR Support
Modul e wi | |
receive all items.

- The Col l ection/

11



Rei ssue Hm in

t he CSR Support
Modul e wi || pul |
Cust ody

Card/ I nventory Lists
for instrunent trays
| oaned from CSR to
ot her hospital areas.

- Jointly inventory
t he tray with
per son
returning the tray/
equi prment .

-- Note any mi ssing
items.

-- Record and set
asi de any damaged
item | AW t he SOP
for repair
pr ocedur es.

-- Both persons will

sign the
Cust ody
Card/ I nventory List.
7. ASSI GN MEDI CAL PERSONNEL 7.0 Head, Medi cal
Depart nent
will nmake a nont hly
wat ch bill and
assi gn personne
appropriate to their
specialty.

8. PERFORM LEADERSHI P TASKS 8.0 Provi de training
and supervision to
advance medi cal
of ficers' skills
and know edge.

8.1 PROVI DE CONTI NUI NG 8.1.A Oient nedical
of ficers EDUCATI ON to hospita
| AW Medi cal Servi ces
S.0OP.

8. 2 SUPERVI SE/ COUNSEL 8.2.A Director, Medical

Services wi |

12



counsel speci al i sts.

8.2.B Head, Medical
Department wil|

counsel medi cal

of ficers on war ds.
8.3 MONI TOR | NCI DENT REPORTS 8.3.A Monitor any

i nci dent report,

counsel as
required, and provide
classes related to the
i nci dent .

H.  STANDARD OPERATI NG PROCEDURES: See TAB C, page 36.

. CLIN CAL POLICI ES/ GUI DELI NES: See TAB D, page 75.

J. STANDARD PROCEDURES: N A.

K. STANDARDS, AND JOB DESCRI PTI ONS: See TAB E, page 87.

L. DOCUMENTATI ON:

1. References: See TAB F, page 104.
2. Forms: See TAB G page 105.
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NUMBER
PAGE

A-1
A-2
A-3
A- 4
A-5
A- 6
A-7

TAB A

ASSI GNVENT BY BI LLET SEQUENCE NUMBER

| NDEX
TI TLE

Medi cal Servi ce Physicians
Ward Primary Care Physici ans
Casualty Receiving Area
Physi ci an Assi stants

Envi ronment al Heal t h Depart nent
Neur opsychi atry

Specialty Treatnment Area

14

13
14
15
18
19
20
21



TAB A-1
ASSI GNMVENTS BY BI LLET SEQUENCE NUMBER

Departnent: Medical Service Physicians

Billet Desi gnat or/ Rank/

Secti on/

Nunber Title Spec. Code Rat e WAt ch

35029 Director, Medical Serv. 2100/ O 6 1
| CU, AM Watch, 0020

Speci alty Treat ment

36029 Head, Medical Dept. 2100/ O 6 2
| CU 2 Ni ght Watch 0101

36049 Interni st 2100/ O 4 2
| CU 1, Night Watch 0101

36051 Interni st 2100/ O 4 1
| CU 2, AM Watch 0101

36069 Internist - Wards 2100/

2
0101
36071 Internist - Wards 2100/
1
0101
36829 Neurol ogi st 2100/ O 4 1*
Speci alty Treat ment 0121
36089 Ward Medical Ofificer 2100/ o4 1*
for Wards 1-7 0102

36129 Primary Care Physician 2100/ O 4 1
OR Prep and Hol d 0102

36131 Primary Care Physician 2100/ O 4 2
OR Prep and Hol d 0102

* NOTE: Physician will cover Ward when Ward Medi cal

Officer is excused
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TAB A-2
ASSI GNMVENTS BY BI LLET SEQUENCE NUMBER

Departnent: Ward Primary Care Physici ans

Billet Desi gnat or Rank/
Wat ch

Nunber Title Spec. Code Rat e
Section

36089 Primary Care Physician 2100/ 0102 O 6
36109 Primary Care Physician 2100/ 0102 O5
36133 Primary Care Physician 2100/ 0102 O 4
36135 Primary Care Physician 2100/ 0102 O 4
36137 Primary Care Physician 2100/ 0102 O 4
36149 Primary Care Physician 2100/ 0102 O3
36151 Primary Care Physician 2100/ 0102 O3
36153 Primary Care Physician 2100/ 0102 o3
36155 Primary Care Physician 2100/ 0102 O3
36157 Primary Care Physician 2100/ 0102 o3
36159 Primary Care Physician 2100/ 0102 o3
36%61 Primary Care Physician 2100/ 0102 o3
36163 Primary Care Physician 2100/ 0102 o3

2

16
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TAB A-3
ASSI GNMVENTS BY BI LLET SEQUENCE NUMBER

DEPARTMENT: Casualty Receiving Area

Billet Desi gnat or/ Rank/
Wat ch

Nunber Title Speci alty Code Rat e
Section

1. Nurse Corps.

42089 Emer. Med. Nurse 2900/0963 0-5 1*
31003 Charge Nurse T1 2900/0940 0-4 2
31005 Staff Nurse T1 2900/ 0944 0-3 1
31007 Staff Nurse T2 2900/ 0944 0-3 1
31008 Staff Nurse T3 2900/ 0944 0-3 1
31009 Staff Nurse T2 2900/ 0944 0-3 2
31011 Staff Nurse T3 2900/ 0944 0-3 2
31113 Staff Nurse T1 2900/ 0944 0-3 1
31117 Staff Nurse T2 2900/ 0944 0-3 2
31225 Staff Nurse T3 2900/ 0944 0-2 1
2. Dent al Cor ps.
65029 Dental O ficer TO 2200/0020 0-6 1*
3. Medi cal Corps. **
42029 Emer gency Medicine, In 2100/ 0102 0-5 1*
Head of Casualty
Recei vi ng
42049 Emer. Med PhysicianT2  2100/0102 0-4 1
42051 Emer. Med PhysicianT3  2100/0102 0-4 1
42069 Emer. Med PhysicianTO  2100/0102 0-3 2
42071 Emer. Med PhysicianTl  2100/0102 0-3 2
42-73 Emer. Med Physician T2 2100/0102 0-3 1
4. Warrant OfFficers (Optional).
42109 Sr. Physician Asst. CR/ T37540 W 4 1*
42129 Physi ci an Asst. ST + 7540 W 3 1
42149 Physi ci an Asst. ST + 7540 W 2 2
5. Hospi tal Cor psman.
42019 EMI Seni or Cor psnan 8425 E-6 1
42039 Gen Duty Corpsman T1 0000/ HM E-5 1
42041 Gen Duty Corpsman T2 0000/ HM E-5 1
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Bille
Nunbe

Sect i
42043

42045
42047
42059
42061
42063
42065
42067
42069
42071
42073
42075
42077
51039
51041
51043
51045
51061
51063
51065
51067
51069
51071
51073
51075
51077
36039
36041
36059
16043
16045

t Desi gnat or Rank/
r Title Team Spec. Code Rat e
on
Gen Duty Corpsman T3 0000/ HM E-5
Gen Duty Corpsman GD 0000/ HM E-5
Gen Duty Corpsman GD 0000/ HM E-5
Gen Duty Corpsman T2 0000/ HM E-3
Gen Duty Corpsman T3 0000/ HM E-3
Gen Duty Corpsman GD 0000/HM E-3
Gen Duty Corpsman GD 0000/HM E-3
Gen Duty Corpsman T1 0000/ HM E-3
Gen Duty Corpsman T2 0000/ HM E-3
Gen Duty Corpsman T3 0000/ HM E-3
Gen Duty Corpsman GD 0000/HM E-3
Gen Duty Corpsman GD 0000/HM E-3
Gen Duty Corpsman GD 0000/HM E-3
Gen Duty Corpsman T1 0000/HM E-4
Gen Duty Corpsman T2 0000/HM E-4
Gen Duty Corpsman T3 0000/HM E-4
Gen Duty Corpsman GD 0000/HM E-4
Gen Duty Corpsman GD 0000/HM E-3
Gen Duty Corpsman T1 0000/ HM E-3
Gen Duty Corpsman T2 0000/ HM E-3
Gen Duty Corpsman T3 0000/ HM E-3
Gen Duty Corpsman GD 0000/HM E-3
Gen Duty Corpsman GD 0000/HM E-3
Gen Duty Corpsman GD 0000/HM E-3
Gen Duty Corpsman GD 0000/HM E-3
Gen Duty Corpsman GD 0000/HM E-3
Gen Duty Corpsman GD 0000/HM E-5
Gen Duty Corpsman GD 0000/HM E-5
Gen Duty Corpsman GD 0000/HM E-3
Patient Affairs HM -- 0000/HM E-4
Patient Affairs HM -- 0000/HM E-4
Casualty Receiving Area

Specialty Treatnent Area
Treatment Team 1

Treat mnent Team 2

Treat nent Team 3

Triage O ficer

Tri age Recorder

General Duty

Per mmnent watch st ander.

18
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** CGeneral surgeons will be assigned on a rotating basis to
head treatnent teans.

+ During steady state AM watch, Physician Assistants wl |
be assigned to the Specialty Care Area. During peak states,
they will assist treatnment teans in Casualty Receiving. On
t he night watch, Physician Assistants will be assigned to
treatnment teans 2 and 3.

19



TAB A-4
ASSI GNMVENTS BY BI LLET SEQUENCE NUMBER

Departnment: Physician Assistants

Billet Desi gnat or/ Rat e/

WAt ch

Nunber Title Specialty Code Rank

Section

36169 Seni or Physi ci an 7540 W 4
Assi st ant

36189 Physi ci an Assi st ant 7540 W 2

36191 Physi ci an Assi st ant 7540 W 2

36209 Physi ci an Assi st ant 7540 W 2

20
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TAB A-5
ASSI GNMVENTS BY BI LLET SEQUENCE NUMBER

Departnment: Environmental Health Department
Billet Desi gnat or Rank/
Wat ch Nunber Title Specialty Code Rate
Section
48029 HEAD, ENVI RONMENTAL 2300/ 0861 0-3
HEALTH
48019 PREV MED TECH SUPV 8432/ HM E-7

48039 PREV MED TECH 8432/ HM E-5
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TAB A-6

ASSI GNVENT BY BI LLET SEQUENCE NUMBER

Departnent: Neuropsychiatry

Billet
Nunber Title

1. Medical Corps.

41029 Head, Neuropsych.
Depart nent

41049 Psychi atri st

41069 Psychol ogi st

2. Nur se Cor ps.

34029 Hd. Anb. Care Nurse
34049 Amb. Care Nurse

3. Hospi tal Cor psnen.

41019 Psych Tech
41021 Psych Tech
41039 Psych Tech
41041 Psych Tech

* Per manent watch stander.

22

Rank/

Desi gnat or Rat e
2100/ 0115 0-5
2100/ 0115 0-4
2100/ 0851 0-4
2900/ 1930 0-5
2900/ 0935 0-3
0000/ HM E-5
0000/ HM E-5
0000/ HM E-3
0000/ HM E-3



TAB A-7
ASSI GNMVENTS BY BI LLET SEQUENCE NUMBER

Departnent: Specialty Treatnent Area

Billet Desi gnat or/ Rank/

Wat ch  Nunber Title Spec. Code Rat e
Section

1. Medi cal Cor ps.

36829 Neur ol ogi st 2100/ 0121 0-4
40029 Head, Der mat ol ogy 2100/ 0111 0-5
Depart nent
40049 Der mat ol ogi st 2100/ 0111 0-4
2. Nur se Cor ps.
34049 Ambul atory Care 2900/ 0935 0-3 1
Nur se
301119 Asst. Anbul at ory 2900/ 0940 0-3 2
Care Nurse
3. Physician Assistants.
36169 Seni or Physi ci an 7540 W 4 1
Assi st ant
36189 Physi ci an Assi st ant 7540 W 2 1
36191 Physi ci an Assi st ant 7540 W 2 2
36209 Physi ci an Assi st ant 7540 W 2 2
3. Hospi tal Cor psnan.
34039 Seni or Cor psnan E-5 1
31101 General Duty Corpsnan E-5 1
34041 CGeneral Duty Corpsnan E-5 2
31363 CGeneral Duty Corpsnan E-3 1
31365 CGeneral Duty Corpsnan E-3 2
36019 Adv. Cor psnan E-6 1
40019 Der mat ol ogy Tech 8495 E-4 1
40021 Der mat ol ogy Tech 8495 E-4 2
35019 Adm n. Asst. 8404 E-4 1
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NUMBER
PAGE

B-1
23

B-2
25

B-3
27
31

B-5
32

B-6
33

B-7
34

TAB B
WATCH BI LLS
| NDEX
TITLE

Medi cal Services Physicians

Ward Primary Care Physicians

Casualty Receiving Area

Physi ci ans Assi stants

Envi ronnment al Heal t h Depart nent

Neur opsychi atry

Specialty Treatnent Area
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TAB B-1
WATCH BI LL FOR MEDI CAL SERVI CE PHYSI CI ANS

Bl LLET#
M T WTF S SMTWTFS S MTWT F S S

35029
Al A1 A1 E Al A1 A1 A1 A1 A1 A1 E Al Al A1 A1 A1 A1 A1 E Al

36029
N2 N2 N2 N2 E N2 N2 N2 N2 N2 N2 N2 E N2 N2 N2 N2 N2 N2 N2 E

36049
N1 NI NI NI NI NI E NI NI NI NI NI NI NI E NI NI NI N1 NI N1

36051
A2 A2 A2 A2 A2 E A2 A2 A2 A2 A2 A2 A2 E A2 A2 A2 A2 A2 A2
A2

36069
N1 NI NI NI NI NI E NI NI NI NI NI NI N1 E NI NI N1 NI N1
N1

36071
A2 A2 A2 A2 A2 E A2 A2 A2 A2 A2 A2 A2 E A2 A2 A2 A2 A2 A2
A2

36829
AS AS AS AS N2 E N1 AS AS AS AS A1l AS A2 AS E AS AS AS AS
AS

36089
AW AW AW A1 AW A2 AWE AWAWAWAW N2 AWN1 E AW AW AW Al
AW

36129
AH AHE AH AH AH AH AHAH AHE AH AH AH AH AH AH AH E AH
AH

36131
NH E NH NH N2 NH NI NHNHE NH NH N2 NH NI NH NH E NH NH
N2

KEY:
A = AMwatch (0700-1900).
N = Night watch (1900-0700).

