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First Receiver Working Group

e Mission:
e Create a “tool kit” for Hospital Mass Casualty planning using TECC
principles.
e Familiarize hospital systems with the TECC principles

e Adaptability: Hospital protocols will vary widely across the county
depending on:
e EMS Scope of practice
e RN Scope of Practice
e Trauma vs Non-Trauma Facility

e Mass Casualty Focus: First Receiver protocols are not designed to
change routine trauma care. Current systems deliver great care.

e Continuing the Discussion: These protocols are being translated into
guidelines for review, feedback and eventual approval.



Skills and Tasks

First Receiver Considerations:
- Who can do the task?
- Who should do the task?

- Standing Orders VS MD Driven
orders




Skills and Tasks
Matrix

Example:

- Definitive Airway

TECC
First Receiver
Skills Task
(TAC-1001)

DRAFT
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NP/PA
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Initial Patient Movement

Primary Triag

| Documentation of Care

M - Blood Sweep

| M - Direct Pressure

M - Tourniquet

M - Pressure Dressing

| M - Reassess Bleeding
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M - Convert Tourniquet

M - Wound Packing (HCA/Gauze)
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A - Body Positioning

A - Clear Airway / Suction

A - Basic Manual Maneuvers
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A - Supraglottic Airway
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A - Oro/nasotracheal intubation
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A - Surgical Airway
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LA - Continuous Sedation
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R - Seal sucking chest wound

R - Recognize Tension

R - Decompress tension
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[R- Chest Tube

| R - BVM Ventilation
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R - Ventilator Operations
| R - Monitor Vented Patient
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C - IV Access
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C - Administer Blood
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C - Recognize Head Injury

C - Resusitate Head Injury
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H - Prevent Hypothermia
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Administer Oral non-narcotics
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Administer IV non-narcotics

Administer Oral Narcotics

Administer IV Narcotics

Administer Oral Antibiotics

Administer IV Antibiotics
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Administer Consclous Sedation

%
+
A A A A A

*

Monitor Conscious Sedation

Monitor GREEN Patient

Monitor YELLOW Patient

Monitor RED Patient

Intratacility Patient Transport

Interfacility Patient Transport

Nursing Care GREEN Patient
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Nursing Care YELLOW Patient
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Nursing Care RED Patient

* = MD Order Requred

Reference: (1], [2), [5] | |

Date Updated: 11/24/2017




TECC
First Receiver
Phases of Care
(TECC-FR-1000)

Phases of Care

Phases:

- Planning Phase

- Event Occurs

- Preparation Phase “Code Triage”
- Early Receiving

- Late Receiving

- Stabilization, Holding and Transfer

- Recovery

PLANNING PHASE

PROTOCOL DEVELOPMENT
- Standing Order Sets -
- Plan for immediate actions for
ALL staff (registration to internal
medicine to house keeping)

LOGISTICS:
- Supplies / Meds / Blood -
- Access to adequate supplies
- Access to required
medications in ED/Pharmacy

MASCAL READINESS
- Confidence / Competency -
- Quarterly hospital wide
MASCAL drills
- Incorporate into on-boarding
training for new employees

PREPARATION
PHASE
“CODE TRIAGE”

- Initiate hospital wide MASCAL
plan

- Secure facility

- Initiate RECALL Roster

- Initiate appropriate discharges

- Patient care protocols that - Daily O -/+ quantity tracking
maximize scope of practice
I I
HOSPITAL WIDE ED SPECIFIC

- Consolidate unstable patients
- Transfer or discharge stable
patients

- Contact tertiary facilities

- Assign ED staff roles

- Assign triage zones

- Distribute radios to team leads

SURGERY SPECIFIC
- Stop all elective surgeries
- Recall all staff
- Prepare all operating rooms

EARLY RECEIVING
PHASE

VEHICLE DROP OFF
- Assign non-medical security
staff to direct personal vehicles
transporting casualties to
appropriate area and staff to
clear vehicles when unloaded

REVERSE TRIAGE EFFECT
- Anticipate first casualties to
arrive via car with mild to
moderate injuries
- Maintain resources for
anticipated severely injured

PATIENT REGISTRATION &
DOCUMENTATION
- Utilize paper records and
standard documentation to
maintain consistency

patients in late receiving phase.
|

LATE RECEIVING
PHASE

EMS ARRIVAL
- Anticipate the most critical
injured patients will arrive when
resources are dedicated to the
first arrivals

FOCUS SHIFT
- Shift appropriate resources
(staff, blood, etc) to the most
critically injured patients.

