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t's 1941, and you count yourself
among the 4,000 patrolmen who
are registered with one of 180
patrols that make up the National
Ski Patrol System. (Or, if youre a

woman, 1941 marks the year you're

officially welcomed into the three-year-old patrol
organization.) An executive committee with NSP founder
Charles “Minnie” Dole at the helm has recently published
The National Ski Patrol System Manual, a groundbreaking
educational guide that sets out to “bring to the skiing public
bona fide evidence of the country-wide efforts of the Patrol
System being made in their behalf”

Chief among those benevolent efforts is a push to ensure
that members of registered patrols are well qualified to tend to
injuries among an ever-growing ski population. By way of train-
ing, you have attended a 20-hour American Red Cross (ARC)
standard first aid course and a 10-hour AR C Advanced Course
with Winter Supplement, also known as Ski Safety and First Aid.
And, as stipulated in the manual, your patrol leader 1s required to
conduct review sessions for first aid training at least once a year.

Having read the manual, attended the requisite courses, and
excelled in the most recent review session, youre now on the
hill, ready for anything. And soon enough, you're called into
action by a skier who has slogged a great distance through
ungroomed snow to track you down and report that his skiing
companion has hurt his leg in a fall. To save time, you opt to
climb upslope rather than head down to the area’s rope tow,
finally arriving some 30 minutes later to find a skier who has
probably broken his lower leg. You take oft your jacket and
cover the patient with it to keep him warm. From your duck
cloth first aid belt you select four triangular bandages, one
6-inch wooden dowel, and 4 feet of cod line so that—true
to your standard of training—you can apply a traction splint
fashioned out of your ski poles.

After applying the splint, you send two bystanders off in
search of some means to get the patient off the hill, perhaps
in a recreational toboggan.You ask another bystander to head
down the hill and see if he can arrange for someone to meet
you at the bottom with a borrowed station wagon or flatbed
truck to transport the skier to a local doctor.

Once your fellow skiers arrive with a toboggan, you and
the man who'd summoned you to the scene slide the victim
over onto it. You rest the person’s head atop the large, curved
front end of the toboggan and tie him down with a few cravats,
one of which, as suggested by the new manual, you've been
wearing as a neckerchief to save space in your first aid belt.
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Introduction

On fundraising: “Beautiful girl skiers are the best
—The National Ski Patrol System Manual, 1941

solicitors!!!”

With the patient resting in the toboggan, you desend
the slope, bending down and reaching back between your
legs to hold the front of the toboggan while you ski. As you
make your way off the hill, you wonder what local physician
might be available and hope that those bystanders were able
to locate an appropriate transport vehicle. Its the rare patrol
that benefits from having access to a local ambulance service,
and even then the drivers are generally not trained in first
aid. The Emergency Medical Services (EMS) system will not
exist for another 25 years.

Okay, let’s fast-forward to 2006.You are now one of more
than 26,000 NSP members who perform patrol services on

behalf of some 560 snowsports areas throughout the United

States. (And some of your peers serve ski clubs in Europe and
Asia.) The friend of a skier who has injured her leg while
skiing on intermediate terrain just below the Six Shooter lift
alerts the patrol by means of an onslope patrol phone.

From your post at patrol headquarters you are dispatched
by radio to respond to the incident. You click into the latest
in shaped skis (or perhaps a snowboard) and head down to the
incident on a groomed trail with a stocked toboggan you’ve
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retrieved from a nearby equipment cache. When you arrive
on scene you find an injured skier and several bystanders.
You quickly perform your ABCs and a rapid body survey,and
after you surmise that the patient may have a fractured tibia you
go to the toboggan for a blanket and quick splint. After radio-
ing for assistance and BLS transport, you obtain a SAMPLE
history from the patient. Next, you interview the bystanders

‘“...the patrol should keep a list of local owners of station-
wagon type automobiles or delivery trucks that can be
pressed into voluntary or semi-voluntary service.”

