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Mark Your Calendars 

• May 1-30 – We’re on-call this month! 
If you haven’t submitted your 
availability to Dave or Barb, please do 
so soon. 

• May 19 – Team meeting, Carr 
Auditorium, 10 a.m. to 3 p.m. 

• Jun 1-30 – We’re on wildfire medical 
call this month. See It’s Fire Season 
article below. 

• Jun 5-6 – Annual federal inspection at 
our warehouse. We need two people to 
come help with equipment, and we’ll 
even pay for your time! Contact Steve 
La Plante for more information. 

• Jun 30 – Logistics work day at our 
Menlo Park warehouse, 10 a.m. to 3 
p.m. We'll be reorganizing the medical 
cache on this day. 

• Jul 18-19 – Wildland 2001, with 
members from the new CA-11! 

• Aug 1-31 – We’re on wildfire medical 
call this month. See It’s Fire Season 
article below. 

It’s Fire Season 
By David Lipin, Commander 
For the past few years, CA-6 has 
participated at the Wildland fire training 
exercises in Contra Costa County. At last 
year’s event, we caught the eye of the 
California Department of Forestry 
(CDF). They began talking with us about 
providing medical care to their 
firefighters at large wildfires. 
CDF’s problem is that they currently 
have only BLS medical care available at 
most fires, with ALS at some. 
Paramedics and EMTs have a limited 
scope of practice when it comes to 
treating and releasing on scene, so many 
firefighters with relatively minor injuries 
and illnesses are transported to area 
hospitals to receive definitive treatment. 
Prolonged transport time and ER wait 

times for relatively minor ailments 
(minor burns, lacerations, poison oak, 
etc.) usually take the injured firefighter 
and a driver (sometimes an entire crew) 
out of action for 8 to 12 hours. Providing 
a higher level of medical care at the fire’s 
base camp could add the equivalent of 
20% more firefighters to the line. 
After a couple of conversations with CA-
6, the CDF began talking with the 
California EMS Authority (the state 
agency to which California DMATs 
report) about grander possibilities, 
involving all of the California DMATs. 
A few weeks ago we agreed to have a 
trial run during this fire season. CA-6 and 
CA-1 will be “heading up” a couple of 
DMAT medical responses to wildfires. If 
the test is successful, we’ll enlarge it to 
include all California DMATs next year. 
There’s a possibility that this might 
expand to the federal level as well. 
We’re still ironing out the final details for 
this season’s test, but here are some 
specifics: 
• The CDF can request a DMAT medical 

response to a large wildfire at any time 
during fire season (June through 
October). 

• If requested, we will send a 5-6 person 
DMAT medical group to the fire’s 
operational base camp. The medical 
team will consist of a physician, a 
physician assistant or nurse 
practitioner, a paramedic, an EMT, and 
2 additional ALS-trained personnel 
(e.g., another paramedic, or a nurse 
with appropriate additional training). 

• The primary objective of the medical 
team is to provide clinical care to 
firefighters, with the goal of returning 
them to duty in less time than it would 
take if they had to go to an area 
hospital for treatment. We anticipate 
treating minor burns, insect bites, 
rashes, heat illnesses, and other 

ailments common to firefighters on a 
brush fire response. 

• A secondary objective of the medical 
team is to provide urgent care to 
firefighters with more serious injuries, 
until the transporting unit arrives. 

• The mission will likely last for the 
duration of the fire, but individual 
DMAT members can be rotated more 
frequently. So we can work around 
your normal work schedules! 

• We are hoping to provide pay for this, 
but details aren’t finalized yet. 

If you are interested in participating, get 
ready to give us your availability 
schedule from June through October (or 
at least for June). We’ll want to know 
which days you are available, so we can 
build an on-call roster. We’ll let you 
know if we put you on the on-call team, 
so you can prepare in advance. More 
details are coming soon (at the May 19th

Update on Diabetes 

 
team meeting). 

