8-HOUR AFFINITY GROUP MEDIC WORKSHOP CURRICULUM 8/3/03

This training includes 7 hours of class time and an hour’s worth of lunch and breaks, for a total of 8 hours.
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Assembled by The Black Cross Health Collective

Portland, Oregon, 2000-2003

This outline represents the work that many other people besides us have done. An incomplete list would include: Medical Committee for Human Rights, Colorado Street Medics, Northeast Action Medics’ Association, Toronto Medics, Montréal Medics, Central Ohio Medic Association (COMA), Seattle Medic Action Krew (SMAK), the great medics in Ottawa, ResQ, On The Ground, Doc Bloc, Boston Area Liberation Medics (BALM), and the many great individual Canadian and US medics we’ve met over the years. We especially want to thank our allies in Medicine for Activists Seeking Health and Healing (MASHH), and other Portland medics.

INSTRUCTORS’ PREPARATION:

General note: A LOT of time is consumed by instructors chiming in and adding more and more info. We must trust each other to cover the material thoroughly, and carefully consider if our comments or additions are absolutely crucial to the training. Will harm be done if we don’t say our piece? Obviously this is an extreme way of looking at it, but seriously—our additional comments easily add up to an extra half hour, which we simply don’t have.

Terms and formatting used: “Practice” is when we teach them a skill, and then the students practice that one skill until we’re sure they know it. “Scenarios” are when they take a bunch of skills that they’ve already practiced, and perform them under stressful conditions. Stuff in quotes is, well, quotable, bolded stuff is just to make it easier to see what we think are some of the more important points, and italicized text is notes to instructors, like stage directions.
***Aim for taking lunch after ABCs, though obviously do it before if needed.

What to bring to training:

–Food, snacks, and water for ourselves

–throat lozenges, for ourselves and for students who get screaming roles in scenarios

–non-latex gloves, variety of sizes

–paper/clipboard for getting email of students

–fake blood, make up, moulage

–old t-shirts for folks who don't want to get blood on clothes

–visquine (aka, plastic sheeting, to protect floor)

–H2O bottles with squirt tops, unopened, or clean and dedicated only to eyewash (label them as such). alternately, have students bring unopened bottles

–Gum or hard candy (for airway obstruction)

–Signs that says, “6 year old girl” and “8 year old girl”

–Duct tape

–Sharpie

–10 or so fake rescue remedy bottles

–demo herb kit-arnica, skullcap/lavender, rescue remedy, Emergen-C

–any relevant handouts

–scenario cards

–empty beer/liquor bottle for head injury-confused-with-drunk patient  (or could soak their shirt in whiskey (other booze doesn’t reek as much)

–bottles of skullcap/lavender for sale

–Black Cross cards

–Money hat/jar

–videos, visual aids, zines

What to do:

–Set up chairs in a circle

–Set up donation jar, contact list on table

–Stake out a staging area

–Test VCR and cue videos

–Locate bathrooms, exits, space for eyeflushes outside

–Fill empty eyewash water bottles

–Greet people coming in. Maybe one trainer is responsible for this. 

–Pass around duct tape and sharpie and have students make name tags, sign up on contact list, etc. 

Scenario notes:

Please read the following thoroughly before beginning scenarios. It contains lots of information about structuring the scenarios and limiting unwanted chaos, while creating a realistically chaotic environment. It will also help in establishing trainers’ roles throughout the scenarios:

Over the course of the day, we slowly ramp up the stress levels and present patients with varying degrees of injury. This increases the number of opportunities for learning. This means students are practicing basic skills (ABCs, rolling, talking with EMS, etc.), learning triage on the job, and learning to perform basic skills and triage under great pressure, simulating the experience of a demo with mass casualties. 

To heighten the stress, student medics are presented with too many patients for them to deal with as buddy pairs. They have to split up, perform triage, or decide that they just can’t treat everyone. Ask them how they could organize as a group to cover all the patients who need urgent care. Usually someone will figure out that one buddy pair could become triage coordinators.
 There are cards for this to go with each scenario in case they or you decide they should do this.

Instructors’ notes:
· Try and stick to one patient and give feedback about their care. Better to stay with patient for continuity, as medics will move around as needed.

· It is helpful to write feedback down for the debrief, otherwise you will forget details. 

· It can be helpful to have one instructor in charge of moulage, and one who manages the scenario—announces weather changes, police movements, etc. This helps avoid confusion so that multiple instructors don’t give contradictory information. 

· This is not a WFR class, so we give feedback and correct mistakes during scenarios, don’t just watch them “kill” patients. However, keep them working, don’t engage in discussion—that’s for debrief.

· If possible, use a real cell phone and have outside instructor give the number to students to call and give info to “dispatcher.” This forces them to figure out who has a phone, and gets them used to having to calm down and give solid and useful information to EMS. We think this is much more effective than simply miming a phone call.

· debriefs take lots of time, but we think they are important—a lot of information is passed on during them. You might try running both rounds of the scenario back to back and then debriefing both together rather than doing 2 separate debriefs. This will mean that the round 2 medics won’t benefit from learning as much as if there are 2 debriefs, but might make it more “fair” for everyone to have more similar experiences in scenarios….

Introduction: be sure to properly introduce assistants and co-trainers who are not in BC.
Who we are. We are an affinity group. We are not associated with any other group calling itself “Black Cross.” There are lots of other people out there doing really good work; street and forest first aid, long-term health care for activists, and folks working to change the health care system from within.