RECALL STAFF ARRIVAL
- Assign recalled staff to
appropriate established roles.
- Consider geographic zone
assignments

STABLIZATION,
HOLDING &
TRANSFER PHASE

TRANSFER
CONSIDERATIONS
- Consider transferring GREEN
patients to non-trauma centers.

HOLDING CONSIDERATIONS
- Consider using non-ED RN
staff for GREEN and YELLOW
treatments as appropriate.

- Utilize non-RN staff to
maintain nursing care.

RECALL STAFF ARRIVAL
- Assign recalled staff to
appropriate established roles.
- Consider geographic zone
assignments

RECOVERY PHASE

STAFF ROTATION
- Anticipate need to rotate staff
caring for casualties

RETURN TO NORMAL
OPERATIONS
- Anticipate staff need to return
to normal operations

|

Reference: [1], [2], [5] I [ Date Updated: 12/2/2017




Flowsheet
Protocol Format

Intent:
- Flesh out ideas

- Create a framework for hospital
specific protocols

- Flowsheet serves as
1. Protocol

2. Training Resource
3. Real-Time Reference in MASCAL

First Receiver
Major Bleeding
(TECC-FR-1001)

Patient Assessment

DRAFT

” If blood is moving,
D Bleading ey
L controlled

Apply direct and
indirect pressure as

v

<>

1. Direct pressure
2. Apply hemostatic agent
3. Apply pressure dressing

Apply tourniquet
above wound

1. Direct pressure

2. Apply hemestatic agent

3. Refer to head injury protocol
3. Apply pressure dressing with
airway management

4. Assess for shock & administer
TXA per Circulation (1004)
protccel
= Tighten tourniquet
- Remove clothing
- Reassess source of
bleeding
- Apply second tourniquet
above first
v
- Reassess for bleeding Q
- Pack wound with 15 min
L hemostatic agent > - Complete detailed blood <
- Apply pressure bandage sweep
- Control pain - Consider mechanism of

injury and internal bleeding

Tourniquet Conversion
- Defer until skill staff are
available

-Splint suspected long
bones and pelvic fractures

- Three criteria must be present as indicated
1. Casualty not in shock - Treat/prevent Hypothermia
2. Able to monitor wound (1005)

closely for bleeding.

3. Tourniquet is not being
used to control bleeding from
amputated limb,

4. First attempt to remove
tournquet

1. Direct pressure

2. Apply hemostatic agent

3. Apply pressure dressing

4. Assess for shock & administer
TXA per Circulation (1004)
protocol

PR, I
SHARK TEAMS CONCEPT
- "You are a shark. Get out thers
and lock for blood”

- EMTs, AEMTs and Paramedics
and RNs must be experts at
stopping bleeding fast and carry
the appropriate equipment in a
“Bleeding Control Bag”




Apply tourniquet
above wound

- Tighten tourniquet

- Remove clothing

- Reassess source of
bleeding

- Apply second tourniquet
above first

- Pack wound with
Ly hemostatic agent

First Receiver
Major Bleeding
(TECC-FR-1001)

