
EMERGENCY CARE  
for Professional  

Responders

redcross.ca/firstaid  |  1-877-356-3226

shop.redcross.ca
Shop for first aid kits, merchandise, and 
many safety items—for work, home, travel, 
or as meaningful gifts.

redcross.ca/apps
Download our Free First Aid App 
and have instant access to videos, 
interactive quizzes, and simple 
step-by-step advice.

redcross.ca/firstaid
Become a First Aid Instructor. Teach others  
invaluable skills that can help save lives.

redcross.ca/firstaidfeedback
Let us know what you think  
about the Red Cross course  
you just completed.

redcross.ca/findacourse
As well as traditional courses, Red Cross 
offers a variety of online health and safety 
courses including WHMIS, Transportation  
of Dangerous Goods (TDG), and more.

Red Cross First Aid. The Experience to Make a Difference.

Free Red Cross First Aid App
Download it today!
redcross.ca/apps .CA

C
A

N
A

D
IA

N
 R

ED
 C

R
O

SS
EM

ER
G

EN
C

Y
 C

A
R

E FO
R

 PR
O

FESSIO
N

A
L R

ESPO
N

D
ER

S





Emergency Care 
for  

Professional Responders



2

Copyright © 2018 The Canadian Red Cross Society

All rights reserved. No part of this publication may be reproduced, stored in a retrieval system, or 
transmitted, in any form or by any means—electronic, mechanical, photocopying, recording, or 
otherwise—without prior written permission from The Canadian Red Cross Society.

The Canadian Red Cross Society (CRCS) has made reasonable efforts to ensure the contents of this 
publication are accurate and re�ect the latest scienti�c research available on the topic as of the 
date published. The information contained in this publication may change as new scienti�c research 
becomes available. Certain techniques described in this publication are designed for use in lifesaving 
situations. However, the CRCS cannot guarantee that the use of such techniques will prevent personal 
injury or loss of life.

Unique aspects of individual clinical situations, and the possibility of human error in preparing this 
text require that the reader exercise individual judgment when making a clinical decision and, if 
necessary, consult and compare information from other sources. The CRCS shall not be held liable 
for any damage arising out of human error or possible omission or inaccuracy of the information 
contained in this text.

All the content is provided for informational purposes only; it is meant to be used in the context 
of the CRCS training course on the subject, and it is not to be relied upon for any other purpose. 
It is the responsibility of the responder authorized to provide medical assistance to ascertain the 
status of each drug and/or piece of equipment, to check the product information provided by the 
manufacturer for any changes, and to perform skills to the level speci�ed in his or her particular 
jurisdiction or scope of practice. 

This publication is available in English and French.

ISBN: 978-1-58480-698-1

21 22 / ������������5 

All brand names are provided (shown) as examples only. The Canadian Red Cross Society does not 
endorse or recommend any speci�c brand or company.



3

TABLE OF CONTENTS

1 The Professional Responder  ...............................................  7 

2 Responding to the Call  .......................................................  27

3 Infection Prevention and Control  ......................................  37

4 Anatomy and Physiology  ....................................................  53

5 Assessment  ...........................................................................  79

6  Airway Management and Respiratory Emergencies  .........  105

7 Circulatory Emergencies  .....................................................  141

8 Shock  ....................................................................................  163

9 Hemorrhage and Soft Tissue T rauma  .................................  169

10 Musculoskeletal Injuries  ......................................................  195

11 Chest, Abdominal, and Pelvic Injuries  ................................  215

12 Head and Spinal Injuries  .....................................................  227

13 Acute and Chronic Illnesses  ................................................  247

14 Poisoning  .............................................................................  259

15 Environmental Illnesses  .......................................................  277

16 Pregnancy, Labour, and Delivery  ........................................  301

17 Special Populations  .............................................................  315

18 Crisis Intervention  ...............................................................  331

19 Reaching, Lifting, and Extricating Patients  ........................  337

20 Transportation  .....................................................................  349

21 Multiple-Casualty Incidents  ................................................  357

22 Pharmacology  ......................................................................  369

23 Marine Environment  ...........................................................  383

24 Workplace  ............................................................................  401

Appendix A: Abbreviations for Documentation  .......................  414

Appendix B: Sample Ambulance Equipment List  .....................  416

Appendix C: The Phonetic Alphabet  .........................................  419

Appendix D: Medical Terminology  ............................................  421

Glossary  .......................................................................................  426

Sources  ........................................................................................  446

Index  ...........................................................................................  448

TA
B

LE
 O

F
 C

O
N

T
E

N
T

S

3



A
C

K
N

O
W

LE
D

G
E

M
E

N
T

S

4

ACKNOWLEDGEMENTS

Each time a program is revised, it is built on the great work completed in the previous revisions. The 
Canadian Red Cross would like to recognize everyone who worked on developing these programs in the 
past; their work set the foundation for our success.

The Canadian Red Cross (CRC) would like to thank our Training Partners, Master Instructor Trainers, 
Instructor Trainers, and Instructors who provided the feedback that helped guide this revision and shape 
our new programs. The CRC would like to also acknowledge the Canadian Fire Service for its continued 
support in the development of our programs. 

This revision required the hard work and dedication of many teams, who put in countless hours to 
contribute to its success. The CRC extends its thanks to the Canadian Council for First Aid Education 
(CCFAE) for its overall leadership, dedication, and direction. CCFAE members include:

Dr. Gordon Giesbrecht 
Dr. Morgan Hillier
Dr. Loriann Hynes
Dr. Andrew MacPherson 
Jason Brinson
Richard Czech
Jason Durham
Domenic Filippelli

Carolyn Hoekstra
Lyle Karasiuk (Chair) 
Siobán Kennedy
Shelly Longmore
Jodie Marshall
Roger Mayo
Kyle Mohler
Michael Nemeth

Tyrone Power
Bob Reside
Michael Skinner
Diane Story
Hugo Surprenant
Kristopher Tharris
Debbie Van’t Kruis
Charna Young

The Canadian Athletic Therapists Association (CATA) is pleased to endorse the 

Emergency Care for Professional Responders text overall.

Parachute is pleased to endorse Chapter 12: Head and Spinal Injuries of the Emergency 

Care for Professional Responders text.



T
H

E
 R

E
D

 C
R

O
S

S

5

The Red Cross—The Fundamental Principles
There are Red Cross or Red Crescent Societies in more than 190 countries around the world. In every 
country, our programs and activities are guided by seven Fundamental Principles. The Tanzanian Red 
Cross has created a short, simple version of these principles: 

Humanity: We serve people, but not systems.

Impartiality: We care for the victims and the aggressors alike.

Neutrality: We take initiatives, but never take sides.

Independence: We bow to needs, but not rulers.

Voluntary Service: We work around the clock, but never for personal gain.

Unity: We have many talents, but a single idea.

Universality: We respect nations, but our work knows no bounds.

Essentially, we provide help to people in need, whatever their race, political beliefs, religion, social status, 
or culture.

Who We Are—The Canadian Red Cross

OUR MISSION
The mission of the Canadian Red Cross is to improve the lives of vulnerable people by mobilizing the 
power of humanity in Canada and around the world.

OUR VISION
The Canadian Red Cross is the leading humanitarian organization through which people voluntarily 
demonstrate their caring for others in need.

OUR VALUES
Our actions and decisions are based on:
 •  Humanitarian values.
 •  Respect, dignity, and care for one another within and outside the Canadian Red Cross.
 •  Integrity, accountability, ef fectiveness, and transparency.

OUR VOLUNTEERS
Volunteers are the heart of the Canadian Red Cross. More than 25,000 Red Cross volunteers give their 
time and energy to help others every day.

How We Help

DISASTER MANAGEMENT
The Canadian Red Cross works with governments and with other humanitarian organizations to meet  
the basic needs of people affected by emergencies and disasters. We provide food, clothing, shelter,  
�rst aid, and emotional support. When families have been separated by disasters, we help bring them 
back together.

The Red Cross



T
H

E
 R

E
D

 C
R

O
S

S

6

INTERNATIONAL OPERATIONS
The Canadian Red Cross works in other countries to help people who have been affected by wars and 
natural disasters. We bring urgently needed supplies, reunite families, and help rebuild communities. 
Each year, we send about 100 professional relief workers on overseas missions.

FIRST AID PROGRAMS
Canadian Red Cross First Aid Programs have been training Canadians in �rst aid for the past 70 years.  
Our courses give people the knowledge and skills to deal with emergency situations and prevent injuries 
from happening.

SWIMMING & WATER SAFETY PROGRAM
Since 1946, more than 50 million Canadians have learned how to swim and safely enjoy water activities 
with the Canadian Red Cross. Our Red Cross Swim programs consider each swimmer’s individual needs 
and offer participants of all abilities and ages (preschoolers, kids, teens, and adults) opportunities to 
learn swimming and water-safety skills. Teens and adults can also enjoy aquatic sports and enroll in 
lifeguarding courses.

RESPECT EDUCATION
Since 1984, the Canadian Red Cross has been promoting respect and preventing violence in communities 
across Canada and internationally. Respect Education programs promote healthier relationships and safer 
communities through education and partnerships.

COMMUNITY HEALTH AND WELLNESS
For more than a century, the Canadian Red Cross has provided health and wellness programming in 
Canadian communities. We provide in-home community services to help individuals live as independently 
as possible. These services enhance people’s well-being and dignity. As the Canadian population ages, 
there will continue to be a signi�cant role for the Red Cross in the areas of community health and 
wellness. Our employees and volunteers offer important community support services that include 
nutrition, transportation, hospital-to-home transitions, and more. 
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Introduction
As a responder, you are a key part of the pre-hospital care 
system, also known as the emergency medical system. 
The pre-hospital care system is a network of professional 
responders with an integrated approach to providing care in 
an emergency situation. Your level of expertise may provide 
a link between the �rst actions of bystanders and more 
advanced medical care. A professional responder is a person 
who, in a paid or volunteer capacity, is often summoned to 
provide initial care during an emergency. As the �rst trained 
professional on the scene, you perform critical actions and 
may have a signi�cant effect on the patient’s outcome.

Emergency Medical Responders (EMRs)
According to the Paramedic Association of Canada (PAC), �rst 
responders may be included within the emergency medical 
responder (EMR) level, although in many settings, �rst 
responders do not transport patients.
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According to PAC, the EMR “has successfully 
completed a recognized training program in 
emergency patient care and transportation.” As 
part of the foundation of the Canadian emergency 
systems, EMRs are often linked with volunteer 
emergency services organizations in rural and 
remote areas and, in some communities, they may 
be the sole provider of emergency services.

Responders across the country have different 
roles to perform, including primary and secondary 
assessments, the provision of safe and prudent 
care, effective oral and written communication, 
and the transport of a patient to the most 
appropriate healthcare facility. Responders must 
also learn to recognize the signs of high levels of 
stress in themselves and their co-workers.

Throughout your course, you will gain the 
knowledge, skills, and con�dence to provide 
appropriate care and assistance when you are 
called to help someone who has become injured 
or suddenly ill. You will learn how to assess a 
patient’s condition and how to recognize and care 
for life-threatening emergencies. You will also 
learn how to minimize a patient’s discomfort and 
prevent further complications until you can obtain 
more advanced medical care. Finally, you will learn 
the importance of understanding how stress can 
affect you as a professional responder and learn 
some techniques to manage stress.

Components of a Pre-Hospital 
Care System
The pre-hospital care system, which contains 
Emergency Medical Services (EMS), is a network 
of community resources and medical personnel 
that provides emergency care to patients with 
injuries or sudden illnesses (Figure 1–1). When 
people recognize an emergency and take action, 
they activate this system. Care is provided by more 
highly trained professionals in succession until 
a patient receives the level of care required. An 
effective pre-hospital care system includes the 
following components:
 •  Communications
 •  Transportation
 •  Facilities
 •  Medical control
 •  Trauma systems
 •  Public information and education
 •   Human resources, training, and continuing 

education
 •  Resource management
 •  Regulation and policy
 •  Evaluation

Paramedicine in Canada
PARAMEDIC ASSOCIATION OF CANADA 
(PAC)
EMS systems throughout Canada vary by region 
and, in many cases, by city. In 2001, with the 
support of Human Resources Development Canada 
(now Human Resources and Skills Development 
Canada) and the Canadian Medical Association, 
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Figure 1–1: The components of an emergency response.
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PAC established the National Occupational 
Competency Pro�le (NOCP) to promote national 
consistency in paramedic training and practice.

Since 1988, PAC (originally The Canadian Society 
of Ambulance Personnel) has been the national 
association for paramedics. Its mandate includes 
the following:
 •  Promotion of paramedic sel f-regulation
 •  Promotion of a national examination
 •   Promotion of a national registry for paramedics
 •   Advocacy for paramedics to be included in the 

Canada Health Act
 •   Support for paramedic research through the 

Canadian Emergency Health Services Research 
Consortium

 •   Stewardship of the National Occupational 
Competency Pro�le for paramedics

Though PAC was the �rst, other national 
paramedic stakeholder groups have arisen that 
also share several aspects of PAC’s mandate.

PARAMEDIC CHIEFS OF CANADA
The Paramedic Chiefs of Canada is a national 
forum for information gathering, policy 
development, and coordinated action by the 
leadership of Canada’s EMS systems. This group 
works under the operating mission “To advance 
and align EMS leadership in Canada.” 1 

CANADIAN ORGANIZATION OF 
PARAMEDIC REGULATORS (COPR)
Established in 2009, COPR represents a national 
viewpoint on:
 •   Education. 
 •   Operations.
 •   Regulation.
 •   Professional practice in paramedicine. 

