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Chapter 13
Patient Assessment
Unit Summary 
Upon completion of this chapter and related course assignments, students will be able to form a field impression using scene and patient assessment findings that are integrated with epidemiological and pathophysiological knowledge. They will be able to identify the components of the patient assessment process and describe the essential actions or steps within each. Students will be able to use determination of mechanism of injury (MOI) and nature of illness (NOI) to differentiate between trauma and medical patients. They will be able to discuss how to protect personal safety by identifying potential scene hazards, precautions that should be followed, and personal protective equipment (PPE) that should be worn during an EMS event. Students will be able to explain the importance of identification and treatment of life threats as well as whether immediate transport is needed. They will be able to describe and demonstrate assessment skills used throughout the process and explain the significance of specific findings as it applies to the determination of whether a patient is sick or not sick. Students will be able to identify various devices used to monitor patient condition as well as the importance of reassessment of condition and interventions applied. They will be able to discuss challenges to and strategies used during the history-taking process. Students will be able to apply clinical reasoning to develop differential diagnoses, modify assessments accordingly, and formulate a treatment plan for patients.
National EMS Education Standard Competencies

Assessment

Integrate scene and patient assessment findings with knowledge of epidemiology and pathophysiology to form a field impression. This includes developing a list of differential diagnoses through clinical reasoning to modify the assessment and formulate a treatment plan.
Scene Size-up
• Scene safety (pp 592-594)

• Scene management (pp 592-594)

- Impact of the environment on patient care (pp 593, 594)

- Addressing hazards (pp 592-594)

- Violence (p 593)

- Need for additional or specialized resources (pp 594-595)

- Standard precautions (p 595)

- Multiple patient situations (pp 593, 594)
Primary Assessment

• Primary assessment for all patient situations

- Initial general impression (p 597)

- Level of consciousness (p 597)

- ABCs (pp 597-600)

- Identifying life threats (p 600)

- Assessment of vital functions (pp 597-600)

• Begin interventions needed to preserve life (p 600)

• Integration of treatment/procedures needed to preserve life (p 600)

History Taking

• Determining the chief complaint (pp 605, 606-607)

• Investigation of the chief complaint (pp 606-607)

• Mechanism of injury/nature of illness (pp 594, 610-612)

• Past medical history (pp 607-608)

• Associated signs and symptoms (pp 607, 612-614)

• Pertinent negatives (p 612)

• Components of the patient history (pp 606-610)

•  Interviewing techniques (pp 605-606)

• How to integrate therapeutic communication techniques and adapt the line of inquiry based on findings and presentation (pp 614-624)

Secondary Assessment

• Performing a rapid full-body exam (p 626)

• Focused assessment of pain (pp 626-627)

• Assessment of vital signs (pp 627-630)

• Techniques of physical examination (pp 626-628, 631-632)

• Respiratory system (pp 648-652)

- Presence of breath sounds (p 649)

• Cardiovascular system (pp 653-657)

• Neurologic system (pp 672-677)

• Musculoskeletal system (pp 662-667)

• Techniques of physical examination for all major:
- Body systems (pp 653-657, 662-677)

- Anatomic regions (pp 632-652, 657-662)

• Assessment of:
- Lung sounds (pp 649-652)

Monitoring Devices

• Obtaining and using information from patient monitoring devices including (but not limited to):
- Pulse oximetry (p 630)

- Noninvasive blood pressure (pp 630-631)

- Blood glucose determination (pp 682-683)

- Continuous ECG monitoring (pp 680-681)

- 12-lead ECG interpretation (p 681)

- Carbon dioxide monitoring (pp 681-682)

- Basic blood chemistry (pp 682-683)

Reassessment

• How and when to reassess patients (pp 685-686)

• How and when to perform a reassessment for all patient situations (pp 685-686)

Medicine

Integrates assessment findings with principles of epidemiology and pathophysiology to formulate a field impression and implement a comprehensive treatment/disposition plan for a patient with a medical complaint.

Medical Overview

• Assessment and management of a:
- Medical complaint (pp 590, 597, 601, 603)

• Pathophysiology, assessment, and management of medical complaints to include:
- Transport mode (pp 594, 597, 601, 603)

- Destination decisions (pp 594, 597, 601, 603)
Knowledge Objectives

1. Identify the components of the patient assessment process and the most important determination made by the paramedic—whether the patient is sick versus not sick. (p 589)

2. Describe how to determine the mechanism of injury (MOI) or nature of illness (NOI) at an emergency and the importance of differentiating trauma patients from medical patients. (pp 590, 594)

3. Discuss some of the possible hazards that may be present at an emergency scene, ways to recognize them, and precautions to protect personal safety. (pp 592-594)

4. List the minimum standard precautions that should be followed and personal protective equipment that should be worn at an emergency scene, including examples of when additional precautions would be appropriate. (p 595)

5. Describe the principal goals of the primary assessment process: to identify and treat life threats and to determine whether immediate transport is required. (p 597)

6. Explain the process of forming a general impression of a patient as part of the primary assessment and the reasons why this step is critical to patient management. (p 597)

7. Describe the assessment of airway status in patients who are responsive and unresponsive, and give examples of possible signs and causes of airway obstruction in each case as well as the appropriate response by the paramedic. (pp 597-598)

8. Describe the assessment of a patient’s breathing status, including the key information the paramedic must obtain during this process and the care required for patients who have adequate and inadequate breathing. (p 598)

9. Describe the assessment of a patient’s circulatory status, including the different methods for obtaining a pulse and appropriate management depending on the patient’s status. (pp 598-600)

10. Describe the assessment of a patient’s skin color, temperature, and condition, providing examples of both normal and abnormal findings and the information this provides related to the patient’s status. (pp 599-600)

11. Explain the process for determining the priority of patient care and transport at an emergency scene, and give examples of conditions that necessitate immediate transport. (pp 600, 601, 603)

12. Discuss the process of obtaining a history, including its purpose and the initial approach to a patient. (p 605)

13. Describe examples of different techniques a paramedic may use to obtain full and accurate information from patients during the history-taking process. (pp 605-606)

14. Identify the elements of the history to be obtained from responsive medical patients, from family or bystanders in the case of unresponsive medical patients, and with trauma patients. (pp 606-610)

15. Recognize which aspects of the various body systems should be covered during the history-taking process. (pp 612-614)

16. Be able to apply clinical reasoning based on the primary assessment and history-taking results to the patient’s unique case. (p 614)

17. Discuss different challenges a paramedic may face when obtaining a patient history, including collection of information on sensitive topics, and strategies a paramedic may use to facilitate each situation. (pp 614-622)

18. Appreciate the unique challenges that arise with history taking with pediatric and geriatric patients. (pp 623-624)

19. Explain the purpose of performing a secondary assessment, the various assessment techniques, and equipment used in the secondary assessment. (pp 626-631)

20. Explain the importance of assessing a patient’s mental status, and give examples of different methods used to assess alertness, responsiveness, and orientation. (pp 635-637)

21. Describe normal and abnormal types of lung sounds that may be heard during auscultation. (pp 649-652)

22. Explain general (systemic) conditions considered during the secondary assessment, and then give examples by body system of what the secondary assessment should include based on a patient’s chief complaint. (pp 653-657, 662-677)

23. Describe the devices that are used for monitoring a patient’s condition during both the secondary assessment and reassessment, including continuous and 12-lead ECG monitoring, carbon dioxide monitoring, and basic blood chemistry. (pp 630-631, 680-683)

24. Explain the importance of performing a reassessment of the patient, including reassessment of the patient’s mental status and ABCs, as well as reassessment of any interventions applied and transport priority. (pp 685-686)

Skills Objectives

1. Demonstrate the techniques for assessing a patient’s airway, and correctly obtain information related to respiratory rate, rhythm, quality/character of breathing, and depth of breathing. (pp 597-598)

2. Demonstrate how to assess a patient’s circulation by evaluating pulses and assessing the skin color and temperature. (pp 598-600)

3. Demonstrate how to perform a rapid exam. (p 601, Skill Drill 1)

4. Demonstrate how to evaluate a patient’s orientation and document his or her status correctly. (pp 635-637)

5. Demonstrate how to perform percussion as an assessment technique. (p 627, Skill Drill 2)

6. Demonstrate how to perform a full-body exam for patients with potentially serious—and potentially hidden—injuries. (p 632, Skill Drill 3)

7. Demonstrate how to obtain a patient’s orthostatic vital signs to assess the extent of any internal bleeding. (p 658)

8. Demonstrate how to examine a patient’s head. (p 640, Skill Drill 4)

9. Demonstrate how to perform a general eye examination. (pp 642-643, Skill Drill 5)

10. Demonstrate how to perform an eye examination with an ophthalmoscope. (p 644, Skill Drill 6)

11. Demonstrate how to perform an ear examination with an otoscope. (p 645, Skill Drill 7)

12. Demonstrate how to examine a patient’s neck for injury. (p 647, Skill Drill 8)

13. Demonstrate how to examine a patient’s chest, including auscultation of lung fields. (p 649, Skill Drill 9)

14. Demonstrate how to auscultate heart sounds. (pp 654-656, Skill Drill 10)

15. Demonstrate how to examine a patient’s abdomen, including use of the techniques of inspection, auscultation, percussion, and palpation. (p 659, Skill Drill 11)

16. Demonstrate how to examine a patient’s musculoskeletal system. (p 663, Skill Drill 12)

17. Demonstrate how to examine a patient’s peripheral vascular system, including both the upper and lower extremities. (p 668, Skill Drill 13)

18. Demonstrate how to examine a patient’s spine for abnormalities, including use of palpation and range-of-motion evaluation. (pp 671-672, Skill Drill 14)

19. Demonstrate how to perform a neurologic examination, including use of the COASTMAP mnemonic and the AVPU scale to test for patient responsiveness. (pp 673-674, Skill Drill 15)

20. Demonstrate how to evaluate deep tendon reflexes and score the patient’s responses. (pp 676-677, Skill Drill 16)

Readings and Preparation 
• Review all instructional materials including Chapter 13 of Nancy Caroline’s Emergency Care in the Streets, Seventh Edition, and all related presentation support materials.
• Consider reading these articles ahead of time and summarizing for students or using for further discussion of the issues surrounding patient assessment.
· “The EMS Detective” by J. Torres (November 30, 2010): http://www.emsworld.com/article/10319110/the-ems-detective 

· “Beyond the Basics: Patient Assessment” by J. J. Mistovich, W. S. Krost, & D. Limmer: http://www.emsworld.com/article/10322699/beyond-the-basics-patient-assessment 

· “Patient Assessment: Tips from the Field for New Providers” by B. Potter:   http://www.ems1.com/ems-products/education/articles/507226-Patient-Assessment-Tips-from-the-Field-for-New-Providers/
Several articles available on the EMS World website provide assessment tips and methods for the various areas of assessment. 
· “Assessing Mental Status” by S. K. Grayson & W. E. Gandy: http://www.emsworld.com/article/10319034/assessing-mental-status?page=2
· “Assessing the Spine” by S. K. Grayson & W. E. Gandy: http://www.emsworld.com/article/10318964/assessing-the-spine?page=2
· “Assessment Tips: Assessing the Abdomen” by W. E. Gandy & S. K. Grayson:  http://www.emsworld.com/article/10223930/assessment-tips-assessing-the-abdomen
· “Assessing the Heart” by S. K. Grayson & W. E. Gandy: http://www.emsworld.com/article/10263526/assessing-the-heart 

