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SECTION 1: INTRODUCTION

COURSE LAYOUT

SUBJECT TIME
Introduction 20 minutes
Why do we need to provide Rehabilitation? 30 minutes
Key Terms & Definitions 15 minutes
Standards, Regulations, & Recommendations 20 minutes
Rehabilitation Sector Characteristics 20 minutes
Rehab Equipment/Policy Recommendations 20 minutes
Medical Screening Exam 25 minutes
Rehab Program Example 10 minutes
Scenarios 30 minutes
Summary 20 minutes

Disclaimer

= =4 =9

All references to any specific product contained in this presentation are for demonstration purposes only.
No specific product is endorsed in any way by the author, instructor, or training facility.
All protocols, treatments, and procedures contained in this presentation are to be used as a guideline and suggestion

and should only be implemented after consultation and approval of your local medical director. The author is not a

medical physician.

Objective

9 At the conclusion of this course, the student shall be able to identify and describe when Rehab should be initiated,
key terms and definitions of, standards, regulations, and recommendations for, the characteristics of, equipment and
supplies needed for, and the medical screening methods for Incident Rehabilitation.

The most recent version of this Student Manual is available for download at:
www.RGGerlach.com

This Student Manual may be copied in part or whole for educational and personal use only.

© Copyright 2010, Robert G. Gerlach, all rights reserved
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SECTION 2: WHY DO WE NEED INCIDENT REHABILITATION?

Emergency operations often have their greatest activity at extreme temperatures and during extreme weather conditions. This
is the nature of our chosen profession. Operations during these activities are sometimes carried out in adverse condition
involving the weather and other uncontrollable factors.

Fatigue is one result from extreme and extended operations. This impairment can impact the ability of the responder to
operate safely and jeopardize the well-being of other responders working with and around the fatigued individual. This can
be because of compromised reaction time and diminished critical thinking and decision making. Personnel not at their peak
performance, mentally and physically, create an unsafe work environment.

Without effective Incident Rehabilitation the integrity of the operation and the safety of every responder is compromised.
Successful Incident Rehabilitation will lessen the risks of injury associated from these extended and extreme activities.

Only 10% of emergency responders function is at incident scene. This accounts for 50% of all firefighter deaths and 66% of
injuries. The fire-ground and training account for over % of heat related injuries among firefighters. Almost 2/3 of cardiac
related injuries among firefighters are during incidents and training. About 90% of our activity is spent in preparation of an
emergency.

The NFPA has reportedt hat over the past 25 year s, post mortem infor
have been available for 713 of the 1, 177 sudden cardiac death victims. Of those 713 victims, 603 (or 84.6 percent) had

suffered prior heart attacks, severe arteriosclerotic heart disease, undergone bypass surgery or angioplasty / stent placement,

or were diabetic

Reduction of serious injury and death can be accomplished with regular medical screening exams for all personnel who are at
risk of extreme working conditions. At a minimum an M.D./D.O., P.A., or C.R.N.P. should perform an examination before
reporting for duty/initial training, annually, and after any newly diagnosed illness or injury caused by physical stress. This
assessment should include at a minimum an assessment of:
Dermatological system, Cardiovascular system
Clinical evaluation of 12 lead EKG

Systolic and Diastolic Blood pressure
Respiratory system

Gastrointestinal system

Endocrine and metabolic systems

Neurological system

Ears, eyes, nose, mouth, throat

Auditory hearing in the pure tone

Far visual acuity corrected or uncorrected
Peripheral vision

Genitourinary system

Musculoskeletal system

=A =4 =8 =8 -8 -89
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Successful Incident Rehabilitation will efficiently manage manpower. This will benefit the operation by having responders

able to function safer, work longer and return personnel back to operations quicker Incident Rehabilitation also creates a

6Safety Netd by deter mi ni ng whpossiblydiscouering ankn@vn rmedicalprebternstinn  t ot
individual responders before they result in serious injury or death.

The focal point of Rehabilitation is the prevention of and/or the early intervention for heat-related illiness and the
early recognition of ischemic heart disease symptoms.
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Why,Rehab?

A Emergency operations often have their
greatest activity at extreme tempgratures

and during extreme weather conditiohs i )
i Successful rehabilitation will lessen the risks of*™

injury.that may result from extended
operations; which are sometimes carried out in

adverse conditions, involving weather and 6ther.
factors.

Why.Rehab?

AWhen fatigued,

operate safety is impaired:
_Reaction time is compromised

i Critical thinking and decision making is™
diminished

Why.Rehab?

A Without effective Rehab the integrity of the

operation and the safety of every, respondel
is compromised

A Only 10% of responders functions is at
incident.scenes.

i This accounts for
A50% of all firefighter deaths

A66% injuries
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Cardiac Death by Occupation
% of On-Duty Deaths
-

Firefighter 45%

Police 22%

Overall * 15% erage % for all oc
fatalities for all |5\du'>u|es

Construction 11.5%

EMS 11%

Why.Rehab?

A The NFPA reports that over the past 25 years, post
mortem information on t

medical histories have been availablg®or 748 of
the 1,477-sudden, cardiac death victims.

A Of those 713 victims, 603 (or 84.6 percent) had

suffered prior heart attacks, severe arteriosclerotic
heart disease, undergone bypass surgery or

angioplasty / stent placement, or were diabetic
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Why.Reha

Prevention:

A Regular Medical Screening examssfor_
personnel

.

i Minimum: 4
APhysical Exam by physici
assistant, an osteopathic physician, or advanced

registered nurse practitioner |
AAnnually and after any:

T new diagnosed illness
i injury caused by physical stress

-

Why.Reha

i Minimum (cont.):
AAssessment of:

—
Dermatological system, i Ears, eyes, nose, mouth,
Cardiovascular system throat -

Clinical evaluation of 12 Auditory hearingin the
lead EKG puretone
i Systolic and Diastolic T Far visual acuity corrected

Blood pressure oruncorrecteds 4
Respiratory system i Peripheral Vision
Gastrointestinal system Genitourinary system

T Endocrineand metabolic Musculoskeletal system
systems.
i Neurological system

- i

Why.Reha

A Successful Rehabilitation will:
i Efficiently manage manpower

AResponders will be able to work longer:
AReturn manpower back to work quicker andw

function safer |
iCreate a 6Safety Neto

ADetermining who is unsafe to reenter the incideht
APossible discovering unknown medical problems of

individual responders before they result in severe
injury or death

Why.Reha

The focal point of Rehabilitation

is the prevention of and/orfthe

early intervention for héat-~ §
related illness and the early

recognition of ischemic heart

disease symptoms.
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SECTION 3: KEY TERMS AND DEFINITIONS
Active Cooling: The process of using external methods or devices to reduce elevated core body temperature.

Hand and forearm immersion, misting fan, ice vest.

Passive Cooling: The process of using natural evaporation cooling to reduce elevated core body temperature.
Sweating, doffing PPE, moving to a cool environment

Core Body Temperature: The temperature deep within a living body.

Emergency Incident: Any situation to which an emergency services organization responds to deliver emergency services
including rescue, fire suppression, emergency medical care, special operations, law enforcement and other forms of hazard
control and mitigation.

Emergency Operations: Activities of the fire department relating to rescue, fire suppression, emergency medical care and
special operations including response to the scene of the incident and all functions performed at the scene.

Hydration: The introduction of water in the form of food or fluids into the body.

Incident Commander: The person who is responsible for all decisions relating to the management of the incident and is in
charge of the incident scene.

Incident Management System: A system that defines the roles and responsibilities to be assumed by responders and the
standard operating procedures to be used in the management and direction of emergency incidents and other functions.

Medical Monitoring: The ongoing evaluation of members who are at risk of suffering adverse effects from stress or from
exposure to heat, cold, or hazardous environment.

Personnel Accountability System: A system that readily identifies both the location and function of all members operating at
an incident scene.

Procedure: An organizational directive issued by the authority having jurisdiction or by the department that establishes a
specific policy that must be followed.

Recovery: The process of returning a membero6s physiological
person is able to perform additional emergency tasks, be reassigned, or released without any adverse effects.

Rehabilitation: An intervention designed to mitigate against the physical, physiological, and emotional stress of fire fighting
in order to sustain a member 6s e kebBhoodof gnscéneirguryordeath. per f or man

Rehabilitation Manager: The person or officer assigned to manage the rehabilitation tactical level management unit.

Sports Drink: A fluid replacement beverage that is between 4 percent and 8 percent carbohydrate and contains between 0.5 g
and 0.7 g of sodium per liter of solution.

Standard Operating Guideline: A written organizational directive that establishes or prescribes specific operational or
administrative methods to be followed routinely which can be varied due to operational need in the performance of
designated operations or actions.

Standard Operating Procedure: A written organizational directive that establishes or prescribes specific operational or
administrative methods to be followed routinely for the performance of designated operations or actions.

Supervisor: An emergency services responder who has responsibility for overseeing the performance of other responders
assigned to a specific division or group.

11
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SECTION 4: STANDARDS, REGULATIONS, AND RECOMMENDATIONS

There are many resources to look at to find recommendations and requirements related to Incident Rehabilitation. OSHA,
NIOSH, and the NFPA all reference Incident Rehabilitation and have requirements, recommendations, and standard practices
that help guide public safety to properly and effectively administer Incident Rehabilitation.

OSHA addresses heat and cold standards wi FRI1910.1206s A Gener a
(Hazardous Waste Operations and Emergency Response), (g)(5)(x): Requires fire department plans and procedures to address
limitations during temperature extremes, heat stress, and other appropriate considerations

NIOSH has produced several references for public safety. The Criteria for Recommended Standard: Occupational Exposure
to Hot Environments (1986) provides a template for use in developing plans and procedures for dealing with environmental
extremes. Also, Protecting Emergency Responders, Volume 3: Safety Management in Disaster and Terrorism Response
(NIOSH Publication 2004-144) contains direct information on rehabilitation, including work to rest ratios and other
information for large-scale incidents.

Finally, the NFPA has addressed Incident Rehabilitation with numerous standards. NFPA 1500: Standard on Fire

Department Occupational Safety and Health Program, 2006 Edition. This standard provides information on safety and health

issues in all aspects of fire department operations. Section 8.9 requires fire departments to develop a systematic approach to

rehab operations and to include these procedures in the

The NFPA has also outlines three leading factors that contribute to firefighter deaths:

9 Underlying medical conditions:
NFPA 1582: Standard on Comprehensive Occupational Medical Program for Fire Departments, 2007 Edition.
This standard details on pre-service and inOservice medical exams and testing before allowing personnel to
participate in fire department operations. The school of thought is that physically sound personnel will
have a less of a chance of becoming impaired during training and operations. Physically fit persons should
be easier participants in the rehabilitation process.
91 Inadequate physical conditioning:
NFPA 1583: Standard on Health-Related Fitness Programs for Fire Department Members, 2000 Edition.
Again, physically fit personnel are likely to become incapacitated and properly managed physical fitness
participants will be in better physical condition prior to strenuous activities. By providing guidance on
proper fitness programs this standard hopes reduce preventable injury or death.
1 Heavy exertion:
NFPA 1584: Standard on the Rehabilitation Process for Members During Emergency Operations and Training
Exercises, 2008 Edition
As of January 1, 2008, NFPA 1584 has become a O0st
6recommended practiced and mandates all depart mer
program to promote safe scene and training operations.

The revision of NFPA 1584 has several intents. First is to provide ongoing education on how and when to rehab. This

standard required the provision of supplies,t d6shel tcart,c hed
responders who are unwilling to participate or able to recognize when they are fatigued. NFPA 1584 also requires every

department to develop an SOG outlining their procedure for Incident Rehabilitation. Finally, Incident Rehabilitation must be

provided at incidents and training, generally when there is an hour or more of work time.

NFPA 1584 has nine key components for implementations:

Relief from climate. This includes free from smoke and sheltering from heat and cold.

Rest and recovery. This includes mental stress relief.

Cooling or re-warming.

Rehydration. Fluid replacement should also be provided after an event or incident.

Calorie and electrolyte replacement. If an event lasts three hours or more, or if personnel are likely to work
continuously for an hour or more, food must be provided.

Medical Monitoring. BLS transportation capability at a minimum

agrwbdE

o
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1 At minimum personnel must be assessed for:

1. Presence of chest pain, dizziness, dyspnea, weakness, nausea, or headache
2. General complaints (Cramps, aches, or pain)
3. Symptoms of heat/cold stress
4.Changes in gait, speech, or behavior
5. Abnormal vital signs as per local protocol

7. EMS treatment and transportation for responders must be provided and records must be kept for those participating

in rehab.
8. Accountability must continue in the Rehab Sector
9. Release from Rehab does not occur until EMS confirms that the responder may return to full duty.

What does it mean?
1 Rehab should occur whenever on-scene activities pose the risk of members exceeding a safe level of physical or
mental endurance.
1 EMS is expected to take the lead in sharing the rehabilitation concept with emergency services personnel who
take part in the scene.

