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IT IS ONLY A MATTER OF TIME before
you encounter a medical emergency, ei-

ther on campus or in your private life.
When a health crisis happens — whether
staff
member, student, law enforcement officer,

you are a teacher/faculty member,

medical professional, administrator or just
a concerned citizen — you are the first re-
sponder. On average, it will take 10 minutes
for professional first responders to arrive.
The most common types of emergen-
cies you or someone you know or love will
face are sudden cardiac arrest, choking
and drowning, opioid overdose, anaphy-
laxis and allergic reactions, major trau-
ma and bleeding, common accidents,
non-traffic related vehicular accidents,
and bullying and workplace violence.
What would you do if you encoun-
tered one of these emergencies? Are you
ready to respond appropriately? Are oth-
ers in your organization prepared? Major

Denham Il

disaster and accident studies reveal that,
when situations like these happen, we
behave better — and worse — than we
hope. In an emergency, humans some-
times fight, some take flight, but most
often ... we freeze.

The purpose of this article is to in-
troduce a global bystander care training
program that focuses on responding to
medical emergencies in the vital first
few minutes before professional first re-
sponders arrive on scene. The training
initiative is the Medical Tactical Certifi-
cate Program, called Med Tac for short.
Many elements of the program may be
found in other standalone individual
initiatives. However, as a fully integrat-
ed program tackling the most common
causes of preventable death together, it
may be the first its kind.

While we were developing an active
shooter program in the Texas Medical Cen-
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The Med Tac training program teaches
non-medical bystanders the life-saving
steps they can administer to individuals
experiencing health crises in the critical
minutes before first responders arrive.

By William Adcox, Dr. Gregory Botz,
Charles Denham Il & Dr. Charles

ter, we consulted Michael Dorn, an inter-
nationally recognized authority on campus
safety. He expressed his frustration with the
focus on active shooter attacks and the lack
of awareness of the many more deaths at
schools and campuses from other causes,
such as cardiac arrest, fatal allergic reac-
tions, overdoses, choking and more.

Our research of the literature and con-
sultation of leading experts confirmed the
staggering number of deaths and injuries
that can be prevented or mitigated by
non-medical bystanders in the precious
minutes before professional first respond-
ers arrive. Our integrated founding pro-
grams tackling these causes together be-
gan in schools, scout groups and the MD
Anderson Cancer Center. The work has
expanded to four states. We have an active
R&D program, are producing a documen-
tary and developing specialty programs
for lifeguards, divers, aviation and corpo-

campussafetymagazine.com




rations. We are looking for great partners
and invite school district, university and
healthcare leaders to join us.

HOW MED TAC BEGAN

It all started with Cub Scouts and elemen-
tary and middle school students when we
tested whether children could learn CPR/
AED and Stop-the-Bleed techniques. Then
when David Beshk — an award-winning
teacher and one of our instructors — saved
a life during an emergency using a skill
he learned and learned to teach just three
days earlier, we knew we had something.

In Beshk’s case, an unconscious victim
was found lying on his back while vom-
iting, which significantly increased the
risk for choking and aspiration. A crowd
of bystanders, including several medi-
cal professionals, stood by, not knowing
what to do. Relying on his training, Beshk
used an intervention that reduces the risk
for choking and aspiration called the “re-
covery position” — a method of saving an
unconscious victim who is vomiting by
keeping their airway clear.

As our momentum grew, we learned
more about the first few minutes of emer-
gencies and how medical evidence sup-
ports, in fact calls for, bystander care.

We expanded the program to older stu-
dents, Boy Scouts and families wanting to
improve their disaster preparedness skills.
We were surprised by how fast they learned
and became competent with such skills.
We now deliver training to college students
at some of our leading universities and
faith-based organizations. We have devel-
oped a comprehensive program for law
enforcement and security professionals at
one of our global medical centers.

Our leadership team includes national
medical leaders and educators, simula-
tion experts and law enforcement threat
experts who have tackled the most fre-
quent, severe and preventable causes of
harm to children and adults with one in-
tegrated approach.

VARIOUS ORGANIZATIONS

PILOTED THE APPROACH

The initiative for children and youth is
starting its second year with after-school
and summer-school programs. Our Boy
Scout program enables scouts to fulfill the

The 8 Most Common Preventable Health Hazards

Med Tac students learn how to recognize and reduce harm from the most common
preventable health hazards to children and adults. These hazards include:

+ Sudden Cardiac Arrest (SCA): In the United States, more than two lives can be
saved every hour with bystander care, and one quarter of the children who experi-
ence an SCA do so on the playing field. For SCA, students learn “hands only” CPR,
how to use an automatic external defibrillator (AED) and how to make an effective
911 call. To fulfill the requirements to receive our certificate of completion, the
participants must earn or provide documentation of successful completion of
CPR/AED training such as the Heartsaver AED/CPR certificate offered by the
American Heart Association or the equivalent from the American Red Cross. Med
Tac trainers must maintain instructor status with these organizations. They can ei-
ther provide the CPR/AED training themselves or enlist a local qualified instructor
to deliver the course curriculum.

+ Choking and Drowning: For choking, Med Tac students practice the lifesaving
Heimlich Maneuver, which saves on average 13 U.S. lives per day. For drown-
ing victims, they learn how to integrate water-related rescue practices, how to
perform CPR, and how to work with lifeguards and first responders by providing
supportive bystander care. These skills, on average, save more than eight lives
every day in our country.

+ Opioid Overdose: Students learn about prevention approaches and opioid-rever-
sal agents. For young students, we cover opioids at a high level. For older youth
and college students, we provide much more detailed content including the recent
threats of fentanyl and carfentanil, and we describe the potency of these com-
pounds as well as the risk of inhalation and dermal absorption. We also cover the
use and mechanism of action of naloxone, the opioid-reversal agent, in detail.

*

Anaphylaxis: For life-threatening allergies and anaphylaxis, students learn about
using epinephrine auto-injectors such as EPI Pens. We address the issues regard-
ing the need for more than one dose and why students need to keep epinephrine
auto-injectors with them during drills, sports and offsite field trips.

*

Major Trauma and Bleeding: Every hour in the United States a life can be saved
by properly treating severe bleeding. For major trauma, as with all the high impact
health hazards, students learn scene safety, especially in light of more frequent
active shooter events. We teach the entire Stop-the-Bleed curriculum where
students learn how to use pressure, pressure bandages, wound packing and tour-
niquets to address severe bleeding. Immersive simulation exercises are under-
taken throughout the course to simulate time-critical, stressful and challenging
situations in order to build “mental muscle memory” that students can fall back on
during real events.

+ Common Accidents: For certain common home and campus accidents, they learn
scene safety and how to prevent injuries and infections.

+ Non-traffic Related Vehicular Accidents: The frequency of drive-over accidents
at schools prompted us to learn about how to prevent non-traffic drive-over acci-
dents and teach bystander care at the scene.

+ Bullying and Workplace Violence: Students will learn the importance of prevent-
ing and mitigating bullying and how it can lead to harm and even death. We take
an age-appropriate and audience-appropriate approach to addressing “Bullycide,’
cyberbullying, and abuse of power by peers and staff.

NOVEMBER/DECEMBER 2018 CAMPUS SAFETY 13



FEATURE || TACTICAL MEDICINE

PHOTO COURTESY DR. CHARLES DENHAM I

Med Tac began with Cub Scouts and elementary and middle school students who were taught

CPR/AED and Stop-the-Bleed techniques.

requirements for important merit badg-
es such as the First Aid, emergency pre-
paredness and lifesaving badges.

We launched our program for young
adults at Stanford University with stu-
dents from medical schools and under-
graduate programs, including student
athletes from multiple sports. The pro-
gram delivers content uniquely suited to
college students with emphasis on the
most common accidents occurring in
their age group in campus communities
and in membership organizations such
as sororities and fraternities. Specific
content areas include alcohol and sub-
stance abuse issues, as well as the most
common causes of severe trauma in
their age group. A recurring student-led
program has been launched at the Uni-
versity of Florida.

The weekend family program trains
families in disaster preparedness as well as

Med Tac launched a program for young
adults at Stanford University with students
from medical schools and undergraduate
programs, including student athletes from
multiple sports.

Med Tac Lifeline Behaviors where they earn
CPR/AED and Stop-the-Bleed certificates
for successfully completing the curricula
in these lifeline behaviors. This program
allows Boy Scouts to fulfill all their require-
ments for their emergency preparedness
merit badge, which includes a family emer-
gency preparedness plan and gear pack.

A program for law enforcement offi-
cers and first responders was launched
with the University of Texas Police De-
partment at the MD Anderson Cancer
Center. It is the most tactical of our pro-
grams with comprehensive attention to
active shooter events.

A special program for Eagle Scout can-
didates who want to launch a Med Tac
program in their community is being de-
veloped to guide them in the implementa-
tion of this lifesaving program locally.

KidLeaders is a mentorship program
including but not limited to scouts that will
help grade school students understand the
core values and behaviors of great leaders.

Med Tac students learn how to rec-
ognize and reduce harm from the most
common preventable health hazards to
children and adults. (See Most Common
Preventable Health Hazards on p. 13)

THE 4 ELEMENTS OF THE PROGRAM

There are four major elements to our en-
terprise model that allow us to take Med
Tac to a global scale. We leverage technol-
ogy and leaders in communities to pro-
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vide the program to grade schools, scout-
ing groups and faith-based organizations
at zero cost to them.

1. Bystander Care: Our global bystand-
er care training program development fo-
cuses on the vital first few lifesaving minutes
before professional first responders arrive.
The curriculum is continually updated to
mirror the latest evidence-based medicine
guidelines and developments accepted by
national emergency medicine and critical
care organizations.

2. Blended Learning: We use a blend-
ed learning approach of online knowl-
edge transfer, complemented by onsite
skill training and deliberative practice led
by local trainers. The program is designed
to be free to grade schools, scouting orga-
nizations and faith-based institutions for
the online component. The only costs to
them are for local, qualified instructors
who are engaged and paid directly by
them. The online content can be taken
anywhere and at any time through mobile
technologies.