A bit about hierarchies: We are choosing not to do intros of trainees because we are teaching organizing skills as well as technical skills. Also we don’t give more importance to those of us with higher technical training such as EMTs etc. than to those with organizing or other skills. BC has different levels of skill among us, and there are different levels of skill among you as well. It’s important to know that even if you don’t have much first aid training, you already have skills which are useful—being nice, spreading calm, organizing groups, resolving conflicts, recognizing when you’re in over your head. A friendly, calm, and creative person with lots of water is much more useful on the streets than a neurosurgeon who can’t work with others. 

What we do: First aid and health care at demos and in the activist community, first aid trainings, extended aftercare trainings, pepper spray remedy research, help other affinity groups get started.

Why this class? Highly trained medics can’t be everywhere. But people like you, with some level of training, can be everywhere. You’re the first line of defense. We’re teaching thinking medicine as opposed to protocol medicine—this is patient-driven, requires creativity. Is like wilderness medicine (and is why we have so many WFRs), because if you’re more than an hour from definitive care, it’s considered “wilderness.”

About money: It’s important to us that this class be affordable, so we offer it at a sliding scale of $0-$40. This enables us to pay for supplies, transportation, child-care, etc. Also, we keep it affordable because we encourage you to take the class more than once, as there is a lot of information and it may be difficult to absorb in one day.There is a hat on the table where you can donate if you need to leave early.

About this class: This is an active, hands-on workshop and there will be a lot of touching one another. There also will be fairly intense role playing scenarios, involving fake blood and the like. This might trigger some difficult emotions for people who have witnessed or experienced trauma. Please tell us at the first break if there is anything you know that you don’t want to do or deal with. And if something comes up for you, please feel free to take a break from the training, but we ask that you let us know, and that you take a buddy out with you (could be one of us if we’re available).

Hygiene: Elaborate as needed—ie: forest defense campsor rural folks may need moreinfo here: Please wash your hands regularly with soap and water throughout the training since we’ll be touching each other and possibly sharing supplies.

Time issues: lots to cover in short amount of time, so limit questions to clarifying, especially if we accidentally use acronyms or other unfamiliar lingo. For bigger questions, talk to individuals at end of training or during breaks. We also ask that you keep your socializing to breaks and that you move quickly into or out of groups, stay focused, and respond to us when we ask you to gather round, start or stop a scenario, etc. If your group finishes before others, you can observe others and continue the learning process, otherwise, please respect others who are still working. Be sure to really utilize your breaks to stretch, take walks, chit-chat.

FIRST THINGS FIRST, DO NO HARM, KNOW YOUR LIMITS:

This works best when tag-teamed--alternate trainers, one does underlined sections…

Define LOC: We will be using this term throughout the day, and think it’s worth teaching this one piece of lingo. There are many levels of consciousness between unconscious and fully functioning. It’s important to note if your patient’s LOC is improving, or declining. Some things to consider are: Is the person in a different reality than yours (ie: hallucinating) or in an altered reality (drunk, stoned, hungry, tired, highly stressed). Do they know who and where they are? Can they make decisions that a reasonable person of “sound mind” would make?

To elaborate: The brain is many-layered, like an onion. The outermost, most recently developed parts of the brain handle complicated human interactions. As you peel away layers and get to the center, you find the most primitive parts of the brain which control breathing, eating, basic instincts. The brain is also like a spoiled brat up in the penthouse. It likes the same conditions all the time: the same amount of oxygen, the same body temperature, and the same level of blood sugar. When one of these conditions changes in the brain, the brain thinks it’s in danger and puts itself into survival mode, prioritizing its more primitive functions, the ones needed to sustain life.

So one by one, the brat starts shutting off the lights in the penthouse that it doesn’t need to have on. More complicated processes, like talking politely and calmly with friends, get ditched. When there’s something wrong inside our patient’s body, one of the first signs that we see on the outside is a change in our patient’s behavior, a change in her LOC. For example, we all know that when we don’t eat, we get cranky. We’re getting cranky because the brain senses a drop in blood sugar and goes into a more primitive mode. In more serious circumstances, a change in LOC may be our first indicator of a life-threatening injury. Our patient could be bleeding internally, which we can’t see, but his rapidly changing LOC tells us that something is wrong, even though we don’t know exactly what.

Buddy system: Work with someone you know, stick with that person all day, look out for one another, you’re never alone. Reasons: it’s safer, can debrief together, can share supplies, can watch each other’s LOC, get 2nd opinion. It can sometimes help to have one person doing more interaction with the patient and the other doing more interaction with the crowd. Other times both will need to be hands-on with patient, and you might enlist a bystander to be a liaison with the crowd/police. If you can, it’s best to work with an affinity group.

Know your limits: Try and decide in advance if you want to be on the front lines or hanging back waiting for injured people in retreat; if you’re willing to go into high-risk-for-arrest situations, if you’re willing to risk heavy pepper spray. You can always change your mind in the moment, but it’s nice to have a decision in advance as a reference. You should work with a buddy who has similar needs.

Grounding: Stop. Take a deep breath, exhale down into the earth. Count to five. Say a prayer. Whatever helps you feel present. Some people do this while putting on gloves. Others while walking (never running) to the scene.

Scene survey:

· #of patients, hidden patient?

· mechanism of injury (MOI)

· danger to medics, bystanders, patient.

· A general impression: are you going to need help? Is there anyone nearby that can give you info? Patient’s friend, other witnesses?

Sometimes we must do something to make scene safe—block traffic, talk to cops, tell protesters not to provoke cops nearby, etc.

BSIs: aka universal precautions. Gloves, possibly glasses, and mask. Body fluids carry infectious diseases. To protect your patient from you, to protect you from your patient, and to protect your patients from one another. Don’t assume some patients are “safe.” Assume all patients have blood borne diseases—there are many, and they are increasingly prevalent. Change gloves between patients. If you don’t have gloves, what can you improvise with?
Demonstrate: Safe glove removal and disposal. 