In 2008, paramedic regulators from across Canada 
began working together informally “to discuss 
ways to ensure compliance with the new labour 
mobility requirements of the Agreement on 
Internal Trade (AIT) that came in to effect on  
April 1, 2009.” 2  These regulators agreed on a 
statement of intent that identi�ed a strategy to 
achieve AIT compliance in the short term. When 
it was formed, the Canadian Organization of 

Paramedic Regulators (COPR) received letters of 
support from all provincial jurisdictions, and these 
authorities provide the funding for COPR.

The regulators’ initial success with meeting the 
AIT labour mobility requirements resulted in the 
acknowledgement that a national organization 
would bene�t a number of initiatives, including, 
but not limited to, labour mobility. 

AGREEMENT ON INTERNAL TRADE (AIT)
The Agreement on Internal Trade is an 
intergovernmental trade agreement, signed by 
Canadian �rst ministers, that came into force in 
1995. Its purpose is to reduce and eliminate, to 
the extent possible, barriers to free movement of 
persons, goods, services, and investment within 
Canada and to establish an open, ef�cient, and 
stable domestic market.

In early 2010, regulators established COPR as 
a formal organization. “In addition, federal 
government and provincial labour mobility 
coordinators recognized the group’s innovation 
and willingness to adapt practices to succeed with 
labour mobility.” 3 

This support—coupled with the group’s desire 
to build upon its initial successes—led regulators 
to successfully apply for federal government 
funding to further their labour mobility work. 
Also, COPR submitted a set of bylaws to the 
federal government as part of the process for 
incorporation.

SOCIETY FOR PREHOSPITAL 
EDUCATORS IN CANADA (SPEC)
The Society for Prehospital Educators in Canada 
(SPEC; rebranded in 2006 from the former 
Canadian Society of Prehospital Care Educators) 
is a national group of paramedic educators that 
“has demonstrated a keen desire to represent 
paramedic education on a national basis.” 4 

The concept of labour mobility is the freedom of 
workers to practise their occupation wherever 
opportunities exist. In 2008, with the help of 
Human Resources and Skills Development Canada, 
several provincial regulators established a national 
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body of paramedic regulators, whose purpose is 
“to address national standards within the context 
of labour mobility.” 5  

In 2009, the Canadian Organization of Paramedic 
Regulators was established. As a result, there 
is now a national perspective on education, 
regulation, operations, and professional practice. 

PROFESSIONAL RESPONDER 
TRAINING LEVELS

A pre-hospital care system may utilize emergency 
care providers with many different levels of 
training. 

A �rst responder may or may not be trained as 
an emergency medical responder (EMR). EMRs 
are often considered �rst responders, but other 
groups may be considered �rst responders as well. 

PAC has developed occupational competency 
pro�les at four levels of pre-hospital care training: 

 •  Emergency Medical Responder (EMR)
   The EMR has successfully completed a 

recognized training program in emergency 
patient care and transportation. Historically, 
EMRs have been the medical �rst responder in 
rural and remote communities. They are often 
associated with volunteer emergency services 
organizations, and may be the sole provider 
of emergency medical services in some 
communities. EMRs may be responsible for 
initial assessments, the provision of safe and 
prudent care, and the transport of a patient to 
the most appropriate healthcare facility.

 •  Primary Care Paramedic (PCP)
   The PCP has successfully completed 

a recognized education program in 
paramedicine at the primary care paramedic 
level. PCPs may be volunteer or career 
paramedics associated with remote, rural, 
suburban, urban, industrial, air ambulance, 
and military services. PCPs constitute the 
largest group of paramedics in Canada. 
Controlled or delegated medical acts in the 

PCP competency pro�le include intravenous 
cannulation and the administration of certain 
medications.

 •  Advanced Care Paramedic (ACP)
   The ACP has successfully completed 

a recognized education program in 
paramedicine at the advanced care paramedic 
level. ACP education builds upon the PCP 
competencies, and ACPs apply their added 
knowledge and skills to provide enhanced 
levels of assessment and care. ACPs are often 
employed in rural, suburban, urban, industrial, 
and air ambulance services. Controlled or 
delegated medical acts in the ACP competency 
pro�le include advanced techniques to 
manage life-threatening problems affecting 
patient airway, breathing, and circulation. 
ACPs may implement treatment measures that 
are invasive and/or pharmacological in nature.

 •  Critical Care Paramedic (CCP)
   The CCP has successfully completed 

a recognized education program in 
paramedicine at the critical care paramedic 
level. This is currently the highest level of 
paramedic certi�cation available. CCPs are 
often employed in suburban, urban, and air 
ambulance services. CCP education builds 
upon the ACP competencies, and CCPs 
apply their added knowledge and skills 
to provide enhanced levels of assessment 
and care. Controlled or delegated medical 
acts in the CCP competency pro�le include 
advanced techniques, such as using invasive 
hemodynamic monitoring devices to 
manage life-threatening problems. CCPs 
may implement treatment measures that are 
invasive and/or pharmacological in nature.

PRECEPTORSHIP

Preceptorship is a relationship between an 
experienced responder (the preceptor) and a 
new responder. The preceptor serves as a coach 
and mentor, providing support, guidance, and 
assessment in the �eld. Preceptorship is a teaching 
method that is widely used by a number of 
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healthcare professionals within the EMS system. 
In some cases, the preceptor evaluates the new 
responder’s individual skills, con�rming that he or 
she is demonstrating the required competencies.

By ensuring that new responders are meeting 
standardized minimum competency pro�les, EMS 
providers can create consistency throughout the 
country, which in turn allows for portability and 
an appropriate standard of professional care for 
every patient.  

WORKPLACE RESPONSE 
TEAMS

The pre-hospital care system is continuing to 
evolve as the needs of workplaces, communities, 
and medical systems change. For example, many 
businesses are seeing the bene�ts of establishing 
workplace response teams. These response teams 
are composed of specially trained workplace 
advanced �rst aid attendants who are responsible 
for attending to injuries or illnesses of employees. 

COMMUNITY PARAMEDICINE

The increased demand on the medical system 
has also highlighted the bene�ts of Community 
Paramedics (CPs). 

Community paramedicine is the delivery of 
healthcare services by paramedics in community-
based, non-emergency-care roles. Community 
Paramedic programs have been successfully 
implemented across Canada and in countries such 
as the United States, the United Kingdom, New 
Zealand, and Australia. 

CP programs provide targeted solutions for many 
communities, including:

•  Helping to relieve overuse of the EMS system
for social or psychological problems.

•  Providing alternative means to manage
patients who do not require transport to
a general acute care hospital emergency
department.

•  Helping to alleviate repetitive emergency
department visits and hospital readmissions
due to gaps in care between hospital
and outpatient primary care or specialty
management.

•  Creating the capacity for short-notice home
visits, especially during off hours.

•  Alleviating primary care shortages in
underserved areas.

MEDICAL OVERSIGHT

Medical oversight may present in various forms 
depending on an organization’s operational, 
administrative, or training requirements. Physicians 
are the primary body providing oversight.

Medical Director
Medical direction is a formal relationship between 
pre-hospital care (EMS) providers and a physician 
who is responsible for out-of-hospital emergency 
medical care. This physician is known as the 
medical director, and is legally responsible for the 
clinical and patient-care aspects of the pre-hospital 
(EMS) system. 

The medical director provides guidance and 
medical oversight for all emergency care provided 
by EMS personnel. The medical director can also 
be responsible for reviewing and determining 
the scope of practice in a pre-hospital care (EMS) 
system, though in some cases this is determined 
by regulations or legislation. The medical director 
may oversee the organization’s training and 
quality assurance, and the development of 
standing orders or protocols. 

COMMUNICATING WITH THE MEDICAL 
DIRECTOR
In some systems, there is a physician on call at 
all times who can be consulted when additional 
treatment is required or a patient refuses 
treatment and/or transport. Contact him or her 
whenever you have questions about a patient’s 
condition that cannot be resolved by protocols.

Since the physician may not be at the emergency 
scene, it is up to you to present all the relevant 
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information clearly and concisely. Prepare 
yourself ahead of the call so that you are ready 
to provide the following information during your 
conversation:
 •   Your name, unit identi�er, the fact that you 

are a responder, and the level of your training
 •   The patient’ s age, sex, and chief complaint
 •   A brief, pertinent history of the events leading 

to the injury or illness
 •   Results of the patient’ s assessments, including 

vital signs
 •   Any care provided to the patient and his or her 

response to that care
 •   The reason you are calling

This information is what you would relay to 
any other healthcare provider when giving a 
verbal report.

If the physician gives you orders for patient care, 
repeat the orders back to verify them. Make sure 
that you understand all of the orders and advice 
that the physician provides. If you have any 
questions, ask the physician for clari�cation.

Professional responders should be aware that it is 
possible to contact a physician from an airplane at 
any time, regardless of the location.

Direct or Online Medical Control
A professional pre-hospital care provider may 
be required to perform some skills that can only 
be delegated by a physician. Physicians provide 
medical direction within a pre-hospital care (EMS) 
system through a process called direct medical 
control. Usually, a medical director, who assumes 
responsibility for the care given through delegated 
medical acts, does this monitoring. This process 
allows a physician to direct the care given to 
patients by pre-hospital care professionals and 
may include direct communication with crews at 
the scene of a medical incident. Procedures that 
are not covered by standing orders require the 
responder to speak directly with the physician (via 
mobile or landline telephone or radio). 

Indirect or Of�ine Medical Control
Since it is impossible for the medical director 
to be present at every medical incident outside 
the hospital, he or she can direct care through 

predetermined standing orders or medical control 
protocols (MCPs). Standing orders or MCPs allow 
responders to provide certain types of care and 
treatments without consulting with the physician. 
This type of medical control is called indirect or 
of�ine and includes education, protocol review, 
and continuous improvement in the quality of care 
and treatments.

For a �rst responder or emergency medical 
responder, certi�cation is not a licence to 
perform all the skills in the Emergency 
Care for Professional Responders text. 
Some skills should be performed only by a 
responder who has been delegated these 
responsibilities by a physician. 

EMERGENCY RESPONSE 
SUPPORTING THE PRE-
HOSPITAL CARE SYSTEM

The ef�ciency of the pre-hospital care system 
depends on the people involved performing 
their roles correctly and promptly. When each 
component of the system works effectively, this 
enhances the patient’s chances for a positive 
prognosis and recovery.

In a serious injury or illness, survival and recovery 
are not a matter of chance. Survival is the result 
of a carefully orchestrated series of procedures in 
which all participants ful�ll their roles. The EMS 
system can make the difference between life and 
death or a positive and negative recovery. As a 
professional responder, you play a critical role in 
this system and the outcomes of patients.

THE PROFESSIONAL 
RESPONDER

Professional responders are made up of a wide 
variety of individuals who are tasked with providing 
medical interventions in the course of their duties. 
They respond to emergencies on a professional basis 
and have an obligation to respond to emergencies 
while they are on duty or when called upon.
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When a person dials 9-1-1 or the local EMS 
number, he or she will request public safety 
personnel (i.e., police, �re, or ambulance 
personnel). However, responders do not 
necessarily work in public safety agencies. Any 
of the following may be considered professional 
responders if they are called to help in the event 
of a medical emergency:
 •  Industrial rescue or safety personnel
 •  Workplace �rst aid attendants
 •  Disaster response team members
 •  Emergency management personnel
 •  Ski patrol members
 •  Athletic therapists
 •  Lifeguards

As a professional responder, you have a duty to 
respond quickly and safely to the scene of an 
emergency incident. Your duties include:
 •   Assessing the patient’ s condition and providing 

necessary care within your professional 
practice designation.

 •  Acting as the patient’ s advocate.
 •   Ensuring that additional assistance has been 

summoned.
 •   Assisting any additional medical personnel at 

the scene.
 •  Documenting your actions. 

Responsibilities
As a Professional Responder who interacts 
with the public, you must be willing to take on 
additional responsibilities beyond providing care. 
These responsibilities require you to demonstrate 
certain additional characteristics.

MAINTAIN A CARING AND 
PROFESSIONAL ATTITUDE
Be compassionate to your patients; try to 
understand their concerns and fears. Realize that 
any anger a patient may show is often the result 
of fear. Someone who helps at the emergency may 
also be afraid. Try to be reassuring. Even though a 
bystander may not have done everything perfectly, 
be sure to thank him or her for taking action and 
providing assistance. Recognition and praise can 
help af�rm a person’s willingness to act. Also, be 
careful about what you say. Do not give distressing 
news about the emergency to the patient or the 
patient’s family or friends.

WORK COLLABORATIVELY WITH OTHER 
PROFESSIONALS
As a professional responder, you are part of a 
network of professionals working towards a 
common goal. You have a responsibility to work 
collaboratively and professionally with your 
colleagues, whether they are team members 
or staff of other agencies. Without effective 
communication and mutual respect between 
responders, patient care can be negatively 
impacted and your professionalism can be 
compromised in the eyes of those around you.

MANAGE YOUR FEARS
Try not to reveal your anxieties to patients 
or bystanders. The presence of blood, vomit, 
unpleasant odours, or torn or burned skin is 
disturbing to most people. In some cases, you may 
need to take a moment to compose yourself. Focus 
on the patient’s needs and remember that your 
role is to provide professional care.