ID Bleeding
Location

If blood is moving,
it must be

|

Apply direct and
indirect pressure as
indicated

1. Direct pressure
2. Apply hemostatic agent

1. Direct pressure
2. Apply hemostatic agent
3. Apply pressure dressing
4, Assess for shock & administer

3. Refer to head injury protocol
3. Apply pressure dressing with
airway management

- Reposition Airway

- Sit-up Lean forward

- Recovery Position

- C-Spine = Jaw thrust
- Sweep & Suction

- NPA

- Sweep and Suction as needed
- Monitor for change in patient
condition

- Apply pressure bandage
- Control pain

Tourniquet Conversion
- Defer until skill staff are
available
- Three criteria must be present
1. Casualty not in shock
2. Able to monitor wound
closely for bleeding.
3. Tourniquet is not being
used to control bleeding from
amputated limb.,
4. First attempt to remove
tournquet

TXA per Circulation (1004)
protecel
\
- Reassess for bleeding Q 1. Direct pressure
15 min 2. Apply hemostatic agent
o | - Complete detailed blood | 3. Apply pressure dressing
| sweep <Y 4. Assess for shock & administer
- Consider mechanism of TXA per Circulation (1004)
injury and internal bleeding protocol

-Splint suspected long
bones and pelvic fractures
as indicated

- Treat/prevent Hypothermia
(1005)

Airway Management
(TECC-FR-1002)

Defer airway
management to TFC

| Immediate Evacuation / Detailed ‘

DRAFT

Avoid Hyperventilation
(Maintain EtCo2 35-45mmHg)

— 500-600mlI

Assist ventilation with BVM

Rate of 10-12/min with 02 if possible

SHARK TEAMS CONCEPT
- “You are a shark. Get out there

and lock for blood”

- EMTs, AEMTs and Paramedics
and RNs must be experts at
stopping bleeding fast and carry
the appropriate equipment in a
“Bleeding Control Bag"

- Refer to Respiration Protocol (1003)
- Positive Pressure Ventilation will
worsen pneumothorax

Confirm Airway:
1. Patient improvement
2. Misting in tube
3. Auscultation
4. Equal rise and fall of chest

Consider Establishing Definitive Airway
1. King LT-D (GCS < 8)

2. Cricothyroidectomy (Cric indications or
uncontrolled airway + GCS > 8)

- Assist Ventilation w/BVM as needed
- Monitor Airway Continuously 1:1
- Sweep and Suction PRN

- Reassess Continuously
- Consider other causes of hypoxia

Iﬂmﬂmﬂm i i A
Management
- Secure airway prior to transport
- Airway obstruction
- GCS <8 or decreasing GCS
- Hypoxia (SpO2 <90%)

AVPU Assessment
- Alert
- Verbal - Responds to verbal
stimuli
- Pain - Responds to painful
stimuli
- Unresponsive - Does not
respond to any stimull

I Glascow Coma Scale

Eye Opening
Spontansous
To Voice
To Pain
None

- W s

|Verbal Response
Oriented to time, place & person
Confused
Inappropriate Words
Incomprehensible Sounds
None

- N 6 Bt

Motor Response
Obeys Commands
Localizes Pain
Witndrawals (Pain)
Flexion
Extension
None

E+V+M=GCS

s oo

Cric Indications:
1. Maxillofacial Trauma
2. Airway Burns
3. Uncontrolled Airway +
Intollerance to King-LT
**Consider premedicating with
Ketamine 75mg IVAM




DRAFT DRAFT

Respiration
(TECC-FR-1003)

Circulation
(TECC-FR-1004)