25



W I £ N B mMm O

Duty.

Excused.

| CU 1.

| CU 2.

Al'l wards.

OR Prep and Hol d Ward.

Specialty Treatnment Area.
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TAB B- 2
WATCH BI LL FOR WARD PRI MARY CARE PHYSI CI ANS

Bl LLET#
M T WTF S SMTWTF S S MT WT

36089
A E DA A A A A A EDAAAAAAE

36109

A = AMwatch (0700-1900).

27



N = Night watch (1900-0700).
= Duty.

Excused.

m
I

1/2 = 1CU 1 and I CU 2.
= Ward 1.

= Wards 2 and 3.
= Wards 4 and 5.

§ £ 8 R

= Wards 6 and 7.
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TAB B-3
WATCH BI LL FOR CASUALTY RECEI VI NG AREA

BI LLET #
M T WTF S SMTWTFS S MTWT F S S

Tri age

TO 65029
AT AT AT AT E AT AT AT AT AT AT AT E AT AT AT AT AT AT AT E

HM 36059
AT AT AT E AT AT AT AT AT AT AT E AT AT AT AT AT AT AT E AT

HM 42045
AT AT AT AT AT AT AT E AT AT AT AT AT AT AT E NT NT NT NT NT

TO 42069
NT NT NT NT NT E NT NT NT NT NT NT NT E NT N1 N1 NI N1 NI N1

HM 42059
NT NT NT E NT NT NT NT NT NT E NT NT NT NT NT NT NT NT E NT

HM 42065
NT NT NT NT NT NT NT E NT NT NT NT NT NT NT E AT AT AT AT AT

Patient Affairs

*HM 16043
AP AP AP AP AP AP *E AP AP AP AP AP AP AP *E NP NP NP NP NP NP

*HM 16045
NP NP NP NP NP *E NP NP NP NP NP NP MP *E AP AP AP AP AP AP
AP

General Duty

Nrs 42089
AG AG AG AG AG AG AG E AG AG AG AG AG AG AG E N1 NI NI N1 M

Nrs 31113
AG AG AG AG AG AG E AG AG AG AG AG AG E NG NG NG NG NG NG NG

Nrs 31117
AG A3 AG E AG AG AG AG A3 AG E AG AG AG AG A3 AG E A3 AG AG

Nrs 31225
AG E AG AG A3 AG AG AT AG E AG A3 AG AG AG AT E AG AG AG AG

SrHM 42019

29



AG AG AG AG AG

HM 42047
AG A3 AG

HM 42061

E AG

AG E AG AG A3

HM 42063

AG AG E AG AG

HM 51045
AG AG Al A2

51061

E

AG AG A2 AG Al

HM 36039

AG AG AG AT AG

HM 36041

AG AG E AG AG

Asr HM 42067

NG NG NG NG NG

HM 42069

NG N2 NG NG NG

HM 51069

NG NG E NT NG

HM 51071

NG E NG N2 NG

HM 51073

NG NG NG E N3

HM 51075

NG NG NG NG NG

HM 42071

NG N1 N1 NG NG

HM 42073

NG NG NG NG E

Team 1

MO 42029

AG

AG

AG

AG

AG

AG

AG

NG

NG

NG

NG

NG

NG

NG

AG

AG

AG

AG

AG

AG

N3

NG

NG

NG

NG

NG

AG

AG

AT

AG

AG

AG

AG

AG

NG

NG

NG

NG

NG

NG

AG

A3

AG

AG

AG

AG

AG

NG

NG

NG

NG

NG

NG

N1

AG

AG

AG

AG

AG

AG

NG

N2

NG

NG

NG

NG

N1

AG

AG

AG

Al

A2

AG

AG

NG

NG

NG

NG

NG

NG

NG
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AG

AG

A3

AG

AG

A2

AG

AT

NG

NG

NG

N2

NG

N3

NG

AG

AG

AG

AG

Al

AG

NG

NG

NG

NG

NG

NG

NG

AG

AG

AG

AG

AG

AG

NG

NG

NG

NG

N3

NG

NG

NG

AG

AG

AG

AG

AG

AG

NG

NG

NG

NG

NG

NG

NG

A3

AT

AG

AG

AG

AG

AG

AG

NG

NG

N1

NG

NG

NG

NG

AG

AT

AG

AG

AG

AG

NG

NG

N1

NG

NG

NG

AG

AT

Al

AG

AG

AG

AG

NG

N2

NG

NG

NG

NG

NG

A3

AG

AT

A2

AG

AG

NG

N2

NG

NG

N3

NG

NG

AG

AG

AT

A2

AT

AG

AG

NG

NG

NG

NG

NG

NG

AG

AG

AT

AG

AG

AG

AG

AG

NG

NG

NG

NG

N3

NG



Al Al Al Al AT

Nrs 31005
Al A1 A1 E Al
HM 42039

Al A1l E Al Al

HM 51039
Al A1 A1 A1 E

MO 42071
N1 N1 N1 N1 N1

Nr 31003
N1 N1 N1 N1 N1
HM 51063
N1 N1 E N1 N1

Team 2

MO 42049
A2 A2 A2 A2 Al

Nrs 31007
A2 E A2 Al A2

HM 51041
A2 A2 A2 E A2

HM 42041
A2 A2 E A2 A2

+Sur On Call
N2 N2 N2 N2 N2

Nrs 31009
N2 N2 E N2 N2

HM 42075
N2 E N2 N2 N2

HM 51065

N2 N2 N2 E N2

PA 51077

Al

Al

Al

Al

N1

N1

N1

N2

N2

N2

Al

Al

Al

N1

N1

Al

A2

A2

A2

N2

N1

N2

N2

Al

AG

Al

Al

N1

N1

A2

Al

A2

A2

N2

N2

N2

N2

Al

Al

Al

Al

N1

N1

N1

A2

A2

A2

A2

N2

N2

N2

Al

Al

Al

Al

N1

N1

N2

N2

N2

Al

Al

Al

N1

N1

N1

A2

A2

A2

N2

N2

N2

N2
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Al

Al

Al

N1

N1

N1

Al

A2

N2

N2

N2

AT

Al

Al

N1

N1

N1

Al

A2

A2

A2

N2

N2

N2

N2

Al

Al

Al

N1

N1

Al

N1

N2

N2

N2

Al

Al

Al

Al

N1

A2

A2

A2

A2

N2

N1

N2

N2

Al

Al

Al

Al

AG

N1

A2

A2

A2

A2

N2

N2

N2

Al

Al

Al

AG

A2

A2

A2

N2

N2

N2

N2

Al

Al

Al

Al

AG

N1

N2

N2

N2

Al

Al

Al

AG

N1

A2

Al

A2

N2

N2

N2

Al

Al

Al

Al

AG

N1

A2

A2

N2

N2

N2

N2

Al

Al

Al

AG

N1

A2

A2

A2

A2

N2

N2

N2

N2



N2 N2 N2 N2 N2 E N2 N2 N2 N2 N2 N2 E N2 N2 N2 N2 N2 N2 E N2
Team 3

MO 42051
A3 A3 A3 A3 A2 A2 A2 E A3 A3 A3 A2 A2 A2 E A3 A3 A3 A3 A2 A3

Nrs 31008
A3 A2 A3 A2 A3 E A3 A2 AS A2 A A2 E A3 A3 A3 A2 A3 A2 A3 E

HM 51043
A3 E A3 A3 A3 A3 A3 AS E A3 A3 A3 A3 A3 A3 E A3 A3 A3 A3 A3

HM 42043
A3 A3 A3 AS E A3 A3 A3 A3 AS A3 E A3 A3 A3 A3 A3 A3 E A3 A3

SrPA 42109
A3 AS E A3 A3 A3 A3 A3 AS A3 E A3 A3 A3 A3 A3 A3 E A3 A3 A3

+Sur On Call
N3 N3 N3 N3 AN AN AN AN N3 N3 N3 AN AN AN N3 N3 N3 N3 N3 AN N3

Nrs 31011
N3 N3 N3 E N3 N3 N2 N3 N3 N3 E N3 N3 N3 N2 N2 N3 E N3 N3 N3

HM 42077
N3 N3 N3 N3 N3 N3 E N3 N3 N3 N3 N3 N3 E N3 N3 N3 N3 N3 N3 E

HM 51067
N3 N3 N3 N3 E N3 N3 N3 N3 N3 N3 E N3 N3 N3 N3 N3 N3 E N3 N3

Speci alty Treat ment

**PA 42129
AS A3 A3 A3 AS A3 E A3 AS A3 A3 AS A3 E AS AS A3 A3 AS E A3
**PA 42149
NS NS N3 N3 E NS N3 NS NS N3 N3 E NS NS N3 N3 N3 N3 E NS NS
Key:
First digit = watch

A = AM N = Ni ght

Second Digit = Assignnment
= Triage
General Duty -- Substitute Assignment.
Patient Affairs
Specialty Treatnent Area
Treat ment Team One
Treat ment Team Two
Treat ment Team Three

WNFRPONWTEO -
I I T T I |
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* Patient Affairs departnment will provide relief.

+ Surgeons will rotate coverage to treatnent teans.
** PA in Specialty Treatnment area will substitute for PAs on
team 3.
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TAB B-4
WATCH Bl LL FOR PHYSI CI AN ASSI STANTS

Bl LLET#
M T WTF S SMTWTFS S MTWT F S S

36169
A2 E A2 A2 A3 A3 A3 A3 A2 E N2 N2 N2 N2 N2 N2 N2 E A2 A2 A2

36189
AS AS AS AS E AS AS AS A3 A3 A AS E NS NS NS NS NS NS NS E

36191
NS NS NS NSNSNS EAS AS ASAS E AS AS AS A3 A3 A AS E NS

36209
A3 A2 E N2 N2 N2 N2 N2 N2 N2 E A3 A2 A2 A2 E A2 A2 A3 A3 A3

KEY:

A = AM watch (0700 - 1900).

N = Ni ght watch (1900-0700).

E = Excused.

S = Specialty Treatnent Area.

2 = Treatnment Team 2/ Casualty Receivi ng Area.

3 = Treatnment Team 3/ Casualty Receiving Area.
NOTE: All Physician Assistants will work in the Specialty
Treatment Area wuntil activated to work on a treatnment teamin
Casualty Receiving Area. Team 2 will be activated first,

t hen Team 3.
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TAB B-5
WATCH Bl LL FOR ENVI RONMENTAL HEALTH DEPT

Billet#
M T WTF S SMTWTFS S MTWT F S S

48029
*AAA*A*A A D N N N N N N E*A*A A*A*A*A E

48019
A A A A A*A*A*A*A*A*A E N N N N N N E D A

48039
N NNNNNIEIDAAAAAAAAAA NN N

Key:
A = AM Watch (0700-1900).

N = Night Watch (1900-0700).
E = Excused.

D = Duty.

*
|

= Call.
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TAB B-6
WATCH Bl LL FOR NEUROPSYCHI ATRY DEPARTMENT

Billet#
M T WTF S SMTWTF S S MT WT

Medical Officers

41029
AA A A EAAAAAAAEAAAANA

41049
AA A A A EAAAAAAAIENNNN

41069
N NN NDNNIENDNNNDNNNIEAAAAA

Nur se Cor ps

34029
A A A A A ENNNNNNNIEAAAA

34049
N NN NNNIEAAAAAAAENNN

Hospi tal Corpsnen

41019
A DA EAAAAADAEAAAAAD

41021

AAEDAAAAAAEDNNNNNN

41039

N E D NDNNNNNEDAAAAA A E

41041

A DA EAAAAADAEAAAAAD
KEY:

A

AM wat ch (0700-1900).