PRESENT A CLEAN AND PROFESSIONAL 
APPEARANCE
A clean and professional appearance can help to 
instill con�dence in patients. Representing yourself 
as part of a professional system will reinforce to 
patients that you are competent and ready to help.

KEEP YOUR SKILLS AND KNOWLEDGE 
UP TO DATE
Take part in continuing education such as reading 
professional journals and completing refresher 
training.

PARTICIPATE IN QUALITY ASSURANCE 
AND ENHANCEMENT PROGRAMS
Each organization will participate in quality 
assurance and enhancement programs such as 
internal audits, independent reviews, ongoing 
professional development programs, and post-call 
analysis. Ensure that you are aware of your role 
in these important processes, as they support the 
effective functioning of your organization. These 
processes ensure that the required standards of 
care are achieved or surpassed, and also help to 
support crucial considerations such as patient 
con�dentiality and legislative compliance.
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Primary Responsibilities
Since you will often be the �rst trained 
professional responder to arrive on scene at 
emergency incidents, your primary responsibilities 
focus on safety and early emergency care. Your 
seven major responsibilities are to:

1. ENSURE YOUR OWN SAFETY. 
   Your �rst responsibility is to not make the 

situation worse by getting hurt yourself. By 
making sure the scene is safe as you approach 
it, you can avoid unnecessary injuries.

2.   ENSURE SAFETY FOR ANY 
BYSTANDERS. 

   So long as it does not put your safety at risk, 
you should also prevent any harm from coming 
to bystanders at the scene. Keep people away 
from hazards, and encourage them to stay at a 
safe distance from the scene.

3.  GAIN ACCESS TO THE PATIENT.
    Carefully approach the patient unless the 

scene is too dangerous to handle without 
help. Electrical hazards, unsafe structures, 
and other dangers may make it dif�cult to 
reach the patient. Recognize when a rescue 
requires additional specially trained emergency 
personnel and know how to activate this 
response.

4.   DETERMINE ANY THREATS TO THE 
PATIENT’S LIFE. 

   Assess the patient for li fe-threatening injuries 
or conditions, such as airway, breathing, or 
circulation emergencies.

5.   REQUEST MORE ADVANCED 
MEDICAL CARE AS NEEDED. 

   Your assessment of the patient may reveal the 
need for more advanced medical care. Request 
additional support as required. You may also 
need to transport the patient to a medical 
facility (if you have the training and resources 
to do so).

6.   PROVIDE THE NECESSARY CARE 
FOR THE PATIENT.  

   Provide appropriate care for the patient within  
the scope of your licence and training until you 
are relieved or transfer care to another person 
with the same or a higher level of quali�cation.

7.   ASSIST MORE ADVANCED MEDICAL 
PERSONNEL. 

   Transfer your information about the patient and 
the emergency to more advanced personnel. 
Tell them how you found the patient, any 
problems or conditions you found, and the care 
you provided. Assist them as needed and help 
provide care for any other patients at the scene. 
When possible, try to anticipate the needs of 
those who are providing care.

In addition to these primary responsibilities, you 
have secondary responsibilities that include:
 •  Directing bystanders.
 •   Documenting in detail what you saw, heard, 

and did at the scene.
 •   Maintaining the con�dentiality of information 

about the incident, the patient(s) and 
bystanders, and any responders at the scene.

 •   Reassuring the patient’ s family or friends 
without disclosing con�dential information.

Interpersonal Communication
Medical emergencies can be frightening to 
people. Be sure to speak slowly and clearly when 
communicating with the patient and family. Avoid 
technical terms that will confuse and possibly 
frighten them. Use language they can understand. 
Communicating effectively means providing 
information, listening actively, establishing trust, 
and helping the patient feel as comfortable as 
possible. One way to put patients at ease is to 
address them by name whenever possible, but you 
should not address an older adult by his or her �rst 
name unless invited to do so.

NONVERBAL COMMUNICATION
When speaking to patients, think about the 
message your body language sends. Try to put 
yourself at patients’ eye level rather than standing 
over them. Make eye contact. 
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Observe the patient when he or she speaks. Use 
body language that shows you are listening and 
open to what people are saying. For example, 
avoid crossing your arms or putting your hands in 
your pockets. 

LISTENING
Listen carefully to what the patient tells you. 
Provide reassurance if someone appears reluctant 
to speak about a topic. Tell the patient that 
any information he or she may have about the 
problem is important, even if it is upsetting to talk 
about, and remind him or her that you will keep 
everything you hear con�dential.

Listen to what bystanders tell you. They may 
have seen or heard something that will help you 
determine how you will treat the patient. Many 
times, people will want to stay with the patient 
or watch to see what is going on. Be �rm but 
reasonable with bystanders. Ask them to move 
away for the safety and comfort of everyone 
involved. Consider allowing a parent of a child or 
an immediate family member to stay, although 
this is not always possible.

You can also learn a lot about physical problems 
just by observing the patient while he or she talks. 
Be observant. Nonverbal communication (or body 
language) can convey a great deal of information. 
For example, if the patient can only speak a few 
words before needing to take a breath, he or 
she may be having a breathing emergency. If the 
patient is holding his or her stomach or clutching 
the chest without being aware of it, this might 
give an indication about the patient’s condition. 
A person who winces should be questioned about 
any pain.

From the patient’s perspective, nothing is more 
annoying than being ignored or not having focus 
on their complaint. Consider the last time you had 
to repeat information to someone several times; it 
is not a pleasant experience. Listening to patients 
allows them to realize that they are important. If 
you ask someone a question, listen for the answer. 
If necessary, make notes so you do not forget what 
the patient said. Sometimes, the patient may stop 
answering your questions altogether if he or she 
feels ignored.

LANGUAGE BARRIERS
If you are called to care for someone who does 
not speak a language that you understand, call for 
someone who can translate. For example, a family 
member or neighbour may be able to speak both 
your language and the patient’s language. This is 
true for sign language as well. There may also be 
translation resources available through dispatch 
centres to assist you.

CULTURAL AND RELIGIOUS 
CONSIDERATIONS 
Be respectful and sensitive of cultural and 
religious traditions speci�c to each patient. In 
some cultures or religions, for example, it may be 
inappropriate to make eye contact or for someone 
of a different gender to help the patient. Respect 
your patient’s wishes and do what you can to help. 
Ask for help with cultural translation if necessary 
when providing care for patients with obviously 
different cultural backgrounds. 

Some communities have specialized response 
groups that provide emergency care for particular 
ethnic, cultural, or religious groups. These 
response groups may be separate from the EMS 
system, or they may be fully integrated. Be 
familiar with specialized response groups in the 
community, and do your best to accommodate 
their participation.

SELF-CARE

Given the nature of the work that responders do, 
they are exposed to vicarious and traumatic stress. 
Self-care is an important part of staying healthy—
both physically and mentally. The Canadian Red 
Cross offers programs that help professional 
responders develop self-care plans in support of 
their psychosocial health.

Elements of self-care include: 
•  Maintaining a healthy diet by eating sensibly

and regularly.
• Getting adequate sleep.
• Engaging in regular exercise.
•  Participating in activities outside of work

(hobbies).



T
H

E
 P

R
O

F
E

S
S

IO
N

A
L 

R
E

S
P

O
N

D
E

R

16

 •   Paying attention to your stress level, and 
taking precautions against exceeding your 
own limits. 

 •   Understanding how you react to stressful 
situations and having a self-care plan outlining 
protective systems that you can rely on when 
in distress.

If you can, try to diversify your own tasks at work. 
A change can make a difference in both personal 
engagement and stress management. Some 
general things you can do to maintain self-care at 
work include: 
 •  Taking breaks during your workday. 
 •  Taking vacation days.
 •   Using relaxation techniques (e.g., deep 

breathing). 
 •   Talking with colleagues about how your work 

affects you. 
 •   Seeking or establishing a professional support 

group. 
 •  Setting limits with patients and colleagues.

Job stresses can adversely affect your health. 
Exercise and diet can help you manage physical, 
mental, and emotional stress. Developing a �tness 
plan and having regular checkups with your 
physician will help you maintain the physical and 
mental capabilities necessary for your duties. You 
should also identify the risk factors in your life so 
that you can take steps to mitigate them.

Self-care is important at all stages of your career 
as a professional responder. Ignoring self-care can 
put you at greater risk of developing a serious 
occupational stress injury such as post-traumatic 
stress disorder (PTSD). Self-care is speci�c to each 
individual. What works for another person may 
not work for you.

Death and Dying
You may be summoned to an emergency in which 
one or more people have died or are dying. 
Although your responses will vary according to 
the situation, you must recognize that death will 
have an emotional impact on you, as well as on 
others who are involved. Be prepared to interpret 
your feelings responsibly and be considerate of 

the feelings of others. Remember that reactions to 
death and dying can be dramatically different from 
person to person and from situation to situation.

Critical Incident Stress and Post-
Traumatic Stress Disorder
For years, researchers have recognized that 
individuals who provide emergency care can 
experience high levels of stress. Incidents involving 
multiple patients, rescues, children, failed 
resuscitation attempts, serious injury to co-workers, 
or death may cause more stress than most other 
incidents. 

Any emergency response, regardless of the 
circumstances, can cause an adverse stress reaction 
such as critical incident stress (CIS). Occupational 
stress injuries can happen to anyone involved in 
responding to an emergency (Figure 1–2). They 
could be characterized as acute and chronic 
versions of a similar condition: Signs and symptoms 
of CIS usually appear soon after the event, but 
may not last long. PTSD usually occurs later and 
can be much more long-lasting.

From the time you begin to establish a rapport 
with a patient, you become involved in that 
person’s pain and stress. To some degree, you share 
the thoughts and emotions of that person. As a 
result, the emotional impact of a situation may be 
too great for you to handle alone. You may need 
the help of professional mental health services in 
order to deal with the stress.

Figure 1–2: Watch for the signs of CIS and PTSD.
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CIS can cause a number of signs and symptoms, 
including the following:

• Confusion
• Lowered attention span
• Poor concentration
• Denial
• Guilt
• Depression
• Anger
• Change in interactions with others
• Increased or decreased appetite
• Uncharacteristic, excessive humour or silence
• Unusual behaviour

PTSD is a serious anxiety disorder. Trauma is 
a natural emotional reaction to disturbing 
experiences that involve actual or threatened 
serious harm to oneself or others. However, for 
some people, the thoughts or memories of these 
events seriously affect their lives long after any 
real danger has passed. 

PTSD usually appears within 3 months of the event, 
but sometimes symptoms may not appear for years. 
Common symptoms include reliving the event, 
avoiding reminders of the event, and a constant 
feeling of dread. PTSD can also present with 
physical symptoms such as dif�culties concentrating 
and/or sleeping, sudden attacks of dizziness, rapid 
heartbeat, and shortness of breath. 

In addition to being alert to your own mental and 
emotional states, you should watch for the signs 
and symptoms of distress in your colleagues.

People can recover from PTSD, but the recovery time 
varies greatly from person to person. All treatment 
approaches should follow the stages of the trauma 
therapy model and can include a combination of 
counselling, therapy, and medication. 

Some people think that participating in 
counselling is an admission of weakness, but it 
takes more strength to face something than to 
hide from it. The most important thing you can 
do to minimize the effect that an emergency will 
have on you is to know your protective factors and 
have a self-care plan. Ensure that you are aware 
of the resources that are available through your 
organization.

LEGAL AND ETHICAL ISSUES

Many people are concerned about lawsuits. 
However, lawsuits against those who give care at 
the scene of an emergency are highly unusual and 
rarely successful. By being aware of some basic 
legal principles, you can protect yourself against 
litigation.

In general terms, the following sections address 
the legal principles that concern emergency care. 
Laws and regulations can vary from region to 
region or from role to role: You must ensure that 
you are aware of the legislation and regulations 
that apply to you. 

Legal issues are constantly evolving. The information 
presented here is intended as an overview of the 
important concepts, but you must always con�rm 
the speci�c laws that apply to your situation.

Duty to Act
Either by case law, statute, or job description, 
most responders have a duty to act at the scene of 
an emergency. This duty applies to public safety 
of�cers, government employees, licensed and 
certi�ed professionals, and paraprofessionals while 
on duty. For instance, members of a volunteer 
�re department have a duty to act based on their 
agreement to participate in the �re department. 
An athletic therapist has a duty to give care to 
an injured athlete. Failure to adhere to these 
agreements could result in legal action.

Scope of Practice
A responder’s scope of practice is the range of 
duties and skills he or she is allowed and expected 
to perform. Using reasonable care and skill, a 
responder performs these duties according to his 
or her level of training.

The responder is governed by legal, ethical, 
regulatory, and medical standards. These 
standards establish the scope and limits of care 
that the responder provides and ensure that all 
patients receive appropriate care from quali�ed 
personnel. 
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Since standards may differ by region, responders 
must be aware of the variations existing for their 
level of training and licensing in their region. Be 
aware that when you practise a medical act, you 
may be doing so as an extension of your medical 
director.

Ethical Responsibilities
As a responder, you have an ethical obligation 
to carry out your duties and responsibilities in 
a professional manner. This includes showing 
compassion when dealing with a patient’s physical 
and mental needs, and communicating sensitively 
and willingly at all times. You should never 
become satis�ed with meeting minimum training 
requirements but rather strive to develop your 
professional skills to surpass the standards for 
your region. Doing so includes not only practising 
and mastering the skills you acquired in your 
initial training but also seeking further training 
and information through workshops, continuing 
medical education, conferences, and supplemental 
or advanced educational programs.