Consent/Refusal: You must have consent in order to practice care.

· Identify yourself by name and as a first aid provider.

· Approach patient at her level, head on, so she doesn’t have to twist her neck to see you. Eye contact is important.

· If patient refuses, follow patient or tell friends/family to try to convince patient and/or watch for red flags. Educating their friends is key.

· Consent is implied with unaccompanied minors, & when unresponsive, or drastically lowered LOC.

Demonstrate & Practice:
Model getting consent. Then have the class pair up with someone next to them and practice asking consent from one another. “Hi, my name’s Ernest. I have basic first aid training. Would you like for me to help you?”

Good Samaritan Law: WARNING: this often inspires lots of questions!  Differs slightly state to state. In Oregon, you can help someone, as long as you provide the care that a reasonable person with your level of training would. Work within the limits of your training and your skill level. Know your limits. 
Be nice:
· Calm is the first care that you provide. Spread calm through your tone of voice. Don’t move quickly.

· Talk to the patient, tell him what you’re doing, even if he’s not conscious.

· Be honest—don’t tell your patient “Everything’s going to be alright” unless you’re sure it is!

· Research has shown that patients are more comfortable when they know that there is someone clearly in control of the situation. It’s important for someone to be in charge—it will add to the calm, and will improve patient’s outcome.

· Never step over the patient.

· Advocate for your patient with EMS and in EDs.

Be conservative with interventions: “Sometimes our nice instincts to offer water and food can actually do harm if there are internal injuries, if they might need to have surgery, or if the patient  cannot feed or water herself (LOC diminished). Remember that we don’t know what’s going on with our patient.” Ask what would make them suspicious, be sure they cover vomiting blood, abdominal or thoracic bruising, might need surgery, blunt trauma to abdomen or kidneys.
Scene control: You are surrounded by a large crowd. Many people want to help. But they will get in the way of the medics. Use the fact that they want to be helpful. Enlist bystanders to make a ring around you, facing outwards. This will give your patient privacy, give the medics space to work in, and the ring can be watching for trouble. Even if you’re not the medic treating this patient, you can assist the medics by arranging this. You have to control the scene and this means telling people what to do, firmly and politely. 

Elaborate at trainer’s discretion:  Remember how we said that patients do better when they know someone is in charge? Practicing first aid is not about consensus. There is a person who needs help and might not be able to wait for you to have a meeting. For some of us it might be really hard to take charge, and so we ask that you use this class as an opportunity to practice that. Your future patients will thank you for it.

Getting help: It’s important to recognize when you have a patient who is beyond your skill level to treat.

When do we need to get help? 

Almost all the time. For example, you have an unresponsive patient who is face down. What do you do? A pt. not breathing, acting funny, etc.?  Default is GET HELP, anytime you’re unsure, and often even when you think you are sure!

Who can you get help from? 

· Bystanders who have cell phones and may have skills. Usually unmarked.

· Other medics, like yourselves, with at least a basic level of training, some with very high level of training, may or may not be identified as medics.

· First aid stations and clinics at large demos. 

· EMS, 911, EDs, sometimes unavailable in “insecure” areas

· Police (many know CPR, are certified first responders, some EMTs). Even though it might be against your principles to get help from police, sometimes our patient may be safer behind police lines than with her affinity group or in your care. Portland police cars carry AEDs for heart patients. 

How can you get help? 

· 911. 

· Ask bystanders, many of whom may know CPR

· Send pairs of runners to find medics in the meantime before the ambulance arrives. 

· Yell for a “medic.” Always be looking out for where medics are in a crowd so that when something happens, you’re already prepared. 
How buddies work together:While medic assesses patient, medic’s buddy should: 

· Call 911

· spread calm, give dispatcher your location, and then pass phone to medic. 

· Enlist bystanders to form a circle around patient and to continue scene survey

· send someone to find more highly trained medics 

· enlist two volunteers who are CPR certified to stand by in case medic decides rescue breathing and/or CPR is necessary.

Demonstration: 2 trainers, 1 unresponsive pt. Demo everything we’ve taught, from grounding to activating EMS.

 “What we want you to focus on in this demonstration are the interactions with the crowd and interactions between medics, not what’s going on with the patient. We’ll teach that stuff later.”

Question/story: What’s wrong with just yelling “We need an ambulance, someone call 911?” One member of BC was in a car accident in the backwoods at age 16, lots of people left (cause they were underage and drinking), and peoplejust  assumed someone was calling, rumours even spread that helicopters were coming in and everyone had to shine flashlights up. After 2 hours, when police finally showed up, they said they had just received a call from a driver who happened to see the scene on the roadside—no one from the party had called. One person died, one was paralyzed from waist down, others had broken bones and were in needless pain for 2 hours too long. It’s not clear if death would have occurred even with rapid transport, paralysis was from moving the person. Always clarify that 911 was called –if you didn’t call them, you don’t know for sure that they were called. Cell phones actually  make this more confusing, although also more convenient.

C-spine: describe physiology of spinal column, explain that  head weighs same as a bowling ball, most people don’t know the anatomy, and so may not get a sense of its fragility. Don’t move seriously injured people. How did the patient get hurt? Ask the patient. Ask friends and bystanders. If patient’s MOI (defineor don’t use lingo) suggests head/neck/back injury, or if MOI is unknown, assume injury and protect patient’s head and spine from movement unless there’s a problem requiring rolling or evacuation. The patient can think she’s OK and yet have a damaged spinal cord. You are not able to “clear a spine,” which means determine that there’s no injury. We will not teach you to do so. We will teach you to protect their spine from movement.