Ni ght watch (1900-0700).

N
E Excused.
D

Duty.
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TAB B-7

WATCH BI LL FOR SPECI ALTY TREATMENT AREA

Bl LLET#

M T WTF S SMTWTFS S MTWT F S S

Medi cal Cor ps

36829
AS AS AS AS N2 E N1

44029
AS AS AS AS AS AS E

44049
NS NS NS NSNS E NS

Nur se Cor ps

34049

A A A A A A *

31119
N N N N N * A

Physi ci an Assi stants

36169

A2 E A2 A2 A3 A3 A3
36189

AS AS AS AS E AS AS
36191

NS NS NS NS NS NS E
36209

N2 N2 N2 E A2 A2 A2
Hospital Corpsnan
36019+

A A A A A *

34039
A A A A A A *

31101

AS AS AS

AS AS AS

NS NS NS

A3 A2 E

AS A3 A3

AS AS AS

A2 E A2

A A A A A A

AS Al AS A2

AS AS AS E

NS NS E NS

N N N

A

N2 N2 N2 N2

A3 AS E NS

AS E AS AS

A2 A2 A3 A3

A A A A A A

37
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*

AS E AS AS AS AS AS

AS AS AS AS AS AS E

NS NS NS NS NS E NS

A A A A A A *

N N N N

N2 N2 N2 E A2 A2 A2

NS NS NS NS NS NS E

AS A3 A3 A3 AS E NS

A3 A2 E N2 N2 N2 N2

AA A A A A * A

*

A A A A A A *



AA A A A EDNNNNNNIEAAAAAE
34041
N NNNNNIEAAAAAEDNNNNNN

31363
AA A A A ADNNNNNNIEAAAAIEA

31365
N NNNINNIEAAAAIEADNNNNNN
35019+
AAAAAEAAAAAA*AAAAAAE

44019
N NN NNNIEAAAAAEDNNNNNN

44021
AA A A A ADNNNNNNIEAAAAIEA

Key:
A = AM watch (0700 - 1900).
N = Ni ght watch (1900-0700).
E = Excused.

NOTE: All Physician Assistants will work in the
Specialty Treatment Area until activated to work on a
treatment teamin Casualty Receiving Area. Team 2 will be
activated first, then Team 3.
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TAB C-1

CARDI AC ARREST PROCEDURE
A. POLICY: In the event of sudden cessation of breath,
heartbeat, or both, every effort shall be nmade to re-
establish respiratory and/or circulatory function as soon as
possi bl e. Cardi opul nonary resuscitation shall initiated in
each incident, unless counter-mnded by a Medical O ficer or
by written order in the patient's record.

B. PROCEDURE:

1. After assessnent of cardiac or respiratory arrest is
made, inmmediately initiate basic |ife support.

(a) Verify unresponsiveness.

(b) Call for help.

(c) If unresponsive, open the airway.
(d) Check for breathing.

(e) If not breathing, give 2 full ventilations, 1 to
1 1/2 seconds each.

(f) Check carotid pul se.

(g) If pulse is absent, start chest conpressions 80 -
100 per m nute.

2. Have second person call arrest team

(a) Using field phone state "Code Blue" in

(b) Communi cation personnel will announce over "PA"
system " Code Bl ue" and | ocation of code.

3. Have second or third person bring emergency equi pnent
to the scene.

(a) Energency Cardi o Resuscitation Kit.
(b) Oxygen cylinder.
(c) Suction machine with all catheters attached

4. Menbers of arrest teamw ||
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(a) Perform chest conpression (one nmenber)
(b) Manage airway and do ventilation (one menber)

(c) Start an |V

(d) Draw up and adm ni ster nmedications as directed
by ACLS certified nenber or Medical O ficer. (One nenber)

(e) Recorder will docunent arrest on Cardiac Arrest
Fl ow Sheet. This nmenber will be the sanme throughout the
ener gency.

C. VITAL PO NTS:

1. Basic life support nust not be interrupted for nore
than 5 seconds.

2. Advanced |ife support is only effective if proper
basic |ife support is initiated and mai nt ai ned.

3. Conpl ete specific nursing notes showi ng the exact tinme
events were done on Cardiac Arrest Flow Sheet.

D. EDUCATI ON REQUI REMENTS:

1. All nedical personnel nust maintain Basic Cardiac Life
Support (BCLS) certification.

2. Al medical officers and Critical Care Area Nurses
shoul d mai ntain advanced Cardi ac Life Support (ACLS)
certification.

3. CPRdrills will be conducted nmonthly on all nursing
wards in order to assure nedical personnel awareness of their
role in a code.

E. RESPONSI BI LI TY:

The Medical O ficer in area.
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TAB C-2
DEFI BRI LLATI ON

A. PURPOSE: To term nate ventricular fibrillation

i nmedi ately, facilitating the establishnent of an effective
cardiac rhythm This is the first and only treatnment for
ventricular fibrillation.

B. DEFINTION:. Also known as precordial shock, it is the
conduction of an electrical inpulse into the heart to
depol ari ze cardi ac nuscle and convert fibrillation rhythminto
normal sinus rhythm

C. EQUI PMENT, SUPPLI ES, AND FORMS REQUI RED

Defibrillator with external paddles.
Batteries.
ECG nonitor with recorder.

Conducti ve nmedi um

Oxygen therapy equi pnent.
Ai rways.

1
2
3
4
5. Cardio Resuscitation Kit (Sparks Kit).
6
7
8 Endot racheal Anesthesia Set.

9

AMBU bag.
10. Suctioning equi pment.

D. CRITERI A:

1. Conversion of an abnormal rhythm follow ng a
precordial thunp or cough has been well denonstrated in
patients with ventricul ar tachycardia and conpl ete heart
bl ock. Recently, it has been denonstrated as well for
ventricular fibrillation. Because the speed of defibrillation
is critical, a solitary precordial thunp is recomended for
all witnessed cardiac arrests when a defibrillator is
unavai l able. \When a precordial thunp is used in patients who
have ventricul ar tachycardia and a pulse, a defibrillator
shoul d be avail able since ventricular fibrillation can be
i nduced. A precordial thunp is delivered to the center of the
sternumw th the hypothenar aspect of the fist and froma
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hei ght of no nore than 12 inches.

2. Defibrillator battery will be charged and ready to use
at all tines.

3. Person in charge of the arrest will insure al
personnel stand clear so that only the patient will receive
the electrical current when "ALL CLEAR" is call ed.

E. STEPS:

1. Initiate basic cardiac |ife support (BCLS) and summon
defibrillation equipment and assi stance.

2. Verify ventricular fibrillation by ECG Correl ate
with the clinical state of patient.

(a) Establish an airway or use existing endotracheal
tube if in place.

(b) Perform external cardiac massage until
defibrillator is ready. In the OR, internal cardiac massage
may be necessary.

(c) When patients are nonitored and defibrillation
equi pment is avail able, proceed with defibrillation.

3. Prepare to defibrillate.

(a) Obtain battery operated defibrillator

(b) Check battery |evel.

(c) Prepare defibrillator paddles by covering entire
metal surface with conductive medium (The conductive nedi um
is needed to reduce skin resistance to current flow, prevent
skin burns, and allow for optiml current flow to the
myocar di um)

(d) Dial 200 watts/seconds (Joules).

(e) Activate charge button to charge unit with
el ectrical current.

(f) Validate that defibrillator unit is in the non-
synchroni zed node so machine will fire correctly.

(g) Place paddles firmy into position against chest
wal | using 25-30 pounds of pressure.

(1) Best position - transverse position.
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a Place one paddle at 2nd intercostal space
ri ght of sternum

b Place second paddle at 5th intercostal
space md-clavicular line, left of sternum

o (2) Alternate position - anterior-posterior
posi tion.

a Place one paddle at anterior-precordi al
ar ea.

b Place 2nd paddl e at posterior-
i ntrascapul ar area.

(h) Recheck ECG rhythm on cardi oscope to validate
Ventricular fibrillation pattern.

(i) Gve command to stand clear of bed/litter/OR
table prior to defibrillation to mnimze risk of mcro or
macro shock to staff.

4. Defibrillate the patient.
(a) Depress the discharge button while
si mul t aneously keepi ng both paddles in place until the
el ectrical current is delivered.

(b) Check ECG rhythm on cardi oscope for changes in
pattern.

1 If ventricular fibrillation persists, repeat
defibrillation 1 mrediately.

2 Continue CPR during any delays in
defibrillation.

3 |If a second attenpt is unsuccessful,
i mmedi ately defibrillate with up to 360 Joul es.

4 |f the ECG nonitor shows an organi zed rhythm
check for a pulse. Continue CPR if no pul se present.

5 |If unsuccessful, continue with current ACLS
pr ot ocol .

VENTRI CULAR FI BRI LLATI ON
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Thi s sequence was devel oped to assist in teaching howto
treat a broad range of patients with ventricular fibrillation
(VF) or pul seless ventricular tachycardia (VT). Sone patients
may require care not specified herein. This algorithm should
not be construed as prohibiting such flexibility. The flow of
the algorithm presuned that VF is continuing. CPR indicates
cardi opul nonary resuscitation.

W tnessed Arrest Unwi t nessed Arrest
Check pulse - If no pul se Check pulse - If no
pul se
Precordi al Thunp CPR until a
defibrill ator IS
avai l abl e
Check pulse - If no pul se

Check nmonitor for rhythm- if VF or VT
Defibrillate, 200 Joules °
Defibrillate, 200-300 Joules °
Defibrillate with up to 360 Joules °
CPR if no pul se
Establish IV access
Epi nephrine, 1:10,000, 0.5-1.0 ng |V push °

d

I ntubate if possible

Defibrillate with up to 360 Joules °
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Li docai ne, 1 ng/kg |1V push
Defibrillate with up to 360 Joules °
Bretylium b5ng/kg IV push ¢
(Consi der Bicarbonate)
Defibrillate with up to 360 Joules °
Bretylium 10 ng/kg |V push ¢
Defibrillate with up to 360 Joules °
Repeat Lidocaine or Bretylium
Defibrillate with up to 360 Joules °

NOTES:

1. Pul seless ventricular tachycardia should be treated
identically to ventricular fibrillation.

2. Check pulse and rhythm after each shock. If VF
recurs after transiently converting (rather than persists
wi t hout ever converting), use whatever energy |evel has
previously been successful for defibrillation.

3. Epinephrine infusion should be repeated every five
(5) m nutes.

4. Intubation is preferable. |If it can be acconplished
simul taneously with other techniques, then the earlier the
better. However, defibrillation and epinephrine are nore

inportant initially if the patient can be ventilated w thout
i ntubati on.

5. Sonme may prefer repeated doses of |idocaine, which

may be given in 0.5 ng/ kg douses every 8 mnutes to a total
dose of 3 ny/kg.

46



6. The val ue of sodium bicarbonate is questionable

during cardi ac arrest,
routi ne cardiac arrest sequence.

and it is not recommended for the
Consi deration of its use in

a dose of | nEg/ kg is appropriate at this point. One half of
the original dose may be repeated every 10 mnutes if it is

used.

SUSTAI NED VENTRI CULAR TACHYCARDI A

Thi s sequence was devel oped to assist in teaching
how to treat a broad range of patients with sustained

ventricul ar tachycardia (VT).
not specified herein.
as prohibiting such flexibility.
presunmes that VT is continuing.
fibrillation; 1V,

No Pul se

Treat as VF

sedation)®

i ntravenous.

Sone patients may require care
This al gorithm should not be construed
The flow of the algorithm

VF indicates ventricul ar

Pul se Present

St abl e

0}

IV Access

Li docai ne,

1 ng/ kg

Li docai ne,
0.5 nmg/ kg every
8 mn. until VT
resol ves, or up

to 3 ng/kg.

Pr ocai nam de,
20 nmg/ m n until
VT resol ves, or
up to 1,000 ng.
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Unst abl e

0}

IV Access

(Consi der

Cardiovertd
50 Joules ¢°
Car di overt,

100 Joul es ¢

Car di overt,
200 Joul es ¢

Cardiovert, with
up to 360 Joul es



Cardiovert as in If recurrent, add

unst abl e patients © Li docai ne and
cardi overt again
starting at energy
| evel previously
successful ; then
procai nam de or
Bretylium

NOTES:

1. If the patient beconmes unstable (see Footnote b for
definition) at any tinme, nove to the "Unstable"” arm of the
al gorithm

2. Unstable = synptons (e.g. chest pain, dyspnea),
hypot ensi on (systolic BP <90 mm Hg), congestive heart failure,
i schem a, or infarction.

3. Sedation should be considered for all patients,
i ncluding those defined in Footnote b as unstable, except
t hose who are henmodynam cally unstable (e.g., hypotensive, in
pul monary edema, or unconsci ous).

