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I’m going to talk about Austere EMS, what it is, what 
principles make it different from “street” EMS, and 
how this applies in practice.
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Disclosure: I live in and do EMS in Pennsylvania. Prior to 
Pennsylvania’s new EMS act in 2009, EMS could only be 
lawfully done in or near an ambulance. After years of work, 
in 2009, we got a new EMS law passed which allowed EMS 
to be delivered away from an ambulance. The new categories 
of Mass Gathering EMS, Tactical EMS, Wilderness EMS, 
and Disaster EMS, were now lawful. The last three – tactical, 
wilderness and disaster EMS – were the focus of a series of 
workshops by the Department of Homeland Security, also in 
2009. DHS realized the similarities between the wilderness 
EMS done by its US Coast Guard, the tactical EMS done by 
its Secret Service and other law enforcement agencies, and 
the disaster EMS done by FEMA response teams. DHS 

wanted to set up training and protocols that were the same 
across all three, and coined the term “Austere EMS.” I should 
also note that in Pennsylvania, we still don’t have regulations 
and training and credentialing programs for Austere EMS. 
We’re workin’ onit. In the words of Rodney Dangerfield, 
Austere EMS don’t get no respect. Bike 

Accident

Bike 

Accident

Let’s start off with a scenario. 



You, a paramedic, and your EMT partner and ALS 
ambulance, get dispatched for a 20 year old man involved in 
an accident while on his mountain bike. His friend, who has 
no first aid training, called 9-1-1 on his cellphone says he has 
multiple abrasions and contusions, but his main complaints 
are of pain in the neck and left upper abdomen. He has no 
other complaints.
(Mountain Bike Crash in Palmer Park, licensed via Flickr 
with a Creative Commons Attribution-NonCommercial-
NoDerivs 2.0 Generic license, courtesy user Rob Lucas.)
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What is the “street” standard of care? “Scoop and Run”: 
immobilize the cervical spine, attempt an IV en route

Well, this occurred in the middle of a small wilderness area. 
You are lucky in that (a) you have a map of the area, and (b) 
you were able to talk directly with his friend on his 
cellphone, who described their ride: “We rode the Tower 
Loop Trail and then the South Loop Trail down, and then 
were coming back up the Roaring Run Trail. We were almost 
to the stream crossing about half a mile upstream where a 
small stream comes in from the south when he crashed and 
burned.” The stream crossings downstream of us are pretty 
hairy, if you can send someone to get us they should probably 
come from the parking lot at the top of the Roaring Run Trail 
at Fire Tower Road. You locate their position at the red star. 
(Blue arrow is Seven Springs Resort, a site for many EMS 
conferences.) What’s the scale on this map? (bottom left) You 
are a crew of an EMT and paramedic with a standard ALS 

ambulance. Just the two of you.
(Public domain, Pennsylvania Department of Conservation 
and Natural Resources)



What do the brown contour lines tell you?  It’s a steep ravine. 
I will give you some local knowledge: the Roaring Run Trail 
is an old logging railroad bed. It is mostly even and easy and 
so narrow from grown-up trees you could not get a UTV 
through it without some heavy chainsaw work, and the 
stream crossings are giant quarried rocks that you have to 
cross with the bike on your shoulder. 
(Public domain, Pennsylvania Department of Conservation 
and Natural Resources)

It is early spring (or late fall depending on when I give the 
talk!) The days are short. By the time your unit gets to the 
trailhead, the sun is starting to set.
(Blue Ridge Parkway Sunset, licensed under the Creative 
Commons Attribution-Share Alike 3.0 Unported license via 
Wikimedia Commons, courtesy user DarwIn.)

The temperature has been in the 60’s during the day, but this 
is the weather map. What is the blue line with points on it? A 
cold front is coming through. 
(From The Weather Channel; fair use per Wikimedia 
guidelines)

Red star is the patient’s location. The orange is heavy 
precipitation. What’s your forecast for the next few hours?
(Public domain, US National Weather Service)



What’s the difference between a warm front and a cold front? 
Warm air rises, overrides the colder air. Gradually lowering 
clouds, drizzle, rain, not much wind.
(Licensed under the Creative Commons Attribution-Share 
Alike 4.0 International license via Wikimedia Commons, 
courtesy user Kh1604.)