Fun fact: 1/3 of spinal damage occurs post accident due to poor tx or management

Demonstration: Instructor models approaching supine patient with possible MOI for spine—from the front, stabilize neck ASAP, perhaps while getting consent. When asking questions, preface everything with “Don’t move your head….” Once you’ve decided that someone has a possible C spine injury, their head must remain secured until they are handed off to EMS—it’s a final decision that no one else can change. If relevant, can say that if interview reveals no MOI to spine, pt. is free to go.

Question: When would you move someone if they had an MOI for spinal injury? When scene is so unsafe that medic and patient’s life is at risk and you can’t do anything to make it safer (such as block traffic or stop a police charge), or when treatment of the injury requires that we carefully roll them (such as needing to do rescue breathing or stop bleeding on the front part of their body). We will teach rolling later, but even after you learn it, you don’t want to roll patients unless absolutely necessary. Is there any other time to move a patient? NO. Are we able to “clear a spine”? NO. Is the patient able to clear her own spine? NO!

Practice:

Count group off into lions, tigers, bears. Have them stay with the 2 other creatures next to them for this, and explain that in future they’ll work with their same species, ie: “all bears outside”. 

· tell them that scene is in a crowd of 2,000 people in busy downtown. It’s 60 degrees and sunny. 

· have them practice grounding, approach, scene survey, BSIs, consent, etc., all the way through getting help, being nice, and re-evaluating the patient. 

· Demonstrate doing scene control and getting help from imaginary bystanders so they don’t feel silly.

· Patients can make up injuries

· Do it three times. Everyone rotates through the medic, buddy, and patient roles. There is no assessment yet. 

Scenario 1: First things first/do no harm: 

Before dividing up, explain conventions for scenarios. 

· Stay serious, play your injuries fully, if you aren’t sure, look at your card, or ask an instructor.

· try not to repeat same injury as a patient that you treated as a medic—you’ll learn more this way.

· being a patient is a learning experience also.

· we’re going to present you with injuries  that you won’t know how to treat, and that is deliberate on our part. Please don’t feel frustrated or unskilled, as we are trying to mimic a street situation, where you will frequently take care of things with which you’re not familiar. By the end of this training, you will know how to handle a lot of new things, but doing first aid always requires a sense of humility, because you very often simply will not know what is wrong or how to treat it.

· Lions and tigers go outside, bringing everything they have that they would take on a demo. Bears stay behind in classroom.
What we are looking for: Students have to: ground, scene survey, ask consent, put gloves on, ask what happened, make decision about c-spine, control scene and deal with distractions, be nice to the patient, communicate with buddy, get assistance from bystanders and send for help via cell or messenger, pass patient off to arriving medic. Any treatment is extra, as we haven’t taught it. Watch for bad treatment or interventions, esp. with seizure patient! Then go over it in debrief.

Scenario Debrief:

Try to keep it fairly short. DO NOT ask all of these questions, they are just suggestions. Ask questions that can be answered with a raised hand.

· Raise your hand if you remembered to ground, get consent, be nice.

· Raise your hand if you felt like you did the right thing: worked within the bounds of your training, did no harm, got help when needed, provided good care.

· Raise your hand if you had a patient who didn’t respond to treatment or whose condition declined? If time, or need, quickly outline what would’ve happened next.
· Raise your hand if you dealt with distracting friend, or with the helpful protester? (if yes: Did it work?)

· Who refused consent? How did your medics respond?

· Who was assessed more than once?  Assessment is never completed, patients are never static.

· Who received good care?

· Who had a medic that did something particularly nice? What was it, quickly?

· Who can name major problems you identified? correct them if they diagnose, get them focused on what’s observable.
Red flags discussion—asking patients (don’t ask all these either): 

· Who was the hidden patient? How long before you were found?

· Who was the unresponsive patient? Were you rolled? (should not have been) Did anyone deal with your friend?(stealing keys)

· Who had the bloody scalp wound? Did you give consent? If so, why?

· Who had the possible spinal injury? Describe what happened and should have happened.
· Who had the closed head injury? Did your medic assume you were drunk?

· Who was protected from getting wet when the rain started?

Dispatcher give feedback re: calls

Instructors give brief, positive feedback, and general instruction or reminders, answer FAQs that came up. Individual mistakes should have been corrected one-on-one during scenario when possible.

Repeat scenario with tigers and bears going outside. 

2nd Debrief—should take less time

THE ABCS 

The ABCs are a stop and fix protocol. Fix the problem before you move onto the next step. Any fix is temporary and because any ABC problem is life or death, the patient wins a fast trip to the ED even if you seem to have it stabilized.

Demonstrate on another instructor while talking through the following:

Airway Look, listen, and feel for breathing for 15 seconds. If patient isn’t breathing, check airway by looking in mouth for loose teeth, food, vomit, gum, etc. Open airway with jaw thrust.
 If patient is conscious, ask her to open mouth, spit out anything loose, clench jaw.

Breathing. Look, listen, and feel for breathing for 15 seconds. If no breathing, begin rescue breathing, possibly followed by CPR. If breathing, get a sense of rate and quality of breathing. If patient is conscious, ask him to take two deep breaths. If you’re not breathing, you get [90 seconds before you lose consciousness], 3 minutes before death. If they’re breathing, they have a pulse.

Circulation. 

· Check for presence of carotid pulse

· Check for spurting or pooling blood only. Start at head and work towards the knees, skipping lower legs. Remind how to stop bleeding: 

· well-aimed direct pressure and elevation (when elevating, do not hold onto the injury site)

· having patient apply pressure, and thereby be active in her own care

· Can take 20 minutes for normal bleeding to stop. 

· Bleeding wounds that aren’t life-threatening: clean them, don’t close them, get more help. 

