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1. INTRODUCTION 
 Foreword 

 Guidelines for use  
1.  EMS SYSTEM 

- Continuing Education Policy 
- Student Ride along 
- Emergency Driving, Training 
- CISM 
- NIMS 
- Safe Haven for newborns 
- Exposure Control & Reporting 

Plan 
- Hazardous Materials Plan 
- ,ÅÇÁÌ #ÒÅ×Ⱦ5ÓÅ ÏÆ 2.ȭÓ 
- Controlled Substance Policy 
- Quality Control and 

Improvement  
- Run Report Documentation 

Standards 
- Mass Casualty Plan  

 
2.  ADMINISTRATIVE 

- Uniform and Dress Code 
- Footwear Policy 
- Hipaa and Patient Info 
- Facebook and Social Media 
- Responding to 911 calls 
- Placing Ambulance back in 

service 
- Lights and Siren & Run 

Cancellation 
- Physician at Scene 
- Interfacilit y Transports 
- Non-Transportation 
- Do Not Resuscitate 
- Termination of Resuscitation 
- Emergency Transport Hold 
- Destination & Trauma Team 

Alert Criteria 
- Hospital Diversion Policy 
- Photographic documentation 
- Response with Police  
- Responding with Tactical ERU 
- Crime scene  
- Forced Entry 
- Patient Valuables 
- Concealed Weapons 
- Firefighter rehab 
- Responding to fires/alarms 
- Responding to possible 

terrorist   
- Mutual Aid 
- Helicopters 
- Standby Events 
- Family members/riders 
- Suspected child/elderly abuse 
- Influenza Outbreak 
 
3.  Patient Care Guidelines  
- Patient Assessment 

- Air Embolism 
- Airway Obstruction 
- Altered Level of Consciousness 
- Anaphylaxis/Allergy  
- Blood Products 
- Burns 
- Cardiac: Arrest  
- Cardiac: Bradycardia 
- Cardiac: Narrow Complex 

Tachycardia 
- Cardiac: Rapid Atrial Fibrillation  
- Cardiac: Wide Complex 

Tachycardia 
- Cardiac Arrest: Pediatric ACLS 
- Cardiac-Chest Pain & 

Dysrhythmias 
- Congestive Heart 

Failure/Pulmonary Edema 
- Combative/Agitated 

Patient/ Restraints 
- Croup 
- Crush Injuries 
- Domestic Violence 
- Epistaxis and Rhino Rocket  
- Epiglottitis 
- Eye Injuries 
- Firefighter rehab 
- Heat Emergencies 
- Hydrofluori c Acid/ Fluorine Gas 

Exposure 
- Hyperglycemia 
- Hypoglycemia 
- Hypothermia and Frostbite 
- Hypovolemia and Shock 
- Injection Preparation and 

Administration  
- Latex Sensitivity or Allergy 
- Nausea and Vomiting 
- Neurologic-Related Signs & 

Symptoms  
- Pain Management 
- Poisoning /  Overdose 
- RSI (Rapid Sequence Intubation) 
- Rattle snake bite 
- Respiratory-Asthma/COPD 
- Seizures 
- Smoke Inhalation/Carbon 

Monoxide 
- Submersion 
- Syncope 
- Tracheostomy 
- Trauma & C-Spine Exclusion 
- Ventilator ɀ Auto Transport 
- Vertigo 
4.  Obstetr ical  
- Delivery 
- Abruptio Placentae 
- Breech Delivery 
- Cord Prolapse 
- Meconium Aspiration 

- Placenta Previa 
- Postpartum Hemorrhage 
- Pre Eclampsia-Eclampsia 

  
5.  CCTP Specific Care Guidelines  
 
6.  Procedures and Equipment   

- Blood Glucose Monitoring 
- CombiTube 
- King LTS-D 
- Digital Intubation 
- Trousers (PCT) 
- Pulse Oximetry 
- Airway ɀCPAP 
- ResQPod 
- Asherman Chest Seal 
- Demand Valve 
- End Tidal 
- Endotracheal Intubation 
- ET Introducer 
- EZ  I/O Infusion 
- 12 Lead Monitoring 
- Needle Chest Decompression 
- Transcutaneous Pacing 
- Cardioversion 
- Pericardiocentesis 
- Quick Trach 
- Lucas II Device 
 
7.  On Board Medications  
 See next page. 
8.  Transfer Medication  
 See next page. 
9.  Reference & forms  
- Non-transport  
- Customer Survey form 
- Excuse from training form  
- Safe Haven for Newborns form 
- Employee Exposure/Incident 

form 
- ABN form and Medicaid form 
- Normal Vital Signs 
- Glascow Coma Scale 
- Lab Values 
- Burn Chart 
- Photograph consent form 
- Firefighter rehab form 
- MRSA and Tuberculosis 
- WI Patient care short form 
- Inter -facility transfer form 
- RSI Dosing Table 
- Informed consent and Ride along 

form 
- Concealed Weapons chain of 

custody form 
- Import ant Phone numbers 

10.  Orientation Program ; 
Continuous Quality Improvement ; 
forms  
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Medication on board the trucks  
 

Generic Name Brand Name Indication  Provider level  

Adenosine Adenocard Conversion of PSVT to normal sinus rhythm I,P,CCTP,RN 

Albuterol Proventil; 
Ventolin 

For relief of acute bronchospasm E,A, I,P,CCTP,RN 

Amiodarone Coradarone VF/VT; WPW or PSVT with MD order I,P,CCTP,RN 

Aspirin Bayer Suspected cardiac ischemia E,A, I,P,CCTP,RN 

Atropine N/A Symptomatic bradycardia (including beta-blocker and/or 
calcium 
channel blocker OD); Asystole; PEA; Organophosphate 
overdose 

I,P,CCTP,RN 

Brilinta  Ticagrelor Platelet inhibitor  indicated to reduce the rate of 
thrombotic  cardiovascular events in patients with  ACS. 

 

Calcium Chloride N/A Symptomatic hyperkalemia, Hypocalcaemia, Calcium 
channel blocker overdose or toxicity, Respiratory 
depression following administration of magnesium sulfate. 

P,CCTP,RN 

Dextrose 50%  N/A Suspected or known hypoglycemia A,I,P,CCTP,RN 

Dextrose Oral Glutose Suspected or known hypoglycemia MFR,E,I,P,CCTP, 
RN 

Diazepam Valium Muscle relaxant, CNS Depressant P,CCTP,RN 

Diltiazem Cardizem Calcium Channel Blocker. Antagonist P,CCTP,RN 

Diphenhydramine Benadryl Allergic reaction, anaphylaxis, combative, Dystonia P,CCTP,RN 

Dopamine Dopastat; 
Intropin  

Symptomatic hypotension in the absence of hypovolemia P,CCTP,RN 

Epinephrine 1:1,000 Adrenaline Allergic reactions; anaphylaxis MFR,E,I, P,CCTP,RN 
Epinephrine 
1:10,000 

Adrenaline VF, pulseless VT, asystole, and pulseless electrical activity 
(PEA; severe anaphylaxis or asthma 

E,A, I,P,CCTP,RN 

Epinephrine, 
Racemic 2.5% 

 Moderate to severe croup; bronchial asthma; laryngeal 
edema 

P,CCTP,RN 

Etomidate Amidate Pharmacological paralysis in RSI; premedication for 
Cardioversion; CNS insult with suspected increased ICP 

P,CCTP,RN 

Fentanyl Sublimaze Pain control P,CCTP,RN 

Furosemide Lasix Diuretic P,CCTP,RN 

Glucagon  Hypoglycemia, beta blocker or calcium channel 
OD/toxicity  

P,CCTP,RN 

Haloperidol Haldol Acute psychotic disorders P,CCTP,RN 

Heparin  Management of Acute Myocardial Infarction (AMI) 
presenting with STEMI and/or Anticoagulant therapy  

P,CCTP,RN 

Hydromorphone Dilaudid Long acting analgesic P,CCTP,RN 

Ipratropium  
Bromide 

Atrovent Relief of acute bronchospasm. E,A,I,P,CCTP,RN 

Ketamine Ketalar Induction of anesthesia for RSI; control of the aggressive 
excited delirium patient , severe pain control. 

P,CCTP,RN 

Ketorolac 
tromethamine 

Toradol Pain control, Nonsteroidal anti-inflammatory drug 
(NSAID) 

P,CCTP,RN 

Lidocaine Lidocaine Anaesthesia for IO insertion A, P,CCTP,RN 

Lorazepam Ativan Anxiety; Seizure control; aggression; excited delirium I,P,CCTP,RN 

Magnesium sulfate N/A Torsades de pointes; severe asthma; seizures associated 
with eclampsia; contractions in premature labor; digitalis 
toxicity; tricyclic overdose 

P,CCTP,RN 

Methylprednisolone Solu-Medrol Adrenal corticosteroid P,CCTP,RN 

Metoprolol Lopressor Beta-adrenergic blocker P,CCTP,RN 

Midazolam Versed Agitation/discomfort of external pacing and 
cardioversion; agitation; status seizures; combative 
behavior that compromises patient care; anxiety 

P,CCTP,RN 

Morphine sulfate N/A Pain control. I,P,CCTP,RN 
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Naloxone Narcan Respiratory depression from narcotic overdoses; 
diagnostic tool in coma of unknown origin 

E,A,I,P,CCTP,RN 

Nitroglycerine Drip  Chest pain of suspected cardiac origin; pulmonary edema; 
hypertension 

P,CCTP,RN 

Nitroglycerine 
Tablet/Spray 

Nitro -Bid, Nitro-Dur, Nitrol Chest pain of suspected cardiac origin; pulmonary edema; 
hypertension 

B,A,I,P,CCTP,RN 

Nitrous oxide Nitrox Pain management P,CCTP,RN 

Ondanestron 
hydrochloride 

Zofran Nausea or vomiting P,CCTP,RN 

Oxygen N/A Increase arterial oxygen tension (SaO2) MFR,E,A,I, 
P,CCTP,RN 

Rocuronium 
bromide 

Zemuron Additional muscle paralysis following RSI; head injuries 
with agitation or uncontrolled motor activity.  Initial 
paralytic when succinylcholine is contraindicated 
(Physician order only) 

P,CCTP,RN 

Sodium bicarbonate N/A Acidosis/acidemia from cardiac arrest; pre-existing 
metabolic acidosis hyperkalemia; agitation delirium 
associated with cocaine or methamphetamine use 

P,CCTP,RN 

Succinylcholine N/A Paralysis for RSI P,CCTP,RN 

Terbutaline Sulfate Brethine Bronchial asthma, spasm associated with exercise and/or 
COPD 

P,CCTP,RN 

Vasopressin  Peripheral vasoconstriction I,P,CCTP,RN 

Vecuronium 
bromide 

Norcuron Additional muscle paralysis following RSI; head injuries 
with agitation or uncontrolled motor activity 

P,CCTP,RN 

 

Transport Medications  
Back to Index  h

 

Generic Name Brand Name Indication  Provider level  

Alteplase (tPA) Activase Tissue plasminogen activator (tPA) is a class of drugs 
responsible for promoting the breakdown of blood clots 
(thrombolysis). 

P,CCTP, RN 

Ampicillin Sulbactam Unasyn Antibiotic: Monitor for inter -facility transports only. P,CCTP, RN 

Anzemet Dolasetron Nausea and vomiting P,CCTP,RN 

Azithromycin Zithromax. Antibiotic: Monitor for inter -facility transports only. P,CCTP,RN 

Ceftriaxone Rocephin Antibiotic: Monitor for inter -facility transports only. P,CCTP,RN 

Ciprofloxacin Cipro Antibiotic: Monitor for inter -facility transports only. P,CCTP,RN 

Compazine Prochlorperazine Antiemetic, GI Stimulant P,CCTP,RN 

Enalapril Vasotec ACE inhibitor P,CCTP,RN 

Esomeprazole Nexium Proton pump inhibitor works by decreasing the amount  
of acid produced by the stomach 

P, CCTP, RN 

Fosphenytoin Cerebyx Water-soluble prodrug of phenytoin used to treat 
repetitive epileptic seizures 

P, CCTP, RN 

Flumazenil Romazicon Reversal of sedative effects of benzodiazepines P,CCTP,RN 

Gentamicin Sulfate  Antibiotic: Monitor for inter -facility transports only. P,CCTP,RN 

Imipenem/  Cilastatin Primaxin Antibiotic: Monitor for inter -facility transports only. P,CCTP,RN 

Integrilin  Reopro, Aggrastat Cardiac patients with signs/symptoms of ischemia or 
AMI. 

P,CCTP,RN 

Insulin Humulin-R, Novolin-R, 
Humalog 

Hormone produced by the body that is responsible for the 
regulation of blood glucose levels. 

 

P, CCTP, RN 

Metoclopramide Reglan Antiemetic, GI Stimulant P,CCTP,RN 

Moxifloxacin !ÖÁÌÏØΆ Antibiotic: Monitor for inter -facility transports only. P,CCTP,RN 

Nicardipine  Cardene Relaxes vascular smooth muscle and increases cardiac 
output, coronary blood flow and oxygen supply without 
increasing cardiac oxygen demand.  

P, CCTP, RN 

Norepinephrine Levophed Stimulates alpha-receptors in arterial and venous beds P,CCTP,RN 
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and beta1 receptors of the heart. 
Packed Red Blood Blood For blood replacement P,CCTP,RN 

Pantoprazole Protonix Proton pump inhibitor works by decreasing the amount  
of acid produced in the stomach. 

P,CCTP, RN 

Piperacillin-tazobactam :ÏÓÙÎΆ Penicillin-type antibiotics used to treat a wide range of 
bacterial infections 

P,CCTP,RN 

Potassium K Used in cases of Hypokalemia P, CCTP, RN 
Proparacaine Opthane Suspected corneal abrasion; burns or foreign body in eye P,CCTP,RN 

Promethazine Phenergan Antihistamine, Antiemetic P,CCTP,RN 

Propofol  $ÉÐÒÉÖÁÎΆ Sedation for RSI P, CCTP, RN 

Thiamine Vitamin B1 Allows break down of glucose P,CCTP,RN 

Total Parenteral 
Nutrition  

TNP Provides all daily nutritional requirements P, CCTP, RN 

Vancomycin Vancocin Antibiotic: Monitor for inter -facility transports only. P,CCTP,RN 
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Introduction  
 
Baldwin Area Medical Center is our Medical Control Hospital.  Emergency Care Consultants is the Certified 

Emergency Physicians group providing medical direction to our service. 

This document contains the guidelines and protocols for pre-hospital care for MEDICAL FIRST 
RESPONDER (MFR), EMERGENCY MEDICAL TECHNICIAN (EMT), ADVANCED EMT, INTERMEDIATE, 
PARAMEDIC, REGISTERED NURSE and CRITICAL CARE TRANSPORT PARAMEDIC.  This document 
establishes standards of care that conform to the current guidelines of the State of Wisconsin and is 
intended for pre-hospital personnel that have been properly trained and authorized to administer care 
within the scope of practice of licensure.  

The patient care guidelines are not intended to be absolute treatment doctrines, but rather guidelines with 

sufficient flexibility to meet the needs of complex cases and to provide guidelines for patient care in the 

event of emergencies & disasters and act as standardization in the event Medical Control is unavailable. 

The patient care guidelines are divided by level of the provider. Those of more advanced training are 

expected to ensure that the interventions of the previous levels have been performed. All levels of 

providers may operate under these protocols without on-line medical control, unless specifically 

mentioned.  In the event that communications cannot be established with Medical Control, pre-hospital 

personnel shall continue to provide treatment to the degree authorized by the Medical Director in these 

guidelines.  

All guidelines assume that EMS Personnel will follow appropriate scene safety and BSI precautions, 

and will operate within their scope of practice as trained  by authorized training centers and 

Medical Direction.  

Medical Control may be contacted at any time if the pre-hospital provider has questions or concerns, needs 
guidance or advice. It is expected that each level of provider request appropriate additional resources. 
Resource requests should be made as early as possible to maximize potential interventions and patient 
outcomes. 

The enclosed guidelines are approved for use by EMS personnel of Baldwin Area EMS effective December 
31, 2015.  
 
 

 
 
 
______________________________________________   ____________________________________________ 
Tom Boyer, NRP     Joseph Wahlberg, M.D./FACEP 
EMS Chief      Medical Director 
Baldwin Area EMS      
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Continuing Education Policy  
The maintenance of skill is of paramount importance in providing high levels of patient care.  
 
Baldwin Area EMS provides local training on a monthly basis for the purpose of maintaining National 
2ÅÇÉÓÔÒÙ ÏÆ %-4ȭÓ certification and State of Wisconsin Licensure as required by Medical Direction. The 
training also covers requirements of the Village of Baldwin as your employer to meet standards of other 
regulatory agencies on a biennium basis. 
 
The Baldwin Area EMS must file a copy of each of the following documents:  

a. Wisconsin license 
b. Current CPR Professional or Health Care Provider card. 
c. Current ACLS, PEPP or PALS certification cards. (WI does not allow hand written cards) 
d. Current WMD, HazMat awareness, and Blood Borne Pathogens training certificates. 
e. NIMS training certificates. 
f. Copy of any other professional health care license or certificate required for the level of service 

you are operating at.  
g. Current vaccinations (as required by training centers and clinical sites) 

 
Required Refresher Training:  
Our refresher and other training are conducted by WI authorized training centers which include Regions 
%-3ȟ 7)4#ȟ #64#ȟ ÁÎÄ ÏÔÈÅÒ ÁÐÐÒÏÖÅÄ 4#ȭÓȢ It is vitally important for you to attend all training to be 
assured you will meet refresher and renewal requirements. Some of these training sessions can be made 
up, others cannot. Check with your Training Officer several days prior to missing any session. 
 
The service provides all training free of charge to employees. If you miss training and fail to make it up, you 
will need to find a Wisconsin approved refresher or training  courses in order to maintain your license or 
certification. The cost of that refresher or makeup course will be your expense. Documentation must be 
provided to the Training Officer upon completion of any makeup session. 
 
Note: Completion of a full EMS course (upgrading to a higher level of care) during the biennium fulfills all 
refresher requirements for state licensure.  
 
Quarterly, annual and bi annual testing of certain skills by level is conducted by Medical Director or 
designee (Technical College or Regions EMS Training Center). 
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EMR 
16 
hrs. 8 P N/A P P P P P P N/A N/A N/A N/A P 

EMT 
30 
hrs. 48 P N/A P P P P P P N/A P N/A N/A P 

AEMT 36 48 P N/A P P P P P P P P N/A N/A P 
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hrs. 

Intermediate 
48 
hrs. 24 P P P P P P P P P P N/A N/A P 

Paramedic 
48 
hrs. 24 P P P P P P P P P P P N/A P 

CCTP/RN 
48 
hrs. 

36 
CCTP 

specific P P P P P P P P P P P P 

Including 
CCTP 
Specific 

END 
Back to Index  h

Student ride along  
EMS Student Ride-Along definition : Someone who has provided the EMS Chief with a training permit, 
immunizations, CPR card, and signed our privacy policy but has not been hired by Baldwin Area EMS. The 
student must be from a pre-approved training program or affiliated agency. Ride-along students are not 
paid. 
 
General Guidelines:  
1. Any individual who rides with Baldwin Area EMS will be under the direct supervision of the crew to 
×ÈÉÃÈ ÔÈÅÙ ÁÒÅ ÁÓÓÉÇÎÅÄȢ 4ÈÅ ÐÒÅÃÅÐÔÏÒÓ ÃÁÎ ÒÅÆÕÓÅ ÔÏ ÂÅÇÉÎ ÏÒ ÃÏÍÐÌÅÔÅ ÔÈÅ ÒÉÄÅÒȭÓ ÓÈÉÆÔ ÉÆ ÔÈÅ 
ÐÒÅÃÅÐÔÏÒÓ ÁÒÅ ÕÎÃÏÍÆÏÒÔÁÂÌÅ ×ÉÔÈ ÔÈÅ ÐÁÒÔÉÃÉÐÁÎÔȭÓ ÁÃÔÉÏÎÓȟ mode of dress, attitude or has experienced 
previous poor performance with the rider.  

2. No riders will be allowed without having scheduled in advance, they can call the station to schedule a 
shift.  If you need to cancel your shift, you must contact the duty officer at 715-760-1491. All requests 
for Ride-Along must be pre-approved.  

3. Please arrive at the station ten minutes early for assigned shifts and be dressed appropriately. Be 
aware that a crew may be called out right at the beginning of the shift and may not return to the base 
for an extended period of time.  

4. Be sure to bring food or money to buy your meals.  There is a refrigerator and a full kitchen at the 
station. 

5. Riders must comply with all employee policies, reviewed with FTO before first ride along. 
 
Dress Code: 
In order for patients, first responders, and others to identify the rider as a part of the team you must wear 
the following: 
1. Solid white button down shirt (with a collar). Tee shirts/sweatshirts are NOT acceptable. Plain white t-

shirts are required to be worn underneath the white shirt. 
2. Dress slacks of a dark color (black or navy blue) with dark socks. Blue jeans, denim pants are NOT 

acceptable. EMS pants are encouraged.  
3. Black heavy-toed boots are recommended to prevent injury, but tennis shoes are acceptable as long as 

they have a closed toe and are in good shape.  All footwear must be properly secured to the feet. 
4. Students or riders from other EMS agencies may NOT wear that uniform or jacket. 
 
Rider Procedures:  

1. Riders must read and sign a Ȱconsent and releaseȱ form.  See forms section. 
2. Riders are not allowed to carry radios or pagers. 
3. All riders will comply with workplace violence and sexual harassment policies. 
4. Riders must follow all orders concerning patient care. 
5. Riders must practice only at their certification /Permit  level as approved by school and this 

department.  
6. Riders will be given a station tour, ambulance orientation and review of any emergency procedures 

at the beginning of the shift. 
7. Riders are not allowed to drive vehicles.  
8. Riders may be asked to remain in the ambulance if required for your safety. 
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9. Riders will be seat belted while the vehicle is moving. There is the exception where involvement in 
patient care may dictate the need to remove the seatbelt. Use good judgment. 

10. Patient care is our top priority. If a critical patient is encountered, the crew may seem to exclude 
the rider. Be alert to what is happening since your assistance may be crucial in the overall effort of 
patient care. 

11. Riders must remain in the back during general driving and in response to calls. 
 
END 

Back to Index  h

Emergency Vehicle Operation and Drivers Training  

Purpose: The purpose of this policy is to coordinate the efficient response of personnel and emergency 
vehicles to the scene of an emergency while minimizing risk to persons and property. The driver of each 
vehicle bears full responsibility for adherence to this policy. State and local laws may exempt authorized 
emergency vehicles from regular traffic laws when the vehicles are responding to an emergency. However, 
neither state and local laws nor this procedure absolve the driver of an emergency vehicle from the 
responsibility of driving with due regard for the safety of others on the road. The driver remains fully 
accountable for his/her actions. Safety should not be sacrificed in order to increase the speed of the response. 
 
Driving Training:  /ÎÌÙ ÐÅÒÓÏÎÎÅÌ ×ÈÏ ÈÁÖÅ ÃÏÍÐÌÅÔÅÄ ÔÈÅ ÓÅÒÖÉÃÅȭÓ ÄÒÉÖÅÒ training  and are approved by the 
EMS Chief may operate service vehicles, unless a person operates a vehicle under supervision as part of the 
driver training program.  Baldwin Area EMS hires instructors to train personnel using Emergency Vehicle 
Operators Course (EVOC) or Coaching the Emergency Vehicle Operator (CEVO).  Failure to pass one of these 
driving courses when they are offered will result in the staff member losing their ability to drive any piece of 
ÅÑÕÉÐÍÅÎÔȢ  )Æ ÓÔÁÆÆ ÍÅÍÂÅÒ ÃÁÎÎÏÔ ÐÁÓÓ ÔÈÅ ÄÒÉÖÉÎÇ ÃÏÕÒÓÅ ÁÆÔÅÒ ÍÏÒÅ ÔÈÁÎ ÏÎÅ ÁÔÔÅÍÐÔȟ ÉÔ ÉÓ ÕÐ ÔÏ ÔÈÅ #ÈÉÅÆȭÓ 
discretion, but the employee could be terminated.  
  
Driver Background:  All emergency vehicle operators shall have an acceptable driving record annually.  
Driving  privileges ÃÁÎ ÂÅ ÒÅÖÏËÅÄ ÁÔ ÔÈÅ #ÈÉÅÆȭÓ ÄÉÓÃÒÅÔÉÏÎ ÉÆ ÔÈÅ #ÈÉÅÆ ÆÅÅÌÓ ÔÈÅ ÓÔÁÆÆ ÍÅÍÂÅÒ ÈÁÓ ÂÅÅÎ ÄÒÉÖÉÎÇ 
in an unsafe manner. 
 
Seat Belts: All persons ÓÈÁÌÌ ÕÓÅ ÔÈÅ ÖÅÈÉÃÌÅȭÓ Óafety belts. All personnel in charge of a service emergency 
vehicle will insure that all passengers use safety belts whenever the vehicle is in motion. All personnel in the 
patient care area shall be seat-belted at all times unless this interferes with essential patient care. 
 
Exiting the Station:   The driver shall be aware of other emergency vehicles leaving the station at the same 
time.  Vehicles traveling to the same location should respond using the same route when practical.  
Emergency vehicles shall not travel closer than 500 feet of each other, and they shall utilize different warning 
tones. 
 
Warning Devices:  All audible and visual warning devices shall be in operation when making an emergency 
response. Headlamps should be turned on whenever the ambulance is in operation for added safety. 
 
Speed: Under ideal conditions (light traffic, dry roads, and excellent visibility), the maximum speed of any 
responding vehicle shall be reasonable and prudent with consideration of the posted speed limit. The driver 
shall always maintain a speed consistent with safe operation of the vehicle under the prevailing conditions. 
 
Driving Left of Center:  Driving in the center turning lane or left of center is extremely dangerous and shall be 
avoided whenever possible. If it is necessary to drive in them, the maximum permissible speed shall be 
prudent and reasonable, considering the increased possibility for the need to stop. 
 
Intersections:  Intersections are the most dangerous areas to approach during an emergency response. The 
following special precautions shall be observed by all responding vehicles: When an emergency vehicle must 
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approach an intersection in the center lane or left of center, the driver shall maintain an ability to come to a 
complete stop until all other traffic in the intersection has yielded. This applies even when the emergency 
vehicle has a green light at a controlled intersection. 
 
Passing on the Right: Passing vehicles on the right is a dangerous maneuver that shall be avoided. 
 
Backing : Avoid backing up whenever possible. If backing is necessary: 1. Always backup upon arrival 
preparing for rapid egress. 2. Use a guide. 3. OÐÅÎ ÄÒÉÖÅÒȭÓ ×ÉÎÄÏ× to hear guide. 4. If you lose sight of the 
guide, stop immediately and re-establish line of sight.  
 
Parking:  Curb the wheel when possible, set the parking brake to prevent rollaway/run aw ay vehicle.  
END                                                                                                                                                                                  Back to Index  h

 
Critical Incident Stress Management  
PURPOSE  
The purpose of a Critical Incident Stress Management (CISM) is to provide support and professional 
intervention after emergency personnel have been subjected to a significant traumatic event. CISM is 
designed to mitigate the impact of a critical incident and accelerate the mental healing process. Each 
situation is different and the process below may not always apply. You must notify the chief should you 
wish help. Other crewmembers should always be alert and notify the chief should you see another EMT in 
need. 
 
OVERVIEW OF CISM 
1. CISM teams are designed and implemented to specifically address the needs of emergency personnel, 

thus assuring that the very best support services are provided. The team is comprised of licensed 
mental health professionals and peer support personnel drawn from fire, EMS, police, dispatchers, 
nursing, disaster management, etc.  

2. Peer support members are volunteers who have had received training in a CISM training course. They 
are selected to participate in the CISM Team because they are trained, have the respect of their peers, 
are mature and care about the well-being of their fellow emergency workers. Peer support personnel 
perform the following:  

a. Initiate the first contact with those who have responded to the scene of a critical incident.  
b. Assess the need for defusing or debriefings.  
c. Contact the CISM Team Leader to begin the process of organizing a debriefing.  
d. Call for mental health support when their training and resources are exceeded.  
e. Assist with CISM-related educational activities.  

 
Critical Incident  Stress Management Teams 

a. CISM teams are designed and implemented to specifically address the special 
personalities, stressors, and needs of emergency personnel, thus assuring that the very 
best support services are provided.  

b. Information shared during any part of the CISM process is confidential and will not be 
utilized for any purpose other than the benefit of the individual(s) involved.  

c. Critical Incident Stress Management involves on scene support, demobilization for large-
scale events, defusing, debriefings, and awareness education.  

 
1. On-Scene Support  
Peer Support personnel play a key role in providing on-scene support services to distressed emergency 
workers. There are generally three things peer support personnel may handle at the scene:  

a. Brief assistance to obviously distressed co-workers.  
b. Advice to the command staff as the situation warrants.  
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c. Brief assistance to victims and their family members to reduce interference with operations. 
Once other appropriate victim-oriented agencies arrive, the care of distressed victims is turned 
over to the qualified agencies.  

 
2. Demobilization Support  

a. This intervention is reserved for large-scale events.  
b. Demobilization support takes place at a site away from the scene when the work is completed.  
c. The entire process takes about 30 minutes and is coordinated by a mental health professional.  