Cold front: cold air pushes warm air up, which causes clouds 
and precipitation. Compared to a warm front, cold fronts hit 
suddenly with high winds, falling temperatures, and heavy 
precipitation. There’s more to weather than this; you need to 
know about low-pressure and high-pressure areas, but that’s 
left as an exercise to the reader. 
(Licensed under the Creative Commons Attribution-Share 
Alike 4.0 International license via Wikimedia Commons, 
courtesy user Kh1604.)

So what’s your weather prediction for tonight? How long will 
it take you to get there? (Can you say “scene safety”?) How 
long will it take to get him out? What gear will you need, and 
how many people? What are the dangers? Should you and 
your partner head out with flashlights and the jump kit right 
now?
(Public domain, Pennsylvania Department of Conservation 
and Natural Resources)
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Disaster, Wilderness and Tactical share a number of 
commonalities:



Time
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Equipment

Terrain
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Similarities between disaster and wilderness EMS.
(Photos by Keith Conover. Used with permission. All 
rights reserved.)

EMS: taking the hospital to the patient. Austere EMS: taking 
the hospital ALL THE WAY to the patient. 
(Cartoon by Mike Yee, used with permission, all rights 
reserved.)
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• Discuss how the following austere contexts affect the standard 
of care: time, distance, equipment, terrain, and weather.

• Discuss how to decide whether to follow a “street” or an 
“austere” standard of care, considering the specific medical or 
surgical condition, the natural history of the condition, and the 
context.

• Discuss the regulatory, legal, ethical and moral aspects of 
deviating from “street” standards of care. 

• Address the “doctrine of necessity” and the potential conflict 
between context-dependent standards of care and “street” EMS 
protocols.
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Standard of Care is a nebulous thing; state EMS 
protocols can be persuasive, as can textbooks and 
journal articles. The standard of care for Austere EMS is 
primarily established by the wilderness medicine 
community, which has been more active than the 
tactical or disaster medicine community in this space. 
This book is still available and contains a number of 
guidelines, such as for CPR in the austere setting. 
(image of book fair use per Wikimedia guidelines) 



Standard of care also updated by consensus documents 
published in Wilderness & Environmental Medicine, such as 
this one.
(Image of article fair use per Wikimedia guidelines) 

Possible 

Spine Injury

Possible 
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You and your paramedic friend were on vacation. The path of 
the hurricane suddenly changed, and you were unable to get a 
flight back home. All either of you have with you is a small 
personal austere EMS first aid/medical kit. 
(Image: Public domain via Wikimedia Commons, courtesy 
US National Weather Service)

Once the hurricane passes, and your cellphones are useless, 
the phones in the hotel are useless, and there is no power or 
water in the hotel, this is what you see when you get out of 
the hotel. There are no signs of an EMS or fire response in 
the area. You and your friend grab your kits and head out to 
see what you can do to help. 
(Photo by Keith Conover. Used with permission. All rights 
reserved.)



This is a house a couple of blocks away. You hear a cry for 
help. After assessing for scene safety – adequate – you find a 
young man trapped by a beam across his ankle. The ankle’s 
not crushed, no concern about crush syndrome, it’s just 
trapped. “If you can just lift this off my ankle I can get out!” 
“Are you hurt anywhere else?” “My neck and back hurt but I 
think that’s just because I’ve been stuck here on my side for 
hours and hours. I didn’t injure my back or neck when the 
beam fell.” On exam, he has tenderness on either side of the 
neck including some mild midline tenderness all up and 
down the cervical spine. And no other apparent injuries 
except minor scrapes and bruises. What should you do? Wait 
for EMS to arrive with an extrication collar before getting 
him out? Let’s look at the literature.
(Photo by Keith Conover. Used with permission. All rights 

reserved.)

20132013

A consensus statement in the British Emergency Medicine 
Journal says backboards should only be used for extrication 
from vehicles and not for transport..  
(Image of article fair use per Wikimedia guidelines) 

20132013

Another consensus statement in the Emergency Medicine 
Journal says backboards should only be used for extrication 
from vehicles and not for transport. Scoop stretchers should 
be used for any transport less than 45 minutes. Log rolls are 
bad if there is spinal injury. Just like backboards, C-collars 
have never been shown to help or to prevent harm.  
(Image of article fair use per Wikimedia guidelines) 



Risks of log-rolling: Promoting 

haemostasis in the trauma patient is 

a vital step… Never use a log roll 

on a trauma patient, it can make 

bleeding from an open-book pelvic 

fracture worse, and moves the spine 

too much. 