· Remember that a little blood goes a long way—there are 6 liters of blood in 155# patient. 

· If patient has rainproof, gore-tex, or leather layers, you must check inside them.

Story: WFR teacher had a student who was skiing and saw a woman fall and puncture her thigh on her ski pole. He applied pressure, it didn’t stop, he applied compression bandage and it stopped. He transported her down the hill in a toboggan, and she had diminished LOC by the time they reached the bottom, and was dead by the time paramedics arrived. When they cut open her ski-suit, they found massive pooled blood—she had punctured deep, through her femoral artery, and bled out, but it was contained in the suit, so he never saw it.

Practice the ABCs: 

Form pairs – one person plays unresponsive patient and the other practices scene survey through activating EMS. Before they start, we demo again in real time.
During practice:

· model jaw thrust on each person so they can feel it done correctly

· Talk them through it so they get it right.

· We take radial pulse while they take carotid and have them count it out to be sure they actually are locating it. Otherwise, we’ve seen consistently that they’ll fake it.

After practice, bring back to circle and explain—“Of course in real life once you’ve opened an airway, you hold it open without stopping until more help arrives. Just like once you’ve started stabilizing someone’s head.” we do it in pairs because it saves time; it could be done in threes so this contradiction doesn’t occur

ABOUT CPR: We are not going to teach it, but encourage you to learn it elsewhere. We will explain what it is, and what its limitations are:

· It has 2 components, rescue breathing and chest compressions

· Rescue breathing can save a life. A WFR teacher of ours took turns with his buddy rescue breathing an unresponsive patient who’d been bitten by a scorpion. The patient revived after 12 hours, after his liver had processed the toxin.

· The chest compressions circulate oxygenated blood, buying a little time—but not much.

· Is 25% as effective as heart pumping itself

· Will NOT restart the heart, with rare exceptions—children, near-drowning (esp. in very cold water, and with very young people—even up to an hour of submersion!), lightning strikes. 

· Must get to definitive care ASAP.

· Never do CPR on a patient who is breathing, or has a pulse. You may laugh, but this happens frequently enough that we tell all our students.

***take lunch here

Review ABCs

Ask for volunteers to demonstrate ABCs while talking through what they’re doing. Do it yourself if no one is willing.

Rolling:

There are occasionally situations when you will have to roll a patient, ie: can’t tell if they’re breathing, need to do rescue breathing or CPR, need to access anterior of body to stop bleeding, assess, etc.

It’s true that rolling a patient can do harm if there is a possible MOI for spine. If someone has an ABC problem, we take the risk in order to try and save their life. But we always roll very carefully.

How to roll:

· Get two people to help. 

· Always assume they’ve never rolled before and that you must teach them how to do so every time. You will do this today—no one should do anything to help until head person tells them to do so.

· You’re at head, you’re in charge. Place hands of assistants on patient’s shoulder & hip, hip & knee. Adjust legs and arms if needed.

· Explain the procedure “We’ll roll towards us nice and slowly, keep the body moving with the head, following my lead. We go when I say three. Who’s not ready? 1,2,3”

· Head person needs to keep the head at the same proportional angle to the body as when you found it, don’t straighten it out.

· If head ends up off the ground, you’ll have to find something and carefully slide it under for support.

Practice rolling: Groups of 4, each person is at the head and is a patient once. Patients give feedback—did your spine stay in a straight line? Rotate quickly, no talking except what’s necessary to instruct rolling. One patient, one medic at head, two help roll. 

Scenario 2: ABCs

If they’re doing well and not too overwhelmed, lions and half the bears go outside, and tigers stay inside with other bears. OTHERWISE lions and all bears outside. We want to start giving them more patients that they can easily deal with…. 

Scenario debrief

Medics:

· Raise your hand if you remembered to ground, get consent, be nice.

· Raise your hand if you felt like you did the right thing: worked within the bounds of your training, did no harm, got help when needed, provided good care.

· Raise your hand if you had a patient who didn’t respond to treatment or whose condition declined? If time, or need, quickly outline what would’ve happened next.
· Who had a medic that did something particularly nice? What was it, quickly?

· Who can name major problems you identified? correct them if they diagnose, get them focused on what’s observable.
Patients:

· Who was assessed more than once? Point out that assessment is never completed.

· Who received good care?

· Who had a medic that did something particularly nice? What was it, quickly?

Red Flags and others:

· Who was police liason? Did you get what you needed?

· Who was scene commander? Was there clear communication with you? Other feedback 

· Who was pooling blood? Was the bleeding stopped quickly enough?

· Internal bleeding? Was your red flag identified even if they didn’t know what was wrong?

· The other bleeding patient we’ll debrief after next scenario so as not to give away hidden

· Who had near-heat stroke? What was your treatment?

· Who had blocked airway? What happened? Did they keep it open?

Dispatcher give feedback re: calls

Instructors give brief, positive feedback, and general instruction or reminders, answer FAQs that came up. Individual mistakes should have been corrected one-on-one during scenario when possible. Point out that most of these patients must go to the hospital. If you don’t know, get help.

Round 2: Tigers and other half of bears go outside, lions and previous medic bears stay in.

2nd Debrief—should take less time

Chemical weapons: Stick to the outline or else this section will become a full hour! People understandably have lots of questions about this topic but these questions invariably lead us far astray. Remind them to keep their questions to clarifying. Other questions will have to wait.

· We’re talking about tear gas and pepper spray, sometimes combination of the two.

· haven’t seen other chemical weapons used in the US

· aren’t going to differentiate for purposes of training. Treat symptoms, don’t guess chemicals, they reformulate frequently, and we can’t always know.

If someone asks, nerve agents were not used on crowds in Seattle. 