· “Assessing the Eyes” by W. E. Gandy & S. K. Grayson: http://www.emsworld.com/article/10251607/assessing-the-eyes
Support Materials 
• Lecture PowerPoint presentation

• Case Study PowerPoint presentation
• Skill Drill PowerPoint presentations

-
Skill Drill 13-1, Rapid Exam 
-
Skill Drill 13-2, Performing Percussion 

-
Skill Drill 13-3, Performing the Full-Body Scan 

-
Skill Drill 13-4, Assessing the Head 

-
Skill Drill 13-5, Examining the Eye 

-
Skill Drill 13-6, Eye Examination With an Opthalmoscope 

-
Skill Drill 13-7, Examing the Ear With an Otoscope 

-
Skill Drill 13-8, Examining the Neck 

-
Skill Drill 13-9, Examining the Chest 

-
Skill Drill 13-10, Auscultating Heart Sounds 

-
Skill Drill 13-11, Examining the Abdomen 

-
Skill Drill 13-12, Examining the Musculoskeletal System 

-
Skill Drill 13-13, Examining the Peripheral Vascular System 

-
Skill Drill 13-14, Examining the Spine 

-
Skill Drill 13-15, Examining the Nervous System 

-
Skill Drill 13-16, Evaluating Deep Tendon Reflexes 

• Equipment needed to perform psychomotor skills presented in this chapter

• Several copies of the patient assessment flowchart found at the beginning of the chapter
• Skill Evaluation Sheets

-
Skill Drill 13-1, Rapid Exam 
-
Skill Drill 13-2, Performing Percussion 

-
Skill Drill 13-3, Performing the Full-Body Scan 

-
Skill Drill 13-4, Assessing the Head 

-
Skill Drill 13-5, Examining the Eye 

-
Skill Drill 13-6, Eye Examination With an Opthalmoscope 

-
Skill Drill 13-7, Examing the Ear With an Otoscope 

-
Skill Drill 13-8, Examining the Neck 

-
Skill Drill 13-9, Examining the Chest 

-
Skill Drill 13-10, Auscultating Heart Sounds 

-
Skill Drill 13-11, Examining the Abdomen 

-
Skill Drill 13-12, Examining the Musculoskeletal System 

-
Skill Drill 13-13, Examining the Peripheral Vascular System 

-
Skill Drill 13-14, Examining the Spine 

-
Skill Drill 13-15, Examining the Nervous System 

-
Skill Drill 13-16, Evaluating Deep Tendon Reflexes 

Enhancements 
• Direct students to visit the companion website to Nancy Caroline’s Emergency Care in the Streets, Seventh Edition, at http://www.paramedic.emszone.com for online activities.
• For predeveloped scenarios relating to patient assessment, consult Patient Assessment Practice Scenarios, available at www.jblearning.com, ISBN: 9780763778200.
• Assessment of and appropriate treatment for pain is a heavily debated topic in EMS. Some patients may be unable to rate pain on a scale of 1-10, and there is often a component of subjectivity as other providers use different scales. Consider using this article as a tool for a more objective evaluation of pain in the cognitively impaired adult patient: 
·  “Paramedic Assessment of Pain in the Cognitively Impaired Adult Patient” by B. Lord: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2765419/pdf/1471-227X-9-20.pdf 

• Content connections: Remind students that although most patient assessment skills will be used on every patient, patients with medical conditions, trauma, and special populations may be more complex as circumstances and/or situations dictate modifications of traditional methods. 
Point out that the progression of learning in subsequent chapters will enhance the students’ abilities to assess patients. This chapter is meant to provide the foundational learning of the patient assessment process. Later chapters may also offer modifications based on patients’ needs to basic assessment strategies such as interview techniques for the pediatric patient.
• Cultural considerations: Some patients may have cultural issues with the touching involved in patient assessment as well as exposing of the body. Students should discuss potential issues that can arise. Emphasize that cultural sensitivity is very important and that there may be ways to accommodate these beliefs while not compromising patient care. Have them discuss potential solutions to these issues based on personal understandings of the needs of diverse populations.
Language barriers can hinder the ability of the paramedic to assess and treat patients. The following website has tools to assist providers in overcoming communication barriers in emergency situations:  http://www.patientprovidercommunication.org/index.cfm/article_1.htm 
Teaching Tips 
The chapter is divided into sections that present each component of the patient assessment process. This is useful to allow students to differentiate and understand the individual actions, methods, and skills for each component. Emphasis should be placed on the relationships among the components as well as the importance of using a standardized and coordinated approach for assessment, while acknowledging that modifications may be appropriate depending on findings as the assessment progresses and differential diagnoses that are constructed.

It is helpful to use the flowchart for the patient assessment process as a reference for students as each section is covered. Posters depicting each component of the patient assessment process may be hung around the classroom to create stations or areas where skills are practiced or material is reviewed in groups for each component.

Unit Activities 

Writing activities: Assign a medical condition or trauma scenario to each student. Students should research their condition/scenario and identify/create appropriate findings that a paramedic might expect during an assessment of a patient with the condition/scenario. Submitted papers should contain potential findings for each component of the patient assessment process.

Student presentations: Assign students to research one hazard or risk to EMS providers. Have them locate a picture or video relevant to their findings. During their presentation ask that they identify the hazard or risk, circumstances that can lead to this issue, and methods paramedics should employ to prevent them from occurring.

Group activities: Assign groups of students to each component of the patient assessment process and ask them to assemble near the poster created for each component in the classroom/lab. Have each group develop one of the following: a list of potential barriers to effective assessment, strategies for overcoming potential barriers, normal findings for various age groups, and abnormal findings for each age group identified. Use color-coded paper to match the component’s color.
Medical terminology review: Create your own Scrabble letter tiles using index cards. Create a game board using poster paper. Divide students into two groups to create words that might be relevant to patient assessment and treatment. Once a word is created, have the other group define the term. This can also be computer generated by developing a game board using tables on a document and then posting “available” letters to select from. 

Pre-Lecture
You are the Medic
“You are the Medic” is a progressive case study that encourages critical-thinking skills.
Instructor Directions

Direct students to read the “You Are the Medic” scenario found throughout Chapter 13.

•
You may wish to assign students to a partner or a group. Direct them to review the discussion questions at the end of the scenario and prepare a response to each question. Facilitate a class dialogue centered on the discussion questions and the Patient Care Report.

•
You may also use this as an individual activity and ask students to turn in their comments on a separate piece of paper.

Lecture
I. Introduction

A.
One of the most important skills you will develop as a paramedic is the ability to assess a patient.
1.
The assessment process should be organized and systematic, but flexible as well.
2.
After the primary assessment and identification and treatment of life threats, the sequencing of the history gathering and secondary assessment can be tailored to each patient.
3.
Your job is to quickly: 

a.
Identify your patient’s problem(s).
b.
Set your care priorities.
c.
Develop a patient care plan.
d.
Execute your plan.

B.
Sick versus not sick
1.
An important assessment skill is determining whether the patient is sick or not sick.

2.
Based on:
a.
The chief complaint
b.
Respirations
c.
Pulse
d.
Mental status
e.
Skin signs and color
3.
For trauma patients, include:
a.
Mechanism of injury
b.
Obvious signs of signs of trauma

4.
Provides you with a basis for determining whether a patient is stable or unstable.
5.
If the patient is sick, the next step is to determine how sick.
a.
Minor illness versus life-threatening event

6.
Every time you assess a patient you have to:

a.
Qualify whether your patient is sick or not sick

b.
Quantify how sick the patient is 

C.
Establishing the field impression
1.
Based on the patient history and the chief complaint
2.
A determination of what you think is the patient’s current problem
3.
You must be able to communicate with the patient and ask the right questions to make the best decisions.
a.
You must be a good “detective.”
4.
The assessment process must be organized and systematic but still flexible enough to allow you to maximize your information gathering.

a.
Know when to expand your questioning to elicit more information.
b.
Know when to focus your questioning to ascertain relevant facts.
D.
Medical versus trauma
1.
Medical patients
a.
Identify chief complaint and sift through medical history
2.
Trauma patients
a.
The patient’s medical history may have less impact on your care plan.

b.
Requires a modified approach to assessment
3.
Remember that medical events can cause trauma, and traumatic events can produce medical problems.
a.
Keep an open mind so you are ready to respond to your patient’s needs.

II. Scene Size-Up

A.
Scene size-up involves looking around and evaluating the overall safety and stability of the scene before initiating any patient care.

1.
Make sure you have safe and secure access into the scene.

2.
Make sure you have ready egress out of the scene.

3.
Consider any specialty resources needed, and get them en route.

a.
The sooner you call for help, the sooner it arrives.
B.
Scene safety
1.
Your main focus is to ensure the safety and well-being of your EMS team and any other emergency responders.
a.
If the scene does not appear to be safe, do what is necessary to make it safe or request additional resources to secure the scene before beginning patient care. 
b.
Requires constant reassessment
2.
Crash-and-rescue scenes often include multiple risks and extrication hazards.

a.
The threat of another motorist disrupting the scene is always a possibility.

b.
Wear an American National Standards Institute 207 certified high-visibility public safety vest.

c.
Consider also wearing specialty reflective gloves, coats, and boots.
3.
Ensure that your team can safely gain access to the scene and the patient, and then safely exit with the patient.
a.
If the scene cannot be stabilized, consider a snatch and grab.

i.
Do the absolute least you have to for the patient to be moved safely.
4.
Establish a safe perimeter to keep bystanders out of harm’s way.
5.
Formulating a basic plan and visually scanning the scene should take place before you and your team exit the vehicle. 
a.
Request additional resources if necessary.
6.
Be wary of toxic substances and toxic environments.

a.
Proper body and respiratory protection is a must.
7.
Be wary of potential crime scenes.

a.
Law enforcement should enter and secure the scene first.
i.
If the EMS team unknowingly enters the scene first, request law enforcement immediately.
ii.
If scene is unstable, consider retreating to your rig.
b.
Formulate a plan of escape.

i.
Park your vehicle away from the scene.

ii.
Refrain from entering scene until law enforcement personnel have secured the area.
c.
Be aware of the potential for violence from bystanders.
8.
Patients who abuse methamphetamines can be a much larger threat than an average person.
a.
Often paranoid, emotionally unstable, and armed

b.
May experience delirium

c.
Never hesitate to call for law enforcement assistance
9.
Risks related to the physical environment include:
a.
Unstable surfaces
b.
Snow and ice
c.
Rain
10.
Consider the stability of the structures around you. 

a.
If you have any doubts:

i.
Leave the area

ii.
Establish a safe perimeter

iii.
Request additional resources
11.
Once the safety of the EMS team has been ensured, the safety of the patient is the next priority. 
a.
If you are unable to minimize a hazard, consider moving the patient to a safe area.
12.
Ensure safety of bystanders next.

a.
Establish a perimeter or barrier around the scene.
13.
Environmental hazards 

a.
Include:
i.
Rain
ii.
Wind
iii.
Hot asphalt
b.
When the environment is unfriendly, perform the primary assessment, address life threats, and move the patient into the ambulance as quickly as possible. 

C.
Mechanism of injury or nature of illness
1.
Mechanism of injury
a.
The way in which a traumatic injury occurred
i.
The forces that act on the body to cause damage
b.
Can help predict the likelihood of certain injuries having occurred and estimate their severity
2.
Nature of illness
a.
The general type of illness a patient is experiencing
3.
If there is more than one patient, or if the patient is obese, you may need to request additional resources. 

a.
If multiple patients are present and have similar symptoms or complaints, consider:

i.
Carbon monoxide poisoning

ii.
Contact with some other noxious agent

iii.
Food poisoning

b.
The presence of multiple patients means they must be triaged. 

