



[image: frn_fig_001]












BASIC ILLUSTRATED 
Wilderness First Aid












Help Us Keep This Guide Up to Date


Every eﬀort has been made by the author and editors to make this guide as accurate and useful as possible. However, many things can change after a guide is published—regulations change, facilities come under new management, and so forth.


We would love to hear from you concerning your experiences with this guide and how you feel it could be improved and kept up to date. While we may not be able to respond to all comments and suggestions, we’ll take them to heart, and we’ll also make certain to share them with the author. Please send your comments and suggestions to 64 South Main Street, Essex, CT 06426.


Thanks for your input!
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Foreword


Since the1960s first aid has been taught in the wilderness, but wilderness medicine and wilderness first aid were first introduced in 1975 by James Wilkerson, M.D., in his book Medicine for Mountaineering, which primarily included academic discussions by a variety of authors about various aspects of high-altitude medicine. In 1979, the first book specifically designed for the outdoor layperson was written by my coauthor, William W. Forgey, M.D., and published as Wilderness Medicine—Beyond First Aid. It has been in continuous print since that date and is currently in its seventh edition. Dr. Forgey was editor of the Wilderness Medical Society third, fourth, and fifth editions of their Practice Guidelines for Prehospital Wilderness Care and was the Task Force Chairman of the Boy Scouts of America (Scouting America) Wilderness First Aid Curriculum published in 2014 and 2017.


It is my great pleasure to have worked with Dr. Forgey on a number of international medical service projects and now to have prepared with him this latest edition of the Basic Illustrated Wilderness First Aid.


—Lorenzo Marcolongo, M.D., CTH®











Introduction


Virtually every method of handling injury and illness in the wilderness is different from what you would expect in an urban environment. The remoteness from “civilization,” the lack of readily available medical assistance, and the difficulty of having to handle serious injuries on your own—often for many hours—can be daunting if you are not prepared. Thus, a book on first aid in the wilderness is much more than a standard first-aid text. It can help ready you to meet the challenges of stabilizing injuries in remote wilderness areas.


While standard first-aid classes can provide a good basic introduction to helping injured individuals, the special techniques described in this book are taught in wilderness first-aid classes. This book follows the latest (2017) Scouting America Wilderness First Aid Curriculum and Doctrine. If you haven’t already taken a CPR course, it is also a good idea to do so. Classes can be obtained through your local American Red Cross chapter. Check to see if the Wilderness First Aid course you plan to take follows the BSA curriculum. Both the curriculum and scenarios that can be used in teaching the curriculum can be found at https://www.scouting.org/health-and-safety/wilderness-fa/. It is also outlined in Appendix A of this book. All of the content of this book follows the Scouting America Wilderness First Aid Doctrine.


Terms Used in This Book


Terms “evacuate—go slow” or “evacuate rapidly—go fast” are used to describe the urgency of evacuation if it is indicated. Appendix B lists specific evacuation guidelines.


For More Information


A further discussion of the techniques of handling wilderness-related injuries and illness—particularly prolonged care when evacuation or rescue may not be an option—can be found in my book Wilderness Medicine, Seventh Edition (2017). Another excellent book on the assessment and transport of the patient for evacuation is Wilderness First Responder (2022) by Buck Tilton. Appendix B contains links to references with information on recently published Wilderness Medical Society Practice Guidelines (through 2024, see www.wms.org) and various Tactical Combat Casualty Care updates, which are also frequently summarized in the Wilderness Medical Society website article.












CHAPTER 1


Initial Survey


Many years ago, it was recognized that responding to an accident should involve a series of well-planned steps. Originally referred to as the “primary survey” or “initial assessment,” most recently, the Scouting America WFA Task Force has decided the term should be called “initial survey.” The second phase had been called the “secondary survey” and is now referred to as the “focused assessment.”


These changes in terms serve a specific purpose: to emphasize the importance of activities that go beyond the patient to evaluating and managing risk to others, providing leadership to a group that might be involved in the emergency, and assisting in evacuating the patient as well as providing immediately required life-saving care and appropriately managing the patient afterward until safely returned to civilization and, if necessary, professional medical care.