S/S of chest injury or

mechanism of injury /S of Hypovolemic Shock
- Altered Mental Status
3 - NOTE: Consider head injury
Refer to Massive - Weak/Absent radial pulse
Hemorrhage Protocol Continue to monitor for shock or - Tachycardia & Increased RR
rebleeding - Anxiety
T - Decreased Cap Refill (>2 sec)
Conscious’ NO | - Refer to Airway Management (1002) " " - Decreased BP
i/ Resp Rate - NOTE: Positive Pressure Ventilation will I Establish ‘:;"‘5:::;"1" eaties ‘ Emergency Vascular Access
worsen pneumothorax 1. Peripheral access attempt x 2 TXA Indications
Give oral fluids as tolerated/ g %:g:mm all - Presence of hemorrhagic shock
requested for patients that are % - One or more major amputations
f ing © < Blunt 3 conscious and can swallow - Penetrating torso trauma
~8lunt Traut TXA#1 - Evidence of severe bleeding
- 1gm in 100mI NS - Treatment with TXA ASAP and within
~ Apply Occlusive Chest Seal Splint flail chest and administer hg:;:&:’::"::‘“ more than 2 3 hours of injury
- “Burp” dressings if pneumothorax Pneumothorax S/S manage pain
1. Pn i pi y distress /
| tncreased woB) Fluid Challenge # 1 i 1D and |
B.LB.S. Assessment 2. One sided chest movement - Consider Spinal Immobilization ’ uid allenge # 1 Continue to ID and Control
Rate (Goal Posts of Life 10-30) 3. Unilateral absent breath sounds precautions if feasible 500ml Colloid / Crystaloid Bleeding (1001)
Injuries (Lock and Feel) 4. Hypotension - Consider all supine, .
Béck (Roll Patient) A 4. Apneic patient with thoracic immobilized patients to be at s8p YES TXA#2
Sides (Check arm pits) trauma = bilateral decompression high risk of airway compromise - ke AL - 1gm in 100-500mim! NS
Note: All penetrating injuries fi I NO BP Vs g 0L 10 ous
;£\ ponatraiing Ipries from, SEENONNOS - May be deferred to definitive care
neck to navel are considered Needle Decompress per protocol PRSP, Fluid Challenge # 2 - For patients that are conscious and I
intrathoracic injuries until proven [ Considerations 500ml Colloid / Crystaloid can swallow, consider oral
otherwise. Assess Decompression 1. Extreme Caution: Avoid | rehydration with ORS & Water as Administer Blood Per Facility
Note: Upper arm injuries (eloow up) Effectiveness ool ; tolerated after Zofran 4mg IV/PO Protocol
= piates due to respiratory TXA#2 .
can involve the thorax. 1. Decease in RR & WOB . H - Urine output <35mV/hr (F
2. Improvement of Sp02 S g Sumine Prolonged Field Care Protocol (1008) A
Needle Decompression T SREITNID S PG Seioesl - Administered over 10 hours - Consider blood administration as
- eeded and
v - Reassess Q 15 min YES -
1. Select site (affecled_s:te) . - Anticipate return of pneumothorax }
- 2nd to 3rd ICS, mid-clavicular - Repeat Needle Decompression as SBP 90
- 5th ICS, mid-axillary often as needed
2. Cleanse site (alcohol or iodine) —_—————————————— NO
3. Remove leur-lock from end of Repeat Fluid Challenges
10-14ga 3.25" needle 500m Crystaloid until SBP
4. Insert needle at 90 degree angle 90mm, reassess after each
over top rib, away from the heart 500mI NS Bolus
5. Remove needle, leave catheter in
place if 10-12ga catheter
6. Assess Decompression Estimate Shock Severity Pain Management Considerations
Effectiveness Class | Class 1l Class 1 Class IV 1. Extreme Caution: Avoid opiates due to
Blood Loss: 750m|  [Blood Loss: 750-1500m|  |Blood Loss: 1500-2000 [Blood Loss: >2000m! vasodilation
- Optional: Attach saline filled syringe ::_':;N‘L‘W :‘;_':;':L‘w :‘;_"’ ikt ::‘:“’ 210 2. Ketamine is preferred analgesic
to decompression needle RR: 14-20 RA: 20-30 RA: 30-40 RR: 35
- Optional: Attach Cook Catheter |Uring: >30minr |Urine: |Urine: -1Smi/hr lUrine: None
tubing and one-way valve (ensure
one-way valve Is placed correctly) Reference: (1], (2] [5] ] | Date Updated: 11/29/2017

Reference: [1), [2), [5] ] I Date Updated: 11/24/2017




DRAFT DRAFT

Head Injury
(TECC-FR-1006)

~  Patient Assessment

‘ Identify S/S of Head Injury \

Hypothermia
(TECC-FR-1005)