In addition, be honest in reporting your actions 
and the events that occurred at a scene or when 
you responded to an emergency. You have a legal 
and ethical responsibility to document events 
accurately. Make it a personal goal to be a person 
whom others trust and can depend on to provide 
accurate reports as well as effective care. You 
should address your responsibilities to the patient 
at each and every emergency. Periodically, you 
must re�ect on your professional practice. This 
may help you improve any weaknesses and skills 
(e.g., providing care to the patient, communication 
with the patient, and documentation).

Patient Advocacy
Patient advocacy refers to the practice of hearing 
and representing a patient’s concerns, respecting 
his or her rights, and making every effort to ensure 
that your patient receives effective care that is in 
accordance with his or her wishes.

Patient advocacy includes basic practices such as 
treating each patient with dignity and getting 
consent before providing care, but it can also 
include elements such as expressing a patient’s 
wishes to other healthcare practitioners (if you 

know what those wishes are and the patient is 
unable to express them).

Abuse and Neglect
Professional responders may respond to a situation 
where they suspect abuse or neglect. Abuse is any 
behaviour or action that is used to scare, harm, 
threaten, control, exploit, or intimidate another 
person. It can come in different forms: physical, 
emotional, verbal, sexual, or �nancial. Neglect 
is a failure to provide the necessary care, aid, or 
guidance to dependent adults or children by those 
responsible for their care. Abuse and neglect 
can happen to anyone, so be mindful of any 
stereotypes that you might already have. 

A professional responder’s responsibility is not to 
judge but to provide appropriate care, document 
the situation, and notify the authorities when 
necessary. As a professional responder, you not 
only have a duty to act, you also have a duty to 
report. In the case of children, this ethical duty is 
also a legal responsibility. You must be aware of 
the referral and reporting systems used by your 
organization and understand how and when to 
use them. Because of the potential for criminal 
investigation in these cases, it is important to 
document everything you observe that could 
be relevant to investigators. Follow your local 
protocols.

CHILD ABUSE
Child abuse refers to the physical, psychological, 
or sexual assault of a child, resulting in injuries 
and/or emotional trauma. Children of all ages and 
backgrounds can be victimized. 

The child abuser can come from any geographic, 
ethnic, religious, occupational, or socio-economic 
background. The abuser is often a person that the 
child or family knows and trusts. The signs of child 
abuse include:
 •   Unexplained physical trauma in a child less 

than 2 years of age (e.g., fractures).
 •  Signs of shaken baby syndrome.
 •   Injuries in various stages of healing, especially 

bruises and burns.
 •  Unusual extent or number of injuries.
 •  Injuries located in suspect parts of the body.
 •   An injury that does not �t the description of 

what caused it.
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An abused child may be frightened, hysterical, 
or withdrawn. He or she may be unwilling to 
talk about the incident in an attempt to protect 
the abuser. As you provide care for any injuries, 
attempt to reassure the child and listen calmly 
and openly to what he or she tells you. Do not 
interrogate the child or make any accusations. 
Instead, explain your concerns to responding 
law enforcement or EMS personnel and follow 
organizational policies regarding making a report 
of child abuse.

In all provinces and most territories in Canada, 
suspected child abuse must be reported to the 
appropriate provincial/territorial child protection 
agency. Protocols may require you to make a 
report to law enforcement personnel as well. 
When in doubt, ask your local police department 
or child protection agency for advice. As a follow-
up, accurately complete an incident report, noting 
in detail anything you were told and any injuries 
you noted when you �rst examined the child. Also 
ensure that you record any instructions provided 
by the police or child protection agency.

ELDER ABUSE
Elder abuse is a growing problem in our society. 
Elder abuse involves any of four types of abuse: 
the in�iction of pain or injury (physical abuse), 
mental anguish or suffering (psychological abuse), 
�nancial or material abuse, or unnecessary 
con�nement or willful deprivation (neglect) by an 
older adult’s caretaker. Typically, but not always, 
the abuser is a relative and lives with the abused 
elder. 

The signs and symptoms of elder abuse generally 
include any unexplained injury or any physical 
situation in which older adults seem to be 
neglected. Provincial/territorial laws may require 
the reporting of such abuse if suspected, so follow 
your local protocol.

Consent
An individual has a basic right to decide what 
can and cannot be done with his or her body. 
Therefore, to provide care for a patient, you must 
�rst obtain that person’s consent. Usually, the 
person needs to tell you clearly that you have 
permission to provide care.

To obtain consent, you must:
1.  Identi fy yourself to the person.
2.  State your level of training.
3.  Explain what you think may be wrong.
4.  Explain what you plan to do.

After you have provided this information, the 
person can decide whether to grant his or her 
informed (or actual) consent. Gaining consent 
is not limited to getting permission just once. A 
person can withdraw consent for care at any time 
or for any part of treatment. To ensure that the 
patient is giving informed consent, it is important 
for the professional responder to tell the 
patient what he or she plans to do, the intended 
outcome or purpose, and the possible risks and 
consequences. 

There is no speci�c age at which one is old enough 
to either consent to or reject �rst aid treatment. 
You must judge for yourself whether the patient 
is capable of giving or refusing informed consent. 
In general, the person receiving the treatment 
must be mature enough to understand the 
circumstances that he or she is in, the nature of the 
treatment to be provided, and the consequences 
of refusal.

A person who is unresponsive, confused, seriously 
ill, or injured may not be able to grant informed 
consent. In these cases, the law assumes that the 
person would grant consent for care if he or she 
were able to do so. This is called implied consent. 

The legal issues regarding consent are complex 
and constantly evolving. It is critical that you 
remain aware of speci�c legislation that pertains 
to you and remain informed of any changes that 
could affect the care that you provide.

PEDIATRIC PATIENTS
If you encounter a young child who requires 
care, you must get consent from his or her parent 
or guardian before care can be given. If a child 
requires urgent care and his or her parent or 
guardian is not available, provide the care that is 
necessary.

If a child’s parent or guardian refuses to let you 
provide care, try to explain the consequences that 
may occur if care is not given to the ill or injured 
child. Use terms that the parent or guardian will 
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understand. Do not argue with the patient’s 
parent or guardian. If necessary, you can request 
a law enforcement of�cer for assistance in 
establishing the legal authority to provide care.

If the person is an adult who is under a legal 
guardian’s care, you must also get the guardian’s 
consent to provide care. 

COMPETENCE
Competence refers to a person’s ability to 
understand the responder’s questions and 
understand the implications of decisions. Before 
providing any care to a competent person, you 
must obtain the person’s consent. Before receiving 
consent or refusal of care, the responder should 
determine whether the patient is competent. A 
person may not be competent to make rational 
decisions if he or she is intoxicated or on drugs, 
has a serious injury that might affect his or her 
judgment, or has a mental illness or disability. In 
such cases, call appropriate personnel to evaluate 
the person. A law enforcement of�cer may 
need to be present to obtain the necessary legal 
authority so that care can be provided.

Advance Directives
Advance directives are documented instructions 
from a competent person, signed by a medical 
authority, which capture the person’s wishes 
concerning healthcare decisions that could arise 
in the future (either what those decisions should 
be or who should make them on the person’s 
behalf). If the person becomes incompetent with 
regard to these decisions, advance directives may 
specify what his or her wishes are. For example, 
an advance directive may specify that the patient 
refuses speci�c interventions, such as CPR, if 
the patient is not able to express these wishes. 
Advance directives are legal documents.

There are two distinct types of advance directive: 
instructional directives and proxy directives.

Instructional directives specify the healthcare 
decisions that a patient wishes to be made if he or 
she becomes unable to express those wishes.

Proxy directives specify a person or persons who 
will make decisions on the patient’s behalf if the 
patient is unable to make the decisions. Proxy 

directives are sometimes called durable powers of 
attorney for healthcare.

Advance directives may differ by province, 
territory, and region. You must be aware of the 
proper legislation and protocols in relation to 
these orders. In any emergency medical incident, 
professional responders are to follow their 
governing protocols with respect to any advance 
directive(s) that may be in place.

Negligence
Negligence is the failure to follow a reasonable 
standard of care, thereby causing injury or damage 
to another. A person could be negligent by either 
acting incorrectly or failing to act at all.

Acting reasonably means performing to the 
standard of care expected of a person with 
your training and working in your position. 
If a responder fails to act or to live up to the 
established standard of care, and this failure 
causes damage to another person, the responder 
could be vulnerable to legal action. To help avoid 
lawsuits, responders must do only what they have 
been trained and authorized to do and stay within 
their standard of care. Responders are governed 
and regulated by legal, ethical, and medical 
standards. These standards establish the scope of 
practice for the responder.

Four components must be present for a negligence 
lawsuit to be successful:
1.  The responder had a duty of care.
2.  That duty was breached.
3.  Damage was caused.
4.   This damage resulted from something the 

responder did or failed to do.

Good Samaritan Laws
Most provinces and territories have enacted laws 
to protect people who provide emergency care 
voluntarily. When you have a duty to respond, 
these laws are usually not applicable. These laws, 
which differ across Canada, are often called Good 
Samaritan laws. They will generally protect you 
from legal liability as a responder as long as you: 
1.  Act in good faith. 
2.  Are not negligent. 
3.  Act with reasonable care and skill.
4.  Act within the scope of your training. 
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Refusal of Care
Some people, even those who desperately need 
care, may refuse the care you offer. Even though 
the person may be seriously injured, you should 
honour a refusal of care. Emphasize the need for 
care but do not argue with him or her. Repeat 
your offer of help at least once.

If a patient is not competent or has an altered 
mental state, or if you believe that the patient 
poses a threat to him- or herself or to others, 
he or she cannot legally refuse care. You may need 
to request law enforcement personnel to assist you.

If you have exhausted the options available to you 
through your response organization or regulatory 
body to encourage the patient to co-operate with 
your request for assessment or an assessment by a 
physician, you must make it clear that you did not 
abandon the person. 

Many EMS systems have a Refusal of Care or 
release from responsibility form that you can use 
in these situations. This is a legal document, so 
ensure that it is �lled out carefully and completely, 
including any necessary signatures. You will often 
have to read the required legal documentation 
to the competent patient. Completely explain the 
patient refusal process and ensure the required 
number of legal witnesses are present. All parties, 
including the patient and witnesses, must sign 
the applicable document. As always, refer to your 
organization’s legal guidance and follow local 
protocol.

HOSTILE PATIENTS
If a patient who requires care is hostile toward 
you, try to explain calmly who you are and that 
you are there to help. A patient’s anger or hostility 
may be caused by the injury or illness, or by fear. 
Remember that you cannot give care without the 
patient’s consent. If the patient accepts your offer 
to help, keep talking to him or her as you assess 
the condition. When the patient realizes that you 
are not a threat, the hostility will usually disappear.

If the patient refuses your care or threatens you, 
withdraw from the scene. Never try to restrain or 
argue with a patient, or to provide care without 
consent. If a patient does not let you provide care, 

call for additional help. Sometimes a friend or a 
family member will be able to calm a hostile patient 
and convince him or her to accept your care.

Abandonment
Once you have started providing care, you are 
legally obligated to continue until either you 
transfer the patient to someone with equal or 
higher quali�cation or the patient formally refuses 
additional care. Usually, your obligation ends 
when you transfer the patient’s care to more 
advanced personnel. 

Cessation of patient care prior to this transfer can 
leave you legally responsible for the abandonment 
of a patient in need and subject to applicable laws 
and professional discipline by a regulatory body. 

If a person’s condition improves and additional 
care is unnecessary, you must have the patient 
sign a legal document indicating that he or she is 
refusing additional care.

Con�dentiality
While providing patient care, you may acquire 
information about the patient that is private  
and/or con�dential. Information such as a patient’s 
previous medical problems, physical problems, and 
medications is personal to the individual. Respect 
the patient’s privacy by maintaining con�dentiality, 
including any documentation you may create. 

Do not discuss con�dential or private information 
with anyone, including lawyers or members of the 
media who approach you. Never discuss the patient 
or the care you provided with anyone except law 
enforcement personnel with a direct interest in the 
patient, or other personnel caring for the individual. 
Once transfer of care has taken place, your 
responsibilities for data gathering are terminated 
unless you are asked to act further. Any information 
gathered up to that point must be documented.

Transfer of Care
At some point during the response, professional 
responders may need to transfer a patient’s care 
to another medical professional. This transfer of 
care may become necessary at the scene, during 
transport, or at the receiving medical care facility. 
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This involves transferring care to another 
practising medical professional (e.g., a paramedic, 
nurse, or physician). The receiving medical 
professional will need a brief, concise report 
detailing what you observed while the patient was 
in your care, what treatment has been provided, 
and any changes in the patient’s condition that 
you are aware of (Figure 1–3). Your Patient Care 
Report should include:
 •  Patient information (e.g., name, age).
 •  The patient’ s chief complaint.
 •  A brief history of what happened.
 •   Relevant patient history (e.g., past medical 

history, medications, allergies).
 •  The treatment provided.
 •   Any changes in patient condition as a result  

of that treatment.
 •   Patient vitals, including relevant changes in 

vital signs.