4.
Listen for clues in the dispatch information.

a.
Activating law enforcement or the Incident Command System (ICS) may be necessary.

5.
Be familiar with the various specialized resources available to you. 

a.
Only specially trained responders should participate in rescue operations.
6.
Assess the need for spinal motion restriction.

D.
Standard precautions
1.
Your first priority is your own safety and the safety of other EMS team members.
2.
All patients should be treated as potentially infectious.
a.
HIV
b.
Hepatitis B & C
3.
Wear properly sized gloves on all calls.

4.
Wear eye protection if blood or fluids may potentially splash or spray.
5.
Wear a HEPA or N95 mask if inhaled particles are a risk factor.
6.
Wear a gown if indicated.
7.
Better to err on the side of caution

a.
Change your gloves between patients.

b.
Immediately wash your hands after removing your gloves.
i.
Hand washing is the number one way to prevent the transmission of disease. 
8.
Personal protective equipment (PPE)
a.
Includes clothing or specialized equipment that provides protection to the wearer from substances that may pose a health or safety risk
i.
Steel-toe boots
ii.
Helmets

iii.
Heat-resistant outerwear

iv.
Self-contained breathing apparatus

v.
Leather gloves

III. Primary Assessment

A.
Form a general impression.
1.
The primary assessment is the most time-intensive portion of the process.

a.
You should be able to identify threats to the ABCs within 60-90 seconds as you look at, talk to, and touch the patient. 

b.
You may form the general impression based on the initial presentation and chief complaint.
2.
Make conscious, objective, and systematic observations.
a.
Look for specific clues to give you an immediate sense of the seriousness of the situation.
3.
Answer two questions:
a.
Is the patient in stable or unstable condition?
i.
If stable, might he or she potentially become unstable?
b.
Is the patient sick or not sick?
i.
If sick, how sick?
4.
Level of consciousness may provide the first clue to an alteration in the patient’s condition.
a.
Establish a baseline as soon as you encounter the patient. 
5.
Decide whether to implement spinal motion restriction procedures.
6.
Determine your priorities of care.
a.
Identify the MOI or the NOI.
7.
Identify age and sex of the patient.

a.
May change how your patient presents

8.
Treat life threats as you find them and decide:

a.
What additional care is needed

b.
What needs to be done on scene

c.
When to initiate transport

d.
Which facility is most appropriate for the patient
9.
Assess mental status by using the AVPU process
a.
Alert to person, place and day

b.
Responsive to verbal stimuli

c.
Responsive to pain

d.
Unresponsive

B.
Assess the airway
1.
Is the airway open and patent?
a.
If it is open, is it likely to remain so?
2.
Listen for noisy breathing.

a.
Snoring respirations indicate a position problem.
b.
Gurgling or bubbling sounds indicate the need for suctioning.
3.
When considering airway options, move from simple to complex:
a.
Position
i.
Consider spinal injury when deciding technique
b.
Obstruction

i.
Requires BLS procedures

4.
For all unresponsive patients:

a.
Establish responsiveness.
b.
Assess breathing.
i.
If ineffective or absent, open the airway (head tilt-chin lift or jaw-thrust maneuver).
ii.
Mechanical means requires an airway adjunct.
(a)
Oropharyngeal airway or nasopharyngeal airway takes considerable time to prepare

iii.
If patient cannot maintain airway, use a more invasive technique.

(a)
Includes endotracheal intubation

c.
Advanced airway management options include:

i.
Multilumen airway

ii.
King LT airway

iii.
Laryngeal mask airway

iv.
Surgical airway

C.
Assess breathing
1.
Is the patient breathing?
a.
If not, you must breathe for him or her.
b.
If so, is he or she breathing adequately?
2.
Consider minute volume.
a.
Respiratory rate multiplied by the tidal volume inspired with each breath
b.
The amount of air moving in and out of the patient’s lungs each minute is the best measure of breathing adequacy.

3.
Also consider:

a.
Breathing rate

b.
Work of breathing

c.
Breath sounds

d.
Skin color

e.
LOC or mental status
4.
Assess breathing rate.
a.
Too fast: Greater than 24 breaths/min



b.
Too slow: 8-20 breaths/min
5.
Assess for chest rise and fall.
a.
Note symmetry of the chest wall.
b.
Note depth of respirations.
6.
Assess for breath sounds by listening or using auscultation.
7.
Assess for air movement by placing check of palm near patient’s mouth.

D.
Assess circulation

1.
Provides information about:

a.
Cardiovascular status

b.
Rate, strength, regularity of heartbeat

2.
Palpate the pulse.
a.
Radial artery in responsive adults and children
b.
Carotid artery in unresponsive adults and children
c.
Brachial artery in infants
3.
Count the number of beats in 15 seconds and multiply times four.
a.
If pulse is regular or slow, count for a full minute. 
b.
Normal pulse rate for adults is 60-100 beats/min.
i.
Well conditioned adults may have a resting rate in the 40s.
ii.
People who are out of condition may have a resting rate of 112.

c.
Bradycardia - rate less than 60 beats/min

d.
Tachycardia - rate higher than 100 beats/min

4.
Force 

a.
A normal pulse feels “full.”

b.
With severe vasoconstriction or in the case of hypotension, the pulse may feel weak or “thready.”

c.
With hypertension, the pulse may feel “bounding.”
5.
Rhythm
a.
Normal rhythm is regular.
b.
Irregular - if some beats come early or late or are skipped

i.
Can indicate a serious condition in the case of heart blocks
6.
Report your findings by describing the rate, force, and rhythm of the pulse. 
7.
Inspect the skin for obvious signs of bleeding.
a.
Control bleeding if found
8.
Capillary refill 

a.
Evaluates ability of circulatory system to restore blood
b.
Can be affected by:
i.
Body temperature
ii.
Position
iii.
Preexisting medical conditions
iv.
Medication

v.
Age

vi.
Exposure to cold

vii.
Frozen tissue

viii.
Vasoconstriction

ix.
Injuries to bones and muscles of the extremities

c.
Most often used in pediatric patients

d.
To test:

i.
Place your thumb on the patient’s finger and gently compress.

ii.
Remove the pressure

(a)
With adequate perfusion, the color in the nail bed should be restored within two seconds.
e.
Underlying comorbidities can cause capillary refill time to be a less reliable indicator of perfusion in adults. 
f.
Consider the test invalid if:

i.
Bluish nail bed (indicates that the capillaries are refilling with blood from the veins rather than from the arteries)

ii.
Patient is or has been exposed to a cold environment

iii.
Patient is older
g.
In older infants and children younger than 6 years, press the skin or nail bed. 

h.
In newborns and young infants, press on the forehead, chin, or sternum. 
9.
Assess the skin to evaluate perfusion.
a.
Use the back of your hand to assess the patient’s skin.
b.
Color 
i.
Normal skin condition in light-skinned people is pink and warm.
ii.
Cyanosis (dusky or gray skin) occurs when the patient is not getting enough oxygen.

iii.
Pallor occurs if blood flow ceases to part of the body.

c.
Temperature

i.
Rises as peripheral blood vessels dilate

(a)
Fever, high environmental temperatures

ii.
Falls as blood vessels constrict

(a)
Shock

d.
Moisture

i.
Largely determined by the sympathetic nervous system

(a)
Stimulation causes sweating.

(b)
Depression can cause the skin to become abnormally dry and cool.

10.
Restoring circulation
a.
If a patient has inadequate circulation, you must:
i.
Restore or improve circulation.
ii.
Control severe bleeding.
iii.
Improve oxygen delivery to the tissues.
b.
If you cannot feel a pulse in an unresponsive adult, begin CPR until an AED or manual defibrillator is available.
i.
Once available, immediately assess the need for defibrillation.
c.
Remember to follow standard precautions.
d.
You must evaluate the cardiac rhythm of any patient in cardiac arrest with a manual cardiac monitor/defibrillator regardless of trauma or age.
i.
Allows you to administer the most appropriate medication therapy
e.
Oxygen delivery is improved through the administration of 100% supplemental oxygen.
i.
Any patient with impaired circulation should receive high-flow oxygen via a nonrebreathing mask or assisted ventilation. 

11.
Assess and control external bleeding.
a.
Perform a rapid exam to identify any major external bleeding.
b.
Venous bleeding is characterized by steady blood flow.
c.
Arterial bleeding is characterized by a spurting flow of blood.
d.
Evaluate unresponsive patients by doing a sweep for blood by quickly and lightly running your gloved hands from head to toe. 
i.
Immediately control all life-threatening external bleeding. 

12.
Identify and treat life threats.
a.
Determine if a life threat is present and, if so, immediately address it. 
b.
A patient who is dying will:
i.
Become less aware of surroundings
ii.
Stop making attempts to communicate
iii.
Lose consciousness
iv.
Become unresponsive to external stimuli
v.
Muscles of the jaw will become slack, creating airway obstruction
(a)
The patient stops breathing.
(b)
The heart cannot function without oxygen and will stop beating.

(c)
Brain cells begin to die.

c.
Conditions that cause sudden death:

i.
Airway obstruction

ii.
Respiratory arrest

iii.
Severe bleeding

d.
Conditions are often reversible, but you have to recognize and correct them quickly. 

E.
Assess the patient for disability

1.
Perform a neurologic evaluation.
a.
Assess for any gross neurologic deficits.
i.
Have the patient move all extremities.
ii.
Assess for motor strength and weakness.
iii.
Assess grip strength.
iv.
Assess for loss of sensation. 

2.
Be mindful of exposure concerns.
a.
Visually inspect areas being examined to make an accurate and thorough assessment. 
b.
You cannot assess what you cannot see. 
c.
Proper exposure of areas being examined is essential to the physical examination process. 

F.
Perform a rapid exam
1.
Rapid exam is a quick and thorough palpation of the body.

a.
Takes 60 to 90 seconds

b.
Identifies injuries that must be managed and/or protected

2.
Example of a rapid exam includes:

a.
Observe for asymmetry or obvious defects to the head, chest, abdomen or extremities. 

i.
Look for work of breathing.
b.
Palpate the entire surface of the skull, then down to C7 of the spine while asking the patient if anything hurts.
c.
Squeeze and roll the shoulder girdles. Compress the sternum for stability. 
d.
Palate the abdomen, and gently rock the pelvis.
e.
Circumferentially grasp each arm at the shoulder girdle, and slide your hands down to the wrist. 

i.
Palpate the legs from the thighs to the ankles.
f.
Ask the patient to wiggle his or her fingers and toes. 

i.
Ask if he or she basically feels the same from side to side. 
g.
Ask the patient if he or she feels as if they are bleeding anywhere.
3.
Physical examination guidelines:
a.
Inspection

i.
Look for abnormalities and asymmetry.
b.
Palpation

i.
Touch or feel for abnormalities.
c.
Auscultation

i.
Listen to sounds the body makes by using a stethoscope.
4.
DCAP-BTLS reminds you what to look for:

a.
Deformities

b.
Contusions

c.
Abrasions

d.
Punctures/penetrations/paradoxical movement

e.
Burns

f.
Tenderness

g.
Lacerations

h.
Swelling
5.
To correctly perform a rapid exam, see Skill Drill 13-1.

G.
Make a transport decision.
1.
Identify priority patients.

a.
Expedite transport by doing only what is necessary at the scene and handling everything else en route.