Personnel are given information about stress and the typical signs and symptoms people experience. 
3. $ÅÆÕÓÉÎÇȭÓ 

a. Defusing are small group processes that involve personnel from the initial arriving unit(s).  
b. Defusing is much shorter, less formal, and less structured than a debriefing. They are given 

within a few hours of the event and usually last about 30 to 40 minutes.  
c. The main purpose of a defusing is to stabilize the on-duty personnel so they can return to 

normal service or, if they are at the end of the shift, allowed to go home without unusual stress.  
d. Defusing allow personnel an initial forum to ventilate their reactions to a critical event. It also 

provides for stress related information to be distributed.  
e. Defusing are typically managed by peer support personnel, preferably from outside the 

involved agency, but may be led by a mental health person if peer support personnel decide 
that it is necessary.  

f. Defusing will accomplish one or two major goals in reference to the formal debriefing process. 
A well run defusing will either eliminate the need to provide a formal debriefing, or it will 
enhance the formal debriefing.  

 
4. Debriefings  
Debriefings are structured group meetings that emphasize ventilation of emotions and other reactions to a 
critical event. In addition, they are educational discussions designed to address the impact of stress 
producing situations and their effects on the emergency service personnel. Debriefings are essentially 
discussions of the critical incident in a confidential meeting. They are not considered psychotherapy, nor 
are they psychological treatment. Instead, debriefings are discussions designed to put a bad situation into 
perspective. The two major goals of debriefings are to:  

1. Reduce the impact of a critical event.  

2. Accelerate the recovery of normal people who are suffering through normal but painful reactions 
to abnormal events.  

Debriefing Guidelines:  
a. All members must be off-duty (or relieved of duty) to participate in CISM activities. 
b. The formal debriefing process will include only the members that were involved in the incident. This 

may include multiple agencies, such as police, fire, communications, specialty crews, etc.  
c. #)3- ×ÉÌÌ ÂÅ ÉÎ Á ȰÑÕÉÅÔȱ ÐÌÁÃÅ ÐÒÅÆÅÒÁÂÌÙ Á×ÁÙ ÆÒÏÍ ÔÈÅ ÓÃÅÎÅ ÁÎÄȾÏÒ ÁÇÅÎÃÙȢ 2ÁÄÉÏÓ ÁÎÄ ÐÁÇÅÒÓ ×ÉÌÌ ÂÅ 

turned off during the CISM process.  
d. There will be no written, audio or video record of CISM activities.  
e. The CISM process is CONFIDENTIAL. Only personnel involved with the incident are permitted to 

attend.  
f. Debriefings are not a critique of the incident and thus will not allow specifics to be addressed.  
g. The formal debriefing process achieves its best effects when it is offered after 24 hours and before 72 

hours following a critical incident. However, when necessary, debriefings have been performed up to 
eight weeks after an incident.  

 
5. Educational Awareness  
The CISM team is active in pre-hospital stress education and prevention programs. The team serves as a 
resource and referral network for emergency personnel who need more support than can be provided by a 
debriefing. Family education and support programs are also an integral part of the team effort.  
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CRITICAL INCIDENT PROCESS  
Critical incidents can be any event with sufficient impact to overcome the usual coping abilities of 
emergency personnel. Effects could be immediate or delayed.  
 
There are a number of criteria to which an employee, supervisor, peer support personnel or command staff 
might decide to request or provide CISM to personnel after a critical incident. The final decision to conduct 
a formal debriefing will be made by the CISM Team Leader or Baldwin EMS Chief or designee, after 
consultation with the affected personnel.  
The following incidents may require a CISM team:  

a. Line of duty death.  
b. Suicide of an emergency worker.  
c. Serious injury to an emergency worker.  
d. Serious multi-casualty disaster.  

Other types of incidents where the need for CISM may be useful include:  
a. Significant event involving pediatrics.  
b. Incidents where personnel may know the victim.  
c. Police involved shooting.  
d. Prolonged incident with loss of life.  
e. Incident with excessive media interest.  
f. Any other significant event having and unusually powerful impact on emergency personnel.  

Some individual signs that need to be considered include: 
a. Many personnel appearing distressed after being involved with a particular incident.  
b. Behavioral changes noted in a person after a critical event.  
c. Personnel noted making significant errors on calls occurring after a critical incident.  

 
CISM ACTIVATION PROCESS  
Requesting crewmember of EMS contacts the EMS Chief.  
The chief shall supply the following information to the CISM team:  

a. Agency(s) requesting the CISM team.  
b. Type of incident.  
c. Number of members involved.  
d. Call back contact number or pager/cell number.  

 
 
END 
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National Incident Management System (NIMS)  
The NIMS Integration Center was established by the 3ÅÃÒÅÔÁÒÙ ÏÆ (ÏÍÅÌÁÎÄ 3ÅÃÕÒÉÔÙ ÔÏ ÐÒÏÖÉÄÅ ȰÓÔÒÁÔÅÇÉÃ 
ÄÉÒÅÃÔÉÏÎ ÆÏÒ ÁÎÄ ÏÖÅÒÓÉÇÈÔ ÏÆ ÔÈÅ .ÁÔÉÏÎÁÌ )ÎÃÉÄÅÎÔ -ÁÎÁÇÅÍÅÎÔ 3ÙÓÔÅÍȣ ÓÕÐÐÏÒÔÉÎÇ ÂÏÔÈ ÒÏÕÔÉÎÅ 
ÍÁÉÎÔÅÎÁÎÃÅ ÁÎÄ ÔÈÅ ÃÏÎÔÉÎÕÏÕÓ ÒÅÆÉÎÅÍÅÎÔ ÏÆ ÔÈÅ ÓÙÓÔÅÍ ÁÎÄ ÉÔÓ ÃÏÍÐÏÎÅÎÔÓ ÏÖÅÒ ÔÈÅ ÌÏÎÇ ÔÅÒÍȢȱ 
 
The NIMS is a comprehensive incident response system developed by Homeland Security at the request of 
the President of the United States. The NIMS Integration Center will oversee all aspects of the NIMS, 
including the development of NIMS-related standards and guidelines and the provision of guidance and 
support to incident management and responder organizations as they implement the system. The Center 
also will validate compliance with the NIMS and National Response Plan responsibilities, standards and 
requirements. 
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The NIMS Integration Center is a multi-jurisdictional, multidisciplinary entity made up of federal 
stakeholders and over time state, local and tribal incident management and first responder organizations. It 
is situated at the Department of Homeland SecurÉÔÙȭÓ &ÅÄÅÒÁÌ %ÍÅÒÇÅÎÃÙ -ÁÎÁÇÅÍÅÎÔ !ÇÅÎÃÙ ɉ&%-!ɊȢ  
The organization of the Center includes the following branches: 
¶ Standards and Resources  
¶ Training and Exercises  
¶ System Evaluation and Compliance  
¶ Technology, Research and Development  
¶ Publications Management  

 
Baldwin Area EMS recognizes NIMS as the official incident management system and will train personnel to 
the following levels: 
 
%-4ȭÓ ÍÕÓÔ ÏÂÔÁÉÎ )#3 ρππȟ ςππ ÁÎÄ χππȢ 
Chief, Assistant, and Duty Officers shall obtain ICS 300 and 400. 
 
NIMS has been incorporated into the EOP (Emergency Operations Plan) for the Village of Baldwin. 
 
 
END 
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Safe Haven for Newborns 

The Safe Haven for Newborns law was passed to provide a safe place for unwanted newborn babies in lieu 
of abandonment, injury, or death. The law states that a law enforcement officer, EMT, or hospital staff 
member may take into custody any child they reasonably believe is 72 hours old or younger , where the 
parent of the child relinquishes custody and does not express any intent to return the child. 
 
The Baldwin EMS Department, in compliance with the Safe Haven for Newborns law (2001 
Wisconsin Act 2) will provide confidential protective shelter, medical care, and treatment to babies up to 72 
hours old. 
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When a mother approaches ANY Baldwin EMS Department volunteer or employee and indicates she wants 
the baby to be accepted into the Safe Haven program, the volunteer or employee is to accept the baby from 
the mother. 
 
PROCEDURE: 

1. Accept the newborn baby from the mother 
2. Do not ask the mother for her name or any identification 
3. There is no need to notify the police 
4. Provide the person dropping the baby off with an envelope of information (on clipboard in station) 

and ask that the birthmother complete the questions here, or mail back it to the Baldwin EMS 
Department 

 
Transport the baby to the Baldwin Area Medical Center Emergency Department without delay. 

 
 

END 
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Exposure Control Plan  
 

The Baldwin EMS Department is committed to providing a safe and healthful work environment for our 
entire staff. In pursuit of this endeavor, the following exposure control plan (ECP) is provided to eliminate 
or minimize occupational exposure to bloodborne pathogens in accordance with OSHA standard 29 CFR 
ρωρπȢρπσπȟ Ȱ/ÃÃÕÐÁÔÉÏÎÁÌ %ØÐÏÓÕÒÅ ÔÏ "ÌÏÏÄÂÏÒÎÅ 0ÁÔÈÏÇÅÎÓȱ ÁÎÄ ÁÌÓÏ ÉÎÃÏÒÐÏÒÁÔÅÓ ÔÕÂÅÒÃÕÌÏÓÉÓ ÃÁÓÅÓ 
into the plan.  
 
This ECP is a key document to assist our organization in implementing and ensuring compliance with the 
standard, thereby protecting our employees. This ECP includes:  

Program Administration  
Determination of employee exposure  
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Implementation of various methods of exposure control including:  
1. Universal Precautions  
2. Engineering and work practice controls  
3. Personal protective equipment  
4. Housekeeping  

Ambulance Cleaning Procedure  

Equipment Cleaning Procedure  

1. Hepatitis B vaccination and antibody testing when appropriate.  
2. Post-exposure evaluation and follow-up  
3. Administration for post-exposure evaluation and follow-up  
4. Evaluating the circumstances surrounding an exposure  
5. Communication of hazards to employees and training.  

6. Recordkeeping  
7. Tuberculosis Policy  
8. Definitions  

The methods of implementation of these elements of the standard are discussed in the subsequent pages of 
this ECP.  
 
PROGRAM ADMINISTRATION  
The Chief, Assistant Chiefs, or Duty Officer, hereafter designated as the Officers, are responsible for the 
implementation of the ECP. The Officers of the service will maintain, review, and update the ECP at least 
annually, and whenever necessary to include new or modified tasks and procedures.  
 

Assistant Chiefs are ÃÌÁÓÓÉÆÉÅÄ ÁÓ ÔÈÅ Ȱ)ÎÆÅÃÔÉÏÕÓ #ÏÎÔÒÏÌ /ÆÆÉÃÅÒȱ ÆÏÒ Ôhe Baldwin EMS Department. This 
person will be responsible to oversee all bloodborne pathogens for the service and record them 
appropriately.  
 
All employees who are determined to have occupational exposure to blood or other potentially infectious 
materials (OPIM) must comply with the procedures and work practices outlined in this ECP.  
 
The Baldwin Area EMS Department will maintain and provide all necessary personal protective equipment 
(PPE), engineering controls (e.g. sharps containers), labels, and red bags as required by the standard. The 
Second Assistant Chief will ensure that adequate supplies of the aforementioned equipment are available in 
the appropriate sizes. The Officers will be responsible for ensuring that all medical actions required are 
performed and that appropriate employee health and OSHA records are maintained.  
 
The Officers will be responsible for training, documentation of training, and making the written ECP 
available to employees, OSHA, and NIOSH representatives. If it is determined that revisions need to be 
made, the Officers will ensure that appropriate changes are made to this ECP. (Changes may include an 
evaluation of safer devices, adding employees to the exposure determination list, etc. 
 
EMPLOYEE EXPOSURE DETERMINATION  
The following is a list of all job classifications within our organization in which all employees have 
occupational exposure:  

1. %-4ȭÓ ɉ-ÅÄÉÃÁÌ 2ÅÓÐÏÎÄÅÒȟ %-4 "ÁÓÉÃȟ )ÎÔÅÒÍÅÄÉÁÔÅ 4ÅÃÈÎÉÃÉÁÎȟ )ÎÔÅÒÍÅÄÉÁÔÅȟ 0ÁÒÁÍÅÄÉÃɊ 

2. Maintenance Personnel, Ride Along Students, and Explorers. 
The following is a list of job classifications in which outside organizations have the potential for 
occupational exposure with our organization:  

1. Baldwin Area First Responders.  
2. United Fire Department Personnel.  
3. Local Police and Sheriff Department Personnel.  
4. Baldwin-Woodville and St. Croix Central Athletic Trainers.  
5. Any mutual aid pre-hospital or hospital personnel, which may be on scene.  
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METHODS OF IMPLEMENTATION AND CONTROL  
Universal Precautions  

All employees within Baldwin EMS will utilize universal precautions:  

1. Jumpsuits or uniforms must be worn on every run. Jackets maybe worn in addition to these.  

2. Gloves will be worn on every call prior to attending to a patient.  

3. Every attendant will wash their hands after removing gloves, preferably at the location the patient 
was delivered.  

4. Gloves will be disposed of properly, in a waste receptacle if unsoiled, in a biohazard bag if possibly 
soiled with infectious waste.  

5. CPR will be performed with a Microshield, pocket mask, bag valve or positive pressure mask.  
Exposure Control Plan  

All employees covered by the bloodborne pathogens standard receive an explanation of this ECP during 
their initial training and orientation sessioÎȢ 4ÈÅ ÐÌÁÎ ×ÉÌÌ ÁÌÓÏ ÂÅ ÒÅÖÉÅ×ÅÄ ÉÎ ÅÍÐÌÏÙÅÅȭÓ ÁÎÎÕÁÌ 
refresher training. All employees have access to this plan at any time by looking it up in the procedure 
book located in each of the ambulances, in the office or in the training room. A copy of the ECP will be 
provided to any employee that requests one. The copy will be submitted to the employee within 15 
working days of the request.  
 
The Officers are responsible for reviewing and updating the ECP annually or more frequently, if 
necessary, to reflect any new or modified tasks and procedures which affect occupational exposure and 
to reflect new or revised employee positions with occupational exposure. The annual update 
documentation will include:  

1. An assessment of technology changes that can reduce exposures.  

2. An assessment of appropriate commercially available and effective safer medical devices designed 
to eliminate or minimize occupational exposure.  

3. Methods used for soliciting the input from non-managerial employees in the identification, 
evaluation and selection of effective engineering and work practice controls.  

 
Engineering Controls & Work Practices  

Engineering controls and work practice controls will be used to prevent or minimize exposure to 
bloodborne pathogens. The specific engineering controls and work practice controls used are listed 
below:  

1. Protect IV needles  

2. Needle-less IV system  

3. Needle safe syringes  

4. Needle safe lancets  
 

Sharps containers are inspected, maintained or replaced by the Assistant Chief biweekly or whenever 
necessary to prevent overfilling  

Baldwin Area EMS identifies the need for changes in engineering control and work practices through 
reviewing past OSHA records, employee interviews and training  activities.  
 
Our Department evaluates the need for new products/procedures through open discussion at monthly 
meetings and through training activities. The Officers and all employees are involved in this process.  
 
The Chief will ensure effective implementation of these recommendations.  

 
Personal Protective Equipment  

PPE is provided to our employees at no cost to them. Training is provided by the Officers in the use of 
the appropriate PPE for the tasks or procedures employees will perform.  
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The types of PPE available to employees are as follows:  
1. Non-disposable = Jumpsuits, uniforms and jackets  
2. Disposable = gloves, gowns, booties and eye protection.  

 
All disposable PPE is located inside the ambulances and storage room in the building. The officers of 
the service are responsible for ensuring appropriate disposable PPE is available to employees. 
Employees are responsible to notify an officer if they know of a deficiency or problem with any 
disposable PPE.  
All employees using PPE must observe the following precautions:  

1. Wash hands immediately or as soon as feasible after removal of gloves or other PPE.  

2. Never wash or decontaminate disposable gloves for reuse.  

3. Remove PPE after it becomes contaminated and before leaving the work area.  

4. Used PPE may be disposed of in the garbage unless contaminated with infectious substances then 
they must be disposed of in a red biohazard bag.  

5. Wear appropriate gloves when it can be reasonably anticipated that there may be hand contact 
with blood or OPIM and when handling or touching contaminated items or surfaces.  

6. Replace gloves if torn, punctured, contaminated, or if their ability to function as a barrier is 
compromised.  

7. Utility gloves may be decontaminated for reuse if their integrity is not compromised. Utility gloves 
must be discarded if there are any signs of cracking, peeling, tearing, puncturing, or deterioration.  

8. Wear appropriate face and eye protection when splashes, sprays, spatters, or droplets of blood or 
OPIM pose a hazard to the eye, nose or mouth.  

9. Remove immediately or as soon as feasible any garment contaminated by blood or OPIM, in such a 
way as to avoid contact with the outer surface of other garments or your skin.  

 
The procedure for handling used PPE is as follows:  
Non-Disposable  
1) Upon contamination of ambulance ÐÅÒÓÏÎÎÅÌȭÓ ÃÌÏÔÈÉÎÇȾÇÁÒÍÅÎÔÓȟ Ôhe contaminated item(s) must be 

removed as soon as possible and placed into a biohazard bag. The Infection Control Officer must be 
notified immediately so the appropriate actions may be taken.  

2) Any other non-disposable PPE may be washed at the ambulance station as needed.  
Disposable  

 
All disposable  PPE is discarded. Non-contaminated PPE may be discarded in general garbage. All 
contaminated PPE should be discarded in red biohazard bags/containers located in each ambulance and at 
the hospital. 
 
Housekeeping  

Regulated waste is placed in red biohazard containers, which are closeable, constructed to contain all 
contents and prevent leakage. The containers shall be closed prior to removal to prevent spillage or 
protrusion of contents during handling.  
Sharps disposal containers should be placed in the red biohazard containers at Baldwin Area Medical 
Center. No full sharps containers shall be discarded at the ambulance station.  
 
Contaminated sharps are discarded immediately or as soon as possible in containers that are 
designated as sharps containers. The containers should be closable, puncture resistant, leak proof and 
labeled as biohazard sharps. Sharps containers are located in each ambulance on the counter and in the 
medical kits. If needle recapping is indicated, it should be done with a one handed technique. The cap 
should then be taped on to prevent further exposure to the needle.  
 
Emesis basins should be discarded in red biohazard containers at Baldwin Area Medical Center.  
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Broken glassware, which may be contaminated, is picked up using mechanical means, such as a brush 
and dustpan and disposed of in an appropriate sharps container.  

 
Labels  

The following labeling methods are used by Baldwin EMS:  
EQUIPMENT TO BE LABELED  LABEL TYPE  

1. Contaminated laundry and specimens  Red biohazard bags with biohazard label  

2. Contaminated sharps  Red biohazard sharps container w/ bio label  

3. All contaminated disposable equipment  
(Suction catheters, containers, etc.)  

Red biohazard bags with biohazard label  

 
The Officers will ensure warning labels are affixed or red bags are used as required, if regulated waste 
or contaminated equipment is brought into the facility. Employees are to notify the infectious control 
officer if they discover regulated waste containers, contaminated equipment, etc. without proper bags 
or labels.  

 
Ambulance Cleaning Procedures  

1. Adhere to all universal precautions.  

2. Wear heavy rubber gloves to clean the ambulance.  

3. Check surfaces of the ambulance for blood/body fluids and dispose of properly.  

4. Use commercial detergent provided by the service or hospital for cleaning. (i.e. Cavicide) 

5. Wash surfaces inside of the ambulance after each run or as needed. (include gurney)  

6. Allow surfaces to air dry.  
 
Potential Exposure Situation Protocol  

1. Adhere to all universal precautions.  

2. For potentially infectious body fluids:  
a. Soak up fluid with a paper towel and dispose of in a biohazard bag.  
b. Spray all surfaces, except floor, with disinfectant (Cavicide) and wipe clean.  
c. scrub floor with bleach solution 

3. For airborne infectious diseases:  
a. Spray all surfaces, except floor, with disinfectant (Cavicide) and wipe clean.  
b. Spray the air with a disinfectant spray (e.g. Lysol).  
c. Scrub floor with bleach solution.  
d. Open doors to allow the ambulance to become well ventilated. 

 
Equipment Cleaning Procedures  
Single Use Equipment  

1. All single use equipment will be treated as if contaminated.  

2. Dispose of all single use equipment that has been in contact with a patient in biohazard bags or 
containers.  

Non-Disposable Equipment  

1. Wash all non-disposable equipment with either a 4:1 water to bleach solution or a Cavicide 
solution.  

 
Potential Exposure Situation Protocol  

1. Follow all universal precautions.  
2. Dispose of all needles or sharps in a red sharps container immediately after use.  
3. Dispose of all fluids in the toilet at the hospital.  
4. Wash all non-disposable equipment thoroughly with soap and water to remove fluid.  
5. Clean all non-disposable equipment thoroughly with Cavicide or any other approved disinfectant.  
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HEPATITUS B VACCINATION  
The Baldwin EMS Department will provide training to employees on hepatitis B vaccinations, addressing 
the safety, benefits, efficacy, methods of administration, and availability.  
 
The hepatitis B vaccination series is available at no cost after EMS orientation and within 10 days of initial 
assignment to employees identified in the exposure determination section of this plan. Vaccination is 
encouraged unless:  

1. Documentation exists that the employee has previously received the series.  
2. Antibody testing reveals that the employee is immune.  
3. Medical evaluation shows that the vaccination is contraindicated.  

 
However, if an employee chooses to decline vaccination, the employee must sign a declination form. 
Employees who decline may request and obtain the vaccination at a later date at no cost. Documentation of 
refusal of the vaccination is kept in the empÌÏÙÅÅȭÓ ÍÅÄÉÃÁÌ ÒÅÃÏÒÄ ÆÉÌÅ ÁÔ ÔÈÅ !ÍÂÕÌÁÎÃÅ 3ÔÁÔÉÏÎȢ  
 
Vaccination will be provided by Baldwin Area Medical Center or St. Croix County Department of Health.  
 
&ÏÌÌÏ×ÉÎÇ ÈÅÐÁÔÉÔÉÓ " ÖÁÃÃÉÎÁÔÉÏÎÓȟ ÔÈÅ ÈÅÁÌÔÈ ÃÁÒÅ ÐÒÏÆÅÓÓÉÏÎÁÌȭÓ ×ÒÉÔÔÅÎ ÏÐÉÎÉÏÎ ×ÉÌÌ ÂÅ ÌÉÍÉÔÅÄ ÔÏ ×ÈÅÔÈÅÒ 
the employee requires the hepatitis vaccine, and whether the vaccine was administered.  
 
One to two months following the HBV vaccination series, EMS personnel will be tested for HBV surface 
antigens as indicated in MMWR.  
 
Antibody testing for response to hepatitis B surface antigen will be provided by Baldwin Area Medical 
Center, 730 10th Avenue, Baldwin WI 54002. 
 
POST-EXPOSURE EVALUATION & FOLLOW-UP  
 
Should an exposure incident occur, immediately contact an officer of the service. (Preferably the infectious 
control officer.)  
 
An immediate and confidential medical evaluation and follow-up will be conducted by Baldwin Area 
Medical Center. Following the initial first aid of cleaning the wound, flushing the eyes, or mucus 
membranes, etc., the following activities will be performed:  

1. Document the routes of exposure and how the exposure occurred.  

2. Identify and document the source individual (unless the identification is infeasible or prohibited by 
state or local law). 

3. Obtain consent and make arrangements to have the source individual tested as soon as possible to 
ÄÅÔÅÒÍÉÎÅ ()6ȟ (#6ȟ ("6 ÉÎÆÅÃÔÉÖÉÔÙȢ $ÏÃÕÍÅÎÔ ÔÈÁÔ ÔÈÅ ÓÏÕÒÃÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÔÅÓÔ ÒÅÓÕÌÔÓ ×ÅÒe 
ÃÏÎÖÅÙÅÄ ÔÏ ÔÈÅ ÅÍÐÌÏÙÅÅȭÓ ÈÅÁÌÔÈ ÃÁÒÅ ÐÒÏÖÉÄÅÒȢ  

4. If the source individual is already known to be HIV, HCV, and/or HBV positive, new testing need 
not be performed.  

5. !ÓÓÕÒÅ ÔÈÁÔ ÔÈÅ ÅØÐÏÓÅÄ ÅÍÐÌÏÙÅÅ ÉÓ ÐÒÏÖÉÄÅÄ ×ÉÔÈ ÔÈÅ ÓÏÕÒÃÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÔÅÓÔ ÒÅÓÕÌÔÓ ÁÎd with 
information about applicable disclosure laws and regulations concerning the identity and 
infectious status of the source individual (e.g. laws protecting confidentiality)  

6. !ÆÔÅÒ ÏÂÔÁÉÎÉÎÇ ÃÏÎÓÅÎÔȟ ÃÏÌÌÅÃÔ ÅØÐÏÓÅÄ ÅÍÐÌÏÙÅÅȭÓ ÂÌÏÏÄ ÁÓ ÓÏÏÎ ÁÓ ÆÅÁÓÉÂÌÅ after exposure 
incident, and test blood for HBV and HIV serological status.  

7. If the employee does not give consent for HIV serological testing during collection of blood for 
baseline testing, preserve the baseline blood sample for at least 90 days. If the exposed employee 
elects to have the baseline sample tested during this waiting period, perform testing as soon as 
feasible.  
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ADMINISTRATION OF POST EXPOSURE- EVALUATION & FOLLOW-UP  
 
The Exposure Control Officer (Ryan White Officer) or EMS Chief ensures that the health care 
ÐÒÏÆÅÓÓÉÏÎÁÌɉÓɊȟ ×ÈÉÃÈ ÁÒÅ ÒÅÓÐÏÎÓÉÂÌÅ ÆÏÒ ÅÁÃÈ ÅÍÐÌÏÙÅÅȭÓ ÈÅÐÁÔÉÔÉÓ " ÖÁÃÃÉÎÁÔÉÏÎ ÁÎÄ ÐÏÓÔ-exposure 
evaluation & follow-ÕÐȟ ÁÒÅ ÇÉÖÅÎ Á ÃÏÐÙ ÏÆ /3(!ȭÓ bloodborne pathogen standard.  The Officers ensure that 
the healthcare professional evaluating an employee after and exposure incident receive the following:  

1. 4ÈÅ ÅÍÐÌÏÙÅÅȭÓ ÊÏÂ ÄÅÓÃÒÉÐÔÉÏÎȢ  

2. The route(s) of exposure.  

3. The circumstances of exposure.  

4. 2ÅÓÕÌÔÓ ÏÆ ÔÈÅ ÓÏÕÒÃÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÂÌÏÏÄ ÔÅÓÔ ɉÉÆ ÐÏÓÓÉÂÌÅɊ  

5. Relevant employee medical records, including vaccinations.  
 
The Exposure Control Officer or EMS Chief or the Baldwin Area Medical Center will provide the employee 
×ÉÔÈ Á ÃÏÐÙ ÏÆ ÔÈÅ ÅÖÁÌÕÁÔÉÎÇ ÈÅÁÌÔÈ ÃÁÒÅ ÐÒÏÆÅÓÓÉÏÎÁÌȭÓ ×ÒÉÔÔÅÎ ÏÐÉÎÉÏÎ ×ÉÔÈÉÎ ρυ ÄÁÙÓ ÁÆÔÅÒ ÃÏÍÐÌÅÔÉÏÎ ÏÆ 
the evaluation.  
 
EVALUATING THE CIRCUMSTANCES OF AN EXPOSURE INCIDENT  
The Exposure Control Officer and Chief will review the circumstances of all exposure incidents to 
determine:  

1. Engineering controls in use at the time.  
2. Work practices followed.  
3. A description of the device being used.  
4. Protective equipment or clothing that was used at the time of the exposure incident. (Jumpsuit, 

uniform, gloves, face mask, etc.)  
5. Location of the incident. (Ambulance, residence, hospital, etc.)  
6. Procedure being performed when the incident occurred.  
7. %ÍÐÌÏÙÅÅȭÓ ÔÒÁÉÎÉÎÇ ÓÔÁÔÕÓȢ  
 

The Officers shall maintain a sharps injury log for the recording of percutaneous injuries from 
contaminated sharps. The information in the sharps injury log shall be recorded and maintained in such a 
manner as to protect the confidentiality of the injured employee. The sharps injury log shall contain, at a 
minimum:  

1. The type and brand of device involved in the incident.  
2. The area where the exposure incident occurred (inside ambulance, residence, hospital, etc.) 
3. An explanation of how the incident occurred 

 
EMPLOYEE TRAINING  
All Baldwin EMS employees who have occupational exposure to bloodborne pathogens receive training 
conducted by the Chief or designee. Baldwin EMS may supply training to employees of outside 
organizations, which have exposure to bloodborne pathogens with our organization, as well.  
All Baldwin EMS employees who have occupational exposure to bloodborne pathogens receive training on 
the epidemiology, symptoms, and transmission of bloodborne pathogen diseases including HIV, HBV and 
HCV. In addition, the training program covers, at a minimum the following elements:  

1. A copy and explanation of the standard.  
2. An explanation of this ECP and where to obtain a copy.  
3. An explanation of methods to recognize tasks and other activities that may involve exposure to 

blood and OPIM, including what constitutes an exposure incident.  
4. An explanation of the use and limitations of engineering controls work practices, and PPE including 

specific training on the sharps used.  
5. An explanation of the types, uses, location, removal, handling, decontamination, and disposal of 

PPE.  
6. An explanation of the basis for PPE selection.  
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7. Information on the hepatitis B vaccine, including information on its efficacy, safety, method of 
administration, the benefits of being vaccinated, and that the vaccine will be offered free of charge.  