4. |If hypotension, pulnonary edema, or unconsci ousness
is present, unsynchronized cardi oversion should be done to
avoi d the delay associated with synchronizati on.

5. In the absence of hypotension, pulnonary edema, or
unconsci ousness, a precordial thunp may be enpl oyed prior to
car di oversi on.

6. Once VT has resolved, begin an IV infusion of the
antiarrhythm c agent that has aided the resolution of the VT.
I f hypotensive, in pul nonary edenmm, or unconsci ous, use
| i docaine if cardioversion alone is unsuccessful, followed by
bretylium In all other patients, the recommended order of
therapy is lidocaine, procainan de, and the bretyulium

ASYSTOLE ( CARDI AC STANDSTI LL)

Thi s sequence was devel oped to assist in teaching howto
treat a broad range of patients with asystole. Sone patients
may require care not specified herein. This algorithm should
not be construed to prohibit such flexibility. The flow of
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the algorithm presunes asystole is continuing. CPR indicates
cardi opul monary resuscitation; VF, ventricular fibrillation;
IV, intravenous.

If rhythmis unclear and possibly ventricul ar

fibrillation, defibrillate as for VF.

| f Asystole is present: 2

Conti nue CPR

Establish IV access

Epi nephrine, 1:10,000, 0.5-1.0 ng |V push ®

| nt ubat e when possible °
Atropine, 1.0 ng IV push (repeated in 5 mn)
(Consi der bi carbonate) ¢

Consi der pacing

NOTES:
1. Asystole should be confirnmed in two | eads.

2. Epinephrine should be repeated every 5 m nutes.

3. Intubation is preferable; if it can be acconplished
si mul taneously with other techniques, then the earlier the
better. However, CPR and the use of epinephrine are nore

inportant initially if the patient can be ventilated w thout
i ntubation. (Endotracheal epinephrine nay be used.)

4. The val ue of sodium bicarbonate is questionable
during cardiac arrest, and it is not recomended for the
routine cardiac arrest sequence. Consideration of its use in
a dose of 1nmEg/ kg is appropriate at this point. One half of
the original dose may be repeated every 10 mnutes if it is
used.

ELECTROVECHANI CAL DI SSOCI ATI ON

Thi s sequence was devel oped to assist in teaching howto
treat a broad range of patients with el ectromechani cal
di ssociation (EMD). Sone patients nmay require care not
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specified herein. This algorithm should not be construed to
prohi bit such flexibility. The flow of the algorithm presunes
that EMD is continuing. CPR indicates cardi opul nonary
resuscitation; IV, intravenous.

Conti nue CPR
Establish |V access

Epi nephrine, 1:10,000, 0.5-1.0 ng |V push ?

| nt ubat e when possible °

(Consi der bicarbonate) ¢

Consi der Hypovol em a,
Cardi ac Tanponade,
Tensi on Pneunot hor ax,
Hypoxem a,

Aci dosi s,

Pul monary Enbol i sm

NOTES:

1. Epinephrine infusion should be repeated every 5
m nut es.

2. Intubation is preferable. [If it can be acconplished
simul taneously with other techni ques, then the earlier the
better. However, epinephrine is nore inportant initially if

the patient can be ventilated w thout intubation.

3. The value of sodium bicarbonate is questionable
during cardiac arrest, and it is not recomended for the
routine cardiac arrest sequence. Consideration of its use in
a dose of 1 nEg/kg is appropriate at this point. One half of
the original dose may be repeated every 10 mnutes if it is
used.

PAROXYSMVAL SUPRAVENTRI CULAR TACHYCARDI A

Thi s sequence was devel oped to assist in teaching howto
treat a broad range of patients with sustained PSVI. Sone
patients may require care not specified herein. This
al gorithm shoul d be not construed as prohibiting such
flexibility. The flow of the algorithm presunmes PSVT is
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conti nui ng.

Unst abl e St abl e

Synchronous Cardi oversion Vagal Maneuvers
75 - 100 Joul es

Synchronous Cardi oversion Verapam |, 5 nmg IV
200 Joul es

Synchronous Cardi oversion Verapam |, 10 nmg IV
360 Joul es (in 15-20 m n)

Correct underlying abnormalities Cardioversion, Digoxin
B- Bl ockers, Pacing as
i ndi cat ed

Phar macol ogi cal Therapy -
Car di over si on

I f conversion occurs but PSVT recurs, repeated electrical
cardioversion is not indicated. Sedation should be used as
time permts.

BRADYCARDI A

Thi s sequence was devel oped to assist in teaching howto
treat a broad range of patients with bradycardia. Sone
patients may require care not specified herein. This
al gorithm shoul d not be construed to prohibit such
flexibility. A-Vindicates atrioventricul ar.

Sl ow Heart Rate (<60 beats/mn) 2

Si nus or Second Degree Second Degree Third

Degr ee

Juncti onal A-V Bl ock A-V Bl ock A-V Bl ock
Type | Type 11

b b

Si gns or Synptons Si gns or Synptons
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No Yes No

Cbserve Atropine, 0.5-1.0 ng
Transvenous
Pacemaker
Conti nued Signs and Synptons b
No Yes
For Second For Second Repeat
Atropine, 0.5-1.0 ng.
Pegree Type |1 Degree Type I,
or Third sinus or junctional:
Degr ee:
Conti nued Si gns/ Synptons °
Transvenous Observe
Pacemaker
Yes
Ext ernal Pacemaker °©
or
| soproterenol, 2-10
ng/mn °
Transvenous Pacemaker
NOTES:

a. A solitary chest thunp or cough may stinul ate cardi ac
el ectrical activity and result in inproved cardi ac output and
may be used at this point.

b. Hypotension (BP <90 nm Hg), PVCs, altered nental
status or synptonms (e.g., chest pain, dyspnea), ischem a, or
i nfarction.

c. Tenporizing therapy.
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VENTRI CULAR ECTOPY:
ACUTE SUPPRESSIVE

THERAPY

Thi s sequence was devel oped to assist in teaching

treat a broad range of patients with ventricular
patients may require therapy not specified herein.
al gorithm shoul d not

flexi

After
After
After

After

bility.

Assess for need for
Acut e Suppressive Ther

apy

Rul e out treatable cause

Consi der serum pot assi

um

Consider digitalis |evel

Consi der bradycardi a

Consi der drugs
Li docai ne, 1 nmg/kg

| f not suppressed, rep
0.5 my/ kg every 2-5 m
or up to 3 ng/kg given

eat |
n. un

i docai ne :
til no ectopy,

| f not suppressed, procainam de 20 ng/ mn
until no ectopy, or up to 1,000 ng given

| f not suppressed, and not contraindicated,

bretylium 5-10 ng/ kg
| f not suppressed, con
Once ectopy resol ved,
Li docai ne, 1 ng/kg
Li docai ne, 1-2 ng/ kg
Li docai ne, 203 ny/ kg

Pr ocai nam de

over
si der

mai nt
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8-10 min.
overdrive pacing
ain as follows:

Li docai ne dri p,

how to

ectopy. Sone
Thi s
be construed as prohibiting such

2 ng/mn

Li docai ne drip, 3 ng/nmn

Li docai ne drip, 4 ng/mn

Procai nam de dri p,
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mg/ mn (check bl ood |evel)
After Bretylium Bretyliumdrip, 2 ng/mn

6 Assess patient status and precipitating
factors to prevent further deconpensation of the patient.

5. Provide post defibrillation care.

(a) Performa conplete base-line physical assessnent
of patient. Assess vital signs, peripheral pulses,
respiratory pattern, and | evel of consciousness.

(b) Monitor ECG rhythm watching for arrhythm as.

(c) Opbtain a 12 | ead ECG to assess nyocardi al damage.

(d) Adm nister oxygen to reduce hypoxenm c state.

(e) Assess chest wall for any burns. Apply Silver
Sul f adi azine to any burned areas.

(f) Establish an IV Iine for medication
adm nistration, if not present.

(g) Adm nister prescribed nedications | AW Physi ci an
Or ders.

1 NMonitor drips of antidysrhythm c drugs
(I'i docai ne) carefully.

2 (Observe patient and ECG pattern for nedication

ef fects.

6. Docunent defibrillation on Cardi ac Arrest Fl ow Sheet.
Record the follow ng:

(a) Ventricular fibrillation was observed on nonitor.
I f avail able, include pre-defibrillation ECG rhythm strip.

(b) Nunber of tines defibrillation was attenpted.
(c) Voltage used with each attenpt.

(d) Post-defibrillation ECG rhythm Include an ECG
rhythm strip if avail able.
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(e) Physiological multisystem status.
(f) Death.
F. PRECAUTI ONS:

1. Check that equipnment is properly grounded to prevent
current | eakage.

2. Disconnect other electrical equipnment attached to
patient to prevent possible equi prent danage fromthe voltage
surge.

3. Use conductive nedium on paddl es conservatively to
prevent over arcing of the current flowto the patient.

4. Clean defibrillator of remaining electrical current
i medi ately after use. Never set charged defibrillator
paddl es down.

5. Check that defibrillator is in non-synchronized node
such that it is not dependent upon an R wave to trigger
defibrillation.

G COWPLI CATI ONS:

Dysr hyt hm as.

Cardi ac arrest.

Respiratory arrest.
Neur ol ogi cal i npairment.
Altered skin integrity.

Pul nronary edenm.

Pul monary or system c enboli.

Equi prent mal functi on.

© © N o g & W Db =

Deat h.
H. RESPONSI BI LI TY:

1. Medical O ficer will defibrillate the patient.

2. Nurse will adm nister nedication, assist with CPR, and
record the information in the patient's chart.
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3. Hospital Corpsman will inspect and maintain the
defibrillator equi pnment and supplies in working order.
Supplies for the Sparks Kit will be obtained from Materi al
Managenment Depart nent.

| . REFERENCE:

1. Interim Guideline for Advanced Cardi ac Life Support
(ACLS), The Anerican Heart Associ ation.

2. Textbook of Advanced Cardiac Life Support (ACLS), The
Ameri can Heart Associ ation.
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A.

so t hat

TAB C-3

ROUTI NE MEDI CATI ON Tl MES

PURPQOSE: To standardi ze nedicati on adnm ni stration ti nes

nost efficiently.

B.

SCHEDULE:

1. Routine
qd
bi d
tid
gid
g4hr
g6éhr
g8hr
g3hr
glzhr
ghs
Daily in

tinmes.

0900

0900- 2100
0600- 1400- 2200

nursing service and pharmacy can performthis task

0600-1200-1800- 2400

0200- 0600-1000- 1400 etc

0600-1200-1800- 2400

0600-1400- 2200

0300- 0600- 0900 etc

0600- 1800
2200
sulin 0700.

I nsulin sliding scale 0700-1100-1600-2100.

2. Speci al

consi derations for adjusting tines.

(a) Triple IV antibiotics are ordered.

(b) Diuretics are ordered: Best to adm nister before

2200.

(c) Oral

given at 2200 so

C.

for

CRI TERI A:

Medi cations w ||

reason speci

anti bi otics schedul ed for 2400 shoul d be
i nterrupted.

sl eep is not

fied.

be given at
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D. STEP:

1. Conplete nedication cards and MAR sheet with tines
st ated above.

2. For nedication tinmes differing fromthe routine, note
this in margin of Doctor's Orders Sheet, SF 508, prior to
sendi ng to Pharmacy.

D. RESPONSI BI LI TY:

Char ge Nurse.
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TAB C-5
ORDERI NG NON- AMBULATORY PATI ENT MEALS

A. PURPOSE: To stipulate specific uniformrequirenments for
ordering nmeals for bed-ridden patients.

B. DEFINITION:. N A

C. CRITERIA:

Non- anmbul atory patient neals are ordered accurately and in
time.

D. STEPS:

1. Prepare a ward diet roster by 0400 each day. Supplies
of rosters nust be maintained on each ward and may be obt ai ned
from operating managenent service.

2. Complete formas indicated, providing at m ninmum
patient name, assigned bed and diet order.

3. Enter any special requirenents as indicated.

4. Make di et changes by calling food service. Changes
wi |l be accepted up to:

(a) 0400 for breakfast.
(b) 0900 for lunch

(c) 1400 for supper
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TAB C-6
WARD DELI VERY AND RETRI EVAL SCHEDULE/ PROCEDURE

A. PURPOSE: To pronul gate uniform procedures to acconplish
non- anbul atory patient neal service.

B. DEFINITION:. N A

C. CRITERIA: NA

D. STEPS:
WARD Delivery Pi ckup
BREAKFAST 2 0530 0630
4 0540 0640
6 0550 0650
7 0600 0700
5 0610 0710
3 0620 0720
1 0630 0730
LUNCH 2 1030 1130
4 1040 1140
6 1050 1150
7 1100 1200
5 1110 1210
3 1120 1220
1 1130 1230
DI NNER 2 1630 1730
4 1640 1740
6 1650 1750
7 1700 1800
5 1710 1810
3 1720 1820
1 1730 1830
1. Two ness specialists will be assigned at each neal to
deliver and serve patient neals. Each MS will be assigned

responsibility for specific wards.
(a) WMS #1 is responsible for Wards 1,5,6, and 2.
(b) WMS #2 is responsible for Wards 3, 7, and 4.
2. \When the delivery vehicle arrives at each ward, the

responsi ble Mess Specialist will notify the responsi bl e Charge
Nur se.
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3. Each Ward Charge Nurse will assign a staff corpsnman
to assist during neal periods.