2.
Priority patients include:
a.
Poor general impression
b.
Unresponsive patients
c.
Responsive but does not or cannot follow commands
d.
Difficulty breathing
e.
Hypoperfusion or shock
f.
Complicated childbirth
g.
Chest pain with a systolic blood pressure of less than 100 mm Hg
h.
Uncontrolled bleeding
i.
Severe pain anywhere
j.
Multiple injuries

IV. History Taking

A.
Purpose
1.
To gain information about the patient and learn about the events surrounding the incident 
a.
History of the immediate event and the pertinent past medical history 
b.
When appropriate, expanded details about past history may be appropriate.
2.
Ask open-ended questions.
a.
Close-ended questions can be useful but usually garner limited information.
3.
Avoid asking leading questions.
4.
Ask age-appropriate and education-appropriate questions.
5.
Be patient.

a.
Wait for answers.
6.
Use opportunities for patient teaching. 

B.
Patient information
1.
Name and chief complaint are most important pieces to obtain.
a.
Obtain other information in whatever order is most conducive to good patient care and most convenient. 
2.
Introduce yourself and explain that you are a paramedic.
3.
Ask the patient for their name and why he or she called for help. 
a.
Also ask for day of week, time, location, and events surrounding the current situation. 
4.
Collect data required by your local EMS system.
5.
Find out who called 911 and why. 
6.
Look for medical ID jewelry.
7.
Collect information from medical responders already on scene. 

C.
Techniques for history taking
1.
Your appearance and demeanor
a.
You should be clean, neat, and look professional.
b.
Project a good attitude.
i.
Facial expressions
ii.
Body language
c.
Introduce yourself and identify your service and certification level. 
i.
Introduce your partner.
d.
Try to interview the patient in a private setting.
i.
Do not hesitate to ask nonessential personnel to leave the room. 
2.
Confidentiality
a.
It is your duty to maintain confidentiality of the patient’s information.
b.
Be familiar with relevant laws:
i.
HIPAA
ii.
State laws

3.
How to address the patient

a.
Ask the patient for his or her name and how he or she would like to be addressed. 

b.
Err on the side of formality (Mr., Miss, Mrs., Ms.).

c.
Avoid “pet names.”
i.
Some terms have negative connotation in some cultures. 

d.
Be familiar with the cultural groups in your area and with any issues that could lead to misunderstanding. 
4.
Note taking
a.
Let the patient know that you will be asking a number of questions and writing the information down. 
b.
Position yourself at the eye level of the patient. 
c.
Maintain good eye contact, and pay attention. 
5.
Reviewing the medical history and information reliability
a.
Document the source of all information.
b.
The best source of information is the patient.
c.
When doing routine transfers, take a moment to look over the paperwork.
d.
Always evaluate your sources of information for reliability.
i.
You are responsible for patient care decisions.
ii.
Make sure you work with information that is accurate as possible.

D.
Responsive medical patients
1.
Chief complaint
a.
The most serious thing that the patient is concerned about
b.
The reason the patient or someone else called 911 

c.
Should be recorded in the patient’s own words

i.
For unresponsive patients or those who are unable to answer, writing the primary medical condition or simply “unresponsive” is generally acceptable. 

d.
Should include what is wrong and why treatment is being sought 

e.
Vague complaints challenge you to ask the right questions and be a patient listener. 

2.
History of present illness

a.
Use OPQRST to analyze a patient’s complaint.
i.
Onset

ii.
Provocation

iii.
Quality

iv.
Region/radiation/referral

v.
Severity

vi.
Time

b.
SAMPLE mnemonic can also be useful.
i.
Signs and symptoms 

ii.
Allergies

iii.
Medications

iv.
Pertinent past history

v.
Last oral intake

vi.
Events that led to injury or illness

c.
Begin with, “What is going on today that made you call 911?”

d.
If the patient’s behavior is inappropriate, consider a psychiatric emergency or drug or alcohol ingestion.

e.
Patient may have multiple complaints.
i.
You must determine if symptoms are related. 
ii.
Determine the origin of the problem.

iii.
Determine which complaint is your priority.

f.
Flesh out the history surrounding the chief complaint.
g.
Signs and symptoms - what happened and when
i.
Signs: Objective observations or measurements that you make
ii.
Symptoms: Subjective information that the patient tells you

h.
Always look for medical ID tags or cards.

3.
Past medical history

a.
The opportunity to learn about any pertinent or chronic underlying medical conditions
i.
Careful and thorough history will help paint a clear picture of the patient’s overall health status. 
ii.
Helps with continuity of care by other health care providers
b.
Frequently linked to the patient’s current problem
c.
Should include current medications and dosages
i.
Prescription and over-the-counter medications
d.
Should also include:

i.
Allergies
ii.
Childhood illnesses
iii.
Adult illnesses
iv.
Past surgeries
v.
Past hospitalizations and disabilities
e.
The patient’s emotional affect provides insight into the overall mental health of the patient. 
f.
Determine whether the patient has ever experienced the current problem previously. 

g.
A new problem or condition is best considered serious until proven otherwise. 
4.
Current health status
a.
Made up of many unrelated pieces of information
i.
Often ties together some of the past history with the history of the current event
b.
Questions that will be most helpful include:

i.
What prescription medicines are you currently taking?

(a)
How much and how often?

ii.
Do you take any over-the-counter medications?

iii.
Are you allergic to anything?

iv.
Do you smoke? Do you drink beer, wine, or cocktails?

(a)
How much and how often?

v.
Have you been smoking or taking drugs?

vi.
What did you eat yesterday and today?

vii.
Ask about screening tests that are appropriate.

viii.
Are your immunizations up to date?

ix.
Have you been getting a good night’s sleep?

x.
Do you like to exercise?

xi.
What kinds of chemical cleaners do you have in your house?

xii.
Does the family use seat belts and car seats for children?

(a)
Do you have baby gates?

(b)
Are medicines locked away?

xiii.
Do you have a history of specific diseases in your family?

xiv. How do you spend your time during the day?

xv.
Do you have anything in your religion that would prevent me from administering treatment?

xvi.
Are you an optimistic person?

c.
Decide which items you want to explore and which you do not.
5.
Family history
a.
Helps to establish patterned and risk factors for potential diseases
b.
Not every aspect of family history is necessarily important in the immediate emergent setting.
c.
Information should be related to the patient’s current medical condition. 
6.
Social history
a.
Not typically gathered in the prehospital setting
b.
Provides valuable information regarding the overall health status of the patient
c.
Helps to identify risk factors for various disease processes
d.
Ask about smoking habits.
e.
Gather information regarding alcohol consumption and recreational/prescription drug use.
f.
Social history may include information regarding sexual habits.
g.
Questions regarding diet may be appropriate.

i.
Includes timing and quantity of food consumption
h.
Occupation identification may provide information about possible toxic exposures.
i.
The environment provides information about lifestyle and chronic exposures.
j.
Travel history may be relevant.

i.
Illness may have been contracting while traveling.

ii.
Long airplane rides may cause pulmonary embolism. 

E.
Unresponsive patients
1.
You must rely on a thorough head-to-toe physical examination plus the normal diagnostic tools to acquire the information needed to care for your patient. 
2.
Family and friends may be able to provide information.
3.
Look for clues.

a.
Pill containers

b.
Medical jewelry 

F.
Trauma patients
1.
Revisit information from primary assessment
2.
Reconsider MOI.

a.
MOIs that may be life threatening include:

i.
Ejection from a vehicle

ii.
Death of another patient in same vehicle

iii.
Falls of greater than 15’ to 20’ or three times patient’s height

iv.
Vehicle rollover

v.
High-speed vehicle crash

vi.
Vehicle-pedestrian collision

vii.
Motorcycle crash

viii.
Penetrating wounds to head, chest, or abdomen

b.
If patient is an infant or child, MOIs that indicate a high-priority include:

i.
Falls from more than 10’ or two to three times the child’s height

ii.
Fall of less than 10’ with loss of consciousness

iii.
Medium- to high-speed vehicle crash

iv.
Bicycle collision
3.
Two or more serious MOIs increase the chance of a patient sustaining a serious or fatal injury.
4.
In an MVC, determine whether seat belts and/or air bags were involved.

a.
Check clavicles and neck.

b.
Check pelvic girdle and lower abdomen.

c.
Lift the air bag and look for a bent steering wheel.

i.
Potential source of life-threatening internal injuries

d.
During hand-off report, indicate whether seat belts were worn, properly positioned, and whether air bag deployed.
5.
Improperly installed child safety seats can be rendered useless.

G.
Patients with minor injuries or no significant MOI
1.
If a patient shows signs of systemic involvement with what appears to be a minor MOI, continue with assessment to find the more serious problem.

H.
Review of body systems
1.
Pertinent negatives may be a way to gain information.

a.
Look for a lack of signs and symptoms for specific illnesses to make a more accurate field impression.


2.
General symptoms
a.
Vague, nonspecific signs and symptoms make it difficult to differentiate between various field diagnoses. 
b.
Ask questions regarding:

i.
Fever

ii.
Chills

iii.
Malaise

iv.
Fatigue

v.
Night sweats

vi.
Weight variations
3.
Skin, hair, and nails
a.
Ask questions about rash, itching, hives, or sweating. 
b.
Subtle signs and symptoms that are often overlooked
4.
Musculoskeletal
a.
Ask about joint pain, loss of range of motion, swelling, redness, erythema, and localized heat or deformity.
5.
Head and neck
a.
Pay particular attention to complaints of severe headache or loss of consciousness.
b.
Eyes
i.
Ask about visual acuity, blurred vision, diplopia, photophobia, pain, changes in vision, and flashes of light in the field of vision.
c.
Nose
i.
Ask about sense of smell, rhinorrhea, obstruction, epistaxis, postnasal discharge, and sinus pain.
d.
Throat and mouth
i.
Focus on complaints of sore throat, bleeding, pain, dental issues, ulcers, and changes to taste sensation.

6.
Endocrine
a.
Ask if patient has enlargement of the thyroid gland.
b.
Ask about temperature intolerance, skin changes, swelling of hands and feet, weight changes, polyuria, polydipsia, polyphagia, and any changes in body and facial hair. 
7.
Chest and lungs
a.
Screen for dyspnea and chest pain.
b.
Focus on coughing, wheezing, hemoptysis, and tuberculosis status.
c.
Ask the patient if he or she has had previous cardiac events.
d.
Ask about pain or discomfort.
i.
Determine onset of pain, duration, quality, provocation, and palliation.
e.
Also ask about orthopnea, edema, and past cardiac evaluation and testing.
8.
Hematology
a.
Ask about history of anemia, bruising, and fatigue.
9.
Lymph nodes
a.
Ask about tender and enlarged lymph nodes.
10.
Gastrointestinal
a.
Ask about appetite, general digestion, food allergies and intolerances, heartburn, nausea and vomiting, diarrhea, hematemesis, bowel regularity, changes in stool, flatulence, jaundice, and any past GI evaluations and tests.

b.
Pay attention to signs and symptoms that point toward active GI bleeding.
11.
Genitourinary
a. 
Question patients about dysuria, increased frequency of urination, urgency, nocturia, hematuria, polyuria, and pain to the flank and suprapubic region.
b.
Question men about erectile dysfunction, fluid discharge, and testicular pain.
c.
Question females about menstrual regularity, last menstrual period, dysmenorrhea, vaginal discharge, abnormal bleeding, pregnancies, and contraception use.
12.
Neurologic
a.
Ask about a history of seizures or syncope, loss of sensation, weakness in extremities, paralysis, loss of coordination or memory, and muscle twitches or tremors.
b.
Look for signs of facial asymmetry.
c.
If you suspect stroke or TIA, use the Cincinnati Stroke Scale.
13.
Psychiatric
a.
Ensure the safety of yourself, the crew, and the patient.
b.
Ask the patient about a history of or current depression, mood changes, difficulty concentrating, anxiety, irritability, sleep disturbances, fatigue during the day, and suicidal or homicidal tendencies. 