14
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L' ‘,S; ndards; Regelation

a
A e‘cpm

Standards, Regulations,
Recommendations;and Protocols

AWho:
1 OSHA

T NIOSH

T NFPA

Standards, Regulations,

Recommendations;and Protocols

AOSHA
1°S'e 'c L 10 Ing e 5| ra NI ETL) ﬁ'Gene

addresses heat and cold stress standards
i 29 CFR 1910.120, Hazardous Waste

Operations and Emergency Response
A(9)(5)()x Requires fire department plans and

procedures to address limitations during temperature
extremes, heat stress, and other appropriate
considerations

Standards, Regulations,
Recommendations;and Protocols

ANIOSH
i Criteria for Recommended Standard:

Occupational Exposure to Hot EntATonments)
(1986)

AProvides a template for use in developing plans and
procedures for dealing with environmental extremes '

i Protecting Emergency Responders, Volume 3:

Safety Management in Disaster and TerroriSm
Response (NIOSH Publication 2004-144)
ADirect information on rehabilitation

AWork to rest ratios
AOther information for large-scale incidents
-

| ncicen refeiiaién i R ol T T
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Standards, Regulations,
Recommendations;and Protocols

ANFPA 1500: Standard on Fire Department

Occupational Safety and Health Program,
2006 Edition '
i Provides information on safety and health

issues.in all aspects of fire department
operations

i Section 8.9 requires fire departments to de\felop
a systematic approach to rehab operations and

fh0“'i ncliude t hesge pr e
SOPs.

Standards, Regulations,
Recommendations;and Protocols

ANFPA

i Three leading factors that contribuig.to
by s -
firefighter deaths:
Aunderlying medical conditions

i NFPA 1582
Ainadequate physical conditioning

i NFPA 1583

Aheavy exertion
i NFPA 1584

Standards, Regulations,
Recommendations;and Protocols

ANFPA 1582: Standard on Comprehensive
Occupational Medical Program for Fire

Departments, 2007 Edition \®
i Details on pre-service and in-service medical

exams.and testing before allowing toparticipates %
in fire department operations

i Physically sound responders will have«a less
chance ofibeing impaired during training and

operations and easier. participants in the
rehabilitation process

-~

Standards, Regulations,
Recommendations;and Protocols

ANFPA 1583: Standard on Health-Related
Fitness Programs for Fire Department -

Members, 2000 Edition

i Provides guidelines on proper fitness programs =

|

T“Properly-managed physical fitness particCipants
will be in better physical condition prior to
|

strenuous activities

i Less likely to become incapacitated

-~
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Standards, Regulations,
Recommendations;and Protocols

ANFPA 1584: Standard on the Rehabilitation
Process for Members During Emergency

Operations and Training Exercises; 20! ar
Edition -

T*As-ofidanuary 1, 2008 it is now a.standard and
NOT just a recommended practice

i Mandates all departments regardless of $izé
prepare a rehabilitation program to promote

safe scene and training operations.

NFRA.1584

A Intent:
1 Ongoing education on how and when to rehab.

T Provide supplies, shelter, equipment and*"edical e
expertise.
1 Create a safety net for unable or unwilling members to

recognize when they are fatigued.
A Compliance:

1 Every.department must develop an SOG outlininghow
Rehab is provided.
i BLS transport capability a minimum.

T"Provided at incidents and training
A An hour or.more of work time.

- i

NFRA.1584

Nine Key Components for implementation:
1. Relief from climate -

A-Free,of smoke

A Sheltered from heat or cold
2. Restand recovery

3. Cooling or rewarming
A Remove PPE

A" Water (misting)/or heat
A Blankets

NFRA.1584

4. Rehydration
A Fluid replacement

—
A 500 ml orally two hours prior to schedlled event
A Provided after event/incident -

5. "Calorie-and electrolyte replacemen

A If event lasts three hours or more or if J
personnel are likely to work for an hour or
more continuously

A" When providing food, remember hawdshing
capability.

17
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NFRA.1584

6. Medical Monitoring

A" Minimum conditions must be assgssed:

1. Presence of chest pain, dizziness, dysphe:
weakness, nausea,.or headache

. General complaints
A" Cramps, aches, or pain

Symptoms of heat/cold stress
Changes in gait, speech; or behavior

Abnormal vital signs as per local protocol
A CO-Oximetry.

NFRA.1584

7. EMS treatment
1 Local protocol

i Treatmentand transport dedicated for respBfitiers mustjoe
available

i Recordsmust be kept on those cycled through,the= =

Rehab Sector
8. Accountability

Responders must be tracked in/Rehab
A Sign In/Out
A" Individual Rehab Forms

9. -Release
i EMS must confirm release to full duty

- i

NFRA.1584

AWhat does it mean?

i Rehab should occur whenever on-sgene
activities pose the risk of members exceedi%
safe level of physical or mental endurance.

iwEMS.is expected to take the lead in,sharing the
rehabilitation concept with emergency services

personnel who take part in the scene. |

18



Incident Rehabilitation Operations

SECTION 5: REHAB SECTOR CHARACTERISTICS

A for mal I ncident Rehabilitation Sector hmaprramdiry er all
structure with similar ICS features. Also, span of control, unity of command, and all other NIMS principles are contingent
upon organization and discipline. ICS is based upon organizing personnel into functional groups. These characteristics assist
in developing and effective and efficient Rehab Sector by the efficient utilization of resources, both supplies and personnel;
contributing to the overall safety of personnel by having EMS dedicated to evaluate and monitor responders; and the
continuity of accountability. The Rehabilitation Sector fits in the ICS Organization under the Medical Unit, next to the
Treatment Sector.

Rehabilitation operations do not have to be limited to emergencies. They can be helpful for many other long term or extreme
incidents. Some examples are:

1 Training exercises 1 Crime scene/standoffs
1 Athletic events 1 Search activities
1 Parade or event standbys 1 Public events

The lead individual is the Rehabilitation Sector Officer. This individual is designated by the Incident Command and must
approve all policies within the Rehab Sector. The Rehab Officer also supervises the clinical staff operating in the sector and
acts as a liaison with the EMS Treatment Officer and the Incident Command Post. Whenever possible an ALS provider,
paramedic, should be selected to staff this position.

Support and clinical staff can come from EMS and non-EMS sources to include, but not limited to law enforcement and fire
personnel. Non-medically trained responders can still assist the Rehab sector with various tasks, not limited to: equipment
allocation, documentation, and assisting in applying medical equipment. As always, training should be before an incident
and not during an incident.

Due to the complexities of Rehab Operations, policies and procedures should be standard to function during incidents that
may be multi-jurisdictional and use multi-agencies. This includes Incident Rehabilitation policies, procedures and
documentation. This should take place before and incident at the conference table, not the command board. All agencies and

char

personnel involved in the operations of the Rehab Sector

I CS is, AfThe first five minutéebeohean Ffhueuedbouresan
Rehabilitation Sector early!

As we discussed earlier, our greatest activities happen during extreme weather or conditions, thus the Rehab Sector has to be
able to function at any time of the day, during any weather (temperature, moisture, humidity, wind direction, precipitation,
etc.), and with availability or lack of natural shelter.

The main factors to consider during heat conditions are temperature, relative humidity, and direct sunlight. Active cooling
significantly reduces core temperature and heart rates during the heat-stress exposure and extended exposure work times.
This can be accomplished with the use of misting fans, forearm immersion, cool intravenous fluids, and ice packs. Firearm
immersion was first studied by the British Navy as they began studying how shipboard firefighters can deal with stress.
Approximately two-thirds of the body cooling will occur in the first ten minutes.

During cold conditions, operation must consider temperature, wind speed, and moisture. Heat stress can occur during cold
temperatures. Also, food and water requirements may be higher, proper field sanitation may be more difficult, the sick and
injured care more susceptible to cold produced medical conditions, and increased operational problems from equipment
malfunctions and personnel physical performance. Preplanning with help overcome logistical issues

The Rehab Sector must include shelter, seating, fluid and calories, equipment rehabilitation, health evaluation and therapy,
mental decompression and documentation of the Rehab Operations. Also, some incidents may require multiples Rehab areas
or utilize a mobile Rehab option.

During the Rehab evolution, it is recommended that each participant consume at least 32 oz. (1 L.) of fluid. Water is the
most readily available option but unfortunately it does not contain electrolytes or calories. During severely extreme events or
for long term evens when water is the only available fluid adding sugar and salt will assist in adding some calories and

19
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electrolytes to the beverage. As a rule, for each gallon of water, add 1 and ¥ cups of sugar and 1 and ¥ teaspoons of salt.
Another common beverage are sports drinks. These contain needed water, electrolytes, sugar (carbohydrates), and other
nutrients. The osmolarity, roughly defined as the
absorbed into the body system. Other common beverages are juices, carbonated beverages and coffee or tea. These should
be avoided. The fructose in juices reduce the rate of water absorption, the large amount of carbohydrates contained in
carbonated beverages also slow down the absorption of water into the body, and coffee and tea contain diuretics which cause
the kidneys to pull water from the body.

Food is another necessity during long term incidents because it helps in restoring energy. The need to provide food should be
based on activities being performed, the weather conditions and the time of day. As a guideline, food should be provided
when there there will be, or anticipated to be an hour or more of continual work being performed by personnel and incidents
or events that will last more than three hours.

Every agency that provides Incident Rehabilitation should establish a policy on who will provide food service operations and
know what resources are available in their responsible jurisdiction. Food provided should be healthy, nutritional and
appropriate. Carbohydrates have a vital metabolic role in producing energy for the body. Some examples of these food
sources are: breads, potatoes, pasta, rice, and other high starch foods. Proteins do not produce energy, but do help speed
glucose uptake by the muscles. The type of food, how it is to be distributed and how it is consumed must be factored into the
food being made available. Avoid consuming caffeinated, carbonated, high-fructose, and high-sugar drinks. Also avoid
foods with high fat or protein content. Finally, alcohol should never be consumes within at least eight hour of the start of
training or reporting for duty.

20
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Rehab JECLOrs

il Yo

Rehab Sector

Characteristics

Why. do we need” ™

a FORMAL

Rehab Sector? *

Rehab Sector

Characteristics

A Paramilitary structure
i ICS is based upon organizing persganel mto‘

functional groups :
i Triage in a MCl'is based upon categorization of*

patients in to groups of stability and then |
sending, them to a treatment sector

i Span of control, unity of command ands&ll Bther.
NIMS principle are contingent upon
organization and discipline

Rehab Sector

Characteristics

A Availability of EMS personnel and
equipment

-
i _Efficiency of resources (personnel and
supplies)

A 'safety:
i EMS personnel can evaluate and monitor.

personnel
A Accountability

21
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Rehab Sector

Characteristics

A Component of the Logistics Function in ICS
T Nota one person operation

Rehab Sector

Characteristics

Medical
Unit

Rehabilitation Treatment
Sector Sector

Rehab Sector

Characteristics

A Rehab operations should be standard over

multi-agencies and multi-jurisdictions:
. .

i _Process of Rehabilitation

i Rehabilitation Protocols

1" Paperwork:.(Documentation)
At

ble Meeting

NOT at a
Command:Board Meeting

-~

Rehab Sector

Characteristics

A Consider setting up the Rehabilitation
Sector EARLY!

—
i _The first five minutes of an incident can dictate
the outcome of the next five hours = -

22
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Rehab Sector
Characteristics

A Rehab operations does not have to be limited to
emergencycenes. Other type of activities that

might include Rehab include: —
1 Training exercises
i Athletic events

iiwRarade or event standbys
i Crime scene/standoffs

i Searchactivities
i Public events

Rehab Sector

Characteristics

A Rehab Sector Officer
i Designated by the Incident Commapder .

i_Approve all policies within the sector
i Supervise decision-making by clinical staff

1 Actasliaison with the EMS Treatment Officer
and Incident Command' Post

|
i EMT-P (ALS) is minimally recommended to

staff the Rehab Officer position

Rehab Sector

Characteristics

A Support/Clinical Staff:
i Non-medically training EMS and Eirg

personnel can still provide assistancet
AEquipment/resource-allocation

AScribe(s)/Documentation
AApplying medical equipment

Rehab Sector

Characteristics

A Must be able to function no matter the:
i Time of day

i Weather
ATemperature, moister, humidity, wind direction;

precipitation, etc.
1 Availability,of natural shelter

23
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Rehab Sector

Characteristics

A Heat Condition operations must consider:
i Temperature

—

i_Relative Humidity
i Direct Sunlight .