How they’re deployed:

· canisters/grenades shot or dropped from helicopters, gas disperses widely. These canisters are very hot, don’t touch them. Also can cause blunt trauma when projectile hits.

· sprayed from a can (mace) or large container like fire extinguisher.

· Paintball-like pellets

Prevention: 

· The only sure prevention is to stay home. Police are unpredictable.

· We have tested many things and have not found anything that can prevent the effects.

· Please don’t cover your body in toothpaste, baking soda paste, raw egg, milk, Tecnu (Poison oak blocker stuff), onion, lemon, vinegar, or anything else as prevention.

Effects:

Ask “Who here has been pepper sprayed or teargassed? Everyone pay attention to those hands, because these people can give you reports of their experiences.” 

***Although there are varying symptoms for each chemical, we will not differentiate between them here. The reason is because there is crossover between effects, and because the technology is evolving and occasionally we see unusual symptoms that don’t clearly match what we know about either chemical. Treat the symptoms, rather than trying to figure out what weapon was used. If you’re curious, there is information on our website, or you can talk to people who have been attacked with these chemicals and hear what they say.

Chemicals are irritants to eyes, mucous membranes and skin and cause these effects:

· Eyes hurt 

· difficulty seeing or breathing

· coughing

· intense pain on skin—it can cause a first degree burn, like sunburn

· panic since they can’t breathe or see

· intense and unfocused rage

Your patient may be flailing, screaming, spitting and spluttering (remember BSIs—their body fluids will cause you pain!) 

Occasionally you may see: convulsions, shivering, and other strange things. As always, if you don’t know what’s going on, say that you don’t know, and get help. 

Higher risk factors:

· athsma 

· condition (and recovery) affecting immune system, like HIV or medication; skin, like psoriasis or eczema; eyes, like corneal damage or infection; or respiratory tract, like bronchitis or emphesema. 

· Children, especially those under the age of 6—tiny airways. 

· elderly people

· Pregnancy, nursing, or trying to get pregnant.

· long-term steroid use (e.g. prednisone) for Crone’s disease, rheumatoid arthritis, and many other things

· contact lenses

Police behavior is unpredictable and things can happen very fast. We’re not trying to scare you, just prepare you. Fear is the police’s number one weapon.

Treatment:
Chemical weapons are continually evolving so be prepared to change remedies/tactics as the weapons change.

· Get consent. Remember patient may be blinded and enraged.

· Encourage calm and steady deep breathing.This will lessen panic.

· Move patient to an uncontaminated area if there’s gas in the air.

· Encourage coughing and spitting. Pt. doesn’t want to swallow the chemicals.

· If effects persist, ask where it hurts the most, and get the stuff off.

Eye treatment:

LAW is 50% Maalox brand liquid antacid and 50% water. Put it in a squirt top water bottle or a contact lens saline bottle. In the US we recommend Maalox because we know what the ingredients are. They may vary in other countries. Some liquid antacids contain alcohol. Alcohol is bad for the eyes. Check for alcohol. Use Maalox brand, any flavor. active ingredients to look for are magnesium hydroxide and sodium hydroxide.

If someone asks, the anti-gas ingredient simethicone is not known to be dangerous.

At instructor’s discretion, discuss baking soda and water as possible remedy for tear gas—it has been used for OC but its effectiveness is not known, and we recommend LAW instead.

Eyewash demonstration

Approach, consent, patient kneels or stands, tilts head to side, hold eye open—ask patient to help, squirt LAW from nose side of eye to outside. Tell patient repeatedly to blink. Try not to drip LAW and OC onto patient. Remind patient not to touch eyes.

Eyewash practice

Find out who has contacts. These people don’t have to get their eyes flushed in practice.

Make sure everyone can do a decent eyeflush. Make sure that the students are telling the patients all the right things, i.e., not rubbing eyes, keep blinking, etc.

Fun fact: You can also squirt LAW into patient’s mouth, have him swirl it around, and then spit it out. Repeat. After several rounds, if patient’s mouth feels better, she can swallow some LAW to help innards. This also seems to help people breathe more easily.

at instructors’ discretion--Skin treatment: VOFIBA   note:  If we are teaching it, explain its limitations, but don’t talk so much about its limitations that students wonder why we bother with it!
Sometimes LAW may help the skin. When it doesn’t, you might try using what we call VOFIBA, or MOFIBA—vegetable / mineral oil followed immediately by alcohol. 

Many medics use MO, what’s nice about VO is that it performed equally well in our trials, it’s a different color than alcohol, and is easier to differentiate in streets, and it’s not a petroleum product.

· Works because oil sticks to oil and pepper spray is in an oily base. 

· Procedure can do harm since oil can trap pepper spray, and so it is very important to do it correctly

· NEVER begin procedure if the scene isn’t safe and you might be interrupted before  removing oil.

· Use gauze to apply oil to small section of skin, firmly swiping, but not quite scrubbing

· Immediately remove oil, also with firm pressure, with a clean gauze of alcohol

· Can repeat, or do double dose of alcohol, which sometimes feels nicer.

VOFIBA practice

Watch to be sure they do small sections at a time, are nice to patient, and use firm pressure

RED FLAGS:

· patient leaves the tear gas area and doesn’t quickly breathe more easily

· patient doesn’t respond to treatment

· unusual symptoms that don’t quickly improve

In these cases, get more help and/or call 911

DECONTAMINATION

We’ve already shown first aid, now we’ll show external decontamination, and will follow up with internal, and emotional decontamination
· avoid entering the house with contaminated clothing

· Be aware of vulnerable people at home who you might easily expose. 

· Take clothes off outside and put them into a plastic bag. seal it, don’t open until doing laundry.

