
Transcribed, Partial Patient Care Report (PCR) 
 

NARRATIVE 

74 y/o male. Pt has Hx of cardiac, diabetes, morbidly obese. Arrived before FD at residence to fine pt supine in bed. Spouse states that 

she was just speaking with pt and had walked out of the room. Spouse states she found pt unresponsive. Carried pt to living room.  FD 

is on scene. Had FD initiate CPR and oxygenate pt with BVM O2 15LPM. Put quick look patches on pt. Pt appears to be Pulseless V-

Tach. Pt also has pacemaker and pacemaker is firing.  Intubated pt with 7.5 ETT, 23cm at lips. Good CO2 color exchange. Did put 

capnography on pt. FD medic is unable to establish IV access on pt. Pt was given 1 mg 1:10000 Epinephrine, 1 mg Atropine down 

ETT. Established EZ I/O on pt L proximal Tibia. Pt was given another 1 mg 1:10000 Epinephrine, 1 mg Atropine, 1 amp Sodium 

Bicarbonate. Pt was shocked twice on scene by paramedics. First at 200 joules, 360 joules. FD checked pt’s blood sugar- 102. Pt was 

log rolled onto long spine board and C-collar was placed on pts, per county protocol. Carried pt downstairs to stretcher with FD and 

PD assistance. Did contact receiving ED prior to moving pt to advise them of pt’s condition. During transport to ED, established IV on 

pt L AC 18ga cath. Pt was shocked once during transport. Pt has ECG changes of Pulseless V- Tach to V- Fib and back to V Tach. 

Continued with CPR during transport. Pt’s condition did not change during transport. 

 

74 year old 270 Lbs Male 

 

CC Acute  onset CPA provoked by Nothing 

 

PRIMARY ASSESSMENT: Cardiovascular - - Cardiac Arrest (non-traumatic). 

 

SAFETY EQUIPMENT: None 

 

C- Pt is unconscious, unresponsive. 

GCS- 3 

SKIN- P,W,D. Pt is afebrile 

HEENT- Atraumatic, EYES- Non reactive. Not fixed or dilated. 

NECK- Atraumatic. No JVD, trach midline. 

THORAX- Atraumatic. Breath sounds absent bilaterally. Pt’s pacemaker has fired continually. Initial rhythm appears to be pulseless 

V Tach. Pt was shocked total of 3 times in field. Pt does have extensive cardiac HX, per FD. Pt was intubated with 7.5 ETT, 23cm at 

teeth. Good bilateral breath sounds with no gastric distension. Good color change on CO2 detector from purple to gold. CPR is being 

performed with no change in pt’s condition. Pt is being ventilated with BVM O2 15 LPM 

ABDOMEN- Atraumatic, Appears distended. Did not palpate. No gastric sounds noted after intubation. 

PELVIS- Atraumatic 

EXTRIMITIES- Pt has several toes and fingers that are amputated. Pt does have Hx of diabetes. 

 

R- VS, CPR, O2 BVM 15 LPM, &.5 ETT, 23cm teeth, CO2 detector, Capnography, 2mg 1:10000 Epinephrine, 2 mg Atropine, 1 amp 

Sodium Bicarbonate, Pulse Ox, Shocked X 3- 200, 360 Joules EZ I/O L proximal tibia, 1000ml NACL- wide open, IV L AC18 ga 

cath, 1000ml NACL- Rapid. 

 

T- Transported pt Code 3 to ________ , closest facility. Did contact ED prior to transport to advise of pt’s condition. Pt was shocked 

once more during transport. Pt’s condition did not change during transport to ED. Upon arrival to ED, moved pt to room and 

transferred to bed. FD also rode in. Gave pt to report to ED RN and physician. 

 

CARDIAC ARREST   _  Witnessed Arrest EMS Personnel  X  AED  

U/A  _  Breathing   0713  Time First CPR EMS Personnel  AED by: 

U/A      Palpable Pulse      Return of Pulse  Time:   Dptmt: Ambulance 

Time of Collapse             0700      Return Spontaneous Circulation   # Shocks PTA:  0 

   Witnessed arrest Bystander  Time Circulation Returned:   # Shocks on Scene: 2 

X Bystander CPR  Time: 0705  Time CPR Abandoned/Death:   # Shocks During Trans: 1 

 

 



HISTORY OF PRESENT ILLNESS 

Chief Complaint: Acute  onset CPA provoked by Nothing 

HPI: 74 y/o male. Pt has Hx of cardiac, diabetes, morbidly obese. Arrived before FD at residence to fine pt supine in bed. Spouse 

states that she was just speaking with pt and had walked out of the room. Spouse states she found pt unresponsive. Carried pt to living 

room.  FD is on scene. Had FD initiate CPR and oxygenate pt with BVM O2 15LPM. Put quick look patches on pt. Pt appears to be 

Pulseless V-Tach. Pt also has pacemaker and pacemaker is firing.  Intubated pt with 7.5 ETT, 23cm at lips. Good CO2 color exchange. 

Did put capnography on pt. FD medic is unable to establish IV access on pt. Pt was given 1 mg 1:10000 Epinephrine, 1 mg Atropine 

down ETT. Established EZ I/O on pt L proximal Tibia. Pt was given another 1 mg 1:10000 Epinephrine, 1 mg Atropine, 1 amp 

Sodium Bicarbonate. Pt was shocked twice on scene by paramedics. First at 200 joules, 360 joules. FD checked pt’s blood sugar- 102. 

Pt was log rolled onto long spine board and C-collar was placed on pts, per county protocol. Carried pt downstairs to stretcher with FD 

and PD assistance. Did contact receiving ED prior to moving pt to advise them of pt’s condition. During transport to ED, established 

IV on pt L AC 18ga cath. Pt was shocked once during transport. Pt has ECG changes of Pulseless V- Tach to V- Fib and back to V 

Tach. Continued with CPR during transport. Pt’s condition did not change during transport. 

 

TREATMANT AND RESPONSE 

Time Medic  Procedure 

0707  Ambulance ALS Assessment- ALS Assessment Ambulance EMT-P 

0709 FD  O2- BVM at 15 lpm. Indication: OTHER. Result: No Change. 

0709 FD   CPR- Indication: CPA. Result After: No Change. 

0710 FD  Vascular Access – at Left Unsuccessful in 2 attempts. 

0710 Ambulance Intubation – 7.5 mm Oral Endotracheal Tube for Apnea/Agonal Resp to 23cm at teeth. Successful and 1 

laryngosoples. Factors: Patient Size, Short Neck. Tube reassessed at 0710. Tube Reassessed at 0715. 

Result: No Change. Tube Secured: Yes 

0712 Ambulance Epinephrine 1:10000 1 mg ET. Result: No Change. 

0712 Ambulance Atropine 1 mg ET. Result: No Change. 

0713 Ambulance Defibrillation- 

0720 Ambulance Vascular Access – Intraosseous Wide Open at Left Proximal Tibia with 1000cc bag. Successful in 1  

attempts. Indication: MED LINE 

0720 Ambulance Defibrillation- 

0722  Ambulance Epinephrine 1:10000 1 mg IV Push. Result: No Change. 

0722 Ambulance Atropine 1 mg IV Push. Result: No Change. 

0722 Ambulance Sodium Bicarbonate 10 mEq IV Push. Result: No Change. 

0725 FD  Blood Glucose – 102 

0725 FD  Manual C-spine 

0725 FD  Spinal Motion Restriction preformed with Placement: Logroll, Immobilization: 3 straps 

0727 FD  Move to Gurney 

 