Injuries Associated with Heat
Stress Index’Conditions

Humiture, °F Danger Category Injury Threat

Little or no danger under normal
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Toronto Fire Services Heat

Stress Prevention:Guidelines

AALERT LEVEL 1 = HUMIDEX 30 39

—

AALERT LEVEL 2= HUMIDEX 40 i 45~ =

AALERT LEVEL 3 = HUMIDEX 46 i,53

AALERT LEVEL 4 = HUMIDEX 54+
i EMERGENCY HEAT ALERT

- T

Rehab Sector

Characteristics

A Cold Condition operations must consider:

i Temperature
1. Wind Speed
i Moisture

Rehab Sector

Characteristics

A Cold Stress

T Heat stress may occur even in cold
temperatures -

i Food'andwater.requirements may be higher.« -

i Maintaining proper field sanitation more
difficult

1 Sick and injured are susceptible to cold » 4
produced medical complications

i Operational problems

APhysical performance
AEquipment malfunctions

Rehab Sector

Characteristics

A Cold Weather Operations

i Beware of heaters/blowers and CQ,gmission

AElectric and Solar heaters are becoming'more
prevalent ~ -

i..Departments should stock spare equipment |
(socks, gloves, hoods,

i Extra blankets ’

T*Preplanning will help overcome logistical
issues
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¥l yszavg

SEESEt: ' E

£

Wind Chill

Wind Chill Temp. ‘ Danger

Above 2548 Little danger to properly clothed person
25 to -75A4F Increasing danger; flesh may freeze .

Below -75A4F Great danger; flesh may freeze in 30 second |

Hypothermic/Symptoms at Various
Body Core Temperatures

Core Temperature Symptoms

86 10 90

8010 86 °F

Below 80 °F Patients may appear dead with no discemable vital signs

Tal F )

Rehab Sector

Characteristics

A Should include:

i Shelter to include seating
i Fluid"and Calories.

i.Equipment rehabilitation
i Health evaluation and th

i Mental decompression
i Documentation of the rel
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Rehab Sector
Characteristics

Rehab Sector
Characteristics

A Some incidents may require multiple Rehab

areas
-—
A Some incidents may require mobilé Rehab

Rehab Sector
Characteristics

A Beverages/Fluids

i During a Rehab evolution, it is recommended
that each participant consume at lease 32 0z! (1 g

L) of fluid: - -
i\Water

ACommonly. available
ADoes not replace electrolytes and calories
Alf only item available, add sugar and salt to make

|

water more effective
i Sugar: add 1 and ¥ cups per gallon

i Salt:add 1 and ¥ teaspoons per gallon

Rehab Sector
Characteristics

A Beverages/Fluids

i Sport Drinks P—
AProvides needed water, electrolytes, sugar
(carbohydrates) and.other nutrients -

AOsmolarity. similar to blood makes these easily:
absorbed'into the body system
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Rehab Sector
Characteristics

A Beverages/Fluids

i Other beverages —
Aluices: Fructose reduces the rate of water absorption
ACarhonated beverages: Large amounts of

carbohydrates contained in carbonated beverages
slow down the absorption of water‘into the body

ACoffee/Tea: Diuretics which cause the kidneys fo
pull water from the body
T If no other alternative use decaffeinated coffee

Rehab Sector
Characteristics

A Food

i Restores energy levels

AWhen to feed
1 Guideline:

Aong hour or. more of continual work
AEvents/Incidents lasting more than 3 hours

1 Should be based on activity, weather
conditions, and time of day

- T

Rehab Sector
Characteristics

A Who
1 Each agency should establish a policy on who food

service operations is provided by —
T Know what resources are available by jurisdiction

A'What

1 Healthy, nutritional and appropriate
i Carbohydrates have a vital metabolic role in,produting
energy for the body

A Breads, potatoes, pasta, rice and other high starch foods
T "Proteins do not provide energy, but do help speed
glucose uptake by the muscles.

Rehab Sector
Characteristics

A Avoid consuming:

i Caffeinated, carbonates, high-fructgse-content,
and high-sugar drinks \*
i Foods with high fat'and/or high protein content =

T*Alcohol.(prior to 8 hours of duty/training) |
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Rehab Sector

Characteristics

A Recommended simple and quick foods:

i Trail mix —

1.Granola bars

1 Energy bars
T Fruit'cups

Alnexpensive, easy to

up;too much space and provides needed
nutrition!

Rehab Sector
Characteristics

A Active Cooling
I Significantly reduces core temperature and

heart rates during the heat-stress exposure ad
extended exposure-and work times -

1 Mister. Fans

i Forearm Immersion
i Cool IV Fluids

1 lce Packs

Rehab Sector

Characteristics

AHand & Forearm
Immersion
-

. .
i Extends exposure times.
65% and total work= "~ =

time by 60%.

Development Canada Toronto -
2004-051) ’

Rehab Sector

Characteristics

AHand & Forearm Immersion

i Water Temp around 64AF (avg. hose ligewater temp)

A Submerge forearms and hands in cool water. wit!
hands open‘and fingers extended

A Approximately two-thirds of the body cooling will
occur in the first. 10 minutes of submersion. Thus,
rehabilitation procedures should aim for a minimum

of 10 and a maximum of 20 minutes of cooling
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Fireground"Rehab Evaluation
(FIRE) Trial

A University of Pittsburgh Department of

Emergency Medicine Emergency,_
Responder Human Performance L.aboratory.
(ERHPL)

A Funded by the FEMA
Assistance to Firefighters

Grant Program

Fireground"Rehab Evaluation
(FIRE) Trial

A Studied two crucial components of on scene

rehabilitation, hydration and cooygg
i _Two Year Project (2007 i 2009) )

i Goal to decrease the short and long term*
negative health effects working on the fire
scene may;have on the firefighter.

Fireground’Rehab Evaluation
(FIRE) Trial

AFIRE I A study on hydration:
i Goal:

- g
Abest fluid for hydration during a 20-mintite
rehabilitation period (water vs. sports drink) .

Abest route (oral vs. intravenous) of administration

ANotonly return a firefighter to physiological'ngrmal
parameters, but to see if when returned to work,
which fluid'and route of administration allowed.the

firefighter to work the longest

-~

Fireground’Rehab Evaluation
(FIRE) Trial

AFIRE Ii A study on hydration:
i Despite all the potential benefits of,gach

hydration method, after the initial portioniafith
trial, it was determined that no method of -

hydration was better than another when fluid %
was replaced kilogram for kilogram, ounce for

ounce to return heart rate below 10atsiper
minute.

i_Hydration with ANY fluid is going to get the
firefighter where they need to be, hydrated and
comfortable.
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Fireground"Rehab Evaluation
(FIRE) Trial

Conclusions from the FIRE | trial are simple:

i Hydration is important, but the routg,of
administration and the type of fluid is' Ies$
important than'making sure the firefighter. takes=

in at least the same amount of fluid they, lost
from sweat.

Fireground"Rehab Evaluation
(FIRE) Trial

A Conclusions (continued):
i Total fluid replacement is best assured by.

making sure firefighters have accurate wéig'ﬁts
before and after work, and then fluid losses-can=

be determined exactly.
ASince this may not be possible on the scene, a rule of

thumb of at least 20 i 34 ounces (0.6 T 1.0 liters) of
fluid should be consumed after two cylinders of
work.

Fireground’Rehab Evaluation
(FIRE) Trial

A Conclusions (continued):
I Twenty minutes may not be sufficieat to assure

complete return to baseline vital signs and
temperature: -

iwFurthermore; due to the inability to,complete ~
the A2 cylinders befor

heavy work in laboratory, it may be necessdry
to shorten the'work limits of firefighters on

scene to ensure that work periods are not
excessive and will' not push firefighters over

their physiological edge.

Fireground’Rehab Evaluation
(FIRE) Trial

AFIRE Ili A study on cooling:
i Goal:

A Determine best technique to employ dufing a20*
minute rehabilitation -

Aln order to:
i Return a firefighter to physiological normal par:

i Which method allowed the firgfighter to work the opgest
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Fireground"Rehab Evaluation
(FIRE) Trial

AFIRE Ili A study on cooling:
T (Passive technique)

—
1. passive cooling in a 75°F (24°C) room,

T (Active techniques)
2. fan,
3. forearmiimmersion in cool water,

._hand'cooling grip device, ’

. intravenous infusion of cold (4°C) normal saline,

i a cooling vest with continuous ice water infusion.

Fireground"Rehab Evaluation
(FIRE) Trial

AFIRE Ili A study on cooling:
i No single type of active cooling teghnique was

better than the cooling effect of placifig'the
firefighter in'a moderate temperature room -

iwThe overall rate and magnitude of cooling did ~
not differ among the six cooling modalities

nor did any technique return the firefighter to
baseline temperature in 20 minutes

Fireground’Rehab Evaluation
(FIRE) Trial

A Conclusions:
i The active and passive cooling methods we

chose for the study appeared to be equally
effective in reducing most of the most vital

signs, with the exception of core temperature,
of interest back to near baseline in the allowed

rehabilitation period. |

Fireground’Rehab Evaluation
(FIRE) Trial

A Conclusions (continued):

i None of the cooling techniques actually brought
the core temperature back to baseline duringhth
20-minute-rehabilitation period. This means that« X

despite aggressive and appropriate use of the
commercially available techniques;some, if not all
firefighters may: still be hot when they leave rehab

despite using these techniques. This emphasizes the
need to be able to monitor the temperature of the

firefighters at all times in order to know when they
are cool enough to return to the fire.
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Fireground"Rehab Evaluation
(FIRE) Trial

A Conclusions (continued):

I The passive cooling environment created in the
laboratory may be brought to the field by’ u§Yng
air-conditioned vehicles (e.g. large ambulance, =

bus) or a portable shelter allowing larger
numbers of firefighters to remove their turnout

gear and receive rehydration and rehabilitation.

Fireground’Rehab Evaluation
(FIRE) Trial

A Summary:
i Full rehydration and either active cgoling or

passive cooling in a moderate temperature are
required'to partially-restore the firefighter.to™ =

baseline conditions
i A 20-minute rehab period is likely the

minimum and most firefighters would benefit
from longer rehab periods
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SECTION 6: RECOMMENDATIONS AND SUGGESTIONS FOR POLICIES, PROCEDURES,
AND EQUIPMENT

As a general rule, emergency responders should be reporting to the Rehab Sector after their second SCBA cylinder (30
minute)/first SCBA cylinder (45 or 60 minute), after forty minutes of intense work without SCBA, or when feeling fatigued.

Oneof the greatest dangers from ineffective Incident reha

maintain core temperature. Dehydrated individuals also experience decreased strength, shortened endurance, and increased
cardiac strain due to decreased blood volume.

The primary goal to avoid dehydration is to match the fluid output and intake by replacing every drop of perspiration with
fluids. This can be extremely difficult by the nature of our job. Firefighters can easily lose 32 ounces of water in less than 20
minutes of strenuous firefighting activity. Humans in general can easily exceed a sweat rate of 64 ounces per hour in humid
conditions. Dehydration that results in one percent body weight loss causes thirst and just three percent starts to elevate heart
rate. When an individual loses 3-4 percent of their body weight they lose up to 30% of their work capacity.

Dehydration has other consequences also. A two percent loss of body weight starts impaired temperature regulation and
three percent results in reduced muscular endurance. An individual with four to six percent total body weight loss from
dehydration has reduced strength, endurance capacity and starts to develop heat cramps. Finally greater than six percent
body weight loss from fluids with result in severe heat cramps, heat stroke, coma, and even death. The color of your urine is
a great indication of dehydration. The exercise community has been using this for some time.

This supports the need for continued rehydration some hours after the incident has been terminated. For a period of up to at
least two hours, fluid intake should include 16 to 32 ounces and food should be consumed containing carbohydrates and
proteins. Again, avoid food high in fat and calories and caffeinated beverages.

The supplies used in the Rehab Sector should be durable, hard to lose, easy to set-up and take down, weather ready, and
stamped or engraved.

There are generally two modes of Incident Rehabilitation: Company Level and Formal. Company Level Rehabilitation is
conducted at small operations that generally require a less than an hour of strenuous work time and a second SCBA hottle is

not required by responders. Examples are vehicle accidents, car fires, and small structure fires. These operations require

minimal equipment and supplies and can be easily stored on each ambulance and apparatus to serve 20 responders and

provide proper documentation. When Company Level Rehabilitation it is still required to provide a suitable area to rest,

perform a medical screening exam, and adhere to protocols and procedures for responder disposition. Formal Rehab is the
6flbl owndé I ncident Rehabilitation operations needed at
Formal Rehab should be deployed anytime a responder has to refill an SCBA cylinder to continue to perform their duty and if
strenuous activity will be maintained for greater than an hour of work time.
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Recommendations

AWhen to rehab:

i-General rule:
AAfter 2d SCBA Bottle (30 minute)
AAfter.ds. SCBA Bottle (45 or 60 minute)
AAfter, 40/minutes of intense work without SCBA
AWhen feeling fatigued

Recommendations

A Dehydration:

T Impairs the ability to maintain corgody
temperature

i Decreases strength
T“Shortens.endurance time

i Decreases blood volume, which increases 4
cardiovascular;strain

Dehydration

Water Loss
(% of Body Weight)

‘ Signs and Symptoms

- '

Lose up to 30% of work capacity

Incident Rehabilitation Operations
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Dehydration

A The goal should be to match the volume of

fluid intake with the volume of sweat

-
output.
i Firefighters can easily lose 32 oz. Of water'in

less;than. 20 minutes of strenuous firefighting
activity.

i Humans can easily exceed a sweat rate‘of 64
0z. per hour in hot and humid conditions.