—The National Ski Patrol System Manual, 1941

to help determine how the injury occurred, and get names of
family members who need to be contacted. With the help of
two patrol colleagues who arrived at the scene while you were
finishing up the SAMPLE history, you apply the splint, check
the patient’s circulation, motion, and sensation, and quickly
transport her to the aid room at the base of the mountain.

SCOTT D.W. SMITH
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“A first-aid toboggan can be made of corrugated roofing
iron reinforced on the side by 2" x 2'" wooden rails. Such
toboggans cost in the neighborhood of $4.00.

—The National Ski Patrol System Manual, 1941

In the aid room, a more detailed physical exam is per-
formed and the patient’s vital signs are reassessed. She is fitted
with a disposable cardboard splint for the 10-minute ambu-
lance ride to the hospital and family members are told where
she’ll be taken. All pertinent information on the patient and
incident is relayed to the waiting EMS crew, and the patient
is soon on her way to the hospital.

So, if you were to put yourself in the boots of both the care
provider and the injured skier, would you prefer that emergency
care was handled “the old way” or would you favor the “new-
fangled” care that is the current standard within the outdoor
recreation environment? The choice seems clear. To further
comprehend how innovation has driven progress within outdoor
emergency care take a moment to look at the accompanying
table and reflect on how non-urban care has evolved.

When comparing the two injury scenes described previ-
ously, the differences in the standard of training and level of care
provided to the injured person are quite obvious. We've come
a long way in 65 years! Again, imagine yourself as the fallen
skier in both of the previous scenarios. In each one, you would
have received the best care available at the time, administered by
rescuers trained specifically for the situation at hand. You would
have been transported to receive further medical care, but, in the
1941 scenario, that might have consisted merely of seeing the
local country doctor.

In the late 1960s, a nationwide EMS system started to

continued

Then and Now

1941

2006

Communication Word of mouth

Transportation Skis and wooden toboggan

Education
and Training

The National Ski Patrol System Manual,
30 hours of ARC coursework

Ski Technology

Leather, laces, and wood

Splinting Ski poles, rope, and cravats

Radio, onslope phone, and cell phone

Fiberglass two- or four-handled toboggan, ambulance, helicopter

Outdoor Emergency Care manual, On Scene: The Journal

of Outdoor Emergency Care, Ski Patrol Magazine, Approximately
120 hours of Outdoor Emergency Care coursework; plus annual
refresher, on-hill, and independent CPR training

Polymers and fiberglass
Rigid fixation splints (including quick; cardboard; wire; ladder;

and metal splints) and traction splints (including Thomas;
Sager; and Hare splints; and Kendrick Traction Device
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Rapid Body Survey: A quick, hands-on, clothes-on examination
of the entire body during the initial assessment; designed to
be performed on site before reaching shelter”

—0EC fourth edition

swelling (DCAP-BTLS). In addition, you should then quickly
assess and compare the extremities for distal circulation,
motor function, and sensation (CMS). As always, the thoracic
and lumbar regions of the spine of an unresponsive or criti-
cally injured patient are assessed while rolling the patient onto
a backboard.

Any significant problems found during the rapid body
survey should be addressed immediately before continuing.
These “critical interventions” may be as varied as the injuries
you encounter. The critical interventions of airway mainte-
nance, breathing restoration, and CPR/AED are addressed in
your initial assessment. Examples of other critical interven-
tions include cervical-spine immobilization, control of major
bleeding, stabilization of a penetrating object (e.g., a stick or a
ski pole), treatment of a sucking chest wound or an abdominal
evisceration, or assisting your patient with the administration of
epinephrine by means of an EpiPen in the case of anaphylac-
tic shock. Remember, the rapid body survey is a single com-
ponent of the assessment process, and only provides you with
part of the information you need in order to provide care.