Documentation
Documenting the care that you provide is as 
important as the care itself. Your documentation 
will help healthcare professionals assess and 
continue to care for the patient. As a patient’s 
condition may change before he or she arrives at 
the hospital, delivering a record of the condition 
immediately after the emergency will provide 
useful information for healthcare providers  
(Figure 1-4). They can compare the current 
condition with information you documented earlier.

As a legal document, your record will be important 
if legal action occurs. Should you be called to 
court for any reason, your record will support 
what you saw, heard, and did at the scene of the 
emergency. It is important to write the record as 
soon as possible after the emergency, while all 
the facts are fresh in your memory.  Many systems 
have electronic forms for responders to use, while 
others use printed forms.

REASONS FOR DOCUMENTATION
There are four main reasons for documentation:
1.   Medical : To document the care that you 

provided
2.   Legal: To defend against lawsuits, as well as 

possibly serve as evidence in court proceedings 
(e.g., if an act of violence was involved)

3.   Administrative : To transfer information about 
the individual from one person to another

4.   Research: To improve your EMS system

PAC lists several competencies for paramedics 
under the area of professional responsibilities. 
Those that pertain to written reports can be 
summarized as follows:
 •   Record organized, accurate, and relevant 

patient information.
� � � � � � � X� � Organize patient information for the 

purposes of a written report.
� � � � � � � X  Communicate accurate, organized, and 

relevant documentation. 6 

Figure 1–3: Provide a Patient Care Report when transferring 
care of a patient.

Figure 1–4: Provide a brief, concise report when transferring 
care of a patient.
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•  Include all pertinent and required information
on reports and medical records.

� X Organize information for documentation.
� X Apply principles of correct documentation.
� X Acknowledge the importance of

appropriate documentation.
� X Demonstrate proper documentation. 7

ELEMENTS OF GOOD DOCUMENTATION
Each EMS system has a different Patient Care 
Report that is �lled out for every emergency call. 
Responders should keep in mind the following 
record-keeping characteristics:

• Completeness and accuracy
• Objectivity
•  Absence of alterations (If an error is made,

never use liquid paper. Cross out the error with
a straight line through the word or comment
and initial the change.)

•  Legibility (see Appendix A: Abbreviations
for Documentation)

•   Timeliness

If the form you are using is multi-layered, press 
�rmly to ensure transfer. Note that when using 
multi-layered forms, you need to ensure that 
you are not transferring ink (and con�dential 
information) to the wrong paper/surface. 

Documentation should include the following:
•  Administrative information: names of

responders, unit number, call number, and
address to which the responders were sent

•  Patient’s information: name, age, sex, birth
date, address, and any care given prior to the
responder’s arrival

•  Patient’s vital signs
•  Patient’s chief complaint
•  History and assessment �ndings (see Chapter 5)
•   Care provided

Local protocols often dictate the speci�c details 
that are to be included in a report, as well as  
the format that the information is to be 
documented in.

There are some situations when other 
documentation, or variances in the usual 

documentation, may be required. Such situations 
may include:

• Caring for injuries to responders.
• Multiple-casualty incidents.
• Infectious disease exposure.

It may be necessary to provide a verbal report 
about the patient to another healthcare provider. 
Report the facts about what you found and what 
you have done up to that point.

ELECTRONIC PATIENT CARE REPORT 
(E-PCR)
Electronic Patient Care Reports (e-PCRs) are 
becoming more popular in Canada. They are 
tablet-style devices that allow data to be rapidly 
entered, collected, and analyzed. Con�dential 
information entered into an e-PCR is kept 
secure but can be transmitted electronically 
to predetermined receiving agencies, such 
as hospitals, or between crews when care is 
transferred (maintaining the continuity of patient 
care information). E-PCRs may also be integrated 
with computer-aided dispatching systems, helping 
to centralize information gathered by responders.

E-PCRs also increase the legibility of
documentation and allow for data management
and analysis. They may allow access to speci�c
protocols. Speci�c training is required for
responders to become pro�cient in using e-PCRs.

COMMUNICATION

You must make every reasonable attempt 
through interviewing and assessing the patient to 
determine the patient’s chief complaint, obtain 
his or her past and present medical history, and 
properly reassure and comfort the patient. These 
responsibilities are just as important as updating 
incoming EMS units on the patient’s status or 
requesting help from dispatch. Both types of 
communication require training and experience, 
and they depend on your skills as a good 
communicator.

You may communicate with other EMS personnel 
by radio or telephone, or in person. It is important 
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for you to speak slowly, accurately, and clearly. 
Clear communication is crucial for providing 
accurate, complete information. Ineffective 
communication could result in harm to the patient 
in your care.

Radio Communication
Radios operate on speci�c frequencies that are 
regulated and licensed by Industry Canada’s 
Spectrum Management and Telecommunications. 
Unauthorized people do not have access to these 
frequencies, so they cannot disrupt emergency 
radio traf�c.

A radio system is made up of several components 
(Figure 1–5) that usually include:
 •   A base station: The base system is the 

stationary radio located in a dispatch centre, 
station, or hospital.

 •   Mobile radios: These radios are mounted 
inside vehicles.

 •   Portable radios : These are hand-held radios 
that may be carried on your belt or in your 
pocket.

 •   Repeaters: Repeaters are devices that receive a 
low-power radio transmission and rebroadcast 
it with increased power.

 •   Mobile phones : Mobile phones are useful 
for contacting the medical director or 
the dispatcher where radio coverage is 
unavailable.

 •   Satellite phones: These are mobile phones that 
connect to orbiting satellites and are found in 
many remote communities or environments.

During an emergency call, you will need to keep 
the dispatcher aware of your activities, assuming 
that your EMS system has a dispatch centre and 
radios. You should inform dispatch whenever you:
 •   Are en route to a call.
 •   Arrive at the scene of a call.
 •   Require additional assistance or specialized 

personnel.
 •   Are transporting a patient.
 •   Return to service and are available for the  

next call.

You will also use the radio to update incoming 
responder units or to speak with the medical 
director. During training, it is important for the 

professional responder to become familiar with 
the use of a radio so that he or she understands 
how to use it during an emergency. 

The professional responder needs to be familiar 
with the different types of communication used in 
their EMS system. There are many different types 
of radios, including portable and permanently 
mounted, or base, units. Follow the manufacturer’s 
recommendations for the unit you are using. 

When using the radio, keep your transmissions 
brief; others may be waiting to use the frequency. 
Listen before you transmit so that you don’t 
disrupt another conversation. Remember to speak 
slowly and clearly.

Assume that anything you say over the radio 
can be overheard by others, even outside your 
organization. People with scanners can listen 
to emergency frequencies. Never say anything 
personal or con�dential, even a patient’s name, on 
the radio. The public nature of radio transmission 
also means you should always be aware of your 
language and maintain a professional tone of 
voice.

MEDICAL TERMINOLOGY

In order to communicate accurately about patients 
with other professionals, you must have a common 
language that is clear and universally understood. 
Using this language requires a basic understanding 
of medical terminology. One of the key elements 

Figure 1–5: A radio communication system in an emergency 
vehicle.
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to understanding medical terminology is the 
ability to break down the terms into their parts. 

Medical terms are often made up of a combining 
form (a root word plus a combining vowel;  
Table 1–1) that contains the core meaning of the 
term, along with a suf�x (a word ending) and/or  
a pre�x (a word beginning) that quali�es the 
combining form (Table 1–2). 

For example, the medical term endotracheal is 
made up of the following language elements: 
 •   The combining form trache-, which means 

trachea
 •  The pre�x endo-, which means within
 •  The suf�x -al, which means pertaining to 

By understanding the parts of the word, you 
can deduce that the term endotracheal means 
pertaining to something within the trachea. You 
can then also guess that an endotracheal tube 
describes a type of tube used within the trachea. 

The easiest way to learn medical combining forms, 
their pre�xes, and their suf�xes is to memorize 
them. A few of the more common suf�xes are 
-emic (pertaining to the blood), -emia (condition 
of the blood), and -a or -ia (condition). 

A list of common medical word elements can be 
found in Appendix D: Medical Terminology.

TABLE 1–1: COMMON COMBINING FORMS

TABLE 1–2: COMMON PREFIXES

 COMBINING FORM MEANING

 COMBINING FORM MEANING

Cardi/o- Heart, cardiac

Neur/o- Nerve, neural

Oro- Mouth

Arteri/o- Artery, arterial

Hem/o- Blood

Therm/o- Heat

Vas/o- Duct, vessel, vascular

A- Without, no

Hyper- Excessive, above, over, beyond

Hypo- Less than normal, under

Tachy- Fast, swift, rapid, accelerated

Brady- Slow, dull



Professional Responsibilities

As a professional responder, you must:
 •   Maintain a caring and professional attitude.
 •   Have an up-to-date sel f-care plan to help manage distress.
 •   Present a clean and professional appearance.
 •   Keep your skills and knowledge up to date.
 •   Maintain a safe and healthy li festyle.

Primary Responsibilities

1.  Ensure your own safety.
2.  Ensure safety for any bystanders.
3.  Gain access to the patient.
4.  Determine any threats to the patient’ s life.
5.  Request more advanced medical care as needed.
6.  Provide the necessary care for the patient.
7.  Assist more advanced medical personnel.

Elements of Good Documentation

 •   Administrative information: names of responders, unit 
number, call number, and address

 •   Patient’ s information: name, age, sex, birth date, address, 
and any care given prior to responder’s arrival

 •   Patient’ s vital signs
 •   Patient’ s chief complaint
 •   History and assessment �ndings
 •   Care provided

SUMMARY
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Introduction
As a professional responder, you have a duty to respond 
to an emergency when called upon, but you also have a 
responsibility to prepare yourself and your equipment so that 
you can deliver prompt, effective care. You must also take all 
reasonable steps to protect yourself and others from harm 
once you reach the scene.

This chapter describes the responsibilities for preparing for 
an emergency response and for identifying and managing 
hazards at an emergency scene.
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PREPARING FOR THE 
EMERGENCY RESPONSE

Equipment
The emergency response is supported by careful 
preparation of the vehicle and equipment before 
an emergency occurs. The three most common 
types of equipment used by the professional 
responder are a trauma response kit, an 
automated external de�brillator (AED), and a 
portable oxygen unit.

A trauma response kit may also be called a trauma 
kit, jump bag, �rst aid kit, or responder kit. It 
should be checked on a regular schedule to ensure 
that it is properly stocked at all times. You should 
be familiar with the location of all equipment 
within the kit. Emergency equipment must 
always be clean and in good condition. Dressings, 
bandages, and other supplies kept in kits should 
be restocked as soon as possible following their 
use. The quantity of speci�c items should be 
determined by individual needs, local protocols, 
and legislation/regulations. AEDs must be properly 
maintained as per their manufacturers’ guidelines, 
and their batteries should always be charged. 
Oxygen cylinders should be kept full.  

Plan of Action
Having a plan of action allows you to respond 
more effectively and facilitates coordination 
between responders in an emergency. Emergencies 
generally happen suddenly, so there is often not 
time to discuss logistics and determine the best 
plan of action in the moment. Creating a plan lets 
these decisions take place before the emergency 
occurs, when there is time to weigh all of the 
factors involved. 

Any emergency plan should be established 
based on the anticipated needs and available 
resources in a given situation. As a professional 
responder, you should engage in a preplanning 
process regarding the real or potential hazards in 
your area and familiarize yourself with existing 
emergency response plans. Ensure that you are 
aware of the resources in your community for 

handling situations that require specially trained 
personnel and special equipment (e.g., hazardous 
materials spills).

As a responder, you may encounter several 
different types of plans:

Workplace emergency response plans are 
developed for speci�c workplaces. They typically 
identify trained personnel on site, the locations 
of emergency supplies and equipment, the 
communication system that is used in emergencies 
(including how to call for external emergency 
assistance, such as an ambulance), and the 
evacuation routes for the building (Figure 2–1). 
All personnel in a workplace with a response plan 
must familiarize themselves with it so that they 
will know what to do in an emergency. 

Emergency response plans are developed to 
respond to an emergency in a speci�c building. 
They may be created by EMS personnel (often 

Figure 2–1: Posted evacuation routes may be a part of an 
emergency plan.
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�re departments) or by private companies that 
administer the building in question, usually in 
collaboration with EMS personnel. Emergency 
response plans are typically created in cases where 
a building has unique challenges for responders 
or requires special resources. For example, a hotel 
may require a key card to access each �oor, or a 
factory may contain large quantities of hazardous 
materials. Developing the plan involves inspecting 
the site, noting potential hazards, and identifying 
the types of equipment and personnel that 
could be required to respond effectively in that 
particular environment. Emergency response 
plans must be practised, evaluated, and updated 
periodically.

Disaster response plans are developed to respond 
to speci�c large-scale emergencies, such as 
natural disasters, plane crashes, or mass-exposure 
incidents. These plans often involve multiple 
agencies and should be practised regularly with all 
personnel involved.

Communications
Emergency response depends on a reliable and 
ef�cient communication system. Ensure that you 
are always able to contact any specialized or 
more advanced personnel that may be required. 
Communication devices used by professional 
responders include pagers, computers, two-way 
radios, mobile phones, satellite phones, and CB 
radios.

You should always have a backup communication 
system in place. Check communications equipment 
often to ensure that it is working. Become familiar 
with your communication networks and develop 
alternative plans in case regular communications 
fail. 

