
A Guide to Patient Assessment 

Assessment is THE most important skill for a ski patroller. Do a good assessment and you will recognize a 
patient's problems, provide appropriate care, avoid further injury, and transport the patient to the next level of 
care quickly and safely. This guide lets you do great assessments right away. Use it and you'll know what to 
DO.  

To do great assessments: 

1. Learn this assessment as a mechanical procedure.  
You must know the procedures in this guide like you know your own name. Don't worry about "why," just 
learn the steps 

2. Improve your technique by thoroughly reading the chapters in the OEC textbook.  
Once the assessment is second nature, the textbook will give you the "why" knowledge.  

Truly effective assessment requires integrating everything you will learn in this OEC course with your “on the 
hill” experiences.  As a new patroller, without that experience, the danger is Complacency. Assume your 
patient may have serious injuries that aren't evident. Err on the side of CAUTION. 

The diagram below gives the COMPLETE assessment flow that is to be committed to memory. The steps of 
this flow are ALWAYS done, regardless of whether the injury is simple or severe. Memorize the steps in the 
Flow – create a mnemonic that will work for you. Practice saying the steps in sequence to yourself in the car. 
Do whatever you need to in order to be able to spout the sequence at a moment’s notice.  
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Let’s briefly define these steps, and then we will explain them in more detail. 

Scene Size-Up – look over the scene, assure the scene is safe for you and your patient, put on glove 
protection.  

Introduction – Introduce yourself, and ask your patient for permission to help.   
First Impressions – Take in the patient’s general appearance. Quickly evaluate pulse and respiration. 

Ask the LORs questions. Can you interact with the person, can you understand them?  
Always questions – find out if the person may have injured their head or back, lost consciousness, or 

has known medical problems 
Decision Point – based on input and instinct, move to either an urgent or focused survey. Always 

consider “Do you have reason to suspect something more major than it appears”.   
Urgent Survey – quickly and systematically assess critical parts of the body 
Focused Survey – isolate and assess major complaint  
Vital Signs – measure the patient’s pulse rate and respiration rate 
Radio Call –  where you are, what you have, and what you need 
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SAMPLE  - obtain a patient medical history  
Full Survey –complete head to toe examination so you miss nothing 
Vital Signs – take a second set of vitals  

 

Commit this flow to memory. It is absolutely essential. Stress and distractions can throw the best patrollers 
off track. Depend on your   mechanical knowledge of the assessment flow. ALWAYS  follow this flow no 
matter how simple the problem appears.  Learn each step and its checklist, in sequence. Commit them to 
memory.  

 

SCENE SIZE-UP 
 

 

CHECKLIST 
1. Check Scene Safety 
2. Check for other patients & witnesses 
3. Consider Mechanism of Injury (MOI) 
4. Put on Gloves 

 
As you near your patient, first make sure that the scene is safe, for you, and for the patient. If not, you must 
make it safe before you can approach. Put a pair of crossed skis uphill in the snow, to make the scene 
obvious. Look for other patients and witnesses. Look to see how the accident may have occurred and how 
bad it might be (MOI).  Be wary of “BIG” – big fall, big height, big impact, big “yardsale”. 

 

INTRODUCTION  
 CHECKLIST 

1.  Introduce yourself 
2.  Ask permission to assist 
 

 
Approach the patient from the front, introduce yourself, and ask if you might help them. “Hi, I am Sue. I am a 
ski patroller. May I help you?”..  

 

FIRST IMPRESSIONS 
 

 

 

CHECKLIST 
1.  Look – What is general appearance? 
2.  Feel – quick check of pulse, respiration 
3.  Listen – Ask LORs: what is your name? 

Where are you? What time is it? What 
happened?  Can they communicate? 

4.  Go To Skin 
 

This step is actually several things done simultaneously.  

Look: As you approach, take in the patient’s General Appearance. Does the patient look well or look in a bad 
way? Skin signs are an extremely reliable indication of patient health. See if the patient is wearing a medic 
alert tag or bracelet.  