8. Information of the appropriate actions to take and persons to contact in an emergency involving 
blood or OPIM.  

9. An explanation of the procedures to follow if an exposure incident occurs, including the method of 
reporting the incident and the medical follow-up that will be made available.  

10. Information on the post-exposure evaluation and follow-up that the employer is required to 
provide for the employee following an exposure incident.  

11. Information on timely reporting of an exposure incident so that the chemical prophylaxis, if 
appropriate, can be administered in a timely manner in order to be effective.  

12. An explanation of the signs, labels and/or color-coding required by the standard and used within 
this organization.  

13. An opportunity for interactive questions and answers with the person conducting the training.  
14. Training materials for this organization are located in the storage room and training room.  

 
RECORDKEEPING  
Training Records  
Training records are completed for each employee upon completion of training. These documents will be 
kept for at least three years in the Baldwin Area EMS training records.  

The training records include:  
1.   Date of training session.  

2. Instructor and qualifications  

3. Summary of training session  
4. Signatures of employees, which attended the session.  
 

%ÍÐÌÏÙÅÅ ÔÒÁÉÎÉÎÇ ÒÅÃÏÒÄÓ ÁÒÅ ÐÒÏÖÉÄÅÄ ÕÐÏÎ ÒÅÑÕÅÓÔ ÔÏ ÔÈÅ ÅÍÐÌÏÙÅÅ ÏÒ ÔÈÅ ÅÍÐÌÏÙÅÅȭÓ ÁÕÔÈÏÒÉÚÅÄ 
representative within 15 working days. Such requests should be addressed to the Chief. 
 
Medical Records  
Medical records are maintained for each employee with occupational exposure in accordance with 29 CFR 
ρωρπȢςπȟ Ȱ!ÃÃÅÓÓ ÔÏ %ÍÐÌÏÙÅÅ %ØÐÏÓÕÒÅ ÁÎÄ -ÅÄÉÃÁÌ 2ÅÃÏÒÄÓȢȱ  
 
The Officers are responsible for maintaining the required medical records. These confidential records are 
ËÅÐÔ ÉÎ ÅÁÃÈ ÅÍÐÌÏÙÅÅȭÓ ÆÉÌÅ ÉÎ ÔÈÅ ÏÆÆÉÃÅ ÏÆ ÔÈÅ ÓÅÒÖÉÃÅȢ 4ÈÅÙ ÁÒÅ ËÅÐÔ ÔÈÅ ÄÕÒÁÔÉÏÎ ÏÆ ÅÍÐÌÏÙÍÅÎÔ ÐÌÕÓ σπ 
additional years. 
 
OSHA Recordkeeping  
All work related needlestick injuries and cuts from sharp objects that are contaminated with blood or OPIM 
are recorded as an injury on the OSHA Injury and Illness log (300) by the Director. In addition, they will be 
logged on the Needlestick and Sharps InÊÕÒÙ ,ÏÇ ÁÎÄ ÁÌÓÏ Ȱ0ÒÉÖÁÃÙ #ÁÓÅȱ ,ÏÇ ÁÓ ÄÅÅÍÅÄ ÎÅÃÅÓÓÁÒÙȢ  
 
A non-ÓÈÁÒÐÓ ÅØÐÏÓÕÒÅ ÉÎÃÉÄÅÎÔ ÉÓ ÅÖÁÌÕÁÔÅÄ ÔÏ ÄÅÔÅÒÍÉÎÅ ÉÆ ÔÈÅ ÃÁÓÅ ÍÅÅÔÓ /3(!ȭÓ 2ÅÃÏÒÄËÅÅÐÉÎÇ 
Requirements (29 CFR 1904). The Director does this determination, as well as the recording activities.  
 
The privacy of employees will be protected by not recording the names of individuals on the OSHA Injury 
ÁÎÄ )ÌÌÎÅÓÓ ÌÏÇȢ ɉ/3(! σππɊ 4ÈÅÓÅ ÅÍÐÌÏÙÅÅÓ ×ÉÌÌ ÂÅ ÌÏÇÇÅÄ ÁÓ ȰÐÒÉÖÁÃÙ ÃÁÓÅȢȱ  
All other provisions of the OSHA record keeping rules (29 CFR 1904) will be followed.  
 
TUBERCULOSIS POLICY  
Transmission : Tuberculosis is carried through the air in an infectious droplet nuclei of 5 microns . These 
droplet nuclei may be generated when a person with T.B. coughs/spits, speaks, or breathes. 
 
Universal Precautions (In addition to previously list)  
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1. All ambulance attendants will wear their properly fitted T.B. mask or hepa respirator mask.  
2. Any bodily fluids from the mouth or nose will be disposed of in a biohazard container.  
3. Whenever a patient is coughing, spitting, or being suctioned, a T.B. mask will be worn.  
4. Notify the hospital of any patient exhibiting any of the above signs or symptoms.  

Significant Exposure Protocol  

1. Adhere to all universal precautions.  

2. In a known case of T.B. apply a mask to the patient as well as to ambulance personnel.  

3. As soon as patient has been delivered to their destination, air out the ambulance.  

4. As soon as the exposure is realized, it should be reported to the Infection Control Officer 
immediately.  

5. The document ȰGuidelines for Preventing the Transmission of Tuberculosis in the Health-Care 
Setting, with Special Focus on HIV-Related Issuesȱ ÓÈÏÕÌÄ ÂÅ ÒÅÁÄ ÔÈÏÒÏÕÇÈÌÙȢ  

6. The OSHA 300 log will be completed for the incident.  
Medical Surveillance for T.B.   This will include the following:  

1. Initial baseline screening at the time of employment.  
2. annual skin test  
3. Re-testing every six months for workers with a significant exposure. 

N95 Respirator Masks  
Baldwin Area EMS uses Medical Masks which are a class of disposable respirators that have been approved 
by the FDA and NIOSH as a Type N95 respirator suitable for use where fluid resistance is a priority. These 
masks are suitable for use in surgical and clinical settings have at a minimum a 95% efficiency rating 
against particulates which are 0.3 microns or larger and have met CDC guidelines for TB exposure. This N95 
mask helps protect against particulate contaminants but they do not eliminate the risk of contracting any 
disease or infection. The Misuse of these N95 respirators may result in serious injury or even death. 
 
The OSHA Standard 1910.134 (1998) requires fit testing of all respirators including those with positive 
pressure. The respirator fit test is done annually to check that the mask size and mask model chosen fits the 
face. The fit test confirms that the mask fits the wearer's face and that there is minimal air leakage between 
the face and the mask. Baldwin Area EMS Uses 3M fit testing kits to qualitatively test employees annually. 
Qualitative testing is a pass/fail that relies on the respirator wearer's indicating whether he/she can smell, 
taste, or sense the test agent. Testing agents can be bitrex, saccharin, Isoamyl acetate or an irritant smoke. 
 
POLICY DEFINITIONS  
Significant Exposure  

1. Any punctuÒÅ ÏÆ ÔÈÅ ÓËÉÎ ÂÙ Á ÎÅÅÄÌÅ ÏÒ ÏÔÈÅÒ ÓÈÁÒÐ ÏÂÊÅÃÔ ÔÈÁÔ ÈÁÓ ÈÁÄ ÁÎÙ ÃÏÎÔÁÃÔ ×ÉÔÈ Á ÐÁÔÉÅÎÔȭÓ 
blood or body fluid, or with fluids infused into the patient.  

2. Blood spattered onto mucous membranes or eyes.  
3. The contamination of open skin (cuts, abrasions, blisters, open dermatitis) with potentially 

infectious body fluids.  
4. The transportation of a patient who subsequently is diagnosed with an airborne infectious disease.  

 
Contaminated:  The presence of blood or other potentially infectious materials on an item or surface.  
 
Contaminated Laundry:  Laundry that has been soiled with blood or other potentially infectious materials 
(wet or dry), or may contain sharps.  
 
Contaminated Sharps: Any contaminated object that can penetrate the skin including, but not limited to 
needles, scalpels, broken glass, broken capillary tubing and exposed wires.  
 
Exposure incident: A specific eye, mouth other mucous membrane, non-intact skin, or parental contact 
with blood or other potentially infectious materials.  
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Regulated waste:  Liquid or semi-liquid blood or other potentially infectious materials; contaminated items 
that would release blood or other potentially infectious materials in a liquid or semi-liquid state if 
compressed; items that are caked with dry blood or other potentially infectious materials and are capable 
of releasing these materials during handling; and contaminated sharps.  
 
Cleaning: The physical removal of soil from an object, often using a detergent or mild disinfectant. 
(Disinfectants are less effective if organic matter, such as blood or feces is present. This needs to be cleaned 
up thoroughly with soap and water first.)  
 
Potential Exposure: When contact can reasonably be expected to be made with potentially infectious body 
fluids, any unfixed tissue or organ, or a patient with an airborne infectious disease.  
 
High Level Disinfectant : Has a sporicidal capability that is used for a much shorter time than that required 
for sterilization. It also kills the same organisms as the intermediate disinfection.  
 
Intermedia te Level Disinfectant: Kills vegetative bacteria, lipid viruses, fungi and T.B. A cleaning agent 
such as a commercial anti-microbial disinfectant is appropriate.  
 
Low Level Disinfection: Kills vegetative bacteria and lipid viruses. A cleaning agent such as 1:10 solution 
of bleach/water is appropriate. 
 
END 

Back to Index  h

Hazardous Materials Policy  
 
When coming upon a scene that may involve a hazardous material release, you will want to stay up hill and 
up wind, at least a couple of hundred yards away until you can determine that the scene is safe. Follow the 
steps below:  
 

1. Immediately contact the appropriate dispatch center via radio or phone to notify them that a 
hazardous materials incident has occurred.  

2. Never drive through or near the released product.  
3. Provide as much information about the scene as possible to dispatch: location, type of spill and 

product if you are able.  All trucks are stocked with the ERG handbook for reference.  Be aware of 
ÐÅÏÐÌÅ ÔÒÙÉÎÇ ÔÏ ÌÅÁÖÅ ÔÈÅ ÓÃÅÎÅ ÔÈÁÔ ÍÁÙ ÂÅ ÃÏÎÔÁÍÉÎÁÔÅÄȢ  $ÏÎȭÔ ÌÅÔ ÙÏÕÒÓÅÌÆ ÇÅÔ ÃÏÎÔÁÍÉÎÁÔÅÄȢ 

4. Stand by your radio or phone for further instructions or questions about the scene.  
 
Stay on the scene until help arrives. Provide as much information and assistance as possible to the arriving 
emergency services.  
 
Do not try to enter the scene, contain the release or rescue victims until the scene is identified as being safe 
ÔÏ ÄÏ ÓÏȢ 9ÏÕÒ ÈÅÁÌÔÈ ÁÎÄ ÓÁÆÅÔÙ ÔÁËÅÓ ÐÒÅÃÅÄÅÎÃÅ ÏÖÅÒ ÔÈÅ ÖÉÃÔÉÍȭÓȢ  
 
Follow the directions of your Duty Officer/Chief or the highest-ranking emergency official on the scene 
 
Baldwin Area EMS provides bi -annual HazMat Aw areness training fo Ò %-4ȭÓ ÔÈÒÏÕÇÈ 3ÔȢ #ÒÏÉØ 
County Emergency Management.   
END 
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,ÅÇÁÌ #ÒÅ× Ǫ 5ÓÅ ÏÆ 2.ȭÓ ÏÎ !ÍÂÕÌÁÎÃÅ 
 
Baldwin Area EMS schedules two crews, a 911 crew and a transfer crew.  We schedule at least two medics, 
one for each truck.  For information on responding to a call, please reference the response algorithm.  There 
will always be a Duty Officer on the schedule, contact them if you have any questions. 
 
The Duty officer carries a cell phone at all times.  The Duty Officer will stay in the response area at all times 
assuring a 911 Paramedic crew in our PSA at all times, unless they are on a call. 
 
USE OF REGISTERED NURSES ON AMBULANCE  
4ÈÅ ÐÕÒÐÏÓÅ ÏÆ ÔÈÉÓ ÇÕÉÄÅÌÉÎÅ ÉÓ ÔÏ ÄÅÆÉÎÅ ÔÈÅ ÃÒÉÔÅÒÉÁ ÆÏÒ ÕÓÉÎÇ 2.ȭÓ ÏÎ ÔÈÅ ambulance. A RN may operate 
under their license and take the place of an EMT or Paramedic if appropriately trained and documentation 
is maintained per this guideline.  
 
RN CRITERA PER LICENSE LEVEL:  
 
EMT-Basic  
Documentation of successful completion of an EMT-Basic course. The RN does not have to be currently 
licensed as an EMT or hold current national registry credentials.  

1. Current WI Registered Nurse license. A copy will be maintained in the personnel file.  
2. Current CPR certification.  
3. Letter from servicÅ -ÅÄÉÃÁÌ $ÉÒÅÃÔÏÒ ÉÎ 2.ȭÓ ÐÅÒÓÏÎÎÅÌ ÆÉÌÅ ÁÌÌÏ×ÉÎÇ 2. ÔÏ ÏÐÅÒÁÔÅ ÕÎÄÅÒ ÔÈÅ 2. 

license as an EMT-Basic for Baldwin Area EMS Ambulance.  
4. Maintain annual skill competencies per our department guidelines.  
5. Encouraged to attend departmental CME training sessions.  

 
Advanced EMT 
Same as EMT-Basic #1 through #4 except Medical Director letter must state RN can operate to Intermediate 
Tech level.  

1. Maintain annual skill competencies per department guidelines.  
2. Encouraged to attend departmental CME training sessions.  

 
Paramedic  
Same as EMT-Basic #1 through #4 except Medical Director letter must state RN can operate to Paramedic 
level.  

1. Current ACLS certification. PALS/PEPP certification encouraged, but optional.  
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2. Provide documentation of training in intubation, RSI, needle chest compression, adult IO, needle 
cricothyrotomy and pericardiocentesis. RN may obtain this training in an airway lab through CVTC, 
Regions, HCMC, U of M, UMBC or other medical director approved sites.  

3. Maintain annual skill competencies per our department guidelines.  
4. Encouraged to attend departmental CME training sessions.  
5. Note: CCTP course or CEN certification allows an RN to function at CCTP Paramedic level. 

 
SPECIAL NOTES:  
The Medical Director has authority to move an RN from one level to another based on skill proficiencies at 
any time. A letter will be maintained in the personnel file for the current level the RN may operate at. 

END 
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Controlled Substance Policy  
This policy is to ensure the safe storage, administration, restocking and documentation of use of controlled 
substances within Baldwin Area EMS.  
 
POLICY/PROCEDURE:  

A. Controlled substances must only be handled by licensed ALS personnel trained in the use of controlled 
substances. Non-ALS personnel are prohibited from handling controlled substances.  

B. The shipping list will be given to EMS chief to match against future invoices.  

C. Paramedics will be assigned an ID card with proximity chip which is password protected. That card 
wi ll control access from the medication dispenser. Each Medic will be allowed to dispense medications 
to an ambulance within their scope of practice. The dispenser will record which Medic accessed a 
medication and track which ambulance it was placed in. If a medication is selected by mistake, it must 
be reported to the assistant chief so stock level can be accounted for.  

D. All controlled substances are kept inside each ambulance and response vehicle in bag sealed with a 
numbered tamper-proof tag. 

E. Anytime the control seal is broken on the controlled substance bag, the old tag number, new tag 
number and the reason for opening the container shall be documented in Controlled Substance Log. 

F. Each 24 hour period a Paramedic will check each vehicle and verify the controlled substance tags are 
secure and the tag number matches the Controlled Substance Log. After assuring the tag is intact and 
the number corresponds with the log, the Paramedic must sign the Controlled Substance Log and 
×ÒÉÔÅ Ȱ3ÈÉÆÔ 1!ȱ under the run number column and may do so without opening the numbered tamper-
proof tag. 

G. If the tag is not intact or the number is not verifiable, a complete inventory of that bag will be taken 
immediately. A new numbered tamper-proof tag shall be placed on the bag, the Paramedic must sign 
the Controlled Substance Log ÁÎÄ ×ÒÉÔÅ ȰÉÎÖÅÎÔÏÒÙȱ under the run number column. Any deviation in 
this quantity shall be fully documented and reported to the EMS Chief immediately. 

H. If inventory is moved from one vehicle to another, a complete inventory must be taken and logged. 

I. Every time a container is inventoried the expiration dates must also be checked. Any expired 
medication must be wasted and recorded in the log with a signature of the person witnessing the 
waste of medication. 

J. Each usage of a controlled substance must be properly documented in the electronic patient care 
report including the following information:  

1. Date of administration  
2. Time of administration  
3. Old tag number  
4. New tag number  
5. Patient name  
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6. Drug and dose given  
7. Drug amount wasted  
8. Paramedic/Intermediate signature  
9. Witness signature (any staff member or hospital staff)  

K. Any controlled substance that has not been fully administered to a patient must be properly wasted. 
The amount wasted must be noted on the log and witnessed by EMS or hospital staff.  

a. Wasting the substance, must be accomplished by dispelling the substance in a sink or 
down the drain in front of the witness.  If no sink or drain is present, spraying it on the 
ground or in a large garbage can is acceptable.   

L. Once Controlled Substance Log page is filled it shall be placed in an office file cabinet. The original log 
will be kept on file in the agency for medical director review for two years. 

M. Monthly controlled substances shall be audited by the chief and assistant chief together. An inventory 
will be printed by the medication dispensing unit and verified against the Controlled Substance Log 
and usage logs printed from the patient care report system 

END 
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Continuous Quality Improvement (CQI)  
 
Purpose:  
To review patient care reports to identify and continually measure the quality of emergency medical care 
being provided.  Goal of the QA program is to assure the quality, safe and effective delivery of pre-hospital 
care. Each provider is guided by the QA program in order to ensure that the following goals are met:  

1. Appropriate care of patients and competence of staff. 
2. Identification of pre-hospital needs.  
3. Minimizing patient risk.  
4. Responsiveness to perceive care needs and compliance with all patient care guidelines.  
5. Continuous evaluation and improvement of patient care and use of up-to-date technology 

 
Actions :  
In attempt to prevent quality of care issues Baldwin Area EMS will keep all personnel up to date on our 
ÓÅÒÖÉÃÅȭÓ ÐÏÌÉÃÉÅÓ ÁÎÄ ÇÕÉÄÅÌÉÎÅÓ ÂÙ ÒÅÖÉÅ×ÉÎÇ ÁÎÙ ÃÈÁÎÇÅÓ in existing policies and guidelines periodically 
during training. All personnel are individually responsible for knowing and following our sÅÒÖÉÃÅȭÓ ÐÏÌÉÃÉÅÓ 
and guidelines.  
 
Internal process:  
Baldwin Area EMS wants to keep an open atmosphere where everyone feels comfortable asking questions 
and free to learn to their highest potential.  All runs will be reviewed.  If the Chief feels a run needs to be 
audited, the run will be audited.  Criteria to warrant an audit: skill that is solemnly used (even if done 
correctly), wrong med dosage or wrong med used, and anything else that may have placed a patient or 
danger, or could place a patient in danger if it continues.   

 
Medical Director Process:  
4ÈÅ -ÅÄÉÃÁÌ $ÉÒÅÃÔÏÒ ÓÈÁÌÌ ÒÅÖÉÅ× ÁÌÌ 0#2ȭÓ ÒÅÇÁÒÄÉÎÇ ÉÎÔÕÂÁÔÉÏÎȟ ÃÁÒÄÉÁÃȾÒÅÓÐÉÒÁÔÏÒÙ ÁÒÒÅÓÔȟ ÐÏÓÓÉÂÌÅ 
medication errors, severe trauma or burns, any pediatric cases of serious nature.  The Medical Director may 
then ask for a meeting with the EMS Chief and ER Nurse Manager from Baldwin Area Medical Center. The 
run(s) will be reviewed using the audit form in our manual. Discrepancies will be highlighted and 
documented. Personnel will then meet with the EMS Chief, unless the Medical Director wishes to meet the 
staff member directly. 

 
Remediation, Policy changes:  
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Final decisions about policy changes and personnel remediation rest with the EMS Chief and Medical 
Director. 
 
2ÅÖÉÅ× ÏÆ 0#2ȭÓ ÁÔ ÔÒÁÉÎÉÎÇ ÓÅÓÓÉÏÎÓȡ 
Some reviewed reports may be presented at training sessions in which crew member names will be 
removed, the purpose for review will always be for improvement of all service members and patient care 
issues in an open learning environment. 

 
Confidentiality Notice:  
The functions of the Continuous Quality Improvement Committee include the evaluation and improvement 
of the quality of medical care provided in the emergency medical system. Accordingly, the proceedings, 
records, and files of the EMS CQI Committee are confidential by law and further are neither discoverable 
nor admissible in any proceeding arising from the matters that are being reviewed and evaluated 
 
 

END 
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Patient Care Report Charting  
PURPOSE:  
To establish minimum documentation requirements so ÔÈÁÔ ÅÁÃÈ ÒÕÎ ÒÅÐÏÒÔ ÁÃÃÕÒÁÔÅÌÙ ÒÅÆÌÅÃÔÓ Á ÐÁÔÉÅÎÔȭÓ 
assessment, history, and the emergency medical care given to that patient. While using the electronic report 
%-4ȭÓ ÍÕÓÔ ÁÓÓÕÒÅ ÁÃÃÕÒÁÃÙ ÉÎ ÔÈÅ ×ÒÉÔÔÅÎ ÎÁÒÒÁÔÉÖÅȢ 
GUIDELINE:  
The automated PCR on computer tablets shall be completed with all tabs and fields verified by the 
EMT/PARAMEDIC. All fields must have an answer. Reports shall be completed immediately following the run. 
SPECIAL NOTES: .  

1. The electronic PCR shall be completed immediately following the run. In certain situations, the 
Duty Officer may allow an EMT to complete the report at a later time, but within 24 hours of the 
run. 

2. A run report must be filled out each time an EMS provider offers or provides service to a patient.  
3. There should be one run report for each patient. In OB cases, the mother and newborn must each 

have separate run reports.  
4. In severe trauma, where scene times are delayed longer than 10 minutes, document reasons for 

extended scene times, i.e. extrication or unsecured scene.  
5. Medical control authorization or a physician name is required on all runs where the patient is not 

transported.  
6. Any suspicious situation regarding child neglect/abuse must be reported according to Wisconsin 

State Law. Medical control can assist you with this process.  
Reasons for Documentation  

1. Continuation of care, supplying vital information to the ER staff 
2. Treatments administered and improvements or deterioration with treatment  
3. $ÅÓÃÒÉÐÔÉÏÎ ÏÆ ÔÈÅ ÓÃÅÎÅ ÉȢÅȢ $ÁÍÁÇÅ ÔÏ ÁÎ ÁÃÃÉÄÅÎÔ ÖÉÃÔÉÍȭÓ ÃÁÒ 
4. Legal record of the case 
5. Record of procedures performed under auspices of licensed physician 
6. Demonstrates protocols are being adhered to and compliance with the standard of care 

0#2ȭÓ 
Guide system improvements, Training programs and Training tools, Revenue collection, Research, Billing 
and administrative data, Operational statistics, a Permanent Record ɀ ÍÏÓÔ ÌÁ×ÓÕÉÔÓ ÁÇÁÉÎÓÔ %-4ȭÓ ÒÅÌÁÔÅ ÔÏ 
improper care documentation. PCR may be used in a criminal trial. 
Rules for Documenting : 

1. )Æ ÉÔ ×ÁÓÎȭÔ ÄÏÃÕÍÅÎÔÅÄȟ ÙÏÕ ÄÉÄÎȭÔ ÄÏ ÉÔȟ ÁÎÄ ÉÆ ÙÏÕ ÄÉÄÎȭÔ ÄÏ ÉÔȟ ÄÏÎȭÔ ÄÏÃÕÍÅÎÔ ÉÔȢ 
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2. Be accurate and complete, precise and comprehensive. Be consistent. 
3. "Å ÏÂÊÅÃÔÉÖÅȟ ÄÏÎȭÔ ÁÓÓÕÍÅ ÁÎÙÔÈÉÎÇ.  "Å ÓÐÅÃÉÆÉÃȟ ÄÏÎȭÔ ÇÅÎÅÒÁÌÉÚÅ 
4. Promptly record information ɀ the longer you wait, the more you will miss.  
5. Be professional ɀ ÔÈÅ ÒÅÐÏÒÔ ×ÉÌÌ ÂÅ ÓÃÒÕÔÉÎÉÚÅÄ ÂÙ ÁÌÌ ÓÏÒÔÓ ÏÆ ÐÅÏÐÌÅȢ $ÏÎȭÔ ÕÓÅ ÊÁÒÇÏÎȟ ÓÌÁÎÇȟ 

libel/slander, irrelevant opinions , or abbreviations. 
The narrative portion of the report must describe the following:  

1. Pertinent events affecting patientȭÓ ÃÈÉÅÆ ÃÏÍÐÌÁÉÎÔ ÂÅÆÏÒÅ %-3 ÁÒÒÉÖÁÌȢ  
2. 0ÁÔÉÅÎÔȭÓ ÃÈÉÅÆ ÃÏÍÐÌÁÉÎÔȢ  
3. Patient condition on EMS arrival.  
4. Results of SAMPLE history not addressed elsewhere in the report.  
5. Results of OPQRST or DCAP/BTLS not addressed elsewhere in the report.  
6. EMS interventions during patient contact and the patient response to EMS interventions.  
7. Changes in patient condition which do not result from EMS interventions (if any).  
8. Observations from physical examination.  

END           Back to Index  h

Charge Sheet Policy 
TRANSPORT BOX: 
You should check ALS care or BLS care, and either Resident or Non-Resident.  

Á Ȱ!,3 ÃÁÒÅȱ ÍÅÁÎÓ Á 0ÁÒÁÍÅÄÉÃ Ðrovided assessment and /or care, ALS skills preformed 
Á Ȱ",3 ÃÁÒÅȱ ÍÅÁÎÓ ALS/BLS personnel were on board and provided BLS care only, because that 

is all the patient needed 
Á Ȱ2ÅÓÉÄÅÎÔȱ ÍÅÁÎÓ ÔÈÅÙ ÒÅÓÉÄÅ ÁÎÄ ÐÁÙ ÔÁØÅÓ ×ÉÔÈÉÎ ÏÕÒ ÐÒÉÍÁÒÙ ÓÅÒÖÉÃÅ ÁÒÅÁ Ȱ03!ȱȢ  
Á Ȱ.ÏÎ-ÒÅÓÉÄÅÎÔȱ ÍÅÁÎÓ ÔÈÅÙ ÄÏ ÎÏÔ ÒÅÓÉÄÅ ÁÔ Á ÒÅÓÉÄÅÎÃÅ ×ÉÔÈÉÎ ÏÕÒ 03!Ȣ 

 
MILEAGE: Mileage from pickup to hospital. (When the patient is on board only. Mark to the tenth of a mile). 
 
NON-TRANSPORT BOX:  

Á Ȱ!,3 %ÖÁÌÕÁÔÉÏÎȾ#ÁÒÅȱ ÂÙ Á 0ÁÒÁÍÅÄÉÃ ÏÎ ÓÃÅÎÅȟ ÍÅÄÉÃÁÌ ÉÎÔÅÒÖÅÎÔÉÏÎÓ ÐÒÅÆÏÒÍÅÄȟ ÔÈÅÎ 
released. 

Á Ȱ",3 %ÖÁÌÕÁÔÉÏÎȾ#ÁÒÅȱȟ ÖÉÔÁÌ ÓÉÇÎÓ, head to toe assessment and/or simple wound treatment, 
then released. 

Á Ȱ,ÉÆÔ ÁÓÓÉÓÔ ÏÎÌÙȱ ÍÅÁÎÓ ÎÏ ÍÅÄÉÃÁÌ ÉÎÔÅÒÖÅÎÔÉÏÎÓ ÏÒ ÔÒÅÁÔÍÅÎÔ ÐÒÏÖÉÄÅÄȟ patient signed off 
after vital signs. 

Á Ȱ2ÅÆÕÓÅÄȱ ÁÌÌ ÃÁÒÅȾÁÌÌ ÔÒÅÁÔÍÅÎÔÓ ÏÆÆÅÒÅÄȢ !-!ȾÐÁÔÉÅÎÔ ÒÅÆÕÓÁÌ ÏÎÌÙȢ .Ï ÃÈÁÒÇÅ. 
 
STANDBY BOX: Stand by events are not billed by LifeQuest, but are entered in the ImageTrend software; 
the charge sheet must be scanned in, with the appropriate box checked. United Fire/Rescue, Other Fire 
Service (who), sports standby, and other (June Bug Days event). 
 
Center section : 0ÌÅÁÓÅ ÄÏÃÕÍÅÎÔ Ȱ0!4)%.4 .!-%ȡȱȟ Ȱ2%!3/. $)30!4#(%$ȡȱȟ Ȱ-ÅÄÉÃÁÌÌÙ .ÅÃÅÓÓÁÒÙ 
4ÒÁÎÓÐÏÒÔ 2ÅÁÓÏÎȡȱȟ ÔÈÅ %2 $ÏÃÔÏÒ ÓÅÅÉÎÇ ÐÁÔÉÅÎÔ ɉÁÌÓÏ ÏÎ ÆÁÃÅ ÓÈÅÅÔɊȟ 2ÅÃÅÉÖÉÎÇ ÈÏÓÐÉÔÁÌȟ $ÁÔÅ ÏÆ 3ÅÒÖÉÃÅ 
(started on), Zip code the person was picked up in (required for Medicare patients, do for all) 
 
The saline lock, flush and IV fluid are not part of the IV start kit. Mark each separately as used. 
 