FAST FACT: IF
EFFECTIVE BYSTANDER
CARE CAN BE
DELIVERED TO VICTIMS
EXPERIENCING A
MEDICAL EMERGENCY
WITHIN 3 MINUTES,
SURVIVAL AND
PERMANENT HARM CAN
BE DRAMATICALLY AND
POSITIVELY IMPACTED.

3. Immersive Simulation: Simulation
techniques using real-life scenarios im-
prove reaction during high stress crises.
Scenarios include making 911 calls, com-
municating with first responders, key task
assignments, performing CPR and using
AEDs, practice caring for severe bleeding,
using epinephrine auto-injectors and us-
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ing opioid-reversal agents.

4. Team of Teams and Network
of Networks: Our model enables us
to tap existing training networks of
educators and membership organi-
zations such as schools, scouts, clubs
and faith-based platforms. We lever-
age a multigenerational team from lo-
cal networks to meet the needs of the
broad age range of our students.

Our funding support to date has been
solely by founder philanthropy with no
direct or indirect financial support from

healthcare device or pharmaceutical com-
panies. We will be seeking funding from
sources with a zero conflict of interest pro-
file to allow us to scale globally without real
or perceived conflict of interest.

DOCUMENTARIES PROVIDE SUPPORT
FOR THE PROGRAM

Members of our team have produced
global documentaries for the Discovery
Channel including Chasing Zero: Winning
the War on Healthcare Harm and Surfing
the Healthcare Tsunami: Bring Your Best

Board. Our work calls on expert contribu-
tors to deliver a call to action that supports
bystander care in the future film and me-
dia described below.

+ 3 Minutes and Counting Documen-
tary: This film uses real-life stories
to motivate the public and leaders of
institutions to start and support pro-
grams in their own communities. We
are taking real facilities and creating
simulation models to identify the
best combination of trained bystand-
ers and properly positioned supplies

Here are other environments where bystander care can have
significant impact. These programs listed here are scalable and
adjusted to the organization and environment. They are evi-
dence based and data driven.

+ LIFEGUARD - SURF INITIATIVE: Three of our R&D regions
have extensive coastlines with millions of citizens exposed to
dangers related to waterways and water sports every year. We
have established R&D and training relationships with lifeguard
organizations in Hawaii and California. This has led us to target
injuries that occur and hazards that exist on our beaches. Life-
guards can be very effective Med Tac instructors, who welcome
the opportunity to teach in their communities.

+ DIVERS INITIATIVE: Scuba divers and dive instructors make
excellent Med Tac students and teachers. Safety is the bed-
rock of scuba training. The principles we teach are entirely
consistent with the world-class PADI core curriculum, and
our online training program mirrors their learning manage-
ment approach. It was natural to develop a Med Tac program
specifically for divers and dive instructors that addresses the
specific emergencies they will encounter. Two of our founders
are PADI Certified Rescue Divers. The youngest, Charles
Denham I, who is a Boy Scout, is one of our junior instruc-
tors and is introducing Med Tac to scout groups.

+ AVIATION: Emergencies happen frequently during the
more than 42,700 flights handled by the air traffic control
system every day in the United States. Dr. Gregory Botz and
colleagues at MD Anderson are pioneering a training program
to address inflight emergencies. There are at least 70 inflight
health emergencies involving a passenger or pilot every day
that pose unique challenges and opportunities for bystander
care that can be undertaken to support flight crews.

+ LAW ENFORCEMENT AND SECURITY: Chief William Adcox
and his team at the UT Police Department serving the Univer-
sity of Texas MD Anderson Cancer Center and the University
of Texas Health Science Center at Houston are pioneering
a Med Tac program to specifically address the needs of

Schools and universities
that have surfing teams
can apply Med Tac’s Life-
guard-Surf Initiative.

major medical centers and
healthcare institutions. It
is the most robust blend
of the best medical practices and tactical practices of first
responders. Alumni of the program have already saved lives
with skills taught in the class.

+ YOUTH MENTORSHIP PROGRAM: Given the high health
hazard target of bullying, Charles Denham lll, our youngest
team member, is working with instructor David Beshk to
create a curriculum developed for kids, by kids, called the
KidLeaders program and a leadership program called LEAD to
Serve. The core content will help build a mentorship network
to combat the precursors to bullying and suicide. It will be
taught with age-appropriate bystander care.

+ HEALTHCARE SECURITY MINISTRIES: The team members
are helping train security staff and healthcare volunteers at
houses of worship. Although infrequent, active shooter and
opioid overdose events have occurred enough to expose
significate vulnerabilities. The Med Tac team is undertaking a
Boy Scout project to identify what religious institutions need
to do to be prepared and equip bystanders with the training
and supplies needed to administer care within 3 minutes of
victim discovery. The concept of a Rapid Response Team used
by hospitals to rescue patients in distress is being explored for
faith-based organizations that combines medical and security
personnel who can respond together for certain emergencies.

+ CORPORATE PROGRAMS: The Med Tac Team is exploring
the opportunities to help enterprises serving the public, such
as hospitality and restaurant businesses with what they need
to care for their staff and patrons before professional first
responders arrive. Some sectors are more common sites for
mass casualty and active shooter events.
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Supply kits/care packs like the ones pictured here continue to be developed for any bystander
care emergency, in addition to packs for specific use in the lifeguard-surf, divers, aviation and
health ministries specialty programs. Med Tac is even developing modified golf carts with

AEDs and emergency response gear onboard.

to enable delivery of lifesaving by-
stander care within 3 minutes of an
event and until professional first re-
sponders arrive in 8-10 minutes.

¢ Video Stories: Our learning man-
agement approach uses the power
of stories to communicate concepts,
illustrate tools and describe resourc-
es. We are continuously capturing
stories and adding them to our mul-
timedia curriculum.

+ Immersive Simulation Scenarios:
The many stories used in our online
training allow us to develop simu-
lation scenarios, putting students
in real-life situations that apply and
reinforce key concepts. We use tech-
niques pioneered in aviation and
other industries to drive retention
and competency impact.

START A MED TAC PROGRAM
OF YOUR OWN
Although the Med Tac Team won the 2018
Pete Conrad Global Patient Safety Award
for its work, we believe any communi-
ty, inspired by the “all teach — all learn”
mantra, can easily start a program like
ours. We challenge others to start similar
initiatives or join us in this cause.

We believe the CPR/AED/First Aid pro-

grams of the American Heart Association
are excellent. Instructors of those programs
are ideally suited to engage with campus
programs. Further, the Stop-the-Bleed pro-
gram sponsored by the American College of
Surgeons is also excellent when it is taught
as designed. The combination of these two
programs can dramatically improve the

frequency and effectiveness of bystander
responses to emergencies.

Recent studies have shown that by-
stander skills degrade over time, so try to
assure “competency-currency.” Regular,
repeated training, with deliberate practice
of bystander care skills, complemented by
readily accessible emergency care sup-
plies, is the winning combination for a
campus team to help serve those entrust-
ed in their care.

Remember, odds are that a medical
emergency will happen on your campus
and your students, clinicians, public safe-
ty officers, teachers, staff members and
administrators will be the immediate re-
sponders until professional help can ar-
rive. Med Tac can provide them with the
skills they need to respond appropriately
and save lives.

For more information about Med Tac
visit med-tac.org or email info@med-
tac.org. CS
WILLIAM ADCOX is the chief security officer
for the UT MD Anderson Cancer Center and
UT-Health Chief of Police; Dr. GREGORY BOTZ
is a professor of anesthesiology and critical care
and UT MD Anderson Cancer Center. CHARLES
DENHAM Il is a Junior Med Tac instructor. Dr.
CHARLES DENHAM Il is the chairman of the
Texas Medical Institute of Technology.

The University of Texas Police Department serving the UT MD Anderson Cancer Center and
the UT Health Science Center at Houston are pioneering a Med Tac program to specifically
address the needs of major medical centers and healthcare institutions. Chief William Adcox
and the security team at MD Anderson are pioneering the new study domain of inside and
outside threats to the caregivers who serve, the patients they serve and the property they
need to deliver their care.
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Effectively
Responding to..

ACTIVE SHOOTERS IN: "
HEALTHCARE FACILITIES

‘Secure, Preserve, Fight’ has been proposed as an alternative way to
respond to active shooters in healthcare settings when ‘Run, Hide, Fight’ is
not possible. Here are the specific details of this approach. By Dr. Charles
Denham I, Dr. Gregory Botz, Charles Denham Ill and William Adcox

ACTIVE SHOOTER INCIDENTS have
been on the rise throughout the
United States. The most recent FBI data
has identified 250 active shooter inci-
dents between 2000 and 2017, in which
799 people were killed and an add-
itional 1,418 were wounded. In the first
half of that period, there was an average
of 6.7 incidents per year. That number
has tripled to over 20 incidents per year
in the second half of that period. Four
percent (10) were in healthcare organ-
izations.

Additionally, the Annals of Emergen-
¢y Medicine published a 2012 study that
examined all U.S. hospital shootings be-
tween 2000 and 2011 in which there
was at least one injured victim. It
identified 154 incidents in 40 states
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causing death or injury to a staggering

235 people.

Active shooter events at healthcare
facilities are different from schools,
shopping malls and commercial bus-
inesses for several important reasons:
1. The active shooter’s motives usually

are much more personal, targeted

and focused.

2. Necessary security measures are
often harder to undertake.

3. Healthcare providers feel compelled
to stay with their patients.

4. Certain patients will die without
continued life support in ICUs and
operating rooms.

5. Certain areas of hospitals are not
easy to harden or evacuate.

6. Most hospitals are organized verti-
cally and rely heavily on elevators.

7. Emergency departments may lock

down or shut down during an event.

8. The violence could end in less than

10 minutes, but the healthcare deliv-
ery disruption could be prolonged.

9. Many healthcare shootings occur at

entrances or just outside buildings.

10. Healthcare facilities cannot easily

shut down for training.

In last summer’s excellent article by K.
Inaba et.al in the New England Journal of
Medicine (NEJM) titled “Active-Shooter
Response at a Health Care Facility,” the
authors framed a number of key issues
that are summarized and updated below.
They say the “run, hide, fight” response
to an active shooter may work in many
venues and for certain areas of hospitals,
but healthcare facilities should consid-
er a different approach for areas where
“run, hide, fight” is not possible. Certain
caregivers who are caring for vulnerable
patient populations such as children, the
elderly and those relying on life support
systems need an alternative approach. K.
Inaba et. al’s proposed alternative is for
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healthcare workers to “secure” the loca-
tion, “preserve” the life of the patient and
oneself and “fight” only if necessary.