Feel: As you begin to interact with the patient, check for a radial pulse for about five beats. Rest your hand 
on the upper chest and feel two or three respirations. Feel if the breaths are labored, raspy, shallow, or give 
any other sign of compromised breathing.  
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A possible initial line is “tell me what happened, tell me what hurts”. If they say, or point, that it hurts 
somewhere, ask “Does it feel like it is bleeding?”. If they are in doubt or you suspect something’s wrong, 
open up the area and take a look.  “SKIN TO WIN”.  

If the patient is not fully conscious, you cannot assume anything about the person’s health. Move directly into 
your CPR preliminaries*.  

Listen:  Ask the Level of Response questions:  What is your name? Where are you? What time is it? What 
happened? Where does it hurt? Determine if you can effectively communicate, and decide if you can trust 
the answers.  Altered consciousness, extreme pain, fear or lack of a common language can all block 
accurate communication.  

Sometimes, a response of “I just don’t feel well at all” may be your only indication of something serious. At 
other times, there may be no sign at all of anything seriously wrong, other than an altered level of 
responsiveness. Watch carefully for changes in responsiveness during your assessment and treatment. 
Decreasing responsiveness is an ominous sign requiring urgent transport. 

When you have finished this step, you should have a pretty good “gut feeling” about whether you are looking 
at a minor or major situation.  

 

* It should be noted that a lot of the information in Ch. 11. Cardiovascular Emergencies, is out of date.  
Students should follow the protocols taught in their CPR/AED-FPR class.   

 

ALWAYS QUESTIONS  
 CHECKLIST 

Ask the following questions 
1. “Did you hit your head?” 
2. “Did you hit your back?” 
3. “Does your neck hurt?”  
4. “Does your back hurt?”  
5. “Did you ever lose consciousness?” 
6. “Any medical conditions?” - HEAD  

 

The first 5 questions work to discover the possibility of trauma to the patients’ head or back.     

The 6th question lets you learn about known medical conditions that could quickly create a serious, and 
deteriorating, situation. HEAD – stands for Heart, (disease, high blood pressure), Epilepsy, Asthma, 
Diabetes. 

 

DECISION POINT 
 CHECKLIST 

Go to Urgent Survey if  ANY are true 
1. Can’t communicate, be understood, 

or believe 
2. Any hits on “Always” 
3. Altered consciousness 
4. Appearance is not normal 
5. Anything “BIG” on MOI 
6. Your instinct tells you to 

 
 
The default is an Urgent Body survey.  
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“BIG” on MOI includes any injuries to or issues with the Body’s “kill zone” – head, neck, torso, legs above 
knee.  
 
If you go to a Focused Survey and find something serious, switch to the Urgent Body Survey – starting at the 
beginning. Once an Urgent Body Survey is started, it must be completed. You do not want to miss anything.   
 
 
MAJOR TRAUMA 
 

 

 

 

CHECKLIST 
1. Head - Feel shape  
2. Ears - Any fluid? look at your gloves 
3. Spine - DO NOT roll a patient with a 

potential neck or back injury; at least try for 
Cervical Spine 

4. Anterior neck – Is trachea out of place or 
jugular veins abnormal. 

5. Clavicles - Squeeze one shoulder and then 
the other 

6. Chest – Resist expansion; High & Low  
7. Abdominal quadrants – check all 4 
8. Pelvis - Palpate in and down 
9. Each Leg - Palpate to the knee 
10. Peripheral CMS 
 

 

CHECKLIST 
S – Symptom 
O – Onset 
P -  Provoke 
Q -  Quality 
R -  Radiate 
T -  Time 

 
During the survey, you locate, expose, and palpate the injury site for any sign of deformity, bleeding, 
tenderness, swelling, or the like. You deal only with immediate threats to life and limb. When you find a 
problem, you quickly do what you can to help and then continue the survey. Watch and listen to the patient 
for discomfort to your touch 

This exam should take no more than a minute or so. 

As last step, quickly check circulation, motion, and sensation (CMS) on extremities if you suspect spinal or 
major bone injuries.   
 