· Avoid touching anything. 

· Take a tepid shower (doesn’t need to be ice cold, as some folks may have heard elsewhere). Heat will irritate the burn. If someone asks, pores do not actually open, and so there isn’t a concern of increasing absorption this way.

· Wash clothes immediately with detergents (aka—not eco-friendly stuff, which may not cut through the oil), several times if need be.

Practice eyewash and at-home decontamination protocols

this time students also tell patient what to do when they get home.

HYPOTHERMIA: 

It’s very important to keep your patient dry, whether its raining, or you’re doing eyeflushes. Body loses heat  20 times as fast when its wet. Therefore it’s very important to keep our patients dry when doing eye flushes.

· Shivering is one of first signs of mild hypothermia

· Reclusiveness is another

· The “umbles”—stumble, grumble, fumble

· Lose tons of heat into ground, must get something between ground and patient, is worth rolling, hypothermia kills. This is true for all patients, not just chem weapons.

· Can get hypothermia in 82 degree weather without clothes, and in warmer weather still in wet clothes.

· Exercise generates heat most efficiently—80% of body heat comes from muscles when active. If patient can’t exercise, or it isn’t helping, consider it a major red flag and get more help quickly. Hypothermia kills.

AFTERCARE

Political work is difficult, whether you’re a street medic or a community organizer, or whatever. It’s important to take care of yourselves, otherwise you won’t be able to take care of others, or burn out.

We call it “aftercare,” but it really starts before:  day before: hydrate, get sleep, practice grounding, 

day of: don’t forget to eat, hydrate, bring snacks.

Water: dehydration is the number one casualty. First symptoms of dehydration are thirst and often headache. Remind about water and food doing harm if there is suspicion of internal injury.

Emergen-c: show packets

Internal Decontamination

Sometimes we may experience bizarre symptoms after demonstrations. There is a wide range of what we have seen and heard of, including menstrual cycle disruption, seizures, respiratory infections, and sleep disruption. Although we don’t always know what causes them, or if they are even related to chemical weapons or even the demo, there are some basic things we can do to help alleviate them.

Liver

· Avoid toxins, esp. alcohol, also smoking, drugs. 

· Lots of water with lemon

· nutritive foods, such as artichoke, nettle, leafy greens.

· liver tonic herbs (milk thistle, burdock root, dandelion root, yellow dock root)

· plenty of rest. Liver processes at night.

Lungs-

mullein tincture or tea-it’s antispasmodic, demulcent (soothing), decreases damage to lungs.

Immune system

with severe exposure, risk of chemically induced lung infections

· rest

· vitamin C

· echinacea

Emotional Decontamination

Traumatic events-can't process at the time, can lead to post traumatic stress, which is a normal response to traumatic or stressful situations. Symptoms include:

· disturbed sleep and/or intense dreams

· reliving the event

· irrational anxiety

· sweating

· inability to relate to others 

Treatment: 

· Debrief w/affinity group, support group or counselor. Awareness can often reduce symptoms.

· rescue remedy as needed--contains alcohol, can be put on skin, only affects you in the situation, won’t make you more relaxed or calm if you already are.Demonstrate how to offer, everyone practice offering to neighbor.
· skullcap:lavender 1:1 tincture (1-3 droppersful as needed) for fear, grief/anxiety

Lavender helps one to continue to function despite fear and skullcap helps with insomnia, supports nervous system, is quietening and strengthening.

Soft tissue injuries

Bruising/sprains-Arnica homeopathic 30C 4 pellets under tongue 4-5 times a day. Take as soon after trauma as possible (limits damage, helps clean up waste)

There is a lot more we could go into and if you’re interested in learning more, we offer a 3 hour training which focuses exclusively on aftercare, and goes into detail about wound care and more.

Practice eyewash, at-home decontamination protocols, and aftercare advice

This is the same as the previous eyewash practice except that students should this time also tell patient the protocols to use when they get home. Explain to medics that they don’t have to give information on remedies they aren’t familiar with, but need to talk about PTS and rest, no booze, etc.

Heat-Related Illness

The bratty brain in the penthouse is very particular about temperature. When the body loses its ability to cool itself sufficiently, LOC will eventually get affected. By this time it may actually be too late—we want to catch people before then. We’re not going to ask you to memorize the difference between heat exhaustion and heat stroke—we want you to continue looking to LOC as one of the primary indicators of your patient’s health. Heat related illness is best treated preventively. This is where your social skills are as important as your technical skills—finding out a bit of the patient’s history. There are several clues:

· patient doesn’t have a water bottle, or hasn’t had much water today, or yesterday

· patient hasn’t urinated in hours, or doesn’t remember last time. urine may have been dark yellow and scanty.

· It’s a hot day and the march has been going on for hours

· patient. has been exercising heavily

· patient is hungover (and therefore, dehydrated)

Other signs that may turn up before LOC changes:

· flu like sx: malaise, headache, weakness, nausea, low appetite

· vomiting, though not always present

· dizziness upon standing or sitting up

· moist, cool, or clammy skin while feeling very hot internally

These may seem confusing as they are signs for so many other things. However, look to the MOI: Has the person been in the sun a long time, exercising heavily, not drinking water, etc? Since their LOC is high, these questions should be easy to answer. Once LOC is affected, you need to consider it a serious emergency—heat stroke kills 50-80% of its victims.

Other signs, apart from mental state altered, confusion, disorientation and othersigns of lowered LOC are:

· loss of coordination

· seizures

· rapid heart rate (>100bpm), rapid RR (>20 bpm), and low BP, (difficult to find a radial pulse)

· coma

NOTE: dry red skin is a very late sign!