Secure the Scene


On reaching an accident victim, the first duty in an urban environment is to activate the emergency medical services by calling 911. Afterward, the initial care consists of an urgent, simultaneous attempt to examine the patient and correct life-threatening injuries relating to breathing, heartbeat, and blood loss, while at the same time protecting the victim from a possible spine injury.


In the wilderness, however, before assessing the patient, you must assess the scene! Make sure that it is safe and that falling rock, floods, or other dangers will not hurt you or others. If the area is dangerous, you will have to immediately remove the patient to a safer location and keep other persons away from the scene to prevent them from getting hurt. Accidents tend to multiply! Some dangers are difficult to see or might be delayed in onset. For example, while treating a sprained knee, don’t fail to notice if other members of your party are becoming cold from inactivity and thus at risk for hypothermia.


BSI—Establish body substance isolation. This is a rule to protect ourselves from possible infection from a patient by putting on non-latex gloves and eye protection.
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FIGURE 1


An improvised stretcher for moving an accident victim to a safer location.


PHOTO: DR. SHANI TAN, SINGAPORE


Determine the MOI—the “mechanism of injury.” As a doctor, it is important for me to know when you sprained your ankle, for example, if it happened when you stepped into a hole or if you stepped onto a rock. When you report the MOI, it enables the rescuers or medical professional to guess the extent of the injury. Falling from 1 foot or 10 feet is a big diﬀerence.


The first step in an emergency is to control the scene; the next is to control the patient. By this we mean to prevent them from hurting themselves further. We comfort them, gather information (such as their name), and we do all of this while we are performing the life-saving initial assessment—the initial assessment ABCDE method (see Appendix A, Lesson 1).


Airway


After evaluating the scene, the next step is to find out whether or not the victim is having difficulty breathing.


Check the airway: If the victim can talk, his airway is functioning. In an unconscious patient, place your ear next to his nose/mouth and your hand on his chest and look, listen, and feel for air movement.


No air movement: Check to see if the tongue is blocking the airway by pushing down on the forehead while lifting the chin. In case of possible neck injury, the airway can be opened without movement of the neck by lifting the jaw.


Still no air movement: Pinch his nose and seal your mouth over his; try to force air into his lungs. Very lightweight, disposable cardiopulmonary resuscitation (CPR) masks are available that provide sanitary protection.


Still no air movement: Perform the Heimlich or abdominal thrust maneuver (see Chapter 4). Once you are able to establish air movement, continue CPR until the victim can breathe on his own.




Circulation


Check circulation by placing several of your fingertips lightly into the hollow below the angle of the patient’s jaw to feel for a pulse.


No pulse: Start CPR (see Chapter 5).


Severe Bleeding


Check quickly for severe blood loss. Check visually and with your hands. Slide your hand under the victim to ensure that blood is not leaking into the ground and check inside bulky garments for hidden blood loss.


Severe bleeding: Use direct pressure or a tourniquet (see Chapter 7).


If the patient is unconscious or had an accident such as a fall or significant blow to the head, be careful to keep their head and neck as still as possible.


Neck


During the initial survey keep the patient’s head and neck as still as possible if you suspect a neck injury. Your suspicions should be high if the patient is unconscious or had an accident, such as a fall or significant blow to the head. For management of cervical spine injuries, see Chapter 10.











CHAPTER 2


Focused Survey


While the purpose of the initial survey is to hastily find and correct life-threatening conditions, the focused survey is an attempt to identify all the medical problems that the patient might have. This requires a thorough examination, because sometimes an obvious injury can be distracting. A broken bone may prevent both you and the victim from noticing a less painful but potentially more serious injury elsewhere.


The only way to perform a focused survey is to do it thoroughly, using both your vision and sense of touch, asking simple questions, and being methodical in the approach. Sense of touch is important. While sliding your hand under the victim, you might find areas of tenderness or considerable blood loss that would otherwise go unnoticed. It is surprising how much blood can be absorbed into snow or sand under a wounded victim and not be noticed until your hand encounters it.