Physiological Injuries:
Dehydration

Water Loss Consequences
(% of Body Weight)

Reduced strength, reduced endurance
capacity, heat cramps

56 Severe heat cramps, heat stroke,
coma, death

Recommendations

Urine Chart

i Has been used in the exercise community for
some time ¥
i Color code dehydration via “The Pee Chart™™ =

A Supports the need for continued rehydration
AFTER the incident

Recommendations

Lucozade Sport Science Academymwww.
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Recommendations

A After the incident:

i Fluid intake should include 160z. 10,32 oz.
Over a period of at least 2 hours. \*

i Food should be consumed:

AcCarhohydrates
AProteins

AAVOID: High fat foods, foods with excessive

caloric content, beverages with caffeine!

Recommendations

A Supplies:
1 Make hard to lose

A Stamped and/or engraved

REHAB

T Not dangerous when used or misused
AProduces CO?

i+Quick to set-up and take down
i Durable and weather ready

- T

Recommendations

A Equipment:
1 Portable Shelters

1_Fans/Blowers
i Blankets

1" Portable heaters
i Dry clothing

i Lighting

i_Electrical generating equipment

-~

Recommendations

A Equipment:
i Misting and cooling equipment

. W . -
1_Rehab Sector designation marking equipment
ABlue traffic cones, scene tape, etc. -

T*Chairs:
i Beverage-serving equipment

i Exposure protective equipment
ASun block

-~
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Recommendations

A Equipment:
i Personal washing equipment

ABasins, soap, water, towels
AHand Sanitizer

i~Cups
AHotand cold

i Potable water
ADo not forget domestic sources for hydration (water)

T¥Large clock

Recommendations

A Equipment:

i Log book, forms and writing utensils,
1_Paper towels

i Sanitary facilities
Aportable toilets

i Food
AsService devices and equipment
1 Portable weather stations

T Trash receptacles

Recommendations

A Equipment:
I Medical monitoring equipment:”

ABlood pressure cuff
AStethoscope

AHeart monitor with 12-Lead capability,
ACO-Oximetry

AOxygen
AMiscellaneous medical equipment

T Minor treatment
i Other equipment as per local protocol.

-~

Recommendations

A Rehabilitation modes:
i Company Level Rehab

i_Formal Rehab
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Recommendations

A Company Level Rehab
1 Small operations

—
AVehicle accidents/fires, small structure fires, etc:
AGeneral less than one hour of strenuous worketime =

ANo responder uses more than ONE SCBA cylinder

Recommendations

A Company Level Rehab
I Minimal equipment and supplies.

ACan be stored on each ambulance and/of appératus
AWater to serve 20 responders -

i At least 20 oz. per responder
Asimple food toserve 20 responders

i Granolabars, Energy bars, Trail mix, Fruitcups, 4
APaperwork and supplies for documentation

Recommendations

A Company Level Rehab
1 Still must:

Aprovide a suitable area to rest
Aperform a medical screening exam -

Aadhere to protocols and procedures for responder
disposition

Recommendations

A Formal Rehab
i Larger scale operations

1Extreme weather conditions

AANYTIME a responder. has to refill an SCBA
cylinder. to continue to perform their duty!
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SECTION 7: MEDICAL SCREENING EXAM

The use of a Medical Screening Exam has four major strategies for success. First a Rehab Officer must be appointed and it is
their responsibility to initiate the Rehab Sector Policies and procedures. Then a medical monitoring capability must be
deployed within the Rehab Sector. This will normally be EMS personnel. Next the medical staff must follow the approved
guidelines for responder disposition. Finally, all persons involved in the Rehab evolution must recognize that the medical
screening exam is also a measure of fitness for duty, not just documentation.

The Rehab Sector should be staffed by personnel who have the necessary education and training to observe and recognize the
signs and symptoms of medical emergencies and common conditions that develop after extreme physical exertion. Also the
clinical staff must be able to predict and attempt to prevent some of these conditions by strict adherence to policies,
procedures, and protocols and not use any subjective evaluation.

The primary goal of the medical screening exam is to determine whether an acute medical emergency exits. The Rehab
Sector is not interested in discovering minor abnormalities and do not require treatment. Also, the Rehab Sector is not
interested in providing extensive medical care. Thos responders requiring this medical care should be immediately
transferred to the Treatment Sector within the Medical Unit.

The purpose of the medical screening exam is to determine if and when responders are fit to return to duty by the use of
idi scharge criteriao. Even thouglyoabrarespomoder timay syt €
they are exhibiting an acute medical condition because o

The medical screening exam is an active process similar to what is employed in hospital emergency rooms. It is used to
determine if an individual is acutely ill when there is not necessarily any evidence to the illness. The triage process we use is
not alone an adequate medical screening exam. Using the medical screening exam will help to determine whether or not an
emergency exists using rapid history, focused physical exam, vital signs, and the application of technology. This process will
help us determine if the responder is having an acute medical illness or is suffering from fatigue and requires additional
Rehab.

Aggressive Incident Rehab optimizes the recycling of personnel to available manpower. Releasing personnel back to duty
with the presence of abnormal vital signs may constitute negligent medical practice!

The Incident Rehab medical screening exam is rapid, painless, efficient, consistent, and timely:
1 RAPID:
0 Within thirty seconds life threatening situations should be recognized
0 Someone who is acutely ill may take up to two minutes
o Within five minutes evidence of a an emergency condition should be detected
0 The evaluation of personnel without any complaint who has rested for at least 20 minutes and consumed at
least one bottle of water should take about two minutes.
1 PAINLESS:
0 There is no invasive medical testing
A Blood glucose monitoring is not necessary
1 IDDM is exclusionary condition: NFPA 1582
9 Asuspected hypoglycemic responder should immediately be transferred to the Treatment
Sector, not remain in the Rehab Sector.
1 Most diabetics will be known in their department
1 Acute hypoglycemia is uncommon unless the responder misses a meal
1 EFFICIENT:

0 Personnel must have sufficient training and know applicable policies, procedures and protocols.

o Sufficient personnel must be deployed to staff the Rehab Sector

0 Adherence to ICS principles will also maintain efficiency with span of control, unity of command, etc.

1 CONSISTENT:

o0 Continuity of the medical screening process must be maintained not matter when or how it is performed,
who is performing it, or the circumstances in which it is being performed. A uniform approach reduces the
chances of death or significant morbidity. All responders should be evaluated the same no matter who
evaluated them.
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1 TIMELY:
0 Again, sufficient personnel deployed to staff the Rehab Sector are paramount.
0 Arresponder needing immediate and focused attention should not compromise the rest of the Rehab Sector
operations.

The protocol for evaluation and treatment is al algorithmic approach that starts with the primary examination, then the
secondary examination, and finally discharge and disposition.

PRIMARY EXAMINATION:

Responders approaching the Rehab Sector should be observed for gait difficulties, whether they are moving all
extremities well, and whether they are following commands. After they enter the rehab sector, which should be
environmentally controlled and be able to deliver some privacy responders should remove excessive gear. As
simple as removing turn out coasts and lower the pants will assist in cooling. During cold weather operations
release of heat is still important but to avoid cold weather exposure, just open the coats may be sufficient.

Initially responders who are exhausted when reporting to the Rehab Sector will present with vital signs that simulate
a true medical emergency. Responders that do not present with the signs and symptoms that warrant immediate
attention should be evaluated after rest and rehydration. Focus should also be placed on those that appear obviously
ill but will not complain or ask for assistance. Anyone who is unable to ask for assistance or unable to doff PPE and
obtain rehydration should immediately be singled out for early intervention.

Within the first minute obtain a focused history of present illness:
9 Activities being performed
1 Anysymptoms of illness other than exhaustion?
1 Any potential hazmat exposure?
0 Smoke inhalation, even if wearing SCBA
Past medical history
Medication list
Allergies to medication
How they felt prior to the incident?
Any recent illnesses?
Radial pulse (can do this while taking history)
Borg RPE Scale

=2 =4 -8 _4_49_9_-2

SECONDARY EXAMINATION:

This section of the medical exam is the medical monitory stage and includes: vital signs, level of consciousness, and
a focused exam. Any diagnostic testing is based on suspected history. This examination should be started after ten
or more minutes for responders that appeared to require rest and rehydration and continued every 10-15 minutes
while in Rehab. If a responder has a medical complaint or appears to be experiencing a true medical emergency
then the secondary exam should be started immediately after the primary examination.

This should involve the observation of the skin for rashes and evidence of sweating, listening to lung sounds,
reassessment of the Borg RPE Scale and the application of technology (CO-Oximetry and12-Lead EKG).

Traditions vital sign be obtained with minimal technology:

Heart rate/Pulse

The first and foremost indicator of heat stress. After appropriate rest, rehydration and a medical screening
exam, abnormal heart rates need to be explained. This may be due to prior medical conditions, prescribed
medication or an acute emergency.

Respiratory Rate:

Clinical staff needs to know of the presence of difficulty breathing after the rehab process. Most
responders with moderate to severe respiratory distress will also be tachycardic, hypoxic, and/or
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hypertensive. Observe for prolonged tachypnea, accessory muscle use, audible wheezing or rhonchi,
continuous coughing, hypoxia, or other respiratory abnormality.

Blood Pressure:

Evaluation of the blood pressure helps identify those at greater risk of cardiovascular and cerebrovascular
emergencies before the event occurs. The use of autocuffs helps keep this process rapid but accuracy must
always be confirmed. If the blood pressure was taken manually, the same clinical staff member should take
all subsequent blood pressures and from the same arm for accuracy.

It is difficult to answer who requires transport for further evaluation solely based on blood pressure

readings. Clinical staff should follow the best interest of the patient or require a follow-up evaluation

whenever the possibility of a new onset hypertension exists. Generally hypotension is described as a

systolic pressure less than 90 and a diastolic pressure less than 60. Small statured and athletic persons may

have and$hyedtkel ood pressure normally. There is n
pressure readings. As a general rule, for individuals who are not on any antihypertensive medications, are a

systolic pressure greater than 160 and a diastolic pressure greater than 100.

Temperature/Core-Body Temperature:

Core body temperature and heart rate usually rise in parallel but several cardiovascular medicals may mask
this. This emphasizes the need to know the personnel and their true medical history. Accurate
measurement of core-body temperature in the field is difficult due to their invasive methods. Rectal probes
will never find their way into the field and esophageal probes must be ingested prior to the incident. This
leaves oral temperature measurements as the most practical and accurate method for field use as long it is
not taken immediately after the responder has drank any hot ot cold liquids. The continual assessment of
temperature will also find usefulness on long-term incidents to help screen for signs of infectious illness.

Non-traditional vital signs are not necessary for the standard evaluation of responders who have been in the Rehab
Sector for 20 minutes and have no complaints:

Pulse Oximetry:

The evaluation of pulse oximetry can help determine if a responder who appears weak and diaphoretic is
suffering from hypoxia. Most likely a responder suffering from hypoxia will also have a complaint of
dyspnea which may be the first sign for the need to evaluate pulse Oximetry.

End Tidal CO2:

ETCO2 provides an estimation of acid-base abnormalities and respiratory efficiency. This non-traditional

vital-si gn i s not regularly checked because the val uct
306s. The val ues o fedshodd@nmlicegeickl. who ar e exhaus

Carbon Monoxide values:

Carbon monoximetry values can help determine the presence of carbon monoxide in the blood stream.
Those responders that have been determined to be at risk for CO exposure should have this value evaluated
to determine if they are suffering from exhaustion or carbon monoxide exposure because they present with
the same signs and symptoms.

12-Lead EKG:

Acute myocardial infarction is the most common cause of non-fire related deaths among firefighters. The
standard 3 lead EKG has no use in the evaluation of responders in the Rehab Sector. A 12-Lead EKG must
be taken on any personnel complaining of chest pain, dyspnea, epigastric pain, back pain, nausea and/or
exhaustion to the point of exhaustion to the point they have difficulty walking. Any responder who may
possibly be experiencing a fireground medical emergency must absolutely have a 12-Lead EKG taken. Itis
also beneficial due to the risk group to take a 12-Lead EKG on males 35 years of age or older and on
females 45 years or older. Any responder with an abnormality which could represent ischemia must be
transported to the Emergency Department for further evaluation.

Discharge from the Rehab Sector to manpower staging results from the successful completion of the Rehab process.
This discharge criterion is based on a differential diagnosis to determine whether the responder is having a true
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medical emergency or just physically exhausted or deconditioned. Personnel with viral signs returning to a baseline

status should be immediately cleared for active duty. General abnormalities may require more rest and evaluation.

These responders may be reldasgdt manmerscerse gactican
acute medical conditions should be transported to the Emergency Department for further evaluation.