Training
As a professional responder, your training is 
based on scienti�c evidence and best practices. 
This means that the guidelines for care will 
continue to evolve as new research is conducted 
and new evidence becomes available. It is crucial 
that you make every effort to remain aware of 
developments in your �eld and to keep your 
training current. In many jurisdictions, legislation 

and regulations require responders to engage 
in ongoing education in order to maintain their 
registration or licences.

Practise all of your skills, including the ones you 
use infrequently. Pursue activities that will help 
you continue to improve in your professional role, 
including reading industry articles and publications 
and participating in workshops, emergency 
response exercises, and seminars. Professional 
responders have the opportunity and potential 
to advance their career quali�cations through 
continuing medical education. Setting goals for 
career advancement and the acquisition of new 
skills can help you to practise ongoing professional 
development.

Psychological Preparation
Just as it is important to keep equipment ready for 
emergencies, it is also important to keep yourself 
prepared psychologically. Even experienced 
responders can have emotional reactions to 
disturbing injuries or situations, and it can be 
dif�cult to predict what will or will not have an 
effect. Thinking about your own mental health 
before you respond can help you prepare for 
whatever you might encounter. Recognize your 
own limitations, and make plans to address them 
so that they don’t become barriers to action in an 
emergency.

You may never get used to some of the things that 
responders encounter on a regular basis. However, 
with preparation and experience, you can learn to 
control your reactions. 

MANAGING HAZARDS AT THE 
EMERGENCY SCENE

Some emergency scenes are inherently dangerous, 
while others may become dangerous while you  
are providing care. Sometimes the dangers may  
be obvious (e.g., �re, hostile patients or 
bystanders). Other dangers may be less obvious 
(e.g., hazardous materials, con�ned spaces).  
Table 2–1 lists a number of hazards you may �nd 
at an emergency scene.
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Personal Safety
Among the seven primary responsibilities of the 
responder, your personal safety is always your �rst 
concern. You cannot overlook the importance of 
ensuring your own safety. If you are injured, you 
become a patient yourself. It may only require 
simple steps to make an emergency scene safe. 
Approach all emergency scenes cautiously until 
you can assess the situation. 

Pay particular attention to the:
 •   Environment (e.g., residence, construction site, 

highway).
 •  Extent of the emergency.
 •  Potential hazards.
 •   Behaviour of the patient(s) and any bystanders.

Dispatch may tell you to stage near the scene 
in the case of a scene with known or potential 
hazards (e.g., an assault). Be ready to respond 
immediately when police or other specialized 
personnel notify you that the scene is safe.

At any time, if the scene appears or becomes 
unsafe, retreat to a safe distance. Never enter a 
dangerous scene unless you have the training and 
equipment to do so safely. Responders have been 
injured or killed because they forgot to look for 
scene hazards. If your training has not prepared 
you for a speci�c emergency, such as a �re or an 
incident involving hazardous materials, request 
appropriately trained personnel.

When arriving on an emergency scene, always 
follow these four guidelines to ensure your 
personal safety and that of others:
1.   Take time to assess (size up) the scene. This will 

enable you to recognize existing and potential 
dangers.

2.   Wear appropriate personal protective 
equipment (PPE).

3.   Perform only the skills that you are trained in. 
4.   Get any assistance you need by requesting 

additional personnel. Be ready to describe the 
scene and the type of additional help required.

Safety of Others
You have a responsibility for the safety of others 
at the scene, as well as your own personal safety. 
Discourage bystanders and family members from 
entering any area that appears unsafe. You can ask 
these individuals to help you keep people away 
from unsafe areas or to call for additional help 
that might be required, such as police of�cers. 
Some dangers may require you to take special 
measures to protect people at the scene, such as 
placing physical barriers to prevent bystanders 
from getting too close. 

You may also encounter situations that require you 
to free a patient who is trapped or physically move 
a patient away from a hazard. So long as you do 
not put yourself at risk, you should do everything 
possible to protect everyone at the scene from 
harm.

Special Emergency Scenes
Some emergency situations, such as crime scenes, 
drug labs, and scenes with multiple patients, present 
a special set of problems and considerations. 

CRIME SCENE
If you arrive at the scene of a crime, your own 
safety is paramount. If a crime scene is suspected, 
retreat and wait until police arrive and indicate it 
is safe to enter the area. If police have not been 
dispatched, notify them immediately. 

•   People (aggressive patients, hostile bystanders) •  Debris •  Water

•   Animals (domestic or wild) •  Con�ned spaces •  Uneven terrain

•   Weapons •  Low lighting •  Hazardous materials

•   Pathogens •  Unstable/unsafe structures •  Downed electrical lines

•   Sharp glass or metal •  Obstructed exits •  Oxygen-de�ciency

•   Loud noise •  Extreme temperature

•   Traf�c •  Ice

TABLE 2–1: POTENTIAL HAZARDS AT AN EMERGENCY SCENE
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Once the scene is safe, your priority is patient care. 
A victim of an assault may have severe injuries, 
but there is very little that you can do to provide 
care until the scene is safe. Yield to the primary 
investigative agency on the scene and follow any 
instructions they give.

Police usually gather evidence at a crime scene. 
You must be careful not to compromise the 
continuity of evidence. Do not touch anything 
except what you must to give care. Use one path 
to enter and exit. Once you enter a crime scene to 
give care, make sure that police are aware of your 
presence and actions. Document anything that you 
interact with (e.g., if you must move something to 
access a patient). As always, remember that your 
notes could become legal evidence in a courtroom: 
They must be complete, accurate, and objective.

To avoid interfering with forensic evidence-
gathering, follow these guidelines:
 •   When removing clothing following gunshot 

wounds, stabbings, or other assaults, if at all 
possible, do not cut clothing through or near 
the bullet or stab wound holes.

 •   Avoid allowing blood or debris to contaminate 
another area or other objects, such as clothing.

 •   Handle patient clothing as little and as 
carefully as possible.

 •   Minimize the introduction of foreign objects 
into the crime scene. Communicate with law 
enforcement concerning any items you leave 
behind (e.g., medical supplies). 

 •   In situations where sexual assault is suspected, 
discourage the patient from washing, 
showering, or changing clothing.

If an unarmed person threatens suicide, try 
to reassure and calm the person. Ensure 
that appropriate personnel have been 
noti�ed. You cannot physically restrain a 
suicidal person without medical or legal 
authorization. Listen to the patient and try 
to keep him or her talking until help arrives. 
Try to be understanding. Do not dare the 
person to act or trivialize his or her feelings. 
Unless your personal safety is threatened, 
never leave a suicidal person alone.

DRUG LABS
Drug labs are places where people illegally 
manufacture or process drugs. Clues that may 
indicate the presence of a drug lab include 
chemical glassware, strange odours, and unusual 
chemicals.

Speci�c hazards in illegal drug labs include:
 •  Booby traps.
 •  Electrical hazards.
 •  Fire and explosion hazards.
 •   Poor air quality due to mould or chemical 

reactions.
 •  Biohazards.
 •  Hazardous chemicals.

Illegal drug labs are unsafe environments. Do not 
enter the scene until trained personnel arrive.

HOSTILE BYSTANDERS
You may encounter hostile bystanders at any 
emergency scene. Hostile behaviour may result 
from the use of alcohol or other drugs, or 
from an underlying medical condition. If you 
encounter hostile bystanders at a scene, request 
law enforcement personnel and wait at a safe 
distance until they arrive. Approach the scene only 
after police of�cers have declared it safe and have 
asked you to help. 

HOSTAGE SITUATIONS
If you encounter a hostage situation, your �rst 
priority is to not become a hostage yourself. Assess 
the scene, request law enforcement personnel, 
and wait at a safe distance. A police of�cer trained 
in hostage negotiations should take charge. 

Remain at a safe distance until you are summoned 
by law enforcement personnel. Try to get any 
information from bystanders that may help law 
enforcement personnel. Ask about the number of 
hostages, any weapons they have seen, and other 
possible hazards. Report any information to the 
�rst law enforcement of�cial on the scene. 

NATURAL DISASTERS
Natural disasters include tornadoes, hurricanes, 
earthquakes, forest �res, ice storms, and �oods 
(Figure 2–2). The consequences of a natural 
disaster can be very complex. A large number of 
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injuries and deaths can result from electricity, 
hazardous materials, rising water, and other 
dangers that accompany or follow the disaster 
itself. When responding to a natural disaster, be 
sure to carefully assess the scene, avoid obvious 
hazards, and use caution when operating 
rescue equipment. In con�ned spaces, never use 
gasoline-powered equipment such as chainsaws, 
generators, or pumps.

Speci�c Scene Hazards
HAZARDOUS MATERIALS
Hazardous materials pose a special risk for 
responding personnel. When you approach an 
emergency scene, look for clues that indicate the 
presence of hazardous materials, including:
 •   Signs (placards) on vehicles, storage facilities, 

or railroad cars.
 •  Clouds of vapour .
 •  Spilled liquids or solids.
 •  Unusual odours.
 •  Leaking containers, bottles, or gas cylinders.
 •  Chemical transport tanks or containers.

Those who transport or store hazardous materials 
in speci�c quantities are required to post placards 
identifying the speci�c hazardous material, by 
name or by number, and the speci�c risks it poses 
(Figure 2–3). This information is available from 
various sources, such as shipping documents and 
Safety Data Sheets (SDSs). If you do not see a 

placard but suspect that a hazardous material 
is present, request that the appropriate agency 
respond to the scene (e.g., a �re department or 
hazmat response team).

Safety Data Sheets (SDSs)
Safety Data Sheets (SDSs) are documents 
containing important technical information for 
workers on a work site. An SDS must be available 
for every hazardous material at the work site.

An SDS contains important information about the 
speci�c hazardous material, including:
 •   Toxicological properties: information on how 

a material enters the body and its short- and 
long-term health effects.

 •   Preventive measures : information on how to 
protect yourself when you’re working with the 
material, including ventilation, PPE, and work 
procedures.

 •   First aid measures : information on what to do 
if the material causes illness or injury.

Each SDS contains large amounts of speci�c 
information for a given substance, broken down 
into 16 categories:
1.  Identi�cation
2.  Hazard identi �cation
3.  Composition/Information of ingredients
4.  First aid measures
5.  Fire-�ghting measures

Figure 2–2: A natural disaster. Figure 2–3: Hazardous material placard.



R
E

S
P

O
N

D
IN

G
 T

O
 T

H
E

 C
A

LL

33

6.  Accidental release measures
7.  Handling and storage
8.  Exposure controls/Personal protection
9.  Physical and chemical properties
10.  Stability and reactivity
11.  Toxicological information
12.  Ecological information
13.  Disposal considerations
14.  Transport information
15.  Regulatory information
16.  Other information

WATER AND ICE
Water and ice can also be serious hazards. If a PFD 
or lifejacket is available, a responder should wear 
it in or around water. 

If you cannot reach a responsive person in the 
water, try to throw him or her something that 
�oats and is nearby. Never enter a body of water 
to rescue someone unless you have been trained in 
water rescue. Even then, enter the water only as a 
last resort.

To help a responsive person in the water, reach 
out to him or her with a branch, a pole, or even 
your hand, being careful not to be pulled into the 
water. When the person grasps the object, pull him 
or her to safety.

Fast-moving water is extremely dangerous and 
often occurs in �oods and hurricanes, and at low-
head dams. Ice is also treacherous. It can break 
under your weight, and the cold water beneath 
can quickly overcome even the strongest swimmer. 
Never enter fast-moving water or venture out 
onto ice unless you are speci�cally trained in this 
type of rescue. Water rescues require careful 
planning and proper equipment, so they must only 
be attempted by personnel with special training.

DOWNED ELECTRICAL LINES 
Downed electrical lines also present a major 
hazard for responders. Look for downed wires 
at a scene and always assume that they are live 
and dangerous. Even if the line is not live initially, 
power could be restored without warning. Note 
that the outer covering on power lines does not 
provide insulation against the electrical current; it 
will not protect you from electrocution.

Do not touch any vehicle that is in contact with 
downed wires, and do not let others touch it. 
Tell anyone in the vehicle to remain calm and 
stay inside the vehicle. Vehicle occupants should 
keep still and avoid touching one another. Never 
attempt to remove people from a vehicle with 
downed wires touching it, no matter how seriously 
injured they may seem.

If you �nd downed wires, follow these guidelines:
 •   Electricity can travel through the ground, so 

stay at least 15 metres (50 feet) from downed 
power lines and ensure that bystanders do the 
same.

 •  Do not attempt to move downed wires.
 •  Noti fy the �re department immediately.
 •   Do not touch any metal fences, metal 

structures, or bodies of water in contact with a 
downed wire. Wait for the power company to 
shut off the power source.

FIRE
Any �re can be dangerous. Only �re�ghters should 
approach a �re, as they are highly trained and use 
equipment that protects against �re and smoke. 
Make sure that the local �re department has 
been dispatched and warn others not to approach 
the �re. If you arrive at the scene before any 
responding �re�ghters, gather any information 
you can from bystanders about people or hazards 
inside the building and provide this information to 
the �re department personnel when they arrive.

TRAFFIC
Traf�c is the most common danger emergency 
personnel will encounter when responding to a 
motor vehicle collision (MVC). 