MARK ONLY THOSE ITEMS YOU USED AND CAN NOT RETURN TO STOCK. 

 
END 
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Multi -Casualty Incident/MCI  Plan 
 
PURPOSE 
Definition of a Mass Casualty Incident: An incident with multiple casualties that overwhelms the resources 
of the Baldwin Area EMS.  An MCI cannot be defined by a set number of casualties.  Due to variations in 
actual and potential resources (e.g., ambulances, EMT staffing, supplies, etc.) and the nature of an incident 
(e.g., natural disaster, haz-mat, MVC, etc.), the number of casualties will vary. 
 
MCI training will take place bi-annually. Baldwin Area EMS maintains a full stocked disaster trailer able to 
respond to a 50 person casualty situation.  
 
Baldwin Area EMS has adopted the full plan from the State of Wisconsin EMS Advisory Board EMS 

Special Operations Committee dated 10/2010. The entire plan can be found in the forms section at 

the end of this manual.  

END 

 
Back to Index  h

 

 
 

 



 
 

This page updated 10/30/2013 ɀ page #  31 

MEDICAL DIRECTION POLICIES & PATIENT CARE GUIDELINES 
Medical Direction: WƻǎŜǇƘ ²ŀƘƭōŜǊƎΣ a5 ω Nicole E. Stoik, MD ω Joseph J. Westwater, MD C!/9t ω Nathan P. Anderson, MD C!/9t ω Scott W. 
Donner, MD FACEP ω Christopher E. Kapsner, MD FACEP ω Joseph C. Madigan, MD  
EMS Chief: Tom Boyer, NRP    Field Supervisors: Justin Fritz, NRP/CCTP -  Perin Dooley, NRP ς Brian Nolde, NRP 

 

 
 
 
 
 
 

Response  
and  

Scene Guidelines 
 

 

 

 



 
 

This page updated 10/30/2013 ɀ page #  32 

MEDICAL DIRECTION POLICIES & PATIENT CARE GUIDELINES 
Medical Direction: WƻǎŜǇƘ ²ŀƘƭōŜǊƎΣ a5 ω Nicole E. Stoik, MD ω Joseph J. Westwater, MD C!/9t ω Nathan P. Anderson, MD C!/9t ω Scott W. 
Donner, MD FACEP ω Christopher E. Kapsner, MD FACEP ω Joseph C. Madigan, MD  
EMS Chief: Tom Boyer, NRP    Field Supervisors: Justin Fritz, NRP/CCTP -  Perin Dooley, NRP ς Brian Nolde, NRP 

 

 

 

 

 

 

 
 

Uniform, Dress Code and Personal Appearance 
 

A.  Any member that is on duty (on the schedule) must follow the dress code.  Failure to 
follow the dress code could result in discipline or potential termination.  On duty includes 
call time, public events, sporting events, and any other time the staff member is 
representing the service. 

 
B. The proper uniform will consist of Baldwin Area EMS approved, or issued clothing. 

a.  EMS Pants must be worn, either blue or black in color, cannot be made of denim. 
b. EMS shirt with ID badge must be worn, approved shirts are: the blue formal shirt, 

blue polo shirt, gray polo shirt, jumpsuit, pull over, vest, and station t-shirt when 
appropriate. 

i. Station t-shirt can be worn at that the station, at approved public events by 
the chief, and on calls when the day time sustained high is above 90 
degrees. 

c. For foot wear please refer to the foot wear policy. 
d. Body armor is available in both QRV vehicles if there is a need for them.  If a crew 

member wants to purchase their own body armor for day to day calls, they can do 
so at their own expense, and it must be worn under the Baldwin Area EMS shirt, 
and cannot be visible. 

e. Baseball caps and stocking caps can be worn, and are a personal choice.  They 
must be blue or black in color, cant represent another service, and generic EMS 
hats are fine. 

f. Jackets are to be worn when the person feels they need to be worn.  If the crew 
member does not have a jacket they can use the jackets located in the lounge. 

i. Approved jackets include: Baldwin issued soft shell jackets, high visibility 
jacket, and turn out jacket located in the apparatus bay. 

1. If the crew is working an incident on a roadway or a fire scene they 
must wear the high visibility jacket or vest. 

ii. Generic jackets that are black or dark blue in color with EMS identified on 
the jacket and with reflective lettering on the back can be worn as long as 
no other service is identified.  

g. Jewelry can be worn while on duty, but remember that this job entails physical 
movement in sometimes hazardous or confined areas.  Jewelry, watches, or any 
other garment that could be snagged or tangled on something, grabbed by a 



 
 

This page updated 10/30/2013 ɀ page #  33 

MEDICAL DIRECTION POLICIES & PATIENT CARE GUIDELINES 
Medical Direction: WƻǎŜǇƘ ²ŀƘƭōŜǊƎΣ a5 ω Nicole E. Stoik, MD ω Joseph J. Westwater, MD C!/9t ω Nathan P. Anderson, MD C!/9t ω Scott W. 
Donner, MD FACEP ω Christopher E. Kapsner, MD FACEP ω Joseph C. Madigan, MD  
EMS Chief: Tom Boyer, NRP    Field Supervisors: Justin Fritz, NRP/CCTP -  Perin Dooley, NRP ς Brian Nolde, NRP 

 

patient, or cause a distraction is strongly discouraged.  If the Duty Officer feels any 
jewelry provides a safety risk, the crew member will have to remove it. 

h. Cologne, perfume, or any other scented lotions or sprays can be used, but must be 
used in moderation.  Patients could have allergies to these items, and make 
treatment more difficult.  If the Duty Officer feels that these items have been 
applied in excess, the crew member will have to remove it. 

i. It is up to the member to maintain and clean their uniforms.  If an item is damaged 
it is the members responsibility to bring it to the attention of the Duty Officer to 
get it fixed or to get a new item.  If a new item cannot be obtained at that time, an 
exception can be made till a new item can be provided. 

j. Dirty or wrecked clothing will not be tolerated, the member will be asked to 
change his or her uniform.  If they have nothing to change into, they could be sent 
home, to change, and will not be paid for the time they missed. 

i. Wrecked or dirty clothing is defined as deformity to the item that was not 
there when it was originally purchased. 

C. Baldwin EMS clothing is not to be worn while buying or consuming alcohol.  Upon 
termination all clothing purchased by Baldwin EMS will have to be turned over to Baldwin 
EMS.  Remember, while wearing Baldwin EMS clothing you represents the service, and if 
there is behavior that is unbecoming of an EMS employee while wearing Baldwin EMS 
clothing, disciplinary actions could be taken. 

D. If you are unable to wear any part of the uniform due to medical reasons, a note must be 
provided from a doctor. 

E. If member first responds to a scene, they do not need be in Baldwin EMS clothing, but it is 
strongly encouraged. 

F. Equipment hand out: 
a. On the first day, a member will receive a blue dress shirt with a badge, and a polo 

shirt. 
b. After the member is off of probation, generally after six months, they will have the 

ability to choose between a pull over, soft shell jacket, or high visibility jacket, in 
which the service will provide. 

c. After one year, or at the start of each calendar the member will have the ability to 
choose between a t-shirt, polo shirt, pull over, light weight vest, soft shell jacket, or 
high visibility jacket for the service to purchase. 

i. If the member already has an item, and wants another of the same type, for 
ÅØÁÍÐÌÅ ×ÁÎÔÓ Á ÓÅÃÏÎÄ ÈÉÇÈ ÖÉÓÉÂÉÌÉÔÙ ÊÁÃËÅÔȟ ÉÔ ÉÓ ÕÐ ÔÏ ÔÈÅ ÃÈÉÅÆȭÓ 
discretion to purchase the second jacket. 

d. Staff is not allowed to purchase any equipment with Baldwin EMS Logo or name 
on it without written consent from the Chief. 

G. Clothing specific information 
a. Blue Dress Shirt:  

i. ID will be worn on the right lapel, rank insignia will be worn centered on 
each collar, badge will be worn on the left side on the reinforced badge 
area, Baldwin EMS patch will be worn on each shoulder with the top one 
inch below the seam, and a white or blue shirt will be worn under the 
dress shirt. 

b. Polo Shirt: 
i. Baldwin EMS patch on the left chest and Id will be worn on the right side 

mic space. 
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c. T-shirt:  
i. Id badge should be worn on the shirt if possible, placing the badge on the 

belt should be a last resort, if worn on the belt, and the badge should be off 
set to the right side. 

d. Jumpsuit:  
Black or dark blue in color, ems patches on both shoulders one inch below the shoulder seam, and 
the zipper will remained zipped up. 
 
 
 
 
Footwear Policy  

1. Work boots black in color or closed toed shoes, , with slip resistance design shall be worn 

at all Baldwin Area EMS Scenes or events. Safety toe and mid sole shank are strongly 

encouraged on all EMS duty footwear. All footwear must be laced and secured to feet 

while performing any duty for Baldwin Area EMS; this includes driving apparatus. If this 

policy is not met, personnel will be asked to leave the operating area and return with the 

proper footwear. The person in violation of this policy will not be paid for any time they 

missed.  

 

2. Exceptions: 

a. You come across an accident scene and render aid on your own time, whether 

trauma or medical.  

Comfortable footwear can be worn by EMS staff while in station or at home, so long as they are 

not in violation of statement number one. The footwear must be easily removable as it should not 

slow down response time while changing footwear into appropriate footwear for operations 

 

HIPAA and Patient Privacy and Security of Patient information 

Purpose:  To remain in compliance with all state and federal laws designed to protect the privacy, 

confidentiality, and security of patient information. 

Policy:  All personnel shall maintain the confidentiality of patient and other confidential information in 

accordance with applicable legal and ethical standards of Baldwin Area EMS Patient Privacy Policies. 

Privacy/HIPPAΥ  LƴŦƻǊƳŀǘƛƻƴ ǇŜǊǘŀƛƴƛƴƎ ǘƻ ŀ ǇŀǘƛŜƴǘΩǎ ƳŜŘƛŎŀƭ ǎƛǘǳŀǘƛƻƴ Ƴŀȅ ƻƴƭȅ ōŜ ǎƘŀǊŜŘ ǿƛǘƘ ƻǘƘŜǊ 

health care professionals that are diǊŜŎǘƭȅ ƛƴǾƻƭǾŜŘ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǘǊŜŀǘƳŜƴǘΦ  LƴŦƻǊƳŀǘƛƻƴ Ƴŀȅ ŀƭǎƻ 

be shared for other limited purposes such as, payment activities, health care operations, and other 

purposes specifically permitted by law.   If you are asked to provide information and are not sure if the 

person requesting the information falls into one of the categories listed above, contact the chief or the 
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duty officer before you release the information, or have the person requesting the information 

contact the chief or the duty officer. 

Security:  Patient information is collected and stored on computers and in file boxes.  Patient 

information stored on computers is transmitted electronically to the billing company.  In order to 

maintain the security and protect the patients HIPPA information, personnel must follow all applicable 

computer use and data policies: 

-  Staff must log off the computer after they have completed their run report. 

- Computers must be stored in the trucks when not in use, or inside the building, which is 

secured. 

- All run reports when finished will placed in the lock drawer. 

Any questions regarding these policies should be directed to the Chief or the Privacy Officer. 

Any staff member found to violate any of the pre-mentioned items either intentionally or 

unintentionally, will face disciplinary actions by the Chief after an investigation has been completed.  

Punishment could include removal from the service.  If you are aware of any staff member that is 

violating the HIPPA policy, it is your duty to bring it the attention of the Chief or the Duty Officer.  

Failure to bring this information forward could result in disciplinary actions for withholding the 

information. 

Media Request:  If a media source requests any information on a patient or a call, you should not 

provide them any information, and provide them with the phone number of the Chief or the Duty 

Officer. 

Facebook and Social Media Policy 

Purpose: To provide an explanation of what is allowed to be on social media, and what is not allowed 

from a service standpoint.  

Policy:  The following will explain what can and cannot be posted on social media. 

- All Baldwin Area EMS personnel will refrain from posting any information or photos about 

any calls that the service has had, or making vague comments with the intent to start a 

ŎƻƴǾŜǊǎŀǘƛƻƴ ŀōƻǳǘ ǘƘŜ ǿƻǊƪ ŘŀȅΦ  !ƴ ŜȄŀƳǇƭŜ ƻŦ ǘƘƛǎ ǿƻǳƭŘ ōŜΣ άǿƻǿΣ ǘƻŘŀȅ ǿŀǎ ŀ ōǳǎȅ 

ŘŀȅέΣ ƻǊ άŜǾŜǊȅƻƴŜ ŘǊƛǾŜ ǎƭƻǿ ǘƘŜ ǊƻŀŘǎ ŀǊŜ ōŀŘ ŀƴŘ L ƘŀǾŜ ŀƭǊŜŀŘȅ ōŜŜƴ ƻƴ ǎŜǾŜǊŀƭ ŎŀƭƭǎέΦ   

- .ŀƭŘǿƛƴ !ǊŜŀ 9a{ ǎǘŀŦŦ ǿƛƭƭ ǊŜŦǊŀƛƴ ŦǊƻƳ ƳŀƪƛƴƎ ŎƻƳƳŜƴǘǎ ƻƴ ǎƻƳŜƻƴŜ ŜƭǎŜΩǎ Ǉost, that 

may be talking about a call the service has been on with the intent to start a conversation 

about the call.   

- Any posts by a staff member that makes any negative comments about the service, about 

another service, or about any staff member on the service is prohibited. 

- All Baldwin Area EMS staff will refrain from posting any pictures of themselves while 

wearing Baldwin EMS gear while drinking or conducting themselves in an unprofessional 
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manner.  It is also prohibited to post photos of Baldwin Area EMS gear in a negative or 

unprofessional manner.  Staff also cannot allow someone else to post any negative 

ǇƛŎǘǳǊŜǎ ƻŦ .ŀƭŘǿƛƴ !ǊŜŀ 9a{ ƎŜŀǊ ƻƴ ŀ ǎŜŎƻƴŘ ǇŀǊǘȅΩǎ ǎƻŎƛŀƭ ƳŜŘƛŀ ǎƛǘŜΦ  .ȅ ŀƭƭƻǿƛƴƎ 

someone else to post pictures of EMS gear in a negative manner, the Baldwin staff 

member may receive disciplinary action. 

 
 

Any violations of this policy can result in disciplinary action by the service pending an 

investigation.  Disciplinary action may range from a verbal warning to removal from the 

service. 

 

 

Baldwin EMS Response Guideline 

Objective: To ensure an appropriate and timely response with the correct apparatus and personnel to 

all request for Emergency Medical Services within the Baldwin Area EMS District.   

Quality Assurance: This Response guideline will serve to ensure the correct response, while utilizing a 

standardized approach based upon scientific data for reducing the liability to the EMS Department, 

Village of Baldwin, and operator of the apparatus.  Any deviation from this guideline must be 

documented, with a clear description as to the reason, in the appropriate Patient Care Report (PCR).   

The EMS Supervisor(s) responsible for quality assurance within the department will monitor for any 

concerns or trends that may indicate a potential liability or safety concern to the department or any 

staff members.  

Emergency Medical Dispatching: The St Croix County Dispatch Center will dispatch most requests for 

an EMS Response within this district based upon the recommendations provided by the National 

Academy of Emergency Medical Dispatch; this has 5 standard response codes.  In the future, St Croix 

County Dispatch may integrate at their, and the medical directors discretion, a 6th response code.  This 

policy will address the current 5, and be adjusted as needed should the 6th (Omega Response) become 

active.   

*On call crew member will be ready to perform their tasks at the start of their 

shift.  A crew member shall refrain consuming any alcohol or taking any other 

medications that may affect his/her performance while on duty up to 8 hours 

before the start of their shift. 
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Responding to the Station: 

1. From the time Baldwin EMS is notified of a call, via a page from dispatch, 
the on call crew has seven minutes to go enroute. If a crewmember is not 
at the hall in time for the truck to go enroute, and a legal crew can be 
comprised, the ambulance can go enroute without the missing 
crewmember, only after the seven minutes are up. 

2. For POC staff, they will start to receive run pay when they are first notified from dispatch 
about the call. 

3. If the call is canceled before the unit can go enroute, a run report must 
be completed to ensure staff is paid for that call. 

 

Alpha-Delta Responses: 

1. When dispatch has determined the call as an Alpha level medical, the duty 

officer, and responding ambulance will respond to the call without the use 
of lights and sirens (non emergent). 

2. When dispatch has determined the call as a Bravo level medical, the duty 

officer will respond with the use of emergency lights and sirens 
(emergent) and the dispatched ambulance will respond without the use of  

emergency lights and sirens (non emergent).  At the earliest possible time, 
when the duty officer has determined the nature and severity of the 

patient(s), they will promptly communicate with the ambulance if they 
need to increase the response to the use of emergency lights and sirens.  

 

3. When dispatch has determined the call as a Charlie level medical, the duty 

officer and the ambulance will both respond with the use of Emergency 

Lights and Sirens (emergent).  At the earliest possible time, when the duty 
officer has determined the nature and severity of the patient(s), they will 

promptly communicate with the ambulance if they need to decrease the 

response to no longer using the emergency lights and sirens.  

4. When dispatch has determined the call as a Delta level medical, the duty 

officer and responding ambulance will both use emergency lights and 
sirens (emergent).  

 

Echo level Responses: 

 These calls have been identified by the National Academy of Dispatch as 
requiring immediate interventions by any trained responder and the use of an 
AED.  When Baldwin Area EMS receives an Echo level medical, the duty officer and 
ambulance will both respond emergent, whenever possible, a 2nd Quick Response 

vehicle will also respond emergent, and efforts to ensure a minimum of two 

paramedics will be made by the duty officer.  Any available EMS personal in a 
reasonable distance to the scene would also be authorized to first respond to the 

scene given the nature of the call.  You may also request a Rescue Squad from the 
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fire department to assist in patient moving and CPR if the Lucas does not fit the 
patient. 

Responding without a dispatch response indicator: 

 Nearly every call dispatched by St. Croix County will include a dispatch 

response code.  This is typically available on the first or second page. On rare 

occasions this response level will be provided to the unit when they indicate they 
are responding on the radio.  Should a response code not be available (ie: Law 
Enforcement requests for EMS) the responding units will follow the Bravo 
Response procedure.  

1 The Duty Officer shall always be the staff member that contacts dispatch or 
the hospital when paged to do so. Other members will be notified of the 
situation if so warranted by the Duty Officer. 
 

2 If paged: "Respond to your station and call dispatch" 
Such calls are generally involve suicide attempts or bomb incidents in which 

dispatch is being discrete. You are to respond to the station immediately, but 

without use of emergency lights or sirens (Avoid any streets/areas that appear to 

have police activity). The Duty Officer will  contact dispatch for 

Instructions and advise the crew at the station. 

3 EMT's on call shall respond to the ambulance station operating with due 
regard. If poor driving conditions, road construction, and unusual 
circumstances may delay your response time, you will need to stay at the 
station. You must obey all posted traffic signs and laws while responding to 
station. 

4 All members must wear an appropriate uniform when responding to a call 
per OSHA 29. See uniform policy. While operating on highways, all EMT's 
must wear a hi-visibility vest/jacket as required under federal DOT laws. 

5   Once the ambulance has been paged, the crew is obligated to respond to 
the scene unless informed by law enforcement or Baldwin Area EMS 
personnel that no patient can be found or they left the scene by other 
means. Once cancelled by proper personnel, the responding crew shall 
complete a detailed PCR stating the circumstances of the call. If the calling 
party cancels the ambulance; slow the response, but continue and obtain a 
patient refusal as part of the documentation. 

6 Occasionally an ambulance will be canceled before arriving on scene by 
law enforcement, the Duty Officer shall make the decision to respond 
or cancel. Cancellations shall be documented with reasons why. 

7 Once on call, an EMT needs to be able to respond to every call for the 
assigned crew. If an EMT fails to respond to a call appropriate action 
will be taken by the chief in the following manner, first offense the chief 
will talk to the staff member, second offense will be turning the pager in 
for two weeks, third offense will be removal from the service.  The chief 
has the ability to remove any staff from the service if their action warrants 
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immediate removal. 
8 If a scheduled EMT is unable to take call, an equivalent or higher license 

level substitute shall be found in a timely manner. The member 
requesting the change must ensure the computer system and the 
posted schedule at the station is updated. The member requesting the 
change should also notify the other EMT's on call and Duty Officer. The 
scheduled EMT is not relieved of his/her duty until a substitute can be 
found and appropriate changes made. 

9 The drive will locate the correct address in the map book before the 
ambulance leaves the station. 

10  Dispatch must be informed by radio when: 
a. En route to scene 

b. Arriving at scene 
c. Leaving scene 
d. Arriving at destination 
e. Returning to the station 
f. Back in service 

 

11  Baldwin Area Medical Center (Primary Medical Control) must be 
notified by radio when: 

a. Transporting a patient to BAMC. 
b. BAMC must also be notified as soon as possible if there are multiple 

patients or if any patient is in critical condition or if a helicopter is 
enroute to their helipad. 

c. Patient information must be communicated to BAMC by radio or telephone. 
d. Using the radio should be kept to a minimum during critical 

incidents, those involving multiple agencies, or when multiple 
agencies are on different calls. Discretion in radio use must be used 
in certain situations such as bomb threats, minors, and psych 
patients. Consider using the phone instead. 

12 If the scene of the call is in the immediate proximity to the responding 
EMT's location at the time of the call or if the scene impedes the response 
of that EMT to the ambulance station, he/she may go directly to the scene 
only after taking proper infectious control precautions and contacting the 
responding ambulance by radio or through Dispatch. Any member going 
straight to a scene must be clearly identified as EMS personnel and wearing 
appropriate uniform. 

13 When one ambulance will be responding to a call, it will not leave the 
station in less than seven minutes unless all on call EMT's are present or 
contact has been made.  After seven minutes, from the time of notification 
from dispatch, a third page can be ǊŜǉǳŜǎǘŜŘΣ ƻƴƭȅ ƛŦ ŀƴ ŀŘŜǉǳŀǘŜ ŎǊŜǿ ŎŀƴΩǘ 
be located. 

14 If a third page is requested, the ambulance should wait three more 
minutes, if no contact has been made with any other member of the crew, 
a request for the backup crew to be paged or an all call page. If we are still 
unable to get staffing, a request for the nearest ALS service to the patient 
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should be made by contacting dispatch (the request must specify to 
dispatch which ALS service to send). 

15 Law enforcement officers and/or Dispatch occasionally request an 
"ambulance only" at a vehicle crash. It is the responsibility of the Duty 
officer to ensure that Fire & Rescue has been dispatched from the closest 
station to any crash on the interstate or busy highway for a "fend off ' 
vehicle. If you notice any leaking fuel, or feel the situation warrants a fire 
& rescue response once you are on scene, ask dispatch to page the closest 
station for assistance. 

16 Responding to any type of a motor vehicle incident, both crews will 
respond until law enforcement on scene, or ems on scene state there is 
only one patient.  The first truck to get a crew should leave first, by this 
we mean, if the transfer truck has a crew and is ready to respond, they 
can respond before the 911 truck leaves the station.  Also if one member 
from the transfer crew is at the station, and one member of the 911 crew 
is at the station, they can both jump into the same truck and respond 
together, the other crew members will respond in the second out truck.  
If only one truck is needed, the second truck will stage at the station for 
coverage, and will have to write a canceled run report in order to 
guarantee payment for the call.  

17 If the primary crew has not cleared back in service and a backup crew is 
paged (provided a backup crew is scheduled) it is preferred the backup 
crew take the call, the primary crew should not cancel backup crews 
once paged. 

18 Ambulances are not designed for off road use. A driver shall not attempt to 
drive through a ditch, field, or grass area that is not designed for ambulance 
traffic. Damage to an EMS vehicle shall be reported immediately to the 
Duty Officer. 

19 Turn around (Cross through the median) on interstate are used only for 
life threat emergencies. They shall not be used in non-emergent modes 
of transport. Use over passes (bridges) regardless of the mileage unless a 
life threat exists. 

20 Do not travel against the flow of traffic (wrong direction) on a one way street or on the 
interstate. 

21 Use of lights and sirens from the scene to a hospital, or use during 
inter-facility transports shall be documented with the medical necessity 
for the use of L&S. 

22 EMS is not to cancel fire department. The first arriving unit shall call 
dispatch with any findings (One car on its side in the ditch, no fire, leaking 
fluids, or extrication needed OR single story home smoke showing family 
evacuated). Fire department will decide to slow response or what 
response is needed. 

Back to Index  h

Placing Ambulance back in service  
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When arriving at the hospital, if your truck is clean and ready to go on another run, report to dispatch you 
are at the hospital, and available for calls. If the truck is dirty and needs cleaning and restocking at the 
station, call out at the hospital, not available for calls.  
 
Once you have completed a call, the entire crew  shall prepare the ambulance for another call.   
 
Each cabinet or bin is labeled with specific quantities of supplies. Restock the container with appropriate 
number of supplies to return it to par level only, no less, no more.  
 
Replace any missing supplies regardless who used them. Inspect outside cabinets for missing supplies or 
equipment and replace as needed. 
 
All garbage in the trucks will be removed, and garbage cans in the trucks will be emptied.  All surfaces of the 
truck in the patient compartment will be wiped down.  This is part of getting the truck ready for the next 
call. 
 
If any supplies are out of stock and you are unable to replace what is needed, or you find broken equipment, 
ÏÒ ÄÁÍÁÇÅ ÁÎÙ ÖÅÈÉÃÌÅ ÏÒ ÐÉÅÃÅ ÏÆ ÅÑÕÉÐÍÅÎÔȟ ÎÏÔÉÆÙ ÔÈÅ ÏÎ ÃÁÌÌ Ȱ$ÕÔÙ /ÆÆÉÃÅÒȱ ÉÍÍÅÄÉÁÔÅÌÙȢ  
 
END 

Back to Index  h

 
 
Disabled Ambulance Procedure  
 
Procedure for Emergency Road Triangles:  
Any time a licensed Baldwin EMS Department vehicle is disabled on the roadway the three road triangles 
must be used as follows: 
On a straight highway: (usually 2 lanes)  

a. 1 triangle 100 feet (40 paces) in front of the disabled vehicle 
b. 1 triangle immediately behind the disabled vehicle 
c. 1 triangle 100 feet (40 paces) behind the disabled vehicle 

On a divided highway: (usually 4 lanes or a freeway)  
a. 1 triangle immediately behind the disabled vehicle 
b. 1 triangle 100 feet (40 paces) behind the disabled vehicle 
c. 1 triangle 200 feet (80 paces) behind the disabled vehicle 

Procedure when Patients are on Board  
If a mechanical failure during the transport of a patient renders an ambulance unable to proceed in a safe 
and timely manner, the driver shall: 

a. Have Dispatch page for another ambulance to respond to the location of the failure for purposes of 
completing the transport. The transport crew must specify to Dispatch the name of the ambulance 
department that is to be notified.  

b. If a different Baldwin EMS Department ambulance responds, the transport crew shall go with the 
patient to the hospital.  

c. If a mutual aid service coming, our EMT in charge of patient care shall accompany the patient to the 
hospital for smooth transition of patient care. 

d. The driver ÏÆ ÔÈÅ ÆÁÉÌÅÄ ÁÍÂÕÌÁÎÃÅ ÓÈÁÌÌ ÃÏÎÔÁÃÔ $ÉÓÐÁÔÃÈ ÁÎÄ ÒÅÑÕÅÓÔ Á ȰÎÏÎ-ÐÒÅÆÅÒÅÎÃÅ ×ÒÅÃËÅÒȢȱ 
e. Contact the Duty Officer for directions on towing. 
f. An incident report shall be completed and submitted to the Duty Officer after returning to the 

station. 
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If a mechanical failure occurs during a transport, but does not interfere with its safe completion, the failure 
should be assessed after completion of the call and a determination should be made regarding the return of 
the vehicle to service. Be sure you are not going to cause more damage to the ambulance. If in doubt, call for 
another ambulance. 
 
In the event an ambulance is involved in a collision while transporting a patient, the ambulance may not 
proceed to the hospital. At such time, a crewmember shall notify Dispatch of the incident and its location, as 
well as any injuries caused because of the incident so that additional help may be dispatched. 

a. EMS personnel are to administer emergency care to all persons in need, but one EMT must remain 
with the initial patient at all times. 

b. The Lead EMT giving care should ride with the new transport ambulance to the hospital for smooth 
transfer of patient care and information. 

c. A driver of a Baldwin EMS vehicle in a crash shall stay on scene to complete police reports.  
d. An incident report shall be completed after returning to the station and the Chief or Duty Officer 

notified immediately.  
e. The driver will submit to a drug test within four hours of any crash. 

 
Procedure with no Patients on Board  
If a mechanical failure disables the responding ambulance during an emergency response, the driver shall: 

a. Have Dispatch page for another ambulance to respond to the call. If returning from a call, contact 
the duty officer and notify dispatch you are out of service. 

b. Contact Duty Officer for instructions on where to disabled ambulance shall be towed. 
c. An incident report shall be completed and submitted to the Duty Officer after returning to the 

station. 
 