Disposition:
Discharge:
1 No medical complaints, B/P: <140 systolic and <90 diastolic, pulse: <100 bpm and oral
temperature <99.5° F (37.5° C)
Continue rehab or limit to light duty until cleared by physician:
1 No medical complaints, blood pressure: 1401 160 systolic and 90-100 diastolic, pulse: <120 bpm,
and oral temperature: <102° F (38.9° C)
Continue rehab or remove from active operations until cleared by physician:
1 No medical complaints, blood pressure: >160 but <180 systolic and >100 but <120 diastolic,
pulse: <120 bpm, and oral temperature: <102° F (38.9° C)
Immediate transport to the ER:
9 Abnormal physical exam, acute medical complains, blood pressure: >180 systolic or >120
diastolic, pulse: >120 bpm, oral temperature: >102° F (38.9° C)
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edical-Sereenin
E »

Medical Screening Exam

A Overall strategies

i Appoint a Rehab Officer and initiatg,the Reﬁab
Sector SOP/SOG

i Deploy a medical monitoring capability within -

the.Rehab Sector

i Follow, medically approved guidelines for
responder disposition )

i Recognize that the medical screening exam. is

also a measure of fitness for duty

Medical Screening Exam

A Primary Goal is to determine whether an
acute medical emergency exists

-

T Not interested in discovering minor

abnormalities that do not require,or merit
treatment:

g
i Notinterested in providing extensive medical
care

AThese responders should be in or transferred to the
Treatment Sector

Medical Screening Exam

Aoverview:
T Who is responsible for and whoishould be
— Ed

staffing the Rehab Sector?

i What'is-a*Medical Screening exam and What« %
are we looking for?

1 When'should we be administering the Medical
Screening Exam?

i Why we administer a Medical Screening
Exam?

T*How to administer. the Medical Screening
Exam.
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Medical Screening Exam

A Clinical Staff
i Observe and recognize signs and symptoms of

medical emergencies and common canditions
that develop after extreme physical exertion-* =

iwPredict and attempt to prevent some of these:
conditions;by adherence to the Rehab

SOP/SOG |
i No subjective evaluation, must follow

guidelines and protocols

Medical Screening Exam

A The purpose of the Medical Screening
Exam is to:

i Determine if and when responders‘a?e fit'tom
returnito-duty.

AMust meet certain 6di s’clg
A Responders may.-not recognize that they are

exhibiting an acute medical condition. 4
inAdrenal in Rusho, etc.

Medical Screening Exam

A Monitoring is an active process

i Similar to what is employed in hospital -
emergency rooms

A Employed to determine if an individual is

acutely-ill.when there is not necessarily any
evidence to the illness

|
i Acute illness vs. fatigued

A Triage process alone is not an adequate
medical screening exam

-~

Medical Screening Exam

A Using the Medical Screening Exam helps to
determine whether or not a fireground

emergency exists with rapid history,
focused physical exam, vital signs ands

application,of technology
A Aggressive rehab optimizes recycling

personnel to the manpower pool
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Medical Screening Exam

Releasing personnel back
to duty-with the presence=

|

of abnormal vital signs

may constitute negligent

medical practice

- T

Medical Screening Exam

AFive Characteristics:
i Rapid

i Efficient

i
1 Painless
i

I Consistent

i Timely

Medical Screening Exam

A Rapid
i Thirty seconds to detect life threatening situations

T Two minutes to detect someone acutely 1l \ .
1 Five minutes-todetect evidence of an emergency.

medical condition

A The evaluation of personnel without any J
complains who has rested for at least 20 minutes
and consumed one bottle of water should take

about two minutes

-~

Medical Screening Exam

APainless
T No invasive medical testing

.
i Blood Glticose Monitoring is not necessary: -

AIDDM is exclusionary condition: NFPA 1582
AA suspected hypoglycemic responder should

immediately be transferred to the Treatment Sestov‘,
not remain;in the Rehab Sector.
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Medical Screening Exam

A Efficient:
i Sufficient training

—
AAII personnel should know the SOG/SOP and!local
protocols -

i.Sufficient personnel
i Adherence to ICS principles

Medical Screening Exam

A Consistent

T Continuity of the medical screening_Erocess
AWnen it is performed \ =
AHowritsis performed

AWho it is performed by
AWnhatcircumstance it is performed

i All responders should be evaluated the same no
matter who evaluates them

Medical Screening Exam

ATimely
i Sufficient personnel —

i_Responder needing immediate and focused )
attention should not'compromise the resteofithe =

Rehab,Sectors operations |

Medical Screening Exam

A Protocol for evaluation and treat

i -Algorithmic approach
APrimary examination

ASecondary examination
ADischarge/Disposition
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Medical Screening Exam

A Primary Examination

i As responders approach the Rehab, Sector -
AObserve gait for difficulty
AMoving all extremities well? -

AFollowing commands?

Medical Screening Exam

A Primary Examination
i In Rehab Sector

—
AEnvironmentally controlled area
APrivacy

i~Responder remove excessive gear
AFirefighters: remove coat and lower their pants

AAlso important in cold weather, may just.open the
coat.

Medical Screening Exam

A Initially responders in an exhausted state

reporting to the Rehab Sector will present
with vital signs that simulate a true medical g
emergency - -

A Responders that do not present with the 4
signs and symptoms that warrant immediate

attention should be evaluated AFTER rest
and rehydration.

Medical Screening Exam

A Focus on those who appear obviously ill but

will not complain or ask for assistance -

A Anyone who is unable to ask for assistance .
or unable to:doff PPE and obtain

rehydration should be singled out for eanly
intervention
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Medical Screening Exam

A Primary Examination
T Focused history of present illness

Awithin the first minute
AObtain

i Activities being performed and how long
i Any symptoms of ill ther than exhaustion

i Any potential hazmat exposure?
» Smoke inhalation, even if wearing SCBA?
i Past medical history

T Medication list

Medical Screening Exam

A Focused history of present illness
1 Obtain

AAllergies to medications
AHow felt before incident

ARecent illness
ARadial pulse

i While taking history
ABorg RPE Scale

Borg RPE

(Rate of Perceived Exertion)

A Created'by Dr. Gunnar Borg to determine
the individuals perceived exertion lntensny

level.

A Takes into account the subjective aspetts of
antitndi vi dualiés phys
state.

|
1 Rather than relying on objective percenta
age-predicted maximal heart rate

Borg RPE

(Rate of Perceived Exertion)
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Medical Screening Exam

A Secondary Search: medical monitoring

i Includes —

1. Vital signs
2. Level of consciousness

3. History of present illness

4. Focus exam

i Diagnostic testing is based on suspected #
history

Medical Screening Exam

A Secondary Examination
i This should be taken after 10 minufgs.or more

for responders that appear to need rest and
rehydration -

AReevaluated every 10-15 minutes in Rehab
i Start the Secondary Exam immediately after the

primary examination for responders that'have
medical complaints or appear to be

experiencing a true medical emergency.

Medical Screening Exam

A Secondary Examination
i Observe skin for rashes and evidencg,of -

sweating
i Listen to lung sounds

T“Reassess Borg RPE Scale
i Application of technology

ACO-Oximetry,
A12-Lead EKG

-~

Medical Screening Exam

A Vitals Signs:
T Traditional Values can be attained yyith -

minimal technology
APulse

ARespirations
ABlood Pressure

ATemperature/Core Body Temperature
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Medical Screening Exam

A Heart rate/Pulse:

i Heart rate is the first and foremost jndicator of
heat stress ¥

i After appropriate rest, rehydration and a=
medical screening exam, abnormal heart rates
need to be.explained.

APrior medical condition/medications )
AAcute emergency

Medical Screening Exam

A Respiratory rate
i Need to know presence of difficulty breathing

ng
after rehab process >
i Most responders with moderate to severes

respiratory distress with also be tachycardic,
hypoxic, and/or hypertensive

i Look for prolonged tachypnea, accessory #

muscle use, audible wheezing or rhonchi,

continuous coughing, hypoxia, or other
respiratory. abnormality

- T

Medical Screening Exam

A Obtain blood pressure
i Automatic cuffs keep process rapid,

- .
AConfirm accuracy!

A takersmanually the same evaluator should Y

take all blood pressures on;the same
responder and from the same arm

|

Medical Screening Exam

ABlood Pressure
1 Helps to identify those at greater. risk of

cardiovascular and cerebro-vascul&F emergeficy.
beforethe.event occurs .

1 Difficult toranswer who requires transport for
further: evaluation solely on blood pressure 4

readings.
AFollow the best interest of the patient or have a

follow-up whenever the possibility of a new onset
hypertension exists
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Medical Screening Exam

A Hypotension:
i Generally

ASystolic less than 90
ADiastolic ess than 60

1 Small stature & athletic persons Systolic < 90

may. be normal ’

Medical Screening Exam

A Hypertension:

iNo exact O6panicd val
pressure readings \®
AGenerally

i Systolic greater than 160
i Diastolic greater than 100

* These values for those that the blood pressure was taken properly and the respol

is not on any antihypertensive medications

Medical Screening Exam

A Temperature/Core-Body Temperature
i Core body temperature and pulse usually ri$ in

parallel
i Cardiovascular medications may mask true

body temperature
ANeed to know the personnel and their medical

history: ]

Medical Screening Exam

Erdodenic stimul
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Medical Screening Exam

A Temperature/Core-Body Temperature

i Accurate core-body temperature m_qgsuring'
methods are invasive
ARectal probes: will-never find their way to the

emergency scene
AEsophageal probes: under research and development

i Must be ingested HOURS before readings can be taken

Medical Screening Exam

A Temperature/Core-Body Temperature
i Oral readings are the most practical,and -

accurate readings in the field
ADo not take immediately after the respondershas -

drank liquids

i Necessary on long-term incidents (multiplef
day/weeks/months) to help screen for signs of

infectious illness

Medical Screening Exam

A Non-traditional values/Vital Signs:
i Not necessary for the standard evaluation of

responders who have been in the Rehiab Sector.
for 20 minutes and:have no complaints . .

i Obtained through technology

- Sp02 -Spco

-ETCO2 - 12-Lead EKG

-~

Medical Screening Exam

A Pulse Oximetry:
i Can help determine if an exhausted,iesponder

who appears weak and diaphoretic is suffermg
from hypoxia - .

iLikely. the hypoxic responder will also
complain;of.dyspnea
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Medical Screening Exam

AEnd Tidal CO2:

i Provides an estimation of aCid-Dasg,.,
abnormalities and respiratory inefficiency.
1 Initial values of the'exhausted respondersmay

be in the 206s.0r low¥
Ashouldinormalize quickly

Medical Screening Exam

A Carbon Monoxide values:

i Determines the percentage of carbgg,monox'ide
in the bloodstream
i Carbon monoXide exposure can mimic =

exhaustion

Medical Screening Exam

A CO-Oximetry

i Meter will provide
APulse rate
APulse-Ox

ACarbon monoxide value

Medical Screening Exam

A Portable CO Monitoring devices
i FDA Approved

A High degree of sensitivity and
specificity in i urements
A Accuratereadings

19 margin of error

i Now availablesin most cardiac monitors

A Medtronic/PhysioControl
A Zoll

A Phillips

i And more coming soon
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Medical Screening Exam

A12-Lead EKG

i3 Il ead monitor i-hegdorhas
Not hi ngo -—ne

i All personnel complaining of chest pain,
dyspnea, epigastric pain, back pain, nausea

and/or. exhaustion to the point they have

difficulty walking or standing '

T“Every male 35 years or older
i Every female 45 years or older

- T

Medical Screening Exam

A12-Lead EKG:
i Acute myocardial infarction is the most

common cause of non-fire related deaths ami
firefighters -

iwAbsolutely necessary for all responders who
may possibly be experiencing a fireground

medical emergency |
i Any responder with an abnormality which

could represent ischemia must be transported to
ED

Medical Screening Exam

A Discharge:
i Differential diagnosis

AMedical emergency vs. deconditioning/j
exhaustion

Dischargeifrom the Rehab Sector to)

manpowersstaging results fron'the
successful completion of the rehab process

-~

Medical Screening Exam

A Discharge:
i Personnel with vital signs returning,to a

baseline status should be immediately cléargd
for active duty -

iwGeneral abnormities may require more rest
and/or. hydration. These personnel may be

limited to light duty at the scene |
i Significant abnormities or acute medical

conditions should be transported to the
emergency. department for further evaluation

-~
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Medical Screening Exam

A Disposition:
i No medical complaints

AND
1 Blood Pressure: <140 systolic and < 90 diastolic,

AND
1 Pulse: <100 bpm

AND
1 Oral Temperature: <99.5° F (37.5° C)

Discharge criteria!

- T

Medical Screening Exam

A Disposition:
1 No medical complaints

AND -_—e
i Blood:Pressure: 140 160 systolic and 90-100'diastolic =
AND

T Pulse: <120 bpm
AND

1 Oral Temperature: <102° F (38.9° C)

Continue_rehab or limit to
light duty until cleared by physician

- a2~

Medical Screening Exam

A Disposition:
1 No medical complaints

AND -

T Blood:Rressure: >160 but <180 systolic
and >100 but <120 diastolic

AND
1 Pulse: <120 bpm

AND
T Oral Temperature: <102° F (38.9° C)

Continue rehab or remove from

active operations untilycleared by physician

Medical Screening Exam

A Disposition:
i Abnormal physical exam, acute medical complains
— g

OR
1 Blood Pressure:>180 systolic or >120 diastolic,,

OR
1 Pulse: >120 bpm

(]
1 Oral Temperature: >102° F (38.9° C)

IMMEDIATE TRANSPORT TO ER

R R . L N
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SECTION 8: REHAB PROGRAM EXAMPLE

:F Réhab Program

I'Example

Murrysville,Medic One

A Provide the primary emergency medical
services to the residents and visitgrs of the
Municipality of Murrysville and the

Borough of Export, covering a total ofs45:3 =

square.miles.