Risks of log-rolling: Promoting 

haemostasis in the trauma patient is 

a vital step… Never use a log roll 

on a trauma patient, it can make 

bleeding from an open-book pelvic 

fracture worse, and moves the spine 

too much. 

For the medicalese/legalese of these articles, I will have at 
least a selection of the recommendation in blue and then a 
plain-English translation in yellow. 

BEAM method (vertical lift, many-hands technique)
(Licensed under the Creative Commons Attribution-Share 
Alike 3.0 Unported license via Wikimedia Commons, 
courtesy user Christophe Dang Ngoc Chan (Cdang).) 
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to a backboard.
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Scoop Stretcher
(Licensed under the Creative Commons Attribution-Share 
Alike 3.0 Unported license via Wikimedia Commons, 
courtesy Philipp Lensing.)

Applying a Scoop Stretcher
(Licensed under the Creative Commons Attribution-Share 
Alike 3.0 Unported license via Wikimedia Commons, 
courtesy user Christophe Dang Ngoc Chan (Cdang).) 

When the total time immobilised on a 

scoop stretcher is likely to exceed 

45 min, consideration should be 

given to using a vacuum mattress. 

Unless someone’s going to be on it 

for a total of more than 45 minutes, 

in which case use a vacuum mattress 

instead.

When the total time immobilised on a 

scoop stretcher is likely to exceed 
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Vacuum Mattress
(Licensed under the Creative Commons Attribution-Share 
Alike 3.0 Unported license via Wikimedia Commons, 
courtesy Philipp Lensing.)



Applying a Vacuum Mattress
(Licensed under the Creative Commons Attribution-Share 
Alike 3.0 Unported license via Wikimedia Commons, 
courtesy user Christophe Dang Ngoc Chan (Cdang).) 

20192019

In 2019, Seth Hawkins, who was one of our emergency 
medicine residents at the University of Pittsburgh, coordinate 
this landmark paper: the Wilderness Medical Society 
guidelines for spinal cord protection. 
(Image of article fair use per Wikimedia guidelines) 
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unless such a maneuver is met with 

resistance, increased pain, or new or 

worsening neurologic deficit. Realign 

the spine unless it hurts worse or 

injures the patient. 
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be encouraged to reduce movement 

of the neck, especially painful 

movement, and allowed to exit the 
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alert and reliable. “Don’t move your 

head or neck.” “Can you get out by 

yourself?”
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If injuries or other circumstances 

such as unconsciousness prevent 

controlled self-extrication, patients’ 

cervical spines should be packaged 

to reduce passive motion and the 

airway adequately managed without 

a goal of absolute immobilization. 

Make sure the neck doesn’t get 

injured more, but don’t immobilize.
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The lift and slide transfer with trap 

squeeze is preferred to the log-roll 

when transferring patients when 

motion restriction is desired. BEAM 

(Body Elevation and Movement) is 

better than a log-roll.
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(Body Elevation and Movement) is 

better than a log-roll.

BEAM: Body Elevation and Movement. This clearly was 
invented by a trekkie: “Beam me up, Scotty!” I’ve been 
teaching this for 50 years, and always called it the “many 
hands” technique. Get a bunch of people together, put hands 
under the patient, lift the patient and slide the litter 
underneath. 

Log Roll: Now Deprecated, doesn’t protect the spine as well 
as BEAM, and is bad for open-book pelvic fractures. 
(Licensed under the Creative Commons Attribution-Share 
Alike 3.0 Unported license via Wikimedia Commons, 
courtesy user Christophe Dang Ngoc Chan (Cdang).) 



In the case of facial fractures, an 

unconscious patient, or other 

scenarios concerning for airway 

compromise, the lateral position may 

be considered. Coma position is OK 

even if ? spinal injury.
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Coma Position (Recovery Position): vomit drains out instead 
of into the lungs.
(Licensed via Wikimedia Commons under the Creative 
Commons Attribution-Share Alike 3.0 Unported license, 
courtesy user Hauptabteilung der Schutzpolizei der DDR.)