By Mark Forrette, RN, MSN, FNP-C, 
Operations Section Chief 

Magnitude of the Problem 
The magnitude of the problem created by 
diabetes is clearly defined by a few 
simple facts: diabetes currently affects an 
estimated 16 million Americans, and 
about 800,000 new cases are diagnosed 
each year. Diabetes spares no group – 
attacking men, women, children, the 
elderly, and people from every racial 
background. Those considered at greater 
risk for diabetes fit into the following 
groups: 
• African American, Hispanic American, 

Native American, Asian American, or 
Pacific Islander heritage 

• Family history of diabetes in a first-
degree relative 
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• Gestational diabetes or a child heavier 
than 9 lb at birth 

• History of a fasting blood glucose level 
of 110-125 mg/dl 

• Hypertension (>140/90 mm Hg) 
• Obesity (especially abdominal) with 

body mass index > 27kg/m
• Triglyceridemia (>250 mg/dl) or a low 

plasma level of high-density 
lipoprotein - HDL (<35 mg/dl) 

2 

New Diabetes Terms, Classification, and 
Diagnosis 
In 1997, the American Diabetes 
Association (ADA) published new 
criteria for the classification and 
diagnosis of diabetes. It is hoped that the 
widespread adoption of the new criteria 
will have a significant impact on the 
number of people diagnosed with 
diabetes. The classification changes 
consist of the following: 
• Type 1 Diabetes replaces IDDM - 

diabetes mellitus that is characterized 
by absolute insulin deficiency and 
acute onset, usually before 25 years of 
age, should now be referred to as type 
1 (not type I, IDDM or juvenile onset) 
diabetes mellitus. 

• Type 2 diabetes mellitus (formerly 
called NIDDM, type II or adult-onset) 
is characterized by insulin resistance in 
peripheral tissue and an insulin 
secretory defect of the pancreatic beta 
cell 

The ADA further clarified the criteria for 
testing for diabetes in asymptomatic, 
undiagnosed individuals. Testing for DM 
should be considered in all individuals at 
age 45 and above and, if normal, it 
should be repeated at 3-year intervals. 
Furthermore, testing should be 
considered at a younger age or be carried 
out more frequently in individuals who 
are at greatest risk as defined above. The 
ADA then completely revised the criteria 
for the diagnosis of Diabetes Mellitus and 
Impaired Glucose Tolerance. Prior to 
this, the term "Impaired Glucose 
Tolerance" did not exist. It further 
defines those at risk for the development 
of diabetes. The ADA defines Diabetes 
Mellitus as symptoms of diabetes 
(polyuria, polydipsia, unexplained weight 
loss) plus a causal plasma glucose 
concentration >200 mg/dl or a fasting 
plasma glucose (FPG) concentration > 

Diabetic Complications 

126 mg/dl. Causal is defined as any time 
during the day without regard to time 

since the last meal. Fasting is defined as 
no caloric intake for at least 8 hours. 
Impaired Glucose Tolerance is defined as 
FPG > 110 to 126 mg/dl or 2hr PG > 140 
to < 200 mg/dl. Here is the key point to 
remember: FPG is the preferred 
diagnostic test for diabetes and diagnosis 
should be based upon 2 FPG 
measurements. 