~ Patient Assessment

T Head Injury S/S
- 1. Obvious mechanism of injury
PEwaT— -SC-SPiﬂe immobilization / 2. Altered mental status
. . lentify High Risl | Heat Loss & Mitigation tabilization as indicated. 3. Loss of consciousness
| Hypathermia Prevention Hypothermia i I C ion: Off ground AVPU Assessment - Consider mechanism and clearing 4. Blurred vision
L _ | Evap Keep Dry - Alert C-Spine clinically 5. Sudden nausea/vomiting
= U.nCOVe' pa-tlent in sections Hypothermia Risk Factors Radiation: Reflective blanket / Cap - Verbal - Responds to verbal 6. Anxiety/irritability
while assess:r.!g - Immobilized Convection: Wind protection stimuli 1. AVPU Baseline 7. Sensitivity to light/loud noise
- Return clothing and blankets - Shock - Pain - Responds to painful stimuli 2. Calcualte GCS Baseline (Prior to 8. Seizure
after assessment - Blood Loss - Unresponsive - Does not respond Pain Medication) 9. Neurological deficit
- Dehydration to any stimuli 3.Sp02 and VS
- Keep head covered - High volume IVF
- Remove wet clothing R ‘:M or damp - Maintain patient airway per Airway Glascow Coma Scale
- Place immobilized casualty in z S:‘c',g‘{e Orientation protocol TAC-1002 Eye Opening
thermia blanket ASAP - Sedation - Person - Full name - Maintain SpO2 90% or greater per Spontaneous 4]
- Burns - Place - Current specific location Respiration Protocol TAC-1003 To Voice 3
- - - Time - Year and month - Administer 100% O2 if possible ToPain 2|
- Ensure outer blanket is - Obtain rectal temp frequenctly - Events - Preceeding events - Maintain SBP of 80 per Ci . None 1
completely sealed ' wila - 1 degree increase per hour is protocol TAC-1004 Verbal Response
- Minimize opening blanket and best case scenario (prevention is - Maintain head of bed at 30 degrees Oriented to time, place & person 5|
venting key) [ Confused 4
= 2 Inappropriate Words 3|
Prevent Further Loss ’ EvacualeA immediately GCS of <11 Incomprenensible Sounds 2
1. Layers are key / prevent or decreasing GCS None 1
excessive uncovering Motor Response
2. Cover head Obuyf :;mlzz;a::i g
3. Avoid excessive IVF infusion Withdrawals (Pain) 4|
[ Flexion 3
Active Rewarming E"“’Kf‘m f
1. Environment: Shelter + Heat ore
2. Warm/Sweet Fluids E+V+M=GCS
Coagulopathy
Hypothermia Classification
Mild Moderate Severe
Temp: 93.2-96.8 Temp: 86-93.2 Temp: <86
- Prevent further heat |- Actively rewarm - Transport gently
loss - Increased danger of |- Handle gentle BRAIN INJURY
bleeding (reassess
wounds for bleeding)
DECREAED BRAIN
- Shivering - Stupor - Cardiac dysrhythmia
- Poor judgement - Shivering stops - Shivering stops OXYGENATION SWELLING
- Cold diuresis - RR decrease - RR decrease
- HR decrease - HR decrease
- Pupils dilate - Pupils dilate
- Paradoxical - Paradoxical DECREAED
PERFUSION
Reference: 1), 21151 | | _Date Updated: 11/20/2017

Roterence: (1) 21151 | | Date Updated: 11/20/2017 |




Pain Management

First Receiver Considerations:

- MD directed vs Standing
Protocols

- Oral pain management for
GREENs & maybe some
YELLOWSs

- Low dose Ketamine

500 mg per d
100 mg/mL)

T CQNCENT RP‘

Pain Management
(TECC-FR-1007)

