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Eskimo rescue units

SOUND SCIENCE MUST BE APPLIED
APPROPRIATELY TO HAVE THE IMPACT
WE DESIRE

SOME CONCEPTSWEHAVE TO AGREE ON...

The evidence .applicable:te EMS is
increasing dramatically

We must noe lenger failitel act based on
limited data

We are in the business off making
decisions with limited er evelving data

We need to keep locking




SOME CONCEPTSWEHAVE TO AGREE ON...

We struggle much more with the “how”
than the “what”

The “how” can dramatically’ change the
“what”

Airway controversies
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Table. Studies evaluating survval or neurologic outcome after out-of-hospital ndotracheal intubation.0

Primary  Primary Compariso.

Sty Design Population {Group Si. 25)
Bochicchio et Prospective observational  Severe TBI, - OOH-ETI(78) v Z0- Higher martality (OR 2.1, 95% CI
al, 200328 single trauma center ETlinfield or ETI{113) 0.9-50)11 in OOHET group
{Baltimore), ED
univariablefstratified

Bulgeretal, Refrospective; single trauma Severe TBEL - OOH-RSI(775, v Higher mortality (OR 1.6; 95% Cl
200519 center (Seattle), multivariableRSlor ETlin - OOH-ETI (302) 1.0-2 4) and poorer neurologic

arusted field outcome {17, 1.2-2.5) in OOH-ETI
_oup
Christensen  Retrospective; single mobile All frauma; ETI OOH-ETlwith (6. vs Higher mortality (OR 15.2; 95% CI
Wang. Ann and Hoyer, — emergency unit with infieldwith — without (12)drugs ~ 1.9-673 291 for QOH-ETI without
Emerg Med 200330 anesthetist (Denmark) and without drugs
2006 gs

Cooper etal, Refrospective; MNational Severe OOHETI{479)vs Mo difference in mortality (OR 1.0;
200131 Pediatric Trauma Registry, pediatric TEI QOH-BYM (99) 95% Cl0.6-16)

univariable
Dawvisetal, Prospective interventional  Severe TBI, - OOH-RSI(209, s Higher martality (OR 16, 95% CI
200320 series, historical controls, — RSlinfieldvs nonrQOH-ETI(G2™ 1.1-2.2) and poorer neuralogic

countywide (San Diega),  non-ETI outcome (16, 12-2.3)in OCH-RSI
multivariahle adusted historical roup
controls

Davisetal, Refrospective, countywide  Severe TB, - OOH-ETI(2665)v. Higher mortality (OR 2.1, 95% Cl
200621 trauma registry (San Diego} ETlinfield or ED-ETI(2 220) 18-2.5)1 in OOH-ETI group

multivariable adusted ED
DiRusso et al Retrospective; National Allpediatic  OOHETI{1928)vs Higher mortality for OOH-ETIvs
200532 Pediatric Trauma Registry, trauma nan-trauma center  non-trauma center ETI{OR 3 2,
multivariable adusted ETI(1,647), rauma  95% Cl 2.7-3.7)1§; vs trauma

center ETI(1874)  center ETI(4.1; 354 8)1§; vs non-

ji
Gausche et Prospective controlled Pediatrics; ETIQOH-ETIBYM (420 No difference in mortality (OR 0.5,

al, 200022 (pseudorandomized) or BVM infigldyr DO BV 0Y 95% CI06-1.1) or neurologic
interventional trial, outcome (0.9, 06-1.2)
countywide (Los Angeles)

Lockey etal, Retrospective; single air Alltraumna; ETI Mortality of OOH-ETI Low (0.2%) survival

200123 medical service (Great in figld withoUt e s oy, 106)
Britain); descriptive drugs

Wurray et al, Retrospective; countywide  Severe TBI  QOH-ETI (57) vs non-Higher mortality (OR 4.2; 95% Cl

200024 trauma registry (Los QURETT (D) 2.1-89)in OOH-ETl group
Angeles); multivariable
matchedfadjusted

Sloane et al, Retrospective; single trauma Severe TBI, - QOH-RSI {47 vs ED-No difference in mortality (OR 06,

200025 center (San Diego), RSlinfield or Foneur) 95% CI0.1-2 BT or neurologic
univariable ED outcome (1.1, 0.3-3.8)f

Stockinger et Retrospective; single trauma All trauma; ETI QOH-ETI (316)vs  Higher mortality (OR 18.0; 95% Cl

al, 200426 center (Mew Crleans), or BYM in field QOH-BWM (217) 11.2=29.1)1 in OOH-ETl group
univariable/stratified