S-OPQRST  ----  
 
S - Symptoms 
 “Where does it hurt?” or “How does it feel?” are questions about pain symptoms. A response of “It hurts!” 
doesn’t give you much to go on. Follow up with a set of questions, if needed, to judge the type and level of 
pain, if a known medical condition might be causing or complicating the current complaint, or are there drug 
affects at hand.   

O - Onset 
“How and when did the pain start to happen?” What initially caused it? Is the pain from today, or has it 
always been there? 
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P - Provokes 
“Does anything make it worse?”  “Does anything make it better?” For example, exertion may make chest 
pain worst and sitting down may relieve the pain. Moving the wrist or arm a certain way may provoke the 
pain.  

Q – Quality 
Sharp, dull, shooting and crushing are typical responses. Ailments have unique qualities. Don’t give 
examples, as the patient is likely to agree with whatever you use.  

R -Radiates 
“Does the pain radiate, shoot or move to anywhere else?” Identify abdominal and cardiac pain that often 
radiates to the jaw, shoulder or arm. 

S - Strength 
 “If ten is the worst pain you have ever felt, what is this pain right now?”  Ask, “What was that worst 
pain?” to calibrate.  Any prior trauma may alter their scale versus yours.  

T - Time questions  
“Have these symptoms occurred before?”. “Is the pain getting worse, moderating or staying the same?” 
“Does it come and go or is constant 

The answers will help you decide if you dealing with something new, or old, and the urgency with which it 
should be dealt with.  
When complete you move on to the next step – Vital Signs 

 
 
MINOR TRAUMA 
 

 

CHECKLIST 
1. Point with one finger to where it 

hurts? 
2. Expose/Palpate 
3. CMS 
4. Repeat 
 

 

 

 
CHECKLIST 
S –  Symptom 
O – Onset 
P -   Provoke 
Q -  Quality 
R -  Radiate 
T -  Time 

 
If you feel safe in ruling out an Urgent Body Survey, focus on the symptoms reported by the patient.  

Ask the patient “Point with one finger to where the problem is.” Expose and palpate the injury site for any 
sign of deformity, bleeding, tenderness, swelling, or the like.  If something is found, go to the distal end and 
work back to the injury site, to find out if there are multiple injuries. And, you MUST test CMS distal to the 
injury.  
 
After you have uncovered and palpated the site of the first (and hopefully, chief) complaint, do NOT stop. 
Ask “Does anything else hurt?”. If it does, repeat the same procedure – point, palpate, CMS. And do it again, 
and again until the patient says nothing more hurts.  
 
When complete you move on to the next step – Vital Signs 
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VITAL SIGNS 
 

 

 

CHECKLIST 
1. Pulse (strength, rate, regularity) 
2. Respirations (strength, depth, 

rate, and rhythm) 
 

 
The next step after Urgent or Focused Body Survey is to take a quantitative measurement of pulse and 
respiration.  
 
You must measure vital signs repeatedly during an assessment.  Do not try to memorize the results. Write 
them down! Deterioration of vital signs requires immediate transfer to definitive care. 

Pulse: 
Feel for the strength, rate, and regularity of pulse. An abnormal pulse reflects both cardiac impairment and 
the quality of perfusion. Increasing pulse rate is an indication of shock. You ignore it to your patient’s 
peril.  

Do all pulse checks using multiple fingers. Count pulse for fifteen seconds after locating it and multiply by 4.  

Respirations 
Feel for the strength, depth, rate, and rhythm of respirations. The patient cannot breathe naturally while 
aware of their breathing. So measure respirations without the patient’s awareness.  

 

RADIO CALL –  
 

 

 

 

CHECKLIST 
S = sex 
A = age 
I – injury 
L = location (where are you?) 
E = equipment needed 
R = Request for additional help 

and/or ambulance, IF 
NEEDED.  

 
 
How the radio call is done will vary greatly from ski hill to ski hill, so we have adopted a protocol, which uses 
the acronym SAILER  

S = sex 
A = age 
I – injury 
L = location (where are you?) 
E = equipment needed 
R = Request for additional help and/or ambulance, IF NEEDED.  