A first-year medical student and EMT-Advanced showed 
another variant of a coma position at an airway management 
session for medical students I was teaching last week.

Light to moderate traction should be 

used when returning a cervical spine 

to the anatomic position and 

transferring a patient. When you 

realign the neck, keep a bit of 

traction on it.
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Spinal cord protection should be 

considered an appropriate goal in 

patients with actual or suspected 

spinal injury; current evidence 

suggests spinal motion restriction 

and not immobilization is the safest 

and most effective means of spinal 

cord protection. No “immobilization.” 

Just “protection.”
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in reducing cervical spine motion, if 

that is a desired goal. Maybe a soft
collar?
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If the medical history is known, use 

of any rigid cervical collar is 

contraindicated in ankylosing 

spondylitis. Anklyosing spondylitis + 

rigid collar = cervical spine fracture. 
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Patients with suspected injury should 
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something for a pillow under your 

neck?” (Pad voids.)
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[A] vacuum mattress provides 

superior motion restriction and 

improved patient comfort (with 

corresponding decreased risk of 

pressure sores) and is preferred 

over a backboard for motion 

restriction of either the entire spine 

or specific segments of concern. 

Vacuum mattress yes, backboard no.
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If spinal cord protection is desired, 

appropriately trained personnel, 

using either the NEXUS criteria or 

the Canadian C-spine rule, can safely 

and effectively make decisions in the 

prehospital setting regarding 

whether cervical spine motion should 

be reduced. You, too, can “clear the 

C-spine.”

If spinal cord protection is desired, 
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the Canadian C-spine rule, can safely 

and effectively make decisions in the 

prehospital setting regarding 

whether cervical spine motion should 

be reduced. You, too, can “clear the 

C-spine.”

The Canadian C-spine criteria are so complex and hard to remember that pretty much 
everyone prefers the NEXUS criteria. 



20002000

The fact that one of my long-time partners, Abby Wolfson, 
was a principal author and I was involved in the study has 
nothing whatsoever to do with this. Really.
(Image of article fair use per Wikimedia guidelines) 

The criteria are these words, as interpreted by an emergency 
physician. If you change the words, it’s not the NEXUS 
criteria. But there is no reason that any clinician… an APP, a 
nurse, or a paramedic… shouldn’t be able to interpret these 
words the same way. (Everyone wants to include more details 
for their “NEXUS-equivalent” criteria. Nope, those are not 
the same.)

If spinal cord protection is desired, a 

vacuum splint is preferable to a rigid 

collar. If you don’t have a full body 

vacuum mattress, maybe a smaller 

vacuum device would work?

If spinal cord protection is desired, a 

vacuum splint is preferable to a rigid 

collar. If you don’t have a full body 

vacuum mattress, maybe a smaller 

vacuum device would work?

There are vacuum-mattress “half backboards” which can also 
do things like splint a femur fracture. 

Spinal immobilization should not be 

performed for isolated penetrating 

trauma. Duh.

Spinal immobilization should not be 

performed for isolated penetrating 

trauma. Duh.



OK, what would you 

do with the guy with 

his ankle trapped? 

Still no sign of fire 

or EMS. 

OK, what would you 
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Audience: discuss!

Open 

Tib/Fib 

Fracture
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Fracture

Let’s look at a few examples of where austere and “street” 
care differ.

Street care? 
(Via Wikimedia Commons, this work has been released into 
the public domain by its author,  آرمين)

Have you every heard of Charles Joseph Whitman? He was 
an engineering student and former United States Marine, who 
killed seventeen people and wounded thirty-two others in a 
mass shooting located in and around the Tower of the 
University of Texas in Austin on the afternoon of August 1, 
1966. 