I.
Clinical reasoning
1.
Combines knowledge of anatomy, physiology, pathophysiology, and the patient’s complaints to help direct questioning when you are obtaining a history. 
a.
Note any abnormal symptoms of physical findings as well as their anatomic location.
b.
Pay careful attention to signs or symptoms that are inconsistent with your working diagnosis.
c.
Differential diagnosis—a working hypothesis of the nature of the problem
i.
Start with broad possibilities.
ii.
Consider patient’s chief complaint.

iii.
Consider signs and symptoms along with history.
iv.
Use the physical exam to tighten the possibilities. 
d.
Once you have determined your working diagnosis, continue to question the patient to help confirm the diagnosis. 

e.
Continually reevaluate the overall situation and complaint to make sure all of the patient issues have been addressed. 

J.
Communication techniques
1.
Encourage dialogue.
a.
Use layperson terminology.
b.
Empathetic response
i.
Put yourself in the patient’s shoes.
ii.
Do not hesitate to communicate your feelings and address the emotional impact of what has been said.
iii.
Consider that the patient may be depressed.
iv.
Try to develop empathy for your patients.
2.
Asking about feelings.
a.
You will need to ask if a patient is tired, depressed, or any number of feelings that are most easily dealt with by denial.
b.
Try to keep unpleasant sights, sounds, and smells from your patient who is feeling badly.
c.
Validate the patient’s feelings.
d.
Be empathetic but effective with your questioning.
i.
Ask for facts and follow up. 
3.
Getting more information
a.
Questions regarding the region or location of pain include:

i.
Where does it hurt?

ii.
Can you point to where it hurts with one finger, or is it more specific?

iii.
Does the pain stay there, or does it move or radiate?

iv.
If the pain moves or radiates, where does it go?
b.
Questions regarding the quality of abdominal pain include:

i.
How would you describe the quality of pain?

ii.
Does the pain come and go, or is it constant?

iii.
What would you do to make me feel the same feeling you do?

c.
Questions regarding the severity of abdominal pain includes:

i.
How bad is the pain?

ii.
Is it more of an uncomfortable feeling or a feeling of hurt?

iii.
Would you say the pain is similar to or worse than previous episodes?

iv.
On a scale of 1 to 10, with 10 being the worst, how would you rate your pain?

d.
Add, delete, and modify questions as necessary.

e.
Avoid close-ended and leading questions.
f.
Try to be orderly and systematic in your information gathering and assessment. 
i.
Remain flexible in your approach. 
4.
Asking direct questions
a.
If you need a date, time, or other specific information, you should ask for it. 
5.
Applying clinical reasoning 
a.
Goal of assessment is to figure out the reason for the patient’s chief complaint and how to best address it 
b.
Critical thinking consists of:
i.
Concept formation
ii.
Data interpretation

iii.
Application of principles

(a)
Guidelines or algorithms

iv.
Reflection in action

(a)
Being willing to change course as you interpret your patient’s condition

v.
Reflection on action

(a)
Doing honest and thorough postrun critiques to benefit learning
c.
You must be able to think and perform well under pressure.
d.
You must be a great listener and a patient listener.
e.
Communicate with patients by using terminology matched to their knowledge and understanding.
f.
Look for nonverbal communication.
i.
Changes in facial expression
ii.
Heavy sighs
iii.
Aggressive gestures

K.
Getting a history on sensitive topics
1.
Alcohol and drug abuse
a.
If asked how much alcohol or drug has been consumed, the amount is routinely understated.
b.
Patients may give an unreliable history.
c.
Alcohol can mask signs and symptoms. 
d.
Be alert for the smell of alcohol on a patient’s breath and behavior that may indicate alcohol consumption.
e.
The fear of punishment for illegal drug use may lead to denial of use.
i.
Let the patient know that you are a medical provider and anything he or she tells you will be kept in confidence.
f.
Keep a professional attitude.
i.
Do not judge patients on appearance by appearance or attitude.
2.
Physical abuse, domestic abuse, and sexual assault
a.
You are required to report a case if you suspect physical abuse or domestic violence.
i.
It is inappropriate to accuse someone of abuse at the scene.
ii.
Do not hesitate to call for law enforcement if you have reason to believe that abuse has occurred.
b.
Look for clues to indicate abuse.
i.
Multiple injuries in various states of healing
ii.
Unspoken messages in family behavior

c.
Emergency scenes involving domestic violence are some of the most dangerous for EMS and law enforcement professionals.

i.
Always call law enforcement.
d.
Maintain evidence per protocol in situations involving sexual abuse or rape. 
i.
Be supportive, caring, and nonjudgmental.
ii.
Have an EMS provider who is the same sex as the victim provide care.
3.
Sexual history

a.
Talk to the patient in a setting that is as private as possible. 
b.
Keep your questions focused.
c.
Do not interject any opinions or biases about sexual choices or behavior. 
d.
Every patient you care for deserves to be treated with compassion and respect.

L.
Cultural competence
1.
You must strive to understand the differences inherent in all people. 

2.
Most common barriers to communication:
a.
Race
b.
Ethnicity
c.
Age
d.
Gender
e.
Language
f.
Education
g.
Religion
h.
Geography
i.
Economic status
3.
Cultural beliefs can affect many medical decisions and treatment plans.

a.
Respect ideas and beliefs even if they are not your own.
4.
Dietary practices and family relationships need to be considered during patient care.

a.
Making recommendations can positively affect the whole family.
5.
Always obtain consent before administering any medication to a patient.
6.
You must provide the best possible care for all patients regardless of their socioeconomic status. 

7.
Research the groups that are prevalent in your area to learn the best ways to communicate.
8.
Remember the importance of manners.
a.
Manners, hand gestures, and body language have different meanings in different cultures.
b.
Try to develop a communication style that is free of mannerisms or gestures that can be misinterpreted.

M.
Special challenges in history taking
1.
Silence
a.
Do not let a period of silence make you uneasy.
i.
The patient may be thinking.
b.
Learn how to time your questions: ask, and then wait. 
c.
Patients may become quiet when a paramedic displays a lack of sensitivity. 
d.
Remain alert for nonverbal signs of distress.
2.
Overly talkative patients
a.
Keep your patience.
b.
After a few minutes, try interrupting the patient to ask for clarification of a piece of information. 
c.
Remember that you are better off with too much information than too little or no information. 
3.
Patients with multiple symptoms 
a.
Learn to prioritize your patient’s complaints.
b.
Always remain open to the possibility that something else is going on with your patient.
4.
Anxious patients
a.
Expect your patient to initially be somewhat anxious.
i.
The patient should begin to calm down shortly after your arrival.
b.
If the patient remains anxious, consider the possibilities.
i.
High anxiety is an early sign of physiologic shock.
ii.
The patient may be hiding something. 

c.
Be sensitive to verbal and nonverbal clues.

5.
Reassurance

a.
Be poised and confident, with a positive demeanor.

b.
Be cautious about what you tell your patients.
i.
Do not make promises you cannot keep.

c.
Inappropriate reassurance harms your credibility. 
6.
Anger and hostility
a.
Anger and hostility at unfairness and harsh realities are normal. 
i.
Do not take it personally. 
ii.
Do not get angry yourself.
b.
Be attentive to changes in body language.
i.
Threatening gestures
ii.
Escalating volume of conversation

c.
Establish a safe and secure scene. 

d.
Call law enforcement if necessary.

e.
Retreat if necessary.

f.
If a hostile person leaves the room, follow the person while trying to calm them down.
7.
Intoxication
a.
Obtaining a good medical history can be difficult.
b.
Intoxication can mask symptoms.
c.
Intoxication causes a decrease in patience.
i.
The patient may become angry more quickly than someone who is not intoxicated. 
d.
Remain objective and nonjudgmental.
8.
Crying
a.
Patience goes a long way. 
i.
Do not expect a person who is crying to immediately stop. 
b.
The arrival of EMS often has a calming effect. 
9.
Depression
a.
Situational depression
i.
A reaction to a stressful event in a person’s life
b.
Chronic depression
i.
Ongoing and does not seem to have an apparent cause

c.
You must ask about the patient’s feelings to assess for risk of suicide. 

d.
Follow local protocols. 

10.
Sexually attractive or seductive patients

a.
It is never appropriate for a clinician to act on feelings of attraction to a patient.

b.
If a patient becomes seductive or makes sexual advances, firmly make it clear that your relationship is professional. 

c.
Keep someone else in the room with you at all times.
11.
Confusing behaviors or histories
a.
Patients may give information to a physician that he or she did not provide to the paramedic.
i.
The information given to the physician may be completely different from the history you obtained. 
b.
Consider the possible reasons for confusing behavior.
i.
Mental illness
ii.
Drug-induced delirium

iii.
Organic causes
12.
Limited education or intelligence
a.
Never presume that you will not be able to obtain a history from any patient.
i.
Assume that you can get at least some worthwhile history from all patients.
ii.
Assume that it is your job to keep asking questions in different ways until you get the answers you need.
b.
Use terminology the patient can understand. 
c.
Be alert for partial answers or omissions. 
d.
You may need to get some information from family members or caregivers. 
13.
Language barriers
a.
Use an interpreter if possible. 
i.
Use closed questions requiring short answers.
ii.
Remind the interpreter that all information is confidential.

iii.
Do not use a patient’s child to interpret unless absolutely necessary.

(a)
Keep questions as straightforward as possible.

(b)
Do your best to not scare the child. 

iv.
Use a certified medical interpreter if possible to ensure patient confidentiality is maintained.
b.
Remember that speaking louder will not help the patient understand what you are saying. 
14.
Hearing problems
a.
For some patients, speaking slowly and slightly louder may be all that is necessary. 
b.
Consider letting a patient wear your stethoscope and speak into the bell. 
c.
If the patient can read lips, address them face to face, and slow your speech slightly. 
d.
Use an interpreter who knows American Sign Language, if possible. 
e.
Writing out medical communications may be helpful.
f.
Consider learning sign language. 
15.
Visual impairment or blindness
a.
Be careful to announce yourself and your reason for being there. 
b.
If you move any furniture, be sure to put it back exactly where you found it. 
c.
Always tell the patient what you are doing and the location of other transport.
16.
Family and friends
a.
Be aware that the farther you go from the primary source (the patient) for information, the greater the chance the information will contain inaccuracies. 
b.
Remember that you cannot reveal medical information about the patient to the family. 

N.
Age-related considerations
1.
Pediatric patients
a.
Initial approach should be similar to that of an adult.

b.
Obtaining an accurate history can be difficult. 
i.
Include the child in the history-taking process as much as possible.
ii.
Listen to the parents. 
c.
Be sensitive to the fears of the parents.
d.
Pay attention to the relationship between the parent and child. 

i.
Sick children often cling to their caregiver.
e.
Tailor your questions to the age of the child. 
i.
Know the characteristics of the different phases of development.

ii.
In neonates and infants, maternal history and birth history is important.

iii.
Around age of 3 to 5 years, ask about child’s performance in school.

(a)
Determines developmental problems or learning disabilities

(b)
Also focus on child’s dentition, growth, sexual development, illnesses, and immunizations.
iv.
In the adolescent phase, focus more on the adolescent rather than the adult.

(a)
Consider interviewing in private.