When you arrive, position the vehicle you are 
operating in a safe manner in accordance with 
the law and operational guidelines of your 
organization. Your vehicle placement should 
create a safe zone by preventing regular traf�c 
from entering the scene, while allowing other 
incoming emergency vehicles direct routes to 
the incident. Applicable warning devices (such 
as re�ectors or lights) must be activated and all 
applicable laws and organizational guidelines 
complied with.
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Professional responders have been killed by traf�c 
at emergency scenes. If dangerous traf�c makes 
the scene unsafe, do not put yourself at risk. 
Always ensure that the proper steps are taken to 
create a safe area for yourself and others before 
providing care.

UNSAFE STRUCTURES
Buildings and other structures such as mines, wells, 
and unreinforced trenches can become unsafe 
because of �re, explosions, natural disasters, 
deterioration, or other causes. An unsafe building 
or structure is one in which:
 •  The air may contain debris or hazardous gases.
 •   There is a possibility of being trapped or 

injured by collapsed walls, weakened �oors, 
and other debris.

Gather as much information as you can to 
determine the exact or probable location of 
anyone in the structure, call for appropriate help, 
and wait for the arrival of properly trained and 
equipped personnel.

CONFINED SPACES
Features of con�ned spaces (Figure 2–4) include:
 •  Restricted openings for entry and exit. 
 •   Poor ventilation with possible air 

contaminants. 
 •   Physical hazards related to engul fment or 

collapse (being surrounded and overwhelmed 
by a substance such as soil or grain). 

Such spaces might include pits, tunnels, storage 
tanks, sewers, ventilation and exhaust ducts, 
underground utility vaults, and pipelines.

Con�ned spaces are particularly challenging 
because they are not designed or intended to have 
people in them. They can present a risk to the 
health and safety of anyone who enters (including 
responders) due to one or more of the following 
factors:
 •   Their design, construction, location, or 

atmosphere
 •  The materials or substances inside
 •  Work activities being carried out inside

There are speci�c processes for dealing with 
con�ned spaces (e.g., a grain silo, vat, or pipe). 
Without appropriate training, you are putting 
yourself at risk. If dealing with con�ned spaces 
is not within your training, request specialized 
personnel and manage the scene until they arrive. 

WRECKAGE
The wreckage of automobiles, aircraft, or 
machinery may contain hazards such as sharp 
pieces of metal or glass, fuel, and moving parts.  
Do not try to rescue someone from wreckage 
unless you have the proper equipment and 
training and the wreckage has been stabilized. 

Figure 2–4: A con�ned space has restricted openings for entry 

and exit.



Elements of Preparing for an Emergency Response

EQUIPMENT

Ensure that all equipment is stocked, 
maintained, and inspected properly.

COMMUNICATIONS

Ensure that you are able to 
contact specialized and advanced 
personnel, that communications 
systems are working properly, 
and that backup communications 
systems are in place.

TRAINING

Ensure that your skills and 
knowledge remain up to date 
through skill practice and 
professional development activities.

PLAN OF ACTION

Develop plans for responding in 
speci� c situations or locations.

PSYCHOLOGICAL 
 PREPARATION

Prepare yourself mentally for the 
emergency scene so you will be 
able to remain professional and 
effective.

Scene Safety Guidelines

 •  Take time to assess (size up) the scene.
 •  Wear appropriate personal protective equipment (PPE).
 •  Perform only the skills that you are trained in.
 •  Get any assistance you need by requesting additional personnel.

Special Emergency Scenes

 •  Crime scene
 •  Hostile bystanders
 •  Natural disasters
 •  Hostage situations
 •  Drug labs

 •  Speci�c scene hazards
   �X Hazardous materials
   �X Con�ned spaces
   �X Wreckage
   �X Downed electrical wires
   �X Unsafe structures
   �X Fire
   �X Traf�c
   �X Water and ice
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Introduction
Professional responders typically interact with ill patients 
on a regular basis and may also be exposed to blood and 
other potentially infectious �uids while treating injuries. It is 
important to understand how infections occur, how they are 
passed from one person to another, and what you can do to 
protect yourself and others from pathogens.

Diseases that can be contracted from other people, objects, 
animals, or insects are referred to as infectious diseases. In this 
chapter, you will learn how to recognize situations with the 
potential for infection and how to protect yourself and others.
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HOW INFECTIONS OCCUR

Disease-Causing Pathogens
The disease process begins when a pathogen 
enters the body. When this happens, it can 
sometimes overpower the body’s defense systems 
and cause an infection. Most infectious diseases 
are caused by one of six types of pathogens. The 
most common pathogens are bacteria and viruses.

BACTERIA
These are single-celled micro-organisms that may 
cause infection. Bacteria are everywhere. They do 
not depend on other organisms for life and can 
live outside the human body. Most bacteria do 
not infect humans; however, those that do can 
cause serious illness. Examples of bacterial-caused 
conditions include the following:

• Tetanus
• Meningitis
• Scarlet fever
• Strep throat
• Tuberculosis
• Gonorrhea
•   Methicillin-resistant Staphylococcus aureus

(MRSA)
• Vancomycin-resistant Enterococci (VRE)
• Syphilis
• Chlamydia
• Legionnaires’ disease
• Diphtheria
• Food poisoning

The body has dif�culty �ghting infections caused 
by bacteria. Physicians may prescribe antibiotic 
medications that either kill the bacteria or weaken 
them enough for the body to eliminate them.

VIRUSES
Unlike bacteria, viruses depend on other organisms 
to live and reproduce. Viruses cause many diseases, 
including the following:

• The common cold
• Hepatitis
• Measles
• Mumps
• Chickenpox

• Meningitis
• Rubella
• In�uenza
• Warts
• Shingles
• Human immunode�ciency virus (HIV)
• Acquired immune de�ciency syndrome (AIDS)

Once viruses become established within the body, 
they are dif�cult to eliminate because very few 
medications are effective for defeating them. 
Antibiotics do not kill or weaken viruses. The 
body’s immune system is the main defence against 
them.

FUNGI
A fungus is a single-celled or multicellular 
organism. Some can cause conditions that are 
detrimental to human health. Athlete’s foot and 
ringworm are conditions caused by fungi.

PROTOZOA
Protozoa are single-celled organisms that can 
only divide within a host organism. Malaria and 
dysentery are examples of conditions caused by 
protozoa.

RICKETTSIA
Rickettsia are a group of micro-organisms that are 
similar to viruses in that they require other living 
cells for growth, but are also similar to bacteria in 
that they use oxygen, have metabolic enzymes and 
cell walls, and are susceptible to antibiotics. Some 
conditions that are caused by rickettsia include 
typhus and Rocky Mountain spotted fever.

PARASITIC WORMS
Some worms can be classi�ed as parasites, which 
are disease-causing organisms that live on or 
inside a human or other animal and derive their 
nourishment from their hosts. Parasitic worms can 
cause the following complications:

• Abdominal pain
• Anemia
• Lymphatic vessel blockage
• Lowered antibody response
• Respiratory and circulatory complications
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The Body’s Natural Defences
The body has a series of natural defences that 
prevent germs from entering. The body depends 
on intact skin and mucous membranes in the 
mouth, nose, and eyes to keep germs out. 
When the skin is damaged, germs can enter 
through openings such as cuts and sores. Mucous 
membranes protect the body from intruding 
germs by trapping them so that they can then be 
killed or forced out (e.g., by a cough or sneeze). 
However, mucous membranes are less effective 
than skin for keeping blood-borne pathogens out 
of the body. 

If these natural barriers fail and a pathogen 
enters the body, the body’s immune system begins 
working to �ght the disease. The immune system’s 
basic tools are white blood cells and antibodies. 
Special white blood cells travel around the body 
and identify invading pathogens. Once they detect 
a pathogen, white blood cells gather around it 
and release antibodies that attack the pathogens 
to weaken or destroy them. Antibodies can usually 
rid the body of pathogens. 

The combination of preventing pathogens from 
entering the body and destroying them after 
they have entered is necessary for good health 
(homeostasis). Sometimes, however, a pathogen 
enters the body and the body cannot �ght it 
off. When this occurs, an invading pathogen can 
thrive inside the body and, under ideal conditions, 

multiply and overwhelm the immune system, 
causing an infection which may range from mild 
to serious and from brief (acute) to long-lasting 
(chronic). 

Common signs and symptoms that signal that 
the body is �ghting off an infection include the 
following:
 •  Headaches
 •  Fever
 •  Exhaustion
 •  Nausea
 •  Vomiting

How Diseases Are Transmitted
Four factors must coincide for an infection to 
occur: 
1.  A pathogen is present.
2.   There is enough of the pathogen to cause 

disease.
3.  A person is susceptible to the pathogen.
4.  There is a route of entry (T able 3–1).

If any one of these conditions is missing, an 
infection cannot occur (Figure 3–1).

Pathogens enter the body in four ways:

1. DIRECT CONTACT
Direct contact transmission (Figure 3–2) occurs 
when a person touches bodily �uids from an 
infected person. 

Figure 3–1: For an infection to occur, all four conditions must 
be present.

Figure 3–2: Direct contact transmission.

Pathogen Susceptibility

Quantity Entry Site
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Figure 3–3: Indirect contact transmission.

 DISEASE MODE OF DESCRIPTION ROUTE OF ENTRY SIGNS AND SYMPTOMS
  TRANSMISSION

Herpes Direct contact Family of viruses; infection 
with one of the human 
herpes viruses, especially 
herpes simplex types 1  
and 2

Broken skin, 
mucous 
membranes

Lesions, general ill 
feeling, sore throat

Meningitis Airborne, direct 
and indirect 
contact

In�ammation of the 
membranes that envelop 
the central nervous system 
(meninges), usually due 
to a bacterial infection 
but sometimes from viral, 
protozoan, or other causes

Food and 
water, mucus

Respiratory illness, 
sore throat, nausea, 
vomiting

Tuberculosis Airborne, direct 
and indirect 
contact

A highly contagious 
infection caused by the 
bacterium Mycobacterium 
tuberculosis

Mucus, broken 
skin

Weight loss, night 
sweats, occasional fever, 
general ill feeling

Hepatitis Direct and 
indirect contact

In�ammation of the liver 
from any cause; most 
often viral due to infection 
with one of the hepatitis 
viruses (A, B, C, D, and E) or 
another virus

Blood, saliva, 
semen, feces, 
food, water, 
other products

Flu-like, jaundice

HIV/AIDS Direct and 
indirect contact

Disease due to infection 
with the HIV virus

Blood, semen, 
vaginal �uid

Fever, night sweats, 
weight loss, chronic 
diarrhea, severe fatigue, 
shortness of breath, 
swollen lymph nodes, 
lesions

TABLE 3–1: EXAMPLES OF INFECTIOUS DISEASES

2.  INDIRECT CONTACT
Indirect contact transmission (Figure 3–3) occurs 
when a person touches objects that have touched 
the bodily �uids of an infected person. These 
objects could be soiled dressings, equipment, 
or work surfaces that an infected person came 
into contact with. Sharp objects, such as needles, 
present a particular risk. If sharp objects have 
contacted the blood or bodily �uids of an infected 
person and are handled carelessly, they can pierce 
the skin and transmit infection.
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3.  AIRBORNE
Airborne transmission (Figure 3–4) occurs when a 
person breathes in droplets that become airborne 
when an infected person coughs or sneezes. 
Generally, an exposure to these droplets will be 
too brief for transmission to take place; however, 
a transmission may occur if a person is coughing 
heavily.

4.  VECTOR-BORNE
Vector-borne transmission (Figure 3–5) occurs 
when an animal or an insect transmits a pathogen 
into the body through a bite. A bite from an 
infected human can also result in vector-borne 
transmission. The carrier is the vector and passes 
the infection to another animal or person. Rabies 
and Lyme disease are transmitted this way.

Epidemics and Pandemics 
Occasionally an illness will spread quickly among 
a population and across geographical boundaries, 
affecting large numbers of people simultaneously. 
This may be referred to as an epidemic or a 
pandemic, depending on the scope of the area 
affected.

An epidemic occurs when there is an increase, 
especially a sudden increase, in the number of 
cases of a disease in a given group of people 
or geographical area, above what is normally 
expected for that population or area.

A pandemic is an epidemic that involves multiple 
countries, usually affecting a large number of 
people.

Diseases That Cause Concern
HEPATITIS
Hepatitis is an infection of the liver. There are �ve 
types of hepatitis, each caused by a different virus.

Hepatitis A
Hepatitis A is caused by the hepatitis A virus (HAV). 
This disease is spread primarily through food or 
water that has been contaminated by feces from 
an infected person.

HAV causes in�ammation and swelling of the liver. 
The patient may feel ill, with �u-like symptoms, 
or may experience no symptoms at all. Symptoms 
of HAV usually disappear after several weeks. 
This disease rarely causes permanent damage or 
chronic illness.

HAV can be prevented with the hepatitis A vaccine, 
which is a series of two injections administered 
at least 6 months apart. The most effective 
prevention, however, is maintaining healthy 
habits. Always wash your hands thoroughly before 
preparing food, after using the toilet, and after 
changing a diaper. International travellers should 
be careful about drinking tap water. 

Figure 3–5: Vector-borne transmission.Figure 3–4: Airborne transmission.
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Hepatitis B
Hepatitis B is caused by the hepatitis B virus (HBV). 
Hepatitis B may be severe or even fatal. Signs 
and symptoms may include �u-like symptoms 
such as fever, fatigue, abdominal pain, loss of 
appetite, nausea, vomiting, and joint pain, as well 
as dark urine and pale bowel movements. Later-
stage symptoms include jaundice, which causes a 
yellowing of the skin and eyes.