Diabetes is directly related to many 
complications, and in some cases causes 
premature death as a result of these 
complications. Diabetic eye disease 
(retinopathy) is the most common cause 
of blindness in working age adults. 
Diabetic kidney disease (nephropathy) 
accounts for 42 percent of new cases of 
end-stage renal disease, and is the fastest 
growing cause of kidney dialysis and 
transplantation (over 100,000 cases per 
year). Nervous system damage 
(neuropathy) affects over 60 percent of 
diabetics, causing impaired sensation or 
pain in the feet or hands, slowed 
digestion of food in the stomach, 
impotence, and other problems. 
More than half of lower limb amputations 
in the United States occur among people 
with diabetes. From 1993 to 1995, about 
80,000 amputations were performed each 
year on people with diabetes. Heart 
disease death rates in adults with diabetes 
are about 2 to 4 times those of people 
without diabetes. Premenopausal women 
lose their protection from heart disease 
and have even more markedly increased 
risk. High blood pressure affects over 60 
percent of people with diabetes. As a 
result of the combination of hypertension 
and diabetes, the risk of stroke is 
increased 2 to 4 times. Pregnancy-related 
problems confront diabetic women. The 
rate of major congenital malformations 
and death of the fetus and newborn are 
increased 3 to 4 times. Higher rates of 
infection, periodontal disease, and many 
other problems occur in people with 
diabetes. 
Diabetes is the sixth leading cause of 
death due to disease in the U.S., and the 
third leading cause in some minority 
groups. Since 1980, the age-adjusted 
death rate due to diabetes has increased 
by 30 percent while the death rate has 
fallen for other common multifactorial 
diseases, such as cardiovascular disease 
and stroke. Life expectancy of people 
with diabetes averages 10 to 15 years less 
than that in the general population. 

The Economic Impact of Diabetes 
The economic impact of diabetes is 
staggering. The cost of diabetes to the 
nation is over $105 billion annually. 
More than 1 of every 10 U.S. healthcare 
dollars is spent for diabetes. One of about 
four Medicare dollars pays for health care 
of people with diabetes. 

Conclusion 
Now that an estimated 16 million 
Americans have the disease, diabetes has 
finally made front page news. 
Nonetheless, the public is still largely 
unaware that diabetes has serious 
consequences. Judging by the casual 
management goals still in wide use, many 
patients and health care providers 
continue to doubt the benefit of good 
metabolic control. Diabetes is highly 
prevalent among the population and we 
have an urgent responsibility to stay up to 
date with treatment strategies. We need to 
be familiar with the American Diabetes 
Association’s standards and follow their 
clinical practice guidelines. You can 
easily access this information at their 
website and I encourage you to go there 
to learn more on this topic. The ADA 
website is www.diabetes.org. 

Sleeping Comfortably 
By Mike Petrie, EMT-P, Plans Section 
Chief 
When on DMAT deployments, proper 
sleep is critical to maintain your energy 
and morale, and to contribute fully to the 
team’s mission. While sleeping in the 
field may not be as comfortable as at 
home, following a few tips will help 
assure that you will be comfortable and 
well rested. 

Setting up your sleep area 
• If it is cold, sleep inside the tents. On 

cold nights, it will be 10 to 15 degrees 
warmer inside our tents than outside. 

• Try to reduce ambient noise. If 
possible, avoid sleeping next to those 
who snore. If you sleep near those who 
snore, consider going to sleep before 
they do or wearing earplugs. 

• Use a camping pad for insulation under 
your sleeping bag, even if you are 
sleeping on a cot. 

• Open your sleeping bag early in the 
day, to let the bag inflate to its full size. 

• If you like a pillow, use a pillow. You 
can bring a small camping pillow or fill 

http://www.diabetes.org/�
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your sleeping bag stuff sack with the 
next day’s clothes. 

• Keep the equipment you need during 
the night within easy reach. These 
items may include your flashlight, 
special medications, tissues, watch, 
water, and shoes for middle of the 
night latrine trips. 

Before bed 
• Eat a meal or at least a light snack 

before turning in for the night. The 
process of digestion helps you stay 
warm internally. It's your body, not 
your sleeping bag, that generates heat 
to keep you warm throughout the night. 
Drink up—with water, that is. 
Dehydration can cause a reduction in 
blood circulation that can leave you 
chilled. Having ample water in your 
system also helps diminish the 
possibility of headaches. Of course, the 
downside is a middle of the night trip 
to the latrine. On chilly nights, try a 
little light exercise to get your blood 
pumping just before you hop in your 
bag. 