 
So, an example radio call would sound like this --- 

“Dispatch, I have a male, 25 years old, alert and oriented, with a shoulder injury, skiers right on Big 
Dipper near tower 10.  I need sled, blanket roll, O2, and an ambulance to meet me at the bottom. 
ETA 20 minutes.”  
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SAMPLE  
 

 

CHECKLIST 
[S – signs & symptoms]  
A – allergies 
M – medicines  
P – Prior medical conditions 
L – last oral intake 
E – events leading to current 
complaint 

 

As part of the Urgent or Focused Survey the S question was asked – what are the signs and symptoms of 
the pain. This S is the first letter of the acronym SAMPLE - questions for determining medical history.  

S – signs & symptoms.  
A – allergies 
M – medicines  
P – Prior medical conditions 
L – last oral intake 
E – events leading to current complaint 

S- Signs & Symptoms 
Already completed as part of the Focused or Urgent Surveys.  It is how we get the patient to guide our 
discovery.  

A - Allergies 
Ask about severe allergies (medicine, foods), find out if they are having a reaction, and carry any 
medication.  

M – Medicines 
You want to find out about four kinds of “medicines” 

Prescription 
Over-the-counter 
Recreational drugs 

For both prescription and over-the-counter drugs, ask:  
“Are you taking any medicines?” 
“Are you supposed to be taking any others?” 
“What are you taking that for?” 
“Did you take it as perscribed?” 
“Do you have it with you?”   

These questions may identify chronic medical conditions. The current complaint may require taking 
medication, possibly with your assistance. 

The evaluation may identify immediate threats to life from alcohol poisoning and drug overdoses. 

P - Prior Medical Conditions  (asked earlier) 
This question was also asked earlier, but do it again. Remember HEAD. If there is some problem, ask if 
carrying any medications – nitroglycerin, inhaler, antihypertensives. 

This time also ask “Do you see a doctor regularly for anything?” Ask or look for a medic-alert bracelet or 
necklace, especially if you have an unresponsive patient. 

Warning:  Children with chronic medical conditions are often taught that they are not sick, just kids that 
need to take this pill or shot every day.  

P also stands for pregnancy. Any woman with abdominal complaints must be assumed pregnant till 
proven otherwise. Privacy is especially important when asking these questions of young teens.   
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L – Last Oral Intake 
Asking about recent meals can point to medical problems.  Food patterns may also complicate diabetes, 
blood sugar regulation problems, or extremely thin people. This question also looks for complications 
from dehydration which will aggravate altitude sickness.  

E – Events Leading to Being Here 
This is a good opportunity to see if you get the same answers as earlier in the assessment.  

 
 
FULL BODY SURVEY  
 

 

 

 

CHECKLIST 
1. Head – shape, eyes, ears, nose, 
mouth 
2. Neck – trachea, jugular veins 
3. Back - DO NOT roll a patient with a 

potential neck or back injury; at least 
try for Cervical Spine 

4. Shoulders -  squeeze one, than the 
other; along clavicles 

5. Chest - Resist expansion; High & Low 
 6. Abdominal quadrants – check all 4 
 7. Pelvis - Squeeze in, squeeze down 
8. Legs – palpate one, then the other, 

pedal test 
9. Arms - palpate one, then the other, 

grip test 
 
Sometimes called the head-to-toe examination or secondary survey, it is usually done while waiting for a 
sled to arrive.  

 
If you are unable to do or complete the Full Body Survey, you should alert the patrollers that show up to 
assist you that they should complete it, especially the spine palpation.  

 
Use all your senses during the exam: sight, sound, touch and smell. Your touch during the exam must be 
firm and continuous, surrounding the area you are examining. Don’t “bounce” around or “flutter” and miss 
something. During the exam, maintain eye contact with the patient because you will first see discomfort in 
the eyes. Be sure to distinguish between fear and pain in the patient’s appearance. 