Hypothermia and Cold
Injury Management

Hypothermia, clinically defined as a core body temperature
below 95°F is one of the oldest maladies known to man and
one that continues to plague us. According to Dr. Liubov
Ben-Noun, of Israel’s Ben-Gurion University of the Negev,
the earliest description of a person aftected by hypothermia
may be the biblical story of King David who “was old and
stricken in years, and they covered him with clothes, but he
gained no warmth.” (The course of treatment—having a young
virgin lay with him—apparently didn’t work, and whether from
hypothermia or other contributory causes he died at age 70. Dr.
Ben-Noun attributes David’s hypothermia not to environmen-
tal factors but to old age and immobility brought on by possible
kidney or prostate cancer.)

Environmental factors did play a role in other histori-
cal accounts of hypothermia. As recounted in Wilderness
Medicine (edited by Paul S. Auerbach), Carthaginian legion-
naire Hannibal lost nearly half of his 46,000 troops to the cold
when crossing the Italian Alps in 218 BC. And in 1812, when
Napoleon Bonaparte lost thousands of soldiers to the harsh
Russian winter, his chief surgeon Baron Larrey reported that
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those stricken soldiers who were placed closest to the camp-

fire “mysteriously died,” whereas many who survived had
saved themselves by crawling inside the still-warm carcasses of
dead horses. Cold injuries have also wreaked havoc in many
other military campaigns, including both World Wars.

While almost every ski patroller, river guide, or moun-
taineer 1s well aware of the dangers of cold injury and how
to minimize the chance of becoming a victim, hypothermia
continues to claim many lives every year. At greatest risk are
the urban poor, the very young, the very old and, some sug-
gest, young male outdoor enthusiasts (who tend to take more
risks in their pursuit of adventure). Thus it behooves rescuers
to review the signs, symptoms, and treatment for cold-related
injuries on a regular basis.

As mentioned, hypothermia is characterized by a drop in
core body temperature below 95°F Risk factors for this con-
dition include age, exposure, excess consumption of alcohol,
exhaustion, inadequate nutrition, and inadequate housing or
heating. Treatment is dictated by the severity of the condition.
‘While rectal temperature readings can definitively determine
the level of hypothermia, a simple visual observation can vir-
tually establish the seriousness of the malady in any setting.

Hypothermia is essentially classified as mild or severe by
the presence or absence of shivering. A patient with mild hypo-
thermia (i.e., a core body temperature of 90°F-95°F) will be
shivering, but does not suffer from a marked decrease in the
level of responsiveness and is still able to speak and ambulate,
albeit perhaps with slurred words or a drunken-like gait. In
severe hypothermia, marked by a core temperature 90°F and
below, the patient no longer shivers. Moreover, he or she
exhibits a marked decrease in the level of responsiveness or

REFRESHER STUDY GUIDE | 17 | ON SCENE SUMMER 2006

SCOTT D.W. SMITH



CYCLE

is unresponsive. It is important to differentiate between the
two types of hypothermia because the treatments for each are
quite different, and as Baron Larrey learned, improper field
treatment of severe hypothermia is quite often fatal.

WHAT CAN YOU AS AN OEC PROVIDER DO?
Mild hypothermia is treated with rapid field rewarming. The
patient should be removed from the cold environment and
rewarmed as quickly as possibly by whatever safe means rescuers
can employ. This might include the use of an electric heater and
blankets, placing the patient in a warmed sleeping bag with hot
water bottles or heat packs, building a shelter and a fire, and/or
serving up plenty of hot food and drink. Most mildly hypother-
mic patients recover quickly without further ill effects, and rarely
have to be transported to a medical facility.