HEALTHCARE MUST FOCUS ON
PREVENTION AND PREPAREDNESS
The term “left of boom” comes from our
military leaders who were dealing with
the terrible damage and carnage caused
by improvised explosive devices (IEDs)
in recent battle campaigns. They realized
that they had to move upstream from
the events because investing in protec-
tive body armor was not enough to save
our troops. They began focusing on pre-
vention and preparedness in addition to
protection. They also learned from each
event using performance improvement
strategies. Healthcare organizations must
take a “left of boom” approach, no matter
what strategic framework they use for ac-
tive shooter events.

Unfortunately, many hospitals and
certain outpatient procedural centers
are challenged to disrupt their day-to-
day operations for this needed educa-
tion and training; vital services often
cannot be fully interrupted. Some of
our healthcare leaders describe that
trying to work a “left of boom” strategy
into operations while they are providing
continuous care is like trying to change
a tire while driving down the highway.
The “secure, preserve, fight” approach
does offer a good strategic framework
to reduce potential harm if the work is
planned carefully, designed thoughtful-
ly and recurrent training is prioritized.
Some planning steps include:

@ Getting entire leadership teams

involved in planning.

@ Generate accurate facility floor
plans for response planning,
training and execution. Develop
checklists for necessary actions.

# Identify major ingress/egress
points; identify likely pathways for
active shooter travel and provide
options for visitor/staff/patient
evacuation.

# Identify areas that cannot be
evacuated and must be defended,
such as operating rooms, intensive
care units, labor and delivery, and

procedural rooms where patients
are most vulnerable.

# Undertake target hardening and
resilience-building in non-evac-
uation areas to reduce harm to
patients and caregivers.

# Integrate local police/fire/EMS
with internal emergency personnel
in planning/training.

# Identify internal and external rally
points or locations where staff can
meet for accounting and possible
redeployment after the scene is safe.

@ Develop advance communication
procedures with local law enforce-
ment and EMS assets; practice
them periodically.

curing or locking devices for access
points.

@ Deploy electronic or mechanical
locking devices.

# Silence device alarms and equip-
ment that may draw attention.

@ Place adequate emergency care sup-
plies such as AEDs within non-evac-
uation areas; practice with them
regularly.

@ Educate and train on evacuation
and barricading skills; practice them
regularly.

@ Stage necessary emergency equip-
ment — such as ballistic shields,
evacuation equipment and Go Bags
with essential supplies — in fixed

The “run, hide, fight" response to an active shooter may
work in many venues and for certain areas of hospitals, but
healthcare facilities should consider a different approach for
areas where "run, hide, fight" is not possible.

4 Clarify public address announce-
ment statements for when an event
is occurring and when there is an
“all clear” — use plain language;
practice them periodically.

# Establish recurrent severe bleeding
control training across the organi-
zation.

# Create and utilize active shooter
multimedia materials for on-board-
ing and recurrent staff training to
maintain readiness.

@ Develop early warning mech-
anisms to act on behaviors of
concern.

@ Consider de-escalation training for
staff who interact with patients and
the public.

SECURE
The “secure” step would entail immedi-
ately securing essential life-sustaining
treatment areas by barricading or se-
curing all access points from the inside,
turning off nonessential lights and equip-
ment; and silencing phones and pagers.
Other important steps include:
# Train staff in situational awareness
and decision-making during a crisis.
@ Acquire and train with interior se-

locations, in portable packs and on
mobile units.

The layout of floors, open spaces and
storage areas make every hospital, out-
patient surgery center and clinic a unique
planning challenge that requires security
teams and caregivers to work together on
the best solutions to secure specific areas.

PRESERVE
The “preserve” step includes strategies
that reduce the risk for injury, such as
staying away from windows and doors,
moving patients to shelter if possible,
and providing only the essential medical
care required to preserve life. The reality
of a hospital active shooter event is cha-
os. Responding law enforcement face a
real dilemma: attacking the threat despite
the presence of those who cannot evacu-
ate and the challenge of defending those
areas if the threat is only contained. Real
events never fit the plan. That is why plan-
ning and training are so important.
@ Educate and train on appropriate

triage to optimize survival and

care, especially when the ED is not

available.

@ Practice bystander medical care —
recurrent training is essential be-
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cause certain skills decay rapidly.
@ Establish protocols for any opera-

tive or imaging procedures using

damage-control principles and an

WHAT IS BYSTANDER CARE?

One important issue that must be ad-
dressed when a healthcare facility is
training to respond to active shooters
is medical care that can be provided
by bystanders, be they clinicians or
non-medical staff or others. Very
often lives can be saved when by-
standers quickly provide emergency
medical treatment to injured indi-
viduals in the critical minutes before
first responders arrive on scene. If
treatment, such as Stop the Bleed
care of a gunshot or stab wound, can
be provided within 3 minutes, there is
a much greater chance the victim will
survive than if treatment is delayed.

Surprisingly, however, most health-
care providers only have rudimentary
skills involving this type of care. Health-
care facilities are only now starting
to realize the needed investments in
recurrent training and the appropriate
staging of life-saving supplies and
defensive equipment. These items
should be placed in strategic locations
such as near or in locations that cannot
be evacuated or where patients and
caregivers might be trapped.

The best bystander emergency
medical practices should be combined
with the best current tactical practices
for healthcare facilities. Education and
training in effective bystander emer-
gency care and recurring deliberate
practice using immersive simulation
with plausible scenarios should be
planned and undertaken by every
healthcare venue to address the unique
challenges of dealing with an active
shooter in their hospital, outpatient
surgery or procedural facility, or clinic.

For more information on Med Tac
or bystander medical care, read How
Bystanders Can Provide Med Tac
Training to Save Lives on
CampusSafetyMagazine.com.

approach to wean anesthetics.

4 Truncate any nonessential proce-
dures underway; halt non-emergent
care.

# Move patients and caregivers to the
most hardened, sheltered areas.

# Educate and train staff on appropri-
ate communication and behavior
when law enforcement assets arrive
in their area.

Launched in 2015 by the White House,
the American College of Surgeons (ACS)
Stop the Bleed training program is excel-
lent. All caregivers including clinical, ad-
ministrative and support staff should re-
ceive this training.

Non-clinical adults, youth and chil-
dren are very effectively taught through
the Stop the Bleed program to use pres-
sure, tourniquets and wound packing
for severe bleeding, which is the leading
cause of preventable death from active
shooter events.

Most active shooter and stabbing
events are over in less than 10 minutes;
however, it could take much longer for
first responders to get to victims. Vic-
tims can bleed out in 3-5 minutes; the
majority of victims with severe extremity
bleeding can be saved. Staff should be
trained in severe bleeding control of in-
juries they themselves sustain, and how
they can care for the severe bleeding of
someone else, even if they themselves
are injured as well.

Bleeding control kits should be located
so that they may be obtained and used
within 3 minutes of a major bleeding
event. Ideally located next to AEDs and/
or stored with pre-positioned emergency
equipment, these kits are critical to life
saving care.

The hospital’s Code Team will likely
not be able to respond to a call during a
violent intruder or active shooter event.
Learning and practicing bystander medi-
cal care is essential.

FIGHT

As most authors agree, fighting an active
shooter is a last resort. Only when one’s
life or the lives of others is in immediate
danger should one attempt to fight off an
attacker. If one must fight, some of the im-
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portant issues are:

@ Consider education and training
in de-escalation communication
principles that can prevent the es-
calation of physical violence, espe-
cially when the active shooter is a
spouse or has a personal relation-
ship with the target. Once violence
starts, de-escalation techniques are
rarely effective.

@ Provide education and training
in mental and physical prepara-
tion for the choices they will have
to make if direct contact with an
active shooter occurs.

@ Consider training staff regarding
use of available medical devices and
equipment as barriers and defensive
weapons.

@ Train on evasion skills, and
caregivers should be taught how
to work with security and law
enforcement officers when injured
patients, caregivers or police must
be moved before the threat is neu-
tralized. If elevators are shut down,
narrow stairwells become danger-
ous choke-points, and staff need to
be aware that active shooters may
exploit this issue.

TRAINING SHOULD BE A
COMMUNITY AND FAMILY AFFAIR
The best way to be prepared is to have
a robust training program for the care
of patients in non-evacuation areas and
care of injuries inflicted in an active
shooter event. These efforts should ex-
tend into the community through the
relationship networks that make up its
fabric.

@ The best way to maintain com-
petency is to have your security
and medical personnel become
bystander care trainers of children,
youth and adults in their commu-
nities.

@ Active instructors who regularly
train others have the lowest com-
petency decay. Offering free train-
ing for the public affords ongoing
readiness in your staff.

@ Regular deliberate practice using
immersive simulation is critical to
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maintaining competencies that will
be required for the most common
scenarios.

@ Make sure the local community
knows that if there is an active
shooter or terrorism event at your
clinic or hospital, they should go to
the next nearest appropriate hospi-
tal for their emergency care.

Inaba, et.al remind us to make sure
to have transition-of-care plans to help
relieve those staff who have provided
care during an active shooter event, to
plan for care diversion for those who
might need hospital care, and plans for
properly moving patients to another
facility when needed. They also make
the very important case for the psycho-
logical first aid of the patients, fami-
lies and caregivers who were present
during the event.

The “secure, preserve, fight"
approach does offer a good
strategic framework to
reduce potential harm if the
work is planned carefully,
designed thoughtfully

and recurrent training is
prioritized.

Today, we in healthcare intensely fo-
cus on preparedness for and protection
during an active shooter event. However,
new exciting areas in threat safety sci-
ence is in primary and secondary pre-
vention.

Primary prevention is preventing an
event from ever happening by identify-
ing behaviors of concern, early warn-
ing signals and the likely high impact
scenarios. Secondary prevention is re-
ducing harm far beyond the immediate
injuries of victims, such as the potential
harm to patients who have had care dis-
rupted by an event.

By leveraging the tools of perfor-
mance improvement, studying prior
events, employing immersive simula-
tion and deliberate training, we can all
move “left of boom.”