Red Flags: This is a review
Scene survey issues: 

· The hidden or quiet patient. 

· Changing weather. 

· Police and crowd activity that may bring danger by interfering, filming, attacking, provoking, etc.

· Are kids in the environment? 

· mechanism of injury—possible spinal injury?

Medical issues:

· head injury/drunk person

· hidden patient/quiet patient—if they’re loud, they’re breathing.

· weather related illness (shivering, wet, or very hot)

· changing, decompensating patient. 

· thoracic/abdominal bruising—this area doesn’t easily bruise

· blunt trauma –if you can’t rule out major internal injury –and most of us can’t—patient needs further assessment

· severe pain

· loss of consciousness at any point, goes to ED. Need hi tech gear to assess damage to the brain

· shortness of breath. Examples include athsma, o.c. in lungs, and allergic reaction. 

· anaphalaxis—life-threatening allergic reaction –swelling, rash, itchy throat, heat sensation, ask patient if they carry epinephrine.

· compressed or crushing sensation in chest, sweat, pain refer into jaw, down left arm, women’s referral patterns include between shoulder blades, sick to stomach.

· level of consciousness: not alert, disoriented, combative, and seeming drunk are all red flags. 
LOC elaboration:

Is the patient acting strangely? What is normal for this patient? If you know the patient, is she acting the way she usually does? If you don’t know the patient, do his friends think he’s acting unusually? Review the difficulty of sorting through possible causes: closed head injury, drunk, diabetic problems, pre-existing mental health issues, post traumatic stress, heat or cold related illness. Regardless of cause, when someone’s acting strangely, it puts her and the crowd into greater danger.

What if your head injury patient refuses consent? You can:

· follow the patient until he drops and you get implied consent 

· tell responsible friends to monitor patient’s behavior

· call 911 and let paramedics use their expertise and (non-physical) coercive authority to invoke implied consent and take patient to ER. 

scenario 3: Chemical weapons, Aftercare, & hypothermia

this could be done entirely outside, but sometimes that’s too distracting and it may be better just to take eye flush patients outside to flush them.

Bears and half the lions go outside. Keep more than half the lions inside if they’re doing really well.

Scenario Debrief

Medics:

· Raise your hand if you remembered to ground, get consent, be nice? 

· Raise your hand if you felt like you did the right thing: worked within the bounds of your training, did no harm, got help when needed, provided good care?

· If you spread calm and got consent?

· Did any medic take off clothes and give to patients? Why is this a bad idea?

· Did anyone have a patient who didn’t respond to treatment or whose condition declined? If time, or need, quickly outline what would’ve happened next.
· Who can name major problems you identified? correct them if they diagnose, get focused on what’s observable.
Patients:

· Who was assessed more than once? Point out that assessment is never completed.

· Who received good care?

· Who had a medic that did something particularly nice? What was it, quickly?

· Who’s medic did a good eyeflush?

· Who’s medic kept you dry and free of hypothermia?

· Who got good aftercare advice?

· Who got good decontamination advice?

Red Flags:

· Who was 6 year old girl? Were you quickly located, removed from action and cared for?

· Who was hypothermic medic? Were you noticed and treated?

· Who was alcohol eyewash medic? Did anyone deal with you effectively? How was it for medics to deal with you? We must speak up if something dangerous happens—part of scene survey!!

· Who had burned hand? Tear gas canisters are hot! What do we do for burns? Cold water, nothing else that we’ll teach.

· Who was hyperventilating? Did your medic calm you down? How?

· Who had asthma? What did your medic do? Did they call 911? Get an inhaler? Did they try to lie you down? Show tripod position. 

· Who had broken ribs? Did your medic notice it after decontaminating you? Pain can mask other pain. Always reassess.

· Who had blunt trauma? Were you given good aftercare advice?

Dispatcher give feedback re: calls

Instructors give brief, positive feedback, and general instruction or reminders, answer FAQs that came up. Individual mistakes should be corrected one-on-one during scenario when possible.

Repeat scenario, with tigers and other half of lions going outside.

Wrap up

If you have learned nothing else, we hope that you’ve learned to recognize your limitations. This kind of work requires humility, curiousity, trust, and creativity. We do not make assumptions or diagnoses. We assess and treat only those things we have been taught to treat. When in doubt, we get more help. 

These trainings cost us money and time, it’s really important to us that we keep them sliding scale, so if you are able to donate, please do so. Pass hat. Encourage to take training again.

We know you might be overwhelmed right now, but we really would like feedback, and you’re welcome to email it to us if you can’t stick around and give it now, or if something comes up later that you’d like us to know.

Take care of yourselves. There’s a tendency among activists and medics to focus so much on helping others that we don’t take care of ourselves and then we burn out. Most medics don’t do this work for very long if they don’t have community support and good self-care skills. We need to be sustainable in doing this, because it’s really important work, and there’s not enough of us doing it.We need to care for ourselves before we can care for others.

� When we talk about triage, we are really interested more in giving students skills to prioritize patients, not teaching them an EMS model. In this 8 hour workshop, they can learn basic principles such as: the screaming patient may not be as high a priority as the quiet patient. Introducing this idea seems to give students a structure for instantly organizing themselves which gives them an opportunity to practice leadership, and gives them the confidence that they can deal with seemingly overwhelming, mass-casualty situations.


� In a perfect world, we would teach both the jaw thrust and the head-tilt/chin-lift maneuvers. However, in a 8-hour class, we don’t have the time to teach when you use one and when you use the other and to teach them both properly with enough practice. So we teach the one that is more difficult but safeguards the spine. If they take a more advanced first aid course, they can learn when to use the head-tilt/chin-lift maneuver. It seems to be quickly falling out of favor with medical authorities anyway.