DRAFT

S - Obtain VS and baseline AVPU
& Ses ity - Consider shock when selecting
Y pain medication
MILD MODERATE
1-3 4-6
Consider:
Consider Ketamine for Severe Penetrating
Re Fer;l::r‘c Zocﬂ‘lcf?rln’\wl:\:’RN and Bast Trauma Injuries (See below)
Dilaudid 0.5 mg IMAV |
Repeat 0.5 mg'O 30 min PRN ’ Consider: Fentanyl 100 mcg INAV/IM
Repeat 50 mcg Q 15 min PRN
Consider: — Monitor for Respiratory Destress / Cgl
Ibuprofen 800mg PO Q Depression or Shock
8 Mrs I Monitor for Respiratory Destress / |
3 h
Consider: (if noactive  |—"] Dooresso? o5Shock
Consider: — bleeding or possitie
Acetaminophen 650mg surgical intevention) Dilaudid 1 mg IM/IV
PO Q4 Hrs Ketorolac 60mg IM or Q30 min PRN
30mg IV 1
Morphine 5-10 mg IM/IV
Consicer: Hydrocodone / [~ | Q30 min PRN
Acetaminophen 10/325
POX1-2Q4nr
AVPU Assessment Reassess Pain every 15 min and titrate
- Alert dosage as required Ketamine

- Verbal - Responds to verbal stimuli

- Pain - Responds to painful stimuli

- Unresponsive - Does not respond to any
stimuli

WARNING
1.No
for bleeding or shock or possibility of surgical
Intervention.

2. Have Narcan 0.4-2mg Q 2-3 min PRN for
opioid overdose. Titrate to RR 12-14

3. Do not exceed 4000mg Acetaminophen per
day.

4. If available, Monitor for apnea or respiratory
depression via EtCo2 patients given narcotics

- Wrap / Splint orthopedic injuries

BLC.E
- Best
- lce
- Compression
- Elevation

severe trauma

15 min PRN

- Consider for intractable pain
- Consider as initial pain management for

- Administer until pain is controlled or
nystagmus is noted
= IV: 20-50-75 mg IV over 1-2 minutes Q

- IM: 50-75 mg Q 30 min PRN
- IN: 50 mg Q 30 min PRN

I

Nausea / Vomiting Pretreatment

Consider: Midazolam 2.5mg IV Q 30 min

- Consider pretreatment for nausea for all for agitation

pain medications

- 1st Line: Ondansetron 4mg IV/IM/PO

- 2nd Line: Pnenergen 25mg IV in 100m| BB 3 e aed ba B

NS, do not infuse into hand or wrist veins. I l l l l | l l l l l
u WORST
PAIN POSSIBLE

PAIN

Reference: 1], [2], (5] ] |

Date Updated: 11/29/2017




Nursing Care

First Receiver Considerations:

- Nursing school on one page

- There are never enough nurses

- Recruit Techs, EMTs,
Paramedics

Nursing Care
(TECC-FR-1008)

Tubes
(Clean / Secure / Functioning)
- Ensure patent
- Suction airway

DRAFT

- R i devicles as needed

Reassess & Record
Reassess
- Reassess previous interventions
- Complete detailed M.A.R.C.H. assessment
- Clean casualty & closely inspected for wounds
Record
- Record Interventions &
Medication Administration
- Record and Trend VS
- Stable: Q 30 min
- Unstable: Q 15 min

TRI-AEIOU

Tubes
Record & Reassess
Infection

Analgesia
Environment
Input
Output
Ulcers

Field Care Triggers

Infection

- Oral i are appropri;
- Reference
Wound Care

- Perform wound debridement

- Perform dressing changes as needed

first line g

-M.AR.CH. X2or =45 min
transfer to inpatient care

- Anticipated delay in inpatient
care

Analgesia
- Treat per Pain Management Protocol (1007)
- Form long-term pain control plan

- Add: Diphenhydramine 50mg IV Q 6 Hours

Environment
- Improve casualty's environment
- Protect from sun, wind, insects
- Move indoor / in vehicle ASAP

Input
- Maintain SBP >80
- Unconscious / Unable to swallow casualty
maintenance fluids: NS 125ml/hr (21 drops/min)
- ORS: Patient able to swallow, consider ORS &
water after Odansetron 4mg IV/PO Q 4 Hours