Medications are available to treat chronic  
hepatitis B infection, but they do not work 
for everyone: Some people remain chronically 
infected, though they may not always experience 
symptoms. 

The most effective means of prevention is the 
hepatitis B vaccine. Given in a series of three 
doses, this vaccine provides immunity to the 
disease. Organizations should make hepatitis B 
vaccinations available to all employees whose 
responsibilities could expose them to hepatitis B,  
in accordance with local regulations and 
legislation.

Hepatitis C
Hepatitis C is a liver disease caused by the 
hepatitis C virus (HCV). Symptoms are similar to 
those of hepatitis B infection, including fever, 
fatigue, abdominal pain, loss of appetite, nausea, 
vomiting, dark urine, clay-coloured stool, joint 
pain, and jaundice. 

Hepatitis C has an acute phase, lasting 
approximately 6 months, followed by a chronic 
infection. Since the symptoms vary widely (and 
may not be present at all), people may be infected 
without their knowledge.

There is no vaccine against hepatitis C. For 
these reasons, hepatitis C is more serious than 
hepatitis B. Hepatitis C is the leading cause of liver 
transplants.

Hepatitis D
Hepatitis D is a serious liver disease caused by 
the hepatitis D virus (HDV). HDV relies on HBV 
to replicate, so hepatitis D only occurs in people 
who are already infected with hepatitis B. It is 
uncommon in Canada. It is transmitted through 

contact with infectious blood, similar to how 
HBV is spread. There is no vaccine for hepatitis 
D, but the hepatitis B vaccine provides indirect 
protection.

Hepatitis E
Hepatitis E is caused by the hepatitis E virus (HEV). 
It is commonly transmitted via the fecal-oral route 
and is associated with ingestion of drinking water 
contaminated with fecal material in countries with 
poor sanitation. It occurs primarily in adults. There 
is no evidence of transmission by percutaneous 
(through the skin) or sexual exposures.

HIV/AIDS
HIV is the virus that causes AIDS. HIV attacks 
white blood cells and destroys the body’s ability 
to �ght infection. Infections that strike people 
with weakened immune systems are called 
opportunistic infections. Some opportunistic 
infections that occur in people with AIDS include 
severe pneumonia, tuberculosis (TB), and unusual 
cancers such as Kaposi’s sarcoma.

People infected with HIV may not feel or appear 
sick. A blood test, however, can detect the 
HIV antibody. When an infected person has a 
signi�cant drop in a certain type of white blood 
cell or shows signs of having certain infections or 
cancers, the person may be diagnosed as having 
AIDS. Common effects of infections associated 
with AIDS include fever, fatigue, diarrhea, skin 
rashes, night sweats, loss of appetite, swollen 
lymph glands, and signi�cant weight loss. In the 
advanced stages, AIDS is a very serious condition. 
Most people with AIDS eventually develop life-
threatening infections. Currently, there is no 
vaccine against HIV.

TUBERCULOSIS
Tuberculosis (TB) is an infection caused by a 
bacterium called Mycobacterium tuberculosis.  
The bacteria usually attack the lungs, but they  
may also damage other parts of the body, such as 
the brain, kidneys, or spine. TB is spread through 
the air when an infected person coughs, sneezes, 
or talks. Anyone who may have been exposed 
to TB should be tested. People with weakened 
immune systems are more likely to contract TB.
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Symptoms of TB in the lungs may include:
 •   Signi�cant coughing lasting 3 weeks or longer.
 •  Pain in the chest.
 •  Weight loss.
 •  Loss of appetite.
 •   Coughing up blood or bloody sputum (phlegm 

from inside the lungs).
 •  Weakness and/or fatigue.
 •  Fever and chills.
 •  Night sweats.

TB must be treated with medication or it can 
be fatal. It can usually be cured with several 
medications over a long period of time. People 
with latent (asymptomatic) TB can take medicine 
to prevent the development of active TB.

Multidrug-Resistant Tuberculosis
Multidrug-resistant tuberculosis (MDR TB) is 
TB that is resistant to at least two of the most 
effective anti-TB drugs, isoniazid and rifampin. 
These drugs are the most widely used to treat TB. 
MDR TB is more likely to occur in people who:
 •   Do not take their TB medicine regularly or who 

do not take all of the prescribed medication.
 •   Develop active TB after having taken 

medication to treat it in the past.
 •   Come from areas of the world where MDR  

TB is prevalent.
 •   Spend time with someone known to have  

MDR TB.

MENINGITIS
Meningitis is a contagious meningococcal 
infection that attacks the meninges, which are the 
protective coverings that surround the brain and 
spinal cord. Several different bacteria can cause 
meningitis, but it can also be caused by a virus. 
The bacteria is transmitted from person to person 
through droplets. Close and prolonged contact 
and living in close quarters or dormitories facilitate 
the spread of the disease. Meningitis can infect 
anyone but is more commonly found in those who 
have compromised immune systems and have 
trouble �ghting infections.

The most common symptoms are a stiff neck, high 
fever, confusion, headache, nausea, sleepiness, 
vomiting, and sensitivity to light. Bacterial meningitis 
is a serious infection; even when diagnosed early and 
properly treated, 5 to 10% of people die, typically 

within 24 to 48 hours of the onset of symptoms. 
Bacterial meningitis results in brain damage, hearing 
loss, or other permanent disabilities in 10 to 20% 
of people. Viral meningitis is less severe and usually 
resolves without speci�c treatment. Bacterial 
meningitis is potentially fatal and is a medical 
emergency. Admission to a hospital or health 
centre is necessary. There are vaccines available 
to prevent meningitis and antibiotics available to 
treat it.

MRSA AND COMMUNITY-ASSOCIATED 
MRSA
Methicillin-resistant Staphylococcus aureus 
(MRSA) is a bacterium. As with other kinds of 
staph bacteria, it often lives on the skin and in the 
nose without causing any adverse health effects, 
but if it enters the body it can become a source 
of infection. These bacteria can be spread from 
one person to another through casual contact or 
contaminated objects. MRSA infections are more 
dif�cult to treat than ordinary staph infections 
because they are resistant to many types of 
antibiotics. Infections can occur in wounds, burns, 
and sites where tubes have been inserted into the 
body.

When MRSA occurs in groups of people who have 
not been recently hospitalized or have not had a 
medical procedure, it is referred to as community-
associated MRSA (CA-MRSA). For example, MRSA 
can occur among young people who have cuts or 
wounds and who are in close contact with one 
another, such as members of a sports team. 

VANCOMYCIN-RESISTANT 
ENTEROCOCCI (VRE)
Enterococci are bacteria that live in the human 
intestine and urinary tract and are often found in 
the environment. Generally, these bacteria do not 
cause illness, and when illness does occur, it can 
usually be treated with antibiotics. 

Vancomycin is an antibiotic generally prescribed to 
treat serious infections caused by organisms that 
are resistant to other antibiotics such as penicillin. 
Vancomycin-resistant Enterococci (VRE) are strains 
of enterococci bacteria that are resistant to the 
antibiotic vancomycin. Vancomycin is not effective 
in treating a VRE infection.
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A person can have VRE present in his or her body 
without being infected. A person with VRE who 
does not have symptoms is merely colonized with 
VRE. A person is considered to be infected with 
VRE when symptoms are present (e.g., an infection 
of the urinary tract or bloodstream). 

Often, VRE spreads within healthcare facilities. 
It can spread from patient to patient when 
bacteria are carried on the hands of healthcare 
workers and, occasionally, through contact with 
contaminated equipment or other surfaces (e.g., 
toilet seats, bedrails, door handles, soiled linens,  
or stethoscopes). 

CORONAVIRUS
Coronaviruses are a group of six viruses that 
typically cause upper respiratory-tract illnesses. 
They are quite common, with most people 
becoming infected at some point in their lives 
without serious consequences. However, because 
coronaviruses are constantly evolving and poorly 
understood, they can pose serious health risks, 
even to healthy individuals, and in some cases they 
can be fatal. Severe Acute Respiratory Syndrome 
(SARS) and Middle East Respiratory Syndrome 
(MERS) are both caused by coronavirus infections.

The method of transmission is not fully known, 
but it is believed that the viruses are transmitted 
through the air when an infected person coughs 
or sneezes and through physical contact (e.g., 
shaking hands). The viruses may also be contracted 
when a person touches a contaminated surface 
and then touches his or her mouth, nose, or eyes. 
There are no speci�c treatments for coronaviruses, 
so prevention in the form of proper handwashing 
and use of personal protective equipment is the 
only defence.

Severe Acute Respiratory Syndrome 
(SARS)
Severe acute respiratory syndrome (SARS) is a viral 
respiratory illness caused by the SARS-associated 
Coronavirus (SARS-CoV). It was �rst reported in 
Asia in February 2003. Over the following months, 
it spread to more than two dozen countries in 
North America, South America, Europe, and Asia 
before the outbreak was contained.

SARS usually begins with a high fever—a 
temperature greater than 38°C (100.4°F). Patients 
may also experience a headache, an overall feeling 
of discomfort, and body aches. They may have 
mild respiratory symptoms at the outset. After 2 
to 7 days, SARS patients may develop a dry cough, 
and most develop pneumonia.

SARS spreads mainly through close person-
to-person contact. The virus that causes SARS 
is thought to be transmitted most easily by 
respiratory droplets produced when an infected 
person coughs or sneezes and the droplets are 
deposited on the mucous membranes of the 
mouth, nose, or eyes of people nearby. It can also 
spread when a person touches a surface or an 
object contaminated with infectious droplets and 
then touches the mouth, nose, or eyes.

MIDDLE EAST RESPIRATORY 
SYNDROME CORONAVIRUS (MERS-CoV)
Since April 2012, cases of Middle East Respiratory 
Syndrome Coronavirus (MERS-CoV) have been 
identi�ed in a number of countries in the Middle 
East. Several other countries have also reported 
MERS-CoV cases in individuals who have travelled 
to the Middle East. These individuals acquired the 
disease through limited local transmission among 
close contacts, including healthcare workers. No 
cases have been con�rmed in Canada.

The symptoms of MERS-CoV are similar to severe 
pneumonia and include fever, cough, shortness 
of breath, and other breathing dif�culties. Since 
MERS-CoV was �rst identi�ed, serious illness 
and death have been associated with patients 
having underlying medical conditions as well as 
older individuals. The illness can be less severe in 
younger, healthy people.

INFLUENZA
Seasonal in�uenza is a respiratory illness caused by  
both human in�uenza A and human in�uenza B  
viruses, which can be transmitted from person 
to person. Most people have some immunity to 
in�uenza, and there is a vaccine available.

Seasonal in�uenza usually has a sudden onset, 
with symptoms of fever (usually high), headache, 
extreme tiredness, dry cough, sore throat, runny 
or stuffy nose, and muscle aches. Abdominal 
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symptoms such as nausea, vomiting, and diarrhea 
may also be present, but these symptoms occur 
more often in children than in adults.

In�uenza is transmitted from person to person via 
large, virus-laden droplets projected by coughing 
or sneezing. These large droplets can settle on the 
mucosal surfaces of the upper respiratory tracts of 
a susceptible person. Transmission can also occur 
through direct or indirect contact with respiratory 
secretions—for example, when touching surfaces 
contaminated with in�uenza virus and then 
touching the mouth, nose, or eyes.

Immunization
Most people receive immunization as infants in the 
form of vaccinations against common childhood 
diseases (e.g., measles and mumps). Immunization is 
the introduction of a substance that contains speci�c 
weakened or killed pathogens into the body. The 
body’s immune system then builds resistance to the 
speci�c type of infection that was injected.

The most common vaccinations include the 
following:

• DPT (diphtheria, pertussis, tetanus)
• Polio
• Hepatitis B
• MMR (measles, mumps, rubella)
• In�uenza
• Chickenpox

You may not have been immunized against all of 
these diseases as a child. If you are uncertain which 
immunizations you have received or may need to 
update, contact your physician or local community 
health nurse.

PREVENTING DISEASE 
TRANSMISSION

It is easy to make assumptions about the risks 
that are posed by a given patient or environment. 
You might unconsciously expect a person with 
dirty clothes to pose a greater risk of infection, 
for example, or assume that a tidy home does not 
contain many pathogens. Often you will not know 
the health status of the people you work with or 
care for. Even situations that seem clean could 
contain deadly viruses or bacteria, and the one 
time you stop being careful may be the very time 
that you become infected. 

Each time you provide care, you must follow basic 
infection-control precautions, including:

•  Wearing personal protective equipment (PPE)
(Figure 3–6).

• Practising good personal hygiene.
• Cleaning and disinfecting equipment.
•  Following other occupational or workplace

procedures.

Figure 3–6: There are many ways to protect yourself from disease transmission.
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Personal Hygiene
Good personal hygiene habits (e.g., frequent 
handwashing) (Figure 3–7, a-f) are as important 
for preventing infection as any equipment you 
might use. These practices can prevent infectious 
materials from staying in contact with your body 
long enough to cause an infection.

When it is not possible to wash your hands, use a 
gel disinfectant with a minimum alcohol content 
of 70%. Gel disinfectants are not a substitute 
for proper handwashing; even if they are used, 
you should still wash your hands at the earliest 
opportunity.

Figure 3–7, a-f: Washing your hands properly helps protect you against disease transmission.

a

c

e f

d
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