4. The responsible HMand MS will unload all gear
required for each respective ward and carry it into the ward.

5. As each ward is delivered, the vehicle will npve on
to the next ward in sequence.

6. On the ward, the MS wll
(a) Set up a neal assenbly |ine.

(b) Portion itenms required to support each diet
ordered on the roster.

(c) Leave the remaining material set up on the ward.
(d) Proceed to the next assigned ward.
7. On the ward the HM wi | | :

(a) Present and hold the necessary trays for each
patient while the MS portions the neal.

(b) Deliver the neal to the appropriate patient.
(c) Dispense appropriate beverages.

(d) Dispense any remaining food consistent with
specific diet orders.

(e) Retrieve soiled gear.

(f) Stage soiled gear adjacent to the exit vestibule
for subsequent pick up by Ms.

8. Upon conpl etion:

(a) Mess specialist 1 retrieves soiled ness gear from
Wards 3, 7, and 4.

(b) Mess specialist 2 retrieves soiled ness gear from
wards 1, 5, 6, and 2.

9. Assigned vehicle will pick up soiled ness gear and
deliver to scullery.
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10. Assigned nmess specialist 1 and 2 will assist in
scul lery clean up of soiled ward gear.

11. Wash, rinse, and air dry ward ness gear.
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TAB C-7
SUPPLEMENTAL FEEDI NGS
A. PURPOSE: To prescribe policy and procedures for obtaining
subsistence that is medically required at other than routine
meal peri ods.

B. DEFINITION:. N A

C. CRITERIA: Patients whose clinical conditions require
suppl enental feedings receive sane.

D. EQUI PMENT, SUPPLIES AND FORMS REQUI RED: N/ A.

E. STEPS:

1. The Conbat Zone environnent, austere staffing, limted
storage capacity, and absence of single service and/or
i ndi vi dual portion containers dictate that suppl enental
feedi ng be kept to an absolute m ninum and that each be
physi ci an prescri bed.

2. \When a supplemental feeding is required, the ward
charge nurse wll:

(a) Verify that a chart entry supports the order.
(b) Notify food service by phone of the requirenent,
provi ding patient's name, ward nunber, diet order, and
subsi stence itenms required.

(c) Request the tinme that the order be ready for
pi ck-up (not |less than 2 hours after request).

(d) Dispatch an individual to pick up the itens at
t he agree-upon tine.

3. Food service will:
(a) Accommodate suppl enental feeding requests.

(b) Obtain required subsistence itens and package
them suitably.

(c) Release themto the ward representative.
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TAB C-8
HAZARDOUS WASTE

A. PURPOSE: To provide guidance for the collection, handling
and di sposal of hospital generated wastes which have contacted
living organisms or may otherw se be considered infectious or
hazar dous.

B. DEFI N TI ON:

1. Background: The operation of health care facilities
creates waste materials, sone of which are hazardous. A
subset of hazardous waste is infectious waste; proper handling
of infectious waste is mandatory, to prevent spread of
i nfectious di seases. The nmethods of handling infectious
waste, fromits generation to its ultinmate disposal, nust be
adhered to strictly by all hands, w thout exception.

2. Relationship Wth Host Nations: It is anticipated
that the 250 bed hospital will be operating, in a wartinme or
conflict nmode, on foreign soil. Close liaison with force

pl anners during the pre-deploynment planning phase is essenti al
for the hospital conmand to determ ne host nation requirenents
for handling, storage and di sposal of infectious hazardous
wast es. Whenever possible, agreenents and/or contracts with
host nations should be secured for the incineration or
sanitary burial of wastes in accordance with the host nation's
regul ati ons. During peacetine exercises on U S. soil,
adherence to federal, state and |local environmental |aws and
regul ations, partially listed in Appendix A, shall be strictly
enf or ced.

3. Categories OF Hospital Generated Waste: It nust be

clearly understood that the field hospital will generate four
di stinct categories of waste. Each type will require special
handl i ng procedures from generation to disposal. These

cat egories are:

(a) Infectious waste - generated in patient contact,
| aborat ory and surgical areas.

(b) Hazardous waste - usually chemi cal in nature and
generated in the | aboratory, x-ray and public works
depart nment.

(c) Infectious hazardous waste - generated in the
| abor at ory.

(d) Non-infectious waste - generated in all areas of
t he hospital.
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4. Definitions:

(a) Infectious waste is defined as waste originating
fromthe diagnosis and treatnment of people. There are five
(5) broad categories of infectious waste recognized by the
Centers for Disease Control (CDC): mcrobiological, blood and
bl ood products, pathological, sharps, and isol ation waste.
Exanpl es of each of these types include, but are not
necessarily limted to, the follow ng:

(1) Mcrobiological - wastes generated in
| aborat ori es processing bacterial, fungal, mycobacterial, or
viral materials, such as nedi a-containing plates, tubes, or
di agnostic strips; swabs; glass slides; pipettes. Live virus
vacci nes (including smallpox, yellow fever, rubella, neasles,
munps, polio, and adenovirus) and any of the associ ated
equi pnment for their use also fall into this classification.

(2) Blood and bl ood products - wastes generated
in the collection processing, and use of blood and bl ood
products; tubes for diagnostic blood collection; itenms and
mat eri al s contam nated with bl ood or bl ood products that are
not designed for cleaning, resterilization, and reuse.

(3) Pathol ogical - pathologic specinmens, body
ti ssues, contam nated di sposable instrunments, and | aboratory
waste generated in the performance of nedical treatnment
reprocedures and di agnostic | aboratory testing.

(4) Sharps - any diagnostic or therapeutic item
possessi ng a surface capabl e of piercing human skin, not
designed for cleaning, resterialization, and reuse. Exanples

woul d i ncl ude needl es for injections, preparation of
i ntravenous nedicinals, indwelling cannul ae, and di agnostic
testing (e.g., lunbar puncture, thoracentesis, paracentesis,
etc.); scalpels; and other disposable instruments with a
surface capabl e of pi erci ng human ski n.

(5) Isolation waste - wastes generated in the

t herapy of patients on isolation precautions. Exanples would
i nclude gowns; gl oves; nmasks; head covers; dressings;

di sposabl es basins; paper towels used in isolation roons; and
ot her such itenms and materials used in the care of isolation

patients that are not designed for cleaning, resterilization,
and reuse.

(b) Fomtes - an object or itemthat is not of itself

harnful , but may harbor pathogenic m croorgani sms and serve as
a vehicle in the transm ssion of infections. Exanples would
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include but are not limted to bedding, linen, cloth towels
and washrags, diagnostic nedical instrunments (e.g.,

st et hoscopes, sphygnomanoneters, thernometers), and personal
items (e.g., razors, toothbrushes, toiletries).

(c) Hazardous waste - any wastes, or conbination of
wast es, which because of its quantity, concentration, physical
or chem cal properties may pose a substantial present or
potential threat to human health or the environment when
i nproperly treated, stored, transported, disposed of or
ot herwi se managed.

(d) Infectious hazardous waste - any conbi nation of
mat eri al s and agents that neet the definitions described in
2-4.a and 2-4.c above. These wastes will typically be

generated in the | aboratory when organi c pathogens are
conbi ned with hazardous chem cals or reagents.

(e) Non-infectious waste - waste generated from non-
clinical spaces and waste from patients and their rel ated
procedures, where no infection or contagi ous di sease exists.

(f) Storage - the holding of infectious hazardous
waste for a tenporary period, at the end of which the waste is
treated, disposed of, or stored el sewhere.

(g) Treatnment - any method, techni que, or process
desi gned to change the chem cal, physical, or biological
characteristics of any infectious hazardous waste so as to
render such waste nonhazardous, or |ess hazardous or safer for
transportation, storage or disposal.

(h) Autoclave - an apparatus using steam under
pressure for sterilizing medical equipnment.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED: N A

D. CRITERIA:
Hazar dous waste is properly handl ed and di sposed.

E. STEPS:

1. Handling.
(a) Infectious and infectious hazardous waste.

(1) Ward and | aboratory personnel shall utilize
personal protective clothing and procedures which would
normal |y be practiced in a traditional health care setting for
the control of the spread of disease.
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(2) Personnel shall wear disposable gloves,
gowns, and shoe and hair covers.

(3) Patient contact and | aboratory areas will
utilize clearly marked, inpervious, containers for the
di sposal of all sharps. When full, the sharps container shal
be securely closed with autocl ave tape.

(4) Patient areas will utilize clearly marked
containers lined with double plastic bags, the outer bag being
an orange autocl avabl e "bi ol ogi cal hazard" bag. These

containers will be separate from non-infectious "trash"
containers. Wen full, the inner bag will be sealed wth
aut ocl ave tape. The outer bag will be sealed with fil ament

rei nforced tape and autocl ave tape.
(b) Hazardous waste.

(1) Protective equipnment, as described in DHHS
(NIOSH) Publication No. 81-123 will be utilized by personnel
handl i ng hazardous wast e.

(2) Al hazardous waste will be containerized.
| deal ly, in the original container or containers designed for
the collection of such wastes such as those provided with
aut omat ed | aboratory equi pment.

(3) Containerized and transporting to storage
areas will be acconplished by the waste generator (i.e., |ab,
X-ray, public works, etc.).

2. Transport and storage.
(a) Infectious waste.

(1) Ward personnel will deliver properly seal ed
shar ps contai ners and doubl e bagged i nfectious waste, to the
| aboratory tenporary holding area, on a regularly schedul ed
basis. ldeally, this area will be one of lowtraffic and
prohi bitive to patient care, snoking, eating, and food or
medi ci nal handl i ng.

(2) ldeally, ward personnel will store and
transport nmultiple bags of infectious waste in |arge, covered
containers (i.e., "Gl" cans with tight fitting lids). These

containers shall be scrubbed with a germ cidal solution at
| east once per shift or nore often if grossly contam nated.

(3) Laboratory personnel will handl e and
routinely autoclave waste under steam pressure for a m ni mum
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of fifteen (15) mnutes. After proper autoclaving, these
wast es may be handl ed as noni nfectious dependi ng on host
nation requirenments.

(b) Hazardous waste.

(1) As noted in paragraphs 3-1 b.2, hazardous
waste will be stored in their original containers or those
desi gned for collection of such wastes.

(2) Waste generating personnel will containerize
waste according to its chem cal grouping such as |ubricants,
fuels, acids, alkalines, chlorinated hydrocarbons, etc.

Containers will be tightly seal ed and | abel ed.

(3) Storage areas will be at |east 100 yards
fromthe hospital conpound and actual or potential potable
wat er sources. ldeally, these areas will be elevated with

nat ural drainage away fromthe hospital and water sources.
Wast e contai ners should be protected fromthe el enents and the
area clearly marked as "Hazardous Waste Storage”

3. Di sposa

(a) General. It nust be understood that, in an
operational situation, the nmethods of waste disposal range
formideal to undesirable. The follow ng disposal nmethods are
i ntended to guide the hospital comand towards utilization of
t he best disposal nmethod for any given situation.

(1) Host Nation Agreenent - Under the Status of
Forces Agreenent the cogni zant Conmander-in-Chief (CINC) wil
negotiate with the host country for disposal services.

(2) The cognizant CINC wi Il provide disposal
services utilizing established |ogistical support channels
within the theater of operations such as the Supply Battalion
of the Force Service Support Group, or supply ships.

(b) Methods. 1In the absence of the preferred, above
menti oned di sposal nethods, the following my be utilized.

(1) Nonhazardous/ noni nfectious waste (including
properly autoclaved infectious waste).

a Burial in a pit as deep as organic
equi pmrent will allow and covered with at | east two feet of
earth. Burial pits should be at |east 100 yards fromthe
hospi tal conpound and potabl e water sources.
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b Burning by mxing with fuel oil until
only ash remains. Ash should then be buried as above.
Tactical consideration nmust be given to open burning as snoke
may give away the hospitals |ocation.

(2) Hazardous waste.

a Laboratory chem cal waste which contains
i nfectious, organic matter, is to be treated as hazardous as
autoclaving of liquids in closed containers is not authorized.

b Burial in sealed, marked containers, as
deep as organic equipnment will permt. Burial sites should be
lined with plastic sheeting, covered with at |east four feet
of earth and conspicuously marked. Sites should be at | east
100 yards fromthe hospital conmpound and potabl e water
sour ces.