There are many innovations on the

horizon that can save more caregiv-
ers and patients who are caught in the
uniquely challenging environments of
hospitals, outpatient care sites and
clinics. CS
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Battlngm ure to Rescu
: with
Rapid Response.Teams

Rapid Response Teams focus on the critical minutes before first responders arrive.
by Dr. Gregory Botz, Dr. Charles R. Denham [/, Charles R. Denham /1, and William Adcox

IMAGINE THAT YOUR FAMILY
member is in a typical hospital bed
and is rapidly deteriorating. You
notify a caregiver who immediately
activates a group that responds
within minutes. They immediately
act as a well-oiled team and know
immediately what to do. They
rescue your loved one. In the
aftermath you learn that each team
member works for different bosses,
in different departments, yet they
practice bringing their unique skills
and knowledge together in those
precious minutes when your family
member is hanging between life and
death. They are a “Rapid Response
Team” (RRT). This story repeats
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itself in hospitals across the country
every single day.

If our hospitals are safe, why would
rapid response teams be so
necessary? Over the last 15 years,
hospital leaders have learned that
our complex healthcare systems are
vulnerable to such “failure to rescue”
events at an alarming rate. Well-
resourced hospitals and small
under-resourced hospitals alike
were not immune to this patient
safety threat. Recognizing this gap
and implementing  innovative
solutions was necessary to begin
saving lives with the Rapid Response
Team approach. Many hospitals saw

i,

|

their “failure to rescue” adverse
outcomes drop by 80-90%.

The enormous onslaught of visible
and invisible threats facing campus
safety leaders makes them feel
“overwhelmed and unprepared”.
That is the title of the 2018 article
describing the after-action analysis
of the active shooter event at the
Marjory Stoneman Douglas High
School in  Parkland, Florida.
(http://projectssun-sentinelcom/2018/sfl-

parkland-school-shooting-critical-moments/)
When resources are stretched,
innovations such as Rapid Response
Teams can help us battle the most
common causes of preventable
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death in those we serve and those
who serve.

A David and Goliath Moment

In 2004, Dr. Don Berwick, CEO
of the Institute for Healthcare
Improvement, undertook a “David
and Goliath” mission. He challenged
healthcare leaders to save the
greatest number of lives ever
proposed in a national project. He
challenged hospitals to save 100,000
lives in 18 months through six
patient safety practices, one of which
was Rapid Response Teams. Rapid
Response Teams are a cross-
functional team that anyone can call
to immediately converge on
someone in jeopardy. That team is
equipped with the training and
supplies they need to attempt to
rescue that person. In hospitals, this
meant anyone could call for the rapid
response team for any patient in any
bed for immediate response, without
going through channels or asking for
approval. The interventions of this
program ultimately saved more than
122,000 lives as of June 2006. This
David beat his Goliath...and you can
too.

Why Form a Rapid Response Team?

In the context of schools, universities, faith-
based organizations, and companies with
large campuses, a Rapid Response
Team is a small group that can be
mobilized rapidly to provide acute
care for anyone in a health
emergency. Their speed, proximity
to the victim, and practiced skills are
the magic. The aim is to prevent
“failure to rescue” when every
minute counts.

Whether you have an ample, well-
equipped fulltime staff of security,
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medical, and risk management
personnel or you have a small church
with a couple of staff and a few
security and medical volunteers to
respond to emergencies; the
consideration of forming a rapid
response team approach is well
worth the effort. The following
questions are critically important.

¢ Have you learned from 9/11 and
the latest active shooter events?

¢ Can you define the current and
specific risks to those you serve
and those who serve?

¢ Can you get care to any victim
within three minutes?

¢ Are AEDs and care supplies
positioned within three minutes
of victims?

¢ Do players from your various
departments regularly practice
emergency response together?

Any organization can benefit from
regularly practicing the process of
getting the right people and the right
supplies to a victim within three
minutes. Many of our campuses are a
labyrinth of streets, buildings, and
sites not easily understood by the
professional first responders in the
community. We must beat the clock
in the face of these time eroding
challenges.

3 Minutes and Counting: Lives Saved
or Lives Lost

If the goal of rapid response teams is
to prevent “failure to rescue”, what
threats must you address? Over the
last three years we have consulted
medical specialty organizations,
leading subject matter experts, and
have continually reviewed the
medical literature. We found eight
target areas that are frequent,
severe, and treatable with bystander
care before professional first
responders arrive.

In in the December Issue of Campus
Safety, we addressed preventing
events with our Med Tac Bystander
Care Training Program. These events
include sudden cardiac arrest
treated by CPR and AEDs; severe
bleeding treated by direct pressure,

tourniquets and wound packing;
opioid overdose treated with
naloxone; anaphylaxis treated with
epinephrine; and choking treated
with the Heimlich Maneuver. We
also addressed the prevention of
non-traffic ~ related  drive-over
accidents, common accidents, and
bullying leading to school and
workplace violence, including self-
harm.

If most of these events are treated
within three minutes with bystander
care, survival is increased
dramatically compared to starting
care when the professional first
responders arrive, which is 10
minutes on average. For instance,
the survival rate with sudden cardiac
arrest drops 10% every minute
without CPR and an AED. Victims of
severe bleeding can die in three to
five minutes. Opioid overdose,
choking, and anaphylaxis cause vital
organ failure in three minutes from
the lack of oxygen.

The events you target at your
organization may differ depending
on the age, concentration and flow of
people, geographic issues, and other
security and medical circumstances.
As described below, it will be
valuable to review the lessons
learned from others and consider if
you could start a rapid response
team.

Lessons Learned and Opportunities

Active shooter, mass casualty, and
terrorism events have taught us that
when we are under stress, we fall to
the level of our recurrent training. In
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our study of threat safety science, we
have come to understand that simple
predictive analytics can help
organizations zero in on their
specific  threats, vulnerabilities,
risks, and harm. We have learned
that the usual command and control
structures  inherent to  our
organizations adapt to usual
circumstances, but often fail when
stressed by crisis events; even more
so when they must interface with
professional first responders. One-
time education and skills training are
not enough. Regular deliberative
practice with immersive simulation
is critical to successful performance
in a crisis. We Dbelieve in
“competency currency” because
there is a finite decay in skills over
time. We can combat this with
practice.

A retrospective analysis of the 9/11
terrorist attack by Simon and
Teperman in the Journal of Critical
Care revealed that “the lack of
communication probably resulted in
more problems than all other factors
combined”. The authors further
stated that plans must be “tailored to
specific scenarios and locations, not
preconceived generalized plans”.

The FEMA 1 October After-Action
Report of the October 1, 2017 mass
casualty active shooter event in Las
Vegas resulting in 58 deaths and 850
injuries revealed: “The importance
of coordinated planning across
agencies cannot be understated in
terms of its impact on this response.
When agencies followed pre-
established plans and procedures,
they improved communication and
strengthened the response. Where
plans were not integrated or not
widely known and understood by
responders across all responding
agencies, difficulties arose.” Key
conclusions were that cross agency
response, response training tailored
to address an incident of mass
violence is an especially valuable
preparedness  investment and
coordinated cross-agency planning
for such incidents is necessary for
successful outcomes.
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The recent mosque massacre in New
Zealand, attacks on churches and
synagogues, and the increase in
death threats against church leaders
should prompt worship center
security teams to act. We are
currently working with a number to
help them gear up and assemble
their Rapid Response Team
approach.

Developing a Rapid Response Team
Strategy

The goal in standing up a rapid
response team (RRT) is to get the
right people, with the right skills, and
with the right equipment/supplies,
to the right place at the right time.

The first task is to understand the
vulnerabilities in your environment,
then match the people, skills and
supplies necessary to initially
mitigate or manage those
vulnerabilities. Starting with the
Med Tac events as the foundation,
you can tailor your needs effectively.
The rapid response system has a
detection limb and a response limb.
The detection limb includes
everyone in your organization.
Education and training on the
recognition of medical emergencies
and activation of the team is
essential; even ifit’s only a sense that
something is wrong. The activation
of the RRT includes activation of
local EMS resources, if appropriate,
for definitive care and disposition.
The response limb includes the RRT
and its equipment/supplies. RRT
members should have knowledge
and training in the basic life-saving
skills necessary to intervene until
professional first responders arrive.
There should be time allocated for

deliberate practice of those skills on
a periodic, ongoing basis to assure
team readiness. Think of a NASCAR
pit crew! The equipment and
supplies necessary for your RRT
should include that necessary to
address your vulnerabilities.

Again, the Med Tac equipment and
supplies are a great start; they
should cover almost all your medical
emergency needs. The best solution
is a combination of fixed gear that
may be mounted on walls, portable
gear that may be placed in the best
location for surge events, and mobile
gear such as that fitted to golf carts
or bikes on large properties.

The CARE Huddle Checklist

CARE Huddle

Critical Actions in Response to Emergencies
Critical Actions Checklist

Who:

Calls 911 with street address
Meets First Responders
Will Perform CPR

Gets the Automatic External
Defibrillator (AED)

Gets the Epi Pen®

Has First Aid Kit

Brings the Stop The Bleed Kit
Gets the Narcan ©

Finds a Caregiver

Finds Parents of child harmed

CArReUNIVERSITY

CARE Huddle

C - Critical

A - Actions in

R - Response to
E - Emergencies

The CARE Huddle checKlist is a
preparedness tool.

It helps you assign life saving
actions to participants at events.

It helps you execute critical

to emer

Make sure everyone with an
assignment knows what to do
and has a copy of the CARE
Huddle.

A

Remember to consider training aids,
like CPR mannikins, simulated limb
wound trainers, and medication
trainers (such as Narcan and Epi Pen
trainers), to facilitate training.
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The Med Tac CARE Huddle tool is
especially helpful in performing
ongoing or just-in-time risk-
vulnerability assessments for special
events or surge activities in your
organization. Designed as a focused
pre-briefing tool, it can be used at the
beginning of every shift as a
situational awareness multiplier, or
before any special event where
people cluster for any amount of
time. It includes an introduction of
key role players in any response to
medical issues at the event. It further
maps the Kkey responsibilities of
those role players should an event
occur. And it gives guidance, like a
cognitive aid, in how to activate the
RRT and local EMS resources, how to
locate and mobilize medical
equipment and supplies; or even
relocate them closer to the event
ahead of time. It also serves as a
repository of helpful information
like location maps, key phone
numbers, and medical treatment
algorithms.