The care of a patient with severe hypothermia is a bit trick-
ier—largely because the physiological responses to hypothermia
mimic many of those seen in shock.The human body needs two
basic components to survive—oxygen and glucose—plus the
ability to rid cells of waste. As the body temperature drops, the
need for oxygen increases. The response of the body to conserve
heat (e.g., shivering and shunting blood inward to the core)
rapidly burns off glucose and oxygen stores. The body’s reserves
become diminished, waste products build up, and the normal
internal chemical balance is disrupted. As body systems begin
to fail secondary to acid changes in the blood, the heart and its
conduction system grow increasingly susceptible to dangerous
arrhythmias—most notably ventricular fibrillation and ventricu-
lar tachycardia, both of which can rapidly deteriorate into asys-
tole and cause death. This is why a severely hypothermic patient
who is warmed too rapidly, handled too roughly, or warmed
without the ability to stabilize an unstable heart is at great risk.

Unlike the emergency care for mild hypothermia, severe
hypothermic patients should be warmed slowly and caretully.
Most sources suggest that, at best, severely hypothermic patients
should be stabilized in the field (to avoid further heat loss), extri-
cated gently but quickly, packaged for transport with insulated
heat sources placed in the armpits and groin and against the
trunk, and rapidly sent to a hospital for rewarming. Air transpor-
tation is recommended instead of rough ground evacuation, and,
when used, the helicopter lifts should be vertical not horizontal
to avoid further stress on the acidotic heart.

In the long run, as every trained wilderness enthusiast knows,
the best “cure” for hypothermia is preventing its occurrence in
the first place.

ASK YOURSELF
1. What general populations are more susceptible to
hypothermia?
2. How can I, as a rescuer, best prevent becoming hypothermic
while working?
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3. What warm-weather situations lend themselves to causing
hypothermia?

FOR MORE INFORMATION
To review your knowledge of hypothermia, read Chapter 15
of OEC fourth edition. Also go to www.OECzone.com and
click on the link to Chapter 15 in the Online Outlook sec-
tion. Or, check out the video on hypothermia from the NSP’s
Lending Library.

Injuries to the Abdomen
and Genitalia

Because they happen rarely, are often hard to pinpoint, and can

be difficult to talk about, abdominal and genital injuries are among

the most intimidating incidents emergency care providers may

encounter. But don’t despair; a little refresher help is here!
Always remember, the first priority with all patients is to

ensure their ABCs and then survey for any other immediate

care issues. When an OEC provider performs the rapid body

survey and locates an abdominal or genital injury of concern,

it’s time to answer some key questions:

1. Is the injury open or closed (e.g., blunt trauma, a
penetrating wound, an abdominal evisceration)?

2. What is the extent of damage?

3. What was the mechanism of injury?

4. Is the patient showing signs of shock?
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Pelvis fracture
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It is also important to immediately start a baseline on the
patient’s vital signs as soon as you suspect an abdominal or
genital injury. This information will assist subsequent medical
care providers if the patient’s vitals change as time progresses.

Because these injuries may be difficult or impossible to see,
it is always wise to presume the worst and arrange for immedi-
ate transport of such patients to advanced medical care. One
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Abdominal/

Genitourinary Injuries

Types

Open/Closed

Blunt

Penetrating

Eviscerated

Signs

Tachycardia Distended Abdomen

Shock Altered vitals:

Guarding * Pulse and respirations
Entry/Exit wound  Blood pressure

Vomiting e Shallow respirations

Bruises

Evaluate

Assess, noting DCAP-BTLS:

¢ Deformity * Contusions * Abrasions
* Penetration * Burns * Tenderness
* Lacerations * Swelling

Aid
Never remove impaled objects

Dress open wounds

Log roll into a supine position on a backboard
Protect spine

Watch for vomiting

Monitor vitals

Watch for shock

With shock, administer high-flow oxygen (10-15 Ipm)
Provide prompt transport

of the most commonly noted symptoms is pain, and the most
frequent sign is the patient’s desire to remain still, often with
the knees bent and drawn up toward the core of the body.
The patient may also complain of nausea. Often the signs of
abdominal injury can be more easily observed than the symp-
toms identifying the injury.