F. RESPONSI BI LI TY:

1. The Commanding Officer is responsible for ensuring the
proper managenent of the overall infectious and hazardous
waste program and to interface with the host nation to ensure
| ocal regulations are satisfied.

2. Nursing Service via the clinical staff is responsible
for the handling of all wastes generated in clinical spaces.
This includes ensuring that adequate supplies of hanpers,
bags, tapes, sharps containers and protective clothing are
mai ntai ned in these spaces.

3. Laboratory Service is responsible for handling
hazardous infectious wastes once it is delivered to or
generated by the | aboratory. The service is also responsible
for proper autoclaving of such wastes to render it free from
pat hogens.

4. Surgical Service is responsible for handling wastes
generated within the operating room giving special attention
to surgically remved human tissue.

5. Operating Managenent is responsible for the renoval of
waste fromthe central collection points, including the
| aboratory, and delivery to the designated pickup area such as
t he "back | oadi ng dock".

6. Public Works Departnent is responsible for the renoval

of wastes fromthe hospital conpound and ensuring its proper
di sposal as outlined in this SOP.
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TAB C-9

PROCEDURES FOR RELEASE OF
MEDI CAL | NFORMATI ON

A. PURPOSE: To provide procedures of release of nedica
information within the hospital.

B. DEFI NI Tl ON: Medi cal Information - Infornati on cont ai ned
in the health or dental record of individuals who have
under gone nedi cal exam nation or treatnent.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED: N A.

D. STEPS:

1. Upon presentation of requests for nedical information
refer to procedures contained in the foll ow ng references:

(a) Manual of the Medical Departnent.
(b) Freedom of Information Act, BUMEDI NST 5720. 8.

(c) Personal Privacy and Rights of Individuals
Regardi ng Records, SECNAVI NST 5211.5.

(d) Availability of Navy Records, Policies,
SECNAVI NST 5720. 42.

E. GENERAL GUI DELI NES:

1. Information contained in health care records of
i ndi vi dual s who have undergone nedi cal or dental exam nation
or treatnent is personal to the individual and is therefore
considered to ba of a private and confidential nature.
| nformati on fromsuch health care records, the disclosure of
whi ch woul d constitute a clearly unwarranted invasi on of
personal privacy, should not be made avail able to anyone
except as authorized by the patient or as allowed by the
provi si ons of Manual of the Medical Departnment and the Privacy
Act of 1974 as inplenmented by SECNAVI NST 5211.5 series.

2. Release of information will be coordi nated by the
Patient Affairs O ficer.

3. Personal information of non-nedical nature will not be
rel eased.

4. personnel in the patients chain of conmand nay be
provided with information required to conduct command busi ness
but will be referred to the Patient Affairs O fice.
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5. Rel ease of information will conformto | ocal conmand
and superior command policy.

6. All Departnment Heads shall ensure w de dissem nation
of this information and conpliance with procedures outlined
her ei n.

F. RESPONSI Bl LI TY:

1. Director of Adm nistration.
2. Patient Affairs Officer.

3. Charge Nurse or Assistant.
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TAB C-10
PROCEDURE FOR PI CK- UP AND DELI VERY OF HOSPI TAL LAUNDRY

A. PURPOSE: It will be logistically inmpossible to pick up
and deliver laundry at each individual ward and CSR
Therefore, this procedure establishes central collection

poi nts and the met hodol ogy for preparing laundry for turn-in.

B. DEFIN TIONS: N A

C. EQUI PMENT, SUPPLI ES, AND FORMS REQUI RED

1. Canvas | aundry bags.

2. Request for clean linen/laundry.
D. CRITERIA: N A
E. STEPS:

1. Designated Laundry Petty O ficer will:

(a) Set up laundry bags, tagging one for bed |inen,
one for clothing (including patient clothing), and one for
contam nated | aundry.

(b) Daily at 0800, take the soiled laundry to the
nearest Clinical W rk Space along with a request for the next
day's linen/laundry supply.

(c) Distribute cleaned patient clothing.

2. Linen Control Cl erks.

(a) Pick-up and receipt for hospital laundry at each
Clinical Work Space.

(b) Collect Requests For Clean Linen/Laundry.

(c) Fill requests submtted the previous day and
return cl eaned patient clothing.
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TAB C-11
PROCEDURE FOR HANDLI NG AND LAUNDERI NG CONTAM NATED LI NENS

A. PURPOSE: The Conbat Zone Fleet Hospital will generate a
significant anount of contam nated linen within the operating
rooms and treatment wards. These itenms will require special
handl i ng and | aundering to prevent the spread of infection.

B. DEFINTION: Contam nated |aundry is defined as those
items requiring special disinfection and |aundering to
preclude the spread of infection.

C. EQUI PMENT, SUPPLI ES, AND FORMS REQUI RED

1. Chlorine bleach solution.
2. Latex gl oves.

D. CRITERIA: N A

E. STEPS:

1. Hospital ward personnel will bag contam nated | aundry
separate fromregular laundry. G oves are to be worn when
handl i ng contam nated | aundry.

2. Contam nated laundry will be receipted by the Linen
Control Clerks and delivered to the [aundry.

3. At the Laundry all contam nated |aundry w Il be
segregated fromthat requiring only routine processing.

4. Based on the next day's requirenments and current
inventory the contam nated laundry will be assigned a
processing priority.

5. The contam nated |laundry will be processed as follows:

(a) Presoak the contam nated | aundry for 60 m nutes
in a chlorine solution of 50 ppm

(b) Wash the linen in hot water using a normal cycle.

6. Once |laundered these itens will be placed in inventory
for re-issue.

F. RESPONSIBILITY: The Head, Environnental Heal th Depart nent
is responsible for routinely nmonitoring the handling and

| aundering of contamnated itens to preclude the spread of

i nfections.

73



CAUTI ON: Extrene care nust be taken to avoid contact with the
contam nated | aundry to prevent the spread of infection to
| aundry and ot her hospital personnel.
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TAB C-12

PATI ENT PROCEDURES FOR HANDLI NG
EXPATRI ATED PRI SONERS OF WAR

A.  PURPOSE:

To detail patient handling procedures for expatriated
prisoners of war within the fleet hospital.

B. DEFI N TI ON:

Expatri ated prisoners of war (EPW - those patients who
require treatnment who are prisoners of U S. or allied conbat
forces.

C. EQUI PMENT, SUPPLI ES, AND FORMS REQUI RED

1. Restraints (theater command mlitary police or
hospital issue).

2. Others as specified in adm ssion procedures (all forns
will be marked with the words "Prisoner of War" or "EPW).

D. STEPS:

1. Upon presentation of EPWto functional area, notify
Security Departnment.

2. Upon adm ssion to Casualty Receiving, Security wll be
responsi ble for the follow ng notifications:

(a) Theater command mlitary police (MP)
headquarters.

(b) Executive O ficer.
(c) Director of Nursing.
(d) Director of Adm nistration.

3. Performessential life saving care.

4. Inform MP that custody of patient will not be assuned
by hospital staff and that MP will retain custody of EPWuntil
relieved by appropriate MP headquarters staff or patient is
transferred to EPW hol ding center (external to hospital).

5. After treatnent, have corpsman or litter bearer escort
MP and EPWto next functional area charge nurse. Adm ssions
packet, correctly annotated will be delivered by hand to
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charge nurse.

6. During course of treatnment, patient will be guarded by
MP and/ or restrained until treatnment is term nated.

7. Movenment to another functional area will be reported
to Security.

8. EPWs will be fed either on the ward or in the general
mess. |If allowed to eat in the general ness, EPWs will be

acconmpani ed by MP guards.
E. RESPONSIBILITY:

CMAA/ Security.
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TAB C-13
CASUALTY W TH UNEXPLODED ORDNANCE ENMBEDDED

A. PURPOSE: To provide guidance in admtting, processing,

and treating a casualty who has unexpl oded ordnance enbedded
in a body part.

B. DEFINTION: An explosive device (nost often froma rifle
grenade fired at close range) which has not travelled
sufficient distance for fuse detonation and explosion, and is
enbedded in the body of a casualty.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

Sandbags.
D. CRITERIA:

1. Sandbags will be stored outside Casualty ReceiVving
Ar ea.

2. Ordnance renoved fromthe casualty's body w thout
det onati on.

3. Ordnance renoved fromthe hospital environnment w thout
det onati on.

4. Ordnance di sposed of safely.
E. STEPS:
1. Prepare sandbags.

(a) Casualty Receiving Senior Corpsman is responsible
for filling bags with sand and storing bags in a sheltered
area outside Casualty Receiving.

(b) Prepare sandbags when setting up area.

2. Care of casualty with unexpl oded ordnance.

(a) Place casualty in area renoved from ot her
casual ti es and personnel .

(1) Keep casualty outside, if possible.

(2) If inside, stack sandbags around the
casual ty.

(3) Have absol ute m ni mum of personnel near
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casual ty.

(b) Call Security and have them summon an expl osive
ordnance di sposal expert.

(c) Upon determ nation of what the ordnance is, take
addi ti onal safety precautions as determ ned by the attending
surgeon in conjunction with the expl osive ordnance di sposal
expert.

(d) Prepare casualty for renoval of ordnance as soon
as practicable. If in the OR stack sandbags around the
casualty and i mmedi ate operating personnel. All other
personnel remain outside the perineter of sandbags.

(e) Tag inpatient record chart to alert other
personnel to the presence of unexpl oded ordnance prior to
transfer frominitial intake point.

(f) After renoval of the unexpl oded ordnance, give it
to the expl osive ordnance di sposal expert, who will then
di spose of the ordnance in a safe and appropriate manner.

F. RESPONSI Bl LI TY:

1 Casual ty Receiving Senior Corpsman.
2 Adm tting clerk.

3. Surgeon.
4

Expl osi ve ordnance di sposal expert.
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TAB D-1
GENERAL CLI NI CAL POLI CI ES
A. Gener al .

1. Austere but adequate health care will be adhered to in
t he Depl oyabl e Medi cal Systens (DEPMEDS) and is defined as:

(a) Austere Health Care. Equipnment limted to
strictly need to have sinple, high Reliability Availability
Mai ntai nability (RAM nmaterials that augnment the physician's
basic ability to render nmedical care or nmake a nedica
deci si on.

(b) Adequate Health Care. Support is sufficient to
provide a |l evel of care that will give a nortality and
norbidity rate no greater than 5% of Wunded in Action (WA),
1% nortality, and 5% norbidity non-battle casualty rate in the
Echelon 3 health facility.

2. Initial resuscitation should be pronpt, adequate and
at the site of injury or as far forward as possi ble. These
resuscitation efforts should foll ow Advanced Trauma Life
Support/ Advanced Cardiac Life Support (ATLS/ ACLS) standards.

3. Those soldiers capable of returning to duty nust be
eval uated and treated at the | owest possible |evel of care.

4. Whunded in action and non-battle injuries will be
evacuat ed expeditiously to the appropriate |evel of treatnent
for initial wound therapy.

5. Initial wound surgery will consist of those procedures
necessary to stabilize a patient sufficiently to save life and
linmb as well as those required to stabilize neurol ogical,
vascul ar, bone and joint wounds and injuries.

6. Individuals wounded in action will be provided initial
surgery as soon as possible, ideally within six hours.

7. The patient being noved from NATO Echelon 3 to Echel on

4 must be stable enough to tolerate a 6-hour bed-to-bed nove.
This stabilization tinme is fromthe aeromedi cal staging

facility to the next echelon hospital bed. A patient in the
strategi c aeronedi cal evacuation system should tolerate a
24- hour bed-to-bed nove. A stable patient is one who, in the
best clinical judgenment of the responsible physician, can
wi t hstand a bed-to-bed evacuation of 6-24 hours duration with
a high probability of not sustaining conplications requiring
i nvasive treatnment or intervention beyond the scope of general
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nursing care during evacuati on.

8. Al patients who will return to duty within the 30
days will be kept at Echelon 3. The patient returning to duty
bet ween 30 and 60 days will remain at Echel on 4.

9. \When a surgically wounded patient in warfare is not

progressing well, particularly with evidence of sepsis,
reoperation should be pronmpt.
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TAB D- 2
| NFECTI OQUS DI SEASE POLI ClI ES

A.  Ceneral.
1. Infectious Disease as a specialty will be available in
a consultative role in the theater. This provision will be

serviced specific function.

2. The Infectious Disease specialist will provide
consultation and liaison with preventive nedicine personnel at
all echelons within the theater of operations.

3. In general, a nedical specialist will be responsible
for followup care on all patients with infectious disease
probl ens that have been consulted on by an Infectious Di sease
speci al i st.

4. The theater surgeon will develop and publish a fever
evacuation policy based on the threat of the area, the
tactical situation, time of year, and overall preventive
medi ci ne aspects of the force.