The Tower, UT Austin: you are doing some volunteer time in 
the Student Health Service clinic in this building. There is a 
copycat with an AK-47 on top of the tower, who has mined 
all of the approaches to the tower. You are in contact with the 
campus police who say they can’t get you out of the building 
right now; they suspect it will be many hours until they can 
get you and your patient out safely. 
(Licensed under the Creative Commons Attribution 4.0 
International license courtesy user Larry D. Moore)

Someone was running down the steps to get away from the 
shooter when this happened and the patient was brough to 
you, where you were doing some volunteer time in Student 
Health at the bottom of the tower. What do you do now? 
Street care: dry dressing, bandage and splint?
Austere care? High-pressure irrigation? IM or PO antibiotics? 
(What injectable antibiotic can you find in any student health 
service? Ceftriaxone!) Reduce and splint?
(Via Wikimedia Commons, this work has been released into 
the public domain by its author,  آرمين)
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Street care? How long do you do basic CPR? Until an AED 
or ALS arrive (no matter how long that might take). 
(Licensed under the Creative Commons Attribution-Share 
Alike 4.0 International license, courtesy user CERTAcademy)

What about out here? (Adirondack High Peaks, New York, 
May 1976)
(Photo by Keith Conover. Used with permission. All rights 
reserved.)

Or if this ice climber falls, all the ice screws pull out and he 
lands on his chest and is in cardiac arrest?
(This file is made available under the Creative Commons 
CC0 1.0 Universal Public Domain Dedication.)



Austere EMS: CPRAustere EMS: CPR
• CPR for 30’ then give up; but 

only if safe

• OK to keep going if:

— hypothermic arrest 

(esp. cold-water submersion)

— avalanche burial

— lightning strike

• No CPR if traumatic arrest 

(consider chest 

decompression)
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Here are your answers. From the original book of Austere 
EMS guidelines.
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Street care? What if in an austere setting with definitive care 
a day or more away, could a paramedic trained to staple 
wounds close this wound?
(Licensed via Wikimedia Commons under a Creative 
Commons Attribution-Share Alike 3.0 License, courtesy user 
ClockFace)



Street care? If in an austere setting with definitive care a day 
or more away, could a paramedic trained to staple wounds 
close at least the skin on this wound? Yup. How about fixing 
the tendon lacerations in the field? Naaaah. How about just 
cleaning and irrigating leaving it open but dressed with 
bacitracin ointment for a delayed primary closure?
(Licensed under a Creative Commons Attribution-
NonCommercial-ShareAlike 2.0 Generic(CC BY-NC-SA 2.0) 
via Flickr, courtesy user Emergency Medicine Clinical 
Images and Videos)

a DMAT Operating Theatre. Cleanest place we could find. 
Sunlight’s UV light kills bacteria.
(Photo by Keith Conover. Used with permission. All rights 
reserved.)

Irrigate contaminated wounds with high-pressure clean (not 
necessarily sterile) water. Right pressure from a 35 mL 
syringe, a 19 ga angiocath, and an average 2nd-year surgical 
resident (per Edlich’s original study): decreases wound 
infections. But for non-contaminated wounds (elbow vs. 
chin, for example), swelling from the irrigation will actually 
increase wound infections, so just slosh some water through 
it. I can’t find either 19 ga needles or 35 mL syringes any 
more, so I use an 18 ga Angiocath and a 20 mL syringe.
(Fair use per Wikimedia Commons guidelines)

An attempt at wound cleansing is 

recommended in the presence of 

high bacterial contaminants and dirt. 

If it’s dirty, clean and irrigate in the 

field.
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Wounds should be treated using a 

clean field, including gloves and 

instruments; sterility is not 

necessary. Clean exam gloves and a 

clean swiss army knife is good 

enough.
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The use of high-pressure irrigation 

(6—12 psi) is recommended to lower 

wound infection rates, especially in 

the case of open fractures. A ziplock 

bag with a hole in it isn’t really high 

pressure but it’s better than nothing.
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Classic anterior dislocation. Street treatment? Immobilize and 
transport. Austere EMS treatment? Attempt reduction (take a 
WEMT class to learn how).

This is the view summit of Old Rag Mountain in Shenandoah 
National Park. A real case I was involved in some years ago: 
You have a patient who has had a 250-foot tumbling fall, and 
has been on a ledge halfway down a 500-foot cliff, near the 
top of a small mountain, all night and all day, it’s getting 
dark, the rain is starting to freeze... Sometimes it’s clear when 
you need to invoke the austere context.
(Public domain via Wikimedia Commons, US National Park 
Service.)