 
 
Procedure for Fire, Theft or Vandalism:  

a. Any incident of fire or theft of any EMS vehicle, the crew shall contact the appropriate police 
department to file a report.  

b. An incident report shall be completed and submitted to the Duty Officer after returning to the 
station. 

c. If any crewmember should discover any type of vandalism to any EMS vehicle, the incident shall be 
reported to Dispatch and a police officer dispatched to the location to file a police report.  

d. An incident report shall be completed and submitted to the Chief or Duty Officer after returning to 
the station. 

 
Procedure for Damage to Property:  
In all cases of motor vehicle collision in which any EMS vehicle or any property is damaged, the crew must 
call the appropriate police department to file a police report. The Duty Officer shall respond to the scene as 
appropriate and an incident report shall be completed and submitted to the Chief. 

 
END 

Back to Index  h

 
Lights and Siren  
Purpose:  
The purpose of this policy is to establish a policy for the prudent use of lights and sirens (L&S) when 
responding to a call or transporting a patient and to improve and enhance safety for the patient, the EMS 
crew, and the community. 
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Policy:  
The use of L&S should be limited to situations in which there is good reason to believe that a potentially 
unstable patient will benefit from any potential time savings that may be realized from the use of L&S and 
that the safety of the patient, crew and general public will not be put at undue risk because of the use of 
L&S. 
 
Identify  patients for whom safe use of L&S during response and/or transport can potentially reduce patient 
morbidity or mortality sufficiently to balance the risk of such response/transport. 
 
%ÖÅÒÙ ,Ǫ3 ÔÒÁÎÓÐÏÒÔ ÓÈÁÌÌ ÃÌÅÁÒÌÙ ÄÏÃÕÍÅÎÔ ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÃÏÎÄÉÔÉÏÎȟ ÔÈÅ case circumstances, and the 
rationale for choosing lights and siren transport  in patient narrative . 
END 

Back to Index  h

 
 
 
 
 
 
Run Cancellation  
Purpose:  
The purpose of this policy is to establish a standardized procedure when EMS activation has been cancelled 
while en route to a scene. 
 

Policy : 
Upon notification of the cancellation from the communication center or law enforcement on scene, consider 
cancellation to be advisory. Downgrade emergent response and respond without the use of lights and siren 
to the scene to make evaluation.  
 
If no patient is found by law enforcement or the Medic vehicle on scene, unit may cancel and return to 
station. 
 
If the Duty Officer is on scene and requests you cancel, the ambulance shall cancel and complete a cancelled 
run report. 
END 

Back to Index  h

 
 
Medic Quick Response Vehicle 
The ALS Quick Response Vehicle is designed to provide quicker response of advanced life support 
personnel to the scene of a medical or traumatic emergency, and intercepts. 
DAILY ASSIGNMENT  

1. The Duty Officer assigned on the primary schedule will be designated for the vehicle. Must be 
Paramedic level, generally a supervisory position. Twelve-hour shifts will be preferred.  

2. The assigned person responding in the vehicle shall be in full uniform.  
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3. During shift change, the vehicle must be at the station a minimum of 15 minutes prior to shift 
change. Exceptions are being on a call or prior mutually agreed upon arrangements between the 
personnel.  

4. Fuel levels should not be below ¾ at shift change, or ½ tank at any time.  
5. The vehicle will be kept at our Baldwin station, except that the on-call person to whom it is assigned 

may operate it from home if that person lives within primary response area and it is protected from 
the weather as approved by the chief.  

 
DAILY USE AND CARE  

1. Once the ambulance has been paged, the ALS quick response vehicle shall be in route within 90 
seconds between 0600 and 2200 hrs. and 120 seconds between 2200 and 0600 hrs.  

2. Seatbelts must be worn by all occupants when vehicle is in motion.  
3. Drivers must follow response guidelines. Tobacco use is prohibited inside all BAEMS vehicles.  
4. The vehicle shall be kept clean inside and out. 
5. Vehicle equipment checks must be done by the person accepting responsibility for the vehicle.  

 
 
Fire Calls  

1. The ALS quick response vehicle will only respond emergent to fire calls if there is a potential for a 
patient.  If no patient is reported in the page or the potential for a patient is not there (CO Alarm, fir 
alarm) it will respond not emergent.  

2. Once on scene, the vehicle must be parked to not impede any fire vehicles responding to scene. The 
vehicle should be parked as to not be blocked in by any responding fire or EMS vehicles.  

3. The medic may self-release at any time after the arrival of the ambulance crew. 
 
ALS Intercepts or ALS Mutual Aid where No Ambulance is needed  

1. The ALS quick response vehicle will respond directly to the requested location.  
2. Once on scene, attempt to park vehicle in field driveway or off the roadway to avoid road hazards.  
3. The vehicle engine and lights must be turned off. The vehicle must be secured prior to departure.  
 

Mutual Aid Ambulance needed  
1. 4ÈÅ $ÕÔÙ /ÆÆÉÃÅÒ ×ÉÌÌ ÒÅÍÁÉÎ ÉÎ "ÁÌÄ×ÉÎȭÓ 03! ÔÏ ÒÅÓÐÏÎÄ ×ÉÔÈ Á back-up transport ambulance. 
2. The duty officer will assure coverage in our primary area first, and then assign a crew to respond to 

the mutual aid call if available. 
END           Back to Index  h

Physician on Scene 

 
Baldwin Area Medical Center Physicians may act as on scene medical control on any call  to which they 
respond.  Regions hospital may also appear on a scene and provide support to EMS units. The following 
policy applies to EMS physicians that are not our contracted medical control. 

 
POLICY: 
Medical control should be notified as early as possible in the communication that there is a physician at the 
scene. 
1. Ambulance Personnel Responsibilities:  

A. Be professional and Identify self to the physician. 
B. Inquire if physician is licensed to practice medicine in Wisconsin and area of specialty. 
C. Inquire if physician wishes to be responsible for patient.  If so, explain that physician at scene 

must: 
1. Instruct/ supervise prehospital personnel at scene. 
2. Accompany patient in ambulance to hospital. 

D. Document the identification of any on-scene physician that particip ates in patient care. 
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2. Physician at Scene Responsibilities: 
A. If physician declines responsibility, prehospital personnel should follow established guidelines. 
B. If physician accepts responsibility: 

1. Medical control is notified of physician at scene. 
2. No monitoring medical control physician is necessary. 
3. Radio communications are maintained. 
4. Physician at scene accompanies patient to hospital. 
5. Physician accompanying EMS will  give a verbal report to the MD at receiving 

hospital. 
C. If physician wishes to assist only: 

1. Communicates with medical control physician, however, physician at scene has no 
medical control. 

2. Physician at scene is not required to accompany patient to hospital. 

 
SPECIAL NOTES: 
If a physician makes requests of EMS personnel in a clinical (e.g. hospital, clinic or nursing home) setting 
that are contrary to these guidelines or appear, in the EMS personneÌȭÓ ÊÕdgment, to be contrary to the 
patieÎÔȭÓ Âest interests or that a procedure is beyond the crewȭÓ Ìevel of training and scope of practice, EMS 
personnel should request that the physician carry out those orders or consult with a medical control 
physician. Once the on-scene physician is no longer physically present, EMS personnel should follow 
established care guidelines. 
END 

Back to Index  h
 

 

 

 

 

 

 

 

Interfacility Transports  
Purpose: 
To assure that we are providing inter-facility transports in a safe manner from one facility to another.  

 
Policy:  
Baldwin Area EMS has a primary responsibility to staff the 911 service area with a Paramedic ambulance, 
inter -facility transports are secondary in priority to 911 coverage. The purpose of this policy is to define the 
appropriate use of EMS personnel utilized during an inter -facility transfer.  
 
This policy addresses the appropriate transfer of a patient by ambulance with an emergency medical 
condition, who has been stabilized by the transferring facility, accepted by the receiving facility and 
transported with appropriately qualified personnel. Prior to initiating any transfer, the transferring 
physician has the responsibility to perform a medical screening exam to determine if the patient has an 
emergency medical condition, stabilize (if possible) and prepare the patient for the transfer.  
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Prehospital providers that participate in inter-facility transfers must follow written these written guidelines 
and have appropriate training for the particular type of patient they will encounter.  At all times operate 
within your scope of practice as approved by Medical Direction. 
 
If Baldwin Area Medical Center determines the patient is in need of inter-facility  transport, the hospital 
shall call the Baldwin Area EMS Duty Officer at 715-760-1491. 
 
 
Modes and Level of response: See chart below. 

1. The physician can request a response mode:  

a. Emergency Response = If a patient at a health facility has an emergency medical condition 
which needs to be evaluated or stabilized by a physician at the receiving hospital in a rapid 
manor. Does not always mean lights and siren, only an immediate response.  

b. Non-emergency Response = A request for transport of a patient who does not have, or is 
not perceived to have, an emergency condition but needs ambulance transport to a higher 
level facility or for a procedure not currently available at Baldwin Area Medical Center. 

2. The level of response will be determined by the attending physician at the facility. The physician can 
request one of five levels:  EMT, Advanced EMT, Intermediate, Paramedic, and Critical Care 
Paramedic.  

3. Baldwin Area EMS employees Registered Nurses. They may operate to the Paramedic level of service, 
or if CEN or Critical Care certified to that level of service as determined by the Medical Director(s). 

 
 
 
 
 
 

).4%2&!#),)49 #/.4).5%$ȣ 
EMT/Medic Instructions at Baldwin Area Medical Center : 
1. Once at the hospital, obtain a verbal patient report from an appropriate hospital staff, complete an 

inter -facility transport form (see forms section). 
2. #ÏÌÌÅÃÔ ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÒÅÃÏÒÄÓ ÆÏÒ ÔÈÅ ÒÅÃÅÉÖÉÎÇ Èospital, including any x-ray/CAT scan CD/MRI being 

transferred with the patient. Patient belongings being transported (encourage family members to take 
belongings. Document what you accept and where it is left at receiving hospital). 

3. Collect a face sheet and PCS form, and if necessary have the patient sign the ABN or Medicaid form.  
4. Obtain and document a set of vitals prior to leaving the facility. If unable to obtain vital signs, 

document why they are unobtainable.  
5. Transferring Physician remains medical control until receiving facility accepts patient by signing 

paperwork. 
6. $ÏÃÕÍÅÎÔ ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÃÏÎÄÉÔÉÏÎ ÄÕÒÉÎÇ ÔÒÁÎÓÐÏÒÔȢ )Æ ÐÁÔÉÅÎÔȭÓ ÃÏÎÄÉÔÉÏÎ ÄÅÔÅÒÉÏÒÁÔÅÓ ÏÒ ÔÈÅÒÅ ÉÓ Á 

significant change, consider ALS intercept or diverting to the closest hospital.  
7. Call in report to the appropriate receiving hospital.  
 
Monitoring during transport:  
All patients being transported shall have an appropriate level of monitoring: 
1. Continuous EKG monitoring 
2. Intermittent measurement of: Rate, Pulse rate, Continuous monitoring by pulse oximetry, Blood 

pressures, etc. 
3.      Intubated patients receiving mechanical support of ventilation should have airway pressure 

monitored. If a transport ventilator is used, it should have alarms to indicate disconnects or 
excessively high airway pressures. SPo2 monitoring. 

4.      A medical record documenting the patient's status and management during the transport is required. 
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Minimum equipment during transport : 
1. All Baldwin Ambulance units are equipped per state regulations with sufficient levels of stock for 

transfers. All Staff shall be trained on all equipment within their scope of practice. Paramedics, Critical 
#ÁÒÅ 0ÁÒÁÍÅÄÉÃÓ ÁÎÄ 2.ȭÓ ÓÈÁÌÌ ÂÅ knowledgeable on the use and trouble shooting of service and 
Hospital owned IV pumps, ventilators, etc. 

        
    Back to Index  h

The Baldwin Area EMS Duty Officer will need to know: Patient age and sex, diagnosis and treatments 
being performed or needed/monitored enroute, level and priority below, and destination.  They may 
have other questions that they need to ask. 

 
 

Level of Care requested: 
Critical Care 
Paramedic 
Transport 

Unstable/Critical patient transport by CCTP certified Paramedic 
crew: 
V BiPap patients 

V Unstable cardiac/Respiratory, or severe burn patients  

V Blood or multiple medicated IV infusions 

ü Acute patients with a higher potential of deterioration enroute 

ALS (Advanced Life 

Support) Paramedic 
Transport 

Unstable patient transport by ACLS certified Paramedic crew: 
V Intubated patients  
V Cardiac monitoring/External Pacing 
V Monitor antibiotic and medication infusions  
V Advanced airway procedures  
V Pain control. 
ü Acute patients with a lower potential of deterioration enroute  

BLS (Basic Life Support) 

EMT Transport 
Stable patient transport by Emergency Medical Technician crew: 
V Basic airway (Oxygen and suctioning) 
V IV monitor of NS (no medications)  
V Advanced first aid skills/equipment 
V No cardiac monitoring needed 
V Routine transfer of patient for specialty care or testing at another 

facility 
ü Stable patients with no potential of deterioration enroute 

Non- Emergent 
Ambulance 
Transport 

Patient can Ambulate 
V Return to nursing homes, must have PCS completed prior to transport 
V If No Medical Necessity is established on the PCS form for Ambulance 

transport, the cost may be billed to patient 
ü Stable patients with no potential of deterioration enroute 

Bariatric 
Transport Unit 
 

All levels of care 
V Over 450 lbs.  
V Will be arranged for you by Baldwin Area EMS through mutual aid 

partners, will take up to several hours for transport to arrive. 
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If you are unable to get a hold of the Duty Officer, please contact dispatch, 715-386-4701, and request Baldwin EMS for a transfer.  Dispatch 
will have to go through their EMD protocols, which will be a series of questions, so please have patient information ready.   
LŦ ǘƘŜ IƻǎǇƛǘŀƭ ƛǎ ǳƴŀōƭŜ ǘƻ ƎŜǘ ŀ ƘƻƭŘ ƻŦ ǘƘŜ Řǳǘȅ ƻŦŦƛŎŜǊΣ ȅƻǳ Ŏŀƴ Ŏŀƭƭ ǘƘŜ /ƘƛŜŦΩǎ tƘƻƴŜΥ тмр-495-6729.   
 
Other service to contact for an Interfacility Transports if needed: 
 St. Croix County 
  River Falls EMS, Call dispatch 715-386-4701 
  Hudson EMS, Call dispatch 715-386-4701 
  New Richmond EMS, Call dispatch 715-386-4701 
 Pierce County 
  Ellsworth EMS, during business hours 715-273-4879, after hours call Pierce County Dispatch 715-273-5051 
  River Falls EMS, Call Pierce County Dispatch 715-273-5051 

 

Interfacility Transports Guidelines for the Baldwin Duty Officer 

If Baldwin Area Medical Center needs to request a transport, they will call the 

Duty Officers cell phone, 715-760-1491. 

The Duty Officer will then obtain the need information for the transfer: 

 -Is it emergent on non-emergent 

-Where does the patient need to go 

 -What interventions have been done? 

 -What interventions are currently in place (IV pumps, antibiotics, on a vent) 

 -And any other information the Duty Officer feels is necessary to patient care. 

The Duty Officer will be able to inform the hospital if Baldwin EMS will be able to take the call. 

 If we can take the call:  

-The duty officer can call dispatch and have it paged it out, or they can call the crew 

and give them the heads up, then notify dispatch. 

 LŦ ǿŜ ŎŀƴΩǘ ǘŀƪŜ ǘƘŜ ŎŀƭƭΥ 

-The duty officer, if able, will contact the appropriate dispatch center and request a 

specific service to take the transfer.  If able, please contact the service ahead of time 

to see if they are able to take the transfer. 

-If the Duty Officer is not able to contact another service due to being committed to a 

call, advise the hospital that we are unable to take the transfer, and then request they 

call a certain service. 

 
Back to Index  h
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Non-Transport/Patient Refusal  
For refusal of assessment and treatment, advise the person you believe they should be seen by a 
medical doctor. Obtain the persons  basic demographic  information  and signature of refusal.  
 

For persons accepting scene care, but refusing transport:  

1. Each patient shall  be given a complete physical assessment, head to toe. 
2. The run report of each patient  refusal must include the following:  

A. Results of physical assessment 
B. Visual observations, such aÓ ȰThe patient is up walking around with no apparent injuryȢȱ 
C. Complete set of vitals including blood sugar. 
D. Mental status assessment.  Patient should be: 

1. Alert, Oriented X 3:  the patient knows who they are, where they are, and the day/ date 
2. Coherent:  speaking in complete sentences with logical thought processes. 
3. Articulate:  speech is distinct and understandable. 
4. Able to understand the EMS provider, which may involve the use of a telephone 

interpreter. 
5. Absence of any one of the above may indicate an inability to make good decisions 
6. (Incompetence).  Incompetent patients cannot legally refuse medical care. 

E. Reason for the patieÎÔȭÓ refusal. 
F. Attempts to get others involved, such as ȰFamily members were unable to convince the 

patient to be transporteÄȢȱ And Consequences explained, such aÓ ȰThe patient was informed 
that he may suffer serious physical harm, injury, or death if he is not transporteÄȢȱ 

G. Alternatives explained, such aÓ ȰThe patient was instructed to seek alternative transportation 
or call personal physician for adviceȢȱ Inform patient of their  r ight to call  9-1-1 again. 

H. Concluding statement to each incident of patient refusal shall be the followin gȡ  Ȱ0ÁÔÉÅÎÔ ×as 
strongly advised to seek medical attention aÓ ÓÏÏÎ ÁÓ ÐÏÓÓÉÂÌÅȢȱ 

I. Signature of the patient (or legal guardian if a minor) on the run form, and have the patient or 
legal guardian sign the narrative, after it has been read to them.  If patient refuses to sign, 
write ȰrefuseÄȱ in signature area and have witness to refusal sign as well.  Witnessed. 

3. Document physician name or medical control operator number on the run form.  
4. Patients not transported for the following conditions have additional requirements: possible head 

injury, seizure, wounds or lacerations, hypoglycemia, motor vehicle accidents, syncope, choking or 
foreign object ingestion, and sprains or contusions: 

A. If the decision is made to not tr ansport an adult patient wi th any of the above conditions, a 
non-tr ansportation information sheet must be left with and explained to the patient/caregiver. 

B. Document on the report a non-tr ansport instruction sheet was left with patient. 
5. Intermediate, Paramedic, CCTP, RN may clear a patient for non-tr ansport following  a hypoglycemic 

episode if the patient:  
A. Is now conscious, alert, and oriented, and is able to manage their  diabetes, and 
B. Has a blood sugar of at least 80 mg/ dL, and 
C. Is left with w ritten non-transport instructions for hypoglycemia, and 
D. Is at least 2 years of age (minors must be in the care of an adult) 

SPECIAL NOTES: 
1. Alcohol or chemical intoxication does not justify inaction and may render a patient incompetent. 

Call medical control for advice. 
2. In the event that the parent or legal guardian of an uninjured or non-ill minor cannot be reached, the 

child may be left in the care of a responsible adult  (> 18y.o.), after consulting wi th a medical control 
physician. Consult with medical control regarding non-transport of emancipated minors. 

a. An emancipated minor is anyone under the age of 18 years who: (1) has been marri ed; (2) is on 
active duty in the uniformed services of the United States; (3)  has been emancipated by a court of 
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competent jurisd iction; (4)  is deemed financially independent; or (5) is otherwise considered 
emancipated under Wisconsin State law. 

3. See forms section for non-transport information form.  

END    
        Back to Index  h

DO NOT RESUSCITATE (DNR)  
PURPOSE:  
Baldwin Area EMS recommends that the decision to withhold cardiopulmonary resuscitation (CPR) rest 
with the patient and his/her physician and that our prehospital personnel honor directives limiting CPR in 
individuals who have refused this treatment. This guideline is intended to delineate the appropriate 
response by emergency medical personnel to a valid Do Not Resuscitate (DNR) order in the event of a 
request for emergency medical assistance.  
 
BACKGROUND INFORMATION:  
It is customary medical practice that CPR is performed on all persons found to be in cardiac arrest, in the 
absence of directives from a primary physician to withhold such action. There are individuals who would 
decline these therapies or for whom the treatments are without benefit. Such persons may legally and 
ethically decline these treatments. The DNR order is a written order by physicians under Chapter 154 of the 
Wisconsin Statutes to direct emergency medical technicians, first responders, and emergency health care 
facilities personnel not to attempt CPR on a person for whom the order is issued if that person suffers 
cardiac or respiratory arrest. Specifications for DNR bracelets and the procedures for these emergency 
health care providers to use in following a DNR order are described in Administrative Code HFS 125.  
 
 
 
CONDITIONS FOR A LEGAL DNR ORDER UNDER ACT 200:  
Only an attending physician may issue a DNR order under Act 200. The attending physician may issue a 
DNR order for a patient only if ALL of the following apply:  
The patient is a qualified patient.  
The patient requests the DNR order.  
The order is in writing.  
The patient signs the order.  
The physician does not know the patient to be pregnant.  
 
DNR BRACELET:  
The physician or designee attaches a standardized DNR bracelet after all prerequisites have been met. 
Hospitals, clinics, etc. supply the bracelet. The bracelet must:  
"Å ÃÌÅÁÒ ÁÎÄ ÍÁÄÅ ÏÆ ÐÌÁÓÔÉÃ ÔÈÁÔ ÉÓ ÁÔ ÌÅÁÓÔ ϶ȱ ×ÉÄÅ  
Have an insert distributed by the DHFS that has a preprinted logo of the State of Wisconsin; Have the words 
Ȱ$Ï .ÏÔ 2ÅÓÕÓÃÉÔÁÔÅȱ ÉÎ ÂÌÕÅ ÏÒ Á -ÅÄÉÃ !ÌÅÒÔ ÂÒÁÃÅÌÅÔ ×ÉÔÈ ÔÈÅ ÓÔÁÔÅÍÅÎÔ Ȱ7ÉÓÃÏÎÓÉÎ-DNR-%-3ȱȢ 
Have the required information printed in size 10 font or greater.  
Have on the left half of the insert: patient name, address, date of birth, and gender 
(ÁÖÅ ÏÎ ÔÈÅ ÒÉÇÈÔ ÈÁÌÆ ÏÆ ÔÈÅ ÉÎÓÅÒÔȡ ÐÈÙÓÉÃÉÁÎȭÓ ÎÁÍÅȟ ÂÕÓÉÎÅÓÓ ÔÅÌÅÐÈÏÎÅ ÎÕÍÂÅÒȟ ÁÎÄ ÓÉÇÎÁÔÕÒÅ  
 
PROCEDURE FOR CARING FOR PATIENTS WITH A VALID DNR BRACELET:  
!ÓÓÅÓÓ ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÁÉÒ×ÁÙȟ ÂÒÅÁÔÈÉÎÇ ÁÎÄ ÃÉÒÃÕÌÁÔÉÏÎȢ  
IÆ ÐÕÌÓÅÌÅÓÓ ÁÎÄ ÎÏÎÂÒÅÁÔÈÉÎÇȟ ÃÈÅÃË ÔÈÅ ÐÁÔÉÅÎÔȭÓ ×ÒÉÓÔ ÆÏÒ ÔÈÅ ÓÔÁÔÅ-approved DNR bracelet.  
If no bracelet is found on the wrist, provide usual care.  
)Æ Á ÎÏÎÄÅÆÁÃÅÄ ÂÒÁÃÅÌÅÔ ÉÓ ÆÏÕÎÄ ÏÎ ÔÈÅ ÐÁÔÉÅÎÔȭÓ ×ÒÉÓÔȟ ÄÏ ÎÏÔ ÉÎÉÔÉÁÔÅ ÌÉÆÅ ÓÕÐÐÏÒÔ ÍÅÁÓÕÒÅÓȢ %ÍÅÒÇÅncy 
health care personnel only honor DNR orders when they see a valid DNR bracelet.  
Health care will be provided to DNR patients with only full resuscitative care being withheld. Comfort care 
(such as suction, oxygen, and oral/nasal airways) should be given, but no life sustaining cardiac or 
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pulmonary care (such as advanced airways [Combitube or endotracheal tube], bag-valve-mask, and 
demand valve resuscitation, defibrillation or chest compressions) will be provided. 
 
CONDITIONS THAT INVALIDATE A DNR ORDER: 
The patient has revoked the DNR order or expressed to the emergency health care provider the desire to be 
resuscitated. The emergency health care provider should then promptly remove the bracelet.  
The DNR appears to have been tampered with.  
The emergency health care provider knows that the patient is pregnant.  
The patient destroys the bracelet.  
The patient removes or asks someone to remove the bracelet.  
 
SPECIAL CIRCUMSTANCES INVOLVING CARRYING OUT DNR ORDERS:  
In the event a patient changes his/her mind regarding the DNR order prior to cardiac arrest, family 
members request resuscitation or disagreement occurs at the time of cardiac arrest, resuscitative measures 
should be initiated by pre-hospital personnel and treatment decisions should be made by the physician 
responsible for care.  
Valid written DNR orders that are current and signed by the physician, patient, and appropriate witness 
may be honored in the absence of a DNR bracelet, but they must be physically available and readable to the 
emergency health care provider.  
Contact medical control if there is any doubt about honoring the order. 
 
IMMUNITIES PROVIDED UNDER THE LAW: No physician, emergency medical technician, first responder, 
health care professional or emergency health care facility may be held criminally liable, or charged with 
unprofessional conduct, for any of the following:  
Under the directive of a DNR order, withholding or withdrawing resuscitation from a patient;  
Failing to act upon the revocation of a DNR order unless they had actual knowledge of the revocation;  
Failing to comply with a DNR order if they did not have actual knowledge of the DNR order or if the person, 
in good faith, believed the order had been revoked.  
 
END 
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Death/ Termi nat ion of Resuscit ati on 
Ambulance personnel may forego resuscitation on patients who are obviously dead at the scene or who have 
confirmed Do Not Resuscitate (DNR) orders. 

 
Obvious Death  is indicated by no cardiac or respiratory activity in a warm patient combined with any of the 
followin g: rigor mortis, lines of Lividity (pooling of blood in the dependent areas of the body), decapitation, 
severed trunk, 100% BSA full  thickness burns): 
1. Obtain and document history including: 
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A. How long down or when last seen alive?  
B. Medical history. Was death expected or unexpected death? 
C. Any resuscitative efforts prior to EMS arrival?  

2. Perform physical exam and document assessment of: 
A. Absent pulses; the carot id and one other and Absent respirations 
B. Fixed and dilated pupils 
C. Rigor mortis  
D. Pooling of blood in the dependent (lowest areas of the body) due to gravity (AKA Lividi ty)  
E. Injur ies incompatible with life (decapitation, severed trunk, 100% BSA burns) 

Medical cont rol clearance 
A. Medical control clearance is not required for patients who meet the crite ria above. 
B. Contact medical control with any questions/concerns; especially if possibility of hypothermia. 
C. Once resuscitation* (CPR) has begun, it may be terminated only AFTER physician declaration 

(in person or via radio communication) unless there is a valid DNR order present. 
 
Terminate resus citation : (ALS ONLY) If ÁÆÔÅÒ Á ÆÕÌÌ ÁÓÓÅÓÓÍÅÎÔ ÏÆ ÐÏÓÓÉÂÌÅ ÃÁÕÓÅÓ ɉ(ȭÓ ÁÎÄ 4ȭÓɊ ÁÎÄ ÕÐ ÔÏ 
20 minutes of ACLS care, an arrest may be called in the field by Paramedic/RN personnel: 
1. AHA Cardiac arrest algorithms should be followed for a minimum of 20 minutes, then consultation wit h 

family and medical control before ending resuscitation efforts.  
2. If a patient is in Asystole/PEA an ECG confirmation with printed strip  in two leads and assessment of 

heart and lungs. If the Paramedic questions the viability of the patient or the EMT cannot adequately 
confirm an obviously dead patient from the assessment above.  

 
TREAT AS CRIME SCENE: To the extent possible, try to avoid disturbance of possible crime scenes and leave 
bodies at the scene in position found whenever possible and practical. Often times Police want to limit the 
access in the area, the Duty Officer or Lead Paramedic on the ambulance should enter the scene to verify 
death, not entire crew. 
 
SPECIAL NOTES: 
1. If there is any doubt about patient viabil ity, initiate resuscitation measures immediately. 
2. Patients found in cold environments may still  be viable despite cold body temperatur e. 
3. *ȰReÓÕÓÃÉÔÁÔÉÏÎȱ = (CPR) or any component of CPR, including cardiac compression, artifi cial ventilation, 

defibrillation, administration of cardiac resuscitation medications and related procedures. It does not 
obligate EMS personnel to attempt aggressive resuscitation in cases where the attempts will  likely be 
futile, but continue with basic life support (BLS) resuscitation until physician contact can be made. 

4. Patients not pronounced at the scene due to continued resuscitative efforts, family situations, or rescuer 
safety issues are tr ansported to the closest hospital.  

5. For patients being tr ansport ed to a Hospital, if death occurs enroute: 
A. If patient is brought into hospital for tr eatment and is later pronounced, hospital staff handles. 
B. Patients who die enroute to a hospital in Ramsey or Washington County - Medical Examiner must 

be called by dispatch and bodies transported to the Ramsey County Morgue (at Regions). 
 