Output
- Monitor urine output in plastic bottle
- Increase fluid intake until >35mU/hr urine output is
achieved
- Keep casualty clean of urine and stool
- Offer toileting as needed

Ulcers
- Pad all hard surfaces under casualty
- Loosen or remove constricting clothing
- Reposition casualty every 2 hours

- Assess skin for (earty ulcer)

Considerations

1. Assign staff per patient areas
2. Medical supply inventory &
rationing plan
3. Pain management medication
inventory and accountability
4. Nursing Care is a repeating

process

Roferonce: (1], 2} (4. 51 | | Date Updated: 11/24/2017

JOIN THE NAVY NORSE CORPS
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Antibiotics

First Receiver Considerations:

Standard process of ordering
antibiotics is too slow

Need menu to choose from for all
ages

Consider oral ABX for GREENs and
some YELLOWSs

Local Antibiogram (Sensitivity)

Penetrating Wound
Antibiotics Therapy
(TECC-FR-1009)

DRAFT

Preferred Agents:

mg IV for wounds WITH
esophageal disruption

Preferred Agents:

-OR-

- Cefazolin (Ancef) 2 gram IV/IM

- Clindamycin (Cleocin) 600 mg IV/IM
I

Alternative Agent:

400 mg IV x 1 dose for all

- Cefazolin (Ancef) 2 gram IV solo
+/- Metronidazole (Flagyl) 500mg

- Clindamycin (Cleocin) 600 mg

1 dose or Moxifloxcin {Alelox)

Preferred Agents:

- Cefazolin (Ancef) 2 gram IV
PLUS Metronidazole (Flagyl)
500mg mg IV

Alternative Agent:
- Ertapenem (Invanz) 1 gram
IV x 1 dose or Moxifloxcin

IV for wounds w/o esophageal (Alelox) 400 mg IV x 1 dose
- Moxifloxacin {Avelox) 400 mg PO disruption for all thoracic wounds
-OR- WITH esophageal disruption
Alternative Agent: - Ertapenem (Invanz) 1 gram IV x

Consider Alternative Agent: thoracic wounds WITH
Clindamycin (Cleocin) 600 mg IV/IM esophageal disruption
'Head & Neck

YES

Preferred Agents:

Preferred Agents:

- Moxifloxacin (Avelox) 400 mg PO
Alternative Agent:

- None, anti-Pseudomonal activity required.

- Non-penetrating ocular trauma such as
burns or coreal abrasions can be treated with
topical i opthalmic i
such as Ofloxacin (Ocuflox), Gatifloxacin
(2Zymar), Moxifloxacin (Vigamox), or
Ciprofloxacin (Ciloxan)

- Cefazolin (Ancef) 2 gram IV/IM
-OR-
- Moxifloxacin (Avelox) 400 mg PO

Alternative Agent:
- Clindamycin (Cleocin) 600 mg IV/
M

Preferred Agents:

- Cefazolin (Ancef) 2 gram IV solo +/-
Metronidazole (Flagyl) 500mg mg IV
for gross contamination with
environmental organic debris or GI

ion from thoracic or
abdominal injury.

Alternative Agent:
- Vancomycin (Vancocin) 20mg/kg IV

NTE 2000 mg +/- Moxifloxacin
(Avelox) 400 mg IV for gross

contamination
*** Consider adding Metronidazole (Flagyl) 500mg IV for any penetrating wound grossly cor with envi organic
debris or Gl perforation from thoracic or abdominal injury with or without CNS involvement
Roterence: (128] | | Date Updated: 12/2/2017




Summary

e \Working Group Tasks

e Continue converting flowsheets into guidelines

e \What can YOU do right now:

e Continue hospital outreach (Plant the Seed)
e Hemorrhage control training for all hospital staff
e TECC Familiarization Courses
e Sell it to the Nurses & Ancillary Staff

e Future Plans:

e Hospital specific protocol development
e Mass casualty exercises
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