Murrysville,Medic One

A 12 Vehicles

Ambulances Wheelchairwan Seryices

Rescue/Support Vehicle Support Trailer
ATV John Deer Gator

g =

-

-—
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Murrysville,Medic One

A Support 610
i 2008 C5500 / 4-Guys

-
1_Staffed 24/7

1 Pennsylvania Department of Health Advanced

Lsife-Support Squad & Volunteer Rescue
Certification.

Murrysville,Medic One

A 25Kw PTO generator: A 25 gal worth Gatorade
A 2-1000 watt light A coffee makers

A 4-500 watt portable lights & trafic controldevicesh
A 6-SGBAs

A A Hurst system > -4
A EZ Up Tents

A 2-8 person 02 manifolds
Avinflatable-20:x20" shelter A ; F -
Ao 115 lion AGHTts mass castialty equipmen

A 3-85.000 BTU Heaters A SMART command system

A 2-50,000 BTU Heaters A 86- Mark IV antidote kits
A 5- Mister Fans A total 1000' electrical cord

A Rehab chairs A DOH Rescue Licensure
A 14 cases drinking water A DOH ALS Squad
“—

- _ P~

Murrysville,Medic One

A Support610 i Trailer

i 2009 Haulmark 12' Trailer, which is used to transport

additional support supplies to larger scale ifftidents

Murrysville,Medic One

A 24 cases of drinking water a3
A additional mister fans

A additional personal seats
A basic first-aid-supplies

A 3 additional EZ Up Tents
A Tarps
A additional electrical cords

A extradrinking cups
A Gatorade

A cléaning supplies
A S5gallon drink dispensers
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Murrysville,Medic One

A ATV John Deer. Gator
i Ability to equip for search and rescLe

i_Has a medical bed attachment which enables
patient transportation -

i“Usedfor,.portable rehabilitation in the field

Murrysville,Medic One

A Available for mutual aid to support other
EMS and Fire Departments.

- -
i_Keeps local EMS available for treatment an
transport. -

‘A'Haswresponded in at least five counties in
Pennsylvania.

Murrysville,Medic One

A Development
1 Started in 2006

. . -

AoObserved firefighters being overcome atia/structtire
fire.and.realized most EMS does not have the
necessary equipment or supplies to properly™

rehabilitate the firefighters so they could return to
fight the structure fire

AThe first Support 610 was a used vehicle purchased

from a local Fire Department and retro-fitted to'the
needs of Incident Rehabilitation

AAnswered 537 fASupport dwe

Aln December 26, 2008, placed in service a new
custom unit specifically designed for Incident

Murrysville,Medic One

A Two main set ups
i Open Air

1_Sheltered

v
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Murrysville,Medic One

A Open Air
i Open tents with multiple misting fans

surrounding

Murrysville,Medic One

A sheltered
i 3 tents with inflatable shelter

i Inflatable can be air conditioned or heated
based on weather -

Murrysville,Medic One

A Sheltered
i Entry/waiting area

i.Vital sign taking area g
i Recovery area

Murrysville,Medic One

A Sheltered

i Entry
AFluids
AArea to rest

while awaiting
vital signs to
be taken
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A Sheltered
i Vital sign taking area

Murrysville,Medic One

A Sheltered

i Recovery area
Avital sign
reassessment:

Incident Rehabilitation Operations
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APPENDIX A: HEAT INDEX GUIDE FOR PHYSICAL EXERTION AND ACTIVITY

Relative Humidity (%)

74 | 76 | 78 | 80 | 82 | 84 | 86 | 88 | 90 | 92 | 94 | 96 | 98 | 100 | 102 | 104

Temperature (° F)
Add 10°F when protective clothing is worn and add 10°F when in direct sunlight.

Heat Index

Danger Cateqgor

Alert Level

Extreme Caution

Adapted from:
1 Table 4.2 (USFA FA-314)
1  Figure B.1: NFPA 1584-2008

1 Defence R&D Canada i Toronto: DRDC Toronto ECR 2004-051, The Management of Heat Stress for the
Firefighter

Compiled by Robert G. Gerlach as a guideline pnlefer to local protocol oservicemedical director for determination of Heat Stress Prevention Guidelines
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APPENDIX B: REHABILITATION HEAT STRESS PREVENTION GUIDELINES

NOTE: The supervisor in charge of the facility or workplace is responsible for implementing these heat stress prevention
guidelines. He or She shall determine the level of PPE required.

ALERT LEVEL 17 HEAT INDEX: 80 - 89

Caution: Fatigue and faintness are possible with physical activity or prolonged exposure. The most likely at risk at this
level are those performing heavy work for extended periods of time.

1. Encourage all staff to increase water intake, be observant of signs and symptoms of heat stress (both in
themselves and co-workers), and implement measures to prevent heat-related disorders
2. Additional rest breaks should be introduced to reduce heavy exertion and allow for cooling.

REHAB: Following the use of two 30-minute SCBA cylinders or one 45 or 60-minute cylinder or after 30 minutes of
intense physical labor. Minimum 20-minute rest/rehydration. Water appropriate for first two Rehab evolutions.

ALERT LEVEL 27 HEAT INDEX: 90 - 104

Extreme Caution: Heat cramps, heat exhaustion, or sunstroke are possible with physical activity or prolonged exposure.
An increased number of workers are at risk at this level, including those performing moderate physical exertions.

1. Postpone optional activities, or reschedule them to a cooler times of the day when possible

2. Introduce additional rest breaks for workers performing moderate work.

3. Further reduce heavy work.

4. Consider cessation of nonessential operations involving heavy physical activity.

5. Minimize using bunker suits whenever possible.

Note: All training activities are considered nonessential except recruit training. The following safety precautions
shall be implemented when conducting training within this range.

1. Limitrecruit live fire burns to occur between 0700-1200 hours only

2. Provide increased rest breaks for all workloads.

3. Limit heavy work to less than 15 minutes per hour.

4. Initiate rehabilitation at the beginning of the incident.

5. Use active cooling where possible (firearm immersion, misting fan, and/or air conditioning).

REHAB: Following the use of two 30-minute SCBA cylinders or one 45- or 60-minute cylinder or after 15 minutes of
intense physical labor. Minimum 20-minute rest/rehydration. Water appropriate for first two Rehab evolutions.

ALERT LEVEL 37 HEAT INDEX: 105 - 129

Danger: Heat cramps, heat exhaustion, or sunstroke are likely. Heat stroke is possible with physical activity or prolonged
exposure. Even those performing light work might require additional rest breaks.

1. Significantly reduce both heavy and moderate work.

2. Minimize using bunker gear suits whenever possible.

3. Consider cessation of non-essential operations involving moderate physical activity in this environment.

4. Cease all nonessential operations involving heavy physical activity.

Note: All outdoor training activities are considered nonessential and shall be rescheduled or cancelled.

REHAB: Following the use of each SCBA or after 10 minutes of intense physical labor. Minimum 30-minute
rest/rehydration. Water appropriate for first Rehab evolution, consider Sports Drinks early.

ALERT LEVEL 47 HEAT INDEX: 130 + i EMERGENCY HEAT ALERT

Extreme Danger: Heat stroke or sunstroke imminent danger or DEATH. This is an extremely dangerous Heat Index
level, where all individuals are at risk of heat related disorders, regardless of workload.
1. Minimize using bunker suits whenever possible.
2. Discontinue all nonessential services performed in this environment.
a. Provide increased rest breaks for all workloads.
b. Limit heavy work to less than 15 minutes per hour.
c. Initiate rehabilitation at the beginning of the incident.
d. Use active cooling (forearm immersion, misting fan, and air conditioning).
e. Call for additional crews to facilitate rehabilitation.

Note: All outdoor training shall be rescheduled or cancelled.

REHAB: Following the use of each SCBA or after 10 minutes of intense physical labor. Minimum 30-minute
rest/rehydration. Water appropriate for first Rehab evolution, consider Sports Drinks early.
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APPENDIX C: COLD STRESS

Core Temperature

Symptoms

9510 98.6 °F Conscious, alert but violent shivering
90to0 95 °F Conscious but mild to moderate loss of mental capacity; shivering usually present
but may be impaired
86 t0 90 °F Severe loss of mental capacity, Shivering gradually replaced by muscular rigidity
Cardiac arrest may occur. Pupils may be dilated
80 to 86 °F Impairment of respiration. Pulse rate and volume severely depressed.
Pupils dilated and may be unresponsive to light.
Cardiac arrest probably
Below 80 °F Patients may appear dead with no discernable vital signs

Table 3.3 (USFA FA-314)

APPENDIX D: WIND CHILL-TEMPERATURE INDEX

Wind (mph)

&/ Wind Chill Chart ‘&

Temperature (°F)
0

.
—

9
8
7
6
5
4
4
3

Frostbite Times D 30 minutes 10 minutes 5 minutes

Wind Chill (°F) = 35.74 + 0.6215T - 35.75(V%%) + 0.4275T(V®6)

Where, T= Air Temperature (°F) V=Wind Speed (mph)
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APPENDIX E: URINE CHART

: =
2 > target
3 =
: =
> dehydration
5
= Your target is to make
8 sure that your urine is
the same colour as
D | demoraton  Comond et e
7 dehydration  Colours 4 and 5 suggest
dehydration and 6, 7 and
s I 8 severe dehydration
Urine chart
Lucozade Sport Science Academy, www.thelssa.com
APPENDIX F: SAMPLE REHAB SECTOR LAYOUT
Single entry/exit point

!

Gear Storage Area

4

Oid cylinders

L SCBA Support

New cylinders

—
]
Vital sign | |
determination | Ambulance
famuanessu entry/exit ! staging area
1 Medical
1 o
1 evaluation/
Rest/ E treatment area
refreshment 1
area !
i
1
i

‘-% Liq;ftds 0-'- Transportation

unit leader

Source: (Dickinson, E.T., and Weider M.A., Emergency Incident Rehabilitation, 2" Edition. 2004)
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APPENDIX G: FIRE DEPARTMENT
STANDARD OPERATING PROCEDURE
EMERGENCY INCIDENT REHABILITATION

PURPOSE

The purpose of this procedure is to provide a framework for the establishment and operation of a Rehab Group/Sector to
support the physiological needs of firefighters and other responders engaged in emergency operations, extended duration
incidents, and training exercises.

SCOPE

This procedure identifies situations where the establishment of a Rehab Group/Sector is appropriate. It provides information
on the operation of a Rehab Group/Sector, the tasks and procedures that are to be followed by those managing and those
using a Rehab Group/Sector, and the equipment and staffing needs of these operations.

The Rehab Group/Sector provides firefighters and other emergency responders with fluids and food, shelter from the
elements, and a medical evaluation to assure that the responder is ready to return to work in a safe and managed manner.

GENERAL INFORMATION

Firefighting and tasks associated with firefighting are among the most physiologically taxing activities that can be performed
by humans. During the course of their work, firefighters are exposed to physiological stresses in the form of strenuous
physical work. This work is most often performed within the confines of heavy structural firefighting personal protective
clothing which further stresses the firefighter. The work is time-sensitive and often is performed under the psychological
stressors of danger to the firefighter and others, the desire to do a good job, and the desire on the part of the firefighter to
make an individual contribution to the work effort.

Proper implementation of this policy will ensure that members who may be suffering the effects of metabolic heat buildup,
dehydration, physical exertion, and/or extreme weather (hot or cold) receive evaluation and rehabilitation during emergency
and nonemergency operations.

Most heat and cold emergencies and injuries are entirely preventable. Rehab assists the Incident Commander (IC) with
monitoring the health of firefighters and controlling the work/rest cycle to prevent environmental injuries.

The Rehab Group/Sector may be staffed by fire company personnel, emergency management services (EMS) responders, or
responders specifically tasked with this function.

POLICY

This procedure shall be implemented at all working fires, greater alarm emergencies or during extended operations. The
Rehab Group/Sector is usually implemented during hot or cold environmental temperature extremes but may be used at any
time at the direction of the IC. The situations that generally produce the need for the Rehab Group/Sector include, but are not
limited to,

greater alarm structural fire operations;

wildland operations;

hazardous materials incidents;

trench rescue;

confined space rescue;

training exercises or special events; and

any other situation deemed necessary by the IC.

=A =4 =4 -4 -8-8-1

The responsibility for the establishment of a Rehab Group/Sector rests with the 1C. Other Command system positions, such
as the Safety Officer, may assist the IC with recognition of the need for Rehab.