Suominen et Retrospective; single trauma Severe OOHFTH 24} = Lower mortality for OOH-ETlvs

al, 200033 center (Finland); univariable pediatric TEl non-trauma center  non—trauma center ETI(OR 0.1;
ETI{13)vstrauma  95% C10.002-1.1)1L; no differencey
center ETI (22) s trauma center ETI(3.7, 0 9-158

1
Wangetal, Refrospective; statewide  Severe TBI, 7Y BTV 727 yg Higher mortality (OR 4.0 95% CI

200427 trauma registry ETlinfieldor ED-ETI(Z2,301) 3.2-4 9), poorer nedrologic
{(Pennsylvania), multivariable ED outcome (1.6, 1.2-2 3), and poorer
and propensity-score functional outcome (severe
adjusted impairment 1.9 1.3-25) in OOH-

ETl group

Winchelland Retrospective; countywicde  Blunttrauma, wun-sii04,vs  Lower mortality (OR 0.6; 95% Cl
Howyt, 199728 trauma registry (San Diego), GCS score <0 non—OOH-ETI(565) 0.5-0.8)t in COH-ETI group; no




Study: Intubating Brain Trauma Patients Boosts Mortality

By Ruth SoRelle, MPH

Ithough patients with severe tran
matic brain injury intubated out-
sithe the hospital were four times more
likely to die than those intubated in e
S0, the study’s investigators said their
findings should not yet change paranmedic

“tice.

given
of conven
Wer havve a1
life-saving procedure we have done for
e last 20 years.” said Henry Wang, MDD,
MPH, an assistant professor of coer

Their caution is understan
finelings My in the
i on intubution.

o medicine at the University of Pitts-
School of Medicine. “We asswmed

it would help patients, This was not the

outcome we expected. What does that
mean?

“We could take the radical point of
view, and say we should not be doing this
We do not think this should
tice at this time,” he said. “We
think paramedics need o contiuse the
stamilard of '

1 Y
chairman of e v medicine at the
sty of Piltsbargh School of Medi
arecd. 1

procedure
change

don't think we should do
that yet. We do not know the specific
causes of the obse i, whether it is
the selection of patients, e sctual per

formanee of the procedu i the
What it

suggests is that there is a lot of room for

ration before or the care aftes

iruprovenwent. 105 ode that s o

this there are x5 many people who ane

cnthused about it #s there are those who
less enthused.”

Brian Zink, MD, an associate profes
sor of emerg
ity of Mich

1wy medicd W
School of Me
Arn Arbor and the sessociate dea
dent programs, called the study well
doave, “It’s one of the better designed and
implemented studies that I've seen,” he
ally eounter we've

leved s the
lomg with
ncoming out, would sup
port that we don't keep doing things as
Contivanedd on grrge 44

Advanced airways

Special

Report

With P relu)spital Intubation

So PrObIematic, Experts Say

It MCIY Hurt Patients More than Help




San Diego RSI study

31 (57%) of 54 pts demonstrated
desaturation during RSI

26 (84%) accurred in pts with SPO2 >90%
with BLS airway skills

Median duration of desaturation was: 160
seconds

Median decrease in'SP0O2 was 22%
19% experienced marked bradycardia

Dunferd. Ann Emerg Med 2003;42(6):729-30

San Diego RSI study

RSI described as “easy” in 84%:;6fi 31
patients with desaturation

Hypoxic episodes identified after:the call

Dunford. Ann Emerg Med 2003;42(6):729-30



Advanced Airways — ATCEMSS
10/1/2005-05/31/2006

- 466 Required field intubation
- 376 successfully intubated (80.69%)
- Medical arrests — 69.74%
- Trauma arrests — 4.08%
- Medical non-arrests — 19.53%
- Trauma non-arrests — 6.65%

Comprehensive airway management
program

1800 Providers
ALS /' BLS
Didactic sessions
- Uniferm message

- Team Leader,
- Limited attempts (goal)

Practical hands on




Airway data
ATCEMSS

- June 2006 — January 2007

SUCCESS AFTER 1ST ATTEMPT
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Airway data
ATCEMSS

SUCCESS AFTER 2ND ATTEMPT

21% Z3%

Airway data
ATCEMSS

SUCCESS AFTER 3RD ATTEMPT
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Ongoing competency
IntegrationwititACLS /' BLLS
Team Leader

Alternative airway.management

Convention er Evacudtion: New Orleans EMS

Medical Director Jullette Saussy, MD, speaks with

a member of the White Hotw&hedlical staff on the
rday after-the stqsm, as employees look on.
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THERE IS A MUCH BETTER WAY TO DO THIS...
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