GENITOURINARY INJURIES

The genitourinary system contains both the reproductive
organs and the waste discharge system. Injuries to the kidneys
rarely occur alone because they are well protected. An injury
to one or both most often occurs in conjunction with other
trauma to the body. But be aware, kidney injury isn’t always
obvious. Signs of shock or blood in the urine may be the only
early indicators of a kidney injury.

A pelvis fracture, blunt trauma, or a penetrating injury
can all cause a ruptured bladder. A sign might be a clothing
stain on the underwear or blood at the urethral opening.
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Urine from the ruptured bladder spills into the surrounding
abdominal cavity. For both kidney and bladder injuries, treat
for shock, monitor vitals, and transport as soon as possible.

Injuries to the external genitalia (male: penis, scrotum,
urethra; female: vulva, clitoris, labia) tend to be very painful
and bleed profusely, but are rarely life-threatening. Cover such
wounds with a sterile, moist compress dressing, use direct
pressure if necessary, and transport. Applying ice to injuries to
the scrotum may also be helpful in relieving swelling and pain.
The urgency of transport for these patients depends upon the
severity of associated injuries, shock, the amount of blood
loss, and the level of pain being experienced.

Internal injuries to the female genitalia (uterus, ovaries,
and fallopian tubes) are rare because they are well protected
by the pelvic cavity. An exception to this is the uterus dur-
ing advanced stages of pregnancy when it grows beyond the
pelvic rim. The uterus is then enriched with blood. Watch
carefully for signs of shock and provide immediate transport.
Advanced-stage pregnant patients should be transported on
their left side (instead of supine), thereby avoiding additional
pressure on the vena cava by the uterus. Backboarded patients,
once secured, can be tilted slightly to the left.

WHAT CAN YOU AS AN OEC PROVIDER DO?
Provide reassurance and comfort since these types of

+

injuries are often painful and/or embarrassing.
Apply moist, sterile compresses.

Apply direct pressure to control bleeding.
Never remove impaled objects.

Never place anything in the vaginal opening.

+ + + + +

Try to save any avulsed part, sending it to the hospital
with the patient.
Save any voided urine, sending it to the hospital with

+

the patient.

ASK YOURSELF

1. What is the most common symptom noted by abdomi-
nal patients?

2. What are four signs commonly seen in abdominal injury
patients?

3. How would you prioritize care for an abdominal injury
patient?
Is a genital injury typically life-threatening?

5. How would you prioritize care for a genitourinary
injury patient?

FOR MORE INFORMATION
For a complete review of injuries to the abdomen and genitalia,
please refer to Chapter 23 of OEC fourth edition. Also go to
www.OECzone.com and click on the link to Chapter 23 in
the Online Outlook section.
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Mechanism of Injury Exercise

The following “Facts in Four” exercise can help boost your
confidence in recognizing injuries and their related mechanisms
of injury (MOI). For each of the following descriptions, provide
four possible MOIs or ways in which the patient might have
come to rest in that position or location. Use your imagination
and write down your first impression. Then follow that with
three other MOls.

Snowboarder sitting up cradling right arm
MOI #1 (first impression):
MOI #2:
MOI #3:
MOI #4:

Skier lying prone on flat, snow-covered area under a chairlift
MOI #1 (first impression):
MOI #2:
MOI #3:

MOI #4:

So that the OEC Refresher Committee
can refine and enhance the refresher
experience, attendees are asked to offer
their feedback at the conclusion of the

event. Thanks to all who take the time

“We had time to talk to fellow patrollers
we have not seen since spring. Oh, and

the lunch was great!”

“Make it so that I can demonstrate my
skills and go home. Get to the point and

get it done!”

“When it’s more hands-on, with fewer
lectures—especially no lectures at the end
of the day when I'm tired. A lot less talk
and a lot more action.”

“I don’t understand all the politics. This
is our OEC refresher, so let’s talk about

backboards and quick splints and practice

our skills.”