5. Patients with sustained fever of greater than 1030 F
(39.10 C) (without an obvious infectious di sease process, such

as, tonsillitis) on two separate occasions which is cyclic in
nature and where mal ari al di seases are endemc, wll be
assunmed to have a serious febrile illness, and will be

evacuated to echel on 3.

6. There will be an attenpt to identify specific
etiological agents within the limts of theater resources.

B. Antibiotic Policies.
1. Antibiotic use. The Def ense Medical Standardi zati on

Board (DMSB) will publish, at appropriate intervals, a |ist of
patient conditions in which antibiotics should or should not

be used. GCenerally, all open trauma cases will receive
antibiotic therapy and closed injuries will not. The
preferred route of adm nistration will be parenteral in al

cases of major open injuries.

2. Specific antibiotic schedules. A gquad-service panel

of consultants will review and publish annually a schedul e of
antibiotics to be used in the defined patient conditions. The
panel will consider mlitary scenarios, antibiotics in the
current supply system causative agent risk, and list choices
by rank. The panel will also make recommendati ons to the

Def ense Medi cal Standardi zation Board (DMSB) in the
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i ntroduction of new antibiotics (and deletion of old) in
DEPMEDS.

3. In the managenent of the conditions defined, the
deci sions of the DMSB and panel will be nmandatory unl ess an
i ndi vi dual circunstance of the patient contraindicates this
managemnent .

4. Publication. Each service will develop its own

procedures for dissem nating and inplenmenting the current
anti biotic policy.
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TAB D- 3
I NFECTI ON CONTROL POLI CI ES

A. Aseptic techniques (with each hand gloved) will be

mai nt ai ned when the patient's condition requires an invasive
procedure (i.e., operator procedure, dressing change,

ET/ Tracheost ony care).

B. Handwashing is essential before and after each patient
contact. This should be acconplished with runni ng water and
an antim crobial soap. An alcohol-based cleanser is
acceptable in the absence of soap and water.

C. Disease specific isolation procedures will be acconplished
as best as possible within the theater of operations. The
rationale for utilizing disease-specific precautions rather

than an alternative isolation system (category-specific) is
conservation of supplies and reduction of expenses. See Table
| .

D. Intravascul ar Access Therapy will follow in Table 11
remenber al so to:

1. Change all 1V fluid containers every 24 hours.

2. Handle all intravascul ar devices with aseptic
t echni ques.

3. Change, at the earliest opportunity, all IVs started
under dirty conditions. It will be assuned that all patient
Vs initiated at echelon 2 will have been perforned under

aseptic conditions.

E. All open fluid containers will be changed and/ or discarded
after 24 hours (1V, irrigation, respiratory therapy).

F. All |aboratory specinens, blood and body fluids, obtained
on patients with potential infectious diseases, are to be
consi dered infectious.

G Linen and trash nust be renoved from patient care areas at
a mnimum of every 12 hours.

H.  Reusabl e equi pment will be cleaned and disinfected between
each patient. Disposable equipnment will not be reused.
|. The isolation standards for infectious diseases will be

according to the Center Disease Control (CDC) guidelines, in
so far as possible. For further guidance and el aborat ed
details, consult "Communi cable Di seases in Man" (editor, Abram
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S. Benanson).
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Tabl e |
| sol ation Policies
A. The follow ng di seases would require as nuch isolation as

possi bl e. However, the preferred nethod of isolation would
i nclude private room gowns, gloves, and masks:

Di sease Lengt h
1. Chi cken Pox Until | esions are crusted 7-10

days/ persons not suscepti bl e,
need not wear a mask

2. Diphtheria Two negative cultures after
cessation of antibiotics

3. Echovirus Disease Seven days after onset.

4. Epiglottitis due to H. Twenty-four hours after
initiation

| nfl uenza of effective therapy.
5. Erythema Infectiosum Seven days after onset.
6. CGerman Measl es, Rubiola Seven days after onset of rash.
7. Henorrhagi c Fevers Duration of illness.
8. Herpes Zost Until | esions crusted, people not

suscepti bl e, need not wear a

mask
9. Lassa Fever Duration of illness.
10. Marburg Virus Di sease Duration of illness.
11. Henophilus Influenza Twenty-four hours after

Menigitis initiation of effective therapy.
12 Neisseria Meningitis Twenty-four hours after
initiation of effective therapy.

13. Meni ngococcal Pneunonia Twenty-four hours after
initiation of effective

t her apy.
14. Meni ngococceni a Twenty-four hours after
initiation of effective therapy.
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15. Multiply Resistant Until cultures are negative.
Organi sm I nfection or
Col oni zation G tract,
respiratory and skin

16. Munps Ni ne days after onset of
swel |i ng.
17. Pertussis Seven days after initiation of

effective therapy.

18. Pl ague, Pneunonia Three days after initiation of
effective therapy.

19. Pneunoni a, Staph Aureus Twenty-four to forty-eight hours

St ept ococcus, G oup A after initiation of effective
t her apy.
20. Rabi es Duration of illness.
21. Ritton Di sease Duration of illness.

(St aphyl ococcal scal ded
= kin syndrone

22. Smal | pox Duration of illness.

23. Tubercul osi s Two-to-t hree weeks after
chenot her apy.

B. For patients with draining wounds or |esions, wth
di arrheal diseases/conditions, gloves should be worn by
hospital personnel. When splashing or soiling is |likely, gowns
shoul d be worn.

C. For the follow ng diseases, gloves should be worn when in
contact with bl ood/ body fl uids:

1. Hepatitis-B, Non-A, Non-B.
HI V di sease

Rat bite fever (Spirillium m nus di sease).

Jakab - Creutzfeldt disease.

2

3

4. Rel apsing fever.
5

6 Lept ospirosis.
7

Col orado Tick Fever.
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8. Arthropod borne viral fevers (Dengue, Yellow Fever).

9. Al forms of clanydial infections.
10. Mucocut aneous (Herpes, Sinplex).
11. Mal ari a.
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Docunent ati on

TABLE 11

Summary

I ntravascul ar Access Ther apy

Dur ati on of Dr essi ng Tubi ng

Si t e/ Needl e Change Change
Centr al Not nore than

6 days 72 Hrs 72 Hrs
Peri pheral ,
| ntravenous 72 Hrs 72 Hrs 72 Hrs
Pi ggyback Meds 24 Hrs N A 24 Hrs
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TAB D-4
NUTRI TI ONAL CARE POLI CI ES

A. The following basic diets will be avail able at Echel on 3
and 4 utilizing the Hospital B Ration: regular (hospital high
protein), clear liquid, full liquid, and dental liquid. The
regul ar diet can be nodified for consistency, i.e., cut neat
and dental soft.

B. Nutrition care provides forced fluids and suppl ement al
nouri shnments. Tube feedings will be prepared and transported
to the wards three tinmes per day if a powdered product is
supplied. If canned tube feeding products are suppli ed,
nursi ng personnel will obtain themdirectly fromlogistics.

C. There is a limted capability at both Echelons 3 and 4 to
provide certain additional dietary nodifications, i.e., |ow
protein, low sodium |low fat, and | ow residue.

D. Dietitians will respond to consults for nutritional
assessnment and intervention.
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TAB D-5
PHYSI CI AN'' S UTI LI ZATI ON GUI DELI NES

A. The primary physician's treater in the EMI/Pre-op is the
Emer gency physician. Oher specialists provide consults as
appropri ate.

B. There is a need to devel op a secondary treater for al
possi bl e tasks.

C. Physician's specialty foll ow-up on wards will be two
10-m nute visits for 1CU and one 10-m nute visit every 3 days
on the ICW There will be no specialty followup on MCWs.
The primary physician on the MCWis the General Medical

O ficer.

D. Since there will be a great demand for surgeon's tine,
sone surgical patients, for exanple, closed head injuries are
foll owed by a neurologist or internist. Also, sonme surgical
patients will be cared for in the i medi ate post-op peri od
(first day or twd) by a surgeon and then followed by a
non- sur geon.

E. Consultative time for physicians will be 30 m nutes.

F. The emergency physician in EMI will performa conplete
wor k-up of all patients going to OR, however, patients not
requiring surgery will have only those tasks perforned in EMI
required to validate the patient status. The patient wll
have a conpl ete work-up performed by the Ward Medical Officer.

G Al specialists consulting in EMI will performthree tasks
totaling 16 m nutes for each episode.
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TAB E-1
SAFETY PRECAUTI ONS
A. PURPQOSE: To maintain a safe, clean environnment.

DEFI NI TI ON: N A,

C. EQUI PMENT, SUPPLI ES, AND FORMS REQUI RED

1 Needl e destruction box.
2 Si nk.

3. Bedpan washer.

4 Cl eaning materi al s.

D. CRITERI A

1. All broken equi pment will be renmoved fromward for
repairs as defect is discovered.

2. Nursing personnel will be instructed on proper
techniques in lifting and handling patients and equi pnent.

3. Hospital procedures for disposal of wastes wll be
fol | owed.
E. STEPS:

1. General precautions.
(a) Enforce NO SMOKI NG regul ati ons.
(b) Wpe up spills imediately.
(c) Display signs to denote:
Hazar dous materials in use
Wet fl oors
Oxygen in use
| sol at ed areas

(d) Keep passageways clear of furniture, equipnment,
and debri s.

2. Needl e precautions.
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(a) Dispose of used needles in needle destruction
boxes.

(b) Report needle stick to charge nurse imredi ately.
(c) Get nedical attention | AW NAVMED P-5010.

(d) Store needles and syringes in an appropriate
section of the ward medical | ocker.

3. Waste precautions.

(a) Handl e hazardous wastes (i.e., excretions, sera,
bl ood, etc.) I AW gui delines established by Environnental
Heal t h Depart ment.

(b) Clean bedpans in Cinical Wrkspace, only.

(c) Prepare specinens in Clinical Wrkspace, only.

4. Personal safety.

(a) Use good body nmechanics when transporting
litters, lifting or positioning patients | AW TAB H-1, Pages
3- 29.

(b) Avoid x-ray exposure.

(1) If possible, |eave area when x-ray is being
t aken.

(2) Wear a lead apron if you must remain with
patient.

(c) Wash hands between each patient whenever
possi bl e.

(d) Use caution when breaking a glass anpule to avoid
cutting fingers. Use a file and cover finger tips with a
pi ece of gauze for protection.
5. Patient safety.

(a) ldentify patients at high risk for falls. Those

(1) Are receiving narcotics or sedatives.

(2) Are disoriented or debilitated.
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(3) Require anbul ati on devices such as crutches,
canes, etc.

(b) Prevent patient falls and mechani cal anbul ati on
i njuries.

(1) Teach patients to use anbul atory devi ces
correctly.

(2) Assist weak patients with ambul ati on.

(3) Ensure patients wear proper footwear when
anmbul ati ng.

(c) Beds and exanmi ning tables.

(1) Caution patients to turn slowy in bed due
to narrowness and hei ght of tabl e/bed.

(2) Attend patients frequently while they are
are on exam nation table.

(3) Restrain patient as necessary using safety
straps.

(4) Strap unattended patients to bed using
abdom nal body strap.

(d) Chairs/wheel chairs.

(1) Attend patient in chair if condition
war rant s.

(2) Lock wheels on wheelchair in transferring
patient fromchair to bed.

(3) Caution patient never to step on foot rest
of wheel chair.

(e) Leather cuff restraints.

(1) Use leather cuff restraints to protect
patients fromself-injury and infliction of injury on others.

(2) Explain to patient that restraints are
protective not punitive neasures.

(3) All ow noderate novenent of extremties.

(4) Check circulation on restrained extremties
every 2 hours.
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(5) Change patient's position every 2 hours to
prevent disconfort, nuscle and nerve danmage, and skin
br eakdown.

(6) Renove restraints one at a tine to do range
of notion exercises every 4 hours.

(7) Provide skin care to extremties every four
hour s.

(f) Heat applications.

(1) Ensure that all equipnment is in proper
wor ki ng order.

(2) Observe patient closely to prevent burns.

(3) Apply heat lanp at a safe distance from
patient for 15 m nutes per treatnent.

6. Environnmental safety.
(a) Avoid electrical shock

_ (1) Use extension cords in accordance to conmand
policy.

(2) Use only grounded el ectrical equipnent
unl ess cl eared through Medi cal Repair Division.

(3) Prevent shock and fire by checking
el ectrical cords for defects and fraying.

(b) Oxygen safety regul ati ons.
(1) Display "Oxygen in Use" sign.

(2) Chain or support all oxygen cylinders in
hol ders.

(3) Do not use oil, grease, or flammble Iiquid
on equi pnent .

(4) Prevent static electricity by not using wool
materi al s.

(5) Renove antiseptic tinctures and al cohol from
i medi at e oxygen environnent.

(6) Keep oxygen storage free of conbustible
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mat eri al .

(7) Monitor cylinder pressure readings. Change
cylinder if p.s.i. is 100 or |ess.