(b)
Focus on risk-taking behaviors, self-esteem issues, rebelliousness, drug and alcohol use, and sexual activity.
f.
Gather an accurate family history.

i.
Specifically ask about maternal gestational history and deceased siblings.
g.
Review of systems should pay special attention to skin, ears, nose, and teeth.
2.
Geriatric patients
a.
Can be challenging
b.
Accommodate sensory losses.
c.
Patients tend to have multiple chronic medical problems that may complicate the history-taking process. 
i.
May have multiple chief complaints

ii.
May take a multitude of medications

(a)
Iatrogenic illnesses (drug interactions) may mask other conditions.
(b)
Accidental overdoses and adverse reactions are also common.

iii.
Gather an accurate medication history along with current dosages.
d.
Symptoms may be less dramatic in elderly patients. 
i.
Always have a high clinical index of suspicion when treating the elderly. 
e.
Consider including a functional assessment during systems review.
i.
Assessment of mobility

ii.
Upper extremity function

iii.
Activities of daily living

(a)
Getting dressed

(b)
Bathing

(c)
Cooking

V. Secondary Assessment

A.
The process by which quantifiable, objective information is obtained from a patient about his or her overall state of health 
1.
Compared with subjective, historic information that is obtained from the patient 
2.
Together, these types of information can give you a comprehensive field impression and a differential diagnosis. 
3.
Secondary assessment consists of two elements:
a.
Obtaining vital signs 
b.
Performing a head-to-toe survey that evaluates the workings of specific body organ systems
i.
Performed in a sequential manner, starting with the head and working down to the toes
ii.
The conditions in the prehospital setting may determine precisely how the secondary assessment is performed.
(a)
Sometimes it may be condensed.

4.
As you approach the patient, consider body systems and anatomic locations.

5.
The start of the exam is determined by factors such as:

a.
Stability of patient

b.
Chief complaint

c.
History

d.
Communication ability

6.
Not every aspect of the secondary assessment will be completed in every patient.
7.
Factors to consider when beginning an exam:
a.
Location
b.
Positioning of the patient
c.
The patient’s point of view
d.
Maintaining professionalism
i.
Always protect the patient’s privacy.

B.
Assessment techniques
1.
Inspection
a.
Looking at the patient
2.
Palpation
a.
The physical touching for the purpose of obtaining information

b.
Use your finger to check pulses.

c.
Use your palms to sweep across and around skull.

d.
Use the back of your hand to touch the patient’s skin.
3.
Percussion
a.
Entails gently striking the surface of the body, typically where it overlies various body cavities

i.
Detects changes in the densities of the underlying structures

(a)
Normal lung: Medium to loud, low-pitched resonant sounds

(b)
Muscle and bone: Soft, high-pitched, and flat

(c)
Hollow organs: Loud, high-pitched, and tympanic
b.
Requires a lot of practice to perfect
c.
To correctly perform percussion, see Skill Drill 13-2.
4.
Auscultation
a.
Involves listening with a stethoscope
b.
Requires keen attention, a thorough understanding of what “normal” sounds like, and lots of practice

C.
Vital signs
1.
Pulse 

a.
Measurements should assess:
i.
Rate
ii.
Presence
iii.
Location
iv.
Quality
v.
Regularity
b.
To palpate the pulse, gently compress an artery against a bony prominence.
i.
Can be obtained at several points, including the following arteries:
(a)
Radial
(b)
Brachial
(c)
Femoral
(d)
Carotid
ii.
Count for 15 seconds and multiply by four
iii.
Check for the presence of a central pulse in unresponsive patients.
(a)
Pulse rate should be counted in the most peripheral location that can be palpated. 
2.
Respiration
a.
Rate
i.
Typically assessed by inspecting the patient’s chest
ii.
Portions of the abdominal wall, neck, face, and accessory muscle use can be observed to determine respiratory effort.
b.
Quality
i.
Learn to recognize pathologic respiratory patterns or rhythms.
(a)
Tachypnea
(b)
Kussmaul
(c)
Cheyn-Stokes
(d)
Biot
ii.
Tripod positioning

iii.
Accessory muscle use
iv.
Retractions
c.
Rate should be measured for 30 seconds and multiplied by two for pediatric patients.
3.
Blood pressure
a.
The measurement of the force exerted against the walls of the blood vessels
b.
Commonly measured in a peripheral artery
i.
Can be obtained essentially anywhere in the circulatory system
c.
The product of cardiac output and peripheral vascular resistance
i.
Systolic pressure
(a)
Created by the left ventricle while it is contracting
ii.
Diastolic pressure
(a)
The result of residual pressure in the system while the left ventricle is relaxing
(b)
Should not go to zero
(c)
Lower diastolic pressure means less myocardial perfusion
d.
Measured using a cuff that is appropriate to the patient’s size and habitus
i.
Too small or tight a cuff will yield an artificially high pressure.
ii.
Too large or loose a cuff will yield an inappropriately low result.
e.
Ideally should be auscultated
i.
Can be palpated to estimate the systolic pressure
f.
Blood pressure cuff’s gauge should be inspected periodically because it can lose accuracy and require recalibration.
4.
Temperature
a.
When using a device for measuring the tympanic membrane temperature:
i.
Make sure the external auditory canal is free of cerumen.
ii.
Position the probe in the canal so the infrared beam is aimed at the tympanic membrane.
iii.
Wait 2-3 seconds until the digital temperature reading appears.
iv.
Measures core body temperature
(a)
Higher than the normal oral temperature by approximately 1.4°F (0.8°C)
5.
Pulse oximetry
a.
Should never be used as an absolute indicator of the need for oxygen
b.
Measures the percentage of hemoglobin saturation
c.
Can provide inaccurate information for a variety of reasons:
i.
Hypotension
ii.
Hypothermia

iii.
Carbon monoxide poisoning

iv.
Abnormal hemoglobin

v.
Vascular dyes

vi.
Patient motion

vii.
Incorrect placement

viii.
Certain types of nail polish

D.
Equipment used in the secondary assessment
1.
Includes:

a.
Stethoscope

b.
Blood pressure cuff (sphygmomanometer)

c.
Capnography

d.
Glucometry

e.
Ophthalmoscope

f.
Otoscope

g.
Scissors

h.
Reliable light source

i.
Gloves

j.
Sheet or blanket

2.
Stethoscope
a.
Acoustic: Does not amplify sounds; blocks out ambient sounds

b.
Electronic: Converts sound waves into electronic signal and amplifies them
3.
Blood pressure cuff (sphygmomanometer)
a.
Used in the measurement of blood pressure

b.
Consists of inflatable cuff and manometer (pressure meter)

c.
Using the appropriate size is essential.
4.
Ophthalmoscope
a.
Allows you to look into patient’s eyes and view retina and aqueous fluid

b.
Consists of concave mirror and battery-powered light

c.
Effective evaluation requires dilation of the pupils and diagnostic expertise.
5.
Otoscope

a.
Evaluates ears of a patient

b.
Consists of head and handle

E.
Physical examination
1.
You will begin to gain information regarding the patient’s overall presentation as you approach the scene. 
a.
Look for signs of significant distress
i.
Mental status changes
ii.
Anxiousness

iii.
Labored breathing

iv.
Difficulty speaking

v.
Diaphoresis

vi.
Obvious pain

vii.
Obvious deformity

viii.
Guarding or splinting of a painful area

b.
Other aspects that may be worth noting:

i.
Dress

ii.
Hygiene

iii.
Expression

iv.
Overall size

v.
Posture

vi.
Untoward odors

vii.
Overall state of health

c.
Terms to describe the degree of distress:

i.
No apparent distress

ii.
Mild

iii.
Moderate

iv.
Acute

v.
Severe

d.
Other terms to describe the general state of a patient’s health:

i.
Chronically ill

ii.
Frail

iii.
Feeble

iv.
Robust

v.
Vigorous
2.
The secondary assessment is driven by the information you gathered during the primary assessment and the history-taking phase.

F.
The full-body scan
1.
A systematic head-to-toe examination
a.
Includes both looking and palpating
2.
Goal is to identify hidden injuries or identify causes that may not have been found during the rapid exam during the primary assessment
3.
Any patient who has sustained a significant MOI, is unresponsive, or is in critical condition should receive this type of examination. 
4.
To correctly perform a full-body exam, see Skill Drill 13-3.

G.
The focused assessment
1.
Performed on patients who have sustained nonsignificant MOIs and are responsive

2.
Goal is to focus on the immediate problem

3.
Most common complaints involve:

a.
Head

b.
Heart

c.
Lungs

d.
Abdomen
4.
Mental status
a.
For any patient with a “head” problem (confusion, headache, altered mentation), you should assess and palpate the head for signs of trauma. 
i.
Check for facial asymmetry.
ii.
Dilated or constricted pupils may point to recreational drug use.

iii.
Red conjunctiva may suggest drug or alcohol use.

iv.
Elevated blood pressure may accompany headache.
b.
Assess whether the patient is alert and oriented (A x O) in four areas:
i.
Person
ii.
Place

iii.
Day of week

iv.
The event

c.
Use the Glasgow Coma Scale.
i.
Assigns point value for eye opening, verbal response, and motor response
d.
Once the basic mental status has been assessed, conduct a thorough mental status examination.
i.
General appearance

(a)
Posture

(b)
Facial expressions

ii.
Speech and language patterns

iii.
Mood

iv.
Thoughts and perceptions

(a)
Logic

(b)
Relevance

(c)
Organization

(d)
Coherence

v.
Information relevant to thought content

(a)
Phobias

(b)
Obsessions

(c)
Anxieties

(d)
Delusions

vi.
Insight and judgment

(a)
Awareness of illness and need for treatment

vii.
Cognitive function

(a)
Attention

(1)
Serial 7s: Have the patient start at 100 and subtract 7 and continue subtracting 7.
(2)
Spelling backward

(b)
Memory

(1)
Remote memory

(2)
Recent memory

(c)
Ability to learn new things

(1)
Give the patient three or four objects to remember and ask him or her to recite them three to five minutes later. 
5.
Skin
a.
Serves three major functions
i.
Regulates the temperature of the body
(a)
In cold environments, constriction of the blood vessels shunts blood away from the skin to decrease the amount of heat lost through radiation (pale skin).
(b)
In hot environments, the vessels in the skin dilate, the skin becomes flushed or red, and heat is lost as it radiates from the body surface.
(1)
Sweat is secreted to the skin surface from the sweat glands, and heat is lost through evaporation. Evaporation doesn’t work if the humidity level is more than 85%.
ii.
Transmits information from the environment to the brain
(a)
Information from the environment is carried to the brain through a supply of sensory nerves that originate in the skin.
(1)
Transmits information about heat, cold, external pressure, pain, and the position of the body in space
(2)
Reacts to pressure, pain, and pleasurable stimuli
iii.
Protects the body from the environment
b.
Composed of two layers
i.
Epidermis (outermost layer)
(a)
The principal barrier against water, dust, microorganisms, and mechanical stress
ii.
Dermis
(a)
Composed chiefly of collagen fibers, elastic fibers, and a mucopolysacchride gel
(b)
Contains fibroblasts
(1)
Cells that secrete collagen, elastin, and ground substance
(c)
Subdivided into:
(1)
Papillary dermis
(i)
Provides nutrients to the epidermis
(ii)
Aids in thermoregulation
(2)
Reticular layer
(i)
Provides strength and elasticity
c.
Examination of the skin involves inspection and palpation.
i.
Color
ii.
Moisture

iii.
Temperature

iv.
Texture

v.
Turgor

vi.
Significant lesions

d.
Look for evidence of diminished perfusion.
i.
Pallor

ii.
Cyanosis

iii.
Diaphoresis

iv.
Vasodilation (flushing)
v.
Relatively subtle but serious changes in overall circulation are usually manifested early on in the skin’s appearance. 
vi.
Examine for changes in perfusion where the epidermis is thinnest:

(a)
Fingernails

(b)
Lips

(c)
Conjuctivae

(d)
Palms and soles of feet

e.
Pallor: Present when red blood cell perfusion to the capillary beds is poor

f.
Vasoconstriction: May be indicated by pale skin

g.
Cyanosis: Correlates with low arterial oxygen saturation

h.
Mottling: Found in severe protracted hypoperfusion and shock

i.
Ecchymosis: Localized bruising or blood collection within or under the skin

j.
Turgor: Relates to hydration

i.
Tenting is evident in extreme cases.
k.
Skin lesions: May be only external evidence of a serious internal injury 
6.
Hair
a.
Examine by inspection and palpation.
b.
Note:
i.
Quantity
ii.
Distribution

iii.
Texture

c.
Recent changes in growth or loss of hair can indicate an underlying endocrine disorder or can result from treatment for certain diseases.