• Use your sleeping bag hood or wear a 
warm hat. Most body heat escapes 
through your head. 

• Avoid overdressing in your sleeping 
bag. Wear long underwear to fight off 
the chill; drape bulkier items on the 
outside top of your bag for an extra 
layer of insulation. Change out of any 
damp or sweat-soaked clothes to avoid 
getting chilled while in camp or as you 
sleep. 

• Relax your mind by reading a book or 
having a pleasant discussion before 
sleeping. DMAT activities can be very 
engaging, but at night, you need to rest. 

Safety First! 
By Walt Sanders, Safety Officer 

Lifetime Odds of Death Due to Injury 
All Injury Deaths  1 in 23 
Accidental Only 37 
Motor Vehicle 80 
Falls 233 
Poisoning 367 
Pedestrian 578 
Drowning 881 
Fire 932 
Choking 1087 
Complications & 
“Misadventures” of 
Surgical & Medical Care 

1194  

According to the National Safety 
Council, these are the first ten mortality 
causes, based on 1996 Statistics. 
Especially interesting is the last item! 
Note that these are “across the board” 
averages of only the leading

The most significant item is the first: 
Your chances of dying from an injury of 

 causes. 
Above average exposure to conditions 
conducive to one of these causes raises 
your individual risk accordingly. 

any

Still, it is my dubious job, as Safety 
Officer, to ensure that your risk remains 
better than 1 in 23 when we function as a 
DMAT team. To achieve this, I need 
your help. When we deploy or participate 
in a training exercise, survey your 
environment for pitfalls of all kinds. Be 
aware of mechanical, bio/chem, and 
human hazards. Consider actions to be 
taken if clear and prominent risks should 
in fact eventuate. I’ll try to advise and be 
alert to all possible hazards, but I can’t 
see everything and be everywhere; 
therefore, is important that we all try to 
look out for each other—safety is a team 
sport. Nevertheless, the real bottom line 
is: 

 kind is one in twenty-three, a 
surprisingly high risk that we all face. 
Although we put ourselves at greater risk 
than the norm when we deploy or train in 
the field, our professionalism tends to 
compensate so that we are not at 
significantly greater risk than usual; and, 
our usual is better than the norm. 

YOU are responsible for your own 
well-being. 

Never forget that! 

Bush Plans Office to 
Respond to Terror 

By Andrea Mitchell and Robert Windrem, 
MSNBC 
Note from the editor: This article 
appeared on MSNBC on May 4, 2001, 
and is reproduced here in full. 
After six years of training to respond to a 
domestic terror attack and hundreds of 
millions of dollars in preparations, 
America is still vulnerable, top Bush 
administration officials tell NBC News. 
The president hopes to solve the problem 
by creating a new national strategy and 
an office to carry it out, the officials say. 
But some say the plan amounts to a 
power play by Joe Allbaugh, Bush’s 
former campaign manager and now the 

head of the Federal Emergency 
Management Agency. 
To prevent real losses, like the thousands 
of simulated casualties in disaster drills 
of fake attacks, the president is 
restructuring the government’s approach 
to domestic terror attacks. 
A draft executive order obtained by NBC 
News says President Bush will create an 
Office of National Preparedness to 
coordinate how more than 40 agencies 
respond to chemical, biological or 
nuclear attacks. 
It’s a job former President Bill Clinton 
gave the Justice Department. But 
President Bush will put the new office 
under the jurisdiction of FEMA, and put 
Vice President Cheney in charge of 
planning the nation’s new response to 
terror at home. 
Bush is creating the new office following 
complaints from mayors, governors and 
Congress that money and time are being 
wasted in a quest to create an effective 
plan. 
Indeed, there are still many unanswered 
questions about how the new agency will 
run, says Sen. Richard Shelby, chairman 
of the Senate Intelligence Committee: 
“Where do we go from here? How do we 
set it up to where it will be efficient, to 
where it will be able to respond to a real 
emergency?” 