Patient had a mountain-biking accident a half-mile from the 
road and has a single injury, a dislocation. Should you think 
street standard of care or austere standard of care? [Pause]
What if it’s a patella dislocation? Austere, pop it back in. 
What if it’s a hip dislocation? Street. I would rather have the 
patient in the ED if I need to do moderate sedation. Which 
standard of care to follow depends not on the distance from 
the road, not on the weather and terrain, not on the resources 
available, not on the specific condition the patient has, but a 
combination of all them. It’s a medical decision best made by 
the best qualified austere medical person at the scene, 
preferably with consultation with a physician.
(Mountain Bike Crash in Palmer Park, licensed via Flickr 
with a Creative Commons Attribution-NonCommercial-

NoDerivs 2.0 Generic license, courtesy user Rob Lucas.)



Different Care: ExamplesDifferent Care: Examples

•CPR

•Wounds

•Dislocations

•Impaled Objects

•CPR

•Wounds

•Dislocations

•Impaled Objects

Street: stabilize and transport. Austere: take it out, as a 
general principle. 

A Leatherman and a boot would make short work of this. Even impaled iceaxes should probably come out. 
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Force protection is taking care of your teammate’s minor 
medical problems. This may return them to their job, or at 
least prevent future problems. 

NDMS Disaster Medical Assistance Team cache. If you have 
a DMAT field hospital, you’re at or near the level of force 
protection of living by a hospital Emergency Department.
(Public domain via Wikimedia Commons, US DHHS 
National Disaster Medical System)

The DMAT cache new contains a Mobile Medical Kit. It fills 
three of these boxes.
(Public domain via Wikimedia Commons, US DHHS 
National Disaster Medical System)

Now a MLK (Mediacal Lifesaving Kit), much better. It has 
some ALS stuff, but it has packs full of eyedrops, eardrops, 
pills, creams and the like. Perfect for Force Protection. And 
fits in the back of a vehicle.
(Photo by Keith Conover. Used with permission. All rights 
reserved.)



Personal first aid/medical kits may (and should) contain over-
the-counter and prescription medications for common 
problems during an austere deployment/mission. Of course, 
you can go overboard.
(Cartoon by Mike Yee. Used with permission. All rights 
reserved.)
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Diarrhea is a pain in the ass, and can decimate your team. 
Imagine you’re doing a cave rescue and someone gets 
diarrhea. In a small crawlway. Ahead of you.
(Public domain, USAID)

Simply carrying some over-the-counter Imodium can make 
markedly decrease the toll on your team from Montezuma’s 
Revenge.
(fair use per Wikimedia guidelines)
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Your skin is coated with bacteria that we call normal flora. 
They actually protect you from worse infections. 
(Public domain, unknown artist, cartoon from 1960s not 
copyrighted)



Bacteria are always crawling up your urethra. Every time you 
pee you wash them out. It’s a constant battle. If you get 
dehydrated (a problem in summer, but also in winter due to 
“cold diuresis” and fluid loss from the lungs), and you don’t 
pee enough, they can crawl up into your bladder and set up 
housekeeping. It’s more common in women due to the 
shorter urethra, but still happens in men. We call this a 
urinary tract infection or cystitis. Once the bacteria are in the 
bladder, the inquisitive ones head up the ureter to the 
kidneys; a kidney infection known as pyelonephritis 
(“pyelo”) may cause high fever, vomiting, and debilitation. 
Treating early with an antibiotic as part of force protection 
may prevent this. 
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Ankle injuries are the commonest traumatic injury to 
teammates. Is it a fracture that needs a carry-out? Is it just a 
sprain that you can tape up and say “now pick up your pack 
and keep going”?
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The Ottawa rules tell you when you don’t need to get X-rays 
of the foot or ankle. If someone doesn’t need X-rays, you can 
treat as a sprain and no need to go to the ED. 



These are my own drawings, also found in the handout and 
available as a 3”x5” pocket card on my ftp site, 
http://www.conovers.org/ftp/.
(By Keith Conover, released to public domain)

An Aircast Airstirrup is the best treatment for a sprained 
ankle; larger Force Protection kits might stock them. I keep a 
couple in the back of my truck. I have sent one into the field 
to aid a team member with a twisted ankle to self-evacuate.
(Photo by Keith Conover. Used with permission. All rights 
reserved.)