The mission of the focused survey is not only to discover medical problems but also to record and keep track of them during periodic reassessments. The most significant diﬀerence between wilderness first aid and standard urban first aid is that the focused survey must also lead to treatment protocols.


This methodical examination should generally start at the head and work its way to the feet. With children, however, you might want to start with the legs. (Children are sometimes frightened by movement toward their heads.) Generally, starting at the head is best.


Vital Signs


While even accurate measurements of the body’s functions will not indicate what is wrong with a patient, the second and subsequent measurements indicate how the patient is progressing. The severity of the accident will determine how often you should take the vital signs, but certainly close monitoring of the patient should be continued until she is “out of the woods.”


Vital signs consist of several elements:




Level of Responsiveness


Is the patient alert, does the patient respond only to verbal or painful stimulus, or are they unresponsive? Formerly called “level of consciousness” (LOC), the current first-aid term is “level of responsiveness.” The measurement has changed to:




	1.Is the patient awake and oriented? Do they know who they are, where they are, or approximately when and what happened? or


	2.Is the patient awake and disoriented? or


	3.Is the patient unconscious?





Pulse


Check and record rate, rhythm, and quality (thready, normal, or bounding) of pulse. The heart rate (HR) is the number of beats per minute. To shorten the time it takes to measure HR, count for fifteen seconds and multiply the result by four. Normal heart rates are strong and between fifty and one hundred beats per minute.


Respirations


Note the rate, rhythm, and quality (labored, with pain, flaring of nostrils, or noise such as snores, squeaks, gurgles, or gasps). Measure respiratory rate (RR) by counting the number of breaths per minute without indicating to the patient what you are doing as some people will change their rate rather unconsciously when they notice you are checking it. A normal RR is twelve to twenty times per minute, and normal breathing is easy and unlabored without any unusual noises. Record any unusual breathing sounds or eﬀorts.


Skin


Check its color and note whether it is hot or cold and moist or dry.


And, of course, there is a mnemonic for this: SCTM. It stands for noting the skin color, temperature, and moisture. Normal skin is pink in areas such as the inner lips and eyelids, and warm and dry to the touch.


Blood Pressure


This can be taken with a stethoscope and blood pressure cuﬀ or by estimating. If you can feel a pulse in the radial artery at the wrist, the top (systolic) pressure is probably at least 80 mm Hg. If you can only feel the femoral pulse in the groin, the pressure is no lower than 70 mm Hg. When only the carotid pulse in the neck is palpable, the systolic is probably at least 60 mm Hg. Normal systolic blood pressures range from 100 to 125. Low systolic blood pressures with normal pulses (say the seventy to eighty-five beats per minute range) are safe. But an increased pulse rate with a low pressure is an indication of shock.


Medical History


Ask about the patient’s allergies, the medications that she is taking, her medical history, her last food or drink, and about the events that led up to the accident. If she is in pain ask: What provokes it? Does it radiate? How severe is it? What type is it (burning, sharp, dull)? What time did it start? What was the mechanism of injury (MOI)?


Physicians are taught that 80 percent of the diagnosis is obtained through the history, that is to say from subjective questioning rather than objective checking. What we were doing above was objective checking—we were noting physical findings. The medical history is the subjective questioning. While it might seem that checking the person is the most important firstaid event, it really is not. The excellent first aider will know how to take a great medical history.


There are two components to a great medical history: the questions and the notes. The next two acronyms describe these techniques: the SAMPLE questions and the SOAP note.


The SAMPLE Questions


(S) Symptoms: How do you feel?


(A) Allergies: Do you have any allergies?


(M) Medications: Are you taking any medications?


(P) Past Medical History: Are you seeing a doctor for any reason, or have you been treated in the past for a serious condition?


(L) Last Intake and Output: When did you last eat, drink, urinate, defecate?


(E) What Happened: What are the events that lead to the illness or injury?


As long as note-taking does not interfere with patient care, properly recording key medical history and your plan of action is an important part of medical care. Keeping this record is important for both medical care and legal reasons. The proper note is known as a SOAP note, again an acronym that acts as a mnemonic:
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