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• Stop The Bleed 

Class offered at 

TGH August-

October. Contact 

Jennifer Mefford 

at jmef-

ford@tgh.org for 

additional infor-

mation 
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In the air medical field, it is im-

perative we set standards to not 

only meet industry standards, 

but exceed them.  But how do 

you track and accomplish this? 

Who sets those standards and 

holds programs accountable?  In 

the last year, Aeromed has 

adopted standards set by GAM-

UT- The Ground Air Medical Qual-

ity in Transport collaborative.  

This database provides a free 

resource for transport programs 

to track their programs quality 

metrics, report them and com-

pare them to other programs 

throughout the nation.  These 

strict quality metrics that allow 

for the collection and analyza-

tion of important, reliable and 

relevant data related to patient 

transports. The metrics change 

as the governing body sees fit 

within the transport environment 

to promote excellence in the 

care of patients.  

Aeromed tracks the metrics as 

they relate to successful intuba-

tion, hypoxia during transport, 

reliable pain scores, blood glu-

cose levels on any patient with a 

GCS <15, ventilator use with any 

advanced airway, appropriate 

treatment, and management of 

the following: Abdominal Aortic 

Aneurysms, non-traumatic intra-

cranial hemorrhage, and hemor-

rhagic shock.  Lastly, we ensure 

Air transport services provided by Metro Aviation, Inc. 

a consistent patient handoff 

process is completed and doc-

umented utilizing an abbreviat-

ed run report.   

For the first quarter reported, 

overall mechanical ventilator 

use on any advanced airway by 

Aeromed was 95.7%. Overall 

use of waveform capnography 

was 98.3%, with 100% of all 

tracheal tubes placed with 

proper tube placement verifi-

cation documented and illus-

trated.  First attempt tracheal 

intubation for adults was 

81.1% with 100% successful 

intubation on the second at-

tempt.  RSI protocol adherence 

was 97.4%, management of 

hemorrhagic shock at 100%, 

management of hemorrhagic 

stroke at 99.1% and manage-

ment of aortic dissection at 

98%.  Lastly, obtaining blood 

glucose for any patient with a 

GCS <15 was 93%.  All these 

metrics exceeded the national 

reported averages from pro-

grams around the country.  

This is something Aeromed is 

extremely proud of! 

Aeromed did identify areas for 

improvement. The QA chair 

and co-chair, with the assis-

tance of the chief flight nurses 

and the medical director,  de-

veloped process improvement 

plans that have allowed us to 

reach >95% compliance on near-

ly ALL GAMUT metrics.  Docu-

mentation of reliable pain scores 

was 83.4% within Aeromed for 

the first reported quarter, while 

the national reported average 

was 90.9%.  After education was 

developed and given to crew 

members, our percentage in-

creased to 96%.   

Tracking and analyzing the met-

rics allows Aeromed to provide 

the best possible care for our 

patients and always putting pa-

tients first in all we do.  This pro-

cess also shows where we stand 

among transport programs 

throughout the nation,  to en-

courage constant growth and 

improvement.  Approximately 

330 programs in the United 

States report to GAMUT and Aer-

omed is extremely excited to be 

benchmarked above average in 

nearly all reported metrics.  

Alisha M. Burnett, BSN RN CFRN 

CCRN EMT-P, Flight Nurse  

References: 

www.gamutqi.org 

Aeromed GAMUT 2017 Q4 Sum-

mary Report 

http://www.gamutqi.org
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to try and chemically se-

date the patient. Which 

sedative should you use? 

 

One of the main catego-

ries of sedative medica-

tions is benzodiazepine.  

Midazolam is one of the 

main benzodiazepines 

used for sedation. This 

drug can be administered 

via intranasal (IN), intra-

muscular (IM) and intrave-

nously (IV).  This means 

that if an agitated patient 

does not have IV access, 

they can still receive this 

medication. The medica-

tion has a rapid onset and 

can last for 1-2 hours.  

Benzodiazepines have 

been found to be particu-

larly effective in patients 

who have cocaine or am-

phetamine toxicity. The 

main side effects of this 

medication are hypoten-

sion and respiratory de-

pression. In regards to this 

patient, this might not be 

the best sedative to give 

him, as he is already hypo-

tensive. 

 

Antipsychotics such as 

haloperidol are another 

category of sedative medi-

cations. Haloperidol is 

generally given in conjunc-

tion with benzodiazepines. 

It can be given IV and IM. 

Haloperidol alone does 

not cause hypotension or 

respiratory depression. It 

is known to cause extrapy-

ramidal side effects, aka-

thisia, and can prolong 

QTc.  As this medication is 

more effective when given 

in combination with ben-

zodiazepines, it should be 

You arrive at the scene and 

are told the victim was an 

unrestrained driver going 

roughly 60mph, hit a tree, 

and was ejected from the 

car. In addition, they found 

what looks to be dime size 

bags of cocaine in his car. 

The patient has obvious 

injuries to his torso and 

upper extremities. He is 

extremely combative. His 

initial vital signs were HR 

120, BP 85/49, RR 36, 

and pulse ox of 93%.  You 

recognize that he needs to 

be transferred to a trauma 

center. However in his pre-

sent condition, he is un-

safe to transfer, and is a 

risk to himself and to the 

flight crew.  Time is of the 

essence and you have to 

decide if you want to intu-

bate or sedate the patient. 

We will go through the indi-

cations and the pros and 

cons of intubating, in addi-

tion to the various seda-

tives for this patient.  

 

Should this patient be intu-

bated? Though intubation 

would allow the patient to 

be safely transported, 

there are many risks with 

intubation. One of the key 

issues is that this patient is 

hypotensive. Hypotension 

has been shown to be one 

of the main risk factors for 

peri-intubation cardiac ar-

rest. So, if at all possible, 

avoid intubating a hypoten-

sive patient unless there is 

no other option. If intuba-

tion is necessary, be pre-

pared to fluid resuscitate 

and have pressors availa-

ble.  

 

So now you have decided 

avoided in hypotensive 

patients. 

 

Ketamine is another medi-

cation that can be used 

for sedation.  It can be 

given IV and IM.  It can be 

used for both sedation 

and analgesia. Along with 

sedation, it has been 

shown to increase blood 

pressure and does not 

cause respiratory depres-

sion.  This makes it the 

ideal sedative for a 

hypovolemic/hypotensive 

patient. One of the main 

side effects of ketamine is 

emergence reaction 

(nightmares and hallucina-

tions). If the patient devel-

ops an emergence reac-

tion, they can be given 

benzodiazepines, which 

should resolve the deliri-

um.  Early studies on Keta-

mine have shown that it 

will increase ICP in pa-

tients with already elevat-

ed ICP, however new pa-

pers have questioned if 

this truly occurs. Until 

more data is available, 

Ketamine should be avoid-

ed in patients with head 

trauma or concern for ele-

vated ICP.   

 

This patient is an agitated 

patient who needs to be 

sedated prior to transfer-

ring to a trauma center. 

The case is complicated 

because the patient is 

hypotensive, in respiratory 

distress and likely has 

cocaine ingestion. I would 

initially try to sedate the 

patient with ketamine IM 

as it can improve his 

blood pressure with no 

obvious signs of head 

trauma.  I would be cau-

tious in administering any 

medication that can cause 

hypotension such as ben-

zodiazepine or an opioid, 

until the patient has ade-

quate IV or IO access.  

 

Alicia Nassar, MD PGY-2 
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