“Teach Us and Train Us”

The message from our youngest
author and our youth leaders, school
children, and scout groups is: “Teach
us, train us, and we can help support
your teams”. The stories of rescues
assisted by children and youth are
rolling in every month.

We have engaged students, boy
scouts, and athletic team members to
help build Stop the Bleed Kkits,
develop signage, and learn how to
help adults in emergencies. Even
oceanside communities are
becoming involved in “adopt a cove”
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programs to procure supplies and
assemble the public for CPR, AED,
and Stop the Bleed training for their
favorite beaches.

Your 3 Minute Count: Your Lives
Saved...Or Lost

The ultimate measure of safety is to
count lives saved..not lost. We
challenge you to design your own
team to do the same, and we invite
you to join our community of
practice through free webinars and
online briefings OR start your own.

We are honored to be partnering
with a K-12 independent school, a
mega-church and smaller satellite
churches, a remote island Boy Scout
Camp, an expansive outdoor
education center and regional Boy
Scout Council, and with lifeguards in
Hawaii and California at specific
beaches to put together their 3
Minutes and Counting Strategy.

Whether your group is big or small,
in an urban center, part of a beach
community, or in a remote location,
you can design a winning
combination: leadership, training, a
rapid response team, and critical
fixed, portable, and mobile
emergency care resources that are
placed so that bystander care may be
given to any victim at any time
within 3 minutes.

Some say small schools or churches
are “overwhelmed and unprepared”
and they have to walk before they
run. Without dedicated staff, a
budget, or people to help they have
to wait. We disagree. When David
picked up those stones and
proceeded down to the Elah Valley to
take his shots at Goliath, it was his
faith that powered him; not his
resources.

WILLIAM ADCOX is the chief security
officer for the UT MD Anderson
Cancer Center and UT-Health Chief
of Police; DR. GREGORY BOTZ is a
professor of anesthesiology and
critical care and UT MD Anderson

Cancer Center; CHARLES DENHAM
Il is a Junior Med Tac instructor; DR.
CHARLES DENHAM 1II is the
chairman of the Texas Medical
Institute of Technology.

campussafetymagazine.com



FEATURE | AEDs & BLEEDING CONTROL

| N

WWW.BLEEDINGCONTROL.ORG

Inadequate Placement of
AEDs and Bleeding Control

Gear Could Cost You

AEDs and bleeding control kits can save lives, but only if they are

always accessible and staff members know how to use them.

By Dr. Charles Denham I, William Adcox,
Charles Denham lll, and Dr. Gregory Botz

AN EMERGING THREAT to many organiza-
tions is “failure to rescue” children and adults
experiencing sudden cardiac arrest or harm
due to major trauma, such as active shooter
events. The standard of care for these medical
emergencies is rapidly evolving, and leaders
need to act now to keep up or pay the price of
harm to their constituents and the growing li-
ability exposures that often accompany these
types of medical emergencies.

The good news is that if a person experienc-
ing cardiac arrest can be resuscitated with an
automated external defibrillator (AED) with-
in three minutes, he or she has a much better
chance of surviving. If a gunshot victim can be
provided treatment to stop their severe bleed-
ing within three minutes, their chances of sur-
vival greatly increase as well.

That’s why in our upcoming documentary,
3 Minutes and Counting: Bystanders Care, we
focus on “three minutes from drop to shock”
for sudden cardiac arrest and “three minutes
from shot to stop” for gunshot wounds to stop
severe bleeding. (For more information, visit
MedTacOC.org.)
The takeaway - have AEDs and bleeding
control gear together AND one minute away
from ANY victim or you will lose the fight

against failure to rescue. Bystanders must beat
the clock.

Who would have thought in 2019 that we
would be citing a New England Journal of

Medicine article by Valenzuela et al. almost 20
years ago? They reported the evidence of the
success generated by placing AEDs in casinos
that allowed 3 minutes from drop to shock. Yet
we are because this metric has held firm for al-
most 20 years. It turns out - the house always
wins even in cardiac liability.

These measures are becoming the bystander
care goals of leading organizations who are
closing the gap between when organs start to
die without oxygen at 4 minutes and the av-
erage response time of professional first re-
sponders at 10 minutes. After 3 minutes, we
begin counting lives saved or lives lost; our
response is key.

However, the majority of lawsuits follow-
ing out-of-hospital cardiac arrests and deadly
force incidents revolve around organizations
failing to have accessible emergency supplies
and staff properly trained to use them. There
are almost no lawsuits alleging improper by-
stander care or misuse of emergency supplies
or AEDs.

Here’s how your campus can address this
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emerging threat.
AED Accessibility a Significant Challenge

Almost 1,000 out-of-hospital sudden cardiac
arrests occur every day with 7,000 occurring
every year in children and youth -- one-quar-
ter happen on the playing field. When we look
through the lens of those we serve, we now
have some good metrics for getting the right
care at the right time...every time.

There is clear consensus that the most ef-
fective way to improve survival of cardiac ar-
rest victims is to strengthen the early links of
the survival chain with bystander cardiopul-
monary resuscitation and Public Access to
Defibrillation (PAD). However, when most or-
ganizations review whether they can get CPR
care and AEDs to sudden cardiac arrest victims
within three minutes 24/7/365, most organi-
zations come up short. Multiple studies show
there may be only a one-in-five chance of an
AED being near enough to a victim.

Not only are there not enough AEDs located
close enough to victims in public places, but
those that are nearby are inaccessible more
than 50% of the time. They are either in build-
ings that are locked at night or there are barri-
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ersto access them. AEDs also are often without
clearly visible signage or are positioned out of
reach at schools so those of small stature may
not be able to retrieve them in an emergency.

AED

9

There are other issues as well. Good Samar-
itans may fear liability, be confused regarding
how to perform CPR while under stress and
might not be familiar with how an AED works.
A recent study found that women are 27% less
likely to receive CPR because males are reluc-
tant for fear of sexual harassment allegations
when they touch their chest during CPR. They
also fear hurting females with vigorous com-
pressions, which underscores the need for
training.

Trauma First Aid Gear Saves Lives

The Stop the Bleed Campaign was devel-
oped after 20 first graders and six educators
were killed at Sandy Hook Elementary School
in 2012. As of September 2019, more than one
million people have been trained in bleeding
control. Now often called “the new CPR,” it
educates bystander laypersons in the use of di-
rect pressure, wound packing and tourniquet
use for bleeding.

We believe that the standard of care to miti-
gate harm from active shooter and major trau-
ma events is the adoption of the Stop the Bleed
Campaign methods. This in turn drives the
need for placement of major bleeding control
supplies at multiple locations. Given that gun-
shot wound victims can bleed out in five min-
utes or less, the “3 minutes from shot to stop
the bleeding” metric makes sense and speaks
to the issue of co-locating AED and resuscita-

resuscitation gear with major bleeding control
supplies.

Dr. Peter Antevy, who was interviewed by 60
Minutes regarding the Parkland High School
mass casualty event, shared that although 34
people were shot and 17 were killed, “17 kids
are alive today because of the quick action and
quick work of those folks who put on tourni-
quets and chest seals.”

Stop the Bleed methods can also be applied
to other types of medical emergencies stem-
ming from other types of incidents, such as
stabbings, car crashes and other accidents.

The Solution - Leadership, Practice
and Technology Systems

We can reduce vulnerability to threats with
prevention, preparedness, protection and per-
formance improvement. Such an approach
can be organized by leadership systems, prac-
tice systems and technology systems.

Leadership Systems: When working with
leaders, we like to use our 4 A Checklist:

e  Aware: We need to make them aware of
the performance gaps we are trying to
close, as well as the liabilities and ful-
ly-loaded cost of inaction.

e  Accountable: We want them to deter-
mine who must be personally account-
able for the work done to close the gap.

e  Ability: We define ability as know-how
as well as resource allocation, both
cash and capacity or worktime (the
compensated staff time). Leaders con-
trol budgets and new out-of-budget
spending.

e Actions: These are the line-of-sight ac-
tivities that, in aggregate, will produce
the stated goals. The leaders within an
organization need to understand why
regulatory-compliant AEDs and appro-
priate major bleeding control resourc-
es need to be purchased and placed so
that a bystander or staff member can
get to any victim and begin care within
three minutes.

Our job as safety and security leaders is to
get other leaders onboard to drive these “4 A’s”
Practice Systems: Here, concepts, tools and
resources are critical to understanding and
becoming competent in the best practices of
CPR/AED use and the Stop the Bleed skills and
methods.
The first best practice is to undertake an or-
ganization-wide assessment to determine the
response time performance gap that must be
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3 Minutes & Counting
Assessment Plan

Is State Map

(1 Create an “Is State” map of all AEDs and Bleeding Control
Gear locations on the property.

0 Describe access 24(7, location, positioning, and visibility.

U Identify new or better locations to position AEDs and
Bleeding Control Gear within 1 minute of any victim.

U Identify population surge neads that typically occur.

m Leadership Systems

O Assess leadership systems of Awareness, Accountability,
Ability, and Action issues to pass a 3 minutes fo care test.

LN Practice Systems

[ Assess gaps in practice systems of state-of-the-art
training in CPR/AED and Bleeding Control of staff and
volunteers. Identify sources for regular practice.

0 Define gaps in protocols, procedures, and standard
operating procedures mirroring latest guidelines.

m Technology Systems

O Assess existing AED technologies for gaps in compliance,
latest recommended algeorithms, and condition.

(1 Determine the number of fixed, portable, and mobile co-
located gear packs of AEDs and Bleeding Control gear.

 Identify the specific Bleeding Control gear requirements
for placement with AEDs depending on surge and risk
profiles of the location.

O Define regular standard of care maintenance programs for
leadership, practice, and technology systems.

closed. The actions include determining the
location and concentration of the populations
you serve and those who serve them (your
staff) 24 hours a day, 365 days a year. You must
determine where gear needs to be located so
that someone walking briskly at four miles per
hour can get from a victim to the gear, retrieve
it and initiate care within three minutes. Our
approach is to place the gear 1 minute away
from anywhere on the property. Factor in 30
seconds to assess the victim, 2 minutes to re-
trieve the gear, and 30 seconds to put the gear
to action. Assess location, positioning, visibili-
ty and accessibility of the gear. You must con-
sider surge events, such as graduation assem-
blies where you may need to move portable
and mobile AEDs to meet the three minutes-
to-care test.