7.
Nails

a.
Note:
i.
Color
ii.
Shape

iii.
Texture

iv.
Presence or absence of lesions

b.
Normal nail should be firm and smooth.

i.
Normal changes to the nails with aging include:
(a)
Development of striations
(b)
Change in color
c.
Overly thick nails or nails that have lines running parallel to the finger often suggest a fungal infection.
8.
Head
a.
Cranium
i.
Contains the brain
ii.
Brain connects to the spinal cord through the foramen magnum
iii.
Occiput
(a)
The most posterior portion of the cranium
iv.
Temporal regions
(a)
On each side of the cranium
v.
Parietal regions
(a)
Between the temporal regions and the occiput
vi.
The frontal region
(a)
The forehead
vii.
A layer of muscle fascia covers the skull.
viii.
The scalp covers the cranium.
ix.
Meninges: Three layers of tissue that suspend the brain and spinal cord
(a)
Dura matter
(b)
Arachnoid
(c)
Pia matter
x.
Cerebrospinal fluid
(a)
Produced in a chamber inside the brain, called the third ventricle
(b)
Fills the space between the meninges
b.
Inspect and feel the entire cranium.
i.
Deformity
ii.
Asymmetry

(a)
Do not palpate any depressions.

iii.
Warm, wet areas

iv.
Tenderness

v.
Shape and contour

vi.
Scars or shunts

c.
In children younger than 18 months, palpate the anterior fontanelle (the “soft spot”).

i.
Is usually open and flat

ii.
Bulging
(a)
Common when crying
(b)
Pathologic when observed in a quiet child

iii.
Sunken

(a)
Indicates dehydration
d.
Evaluate the face.
i.
Color
ii.
Moisture

iii.
Expression

iv.
Symmetry

v.
Contour

vi.
Swelling or apparent areas of injury

vii.
DCAP-BTLS

(a)
Deformities

(b)
Contusions

(c)
Abrasions

(d)
Punctures/penetrations

(e)
Burns

(f)
Tenderness

(g)
Lacerations

(h)
Swelling

e.
To correctly assess the head, see Skill Drill 13-4.
9.
Eyes

a.
Allow examiner to assess functions of CNS.
b.
Anterior chamber
c.
Posterior chamber
d.
Inspect and palpate the upper and lower orbits, starting at the nose and working toward the lateral edge.
e.
Ask about:
i.
Pain
ii.
Redness

iii.
Loss of vision

iv.
Diplopia

v.
Photophobia

vi.
Blurring

vii.
Discharge

viii.
Corrective lens use

f.
Note periorbital ecchymosis (raccoon eyes).
g.
Assess visual acuity: ability to see

i.
Snellen (“E”) chart 

ii.
Light/dark discrimination

iii.
Finger counting

(a)
Done from a noted distance

h.
Assess pupils

i.
Normally round and of approximately equal size

ii.
In low light, pupils dilate

iii.
In high light or when a bright light is suddenly introduced, pupils instantly constrict.

(a)
When light is introduced to one eye, both pupils should constrict equally.
(b)
Pupils should react instantly to any change in light level.

iv.
Check for size, shape, and symmetry, and reaction to light.

i.
Evaluate whether the eyes move in harmony and can track in all fields (up, down, left, right, across)

j.
Assess the retina’s ability to receive light.
k.
Following general exam, precise penlight exam is taken.
i.
Lids, lashes, and tear ducts

ii.
Conjunctivae and sclera

iii.
Cornea and lens

iv.
Anterior chamber and iris

v.
Posterior chamber and retina

l.
To correctly examine the eye, see Skill Drill 13-5.

m.
To correctly examine the eye with an ophthalmoscope, see Skill Drill 13-6.
10.
Ears
a.
Involved with hearing, sound perception, and balance control
b.
External ear
i.
Pinna or auricle (the part outside the head)
ii.
External auditory canal

iii.
Tympanic membrane (eardrum)

c.
Middle ear

i.
Hammer

ii.
Anvil

iii.
Stirrup

iv.
Connected to the nasal cavity by the Eustachian tube (inner auditory canal)

(a)
Permits equalization of pressure in the middle ear when external atmospheric pressure changes

d.
Inner ear

i.
Bony chambers filled with fluid
(a)
As the head moves, so does the fluid.
(b)
Nerve endings within the fluid send impulses to the brain.
e.
Assess for: 
i.
Changes in hearing perception
ii.
Wounds

iii.
Swelling

iv.
Drainage

f.
Assess the mastoid process of the skull (immediately posterior to the ear) for discoloration and tenderness (Battle sign).
g.
Examine external canal and tympanic membrane using an otoscope (refer to Skill Drill 13-7).
11.
Nose

a.
Nasal cavity is divided into two chambers by the nasal septum

i.
Each chamber contains three layers (superior, middle, and inferior) of bone. 
b.
Assess anteriorly and inferiorly.
c.
Look for:
i.
Asymmetry
ii.
Deformity

iii.
Wounds

iv.
Foreign bodies

v.
Discharge or bleeding

vi.
Tenderness

d.
Note any evidence of respiratory distress.

e.
Inspect the exterior for:

i.
Color changes

ii.
Symmetry

iii.
Structural abnormalities

f.
Note any drainage or discharge. 

12.
Throat

a.
Evaluate:
i.
Mouth
ii.
Pharynx

iii.
Neck
b.
As part of the overall hydration status, pay attention to the:
i.
Lips
ii.
Teeth

iii.
Oral mucosa

iv.
Tongue

c.
Prompt assessment of the throat and upper airway structures is mandatory to rapidly determine upper airway status in patients with altered mental status.

d.
Assess for the presence of foreign body or aspiration.

i.
Be prepared to assist with manual techniques and suction.
e.
Mouth
i.
Lips
(a)
Should be pink and free of edema or surface irregularities
ii.
Symmetry

iii.
Gums

(a)
Should be pink with no lesions or edema
iv.
Look for cyanosis around the lips. 
f.
Inspect airway for obstruction.
g.
Tongue
i.
Size
ii.
Color
iii.
Moisture

h.
Maxilla and mandible

i.
Integrity

ii.
Symmetry

i.
Oropharynx

i.
Discoloration

ii.
Pustules

iii.
Unusual odors on the patient’s breath

iv.
Fluids that might need suctioned

v.
Edema and redness on the uvula

j.
Neck

i.
Symmetry
ii.
Masses

iii.
Venous distention

(a)
Consider the patient’s body position.
iv.
Palpate carotid pulses.
v.
Palpate the suprasternal notch.
(a)
Tracheal deviation
(b)
Presence of a stoma
vi.
To correctly examine the neck, see Skill Drill 13-8.

13.
Cervical spine

a.
Pathway by which spinal cord makes its way out of the brain and into the torso

i.
Point at which head connects to body

b.
Consider MOI

c.
Evaluate for:
i.
Pain
ii.
Altered mental status
iii.
Loss of consciousness at the time of the event

d.
Inspect and palpate

i.
Tenderness

ii.
Deformity

iii.
Pain is the most reliable indicator of a spine injury or spinal cord injury.

(a)
Any manipulation that results in pain, tenderness, or tingling should cause the exam to be stopped immediately and the patient placed into a properly sized collar.

e.
Continued assessment of a patient’s range of motion should take place only when there is no potential for serious injury. 

i.
Passive exam

ii.
Active exam

14.
Chest

a.
Consists of the superior aspect of the torso

b.
Anterior and posterior portions

c.
Contains:
i.
Lungs
ii.
Heart
iii.
Great vessels

d.
Three phases of exam

i.
Chest wall exam

ii.
Pulmonary evaluation

iii.
Cardiovascular assessment

e.
To correctly examine the chest, see Skill Drill 13-9.

f.
Check for:

i.
Symmetry

ii.
Respiratory effort

iii.
Signs of obstruction

iv.
General shape of the chest wall

v.
Signs of abnormal breathing

vi.
Chest deformities

vii.
Tenderness or crepitus

g.
Auscultate breath sounds

i.
Normal breath sounds: Clear and quiet

ii.
Tracheal sounds: Loud and harsh

iii
Bronchial sounds: Loud, high-pitched, and hollow; found over the manubrium

iv.
Bronchovesicular sounds: Soft, breezy and lower pitched sounds found at the midclavicular line

v.
Vesicular sounds: Finer and somewhat fainter breath sounds noted in the lateral wall of the chest

vi.
Adventitious breath sounds include:

(a)
Wheezing: high pitched whistling

(1) If unilateral, suspect aspirated foreign body or infection.
(2)
If bilateral, suspect asthma.
(b)
Rales: Wet breath sounds

(1)
May indicate cardiac failure or infection

(2)
Crackles may also be heard.
(c)
Rhonchi: Congested breath sounds with a lower pitch and rattling

(1)
May indicate presence of mucus in the lungs or infection

(2) May result from aspiration of fluid

(d)
Stridor: Brassy, crowing sound

(1)
Caused by narrowing, swelling, or obstruction of upper airway

(e)
Pleural friction rubs: Squeaking or grating sounds

(1)
Occur when pleural linings rub together
vii.
It may be helpful to describe the sounds rather than attempt to immediately classify them.

viii.
Are sounds:

(a)
Dry or moist?

(b)
Continuous or intermittent?

(c)
Course or fine?

ix.
Determine if breath sounds are diminished or absent.

(a)
Diminished in a portion of one lung or entire chest?

(b)
If localized, assess transmitted voice sounds.
(1)
Bronchophony

(2)
Whispered pectoriloquy

(3)
Egophony

(4)
Requires an optimal listening environment
x.
Assess respiratory rate, depth, and effort.

(a)
Lung fields with absent breath sounds: Pneumothorax, hemothorax

(b)
Silent breath sounds: Status asthmaticus

(c)
Lung fields with areas of consolidation: Pneumonia, lung contusion

(d)
Wheezing: Asthma or bronchoconstriction

(e)
Rales: Pulmonary edema, heart failure, toxic inhalation, submersion

xi.
Check for accessory muscle use, retractions, or ventilatory fatigue.

xii.
Check for jugular venous distention (JVD).