(8) Keep wrench with cylinder.
F. RESPONSIBILITY:

1. Charge Nurse.

2. Senior Corpsman.
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TAB E- 2
EMERGENCY CARDI O RESUSCI TATI ON KI'T

A. PURPOSE: To provide appropriate supplies/equi pment needed
during energency situations.

B. DEFINITION:. N A

C. EQUI PMENT, SUPPLI ES, AND FORMS REQUI RED

1. Enmergency Cardi o Resuscitation Kit (Sparks Kit).
2. Emergency Kit Inventory List.
3. Departnental Log.

D. CRITERI A

1. Energency Cardio Resuscitation Kit is readily
accessi bl e.

2. Kit is conpletely stocked and inventoried when seal is
i ntact.

3. Oxygen cylinders, wenches, and seals on Energency

Cardi o Resuscitation Kit will be checked every watch.
E. STEPS:

1. Energency Cardio Resuscitation Kit will be located in
the Specialty Treatnment Area at all tinmes. It will be used

only for cardio resuscitative energencies.

2. Senior Corpsman on each watch will check to ensure
seal s have not been broken, and oxygen pressure in cylinders
is sufficient, that is psi is not |ess than 500.

3. Inventory Enmergency Cardi o Resuscitation Kit every
three nmonths or when seals have been broken.

4. Check daily the Emergency Kit Inventory List posted on
the outside of kit for drug expiration dates.

5. Make appropriate entries in the Departnental Log.

6. Senior Corpsman will be responsible for re-supplying
kit during normal working hours. The Watch LPO assunmes this
responsibility at other tines.

F. RESPONSI BI LI TY:
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Seni or Corpsman or his representative.
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TAB E-3.1
DI RECTOR, MEDI CAL SERVI CES JOB DESCRI PTI ON

The Director, Medical Services is responsible to the
Commandi ng Officer for the coordination and efficient
operation of the medical services of the command. The
Director, responsible directly to the Executive O ficer, acts
i ndependent |y upon nmedical matters which do not require the
personal direction of the Executive O ficer or Commandi ng
Officer but keeps them apprai sed of actions taken.

THE DI RECTOR MEDI CAL SERVI CES W LL:

1. Provide nmedical officers for twelve (12) clinical areas,
i ncluding nine (9) wards, Casualty Receiving Area, OR Prep and
Hol d, and Specialty Treatnment Area.

2. Define and inplenment the phil osophy, objective, and
standards for nmedical practice in a conmbat zone hospital

3. Ensure that the hospital's nmedical services conply with
accepted standards of nmedical practice.

4. Establish an organizational plan to delineate
responsi bility and accountability of assigned personnel.

5. Maintain a system of records and reports which reflect the
qual i fications, experience, and activities of assigned

per sonnel .

6. Continually evaluate, observe, and analyze the functions
of Medical Services, and institute actions to neet the overal
departnmental needs.

7. Direct, plan, coordinate, inplenent, and eval uate
activities related to nmedical care of patients.

8. Organi ze and direct education and training to assigned
medi cal officers.

9. Co-ordinate Medical Service activities with those of other
departnments pronoting cooperative efforts and interest in
patient centered care.

10. Ensure the adequacy, security, maintenance, proper use,
econony, and accounting of supplies and equi pnent.

11. Participate in establishing Fleet Hospital policies.

12. Perform other appropriate functions as directed by higher
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aut hority.
QUALI FI CATI ONS:

1. Designator 2100/2105

2. Board Certified Internal Medicine Physician with
subspecialty code 0101

3. Fully credenti al ed.

4. Advanced Trauma Life Support (ATLS) certification
recomended.

5. Advanced Cardiac Life Support (ACLS) certification
required.

6. LMET

7. Conpletion of Fleet Hospital Operations and Miintenance
orientation course.

8. Previous experience in senior managenent |evel position.
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TAB E-3.2
HEAD, MEDI CAL SERVI CES JOB DESCRI PTI ON
The Head, Medical Departnment is responsible for nedical
care given to patients on ICU wards in the hospital. He
reports to the Director, Medical Services.

THE HEAD, MEDI CAL DEPARTMENT W LL:

1. Primarily be assigned to Ward | CU2 for the night watch.

2. Assist Director, Medical Services in setting policies and
procedures for medical care provided by the hospital.

3. Ensure that a nedical officer eval uates each new | CU
adm ssi on.

a. History and physical examis performed within 24 hours
of adm ssion and is recorded on SF 539.

b. A primary diagnosis is assigned to patient.
c. Doctors orders are recorded on SF 508 and are signed.
d. Progress notes are updated daily.

4. Assign nedical specialist to a case as diagnosis warrants.

5. Make daily rounds to patients on |ICU ward at begi nni ng of
wat ch.

6. Be on call to the Specialty Treatnment Area.

7. Denonstrate expertise in perform ng nedical energency
pr ocedur es.

8. Monitor nmedical care given by nurses and corpsman on | CU
war d.

9. Supervise work performance of all personnel assigned to
medi cal departnment.

10. Conduct weekly nmeeting with departnental staff.

11. Participate in orientation and training program for
departnmental staff.

12 Provide training lectures to ward nmedi cal officers about
medi cal di agnoses and treatnment protocols.
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13. Consult with Ward Medical Officers as needed.
14. Serve on hospital committees as assigned.

15. Approve all performance eval uati ons prepared for assigned
per sonnel .

16. Monitor departnental evaluative standards and initiate
training as needed.

17. Prepare and submt required reports to Director, Medical
Servi ces.

QUALI FI CATI ONS:

1. Designator 2100/2105 Physician

2. Board Certified Internal Medicine Physician with
subspecialty code 0101

3. Fully credenti al ed.

4. Advanced Trauma Life Support (ATLS) certification
recomended.

5. Advanced Cardiac Life Support (ACLS) certification
required.

6. Internediate | eadership, managenent, and training
certification recomrended.
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TAB E-3.3
WARD MEDI CAL OFFI CER JOB DESCRI PTI ON
The Ward Medical O ficer, is responsible for all medical
care given on the nursing ward. He reports to the Head,
Medi cal Depart nment.

THE WARD MEDI CAL OFFI CER W LL:

1. Set policies and procedures for medical care given on the
war d.

2. Oient Medical Oficers to ward.

3. Receive report from Medical O ficer on previous watch and
make patient rounds prior to assum ng the watch.

4. Enforce adm ssion and discharge criteria for ward.

5. Communicate with the command duty officer, and register
about the availability of beds.

6. Make patient rounds at 0830 daily and as needed duri ng
watch to eval uate/ reassess each patient. Fornmulate an
appropriate treatnment plan. Determne suitability for

di scharge or transfer patient.

7. Wite orders and daily progress notes on patients charts.

8. Review all |aboratory data, x-rays, and other diagnostic
test results.

9. Revi ew all nedications and renew anti biotics, narcotics,
and other controlled drugs | AW pharnacy polici es.

10. Respond to cardiac arrests on wards during his watch.

11. Sign S.L. and V.S.L. List. Pronounce patients at tinme of
death and wite death note on NAVMED 6320/ 5.

12. Participate in an orientation and training program
13. Prepare and submt required reports in final form

QUALI FI CATI ONS:

1. Designator 2100 physici an.

2. Advanced Trauma Life Support (ATLS) certification
recomended.
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3. Advanced Cardiac Life Support (ACLS) certification
required.

4. Internediate LMET graduate.

5. Fleet Hospital Operations Course graduate.
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TAB E-3.4
MEDI CAL OFFI CER ON CASUALTY RECEI VI NG AREA TREATMENT TEAM

The Medical Officer on the treatnment teamreports to the
Head, Casualty Receiving Area.

THE MEDI CAL OFFI CER W LL:

1. Serve as Team Leader on treatnment team

2. Performprimry assessnment on patient.

3. Direct resuscitative neasures to be inplenented by other

t eam menbers (nurse, Corpsman A, Corpsman B, Anesthesia staff,
and Physician Assi stant).

4. Performtreatnent procedures as necessary | AW ATLS
protocols (e.g., IV cutdown, needle thoracentesis, chest tube
i nsertion, and/or peritoneal | avage).

5. Orient and train treatnment team nmenbers to perform
resuscitative neasures.

6. Review and sign orders and notes on SF 600.

7. Initiate a history and physical on patient on SF 539 if
time permts.

QUALI FI CATI ONS:

1. Designator 2100/2105 Physici an.

2. Enmergency Medicine, Famly Practioner, or General Surgeon
physi ci ans are recomended.

3. Advanced Trauma Life Support (ATLS) certified.
4. Advanced Cardiac Life Support (ACLS) certified.

5. Internmedi ate LMET graduate.
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TAB E-3.5
PHYSI Cl ANS ASSI STANTS JOB DESCRI PTI ON
The Physician Assistant is responsible to a physician for
perform ng specific treatnment procedures in the Casualty
Recei ving Area or Specialty Treatnent Area.

THE PHYSI Cl AN ASSI STANT | N CASUALTY RECEI VI NG AREA W LL:

1. Assist with primary assessnment and tri age.

2. Performresuscitation of patients | AWACLS protocols
i ncluding intubation assists if trained.

3. Assists in placenment of central |ines.
4. Initiates blood transfusions, volume expander repl acenent
t her apy.

Applies "M A S.T." trousers with orders for care.
Wite routine inpatient orders.

Suture m nor wounds.

Moni tors patient status.

0. Inserts nasogastic tubes in patients w thout facial
rauma.

5

6

7

8. Inserts additional IV lines.

9

1

t

11. Applies splints and sem -rigid casting materi al s.
12. Draws radial ABG s, obtains fenoral ABG s when i ndi cat ed.
13. Stabilizes C-Spine patients.

14. Perfornms percutaneous peritoneal |avage.

THE PHYSI Cl AN ASSI STANT I N SPECI ALTY TREATMENT AREA W LL:

1. In addition to watchstanding and on the job training in
casualty receiving, under the direction of a Team Leader,
obtain history and inpatient physical exam nonitor patient
status including post-operatively.

2. Diagnosis and primary treatnment that can be done by a
Physi ci an Assistant is:
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Partial thickness burns.

Abscess managenent i ncl udi ng pyoder nma.

Sexually transm tted di seases.
Heat stressed ill nesses.
Gastroent erol ogi c dehydrati on.

Upper respiratory tract infections requiring inpatient
nsinusitis, pneunoni a, PTA).

Unconpl i cat ed UTI
Cellulitis requiring IV antibiotics.

Monitor for post-traumatic (conbat) stress disorders

Varicella, other infectious diseases as determ ned by

Training of RNNs and HMs in Casualty Receiving Areas

a. Trench foot.
b.
c. Frosthite.
d.
e. Herpes zoster.
f.
g.
h.
i
care (pa
j.
K.
l.
m  Mononucl eosi s.
n.
t eam | eader.
0.
QUALI FI CATI ONS:
1. Warr

ant Officer with subspecialty code 7540.

2. ACLS certified.

3. ATLS certified.
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TAB NUMBER
F-1 NAVMED P-117

F-2

by the
Associ ati on.

F-3
t he

F-4 NAVVMVED P-5010
Manual .

F-5 NAVMED PUB 436
Rot ati ons

Forces.

F-6

of
Ser vi ces.

TAB
REFERE

E
NCES

| NDEX

TI TLE

USN Manual of the Medi cal
Depart nent.

Basi ¢ Cardiac Life Support
(BCLS) Interim Guidelines
American Heart

Advanced Cardi ac Life Support
(ACLS) Interim Guidelines by
Ameri can Heart Associ ation.

109

Navy Preventive Medicine

St andard "B" Medi cal
for the Arnmed

@Qui delines for the Prevention
and Control of Nosoconi al
I nfections, U S. Dept.
Heal t h and Human



TAB G

FORMS | NDEX

NUVMBER FORM NUMBER FORM Tl TLE

PAGE

G1 FHCZ. 3201 Emergency Kit Checkli st

106

G2 FHCZ. 3202 Cardi ac Arrest Fl ow Sheet

G 3 SF 508 Doctors Orders

G 4 SF 509 Progress Notes

G5 SF 512 Pl otting Chart

G- 6 SF 539 Abbrevi ated Clinica
Record

G7 NAVMED 6320/ 5 Serious/ Very Serious

Condition Or Deat h of

Pati ent On Ward

G 8 NAVMED 6010/ 14 I nci dent Reporting Data
Sheet

G 9 FHCZ 2606 Evacuati on Fl ow Chart

G 10 Ward Di et Roster

G 11 DD 599 Patients Effects Storage

Tag
G 12 NAVMED 6010/ 8 Pati ents Val uabl es

Envel ope
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TAB G 1

WATCH EMERGENCY KI T CHECK LI ST
FHCZ- 0401

WARD:

PERSON CHECKI NG CHARGE NURSE
DATE WATCH S| GNATURE/ STATUS 02/ PSI DI SCREPANCI ES FOLLOW UP S| GNATURE

AM

NOC

AM

NOC

AM

NOC

AM

NOC

AM

NOC
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