END                                                                                                                                                                               Back to Index  h

 

Emergency Transport Hold  
PURPOSE: 

Wisconsin Statute 51.15 (Rights of Detention), 55.05 (Voluntary Protective Servi ces), and 55.06 (Protective 

Servi ces and Protective Placement; eligibility) allow for the involuntary detention of a patient by a law 

enforcement officer, for the tr ansport of that patient to a medical facility, to protect that patient or others 

from imminent harm.  A competent person of legal age has the r ight to refuse/ consent to medical assessment, 

tr eatment, and transportation. However, if there is reason to believe that the patient is mentally ill*, 
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developmentally disabled (suffering from the infirmit ies of aging or other like incapacities, and is so, totally 

incapable of providing for his or her own care or custody, as to create a substantial risk of serious harm to 

oneself or others), chemically dependent or intoxicated, then a law enforcement officer may take the patient 

into custody and transport him/ her (or order them to be tr ansported) to a medical facility for treatment. 

 
POLICY: 

1. Every time a patient is transported against his/her will for the above-mentioned reasons, a Statement of 

Emergency Detention (example in Forms section) must be completed. 
2. If, after assessment, the patient is refusing treatment and transport and, in the judgment of the EMS 

provider, the patient requires further medical attention, but is incompetent and therefore incapable of 
giving informed consent or making an informed refusal, a Statement of Emergency Detention should be 
obtained from and completed by law enforcement personnel.  The patient may then be transported 
against his/her will to an appropriate medical facility for further evaluation and treatment. 

3. Whenever possible, attempts should be made to get an on-scene peace officer to sign the transport hold.  
If an officer refuses, or is not present to sign it, verbal authorization from an on-line physician may be 
obtained through medical control in Baldwin or MC at our backup through MRCC at Regions.  

A. If the patient is transported to Regions Hospital, the crew can pick up the form from MRCC when 
they arrive. 

B. If the patient is transported to a facility other than Regions Hospital, the MRCC operator is 
responsible for obtaining the physician signature and then faxing a copy of the form to the 
receiving facility, where the crew may pick up the form upon arrival. 

4. One copy of the form must be left with the patient run report form at the receiving hospital, one copy 
must remain attached to the original run report form, and one copy must be provided to the patient. 

5. The law enforcement officer must accompany the patient in the ambulance or follow the ambulance. 
6. Physical restraints are recommended for all patients on transport holds. 
 
SPECIAL NOTES: 

1. *Mentally ill includes those patients under the influence of their disease (e.g. stroke, diabetes, 

!ÌÚÈÅÉÍÅÒȭÓɊȟ ÁÎÄ ÔÈÏÓÅ ÕÎÄÅÒ ÔÈÅ ÉÎÆÌÕÅÎÃÅ ÏÆ ÔÈÅÉÒ ÉÎÊÕÒÙ ɉÅȢÇȢ ÈÅÁÄ ÉÎÊÕÒÙɊȢ 
2. **For the purposes of this statute, a health officer is a licensed physician, psychologist, psychiatric social 

worker, or psychiatric or public health nurse.  EMTs and paramedics are not considered health officers.  
A peace officer is a sheriff, municipal or other local police officer, or a state patrol officer when engaged 
in the authorized duties of office. 

3. An emergency transport hold authorizes the transport of an incompetent patient to a medical facility for 

further evaluation only.  It does not automatically commit the patient to a 72-hour hold. 

4. A transport hold is not necessary if the patient is under arrest and a peace officer is either 

accompanying the patient in the ambulance or following in a squad car. 
5. Patients who are transported on a hold should be transported to a hospital where they have received 

care or within their own medical group/insurance company whenever possible. 
END            
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Destination  Choice/ Prehospital Ale r t Cr it er ia 
Purpose:  
To assure that patients with special medical or trauma needs are transported to the most appropriate 
facility. TTA (Trauma Team Activation), Code STEMI, Code Stroke, OB Emergencies, Pediatric Emergencies. 
 
Policy:  
Patients should be transported to the hospital of their choice within local distances. However certain 
circumstances in which the patientȭs choice may be over-ridden by on-line medical direction or Duty Officer 
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discretion using the following appropriate considerations: (Note: Duty officer shall notify BAMC Medical 
Control of destination choice, they are still medical control hospital). 
 
Procedure:  
Patient should be transported to the closest most appropriate hospital. 
Appropriateness is determined by: 

¶ Specialty needs of the patient (pediatric, trauma, cardiac, etc.)  
¶ ÈÏÓÐÉÔÁÌȭÓ ÃÁÐÁÃÉÔÙ ÔÏ ÍÅÅÔ ÔÈÅÓÅ ÎÅÅÄÓ 
¶ Hospital diversion status 
¶ Patient preference (within local area: Baldwin, Hudson, New Richmond, River Falls, Menomonie) 
¶ Patients medical home (within local area as above) 
¶ Weather (road conditions) 
¶ Service area requirements and needs (Staffing, vehicles, etc.) 

 

Level 1 by-pass: Baldwin Area EMS may by-pass local hospitals to go directly to a level one center for 
Trauma  (TTA Activation) , or  STEMI, if airway is managed. 
  

Trauma Team Activa tion Cr it er ia 

ALS units can call  a Trauma Team Activation (TTA) from the field when one or more of the signs and 
Symptoms listed below are present or when the paramedic feels the patient is unstable due to a traumatic 
injury. BLS units should  contact the medical control physician  at BAMC before leaving, or contact 
MRCC for  a TTA evaluation.  The following are TTA crite ria: 

A. Glasgow coma score < 14 
B. Hemodynamically unstable (Adult: SPB < 90 mmHg; Pediatri cs: 70+2*age)   
C. Airway compromise 
D. Penetrating trauma to the head, neck, torso, or proximal extr emities (above elbow or knee)   
E. Two or more proximal (above elbow or knee) long bone fractures 
F. Pelvic instability 
G. Limb paralysis 
H. Amputation above the wrist or ankle 
I. Trauma with major burns 
J. Flail chest 
K. Temperature <90 degrees Fahrenheit  
L. Traumatic cardiac arrest 

 
TTAs are called based on the anatomic and physiologic crite ria listed above. They are not called based on 
mechanism of injury. Mechanism of injury  may mandate that the patient be tr anspor ted to a Level 1 
Trauma Center  but mechanism alone does not warr ant a TTA.  There may be times when patients have 
signifi cant mechanisms of injury but appear to be stable.  If the provider feels that a patient is a candidate 
for evaluation at the tr auma center, the EMS provider should bring the patient to the tr auma center. 
(Note: Regions Level I Adult and Pediatric Hospital or Hennepin County Medical Center ). 
 
 

Destination continued ȣ 

Code STEMI: Cath Lab Activa tion: Patients with cardiac symptoms who have ST elevation of > 
2mm in two or more contiguous v-leads or >1mm in the limb leads, and the QRS complex is 
narrower than 0.12 (3 small  boxes) seconds, should be tr ansported to a Level 1 Cardi ac Center. 
ɉ./4%ȡ  5ÎÉÔÅÄ (ÏÓÐÉÔÁÌȟ 3ÔȢ *ÏÅȭÓ (ÏÓÐÉÔÁÌȟ and Regions Level I Trauma Hospital).  
 
Code Stroke: Any patient exhibiting signs of acute str oke, defined as exhibiting 1 of the 3 signs and 
symptoms measured on the Cincinnati  stroke scale score and symptom onset of 8 hours or less and normal 
blood glucose qualifies for a Code Stroke prehospital alert. Patients exhibiting signs and symptoms for non-
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acute str oke (positive Cincinnati  stroke scale and symptom onset of greater than 8 hours) DO NOT qualify 
for a Code Stroke prehospital alert.  EMS providers should speak to BAMC regarding tele-stroke activation, 
or call MRCC for Level One Stoke activation when by-pass of local hospital is advised by Medical Control.  
(Note: United Hospital, Regions  (ÏÓÐÉÔÁÌȟ ÏÒ 3ÔȢ *ÏÅȭÓ (ÏÓÐÉÔÁÌɊ 
 
Burn Center:  Patients with second or third degree burns > 10% TBSA, burns to hands, face, feet, perineum, 
or major joints, electrical burns, including lightening, chemical burns, especially hydrofluoric acid burns, and 
inhalation injuries. Patients with underlying or pre-existing medical conditions that may prolong recovery, 
complicate management, or affect mortality. Patients with concomitant trauma.  
(Note: Regions Level I Hospital or Hennepin County Medical Center ) 
 
Hyperbaric Centers:  Patients with symptoms of severe CO poisoning including: history of loss of 
consciousness, lethargy, confusion, disorientation, seizures, focal neurological deficits, ischemic chest pain, 
new dysrhythmias, 12 lead ECG changes, hypotension, or the pregnant patient should be transported for 
possible hyperbaric therapy.  Patients in cardiac arrest should be transported to the closest facility. 
(Note: Hennepin County Medical Center only for Hyperbaric Center)  
 
Specialized OB Centers: Patients in active labor who are between 20 and 32 weeks gestation (5-8 months), 
anticipated to have or are having complications with delivery should be transported to the most appropriate 
facility and should have early alert of the patients OB physician.  
(Note: United Hospital with a Level III Nursery).  
 
Pediatric Centers :   Critically ill children should be considered by on-line Medical Direction. 
(Note: #ÈÉÌÄÒÅÎȭÓ (ÏÓÐÉÔÁÌ 3ÔȢ 0ÁÕÌ for illness or for Trauma Regions Level I Pediatric Hospital)  
 
Stab il ization  Room: Patients transported by EMS to United, HCMC or Regions Hospital who are critic ally ill 
or injured, in severe distr ess, do not meet the current TTA, Cath Lab, or Code Stroke crite ria, and would 
benefit f rom immediate physician evaluation can be called a ȰSTAB ROO-ȱ patient.  Examples of patients 
who are candidates for STAB ROOM requests include (but are not limited to): Status epilepticus, severe 
COPD on CPAP, open or severely painful  fractures, hypotensive medical patients, unstable cardiac 
arrhythmias, any unstable vital signs in a non-trauma patient, choking patients, status asthmaticus, or OD 
with depressed LOC or unstable vital signs.  This list is not all inclusive, and the paramedic should feel 
comfortable requesting a STAB ROOM on all patients meeting the above crite ria. 
 
END 
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Hospital Di version  - WITRAC 
 

3ÔÁÔÕÓ ÄÅÆÉÎÉÔÉÏÎÓ ÁÒÅ ρ ÏÆ ς ÃÈÏÉÃÅÓȟ ÅÉÔÈÅÒ Ȱ/ÐÅÎȱ ÏÒ Ȱ$ÉÖÅÒÔȱȢ 4ÈÅ ×ÏÒÄ Ȱ/ÐÅÎȱ ÍÅÁÎÓ ÔÈÁÔ ÔÈÅ 
Emergency Department will accept all ",3 ÁÎÄ !,3 ÁÍÂÕÌÁÎÃÅÓȢ 4ÈÅ ×ÏÒÄ Ȱ$ÉÖÅÒÔȱ ÍÅÁÎÓ ÔÈÁÔ ÔÈÅ ÈÏÓÐÉÔÁÌ 
will not receive any ambulances (BLS or ALS). Four, and only 4, exceptions to the diversion status are 
acceptable allowÉÎÇ ÁÍÂÕÌÁÎÃÅ ÔÒÁÎÓÐÏÒÔ ÔÏ Á ÈÏÓÐÉÔÁÌ ÏÎ Ȱ$ÉÖÅÒÔȱȡ  

1. Specialty hospitals never close to their specialty (i.e. Burns, pediatrics, hyperbaric, trauma)  
2. Hospitals never close to women in labor if that hospital is the closest most appropriate destination 

(i.e. Patient received prenatal care there)  
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3. A patient is a direct admit  
4. A pre-arranged transport following EMTALA guidelines (i.e.: Patient recently discharged from that 

hospital or patient coming from an affiliated clinic site)  
 
Divert Status Override  
1. If it is reported to Baldwin Area EMS that local hospitals within reasonable distance to patient acuity 

are closed, the ambulance crew will continue to the closest appropriate hospital to care for the patient.   
2. EMS Crews may contact MRCC for further advice on transport destination or hospitals on divert status. 
3. Once the ambulance personnel have given their report to the receiving destination hospital, the 

ambulance cannot be diverted.  
END 
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Photographic Documentation  
Purpose:  
Establish a procedure for obtaining, maintaining, protecting and releasing photographic documentation. 
 
Policy:  

Photos should only be taken in situations when a photograph would help to explain the mechanism of 

injury to the receiving physician.  Examples of this would include motor vehicle crashes, or when a 

patient is trapped in or under something.  The picture should only be taken by the duty officer or chief 

ŀƴŘ ǘƘŜ Řǳǘȅ ƻŦŦƛŎŜǊ ƛǎ ǘƻ ƻƴƭȅ ǳǎŜ ǘƘŜ Řǳǘȅ ƻŦŦƛŎŜǊΩǎ ǇƘƻƴŜ ƻǊ ǘƘŜ ŎƘƛŜŦΩǎ ǇƘƻƴŜΦ  hƴŎŜ ǘƘŜ ǇƛŎǘǳǊŜ Ƙŀǎ 

been taken and shown to the physician, it is to be deleted from the phone.  Any person seen taking 

photos of a patient or of a crash site could face disciplinary action by the chief.  Any person posting or 

sharing pictures of patients or of any ambulance scene on Facebook or any other social media source 

will face disciplinary action as this is a HIPPA violation.  Removal from the service could result.  If a 

photo is taken and then deleted, that information should be included in the narrative, and with names 

of the person that deleted the photo, and of a witness. 
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Response with Police  
 
EMT obligations at the scene of a violent crime:  

A. Immediately notify law enforcement, if scene is not safe, back out and leave, or do not approach. 
B. If the patient is obviously dead, the body and surrounding scene shall remain undisturbed. 
C. Do not touch, move, or relocate any item at the scene unless absolutely necessary to provide 

treatment to an injured victim. Mark the location of any item that must be moved. 
D. No onlookers or other unauthorized personnel on the premises of the crime scene. 
E. Observe and note anything unusual, especially if the evidence may not be present when law 

enforcement arrives, i.e., smoke and odors. 
F. Give immediate care to the victim. 
G. Keep detailed records of the incident including observations of the victim at the scene 
H. Once law enforcement arrives, do not hinder their work. Restrict your movements to those which 

relate to patient care. Give any information to the police which may be helpful but keep 
conversation to a professional level. Do not draw conclusions, but make observations. 

 
The police have broad legal authority to enforce the law. They also have the equal right to control a 
situation to the degree that it does not needlessly hinder emergency care. Law enforcement may let EMS 
personnel perform their work unhampered if they understand the reason and need for treatment, and are 
sure that the treatment will not delay them from their rights to enforce the law. If a conflict should exist 
between the EMS personnel and law enforcement the following guidelines shall apply: 

A. Meet with law enforcement in private and try to agree on an approach that will satisfy their needs 
along with your own. 

B. Explain why the treatment is needed, and how law enforcement work may hinder the treatment. 
C. If they still refuse to let you start treatment, diplomatically advise that the incident will be noted in 

the run form. 
D. Remember that they also have a duty to perform. 
E. If an agreement cannot be reached, you must give in to their demands, continue the treatment 

allowed and never abandon the patient. 
F. You are not required to perform services or treatment demanded by law enforcement. 
G. You can advise the patient about limits placed on treatment by law enforcement. 
H. Contact Medical Control and advice of the situation. 
I. Document objectively and clearly. 

 
END 
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Response with Tactical  ERU  
The purpose of this guideline is to outline care that should be rendered while involved in a tactical 
environment. +ÅÅÐÉÎÇ ÉÎ ÍÉÎÄ ɄÔÁÃÔÉÃÁl may mean involvement with Law Enforcement, but could also 
reflect care in an austere/disaster type situation. The basis of this guideline is in-line with the tenants of 
TCCC (tactical combat casualty care) as outlined in PHTLS. The three phases of care are as follows: 

1. Care Under Fire : where the hostile act or disaster is still in progress, 
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2. Tactical Field Care : care rendered while the hostile act or disaster is in a lull, but keep in mind this 
is dynamic and may revert back to care under fire. 

3. Tactical Evacuation : this is care rendered while transporting the injured to definitive care. The 
expectation is that a higher level of care is given in this phase and may include ALS providers. 

 

    Care under  Fir e: (EMT, AEMT, I and P) Safety of the EMS provider is paramount, if gunfire is being 
exchanged, seek cover and do not attempt medical intervention unless escorted by armed law enforcement 
personnel. Equipment should be kept to a minimum to ensure rapid movement and extricati on of the 
patient. 

1. Address massive extremity  hemor rhage with the use of an approved commercial tourniquet. 
Apply as high on the extremity as possible and tighten till  bleeding stops. For hemorr hages not 
amenable to a tourniquet the wound should be packed with  an approved Hemostatic agent, direct 
pressure should be applied over the Hemostatic agent for 2-5 minutes. Bleeding contr ol should be 
confirmed before applying a pressure dressing over the wound. Frequent re-assessment should be 
done to check for re-bleeding. 

2. Penetrating Torso Trauma should rapidly be addressed. Shortness of Breath in the presence of 
penetrating trauma is the indication for immediate chest needle decompression. If your scope of 
practice allows for needle decompression, remember to apply a full  occlusive dressing(s) to 
entrance and exit wounds. If your scope of practice does not allow for needle decompression, apply 
an occlusive dressing that is not taped on all sides. Check patient for improvement of respiratory 
effort. EMT and AEMT should apply and occlusive dressing that allows the wound to vent one-way 
(AshermanΆ Chest Seal®, Bolin Chest Seal®) or apply a 3-sided occlusive dressing that may be 
burped to relieve any tension. Immediate ALS intervention is needed to facilitate a chest needle 
decompression. 

3. Airway compromise: Any patient found with airway compromise should be placed in position  that 
best maintains airway i.e. sitt ing and leaning forward to allow secretions to drain. Insert Nasal 
Pharyngeal Airway if likelihood of patient becoming unconscious.  

 

    Tactical  Field  Care: (EMT, AEMT, I and P) Keeping in mind this phase may be dynamic, the envir onment in 
which the EMS provider is working must constantly be reassessed for unstable changes and safety concerns. 

1. Wounds that have been addressed with tourniquets should be reassessed and if bleeding continues 
a second tourniquet should be applied 2-3 inches above the point of wounding. Once applied and 
bleeding controlled, the first tourniquet can be slowly removed. If Hemostatic agent was used, 
continue to reassess the wound, re-apply additio nal pressure dressing and direct pressure. 

2. If airway compromise continues, consider definit ive airway per scope of practice (i.e. Non- 
Visualized Airway (King airway) or Endotracheal Intubation. Assist ventilati ons as needed and 
continue to reassess. With  massive facial injury and associated airway insult, consider Surgical 
Airway. 

3. If penetrating torso injury and shortness of breath was addressed with occlusive dressing(s) and 
chest needle decompression, reassess breathing. If patienÔȭÓ respiratory effort does not improve, 
consider a second needle decompression right next to the first needle insertion. 

4. Initiate at least one large bore IV 18-16 gauge and infuse boluses of 250cc-500cc of 0.9% NS not to 
exceed 2000 ml if possible. Attempt to keep systolic BP around 90mmHg. (Key Poin tȣBleeding 
must be identif ied and stopped. Over hydration of IV fluids reduces the remaining blood volumeȭs 
ability  to carr y O2 and clot). 

5. Prevent heat loss. Cover patient even in warmer months to help prevent complications associated 
with clott ing abnormalities. 

6. Address pain control with  short-acting narcotics (drug profile # 035, guideline 112) 
 

    Tactical  Evacuation: (EMT, AEMT, I and P) This Phase of TCCC is much like mainstream EMS 
transportation. The expectation is that an ambulance would be able to provide oxygen, cardiac monitoring, 
pulse oximetry, vital signs, and protection from the elements (i.e. warmth and light.) 
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1. Constantly monitor for bleeding. Ensure tourniquet is tight and has not become loose during patient 
movement (there should  be an absence of distal pulse in the extr emity that has a tourniquet applied). 
Bandage all wounds as appropriate. 
A. Monitor Vital Signs, frequently assess for oxygenation and perfusion. 
B. Provide psychological support for the patient 
C. Complete documentation of events and rational for use of Tourniquets and Hemostatic MUST be 

explicit ly detailed. 
D. Patient must be transported to appropriate Level 1 Trauma Center. 

2. Contact medical contr ol from scene to ensure early notification and appropr iate trauma activations. 
 

END 
Back to Index  h

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Entering a Crime Scene 
 
This guideline will be used when law enforcement personnel advise EMS that they have responded to a 
crime scene or EMS determines that a crime scene may exist. Traffic accidents are considered a crime scene. 
 
The purpose is to ensure the protection of patient welfare as well as to ensure the ability to conduct an 
effective and thorough investigation. 



 
 

This page updated 10/30/2013 ɀ page #  60 

MEDICAL DIRECTION POLICIES & PATIENT CARE GUIDELINES 
Medical Direction: WƻǎŜǇƘ ²ŀƘƭōŜǊƎΣ a5 ω Nicole E. Stoik, MD ω Joseph J. Westwater, MD C!/9t ω Nathan P. Anderson, MD C!/9t ω Scott W. 
Donner, MD FACEP ω Christopher E. Kapsner, MD FACEP ω Joseph C. Madigan, MD  
EMS Chief: Tom Boyer, NRP    Field Supervisors: Justin Fritz, NRP/CCTP -  Perin Dooley, NRP ς Brian Nolde, NRP 

 

 
RESPONSE & ON SCENE PROCEDURES 

1. Once advised by law enforcement of the potential of a crime scene, get whatever pertinent 
information needed and ask for instructions once you are on scene. 

2. When approaching a potential crime scene that is being protected by law enforcement personnel, 
the lead EMT may request entry into the area to determine life status of the individual. 

3. If law enforcement personnel refuses EMS access to the crime scene, do not become upset. Notify 
the EMS Chief or Duty Officer immediately. 

4. A law enforcement officer and medical examiner should be requested through dispatch as soon as 
you discover a person is 10-79 (obviously dead). If it is potentially a crime scene, it should be 
protected as much as possible until law enforcement arrives. Do not leave the scene unless it is 
unsafe for you to stay. They should be requested for industrial accidents, suicide, electrocution, 
Death (any nature/cause), drowning, and fatal accidents. 

5. DO NOT attempt resuscitation if the patient has no pulse, no spontaneous respiration, AND meets 
ÃÒÉÔÅÒÉÁ ÏÕÔÌÉÎÅÄ ÉÎ -ÅÄÉÃÁÌ $ÉÒÅÃÔÉÏÎ 'ÕÉÄÅÌÉÎÅÓ Ȱ/ÂÖÉÏÕÓÌÙ $ÅÁÄȱȢ 

6. If treatment and/or resuscitation are warranted, follow appropriate Medical Direction 
Guidelines, since patient care takes priority over the crime scene. Try to disturb as little as possible 
on the scene when caring for a patient. 

7. When on scene and you need to examine the victim: 
a. Keep your medical equipment close to the victim. 
b. Stay close to the body. 
c. Keep your hands out of any blood that has pooled. 
d. Do not wander around the scene. 
e. -ÉÎÉÍÉÚÅ ÄÅÓÔÒÕÃÔÉÏÎ ÏÆ ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÃÌÏÔÈÉÎÇȢ )Æ ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÃÌÏÔÈÉÎÇ ÈÁÓ Á ÐÕÎÃÔÕÒÅȟ ÄÏ ÎÏÔ 

use the hole in the clothing to start cutting. Begin cutting at another part of the garment. 
Removed clothing should be left with the patient to be collected by law enforcement personnel. 

f. DO NOT ÇÏ ÔÈÒÏÕÇÈ ÔÈÅ ÖÉÃÔÉÍȭÓ ÐÅÒÓÏÎÁÌ ÅÆÆÅÃÔÓȟ ÃÌÅÁÎ ÔÈÅ ÂÏÄÙ ÏÒ ÃÏÖÅÒ ÔÈÅ ÂÏÄÙ ×ÉÔÈ Á ÓÈÅÅÔ 
or other material (if patient is expired). 

g. DO NOT move, take, or handle any object at the scene or litter the crime scene with medical 
equipment, dressings, bandages, etc. 

h. If resuscitation efforts are deemed necessary, transfer the victim from the scene to the vehicle 
expeditiously and stabilize the victim in the vehicle, when possible. 

i. If the patient relates any information relating to the crime, while in transit to the medical 
facility, inform law enforcement personnel at once. 

 
Document all actions by EMS on scene. 
 
Motor vehicle and ATV crashes are crime scenes. Attempt to avoid driving through debris field, skid marks, 
etc. Do not move or kick debris from scene. If automobile is on and you turn off the key, make sure law 
enforcement is aware of it. If EMS removes seat belt, this should be noted in report as well. 
END 

Back to Index  h

 
Forced Entry  
 
/ÃÃÁÓÉÏÎÁÌÌÙȟ %-4ȭÓ ÍÁÙ ÂÅ ÆÁÃÅÄ ×ÉÔÈ Á ÓÉÔÕÁÔÉÏÎ ×ÈÅÒÅ ÁÎ ÁÍÂÕÌÁÎÃÅ ÈÁÓ ÂÅÅÎ ÃÁÌÌÅÄ ÔÏ Á ÒÅÓÉÄÅÎÃÅ ÁÎÄ 
no one appears to be present in the home.  In that a situation may exist where the patient is believed to be 
ÁÌÏÎÅ ÁÎÄ ÉÓ ÎÏ× ÍÅÄÉÃÁÌÌÙ ÕÎÁÂÌÅ ÔÏ ÕÎÌÏÃË Á ÄÏÏÒ ÏÒ ÖÅÒÂÁÌÌÙ ÒÅÓÐÏÎÄȟ ÔÈÅ %-4ȭÓ ÍÁÙ ÃÏÎÓÉÄÅÒ ÕÓÉÎÇ 
forced entry. 
 
Forcible entry will be used only in case of true emergencies where other measures to obtain access are 
unsuccessful.  The following procedures are to be followed: 
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1. If there is no answer at the residence, have Dispatch try the call back number. 

 
2. )Æ ÔÈÅ ÃÁÌÌ ÂÁÃË ÎÕÍÂÅÒ ÉÓ ÉÎÅÆÆÅÃÔÉÖÅȟ ×ÉÔÈÏÕÔ ÅÎÄÁÎÇÅÒÉÎÇ ÔÈÅÍÓÅÌÖÅÓȟ %-4ȭÓ will try all doors and 

windows. 
 

3. If no unlocked openings to the structure are found and available information indicates that an 
emergency situation MAY exist, call Dispatch to have a law enforcement officer dispatched. 

 
4. If a medical emergency is known to exist, or available information suggests an emergency does 

exist, then the following procedures are to be followed: 
 

A. Forcible entry locations must be assessed that will minimize damage to the structure.  However, 
reasonable efforts to gain access should be made regardless of damage estimations. 

B. All personnel will use extreme caution in providing for their own safety.  Protective clothing 
will be worn for all forcible entry efforts (i.e., breaking windows, etc.), when possible. 

 
5. All pertinent facts of the situation will be documented on the narrative part of the patient form and  

on an incident report. 
 

6. )Æ ÎÏ ÅÍÅÒÇÅÎÃÙ ÉÓ ÆÏÕÎÄ ÁÆÔÅÒ ÆÏÒÃÉÂÌÅ ÅÎÔÒÙ ÁÎÄ ÎÏ ÏÎÅ ÉÓ ÉÎ ÔÈÅ ÂÕÉÌÄÉÎÇȟ ÔÈÅ %-4ȭÓ ×ÉÌÌ ÎÏÔ ÌÅÁÖÅ 
the scene until the police arrive. 

 
7. A police officer will be responsible for seeing that the building is secured. 

 
END 

Back to Index  h

 
 
 
 

 
 

 

Handling of Patient Valuables  
 
When the patient is conscious and coherent, the handling of valuables is discouraged.  If contact with 
patient valuables (purse, wallet, etc.) is necessary (i.e., to search for medication or identification), it should 
be done in the presence of at least one witness from outside the Baldwin EMS, such as law enforcement 
officer or relative, and documented. 
 
When removal of patient valuables is necessary to reduce possible or further injury (i.e., rings on injured 
fingers), they should be witnessed by a law enforcement officer whenever possible.  The valuables must be 
placed in a tamperproof valuables envelope and placed or taped in plain sight on the patient and 
documented. 
 
In any and all instances, the handling of patient valuables and their description must be clearly documented 
on the ambulance report form and the witnesses identified. 
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In the event a patient valuable is found in an ambulance immediately following an ambulance call, place the 
ÖÁÌÕÁÂÌÅ ÉÎ Á ÖÁÌÕÁÂÌÅÓ ÅÎÖÅÌÏÐÅȢ  -ÁÒË ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÎÁÍÅȟ ÄÁÔÅȟ ÁÎÄ ÔÉÍÅ ÆÏÕÎÄ ÏÎ ÔÈÅ ÅÎÖÅÌÏÐÅȢ  4ÈÅ %-4 
×ÈÏ ÆÏÕÎÄ ÔÈÅ ÖÁÌÕÁÂÌÅ ÍÕÓÔ ÓÉÇÎ ÔÈÅ ÅÎÖÅÌÏÐÅȢ  4×Ï %-4ȭÓ ÍÕÓt return the valuables to the hospital. 
 
If a valuable is found in an ambulance and the owner or origin cannot be immediately determined, the 
valuable must be placed in a valuables envelope and marked as above.  Notify the Chief or Duty Officer to 
have it picked up.  The Chief or Duty Officer must attempt to locate the owner.  If the owner cannot be 
found, the valuable will be turned over to the Baldwin Police Department. 
END 
 

Back to Index  h

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Conceal and Carry/Weapons  
By law, patients that have a license have the right to conceal and carry weapons. This policy provides a safe 
environment for all. 
 