Skier with both skis on, lying supine and unresponsive at
the base of a steep face
MOI #1 (first impression):
MOI #2:

MOI #3:

MOI #4:

Skier lying on his right side below a tree
MOI #1 (first impression):
MOI #2:
MOI #3:
MOI #4:

Nordic skier lying in fetal position in the middle of a
beginner’s trail

MOI #1 (first impression):
MOI #2:

MOI #3:

MOI #4:

Man On The Street

to fill out and submit the annual feedback form.

In addition to gleaning information from feedback forms,
we sent intrepid OEC Refresher Committee member Thom
Rabaglia “out on the street” last year to seek responses to the
question of “What makes for a great refresher?”

“Realism. We had Girl Scouts as patients.
They had a good time and it added to
the realism for us; we see a lot of middle
school kids on Thursday nights.”

“It’s really great when the scenarios are
realistic—bones and blood with real

patients and working equipment to use.”

“As an OEC instructor, I love to see

everyone with a positive attitude, happy

to be there and willing to participate.”

The above quotes are paraphrased from actual feedback; they may not represent
the views of the NSP members pictured. We would like to thank these members
for playing along.
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OEC REFRESHER

Completion Acknowledgment

(Designed for use by visiting OEC technicians)
Have this form signed by the instructor of record at the refresher and return it to your NSP patrol representative, patrol director, or
group leader to verify that you have attended and successfully completed all requirements for the 2006 refresher. Please print.
OEC Technician Name
NSP or OEC ID #
Ski Patrol/Aftiliate Group Registered With
Refresher Location and Date

Name of OEC Instructor of Record

Signature of OEC Instructor of Record

CYCLE 2006

OEC REFRESHER

Supplemental Roster Information

(Designed for use by visiting OEC technicians)
After completing the refresher, fill out this form and submit it to the instructor of record. This will help the instructor document
your completion of this year’s OEC refresher requirements for the national office. Please print.
OEC Technician Name
NSP or OEC ID #
Address
City State Zip
E-mail Address
Ski Patrol/Aftiliate Group Registered With

Refresher Location and Date

OEC Instructor of Record
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OEC Refresher Committee Mission Statement

he mission of the OEC Refresher Committee is to provide assistance to all members and affiliate organizations, so that

they may effectively review Outdoor Emergency Care content and skills each year and render competent emergency care

to the public they serve.

OEC REFRESHER
COMMITTEE

John Dobson
Wintergreen Patrol
Route 1, Box 525
Roseland, VA 22967
(434) 325-1024

jdobson4@aol.com

Nancy Pitstick

Brighton Patrol

1579 E. Parkridge Drive
Salt Lake City, UT 84121
(801) 943-7609
npit@sisna.com

Cathy Setzer

Boyce Park Patrol

36 Northgait Drive
Slippery Rock, PA 16057
(724) 458-5451

cvsetzer@zoominternet.net

Thomas Rabaglia

Devils Head and Cascade Patrols
W. 10990 Lakeview Drive

Lodi, WI 53555

(608) 592-7397
thomas.rabaglia@dot.state.wi.us

Bob Morris

Schweitzer Mountain Pro Patrol
325231 North Hwy 2

Newport, WA 99156

(509) 447-0306

rom@potc.net

Jennifer Bryan

Sky Tavern Ski Patrol
173 Nottingham Court
Reno, NV 89511

(775) 849-3370
jennifer@synergytec.com

Brigitte Schran

Summit at Snoqualmie
Central Patrol

21704 141st Avenue S.W.
Vashon Island, WA 98070
(206) 463-3447
rowyn@blarg.net

Greg Bala

Kelly Canyon Ski Patrol
2857 W Meadow Lark Ln
Idaho Falls, ID 83402-5301
(208) 522-2710
bala@srv.net