U.S. Fire Administration, FA814, Emergency Incident Rehabilitation, February 2008
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On smaller incidents, Rehab may be accomplished within an ambulance or protected area. Larger incidents require the
commitment of resources to accomplish the necessary Rehab tasks.

It is the policy of the fire department that no member will be permitted to continue emergency operations beyond safe levels
of physiological, medical, or mental endurance. The intent of the Rehab Group/Sector is to lessen the risk of injury that may
result from extended field operations under adverse conditions.

Rehab Functions

The Rehab Group/Sector, radio designation REHAB, will be used to evaluate and assist personnel who could be suffering
from the effects of sustained physiological or mental exertion during emergency operations. The Rehab Group/Sector will
provide a specific area where personnel will assemble to receive:

a physical assessment;

revitalizationd rest, hydration, and refreshments;

medical evaluation and treatment of minor injuries;

continual monitoring of physical condition;

transportation for those requiring treatment at medical facilities;

initial stress support assessment; and

reassignment.

= =4 =444

A Rehab team concept will be used wherever possible to establish and manage the Rehab Group/Sector. This team will be led
by a Rehab Group/Sector Supervisor who has been appointed by the IC. The Rehab Group/Sector Supervisor should be
wearing an appropriate Command vest that identifies him or her as this person. This full team will consist of:

Designated Group/Sector Supervisor with crew;

Rehab vehicle;

utility (air/power/light) vehicle;

canteen vehicle;

one or more EMS transport vehicles;

advanced life support (ALS) company/personnel; and

critical incident management team member(s), as needed.

=A =4 =444

Rehab resources will be dispatched on all second alarm or greater incidents or when special-called by the IC. It will continue
to be the responsibility of Incident Command to make an early determination of situations requiring the implementation of a
Rehab Group/Sector. Given the time needed to assemble and deploy the needed resources, the IC should call for Rehab
resources early.

At times, due to the incident size, weather conditions, or geographic barriers, it may be necessary to establish more than one
Rehab Group/Sector. When this is initiated, each Group/Sector will assume a geographic designation consistent with the
location at the incident site, i.e., Rehab South, Rehab North.

At incidents involving large life loss, or extended rescue operations (i.e., plane or train crash), the critical incident stress
management (CISM) team should be contacted and be assigned to Rehab Group/Sector.

A city bus may be called to the incident scene to provide cooling or heat and shelter.
Other considerations for selecting the exact location of the rehab site include
9 ability to accommodate the number of personnel (fire, law enforcement, other) expected (including EMS personnel
for medical monitoring) and accommodate a separate area to remove personal protective equipment (PPE).
accessibility for an ambulance and EMS personnel should medical treatment or transportation be required.
ability to be removed from hazardous atmospheres including apparatus exhaust, smoke, and other toxins.
ability to provide shade in summer and protection from inclement weather at other times.
accessibility to a water supply (bottled or running) to provide for hydration and active cooling.
location away from spectators and media whenever possible.

=A =4 =4 =8 A

The Rehab Group/Sector and vehicles should be located close to the Command Post (CP) whenever possible. The Rehab
Group/Sector area boundaries will be defined with blue tape or blue traffic cones and will have only one entry point. It will

U.S. Fire Administration, FA814, Emergency lident Rehabilitation, February 2008
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be divided into the four Sections described later in this procedure.
CRITERIA FOR REPORTING TO REHAB

Personnel should perform self-rehab procedures as follows:
9 following the use of one 30-minute SCBA cylinder;
1 after 20 minutes of intense physical labor; and
1 other times as necessary.

Personnel must report to the Rehab Group/Sector as follows:

following the use of two 30-minute SCBA cylinders or one 45- or 60-minute cylinder

after 40 minutes of intense physical labor Appendix B: Fire Department Standard Operating Procedure EIR 167
after performing duties in hazardous materials encapsulating suits;

when directed by an officer to do so; and

when feeling the need to do so.

= =4 =4 -4

SECTION A: Entry Point

This is the initial entry point and decontamination area. Assigned personnel will collect accountability tags from crews and
take a pulse rate on all crew members. Any member who has a pulse rate greater than 120 will report directly to Section C,
Medical Treatment and Transport, where they will be treated appropriately. Members that do not require medical attention
will then report to Section B, Hydration and Replenishment.

SECTION B: Hydration and Replenishment

This Section is staffed by the canteen driver and other personnel, as required. During warm weather conditions, all personnel
in this area must remove coats, helmets, gloves, and protective hoods. Turnout pants also should be removed or at least rolled
down over the boots. All personnel will be provided supplemental cooling devices, fluid and electrolyte replacement, and the
proper amount of nourishment. For extreme heat, a misted area shall be provided for initial cool-down, with fans creating air
movement. Hand-forearm immersion procedures to lower core body temperatures should also be used. Forearms should be
submerged at least 10 and preferably 20 minutes. Air-conditioned areas for extended rehabilitation to which members can be
moved after their body temperatures have stabilized should be provided. Initial CISM support will be provided in this
Section, if needed.

The following other requirements pertain to personnel assigned to Section B:
9 All personnel should spend a minimum of 20 minutes resting in this area.
9 Personnel should consume a minimum of 10 ounces of water or other approved beverages while in this area.
9 Smoking shall not be permitted in this area.

SECTION C: Medical Treatment and Transport

This Section is staffed by an ALS crew and at least one EMS transport vehicle. Personnel reporting here will receive
evaluation and treatment for heat stress and other injuries or illnesses. A standard EMS patient report form should be started
for each person sent to this Section. The ALS personnel assigned will advise the Rehab Group/Sector Supervisor of the
necessity of medical transportation and extended medical attention requirements of personnel due to physical condition.
Members who are transported to a medical facility should be accompanied by a department representative. Crews released
from Section C will be released as intact crews to report to Section D. The ALS crew in this Section will pay close attention
to the following:

1 pulse;

1 blood pressure;

1 body temperature; and

1 obvious injuries or illness.

U.S. Fire Administration, FA814, Emergency Incident Rehabilitatid-ebruary 2008
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After appropriate rehabilitation and medical monitoring (minimum of 20 minutes for an initial cool down and evaluation
period) the pulse, blood pressure, and temperature will be reevaluated and triage members with one of the following
dispositions:168 Emergency Incident Rehabilitation
1 Returned to dutyd adequately rehabbed and medically sound;
1 Removed from dutyd evidence of an illness or injury; including any person with a pulse rate greater than 100; or
9 Transported to an appropriate medical facility for further evaluation and treatment of illness or injury; including any
member who has a temperature greater than 101 °F (38 °C) or a blood pressure less than 100.

SECTION D: Reassignment

This critical Sect i on rdeassigamem iDitigens eff@ts asdrfacemoéfese comenanidation with s  f o
the Rehab Group/Sector Supervisor are required. Personnel staffing this Section advise the Rehab Group/Sector Supervisor of

the status of all companies for reassignment and crews that are running short or without a Company Officer (CO). This
information is relayed to Command by the Rehab Group/Sector Supervisor. Crews without a CO will be assigned to another
company or have a member of the crew move up to the offi

The Rehab Group/Sector Supervisor will collect accountability passports from companies reporting to Section Ad Entry
Point. The passports will be placed on a status board and all personnel will be logged on the Rehabilitation Group/Sector
Personnel Log Form. The log will indicate the assignments as directed by Command. Companies may be reassigned to
operating Groups/Divisions/Sectors or released from the scene.

The Rehab Group/Sector Supervisor will update Command throughout the operation with pertinent information including the
identities of companies in Rehab, the companies available for reassignment, and the status of injured personnel. All personnel
leaving Rehab will retrieve passports from the Rehab Group/Sector Supervisor. COs must keep crews intact and report to the
proper sections in Rehab. The Rehab Group/Sector Supervisor will direct the crew to the proper sections; however, it is the
CO6s responsibility to make sure crew members receive r e

The basic function of rehab needs to be addressed for each firefighter or emergency responder that enters rehabd drink fluids,
rest, and be ready for work prior to leaving the Rehab area

U.S. Fire Administration, F814, Emergency Incident Rehabilitation, February 2008
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APPENDIX H: MEDICAL EXAMINATION TO DETERMINE FITNESS FOR DUTY

NAME: D.O.B.:
Last First M.

For the medical professional conducting the examinatiofhe purpose of this examination is to
ensure that the physical, physiological, intellectual, and psychological health of the applicant is
suitable for the environment and functions of a firefighter as described on page 2.

This medical examination must be completed by aphysici an, sur geon, physici
physician, or advanced registered nurse practitioner.

Examination should include but is not limited to:

Dermatological system, Cardiovascular system Ears, eyes, nose, mouth, throat

Clinical evaluation of 12 lead EKG Auditory hearing in the pure tone
Systolic and Diastolic Blood pressure Far visual acuity corrected or uncorrected
Respiratory system Peripheral vision

Gastrointestinal system Genitourinary system

Endocrine and metabolic systems Musculoskeletal system

Neurological system

For the medical professional conducting the examination to complégegn in appropriate box)

Based on the results of this medical evaluation, the applicant:

Has no pre-existing or current condition, illness, injury or deficiencies. The applicant iS medically fit
to engage in firefighting activities.

Signature

Has a pre-existing or current condition, illness, injury or deficiency that presents a safety or health

risk in the environment or job functions of a firefighter. The applicant iS N0t medically fit for
firefighting activities.

Signature

Has a pre-existing or current condition, illness, injury or deficiency that presents a safety or health

risk in the environment or job functions of a firefighter. The applicant IS able to participate in
firefighting activities but with the conditions listed on reverse.

Signature

Completion Required (please print)

Name of signature: Date signed:

Office Phone: Office address:

*Adapted from the PA State Fire Academy Form - MEDICAL EXAMINATION TO DETERMINE FITNESS FOR FIREFIGHTER TRAINING
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MEDICAL EXAMINATION TO DETERMINE FITNESS FOR FIREFIGHTER DUTY

Essential Job Tasks and Descriptions from NFPA 1582, 2007 edition

1.

9.

10.
11.

12.

13.

Performing firefighting tasks (e.g., hose line operations, extensive crawling, lifting, carrying heavy objects, ventilating roofs or
walls using power or hand tools, and forcible entry), rescue operations and other emergency response actions under stressful
conditions while wearing personal protective ensembles and self-contained breathing apparatus (SCBA), including working in
extremely hot or cold environments for prolonged time periods.

Wearing an SCBA, which includes a demand valvei type positive-pressure face piece or HEPA filter masks, which requires the
ability to tolerate increased respiratory workloads.

Exposure to toxic fumes, irritants, particulates, biological (infectious) and non-biological hazards, and/or heated gases, despite the
use of personal protective ensembles and SCBA.

Climbing six or more flights of stairs while wearing fire protective ensemble weighing at least 50 Ibs. or more and carrying
equipment/tools weighing an additional 20 to 40 Ibs.

Wearing fire protective ensemble that is encapsulating and insulated, which will result in significant fluid loss that frequently
progresses to clinical dehydration and can elevate core temperature to levels exceeding 102.2°F (39°C).

Searching, finding, and rescue-dragging or carrying victims ranging from newborns up to adults weighing over 200 Ibs. to safety
despite hazardous conditions and low visibility.

Advancing water-filled 2 %> diameter hose lines from fire apparatus to occupancy [approximately 150 ft. ], which can involve
negotiating multiple flights of stairs, ladders, and other obstacles.

Climbing ladders, operating from heights, walking or crawling in the dark along narrow and uneven surfaces, and operating in
proximity to electrical power lines and/or other hazards.

Unpredictable emergency requirements for prolonged periods of extreme physical exertion without benefit of warm-up, scheduled
rest periods, meals, access to medication(s), or hydration.

Operating fire apparatus or other vehicles in an emergency mode with emergency lights and sirens.

Critical, time-sensitive, complex problem solving during physical exertion in stressful, hazardous environments, including hot,
dark, tightly enclosed spaces, that is further aggravated by fatigue, flashing lights, sirens, and other distractions.

Ability to give and comprehend verbal orders while wearing personal protective ensembles and SCBA under conditions of high
background noise, poor visibility, and drenching from hose lines and/or fixed protection systems (sprinklers), hear alarm signals,
hear and locate the source of calls for assistance from victims or other firefighters.

Functioning as an integral component of a team, where sudden incapacitation of a member can result in mission failure or in risk of
injury or death to civilians or other team members.