Proper CPR/AED and first aid courses need
to be taken from the American Heart Associa-
tion, American Red Cross, or other equivalent
training organizations. The Stop the Bleed
programs are operating in most communi-
ties and the courses are free. Our Med Tac
Bystander Care Program, which incorporates
both certifications in addition to covering
other leading causes of preventable death,
can be reviewed in the November/December
2018 issue of Campus Safety Magazine as well
as on CampusSafetyMagazine.com at https://
www.campussafetymagazine.com/public/

med-tac-training-bystanders/.

Best practices can be organized into pre-

vention (primary prevention means to prevent
an event from ever happening and secondary
prevention means prevention of harm if an
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AED & Bleeding Control
Gear Placement Checklist

PROXIMITY:

Q Existing fixed AEDs should be close enough to allow
someone walking 4 miles per hour to retrieve the
AED in time to enable 3 minutes from “drop to
shock” for any victim.

Q Bleeding Control Gear should be co-located with
AEDs to enable 3 minutes from “shot to stop” of
major bleeding for gun shot wounds.

ACCESS:

Q All AEDs and Bleeding Control Gear supplies co-
located so that they are available 24/7/365 and not
locked behind closed doors.

LOCATION:

O New AEDs and Bleeding Control Gear may need to
be placed close to high traffic and high-risk areas.

Q AEDs and Bleeding Control Gear may need to be
provided in portable b ks or mobile on
bicycles, golf carts, or patrol cards to meet the 3-
minute-response test.

POSITIONING:

Q The positioning above the ground should match the
local requirements. Students of small stature may
have to retrieve the gear to support bystander care.

Q AEDs and Bleeding Control Gear should be placed
f ing local r I y that evolve.

VISIBILITY:

Q Signage must be clearly visible and the addition of
Bleeding Control Gear to AED locations will require
new signage.

Q Signage must be visible from all directions to allow
bystanders under stress to find the supplies.

event does happen), preparedness (in case of
an event), protection (when an event occurs)
and performance improvement (learning from
other events to improve all the other activities).

Technology Systems: We define “technolo-
gy” as the products, services and information
technologies that will support our best prac-
tices and performance improvement. AEDs
need to be assessed for regulatory compliance
and be using the latest approved algorithms.
Make sure you are following the manufactur-
ers’ guidelines for inspections and readiness,
battery replacement and recalls.

Ask the following questions:

e Are you following the evolving state
regulatory statutes and guidelines?

e Do you have the proper protocols for
reporting when an AED is used?

e  Haveyoulooked atthe newproductfea-
tures of WiFi-enabled readiness-check
systems and CPR coaching features,
such as metronome commands for fre-
quency of chest compressions?

e Do you have AEDs that are the best de-
vice for your operating environment,
which might have unique weather
or moisture issues? For example, we
place AEDs and bleeding control kits
in waterproof cases for our Adopt a
Cove program in Southern California.
https://www.medtacoc.org/adopt-a-
cove/

e Have you considered outsourcing the
management of your AED inspections
and services that will provide loaner

AEDs if yours are used or damaged?

As for trauma and bleeding control supplies,
the same issues of fixed, portable, and mobile
deployment of this gear should be addressed.
Ideally, AEDs and trauma gear should be to-
gether in the same location.

Once you have mapped the concentration of
those you serve and those who serve over time,
you must decide how much gear you might put
in theaters and assembly halls. The good news

is that trauma gear has a very long shelf life
and maintenance requires little extra effort if
the gear is in the right location and accessible.

Make Your Upgrades Now

The emerging threat of lagging behind the
rapidly evolving standard of care for training
and technology is one you can tackle now.
There is no better time to do it.

tion and administering shock.

nationally.

TIMELINE OF AED FIRSTS

¢ 1775: Danish doctor proved that the hearts could be restarted by electricity.

* 1889: Two Swiss physicians discovered electricity could stop fibrillation.

* 1928: William Bennett Kouwenhoven, an American electrical engineer who later
created CPR, applied electricity to restart hearts. This was developed to resuscitate
power company workers after accidental electrocution.

* 1947: The first life saved was of a 14-year-old youth during surgery.

¢ 1956: First closed chest defibrillation was undertaken.

* 1966: The first portable defibrillator was invented by Professor Frank Pantridge in
Belfast and weighed 110 pounds and used a car battery.

* 1978: Modern AED developed with sensors automatically detecting ventricular fibrilla-

¢ 1972: President Lyndon B. Johnson was saved by a portable defibrillator.
o Early 1990s: American Heart Association initiated a public access program for AEDs

e 2000: In the New England Journal of Medicine article entitled Outcomes Of Rapid
Defibrillation By Security Officers After Cardiac Arrest In Casinos, Valenzuela et al.
reported optimal outcomes if victims defibrillated within 3 minutes.

e 2002: In the New England Journal of Medicine article entitled Public Use Of Automat-
ed External Defibrillators Caffrey et al. reported that bystanders will respond if airports
placed AEDs next to fire extinguishers. The long-term survival rate with a good
neurologic outcome among all 18 patients with ventricular fibrillation was 56 percent
(regardless of the location of cardiac arrest), and it was 67 percent among the 12
patients who underwent defibrillation within five minutes.
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FEATURE // Family Safety

-kh.

COVID-19 Safety Plans:
How Protecting Your Family
Can Help Save America

If you break the family- and living-unit COVID-19 transmission chains, you can save the
lives of teachers, healthcare workers and police officers. You might even help save

our nation. By Dr. Charles Denham Il, Dr. Gregory Botz, Charles Denham i,

& Chief William Adcox

S THIS ARTICLE goes to The Problem: focused action at the family- or
A print, it's estimated that Family Transmission Chains living-unit level, we can save lives and

500,000 Americans will have The CDC has found that 50% of people  save organizations. If taken to scale,
died from COVID-19 by February. Our living with someone with COVID-19 will  we might even be able to help save
national public health system has become infected, usually within five our nation. Family transmission chains
failed us. If we passively rely on it days. Family transmission chains are must be broken to win the war on the
alone, our loved ones, roommates and our Achilles Heel. coronavirus.
essential workers are at great risk. The good news is that if we take The essential critical infrastructure
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workforce is most vulnerable to con-
tracting COVID-19. The Kaiser Health
Foundation reports that more than
2,900 U.S. healthcare workers lost
their lives to the virus last year.

There are also other essential
workers who keep the power, water,
food and information flowing in our
nation, as well as law enforcement
officers and other first responders
who protect us locally and nationally.
They are the more than 100 million
essential workers in 16 industry
sectors originally defined by the
Department of Homeland Security.
In August, “workers who support the
education of pre-school, K-12, col-
lege, university, career and technical
education, and adult education stu-
dents, including professors, teachers,
teacher aides, special education and
special needs teachers” and virtually
all their service providers were added
to DHS' list of workers designated as
essential.

campussafetymagazine.com
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If you save the family living units across communities of the more than 100 million essen-
tial workers, you have a good chance of saving those who are keeping our nation alive.

The Solution: Coronavirus
Family Safety Plans

Based on our research, we recom-
mend families or living units develop a
safety plan. We also recommend that
organizations put together their coro-
navirus security plan using the same
framework. If you save the family from
infection by breaking the family- and
living-unit transmission chains, you
can save the worker.

If you save the family living units
across communities of the more than
100 million essential workers, you have
a good chance of saving those who are
keeping our nation alive.

The following describes the program
we have created to help you develop
and carry out your family's and organi-
zation's COVID-19 safety plans.

Plans Must Be Flexible

Given that COVID-19 and the re-
sponse guidelines are constantly
evolving, safety and security plans
must also evolve. They must include
a living set of checklists that evolve
as a continuous improvement cycle.
We apply our “5R" framework to family
living unit plans and entire organiza-
tions: Readiness, Response, Rescue,
Recovery and Resilience (see page
20 for a more in-depth explanation of
the 5 Rs).

For each phase, we focus on
recognizing threats, vulnerability and
risk. The goal is to reduce vulnerabil-
ity to infection, harm and death. Our

JANUARY/FEBRUARY 2021

vulnerabilities are to “inside threats”
inherent to family members and the
“outside threats” of the surrounding
community infection presence and the
ineffectiveness of local public health
interventions. For brevity, we will refer
to anyone in the living unit as “family
members.” They may not be relatives,
such as when college students or
roommates share a living space.

» Family Impact Scenarios: Plans
should be fine-tuned to defined family
impact scenarios (see chart on page
20): when one is exposed to coronavi-
rus, those who are infected, those who
develop severe symptoms requiring
emergency care and those who are
hospitalized.

» 4A Checklist Framework: Check-
lists are organized by the four As:
awareness, accountability, ability
and action. Awareness is what the
family should know about preven-
tion, preparedness, protection and
performance improvement. Personal
accountability to complete tasks is
vital. Ability includes skills and resourc-
es that can enable actions. Actions are
those tasks that must be undertaken.

» BR Score Scorecards: We are de-
veloping a Family 5R Score to measure
the impact of our solutions. Our Insti-
tution 5R Score measures coronavirus
safety and security for organizations.

We briefly cover the highlights of
each of the R Phases. More detail,
videos, and webinars are available at
www.medtacglobal.org.
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The 1st R: READINESS
Readiness checklists address prepa-
ration based on the latest science.
Regular deliberate practice of roles
and skills are critical to readiness.

1. Awareness: Make sure family
members understand prevention,
preparedness, protection and perfor-
mance improvement plans. They must
understand the latest public health
guidelines related to social distanc-
ing, mask use, hand hygiene, contact
surface cleaning, avoiding group gath-
erings and avoiding poorly ventilated
areas. The CDC, local public health,
and school guidelines are evolving.
The latest local community spread and
its implications on family members
are key.

2. Accountability: Personal task as-
signments to members and completion
logs are important. When a crisis strikes,
such documentation will be vital. Mem-
ories fade when adrenaline surges.