In the field, you probably won’t have an Aircast. But almost 
any team will have duct tape. You DO have duct tape, right? 
When taping an ankle sprain, do so as shown. tape only on 
the side that hurts, this shows taping to support the ligaments 
on the outside of the ankle, especially the anterior talofibular 
ligament which is most commonly sprained. Flex a bit so as 
to protect the sprained ligament (to shorten it) as taping. 
(Photo by Keith Conover. Used with permission. All rights 
reserved.)
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Since there are not any regulations yet about wilderness EMS 
in Pennsylvania, I can permit members of my Allegheny 
Mountain Rescue Group to operate under my license as 
technicians. That’s called delegated practice, and is used 
every day in orthopedic surgeons’ offices when techs take off 
and put on casts for the orthopedic surgeon.

I have just taken a [wilderness first 

aid][Wilderness First Responder][Wilderness 

Emergency Medical Technician] [Tactical EMT] 

course, and they taught me to [use an Epi-

Pen][reduce shoulder dislocations][give IM 

antibiotics][perform field appendectomies].  Is 

it legal for me to now do these things?
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Although lawyers would substitute “lawful” for “legal” they 
would all answer this question “no.” You have to be 
appropriately licensed by the state to do any of these things 
lawfully. 

If I’m in an Austere EMS setting, and 

someone is having chest pain, but not licensed 

in the state, or granted reciprocity by the EMS 

Compact, is it legal for me to give him one of my 

aspirin tablets?
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Trick question. Telling him he has chest pain that sounds like 
an myocardial infarction and to take the aspirin is the practice 
of medicine or EMS and unlawful. However, if you (a) put 
the aspirin on a stump and (b) tell him about how a dose of 
aspirin might save the life of someone with cardiac-seeming 
chest pain, lawyers say that’s not the practice of medicine or 
EMS and is lawful. Really. (Lawyers think differently than 
the rest of us.) We call this the “stump method.”
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If you faced with someone with an acute medical problem 
that needs to be treated, and you have the capability to treat 
it, and there is no other licensed person available to treat it, 
and you treat it, you’re probably violating the state’s Medical 
Practice Act or EMS Act. On the other hand, if you use that 
as an excuse not to help the patient, you may be found guilty 
of criminal negligence, which is also a crime. The common 
law “Doctrine of Necessity” holds that you should do what’s 
right for the patient regardless of other laws or regulations. It 
will be up to the court after the fact to decide whether what 
you did was covered by the doctrine of necessity. But if you 
exercise reasonable care, the chances of you every ending up 
in court is pretty small.
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Tactical paramedic classes are widely available, as are 
Wilderness EMT classes: both are great places to learn 
some of this stuff, and cover different things. (This is a 
Wilderness EMT field exercise on the side of Cairn 
Gorm in Scotland.)
(Photo by Keith Conover. Used with permission. All 
rights reserved.)

Wilderness EMT ClassWilderness EMT Class

The WEMT’s version of a field hospital. 
(Photo by Keith Conover. Used with permission. All 
rights reserved.)



conovers.org/ftp

(Photo by Keith Conover. Used with permission. All rights 
reserved.)
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Disclosure: I live in and do EMS in Pennsylvania. Prior to 
Pennsylvania’s new EMS act in 2009, EMS could only be 
lawfully done in or near an ambulance. After years of work, 
in 2009, we got a new EMS law passed which allowed EMS 
to be delivered away from an ambulance. The new categories 
of Mass Gathering EMS, Tactical EMS, Wilderness EMS, 
and Disaster EMS, were now lawful. The last three – tactical, 
wilderness and disaster EMS – were the focus of a series of 
workshops by the Department of Homeland Security, also in 
2009. DHS realized the similarities between the wilderness 
EMS done by its US Coast Guard, the tactical EMS done by 
its Secret Service and other law enforcement agencies, and 
the disaster EMS done by FEMA response teams. DHS 

wanted to set up training and protocols that were the same 
across all three, and coined the term “Austere EMS.” I should 
also note that in Pennsylvania, we still don’t have regulations 
and training and credentialing programs for Austere EMS. 
We’re workin’ onit. In the words of Rodney Dangerfield, 
Austere EMS don’t get no respect.