The steps of the Full Body Survey are described here in detail, considering the importance of doing this 
examination thoroughly. It is the last chance to find unknown conditions that could result in patient harm 
during treatment and transport, and to assure yourself that nothing was missed during the earlier exams.  
 

Head 
Look at the patient’s face while feeling the shape of the patient’s skull. With one hand on the forehead, 
feel the cervical spine beginning on the skull and going down as far as you comfortably can. With your 
hands on the sides of the patient’s head, use your thumbs to feel the orbit of the eyes and the facial 
bones. Examine the eyes and nose for abnormal appearance. Put your hands over the eyes and then 
take them away, watching the response of the pupils – remember the pupils should be equal & round 
and react to light together. Trace the shape of the jawbone. Look into the mouth for injury or foreign 
objects and smell for abnormal odors. Look in and behind the ears for fluid or bruising.  

Neck 
Look at the anterior neck. Notice any abnormalities especially whether the windpipe is centered and if 
the neck veins are prominent.  
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Back 
Examine the patient’s back if you can without excess movement. Otherwise delay this examination till 
you have help. Feel each vertebra, noting deformity, swelling, tenderness or misalignment. Walk your 
fingers down the back with one finger on each side of the spinous processes. Be sure to go from the 
skull all the way down to the bottom of the tailbone.  

Shoulders 
Run your hands over the shoulders and squeeze each in turn. Place both thumbs in the notch where the 
clavicles meet the sternum. Move out the clavicles, maintaining continuous contact all the way to the 
point of the shoulder.  
 
Chest 
Grasp the rib cage high under the patient’s arms, one hand on each side. Press firmly inward; feel the 
patient’s chest expand against your hands as the patient breathes. Slide your hands low on the rib cage; 
press in again as the patient breathes. With the edge of your hand, press on the sternum in a unisex 
way. Be aware of the patient’s breathing, is it normal or labored? 

Abdomen 
Palpate the four quadrants of the abdomen, divided by the navel. Look for tenderness or unusual rigidity. 
Stack the fingers of your two hands on one another. Point the fingers up for the upper quadrants and 
down for the lower ones. Palpate just below the ribs and just above the pubis. Press firmly into the belly 
with a circular motion pressing as far up (or down) as you comfortably can. 

Pelvis 
Place your hands on the edges of the pelvic girdle, just above the hip joint. Press firmly toward the 
midline and then press down (posterior). Notice abnormal motion, discomfort or grinding feeling.  

Legs 
Now palpate legs. When you find an abnormality or patient complaint, pass over the site to check the 
rest of the limb. Do this by going to the foot; then palpate back to the injury site.  

Begin by palpating one leg. Place one hand over the hip joint and one hand high on the inside of the leg. 
Palpate down the leg maintaining continuous contact and touching all around the leg. Use a strong, 
offsetting pressure, especially on the upper leg. As you reach the knee, feel the kneecap move. 
Continue down the leg, being aware of the fibula, deeply buried in the calf except just below the knee 
and on the outside of the ankle.  Repeat on the other leg. Have the patient press down with both feet 
against your hands, then pull up their toes against your hands (“pedal test”). Ask if they can feel both 
feet, wiggle their toes and if one foot is much colder than the other. 

Arms 
Examine one arm, surrounding the arm with your hands and feeling continuously down the arm and 
across the hand. Repeat on the other arm. Ask the patient to grip your fingers with both hands and 
squeeze them hard. Check to see if the pressure is the same between the two hands and if not, ask 
why.  

 

2nd Vital Signs 
 

 

 

CHECKLIST 
1. Pulse (strength, rate, regularity) 
2. Respirations (strength, depth, 

rate, and rhythm) 

 
Take a counted pulse and (while continuing to hold the patient’s wrist) counted respirations and record them. 
Notice the patient’s skin signs and review their level of responsiveness. Be sure you have asked the medical 
history questions and finally, re-check any identified injury sites checking for any change in appearance or 
patient discomfort and checking the effectiveness of any splints or bandages you have applied. 

You are now at the point of beginning to treat your patients injuries.  
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