3. Ability: Skill maintenance or what
we call “‘competency currency” is vital.
Readiness skills are tied to each family
impact scenario. Services must be on
tap, supplies must be maintained and
space needs to be allocated for quar-
antine and isolation.

4. Action: A written family safety
plan should be prepared, even for a
single person or roommate. Such a
plan should include:

a. An individualized threat profile:
Seniors, those with pertinent un-
derlying conditions, and children
may have increased risks. Medical
records for each member should
be assembled, including summa-
ries and current medication lists.

b. Local virus threat resources: The
local community infection rates
and notifications are web-based.
Links should be available to moni-
tor the local risk and guidelines.

c. Checklists for R phases: Readi-
ness, Response, Rescue, Recovery
and Resilience phases.

d. A go-bag for members: In case
of emergency care and hospi-

talization, a bag including what
one would want in the hospital
and medical records should be
prepared. Place current medica-
tions in the go-bag when leaving
to see caregivers or going to the
hospital. Supporting documents
include vendor and supply lists
that may be needed to execute the
checklists.

The 2nd R: RESPONSE

This phase is activated when a mem-
ber is exposed to an infected person or
becomes infected.

1. Awareness: All need to know
what to do if a member is exposed to
infected people, becomes infected or
develops severe symptoms. All must
understand quarantine guidelines for
those exposed and isolation guidelines
for those infected.

2. Accountability: Tasks must be
assigned to family members for each
Family Impact Scenario (see below).

A Task Completion Log should be
maintained.

3. Ability: Response skills need de-

Family Impact

Scenarios

No Exposure
No Test or Negative Test

Exposure to Infected Person
and No Test

Infected & Asymptomatic
No Symptoms Ever

Infected & Pre-symptomatic
Before Symptoms

Infected & Symptomatic
Have Symptoms

Infected & Severely
Symptomatic — Need Help

Infected & Requiring
Hospitalization

Infected & Require ICU
Life Support
Respirator & ECMO
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liberate practice to support isolation,
care at home and quarantine process-
es. Address the “3Ss": service, supplies
and space. Service includes family
member support and outside service
providers or caregivers.
4. Action: Checklists should be de-
veloped for Family Impact Scenarios.
a. Exposure to Infected Person and
No Test - Quarantine
b. Infected and Asymptomatic -
Isolation
c. Pre-symptomatic - Isolation and
care when symptomatic
d. Infected and Symptomatic —
Isolation and care at home. Follow
the Rescue Checklist if CDC
emergency warning signs develop.

The 3rd R: RESCUE

The rescue phase is critical. Family
members need to respond immediate-
ly when those infected develop severe
symptoms needing immediate care.

1. Awareness: Every member needs
to know how to recognize when severe
symptoms arise. The CDC “emergency
warning signs” and severe symptoms
list is continually updated by the CDC.

2. Accountability: Everyone needs
to know what, when, why and how
to respond when someone develops
emergency warning signs.

3. Ability: The rescue skills and
resources include using PPE, personal
safety actions and safe transport of the
infected person to the hospital.

4. Action: A checklist for each Fami-
ly Impact Scenario must be followed.

a. Infected & Severely Symptomatic:
Need Help - Recognition of the emer-
gency symptoms, safe transportation
to the hospital and caregiver commu-
nication by phone.

b. Infected Requiring Hospitaliza-
tion: Communication with caregivers
given patients will be admitted alone.

The 4th R: RECOVERY

A return to normal activities after
quarantine, isolation and especially
hospitalization is critically important.

campussafetymagazine.com



1. Awareness: All should know how
to help family members return to a “new
and safe normal,” including watching for
persistent or “long hauler” threats and
threats to children such as Multisystem
Inflammatory Syndrome (MIS-C) -- an
uncommon but serious condition. Post
infection immunity is not well under-
stood, therefore ongoing prevention
behaviors need to be reinforced.

2. Accountability: Members will
need to maintain accountability for re-
covery tasks. Documentation logs may
be needed to inform future caregivers.

3. Ability: Recovery skills and
resources should support family
members as they safely return to work,
worship and play.

4. Action: The actions include care
documentation and preparation for
future problems:

a. Record and Follow Return-for-
Care Precautions: The specific
caregiver instructions to return for
care if patients deteriorate.

b. Update Family Member Threat
Profiles: New medical information
should be added.

c. Update and Maintain Medical Re-
cords: The latest medical records
of the infected person need to be
included in case of a future infec-
tion, hospital admission or “long
hauler” disease.

The 5th R: RESILIENCE

During the “quiet before the storm”
between community infection surges
or after caring for someone, it is an
ideal time to “harden the target” of
the home and members. Readiness,
response, rescue and recovery plan
checklists can be optimized.

1. Awareness: Family Impact Sce-
narios can be updated. Performance
improvement can be informed by
member caregivers and guidelines.

2. Accountability: Every member
should re-review assigned tasks con-
sidering lessons learned.

3. Ability: Resilience skills include
audits of the service, supplies, and

campussafetymagazine.com

so their loved ones don't contract the virus.

space to improve readiness, response,
rescue, and recovery phases.

4. Action: All plan phase checklists
can be updated for the next pandemic
wave or emergency.

Why You Should Adopt This
Strategy

We recommend families and organi-
zations consider creating family safety
and organizational security plans and
ask themselves the following questions:

1. Why create a plan? The coronavi-
rus crisis will not be our last epidemic.
The same 5 Rs outlined in this article
can be applied to the next one, the
next surge and other disasters. A plan
combats fear and gives us hope. By
leveraging the science-based weapons
of prevention, preparedness, protec-
tion and performance improvement,
we can defeat the virus.

2. Why now? The COVID-19 virus nev-
er sleeps. The skyrocketing rate of infec-
tion, hospitalization and death demands
action now. When the coronavirus
strikes your family or someone in your
living space, it will be too late to plan. If
you fail to plan, you can plan to fail.

3. Why this framework? The virus
exploits the vulnerabilities and sys-
tems faults in our public and personal
health systems. A systematic plan that
evolves with and tackles these faults
will dramatically close the gaps. Fam-
ilies and organizations can no longer
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play passive defense and rely on public
health systems to protect them. We
must go on offense and systematically
break family transmission chains.

Our Message to Educators,
Students, Caregivers and Law
Enforcement

» Educators: As experts in imparting
knowledge, learn the science and prac-
tice your craft with those in your reach.

» Students: Be a student leader! Tell
your fellow students, “Seize this great
opportunity to grow the leadership role
within your family and be a role model
for your fellow students and friends.”

» Law Enforcement Leaders: Recog-
nize you are at great risk. Develop plans
now to keep yourself and your families
safe. If you get sick, it will be too late.

As we say to our teams, we must
fight the good fight, finish the race and
keep the faith. Everyone is a patient..
and everyone CAN BE a caregiver. CS

William Adcox is AVP, Chief of Police
and Chief Security Officer, Univer-

sity of Texas MD Anderson Cancer
Center; Dr. Gregory Botz, MD, FCCM,

is Professor of Anesthesiology and
Critical Care, University of Texas MD
Anderson Cancer Center; Dr. Charles
Denham Il is the chairman of the Texas
Medical Institute of Technology and
Charles Denham lll is a Junior Med Tac
instructor.
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‘Take the Shot, Save a Life'
Program Addresses Vaccine
Hesitancy in Students

This new program enables youth and young adults to educate their
peers on the safety and necessity of COVID-19 vaccines, as well as
encourage them to “take the shot.”

By Dr. Charles Denham II, William Adcox,
Charles Denham lll, and Dr. Gregory Botz

“Take the shot...save a life...I did” is the
cheer made by high school and college students,
young adults, and faculty from some of our lead-
ing universities in video messages of a program
tackling vaccine hesitancy.
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The Take the Shot Save a Life Program was de-
signed for our youth and young adults to lead
and serve in their communities. The student
leaders and participants view their video enti-
tled The Vaccination Conversation with the op-
portunity for mentorship by a national student
and young adult team from many of our nation’s
leading universities. Student leaders who want
to participate at high schools may earn commu-
nity service credit for their work and leadership.
Our goal is to help those who may be vaccine
hesitant and help them move forward. We are
leveraging peer-to-peer messaging grounded
in the evidence based science. Our medical ex-
perts from leading medical centers who have
undertaken a 1,000 family household study have
discovered family transmission chains are our
Achilles’ Heel and that family centered decision
making can drive vaccination and adoption of
COVID safe practices. We want to reach those
who want answers to their questions, hope to
overcome their worries, and those who want to
learn how easy it is to book and receive the shot.
The team believes the real power lies in the trust
of families and friends who want to save their
own lives and care about saving the lives of oth-
ers.

The Vaccination Conversation
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The expansion of vaccine eligibility to include
those from 12 to 15 years and the final FDA ap-
proval of the Pfizer mRNA vaccine provides a
great new opportunity for our youth, students,
and young adults to serve by encouraging fam-
ilies and friends to have “the conversation” The
program is designed to help accelerate the vac-
cination of young friends and families to win the
race to community immunity.

Our Seniors have historically been the most vul-
nerable to COVID, however the majority of the
elderly have been vaccinated. Most people are
very surprised to hear that there was a spring
surge of hospitalizations in teenagers with near-
ly one third requiring intensive care and 5 per-
cent having to be on ventilators. The Delta surge
in late summer of 2021had overwhelmed many
of our nations children’s hospitals. This is why we
need arapid response.

Our rapid response team of college students,
alumni, and faculty from leading universities
have developed an initiative that builds on an
existing platform of family targeted COVID
safety solutions. Participants participate in ei-
ther of two ways: They may watch the recorded
videos online on their own without engaging
the mentorship team. Or may they may sign up
to be mentored by college students and young
adults who are grounded in the CDC guidelines
and peer-reviewed science vetted by physicians
from leading medical centers. Our world class
team of coaches help prepare active partici-
pants, help them identify who they wish to serve,
and will be coaching them through the process
of helping others in the school, church, team, or
scout group to earn community service credits.
A short video produced by the team introduc-
es THE VACCINATION CONVERSATION and
help answer the key questions of why vaccinate,
why you, and why now.

https://www.medtacglobal.org/student-out-
reach-program/ttsconverstation/

Our team of coaches and experts have produced
a number of additional short FAQ video clips
and drill down answers for the most common
questions that can dispel the myths.