Participation contingent on the following conditions:

*Adapted from the PA State Fire Academy Form - MEDICAL EXAMINATION TO DETERMINE FITNESS FOR FIREFIGHTER TRAINING
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APPENDIX I: EMS PROTOCOLS

SAMPLE BLS PROTOCOL
CRITERIA:

A. Incidents (emergency or planned) and training events with physical work time of one hour or more or
adverse weather conditions.
B. General Rule
1 After 2nd SCBA Bottle (30 minute)
1 After 1st SCBA Bottle (45 or 60 minute)
1 After 40 minutes of intense work without SCBA
1 When feeling fatigued

EXCLUSION CRITERIA:
A. NONE
POLICY:

A. Initial Patient Contact i See Protocol #201
B. Consider call for ALS if available. See Indications for ALS Use protocol #210
C. Rehabilitation Sector:
a. Area should relieve responders from climate (heat or cold) and be free from smoke.
b. Area should be suitable to provide rest and recovery.
c. Appropriate rehydradion should be provided.*
d. Calorie and electrolyte replacement is recommended for events lasting more than 3 hours or
where responders have the possibility of working continuously for an hour or more.?
e. EMS Service should be able to provide cooling or warming to responders.®
f.  Accountability of responders must be tracked through the rehabilitation process.
g. A BLS unit (minimum) must be available and dedicated for the transport of responders that may
be overcome from exhaustion and/or injury.
D. Procedure:
a. Asresponders arrive at the Rehab Sector personnel should be observing for those who appear
obviously ill but will not complain or ask for assistance.
i. Difficulty walking?
ii. Difficulty following commands?
iii. Changes in speech?
iv. Changes in behavior?
b. Obtain from responders reporting to the Rehab Sector:
i. Activities being performed and how long
ii. Any symptoms of illness other than exhaustion
iii. Any potential hazmat exposure?
iv. Past medical history
v. Medications
vi. Allergies
vii. How the patient felt prior to activities
viii. Borg Rating of Perceived Exertion
ix. Document radial pulse
c. Any responder without any sign or symptoms noted
complaints should be permitted to rest and rehydrate for a minimum of 20 minutes before
proceeding to the next evaluation.
d All those with signs or symptoms notawdestedandiiad, d
rehydrated for 20 minutes should have vital signs obtained to determine disposition and/or
discharge criteria.* °
Disposition/Discharge criteria:’
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i. NO complaints and Blood Pressure: <140 systolic and < 90 diastolic and
Pulse <100 bpm and Oral temp <99.5° F (37.5° C) = Discharge back to

operations. °

ii. NO complaints and Blood Pressure: 1407 160 systolic and 90-100 diastolic and Pulse
<120 bpm and Oral temp <102° F (38.9° C) = Continued Rehab Process or Limited to
light duty until cleared by physician. 6

iii. NO complaints and Blood Pressure: >160 but <180 systolic and >100 but <120 diastolic
and Pulse <120 bpm and Oral temp <102° F (38.9° C) = Continued Rehab Process or
Removed from active operations until cleared by physician.®

iv. Abnormal physical exam, acute medical complains, OR Blood Pressure: >180 systolic or
>120 diastolic OR Pulse >120 bpm OR Oral temp >102° F (38.9° C) = Immediately
Transport to ER

NOTES:

1.

Two hours prior to a planned event responders should drink a minimum of 500ml of fluid.
Liquids that contain caffeine or are carbonated are not appropriate. Sports drinks or water are best. If
water is the only liquid available, consider adding 1 ¥ cups of sugar and 1 % teaspoons of salt per one
gallon of water. A minimum of 32 ounces should be consumed during each Rehab evolution.
Food service should be considered on long-term incidents, generally events lasting 3 hours or more.
Food supplied should be healthy, nutritional and appropriate. Carbohydrates are the best source to
produce energy.
Methods may include forearm immersion, ice vests, misting fans or other method as per local protocol.
Obtain following vital signs at a minimum:

0o Pulse
Lung Sounds
Blood Pressure
Respirations
Borg Rating of Perceived Exertion
SpO2

A See Pulse Oximetry Protocol #226. Pulsoximetry may only be used by BLS services and

personnel that meet DOH pulseoximetry requirements.
0 SpCO2i with potential carbon monoxide (CO) exposure, even if wearing SCBA
0 Temperature [>95°F (35°C)]
A <95°F (35°C) i Follow BLS Hypothermia Protocol # 681
A >100°F ( 37.8°C) i Consider BLS Heat Emergency Protocol # 686

Additional criteria as per regional protocol or medical direction.
Rehydration and revitalization is important after the incident. Fluid intake should include 16 oz. to 32 oz.
over a period of up to 2 hours. Foods that should be consumed are carbohydrates and proteins.
Avoidance of high fat foods, foods with excessive caloric content, beverages with caffeine should be
encouraged.

O oO0Oo0oo0o

Robert G. Gerlach
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SAMPLE ALS PROTOCOL

Initial Patient Contacti See Protocol #201
Follow BLS Rehabilitation Protocol

v

Obtain:

Medications
Allergies

=4 =4 -8 _8_a_8_9a_-8a_-23

Activities being performed and how long

Any symptoms of illness other than exhaustion
Any potential hazmat exposure?

Past medical history

How the patient felt prior to activities
Document radial pulse
Borg Rating of Perceived Exertion

Does patient show signs of:

Does patient complain of:

9 Difficulty walking? I chest pain
1 Difficulty following  dizziness
commands? OR 1 dyspnea
I Changes in speech? i weakness
1 Changes in behavior?  nausea
 headache
b %
Have patient rest & revitalize as Observe:
indicated for at least 20 minutes." 2 > . Skin for rashes and signs of sweating
Provide cooling or warming.? §  Obtain vital signs”

A A

A

y

NO complaints NO complaints

AND®
Blood Pressure:
1407 160 systolic and
90-100 diastolic

AND®
Blood Pressure:
<140 systolic and
< 90 diastolic

AND AND
Pulse <100 bpm Pulse <120 bpm
AND AND
Oral temp <99.5° F Oral temp <102° F
(37.5° C) (38.9° C)

DISCHARGE BACK
TO OPERATIONS®

Continue rehab

OR

Limited to light duty
until cleared by
physician®

NO complaints

AND®
Blood Pressure:
>160 but <180 systolic
and >100 but <120
diastolic

AND
Pulse <120 bpm

AND
Oral temp <102° F
(38.9°C)

Continue rehab
OR

Removed from active
operations until cleared
by physician®

Abnormal physical
exam, acute medical
complains,

OR®
Blood Pressure:
>180 systolic or >120
diastolic

OR
Pulse >120 bpm

OR
Oral temp >102° F
(38.9° C)

IMMEDIATE
TRANSPORT TO ER
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CRITERIA:

A. Incidents (emergency or planned) and training events with physical work time of one hour or more or
during adverse weather conditions.
B. General Rule
1 After 2nd SCBA Bottle (30 minute)
1 After 1st SCBA Bottle (45 or 60 minute)
1 After 40 minutes of intense work without SCBA
1 When feeling fatigued

EXCLUSION CRITERIA:
A. NONE
POSSIBLE MC ORDERS:

A. Additional IV Fluids

NOTES:

1. Two hours prior to a planned event responders should drink a minimum of 500ml of fluid.

Liquids that contain caffeine or are carbonated are not appropriate. Sports drinks or water are best. If
water is the only liquid available, consider adding 1 ¥ cups of sugar and 1 %2 teaspoons of salt per one
gallon of water. A minimum of 32 ounces should be consumed during each Rehab evolution.

2. Food service should be considered on long-term incidents, generally events lasting 3 hours or more.
Food supplied should be healthy, nutritional and appropriate. Carbohydrates are the best source to
produce energy.

3. Methods may include cool IV fluids, forearm immersion, ice vests, misting fans or other method as per
local protocol.

4. If patient has no medical complaints, then obtain at a minimum:

o Pulse
Lung Sounds
Blood Pressure
Respirations
Sp0O2
Borg Rating of Perceived Exertion
SpCO2 i with potential carbon monoxide (CO) exposure, even if wearing SCBA
Temperature [>95°F (35°C)]:
A <95°F (35°C) i Follow ALS Hypothermia Protocol # 6081
A >100°F (37.8°C) i Consider ALS Heat Emergency Protocol # 6086
If patient has medical complaints, or had been cycled through Rehab for an additional period, obtain:
o ETCO21i with complaints of dyspnea or as per local protocol.
0 12-Lead EKG

O O0OO0OO0OO0OO0Oo

A All patients c/o chest pain, dyspnea, epigastric pain, back pain, nausea and/or exhaustion

to the point they have difficulty walking or standing.
A All males over 35.
A All females over 45.

5. Additional criteria as per regional protocol or medical direction.

6. Rehydration and revitalization is important after the incident. Fluid intake should include 16 oz. to 32 oz.
over a period of up to 2 hours. Foods that should be consumed are carbohydrates and proteins.
Avoidance of high fat foods, foods with excessive caloric content, beverages with caffeine should be
encouraged.

Robert G. Gerlach
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APPENDIX J: BORG RATING OF PERCEIVED EXERSION (RPE) SCALE

Exertion RPE

No exertion at all

Extremely light

Z

Very light

Z

Light

Z

_Somewhat hard

Z

Hard (heavy)

Z

o1

Very hard

Z

© 00|00 N gA W NN N N

Extremely hard

= O
O

Maximal exertion
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APPENDIX K: REHAB OFFICER CHECKLIST/WORKSHEET

Incident Location:

Date:

Rehab Officer:

Incident Management (as applicable):

Functional Resource

Name/Department

Radio Frequency

EMS Command/OIC

Fire Command/OIC

Police Command/OIC

Triage Officer

Treatment/Transport Off.

EMS Staging Officer

Command Post Location:

EMS Staging Location(s):

Treatment/Transport Location:

Rehab Crew (ambulance assignment):
Weather Information:

Dedicated Transport Ambulance:

Time Temp. | Humidity (%) Heat Index Wind Chill Precipitation

Sun/Cloud

Rehab Sector Staffing:

Name BLS/ALS Name

BLS/ALS

Resources (not all may be required):

[ 1 Medical Director Notification [ 1 Salvation Army/Food

[ 1 Transit Bus(s)

[ 1 Additional Potable Water/Ice [ 1 Shelter

[ 1 Restroom Facilities

[ 1 Heating Sources [ 1 Blankets

[ ] CISM

Times:

Incident Start Time

Rehab Initiated Incident End Time

Disposition:

Total Personnel Entering Rehab

Number of Personnel Transported to Hospital
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APPENDIX L: REHAB SECTOR ACCOUNTABILITY FORM
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APPENDIX M: REHABILITATION RECORD

Name:

Department:

Date of Birth: / / Age: Sex:
Time Entered Rehab: Initial Radial Pulse (bpm): Borg RPE:

Any complaints of:

Check off if complaint is present

[ ] Chest Pain [ ] Dyspnea [ 1 Weakness
[ ] Nausea [ ] Headache [ 1 Cramps
[ 1 Aches [ 1 Pain [ 1 Blurred Vision

Noticed changes/difficulty in:

Check off if complaint is present

[ ] Gait [ 1 Speech [ ] Behavior

Activity being performed:

How long?:

Potential HazMat exposure?:

How felt before incident?:

Current/Recent illness(s)?:

Past Medical History:

Medications:

Allergies:

Proceed to other side of page after2@ minutes of rest, cooling, and rehydration if no complaints or
difficulties were chcked above. If patient has acute medical complaints, signs or symptoms, immediately
proceed with other page evaluation.

Evaluator:

Name: Cert #:
PRINTED

Certification Level: [ JFR,[ JEMT, [ ]EMT-P,[ 1RN, [ ] MD, [ ] Other:
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Date:

Incident | ocation:

Incident Rehabilitation Operations

REHABILITATION RECORD

Name:
Department:
Vitals/Evaluation
. B .
Time | gpe | Pulse | B/P | Resp. | Lungs | SpO2 | SpCO | Skin |ETCO2 | 12-Lead
Personnel who require ALS treatment and/or possibility of transport should be transferred to the Treatment Sector
Notes/Comments:
Disposition:
Time:

[ 1 Return to full duty.

[ 1 Return to limited/light duty. Must obtain MD release to full duty.

[ 1 Remove from active operations. Must obtain MD release to full duty.

[ 1 Transferred to Treatment Sector/Potential acute medical emergency.

Transport Unit;
Must obtain MD release to full duty.

Evaluator:

Name: Cert #:

PRINTED

Signature:

Certification Level: [ JFR,[ JEMT,[ JEMT-P,[ 1RN, [ ] MD, [ ] Other:
Rehab Sector Officer:

Name: Cert #:

PRINTED
Signature:

Certification Level: [ JFR,[ JEMT,[ JEMT-P,[ 1RN, [ ] MD, [ ] Other:
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14.

15.
16.
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APPENDIX N: EQUIPMENT

Portable Shelters

Fans/Blowers

Blankets

Portable heaters

Dry clothing

Lighting

Electrical generating equipment

Muisting and cooling equipment

Rehab Sector designation marking equipment

. Chairs
. Beverage-serving equipment
. Exposure protective equipment

1  Sun block

. Personal washing equipment

9 Basins, soap, water, towels
Cups

9 Hotand cold
Potable water
Large clock

17.
18.
19.
20.
21,

22,

23.
24,

25.

Traffic cones
Fireline tape
Log book, forms and writing utensils
Paper towels
Sanitary facilities
91 Portable toilets
Food
9 Service devices and equipment
Trash receptacles
Medical monitoring equipment:
Blood pressure cuff
Stethoscope
Heart monitor with 12-Lead capability
CO-Oximetry
Oxygen
Miscellaneous medical equipment
Minot treatment
Other equipment as per local protocol.
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