DIVISION OEC
SUPERVISORS

Alaska Division

Paul Brooks

PO. Box 111252
Anchorage, AK 99511-1252
(907) 346-2938
pbrooks@aerometric-ak.com

Central Division

Deb Endly

2300 Overlook Dr.
Bloomington, MN 55431
(952) 884-8126
ezcompany2@msn.com

]

Ed Humphrey

315 Center St.

RO. Box 143
Miamiville, OH 45147
(513) 831-0344
nsp@edhumphrey.com

Henry F. Herlick

9811 Big Pine St.

RO. Box 555

Atlanta, Ml 49709
(989) 785-6609
hfherlick@netscape.net

Eastern Division

William J. Devarney

120 Lincoln St

Northboro, MA 01532-1741
(508) 335-9354
wdevarney@verizon.net

European Division

Terry L. Petze
(interim supervisor)
HQ USEUCOM

CMR 480 BOX 89
APO, AE 09128

(011) 497-11733806
terrypetze@t-online.de

Far West Division

Keith Tatsukawa

587 N. Ventu Park Road, #E-8
Newbury Park, CA 91320
(310) 980-7716
brainfxr@earthlink.net

OEC

O0UTDOOR
EMERGENCY
CARE

www.0ECzone.com
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Intermountain Division

Tony Brown

1970 Sunflower Cir
Ammon, ID 83406-6732
(208) 522-4178
downtowntbrown@mac.com

Northern Division

Bill Cathey

408 Tyler Way

Lolo, MT 59847-8729
(406) 273-3602
bill@missoulasaws.com

Pacific Northwest Division

Jim Benton

19320 58th PI. NE
Kenmore, WA 98028-3146
(425) 483-3567
nsp7309@hotmail.com

Professional Division
education@nsp.org

Rocky Mountain Division

Ann Gassman

1038 Ptarmigan Run
Loveland, CO 80538
(970) 667-8814
ann_gassman@yahoo.com

Southern Division

Leslie C. Carter

RO. Box 180

North Garden, VA 22959-0180
(434) 295-4463
cartrplmbg@aol.com

Affiliates
education@nsp.org
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OEC REFRESHER

Feedback Form

Please fill out and return this form to the instructor of record before you leave this refresher. Please print.

Name (optional): Your Patrol/Aftiliate Group:

Division: # of years patrolling: EMT or Paramedic? Nurse or M.D.?

Do you feel your skills were adequately refreshed? Were the presentation tools effectively utilized, e.g., posters,
Rapid body survey Yes No videos, overheads, PowerPoint?

Responsive trauma assessment Yes No Up-to-date and accurate Yes No
Spinal immobilization Yes No Enhanced my learning Yes No
02 administration/airway adjuncts Yes No Positive addition to presentation Yes No
Standing backboard application Yes No Well implemented by instructor Yes No
Traction splinting Yes No Comments:

Log roll technique Yes No

Helmet removal Yes No

Comments:

Refresher Study Guide:

Helped me prepare _ Yes _ No
Organized logically _ Yes ____No
‘Was adequate equipment available, in good repair, and Enhanced my understanding — T N
functioning? Did it help you meet station objectives? Contained pertinent information —Yes — No
0, equipment _ Yes __No OEC 4th edition references useful  Yes _ No
Intubation manikin and airways _ Yes _ No Comments:
Traction splint(s) _ Yes _ No
Backhoard/straps/CID _ Yes _ No
Helmets _ Yes _ No
Comments: On Scene magazine:
Articles were relevant/helpful _ Yes __ No
Arrived in time to use _ Yes __ No
Enhanced my preparation _ Yes __No
Comments:

Was the OEC refresher well organized?

Efficient refresher flow Yes No

Started and finished on schedule Yes No

Adequate facility Ve — No Describe or identify the most helpful, innovative,
Instructors prepared Yes No or relevant presentation at this refresher.

Dedicated to OEC Yes No

Comments:
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