Bystander Rescue Caro
CaroUniversity Serles

Coronavirus Care

@ Community of Practice

Youth & Young Adult Team

With the “Take the shot” program, college and high
school students and grads are available to educate
their peers on COVID-19 vaccines.

Our student leaders in high schools and colleges
who want to serve in their communities will of-
fer to play them and address key issues import-
ant to their friends after starting the conversa-
tion. They will even offer to help families book
vaccinations or find a walk-in vaccination site if
they wish.

The program grew out of our Coronavirus Care
Community of practice launched when the
COVID crisis hit New York and Italy in March of
2020 as an initiative of the Med Tac Bystander
Rescue Care program focused on the leading
causes of preventable deaths by emergencies.

Our Med Tac Bystander Rescue Care team of
now more than 100 subject matter experts and
community leaders have contributed to month-
ly live broadcasts and Survive and Thrive Guide
courses for families.

Their work was complimented by expert opin-
ion clips from two prior Discovery Channel
documentaries Chasing Zero: Winning the War
on Healthcare Harm https://www.safetyleaders.
org/chasingzero/ and Surfing the Healthcare
Tsunami: Bring Your Best Board. https://www.
safetyleaders.org/surfingtsunami/
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The Problem:

Now in the third quarter of 2021, we are in a life
and death race between vaccines and the Delta
variant surge. We are suffering COVID fatigue
and relaxed safe practices while at the same time
coronavirus variants such as the B117 UK vari-
ant now called Alpha, the South African variant
now called Beta, the P1 variant from Brazil called
Gamma, the variant from Peru called Lambda,
and the variant discovered in India called Delta
are growing.

The Delta variant we are battling is much more
contagious, more lethal, and more likely to infect
our youth and young adults. Many young people
don’t know they can have long term brain fog,
impact on their athletic abilities, and long-term
organ damage from even mild COVID infec-
tions. Nation-states and conspiracy voices are
sewing fear and myths of disinformation that
have hit the echo chamber of the internet.

Compounding the problem is vaccine hesitancy
such as in the BIPOC groups black, indigenous,
and people of color populations and also in our
young adults who feel less vulnerable yet can be
super-spreaders.

The majority of those who have not yet been
vaccinated are those who are likely to wait and
see, those who are undecided, and those who
need easy access to vaccines. We call them the
“movable middle” They are not those who have
definitely decided against vaccines. The vaccine
hesitant are a great opportunity for community
service impact by our young leaders.

The Solution:

To engage students and young adults in our high
schools, colleges, and membership networks to
have The Vaccination Conversation with their
friends and families, dispel the myths with truths,
and help everyone book a vaccination shot.

The Vaccination Conversation and FAQ vid-
eos have been posted for anyone who wants to
watch them on their own. After our students play
this video, they will play any of our 2-to-3-minute
FAQ answer clips of our experts and college stu-
dent coaches. They answer the most common
worrisome questions and dispel the most com-
mon myths with the scientific truths.

They provide their personal message to youth
and other young adults. They have coached our
youth to listen to your questions, explore your
concerns, share the latest information, and if you
wish; help you book a vaccination appointment.
Those who wish to be mentored by our Student
Outreach Team may sign up for support and
earn community service certificates.
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Head, Heart, Hands, and Voice:

The ultimate outcomes of our community ser-
vice can be described in terms of the head, heart,
hands, and voice.

e« Head - what do we want you to know?
We want you to know about the bene-
fits of vaccines and risk of viral variants.
These lifesaving benefits so greatly out-
weigh the short-term side effects of the
vaccines.

o  Heart-what do we wantyou to feel? The
hope to overcome our fear and hesitan-
cy...and the joy of freedom vaccines give
us.

e Hands - what do we want you to do?
Vaccinate!

e  Voice - what we want you to say to your
friends and family? Your message to help
them get vaccinated and to expand com-
munity immunity.

What about all the myths?

Our college students, alumni, and faculty ex-
perts have created very short video clips of their
stories and evidence-based messages to those
who are vaccine eligible. They answer Frequent-
ly Asked Questions that can dispel the myths
and disinformation that have hit the echo cham-
ber of the internet.

According to Paul Bhatia, the President of the
EMT association and pre-med student at the
University of California Irvine: “So there are a lot
of myths out there. Some people believe that the
vaccines give them COVID. Some people even
believe that they get sterile after getting vaccinat-
ed. And some people even think that vaccines
come with some sort of microchip or device.
am here to tell you that there is no evidence for
any of that”

Why vaccinate?

The easiest answer is that the short-term and
long-term harm from COVID are easily far great-
er than the side effects of the vaccine.

Our co-author, co-founder of Med Tac, and the
Med Tac National High School Outreach Chair-
man, Charlie Denham: “My message to our
youth and high school students is to not only
make sure to get vaccinated, but to continue to
maintain social distancing, wear masks, and be
aware of your surroundings to reduce your risk.
They all work together”

Harvard Pre-med Student, Dominick Contre-
ras: “One common question I get about the vac-
cine is about and side effects. And side effects
are really nothing to be concerned about. It's a

no-brainer to get the vaccine versus COVID.
Nobody wants to COVID. COVID causes brain
fog and long-term harm including multisystem
organ damage. And this is something nobody
wants to deal with. The side effects of a headache
afever only last few days and they nothing com-
pared to the long-term effects of COVID. You
should not be concerned about the side effects
and this is should not cause a delay in you get-
ting the vaccine.”

This spring an extremely rare condition of in-
flammation of the heart was described in young
people 16 and older several days after vaccina-
tion and more likely after the second dose. They
have mild symptoms and recover very quickly.
The CDC and the major healthcare organiza-
tions of physicians and experts in pediatrics and
cardiology evaluated the data and continue to
vigorously recommend our youth and young
people be vaccinated due to the far greater risk
of damage to their hearts from COVID infec-
tions.

Perry Bechtle III, pre-med student at the Univer-
sity of Florida: “It's really important that young
people understand that cardio myositis or in-
flammation of the heart is very rare. And the
damage that can be caused by it is much less se-
vere than what can happen from COVID. I rec-
ommend that all young people get the vaccine.
It's very safe.”

The same goes for the Guillain-Barré Syndrome
which may rarely occur with the Johnson and
Johnson vaccine. The benefit greatly outweighs
the risk.

The new variants are more contagious, lethal,
and prone to infect children. The approved
vaccines will protect you They are safe. You can
save your life and the lives of those you love.— the
science is solid. Our FAQ answer videos will ad-
dress your concerns.

Marcus McDowell is pursuing a masters in Mar-
keting Management and Digital Presence at
ESSEC Business School in Singapore: “I am in-
credibly excited to know that the vaccines work
on all races...the black community, the Native
American Community, and all people of color...
regardless of age...young and old...they are in-
credibly effective. I have had mine and except
for some mild side effects, T am incredibly thank-
ful that I am protected against COVID 19"

Take a shot...save a life...Not only are you sav-
ing your own life. The vaccine prevents you from
spreading the virus to others. Young people are
the biggest group of asymptomatic spreaders.
You can spread the virus without even knowing
it. Take a shot...and you will save lives.
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FEATURE | Take the Shot, Save a Life

Although we had to mask up for the Delta surge,
those who are vaccinated will be the first not to
require masks when infection rates drop.

Why you?

Our seniors are the most vulnerable, however
they are now the most are vaccinated. The fast-
est growing group of hospital admissions and
harm are in the young. The young who are most
likely to spread the disease without knowing it.
Every age group has enormous benefits from
community immunity. Our answers to the top
questions including harm to the young, COVID
Long Haul disorders, and infertility are very
compelling.

Sophia McDowell, is an alumna of the California
Institute of the Arts: “You don’t want to get long
haul COVID. There are the dangers of brain fog.
I am an actress and that's my future and that's
what I want to do. So I need to make sure that I
am being safe looking ahead for my future. I am
also asthmatic. That's my preexisting condition.
So I want to make sure I am being COVID safe
for myself, my family, and for others”

We launched the Med Tac Bystander Rescue
Care college program at Stanford for varsity stu-
dent athletes and now ask them how important
long haul impact would be on athletes. Charlie
Beall is a Stanford alumni and former varsity
football player: “The impact of Long Haul COVID
is extremely important. As an athlete your car-
diovascular health is critical to being able to train
no matter what position or sport you play. Being
able to put your body through endurance tests
during the off-season training is critical to setting
yourself up for success during the season.”

Why now?

In order to get back life at a new normal, it is crit-
ical that we reach immunity in your community
and herd immunity across the nation. The lon-
ger you wait, the greater risk you and your family
bear. And the more likely we will have tougher
viral variants to beat. The virus and the vaccines
are in life and death race. A race we can win.

Jaime Yrastorza is a freshman medical student at
the University of Nebraska: “I would say we are
currently in a really important point in the pan-
demic and if you look at the data we can tell to
your own health as well as the public out there
is no reason to wait so I would encourage all of
you to have the conversations to look at the data
to share the information that you know and en-
courage everybody to get this vaccine as soon as
possible there’s really no reason to wait””

Nick Scheel, an EMT and recent alumni of Uni-
versity of California Santa Barbara: ‘T just got
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my second dose yesterday and I'm feeling really
good this morning. I have had zero effects and
already been on a run this morning. I encourage
anyone who is worried about side effects of the
vaccine to just go ahead and do it. Even if you do
have some side effects, they are going to be very
minor and short-term. And at the end of the day
itis a lot better and getting COVID. I encourage
everyone to go out there vaccinated” Charlie
Denham: ‘T hope you all get vaccinated to save
the lives of your family.

We are so grateful to our youth, college students,

and young adults for helping lead us to a better
future of community immunity. We really can
win this race. Our motto is fight the good fight,
finish the race, and keep the faith. We thank
them for joining us in the fight against the virus,
finishing the race to community immunity, and
keeping the faith in our future.

The care of our communities is absolutely crit-
ical. As we say to all of our Med Tac Bystander
Rescue Care Teams: We have to fight the good
fight, finish the race, and keep the faith. Everyone
is a patient and everyone CAN BE a caregiver.

Take the shot...save a life...We did.

High School Students - Why Wait?

COVID Impact on Opera Singers?

Long COVID Impact on Athletes?

Do Vaccines Work for All Races?
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