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Aeromed recently participat-

physicians. It also will in-

ed in the Tampa General

clude a helipad.

Hospital Brandon Healthplex
open house. The event cele-

1

2

brated the opening of the
Emergency Department at
the Healthplex on March
27th. Additional services to

open in the near future include ambulatory surgery,
lab and imaging services
and a pharmacy.

The open house event included new facility tours,
helicopter tours and free
activities like face painting
and fun photo booth. The
Tampa Bay Rays, the Tampa
Bay Lightning, Topgolf, iFly
indoor skydiving and the
American Heart Association
also set up booths.

The Brandon Healthplex will
also have offices for TGMG
primary care physicians, USF
specialty physicians and

Brandon area community
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THE GUY EXPO 2017
Aeromed recently participat-

 Aeromed Community
Education Session
May 4th at 0900.
Contact Jennifer
Mefford at jmefford@tgh.org for
more information.

ed in the annual men’s
health event in Manatee
County. The GUY Expo was
held at the Bradenton Area
Convention Center and was
all about fun while caring for
your health. During this

available for free.
Also included was the “Save
A Life Tour” that stresses the
risk of death and injury associated with distracted driv-

ing, sponsored by Blake
Medical Center, and helicopter tours by Aeromed.

event, health screenings,
educational presentations
and consultations were
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We have discussed
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member electricity is your
friend. If a patient with afib is unstable he should
receive synchronized electrical cardioversion. If the
patient is stable I believe
we should hold AV node

Most of the above is
only my opinion. As always, follow your proto-

cols. I am an advocate of
EMS and do not intend to
imply that prehospital providers cannot assess
these patients properly.
But I feel that management of stable a-fib patient may be safer in the
hospital setting. Please
email with other opinions
or questions.

Tampa General Hospital