Opposition to Plan 
But some federal agencies are not happy 
with the president’s decision to give 
FEMA overarching responsibility for the 
nation’s response to a terrorist attack. 
Several current and former counter-
terrorism officials say one reason is that 
Cabinet-level agencies are being asked in 
the most dire circumstances to report to 
an office inside a sub-Cabinet agency. 
Another official noted that the new head 
of the Office of National Preparedness 
will not require Senate confirmation 
despite the power he or she will yield. 
Other officials have been angered by 
what they feel is FEMA Director 
Allbaugh’s “power grab.” One said that 
Allbaugh and National Security Adviser 
Condoleeza Rice “cooked up the plan” 
secretly without discussing it with other 
agencies or even with senior staff at 
FEMA. Allbaugh was Bush’s campaign 
manager last year and is close to the 
president. 
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Allbaugh will appoint the director of the 
Office of National Preparedness, and the 
Defense Department will assign a chief 
of staff to “to ensure close liaison with 
DOD,” according to the draft executive 
order. 
The new role for Cheney apparently is 
less controversial. Like his role in 
administration efforts to resolve the 
nation’s energy crisis, Cheney is being 
asked to come up with a national 
strategy. His recommendations are due 
Oct. 1. 
The timing couldn’t be better — terror at 
home is a growing threat, say counter-
terrorism experts like the CIA’s Paul 
Pillar. 

U.S. Prime Terrorist Target 
“The United States is and will continue to 
be the most vulnerable terrorist target 
simply because of who we are, how big 
we are, how open we are,” he says. 
Until now the most devastating terror 
weapons have been car and truck bombs. 
But military experts say a satellite photo 
of Afghanistan shows a chemical 
weapons laboratory, allegedly built by 
Osama bin Laden. 
 “There is a threat of terrorism escalating 
now to higher levels of casualties, 
particularly the possibility that they 
would use biological or chemical agents,” 
says L. Paul Bremer III of the 
Commission on Catastrophic Terrorism. 
But even car and truck bombs can be 
devastating — they were used to destroy 
the federal building in Oklahoma and two 
U.S. embassies in Africa. Says Pillar: 
“Pretty low-tech, but pretty effective, and 
as we are reminded by the (Timothy) 
McVeigh execution coming up, one can 
inflict mass casualties.” 
The question now is will Bush’s 
reorganization make a difference? And 
will it be in time to respond to the next 
disaster. 
One of the Office of National 
Preparedness’ missions will be improving 
the capabilities of so-called “first 
responders” — state and local 
government agencies that would be first 
on the scene at a terrorist incident. For 
example, the office will establish 
requirements for national stockpiles of 
medicines, vaccines and emergency 
equipment. 

Clear Lines of Oversight 
The Centers for Disease Control is 
currently in charge of the National 
Pharmaceutical Stockpile Program, 
which is charged with getting millions of 
doses of antidotes and other drugs to the 
location of an attack. 
Federal and state officials have long 
complained that responsibilities for these 
kinds of tasks have been parceled out to 
too many agencies — including FEMA, 
the FBI, Secret Service and Defense 
Department — creating overlapping roles 
and no clear lines of oversight. 
The draft executive order is designed to 
clear that up. It gives FEMA the power to 
request immediate help from the FBI, 
Pentagon and Departments of Justice, 
Transportation, Energy, Agriculture and 
Health and Human Services, as well as 
the Environmental Protection Agency. 
The FBI’s role is now “law enforcement 
crisis management,” according to the 
draft. 
In addition, the president reserves the 
right to appoint a “federal incident 
commander” to make sure that all federal 
agencies follow through on requirements 
laid out in the order. 
Andrea Mitchell covers the State 
Department for NBC, and Robert 
Windrem is an investigative producer 
based in New York. 