1. "ÁÌÄ×ÉÎ %-3 0ÅÒÓÏÎÎÅÌ ÎÅÅÄ ÔÏ ÁÓË ÐÁÔÉÅÎÔÓ ×ÈÅÎ ÅÎÔÅÒ Á ÓÃÅÎÅȟ Ȱ$Ï ÙÏÕ ÈÁÖÅ ÁÎÙ ×ÅÁÐÏÎÓ ÏÎ 
you, do you have ÁÎÙÔÈÉÎÇ ÔÈÁÔ ÃÏÕÌÄ ÓÔÉÃËȟ ÃÕÔȟ ÏÒ ÉÎÊÕÒÅ %-3 ÐÅÒÓÏÎÎÅÌ ÏÎ ÙÏÕÒ ÐÅÒÓÏÎȩȱ 

2. Providers should never approach a patient who appears threatening with a weapon, no matter how 
ill the person seems.  Law enforcement should be called to secure the scene and to disarm 
threatening individuals.  

3. If a situation becomes threatening at any time emergency responders should evacuate the scene to 
a secure place a safe distance away and notify law enforcement immediately 

4. Providers should always assume that all firearms are loaded. 
 
Conscious patients willing to relinquish a weapon : 
Optimally weapons should be safely secured by the patient at their residence and not be transported with 
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the patient in an emergency response vehicle.  
 
Conscious patients unwilling to relinquish a weapon : 
Patients who are alert and oriented and for whom the emergency response is occurring at their residence 
should be asked to leave their weapons in a secure location at home prior to transport. Patients can be told 
that EMS vehicles and most hospitalÓ ÁÒÅ ȰÎÏ-ÃÁÒÒÙ ÚÏÎÅÓȱȢ  

 

If the patient continues to refuse to relinquish the weapon, emergency responders should immediately stop 

the assessment and refuse transporting to a medical facility. EMS Providers should be suspicious of ill or 

injured patients unwilling to relinquish weapons. Law enforcement may be called to intervene in the 

situation.  

 

Patients with altered levels of consciousness:  
Patients with an altered level of consciousness, severe pain, or with difficulties in motor functions should 
not be encouraged to disarm themselves.  Contact law enforcement to assist in making the weapon safe, 
they will unload and secure the trigger. If finding on an unconscious person, EMS personnel should not 
attempt to remove a weapon from a patient. 2ÅÇÁÒÄÌÅÓÓ ÏÆ Á ÐÅÒÓÏÎȭÓ ÆÁÍÉÌÉÁÒÉÔÙ ×ÉÔÈ ÆÉÒÅÁÒÍÓȟ ÔÈÅÒÅ ÉÓ ÎÏ 
way to know if the gun is in proper working order. 
 

Family that wish to be transported with  the Patient:  

No family member will be transported with weapon of any kind. Ambulances and Hospitals we transport to 

ÁÒÅ ÄÅÓÉÇÎÁÔÅÄ ÁÓ ȰÎÏ-ÃÁÒÒÙ ÚÏÎÅÓȱȢ 
 

Chain of custody transfer between emergency responders and medical facilities : 
Law enforcement will not take a weapon unless the patient has committed a crime. They will make a weapon safe by 
ÕÎÌÏÁÄÉÎÇ ÁÎÄ ÐÌÁÃÉÎÇ Á ÔÒÉÇÇÅÒ ÌÏÃË ÏÎ ÉÔȢ )Æ Á ×ÅÁÐÏÎ ÃÁÎÎÏÔ ÂÅ ÌÅÆÔ ÏÎ ÓÃÅÎÅ ɉÁÔ Á ÐÁÔÉÅÎÔȭÓ ÒÅÓÉÄÅÎÃÅ ÉÎ Á ÓÁÆÅ ÍÁÎÎÅÒɊ 
the weapon must be handled as a patient valuable. The hospital must be notified and their policies will be followed once 
in that facility. Complete the chain of custody form in the forms section to leave the weapon with hospital staff. 
 
END 

Back to Index  h

 
 
 

Firefighter Rehabilitation  
1. PURPOSE  
To ensure that the physical and mental condition of firefighters operating at the scene of a fire call does not 
deteriorate to a point that affects the safety of each firefighter or that jeopardizes the safety and integrity of 
the operation.  
 
2. SCOPE  
This protocol shall apply to all fire calls where strenuous physical activity or exposure to extreme heat or 
cold exists.  
 
3. RESPONSIBILITIES  

A. Incident Commander ɀ United  Fire  - The Incident Commander shall maintain an awareness of the 
condition of each firefighter operating within their span of control and ensure that adequate steps 
are taken to provide for each member's safety and health. The command structure shall be utilized 
to request relief and the reassignment of fatigued crews.  

 
B. Medical Commander ɀ EMS Duty Officer  or designee - The Medical Commander shall make 

adequate provisions early in the incident for the rest and rehabilitation for all firefighters 
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operating at the scene. These provisions shall include: medical evaluation, treatment and 
monitoring; food and fluid replenishment; mental rest; and relief from extreme climatic conditions 
and the other environmental parameters of the incident. The rehabilitation shall include the 
provision of Emergency Medical Services (EMS) at the EMT level or higher.  

 
4. ESTABLISHMENT OF REHABILITATION SECTOR  
 

A. Responsibility :  The Incident Commander in conjunction with the Medical Commander will 
establish a need for a Rehabilitation Area when conditions indicate that rest and rehabilitation will 
soon be needed for personnel operating at an incident scene. The Baldwin EMS Medical 
Commander will be placed in charge of the medical rehabilitation and shall be known as the 
Rehabilitation Officer. The Rehabilitation Officer will typically report to the Incident Commander in 
the framework of the incident management system.  

 
B. Location: The Incident Commander will normally designate the location for the Rehabilitation Area. 

If a location has not been designated, the Rehabilitation Officer shall select an appropriate location 
based on the site characteristics and designations in section C below.  

 
C. Site Characteristics: It should be an upwind location that will provide physical rest by allowing the 

firefighter to recuperate from the demands and hazards of the emergency operation. The location 
should be easily accessible by EMS units in case of transport.  

 
It should be far enough away from the scene that members may safely remove their turnout gear 
and SCBA and be afforded mental rest from the stress and pressure of the emergency operation. It 
should provide suitable protection from the prevailing environmental conditions.  

 
During hot weather, it should be a cool shaded area. During cold weather, it should be a warm dry 
area.  
It should enable rescue personnel to be free of exhaust fumes from apparatus, vehicles, or 
equipment (including those involved in the Rehabilitation Sector or Group operations).  

 
It should be large enough to accommodate multiple crews, based on the size of the incident and be 
capable of setting up fans, tarps, etc. It should allow prompt reentry back into the emergency 
operation upon complete recuperation.  

 
D. Resources: The Rehabilitation Officer (Medical Command) shall secure all necessary resources 

required to adequately staff and supply the Rehabilitation Area. The supplies should include the 
items listed:  
I. Medical ɀ %-4ȭÓȟ ÂÌÏÏÄ ÐÒÅÓÓÕÒÅ ÃÕÆÆÓȟ ÓÔÅÔÈÏÓÃÏÐÅÓȟ ÏØÙÇÅÎ ÓÕÐÐÌÉÅÓȟ ÃÁÒÄÉÁÃ ÍÏÎÉÔÏÒÓȟ 

thermometers, and intravenous equipment/fluids as needed.  
II. Food ɀ soup, broth, or stew in hot/cold cups and sandwiches as needed.  

III. Fluids ɀ water, activity beverage, oral electrolyte solutions and ice.  
IV. Other ɀ awnings, fans, tarps, smoke ejectors, heaters, dry clothing, extra equipment, 

floodlights, blankets and towels, traffic cones and fire line tape (to identify the entrance and 
exit of the Rehabilitation Area.  

5. GUIDELINES  
A. Hydration - A critical factor in the prevention of heat injury is the maintenance of water and 

electrolytes. Water must be replaced during exercise periods and at emergency incidents. During 
heat stress, the firefighter should consume at least one quart of water per hour. The re-hydration 
solution should be a 50:50 mixture of water and a commercially prepared activity beverage and 
administered at about 40°F. Re-hydration is important even during cold weather operations where, 
despite the outside temperature, heat stress may occur during firefighting or other strenuous 
activity when protective equipment is worn. Alcohol and caffeine beverages should be avoided 
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before and during heat stress because both interfere with the body's water conservation 
mechanisms. Carbonated beverages should also be avoided.  

 
B. Nourishment - The United Fire Department shall provide food at the scene of an extended incident 

when units are engaged for three or more hours. A cup of soup, broth, or stew is highly 
recommended because it is digested much faster than sandwiches and fast food products. In 
addition, foods such as apples, oranges, bananas provide supplemental forms of energy 
replacement. Fatty and/or salty foods should be avoided.  

 
C. Rest - The "two air bottle rule," or 40 minutes of work time, is recommended as an acceptable level 

prior to mandatory rehabilitation. Members shall re-hydrate (at least eight ounces) while SCBA 
cylinders are being changed. Firefighters having worked for two full 30-minute rated bottles, or 40 
minutes, shall be immediately placed in the Rehabilitation Area for rest and evaluation. In all cases, 
the objective evaluation of a firefighter's fatigue shall be the criteria for rehabilitation time. The 
Rehabilitation Officer shall determine rest time of each firefighter. Total rest time will be dependent on 
ÔÈÅ ÆÉÒÅÆÉÇÈÔÅÒȭÓ ÃÕÒÒÅÎÔ ÃÏÎÄÉÔÉÏÎȢ Firefighters released from the Rehabilitation Area, shall be 
available in the Staging Area to ensure that fatigued members are not required to return to duty 
before they are rested, evaluated, and released by the Rehabilitation Officer or designee.  

 
D. Recovery. - Firefighters in the Rehabilitation Area should maintain a high level of hydration. 

Firefighters should not be moved from a hot environment directly into an air conditioned area 
because the body's cooling system can shut down in response to the external cooling. An air-
conditioned environment is acceptable after a cool-down period at ambient temperature with 
sufficient air movement.  

 
E. Medical Evaluation. - Emergency Medical Services (EMS) should be provided and staffed by the 

most highly trained and qualified EMS personnel on the scene (at a minimum of 1st Responder 
level). They shall evaluate vital signs, examine firefighters, and make proper disposition (return to 
duty, continued rehabilitation, or medical treatment and transport to medical facility). Continued 
rehabilitation should consist of additional monitoring of vital signs, providing rest, and providing 
fluids for re-hydration. Medical treatment for firefighters, whose signs and/or symptoms indicate 
potential problems, should be provided in accordance with Baldwin EMS medical control 
procedures. EMS personnel shall be assertive in an effort to find potential medical problems early. 
Firefighters shall not leave the Rehabilitation Area until authorized to do so by the 
Rehabilitation Officer.  

 
Heart Rate and Temperature  - The heart rate should be measured for 30 seconds as early as possible 

in the rest period. If a firefighter's heart rate exceeds 140 beats per minute, an oral temperature 
should be taken. If the firefighter's temperature exceeds 100.6°F, he/she should not be permitted to 
wear protective equipment. If it is below 100.6°F and the heart rate remains above 120 beats per 
minute after 5 minutes of rest, rehabilitation time should be increased. If the heart rate is less than 
120 beats per minute, the chance of heat stress is negligible. (3) Documentation - All medical 
evaluations and documentation shall be recorded on the Baldwin EMS Firefighter rehab log. This 
documentation includes:  

I. &ÉÒÅÆÉÇÈÔÅÒȭÓ ÎÁÍÅ Ǫ ÄÅÐÁÒÔÍÅÎÔȟ  
II. Time into rehab area,  

III. Vital signs,  
IV. Treatment/comments,  
V. Time out of rehab area and  

VI. Initials of releasing Rehabilitation Officer or his/her designee.  
 
 
This protocol references FEMA Publications.  
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Federal Emergency Management Agency  
US Fire Administration Publication FA-114; 6/92  
 
See Rehab Log in forms section 
END 
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Responding to Fires  
 
Baldwin EMS will respond to all fire calls within our response area. The designated ambulance will be the 
primary response ambulance to all fire calls with flames and possibility or unknown injury. Turnout gear is 
worn to all fires. 
Responding to  fires:  

1. If there are known patients, two crews will respond immediately. One for patient care, one for 
firefighter safety. 

2. Go enroute emergency to the scene if patients are known/unknown/or flames visible . However, 
unless a known victim exists, stay out of the way of responding fire units.  

3. Only the medic QRV responds to alarms (listen to page). If non-working fire (no 
flames/alarms/grass fires) the ambulance crew shall respond non emergent to the scene. 

4. Upon arrival at a fire scene, the driver must position the ambulance to allow for rapid egress, yet 
not impede incoming fire vehicles.  The fire incident commander may request the ambulance be 
moved to another location.  However, the ambulance crew must remain within reasonable distance 
from the ambulance should a medical emergency occur while at a fire scene.  An ambulance crew 
may need to remove equipment from the ambulance at a fire scene in order to provide care.    

 
Medical command is responsible for:  

1. Monitoring communications by portable radio when out of the truck, setting up and running rehab 
area, and all other EMS functions on scene. 

 
An ambulance crew that is assigned to a fire call is dedicated to that call until released by the fire incident 
commander.  Any other calls must be handled by back-up crews or per mutual aid contracts.   
 
The on scene crew is responsible for fire fighter safety and rehab. Should the public need assistance, the on 
scene crew may begin treatment, but should page a backup crew for transportation and transfer care. 
 
Fire calls where we simply stand by for the fire fighters are billed separately. Your duty would be to 
complete a standby report with demographics, times, dates, and a narrative stating fire standby only, no 
treatment. If a firefighter is treated with no transport, indicate supplies used. If treated and transported, 
complete a full report. 
 
If you treat a patient from a house fire, car fire, etc., a run report with appropriate insurance information 
should be completed as we normally do, transport or scene care only. 
 
END 
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Responding to Possible Terrorist Activity   
 
When dispatched to a scene that may involve possible terrorism (biological or nuclear weapons, &/or guns 
and explosives), treat the scene as extremely dangerous and stay away until you can determine that both a 
route to the scene and the scene itself is safe. Follow the steps below:  

1. Immediately contact the appropriate dispatch center via radio or phone for an update. Try to gain 
as much information as possible prior to going enroute. Recognition and knowledge of a terroristic 
act is the key to survival.  

2. Assess the vulnerability of the normal route to the location. Attempt to find alternate routes to the 
scene, as normal routes may be sabotaged. Also, find all emergency exit routes from the location 
you are going to in the event that immediate evacuation of EMS personnel is needed. EMS 
personnel may be targets for terrorism as well.  

3. Be aware of diversionary devices that may be in place in areas other than the scene. These are done 
to deplete resources and divert them away from the terroristic incident.  

4. Dispatch should relay law enforcement instructions prior to arriving on scene or at staging area.  
 
Once on scene, the crew(s) should attempt to identify the scene and recognize the danger.  

1. Conditions present  
2. Target(s)  
3. Hazard and/or threat present  
4. Topography of the scene. Does it play for or against your crew?  
5. Weather situation  
6. Make an emergency exit plan for the scene  

 
Personal and scene safety is number one priority. Avoid tunnel vision. If the crew(s) feels the situation is 
not right, withdraw from the scene as a department to rethink the situation. Patients may die in this type of 
situation but the crew(s) must find a way to maximize gains of patients without the loss or injury of crew 
members.  
 
Call for additional help as needed. Follow Mutual Aid Protocol as it pertains to the situation.  
 
Advise the local hospital(s) of the current situation and what to possibly expect.  
 
Assist in the setup of Incident Command Structure. Realize this should be in the range of 700-ςπππȭ Á×ÁÙ 
from the scene and capable of expanding and or moving.  
 
Setup triage and assist with decontamination area(s) as needed. Note: triage area(s) should be immediately 
after the decontamination area(s).   
 
Setup staging for EMS and transport patients as needed.  
 
Follow the directions of the Duty Officer or the highest-ranking emergency official on the scene.   
 
END 
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Mutual Aid  
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Baldwin Area EMS Requesting Mutual Aid from Other Agencies  
There are times when ambulances from outside the Baldwin EMS Department coverage area are needed: 

 
1. All Baldwin ambulances are used and additional ambulances are needed at that same scene 
2. All Baldwin Area EMS Department ambulances are already on separate calls or out of service 
3. Baldwin Area EMS Department staffing is limited 

 
Dispatch must be notified when mutual aid is desired. The Duty Officer must specify the name of the 
ambulance service desired. Typically, the nearest ambulance service is preferred. However, others may be 
requested based on resources available and required levels of training. 
 
If all available Baldwin Area EMS Department ambulances are either on ambulance calls or out of service, a 
New Richmond, Ellsworth, River Falls, Hudson, Spring Valley, or Glenwood City ambulance may be 
requested to respond into the Baldwin Area EMS Department coverage area to stand-by for other calls or 
response to the scene to free up one of our crews. The Duty Officer must specify to Dispatch where the 
ambulance should stage or respond. Generally, if the out-of service time for Baldwin is anticipated to be 
more than thirty minutes, the mutual aid ambulance should stage at the Baldwin Area EMS Department 
station.  
 
In mass-casualty situations or more-complex situations beyond those described above, it is the 
responsibility of the Duty Officer on a run to determine which additional ambulance services are needed 
based on closest department and their staffing and runs at the time needed. 
 
The Duty Officer shall thank and release the assisting units as soon as possible. 
 

Baldwin EMS Responding Outside the Normal Service Area  
 
Any time Baldwin EMS is requested by another service to respond out of our service area to assist them at a 
scene or stage at their station to cover their service area we intend to respond based on the following 
guidelines: 
 
Mutual aid requests for Baldwin Area EMS will be filled based on available resources and personnel. Our 
primary goal is to ensure adequate emergency medical service coverage to our own public service area 
(PSA).  
 
The Duty Officer shall establish a Paramedic level on call crew for our PSA first. Mutual aid calls get the next 
highest level crew available, pending any Interfacility transfers known by the Duty Officer. 
 
Crew shall respond to the station. Duty Officer shall handle communications with dispatch and other 
services until a crew is established and enroute. 
 
Our crews shall return as soon as released by requesting agency. 
 
END 
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Helicopters/Air Medical  
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Requests for helicopters are made through Dispatch by the Duty Officer when sufficient information has 
been observed to warrant the use of air medical. The determination is based on resources/staffing, traffic, 
weather, number of patients, etc. 
 
When requesting a helicopter the following information must be given to Dispatch: 

1. Specific helicopter company requested: LifeLink, Mayo, or North.   
2. Type of response: Response to scene or BAMC. BAMC must be notified as soon as possible if a 

helicopter is en route to its helipad. Landing pad is safer than most scene landings. 
 
The fire department should be deployed for setting up scene landing zones.    
 

Helicopter Safety and Landing Guide  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

 
Event Standbys 
 

General Landing Zone Guidelines  

Á ,ÁÎÄÉÎÇ ÁÒÅÁÓ ÓÈÏÕÌÄ ÂÅ ρππȭ ÉÎ ÄÉÁÍÅÔÅÒȟ ×ÉÔÈ ÁÐÐÒÏÁÃÈ 
and departure paths clear of wires, trees, antennas, and 
loose debris. 

Á Landing surface should be flat and clear of people, 
vehicles, brush, etc. 

Á Landing directions should be into the wind. 
 

General Safety Guidelines 

Á Approach the helicopter only when escorted by a 
crewmember.  

Á Approach and depart the helicopter from the sides only, 
within view of the pilot. Never approach the helicopter 
from the tail or the slope. 

Á Carry equipment in a crouched position. 
Á Smoking is not permitted in or around any LZ. 

 
Protection of Personnel  

Á Remain clear of the landing area (approximately 200 
feet) during landing and takeoff. 

Á Secure all loose equipment and shield patients from 
blowing debris. 

Á Be aware of flying debris and use eye and hearing 
protection. 

 
Night Operations  
Á Mark off four corners of the LZ with lights; place a fifth 

light on the side of the LZ from which the wind is 
blowing. 

Á Searchlights can be used to illuminate hazards such as 
power poles, high trees, or wires. 

Á DO NOT use flares to mark the LZ. 
Á Keep high beam headlights off. Do not point searchlights, 

flashlights, or spotlights at the helicopter. Bright lights 
directed at the helicopter can temporarily blind the pilot. 
Strobe lights, if used, should be turned off after the pilot 

has identified the LZ. 
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PURPOSE 
This policy is intended to assist EMS personnel during a large gathering of people for a specific purpose in 
deciding whether to treat a patient on scene or to encourage transportation of the patient by an ambulance 
or private vehicle to a medical facility for further evaluation. 
 
Sporting Events  
The Baldwin EMS Department is contracted for events such as football, hockey and other sports events by 
the schools. We do so at minimal cost for school and non-profit organizations. 
 
Community Events  
We often support other community events such as Baldwin Booster Days, Hammond Heartland Days, and 
the St. Croix County Fair. Health fairs and other events are used for Public Relations and EMT recruitment. 
Most events require a licensed EMS crew. We will provide the highest-level crew possible for these events. 
 
%-4ȭÓ ÁÒÅ ÅÎÃÏÕÒÁÇÅÄ ÔÏ ÓÉÇÎ-up for sporting and community events whenever possible. 
 
SPECIAL NOTES 

1. Establish contact with the athletic directors, coaches, and/or trainers of every team to advise them 
you are on scene. 

a. Establish how they plan notify you for help if needed. 
b. Advise them what you are capable of doing on scene and ask what their expectations are of 

the crew. 
2. Public Relations or other public standby event: 

a. Establish contact with the event organizer. 
b. Establish communications and determine how they will notify you for help if needed. 

3. If this is a health fair or event where we take blood pressures, blood glucose, and so on, set up in an 
area that provides the community an opportunity to tour our ambulance and ask questions. 

4. Document all patients treated and released at any event on the treatment form. 
5. Complete a refusal form for any patient that EMS feels should be treated further, but the patient 

refuses. 
6. All minors refusing treatment and/or transport against EMS advice must be cleared and released to 

a parent, guardian or a responsible competent adult. 
7. Assure that Baldwin EMS vehicles are parked in safe and supervised locations and quick egress 

routes are available at all times. You must be available to respond to other off-site emergencies. 
 
PROCEDURE FOR TRANSPORT OR NON TRANSPORT 
1. Provide basic first aid for free and release patient if he/she does not want further care or transport for: 

Minor abrasions and lacerations, Contusions, Sprains or strains. Provide non transport sheet. 
2. Provide screening exam for questionable patients to rule out a serious medical problem: Take vital 

signs and record, Complete a detailed patient assessment and PCR. 
3. Any patient that does not fall within the criteria of the categories above should be transported. 
4. Some patients that require transport to a medical facility include: Head/spinal injuries, Chest pain, 

Asthma attacks/shortness of breath, large lacerations, Anaphylaxis, Diabetics complications. Treat and 
transport. Any drug or alcohol overdoses. Law enforcement should also become involved. 

 
Consult with medical control for any questions relating to patient care or transportation. 
END 
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Family Members Ride along in Ambulance  
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PURPOSE 
All EMS calls should be regarded as true emergencies, with patient care being the single most important 
factor. Family members riding to the hospital in the module of the ambulance is discouraged  because 
they tend to place the medical staff in a position of sharing attention with the patient.  These distractions of 
ÁÓÓÕÒÉÎÇ ÆÁÍÉÌÙ ÍÅÍÂÅÒÓ ÏÆ ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÃÏÎÄÉÔÉÏÎ ÉÎÊÕÒÉÅÓ ÁÎÄ ÔÒÅÁÔÍÅÎÔ ÇÉÖÅÎ ÃÁÎ ÐÒÅÓÅÎÔ Á ÓÉÇÎÉÆÉÃÁÎÔ 
problem to the EMS caregiver.  !ÔÔÅÎÔÉÖÅÎÅÓÓ ÔÏ×ÁÒÄ ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÃÈÉÅÆ ÃÏÍÐÌÁÉÎÔȟ ÉÎÊÕÒÉes, vital signs, 
stabilization and psychological support can be critically compromised by these distractions .  
 
It is recognized, however, that occasionally there will be exceptional cases in which the EMS crew may 

decide that it is necessary to have a family member accompany them in the ambulance.  In such cases, the 

following guidelines should be used: 

1. Requests by family of the patient to accompany them to the hospital are left to the discretion of the 
crew. Only one family member may be allowed to ride in front seat. Seat belts must be used. 

 
2. 4ÈÅÙ ÍÁÙ ÒÉÄÅ ÉÎ ÔÈÅ ÄÒÉÖÅÒȭÓ ÃÏÍÐÁÒÔÍÅÎÔ ÏÆ ÔÈÅ ÕÎÉÔ ÕÎÌÅÓÓ ÔÈÅ ÐÁÔÉÅÎÔ ÉÓ Á ÍÉÎÏÒ ÁÎÄ ÔÈÅ ÐÁÒÅÎÔ 

has a calming effect on the child. 
 

3. The emotional state of the passenger should be such that it will not interfere with the treatment of 
the patient. 

 
4. Under no circumstance shall a crew allow a family member to ride along that has consumed 

alcohol, or is otherwise impaired. 
 
The only exception to the above guidelines is if the patient is a child and both parents request to accompany 
him/her.  In this case, one parent may ride in the treatment compartment (exact location is at the discretion 
ÏÆ ÔÈÅ ÌÅÁÄ %-4Ɋ ÁÎÄ ÔÈÅ ÏÔÈÅÒ ÉÎ ÔÈÅ ÄÒÉÖÅÒȭÓ ÃÏÍÐÁÒÔÍÅÎÔȢ 
 
4ÈÅ ÒÉÄÅÒȭÓ ÎÁÍÅ ÁÎÄ ÒÅÌÁÔÉÏÎÓÈÉÐ ÔÏ ÔÈÅ ÐÁÔÉÅÎÔ ÓÈÏÕÌÄ ÂÅ ÄÏÃÕÍÅÎÔÅÄ ÉÎ writing on the run form.  
 
The crew shall encourage other means of transport by advising the requestor that our focus must be 
on the patient. The receiving hospital normally will guide the family away any how until the person 
is stabilized. And riding home later should be a consider ation. The duty officer or local hospital can 
ÁÓÓÉÓÔ ÔÈÅ ÆÁÍÉÌÙ ×ÉÔÈ ÍÁÐÓ ÓÏ ÔÈÅ ÐÒÏÃÅÓÓ ÄÏÅÓÎȭÔ ÓÌÏ× ÔÈÅ ÔÒÁÎÓÐÏÒÔȢ 
 
END 
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Suspected Child and Elderly Abuse  
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Indications : Child /Elderly abuse, which includes sexual abuse and neglect, is a common cause of trauma. 
Medical illnesses are often left untreated and exacerbated by abuse and neglect in both children and the 
elderly. Abuse can consist of psychological methods by perpetrators as well. Deprivation of nutritional, 
environmental or medical needs is very common in neglect cases. Over a million cases a year are reported.  
Guideline for Management : 
1. Providers Responsibilities : Observation, transport and reporting are the key responsibilities of 

providers. In addition to observing standard patient care protocols, providers should: 
A. /ÂÊÅÃÔÉÖÅÌÙ ÁÎÄ ÁÃÃÕÒÁÔÅÌÙ ÒÅÃÏÒÄ ÔÈÅ ÈÉÓÔÏÒÙ ÏÆ ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÉÎÊÕÒÉÅÓ ÁÓ ÇÉÖÅÎ ÂÙ ÔÈÅ ÐÁÒÅÎÔɉÓɊ ÏÒ 

caregiver. Do not accuse or confront parent(s) or the caregiver. 
B. Treat and transport the patient according to guidelines. 
C. Report suspicions to the Emergency Department Staff and Law-Enforcement. 
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Responding to Influenza Calls  
 
The purpose of this guide is to provide Baldwin Area EMS with medical control with guidance during the 
influenza season (or outbreak) to limit possibility of staff exposure. 
SIGNS & SYMPTOMS: OBTAIN HISTORY OF: 
Fever, Chills Cough, Sore throat, Runny or stuffy nose, 
Body aches, Headache, Fatigue, Diarrhea and 
vomiting. 

PMH/Meds/Allergies, Onset, Vitals, temperature. 

 
9-1-1 Public Safety Answering Points (PSAP)  
During outbreaks St. Croix County Dispatch will question callers to ascertain if there is anyone at the 
incident location who is possibly afflicted by influenza A (H1N1) virus, to communicate the possible risk to 
EMS personnel prior to arrival. 
 
PRECAUTIONS: 
1. Limit the number of providers exposed to the patient and environment and limit the time of exposure. 

One medic assess the patient, other providers come in only for purpose of moving the patient or as 
necessary for treatment. If no acute febrile respiratory illness, proceed with normal EMS care. 

2. If symptoms exist, follow droplet precautions and don PPE for suspected cases of flu prior to coming 
within 6 feet from patient. Which includes: 

A. N95 Respirator mask, properly fit to EMS personnel, 
B. Safety glasses with side shields or goggles, 
C. Medical gloves, 
D. Place a standard surgical mask on the patient, if tolerated. If not tolerated, EMS personnel may 

wear a standard surgical mask. 
3. All EMS personnel during aerosol generating activities (e.g. endotracheal intubation, nebulizer 

treatment, and resuscitation involving emergency intubation or cardiac pulmonary resuscitation) 
should wear a fit-tested disposable N95 respirator, disposable non-sterile gloves, eye protection (e.g., 
goggles; eye shields), and gown, unless EMS personnel are able to rule out acute febrile respiratory 
illness or travel to an endemic area in the patient being treated. 

4. Following contact with a patient with flu-like symptoms, EMS personnel shall properly clean or 
dispose of material that have come in contact with patient.  

 
 

All equipment used for the evaluation of the patient shall be properly cleaned or disposed. Cleaning 
Ambulances and Quick-Response Vehicles after Treating or Transporting an Influenza Patient:  

1. Routine cleaning with soap or detergent and water to remove soil and organic matter, followed by 
the proper use of disinfectants.  
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2. After the patient has been removed and prior to cleaning, the air within the vehicle may be 
exhausted by opening the doors and windows of the vehicle while the ventilation system is 
running. This should be done outdoors and away from pedestrian traffic.  

3. Routine cleaning methods should be employed throughout the vehicle and on non-disposable 
equipment while wearing appropriate PPE. 

EMS Transfer of Patient Care to a Healthcare Facility 
1. When transporting a patient with symptoms of acute febrile respiratory illness, EMS personnel 

should notify the receiving healthcare facility so that appropriate infection control precautions may 
be taken prior to patient arrival.  

2. Patients with acute febrile respiratory illness should wear a surgical mask, if tolerated. Small 
facemasks are available that can be worn by children, but it may be problematic for children to 
wear them correctly and consistently. Moreover, no facemasks (or respirators) have been cleared 
by the FDA specifically for use by children. 

 
END 
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Patient Care 
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Guidelines  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 
Patient Assessment  
Must be performed for every patient. The most highly trained provider  on scene or in a crew shall be in charge 
of patient care. Attendance of the patient during transport  will  be appropriate to the acuity of patient. EMS 
personnel qualified and certified by the Medical Director to provide the appropriate level of care will  attend 
all transports. The only exceptions may occur during mass casualty incidents (MCI), search and rescue or 
other special operational circumstances. Inappropriate assignment  of EMS personnel  will  be grounds  for 
suspension  / termination.  
 

BLS/ALS 

1. Initial Assessment : Scene size up: # patients? Additional resources? Scene safe? Spinal precautions? Rescuer safety. 

A. Level of conscious: alert, responds to voice, to pain, unresponsive (AVPU). 

B. Airway: assess for patency, and partial or complete obstruction. 

C. Breathing: assess rate, depth, chest rise, equality. 
D. Circulation: assess pulses (rate, regularity, and quality), skin color, capillary refill, obvious bleeding. 

E. Disability: pupils, posturing, seizures, Glasgow Coma Scale. 
F. Expose: as indicated to look for life threatening injuries/conditions. 

G. Vitals: blood pressure, pulse, respirations, skin/body temp, oximetry. 

2. Focused Assessment:  assess areas for pain, tenderness, swelling, bruising, deformity, wounds, and: 
A. Head: blood/fluid from ears, nose, mouth or eyes, pupils. 

B. Neck: jugular vein distention, step-offs, tracheal position, subcutaneous air. 
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C. Chest: crepitus, lung sounds, subcutaneous air, paradoxical movement. 

D. Abdomen: rigidity, guarding, rebound tenderness, distention. 
E. Pelvis/Genitals: stability, crepitus, priapism, bleeding. 

F. Extremities: CMS, grip and foot strength, range of motion, pulse equality, edema. 

G. Back: edema, pain, and bruising. 

3. Mechanism of injury:  

A. For MVAs: speed, vehicle damage/intrusion, type of accident, use of seatbelts, airbag deployment. 
B. GSWs/stabbings/assaults: type and/or caliber of weapon, length of knife. 

C. Falls: height, surface landed on.                  Sports: helmet or safety equipment worn. 

D. Potential for head/ spinal trauma, loss of consciousness, use of mind altering substances? 

4. Mechanism of illness:  

A. When did symptoms begin? Has it changed? Does anything make the symptoms better or worse?  

B. Any previous similar episodes? 

C. Loss of consciousness/potential for associated trauma and need to take spinal precautions? 
D. What do the symptoms feel like? (Quality, radiation, severity). 

E. Use of mind altering substances. 

5. Past Medical History : 
A. Medical conditions/surgeries. 

B. Medications: dosages, when last taken (bring medications to hospital). 

C. Allergies: medications (also foods, animals, and other as appropriate). 

6. Reassessment: 
A. Repeat vital minimally every 5-10 minutes. Every five minutes if unstable or abnormal. 
B. After procedure/ medication administration. Repeat assessment any time patient condition deteriorates. 

7. ALS Assessment: (Electronic Medical Records) 

A. Evaluation of ABCs, Assessing for the need of an advanced airway, auscultation of lung sounds. 

B. Assessing for the need of an IV/IO. Assessing the need for pain medication. 

C. Assessing for the need of a cardiac monitor  

D. Assuring that BLS skills have been completed. 
 

END                                                                                                                                                                                                     Back to Index 

 h

Transfer of  Care at the Medical  Facility  
1. EMS providers will  continue any and all pre-hospital care initiated  during the transport  until  the 

patient has been triaged in the ED by a RN or Physician and a verbal report has been given.  
2. Transfer of care includes movement of the patient to the hospital- owned equipment, i.e. bed, 

stretcher, waiting room etc. 
3. Transfer of care will  be document by the EMS provider  who will  submit a completed Medical 

Patient Care Report (WI approved run sheet or computer generated PCR) to hospital triaging 
personnel. 

 

ALS Provider  Transfer of Care to a BLS provider  
1. Patients must be stable with  complaints that would be cared for at the BLS level. Prior to 

transferring care to the BLS provider, the examining paramedic will  reasonably determine that  
there  are no anticipated  changes in  the patient's  present  condition  that would deem the 
patient unstable. No patient will be turned over once ALS or advanced scope interventions have 
been initiated. Transfer of care can take place if: 

a. Patient care can be transferred if the 12 lead is normal sinus. 

b. Except during declared MCI's or when no other ALS transport  alternative exists, patients 
meeting trauma criteria  will  be considered ALS patients and treated accordingly. 

c. The patient has a patent airway, maintained without  assistance or adjuncts. 

d. The patient is hemodynamically stable. Vital signs should be steady and commensurate 
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with  the patient's condition. 

e. The patient is at his or her baseline mental status and not impaired as a result of 
medications or drug ingestion. 

f. No mechanism or injury  warrants a trauma alert or activation. 

g. No cardiac, respiratory, or neurological complaints that warrant  ALS intervention. 

h. The ALS provider  provides the BLS provider  with  a full  patient report  to include vital  signs 
and physical assessment. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
Air Embolism  
SIGNS & SYMPTOMS:  OBTAIN HISTORY OF:  

1. Bloody froth from the nose and mouth 
2. Muscles, joints and chest. 
3. Dizziness and convulsions. 
4. Blurred vision. 
5. Slurred speech. 
6. Patients also can develop a pneumothorax. 

1. PMH/Meds/Allergies. 
2. Nature of current illness/trauma. 

 

 

OVERVIEW:  Air embolism can occur whenever the pressure exerted on the body by its environment is 
rapidly reduced.  It usually is associated with SCUBA or deep-water diving, but can involve rapid 
decompression of an aircraft.  The alveoli in the lungs are ruptured, causing air bubbles in the blood 
circulatory system.  These bubbles can go through the carotid arteries into the brain.   
 
PRE-HOSPITAL GOAL:  Establish and maintain an airway, assess for trauma, administer 100 percent 
oxygen, obtain an accurate history and transport promptly. Transport immediately to HCMC hyperbaric 
chamber. 
 
EMERGENCY MEDICAL RESPONDER AND EMT CARE If trained and authorized. 

1. Assess airway (place adjunct as necessary) 
2. Assess breathing (administer oxygen as necessary) 
3. Assess circulation. 
4. Assess disability. 
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5. Place patient on cardiac monitor, 12-lead when possible. 
6. Refer to cardiac arrest protocol as indicated. 
7. Transport patient in left lateral recumbent position or Trendelenburg position. 
8. Reassess vital signs as indicated. 

 
ADVANCED EMT/INTERMEDIATE CARE If trained and authorized. In addition to above 

1. Establish IV of NS at KVO rate. 
 

PARAMEDIC /CCTP/R.N. CARE If trained and authorized In addition to above 
1. Consider advanced airway protocols if other methods unsuccessful.  
2. Treat for pain, nausea, anxiety as needed. 
3. Refer to ACLS protocols for management of cardiac arrest patient as indicated. 

 
END 

Back to Index  h

 
 
 
 
 
 
 
 
 
Airway Obstruction  
SIGNS & SYMPTOMS:  OBTAIN HISTORY OF:  
1. Choking  1. Foreign body aspiration  
2. Cough  2. Food ingestion  
3. Voice changes/inability to speak  3. Drug or alcohol use  
4. Skin: cyanosis  4. Trauma  
5. Neuro: LOC , seizures, or unconscious  5. PMH/Meds/Allergies  
6. Respirations: labored, paradoxical, tachypneic, inspiratory stridor. 
Breath sounds,  O2 sats  

 

 
EMERGENCY MEDICAL RESPONDER AND EMT CARE If trained and authorized. 

1. Assess and support ABCs.  
2. Use suction if necessary to clear airway.  
3. If airway remains obstructed, follow AHA guidelines for the removal of obstruction:  

a. Adult: administer abdominal thrusts until dislodged or patient becomes unconscious. Once 
unconscious begin CPR, only preform a finger sweep if the object is visible.  

b. Child: administer abdominal thrusts until dislodged or patient becomes unconscious. Once 
unconscious begin CPR, only preform a finger sweep if the object is visible.  

c. Infant: administer five back blows and five chest thrusts until dislodged or patient becomes 
unconscious. Once unconscious begin CPR, only preform a finger sweep if the object is visible.   

4. Assist ABCs as necessary, administer high flow oxygen and perform ECG monitoring once airway is 
cleared.  
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5. (EMT only) If airway remains obstructed, use Magill forceps and laryngoscope to attempt to remove 
obstruction. If airway remains obstructed, continue efforts during rapid transport to closest medical 
facility.  

 
ADVANCED EMT CARE If trained and authorized. In addition to above 

1. Once airway is cleared, establish IV of NS TKO.  
2. If unable to clear airway, consider an advanced airway (CombiTube) 

 
INTERMEDIATE CARE If  trained and authorized. In addition to above 

1. Monitor ECG for abnormalities.  
2. Be prepared to intubate patient if spontaneous breathing does not return.  

 
PARAMEDIC /CCTP/R.N. CARE If trained and authorized In addition to above 

1.   Consider needle cricothyrotomy if above techniques fail. 
 
SPECIAL NOTES:  

1. Suction applied for > 10 seconds may cause hypoxia and dysrhythmias.  
2. Be prepared for vomiting following removal of obstruction.  
3. Do not intervene in patients with a partial airway obstruction with good air exchange 

 

END 
Back to Index  h

 
 

 
 
Altered L evel of Consciousness 

SIGNS & SYMPTOMS:  OBTAIN HISTORY OF: 

1. GCS < 15; abnormal behavior, such as 
combativeness, irritability, confusion, 
agitation or coma. 

 

1. Scene factors: needles, pills, suicide notes, etc. 

2. Traumatic injuries 2. Recent injury or illness 

3. Pupils: dilated, constricted, ¹, sluggish 3. Substance abuse 

4. Seizures; incontinence 4. Toxic exposure 

5. Hypothermia, hypert hermia 5. Onset and duration 

6. Snoring respirations 6. Medic alert tags 

7. Irr egular/ unstable vital signs; arr hythmias 7. PMH (esp. seizures, diabetes, CVA)/ Meds/ Allergies 

PRECAUTIONS: 
1. An altered or decreased LOC masks the signs of injury and illness.  Any patient that is unconscious or 

has an altered mental status has the potential for occult trauma and/ or spinal injury. 
 
EMERGENCY MEDICAL RESPONDER CARE If trained and authorized. 
1. Take spinal precautions if conditions are appropriate while assessing and supporting ABCs. 
2. Consider oral or nasal airway initially if GCS < 9. 
3. Assist ventilations on any patient with decreased LOC and respirations < 10 or > 30. 
4. Administer 100% oxygen. 
 
EMT CARE If trained and authorized. In addition to above 
1. Consider ALS response. 
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2. Perform blood glucose testing.  If BS is < 70 follow hypoglycemia guideline. 
3. Backboard patient with C-collar if patient complains of head, neck, or back pain, or if suggested by 

mechanism of injury, or if history is unreliable due to unconsciousness or altered mental status. 
4. Check patient temperature. 
5. Immediately tr ansport any patient with significant airway, breathing, circulatory, or neurological 

compromise. 
INTERMEDIATE CARE  If trained and authorized. In addition to above 
1. EMT with IV tr aining-establish IV of NS TKO.  Consider fluid challenges in any adult patient with systolic 

BP < 90. 
2. Give a 500 cc fluid challenge for presumed medical causes. 
3. Consider Naloxone if narcoti c overdose/ toxicity is suspected and respiratory status is compromised. 
4. Initi ate cardiac monitori ng. Perform 12-lead EKG if cardiac etiology is suspected. 
 
PARAMEDIC /CCTP/R.N. CARE If trained and authorized In addition to above 
1. Maintain adequate airway and ventilations in any patient wi th a GCS < 9. RSI services should follow the 

RSI guideline if GCS < 9. 
2. Refer to the Metro Area Hospital Specialty Designations policy for appropri ate destination hospital in 

patients with suspected CO poisoning, traumatic injury, or str oke. 
 
END 

Back to Index  h
 
 
 
 
 
 
 
 

Anaphylaxis /Allergic Reactions  
SIGNS & SYMPTOMS: OBTAIN HISTORY OF: 

1. Dyspnea, tachypnea, or hyperventilation 1. PMH/Meds (esp. Epi auto injector)/Allergies  

2. Cyanosis, ® O2 sats, agitation or anxiety 2. Cardiorespiratory disease 

3. Hoarseness, stridor, or bronchospasm 3. Onset, severity, & duration 
4. Pulmonary or laryngeal edema 4. Relieving factors (Epi auto injector) 

5. Rapid, weak pulse, ® BP, syncope 5. Environmental or allergen exposure 

6. Hives, rash, itching, flushing  
7. Difficulty speaking & use of accessory muscles  
 

PRECAUTIONS: 
1. Never administer epinephrine auto-injector devices or 1:1,000 epinephrine via IV route.  

EMERGENCY MEDICAL RESPONDER CARE If trained and authorized: 
1. Assess and support ABCs. Begin high flow supplemental oxygen via mask. Administer high 

concentration supplemental oxygen. Oxygen 4-6L per NC or 10-15L per NRM as appropriate. 
2. Assess vital signs (BP, pulse, respirations, O2 sats) and lung sounds frequently, especially after each 

medication or if unstable. 
3. Contact Medical Control prior to assisting with administration of patient -prescribed Epi auto 

injector.  
4. Assist respirations of patient with decreased LOC and respiratory rates of < 10 or > 30/min. 

 
EMT CARE If trained and authorized, in addition to above:  

1. Consider albuterol neb (2.5 mg = 3 ml of 0.083% solution) if patient is wheezing.  
2. Administer  Epinephrine I.M. 1:1,000: 0.3mg.  If no change, may administer a 2nd dose.  
NOTE:  We use a 30 mL. multi -dose vial of Epinephrine 1:1,000, it is a single patient vial, discard the rest   
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              after use.  Best results use a 1 cc insulin siringe.  
3. Be prepared to intubate patient with King airway.  

 
AEMT AND INTERMEDIATE CARE If trained and authorized, in addition to above: 

1. Establish IV of NS TKO. 
2. If systolic BP falls < 90 in adults, administer a fluid bolus and repeat vitals. 
3. Monitor ECG for any abnormalities.  

 
PARAMEDIC /CCTP/  R.N. CARE If trained and authorized in addition to above: 

1. Administer Benadryl  50mg IM. Note: May consider Benadryl with or without signs of respiratory 
distress if ÐÔȢȭÓ BP >90.  

2. Solu -Medr ol 125 mg IV/ IO for moderate to severe reactions. 
3. If unable to establish an airway and the airway is swollen, consider needle cricothyrotomy.  
4. If hypotensive with signs/symptoms of shock, contact medical control to consider dopamine drip.  

 
PEDIATRIC CONSIDERATIONS: 

1. Administer initial dose of IM. 0.15 mg epi 1:1,000. May administer a second dose as needed. 
SPECIAL NOTES:  
1. For those patients with allergy or sensitivity to latex products, attempt to remove or minimize 

exposure to latex products during treatment and transport but do not withhold treatment if latex free 
alternatives are not available. Notify receiving hospital early if patient has latex sensitivity or allergy.  

2. Higher doses (0.4 mg) of epi 1:1,000 may be considered for patients weighing 210 lbs. (95 kg) or more. 
END 

Back to Index  h

Blood Products  Monitoring  
  
Indications:  

1. Transporting a patient with blood or blood products being infused is indicated when the risks 
involved in discontinuing blood transfusion enroute are outweighed by the benefits to the patient.  

 

PARAMEDIC /CCTP/ R.N. CARE If trained and authorized: 

Procedure:  

1. All blood products to be infused must be initiated by the transferring facility.  
 

2. Before accepting responsibility for the patient, confirm together with a nurse or physician from the 
transferring facility that the name on the patient's armband is the same as the name on the unit(s) 
of blood which is (are) infusing.  

 

3. Obtain a written order from the transferring nurse or physician as to the rate of infusion, the total 
amount to be infused during transport of the patient. 
 

4. Vital signs, including body temperature, must be recorded prior to the transport and every ten 
minutes during transport, until arrival at the receiving facility.  

 

5. If the patient develops any sign of allergy/sensitivity reaction, including; chills, fever (an increase 

of more than 1
0 
C, or 1.8

0 
F above the patient's initial temperature), chest pain, flank pain, hives, 

wheezing, urticaria, or the patient begins showing signs of shock; then the following actions should 
be initiated immediately:  

A. The infusion of blood products must be immediately stopped and the blood administration 
tubing removed. The tubing, the blood container, and any unused blood must be saved for 
delivery to the receiving facility.  
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B. A normal saline infusion should be initiated and fluid should be administered as indicated 
in the shock protocol if shock is present.  

C. Anaphylactic reactions (hives, wheezing, and shock without fever) should be treated as 
indicated in the Anaphylaxis protocol. 

D. Hemolytic reactions (fever, chills, chest pain, flank pain, and/or shock) may require a 
diuretic in addition to large amounts of fluid to maintain intravascular volume. Treat shock 
as indicated in the Shock Protocol and contact medical control for orders regarding 
diuretic administration in hemolytic reactions.  

 
The written orders, or copy thereof, by the transferring physician must accompany the Patient Care Report 
and must be delivered to the receiving facility with the patient. 
 
END 
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Burns  

SIGNS & SYMPTOMS: OBTAIN HISTORY OF: 

1. Reddened skin that blanches with pressure 1. PMH/Meds/Allergies/Oral Intake  
2. Blistering; edema 2. Recent illness or trauma 
3. Broken epidermis; weeping surface 3. Duration and concentration of exposure  
4. Dry, pale, white, yellow or charred skin 4. Type of chemical or toxic exposure 
5. Wheezing, dyspnea, hoarseness, stridor 5. Enclosed or open space exposure 
6. Singed facial hair, sooty sputum or phlegm 6. Electrical contact (AC/DC, amps, volts) 
7. Burning sensation in upper airway or chest 7. Presence of fire, smoke, or distinctive odors 
8. Pain, tingling, hyperesthesia, soothed by cooling; 

3rd degree may be painless. 
 

 

PRECAUTIONS: 
1. Consider the potential for trauma and take spinal precautions in all burn cases, unless it can be ruled-

out by signs and symptoms, mechanism or history. All high voltage electrical burn cases should have 

spinal precautions taken regardless of signs and symptoms.  In most cases, traumatic injuries take 

pri ority over burn care. The exception would be burn injuries that compromise ABCs. 

2. Consider the potential for inhalation injury in all victims of closed-space injury, or those who have 

inhaled fumes, smoke or steam.  Cyanide and carbon monoxide are commonly present in fires. 

3. The presence of carbon monoxide can cause pulse oximetr y readings to be artificially high.  

4. Internal injuries caused by electricity are usually more severe than the external wounds.  Hidden 

injury to muscles, nerves and the CNS may exist. Vertebral fractures are frequent. 

5. Do not break blisters or apply ointments (exception Hydrofluori c acid exposure). 
 

EMERGENCY MEDICAL RESPONDER (EMR) CARE If trained and authorized: 
1. Ensure scene is safe. Extinguish fire.   
2. Remove patient from heat source. 
3. Notif y the Power Company for electrical injuries. 
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4. Administer oxygen. Remove clothing and jewelry.  

5. Complete secondary survey for other tr auma. 

6. Elevate burned extremiti es.  

7. Do not allow patient to become chil led. 

EMERGENCY MEDICAL TECHNICIAN (EMT)  CARE If trained and authorized, in addition to above: 
1. Consider ALS response. 
2. Assess burns for type, depth, total body surface area (TBSA) using either the Rule of Nines or the Rule of 

Palm (patientȭs palm is approximately 1% of their TBSA). 
3. Initi ate cardiac monitori ng in electrical, inhalation, hydrofluori c acid, fluori ne gas, and major burns, and 

in patients ³40 years, or those with chest pain or difficult y breathing. 
4. Minor burns (< 9% TBSA) may be tr eated with wet dressings. 
5. Cover major burns with a dry sheet. Do not use wet dressings. 
6. Transport to Burn Center as appropriate. 
 
SPECIAL BURN CONSIDERATIONS: In addit ion to above and as appropriate: 
1. Chemical Burns: 

a. Wash with copious amounts of water or NS for at least 20 min. 
b. If eyes are involved, irrigate with copious amounts of NS until reaching the receiving hospital. 
c. Dry / powdered chemicals: brush away as much as possible before flushing with water. 
d. Carbolic acid (phenol) does not mix with water.  When available, use alcohol for the initial 

wash of unbroken skin followed by steady water flush. 
2. Inhalation burns: 

a. BLS with medication training: Consider Albuterol neb for bronchospasm. 
3. Tar burns: 

a. Cool wi th water until burning is stopped.  
b. DO NOT attempt to remove tar from skin. 

4. Hydrofluori c Acid/ Fluorine gas:   
a. Refer to Hydrofluoric Acid/ Fluori ne Gas Exposure guideline. 

 

ADVANCED EMT CARE If trained and authorized, in addition to above: 
1. EMT with IV tr aining- for major burns (³ 9% TBSA) establish IV/ IO of NS:  

a. < 5 years: initial bolus 20 cc/ kg but do not delay tr ansport 
b. 5 - 15 years: run @ 250 cc/ hr. 
c. > 15 years: run @ 500 cc/ hr. 

2. An IO or IV line of NS should be established in critical patients. 
 
SPECIAL BURN CONSIDERATIONS: In addit ion to above and as appropriate: 
1. Inhalation burns: 

a. Consider Albuterol/ Atrovent neb for bronchospasm 
 

INTERMEDIATE/  PARAMEDIC /CCTP/  R.N. CARE If trained and authorized in addition to above: 

Refer to pain management guideline for appropriate medications and dosing. 

 
SPECIAL BURN CONSIDERATIONS: In addit ion to above and as appropriate: 

1. Inhalation burns: 
a. Reassess frequently and consider the need for early intubation. 
b. RSI as appropriate. 

 
 

END 
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Chest Pain and Ȱ34ȱ %ÌÅÖÁÔÅÄ -ÙÏÃÁÒÄÉÁÌ )ÎÆÁÒÃÔÉÏÎ Ȱ34%-)ȱ 
This guideline applies to adult patients with  non-traumatic chest pain that is suspected cardiac in etiology. 
The overall goal is to provide therapy in an effort  to reduce ischemia, provide pain relief and rapidly  
identify  and treat a patient suffering from a suspected cardiac event. 

EMERGENCY MEDICAL RESPONDER (EMR) CARE If trained and authorized: 
1. Perform an accurate patient assessment. 
2. Administer supplemental Oxygen maintaining a SpO2 >96%. In chest pain patients, administer 

Oxygen by nasal cannula at 2-4 lpm or via a non-rebreather mask at 10-15 lmp to maintain 96%. 
3. Place the patient in a position of comfort and obtain a complete set of vital signs including 12 lead. 
4. BLS providers should assist patients in taking Aspirin  324 mg PO (chewed and swallowed) if not taken 

during the previous 24 hours or has a known allergy. 
5. BLS providers should assist patients in taking their  own previously prescribed Nitroglycerin  provided 

that the patienÔȭÓ systolic blood pressure is Іρρπ mmHg. 
 

ADVANCED EMT CARE  If trained and authorized, in addition to above: 
1. Establish 2 )6ȭÓ of Normal Saline KVO or Saline Lock. 
2. Obtain a 12-lead EKG if not already completed. 

a. Once IV is established providers should assist patients in taking One Nitroglycerin  tablet 

provided that the patienÔȭÓ systolic blood pressure is Іρρπ mmHg, every 5 minutes.  

b. Caution:  Withhold Nitroglycerin  if Patient had erectile dysfunction medication within 24  

hours (Viagra or Levitra) or within 48 hours for using Cialis. 
PARAMEDIC /CCTP/ R.N. CARE If trained and authorized in addition to above:  

1. Provide continuous  EKG monitoring . Treat life threatening dysrhythmias as indicated. 
2. Administer Normal  Saline Boluses of 250 ml  as needed to maintain a systolic blood pressure of Іρππ 

mm/Hg in cases of cardiogenic shock with  or without  right  ventricular  involvement (RVI) to a total of 
2000 ml. Continuously assess lung sounds.  

3. If pain persists after 2 SL doses apply Nitroglycerin  paste to chest per guideline. Ensure that the 
systolic blood pressure ÉÓ Іρρπ mmHg prior  to application. 

4. Administer Morphine  Sulfate 4 mg IV, up to a maximum of 10 mg for chest pain not relieved by 
Nitroglycerin  that is likely  of cardiac etiology.  
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a. Midazolam  (Versed) 2-5 mg IV/IN , up to a maximum single dose of 5 mg in lieu of Morphine 
Sulfate, if chest pain is suspected due to CNS stimulants (cocaine, methamphetamine, etc.). 

6. Ondansetron  (Zofran)  4mg IV for nausea / vomiting . 
7. Consult BAMC Physician for instructions of non STEMI patients.  

8. If  12-Lead ECG shows a STEMI, two or more boxes in two or more contiguous leads: 

a. Patients with  a STEMI should be transported directly to a facility  capable of percutaneous 
interventions (PCI) - Contact receiving facility:  Activate the BAT phone for United Hospital .  

b. If they are unable to accept the patient cÁÌÌ -2## ÆÏÒ ÁÃÔÉÖÁÔÉÏÎ ÏÆ 2ÅÇÉÏÎÓ ÏÒ 3ÔȢ *ÏÅȭÓ (ÏÓÐÉÔÁÌȢ 
9. For STEMI, In additio n to chest pain guideline  above: 

a. Administer Heparin 60 units/kg to a maximum dose of 4000 units slow IVP  

b. Administer Ticagrelor (Brilinta) 180 mg p.o.  
CONTRAINDICATIONS ɉÔÏ (ÅÐÁÒÉÎ ÏÒ "ÒÉÌÉÎÔÁΆɊ ÔÒÅÁÔÍÅÎÔ:  

1. Active pathologic bleeding: Peptic ulcer, Hx GI bleed, intracranial  hemorrhage, Trauma. 
2. Severe hypertension or renal disease. 
3. Hypersensitivity to drug ( Known Heparin induced thrombocytopenia ). 

 
END

 
 
Cardiac Arrest - Adult  

SIGNS & SYMPTOMS: OBTAIN HISTORY OF: 

1. Absent pulse (carotid and one other location)  

2. Absent or agonal breathing  

2. Skin:  pale, cool, cyanotic, mottl ed  

3. Neuro: unconscious, seizure activity (initially)  

4. J (Osborn) ECG wave in hypothermia 

1. DNR Status. 

5 . Witnessed or un-witnessed event.    

6. Down time. 

7. Bystander CPR. 

8. PMH/ Meds/ Allergies. 

9. Potential causes: MI, CVA, OD, electrocution, diabetes, 

airway obstr uction, trauma. 

PRECAUTIONS: 

1. Pulse oximetr y and end-tidal CO2 monitoring in low perfusion states may be unreliable. 
2. Remove medication patches prior to defibrillation. 

3. Place defibrillation patches ςȱ Áway from ICD/ pacemaker. 

EMERGENCY MEDICAL RESPONDER (EMR) CARE If trained and authorized: 

NONTRAUMATIC BLS CARDIAC ARREST CARE: 
1. Check for a pulse for 10 seconds at the carotid art ery. 

2. If no pulse, perform manual or automated chest compressions (compression rate at least 100/ min; 30 

compressions: 2 venti lations).  Apply the ResQPOD to the facemask and maintain a tight facemask 

seal during compressions. Ensure full recoil of the chest wall. 

3. Dir ect a second rescuer to prepare the AED.  Apply defibrillation patches per manufacturer 

recommendation with CPR in progress: 

A. One patch and cable to upper right chest, below collarbone.  

B. One patch and cable to mid-axill ary area below left breast. 

4. Allow the AED to analyze the cardiac rhythm with CPR stopped and all personnel clear of the patient. 

5. If a shockable rhythm is detected, the AED will begin charging.  Assure that all personnel are still 

clear. Deliver shock. If no shock indicated, check pulse and resume CPR if no pulse is detected. 
















































































































































































































































































































































































