15.
Cardiovascular system

a.
Circulates blood throughout the body

b.
Blood
i.
Plasma
ii.
Red blood cells

iii.
White blood cells

iv.
Platelets

c.
System of connected tubes include:

i.
Arteries

ii.
Arterioles

iii.
Capillaries

iv.
Venules

v.
Veins

d.
Blood flows through two circuits:

i.
Systemic circulation: Carries oxygen-rich blood from left ventricle through body and back to right atrium

ii.
Pulmonary circulation: Carries oxygen-poor blood from right ventricle through lungs and back into left atrium

e.
Cardiac cycles involves:

i.
Cardiac relaxation (diastole)

ii.
Filling

iii.
Contraction (systole)

f.
Heart consists of four chambers

i.
Two atria

ii.
Two ventricles

(a)
While the atria contract, the ventricles relax, and vice versa.

g.
The contraction and relaxation of the heart, combined with the flow of blood, generates characteristic heart sounds during auscultation with a stethoscope.

i.
S1

(a)
The first heart sound heard

ii.
S2

(a)
The second heart sound heard

(b)
Usually louder than the first

iii.
S3

(a)
A soft, low-pitched heart sound that occurs about one third of the way through diastole

(b)
Most commonly associated with abnormally increased filling pressures in the atria secondary to moderate to sever heart failure

iv.
S4

(a)
A “gallop” rhythm

(b)
A moderately pitched sound that occurs immediately before the normal S1 sound

(c)
Represents either decreased stretching of the left ventricle or increased pressure in the atria

v.
Splitting

(a)
Events on the right side of the heart usually occur slightly later than those on the left side, creating two discernible sounds rather than one heart sound.

h.
Heart sounds can be heard at the chest wall in the parasternal areas superiorly and inferiorly as well as in the region superior to the left nipple.

i.
Refer to Skill Drill 13-10. 
i.
Korotkoff sounds
i.
The sounds related to the patient’s blood pressure
ii.
There are five, but only the first and fifth are clinically significant:

(a)
The first is the thumping of the systolic.

(b)
The fifth is when the sound disappears as the diastolic pressure drops below that created by the blood pressure cuff.

j.
Bruit

i.
An abnormal “whoosh”-like sound that indicates turbulent blood flow moving through a narrowed artery
k.
Murmur
i.
An abnormal “whoosh”-like sound heard over the heart that indicates turbulent blood flow around a cardiac valve
ii.
Graded by range of intensity from 1 to 6

l.
Arterial pulses are a physical expression of systolic blood pressure.

i.
Palpable wherever an artery crosses a bony prominence

m.
Venous pressure tends to be low.

i.
Does not assist in promoting systemic blood pressure

n.
Assess the extremities for signs of venous obstruction or insufficiency.

i.
Venous engorgement

ii.
Palpable varicosities

iii.
Edema

iv.
Swelling

v.
Hyperpigmentation

vi.
Mild erythema

vii.
Painful superficial veins

viii.
Heaviness in the extremities

ix.
Changes in skin color

o.
Jugular venous distention (JVD)

i.
If the patient has penetrating left chest trauma, JVD may indicate cardiac tamponade.

ii.
If the patient has pedal edema, consider heart failure.

iii.
When examining, note how much distention is present (measured in centimeters).
iv.
There may be no evidence of JVD, even while the patient is supine, if there is hypotension.

p.
Pay attention to arterial pulses.

i.
Location

ii.
Rate

iii.
Rhythm

iv.
Quality

v.
Amplitude

q.
Obtain an accurate blood pressure and repeat periodically.

i.
Note history of hypertension.

ii.
Note the class of hypertension the patient falls in.

r.
Palpate and auscultate carotid arteries.

i.
Assess for bruits.
s.
Feel the chest wall to locate the point of maximum impulse (PMI), and appreciate the apical pulse. 

i.
Assess chest wall for:

(a)
Lifts

(b)
Heaves

(c)
Thrills

t.
Listen over the areas where the cardiac valves are located.

i.
Aortic valve: Right of the sternum

ii.
Pulmonic valve: Left of the sternum

iii.
Tricuspid valve: Lower left sternal border

iv.
Mitral valve: Lateral to the lower left sternal border

u.
For a suspected heart problem, assess:

i.
Pulse for regularity and strength

ii.
Skin for signs of hypoperfusion or oxygen desaturation

iii.
Breath sounds

iv.
Baseline vital signs

v.
Extremities for peripheral edema

v.
The definition of normal and abnormal findings is different in a neonate or infant than in an adult. 

i.
Neonates often have cyanosis in the extremities immediately following birth.

ii.
“Abnormal” heart sounds may be a normal variant in the pediatric population.

16.
Abdomen

a.
The abdomen is divided into imaginary quadrants.
i.
The umbilicus serves as the central reference point.
ii.
The diaphragm is at the top of the abdominal cavity.

iii.
The pelvis is at the bottom of the abdominal cavity.
b.
Contains:
i.
Almost all of the organs of digestion
ii.
The organs of the urogenital system

iii.
Significant neurovascular structures

c.
Peritoneum: A well-defined layer of fascia made up of the parietal and visceral peritoneum

i.
Intraperitoneal organs
(a)
Stomach
(b)
Proximal duodenum of the small intestine
(c)
Pancreas
(d)
Jejunum
(e)
Ileum
(f)
Appendix
(g)
Cecum
(h)
Transverse colon
(i)
Sigmoid colon
(j)
Proximal rectum
(k)
Liver
(l)
Gallbladder
(m)
Spleen
(n)
Omentum
(o)
Female internal genitalia

ii.
Extraperitoneal organs
(a)
Mid- and distal-duodenum
(b)
Abdominal aorta

(c)
Mid- and lower rectum

(d)
Kidneys

(e)
Pancreatic tail

(f)
Adrenal glands

(g)
Ureters

(h)
Renal blood vessels

(i)
Gonadal blood vessels

(j)
Ascending colon

(k)
Descending colon

(l)
Urinary bladder

iii.
Organs are topographically organized and sequentially assessed by viewing the overlying abdominal wall in a subdivided fashion.

(a)
Quadrants
(1)
Left upper quadrant
(2)
Right upper quadrant
(3)
Left lower quadrant
(4)
Right lower quadrant
(b)
Ninths
(1)
Right hypochondrial
(2)
Epigastric
(3)
Left hypochondrial
(4)
Right lumbar
(5)
Umbilical
(6)
Left lumbar
(7)
Right iliac
(8)
Hypogastric
(9)
Left iliac
d.
Three basic mechanisms produce abdominal pain:
i.
Visceral pain
(a)
Results when hollow organs are obstructed, thereby stretching the smooth muscle wall
(b)
Produces cramping and more diffuse, widespread pain
ii.
Inflammation
(a)
Or irritation of the somatic pain fibers located in the skin, the abdominal wall, and the musculature 

(b)
May produce sharp, localized pain
iii.
Referred pain
(a)
Has origins in a particular organ but is described by the patient as pain in a different location
e.
Appropriate and relevant history is critical.
i.
Location of discomfort
ii.
Quality of discomfort

iii.
Severity of discomfort

iv.
Time of onset

v.
Duration of symptoms

vi.
Significant activities at the onset of distress

vii.
Aggravating or alleviating factors

viii.
Associated symptoms

f.
Inspect and palpate the abdomen.

i.
Tightness or guarding could result from internal bleeding or an inflamed organ.
ii.
Upper left quadrant pain could result from a ruptured spleen.

iii.
Lower left abdominal pain could result from diverticulitis.
iv.
Lower right abdominal pain could result from appendicitis.
v.
Generalized abdominal pain in women could result from ectopic pregnancy, ruptured ovarian cyst, or other obstetric or gynecologic problem.
g.
Orthostatic vital signs
i.
Tilt test
ii.
Measurements of patient’s blood pressure and pulse are taken in the supine and sitting or standing positions.

iii.
Can help determine the extent of volume depletion

iv.
Used for patients with complaints of:

(a)
Nausea

(b)
Vomiting

(c)
Diarrhea

(d)
Syncope

(e)
Potential gastrointestinal problems

v.
In patients who are volume-depleted, there is not enough circulating blood to push into the core circulation, especially when they move from a supine position to sitting or standing. 

vi.
Generally considered positive if:

(a)
BP shows a decrease in systolic pressure (up to 20 mm Hg)

(b)
BP shows an increase in diastolic pressure of 10 mm Hg

(c)
An increase in pulse rate by 20 beats/min

vii.
Documentation should include:

(a)
Whether the pulse was regular

(b)
If the patient is being monitored and there is an attached strip

(c)
Whether the patient is experiencing other symptoms

h.
When examining the abdomen, examine the area of complaint last.

i.
Work slowly.
ii.
Avoid quick movements.
i.
Always proceed with abdominal assessment in a systematic fashion, routinely performing inspection, auscultation, percussion, and palpation, in that order quadrant by quadrant.

i.
Refer to Skill Drill 13-11. 
j.
Inspection
i.
Look at the skin.
ii.
Look at the contour and overall appearance of the abdominal wall.

iii.
Note whether the abdomen is symmetric.

iv.
Inspect for:

(a)
Signs of swelling or bruising

(b)
Bluish discoloration in the periumbilical area (Cullen sign) or along the flanks (Grey Turner sign)
(1)
Indicative of intraperitoneal hemorrhage
(c)
Rash or other signs of allergic reaction
(d)
Scars from previous trauma or surgery

(e)
Wounds

(f)
Striae

(g)
Dilated veins

(h)
Generalized distention 

(i)
Localized masses
v.
Abdomen can be described as:
(a)
Flat
(b)
Rounded
(c)
Protuberant (bulging out)
(1)
Distinguish from obesity
(d)
Scaphoid
(e)
Pulsatile
vi.
Ascites

(a)
Fluid within the peritoneal cavity

(b)
Abdomen may appear markedly distended

(c)
A visible or palpable fluid wave may be evident during examination.
(d)
Shifting dullness to percussion
k.
Auscultation
i.
May have limited utility in the prehospital setting
ii.
Setting must be quiet to hear bowel sounds.

iii.
Differentiating normal from abnormal can be challenging.

iv.
Practice on healthy people.

v.
Note presence or absence of bowel sounds.
vi.
Bowel sounds may be described as:

(a)
Hyperactive

(b)
Hypoactive

(c)
Increased

(d)
Decreased

(e)
Absent

vii.
Bruits

(a)
Sounds made from turbulent blood flow through arteries

(b)
Listen over the aorta, the right and left renal arteries, and the common iliac arteries.

l.
Palpation

i.
Yields tenderness (elicited pain)

ii.
Palpate each quadrant gently but firmly.

iii.
A normal abdomen should appear soft without tenderness or masses.

iv.
Patient responses that indicate pain or discomfort:

(a)
Moan

(b)
Guarding posture

(c)
Withdrawal

v.
Guarding

(a)
Voluntary or involuntary contraction of abdominal muscles

vi.
Rebound tenderness

(a)
Slowly push down and then rapidly release sections of the abdomen.

(b)
Considered positive if the patient indicates pain upon release.

(1)
Indicates peritoneal irritation
vii.
Abdominal rigidity

(a)
Marked peritoneal irritation and guarding

(b)
Often results in urgent surgical evaluation and intervention

viii.
To palpate the liver:

(a)
Place your left hand behind the patient, parallel to and supporting the right 11th and 12th ribs and adjacent soft tissues below.

(b)
Place your right hand on the patient’s right abdomen just below the rib cage.

(c)
Ask the patient to take a deep breath.

(d)
Try to feel the liver edge as it comes down to meet your fingertips

ix.
To palpate the gallbladder:
(a)
Use same technique to palpate as for liver.
(b)
Generally cannot feel the gallbladder, but a patient response indicating pain may mean possible inflammation of the gallbladder

(c)
Difference in technique: When patient takes deep breath, move fingers under the liver edge.
x.
To palpate the spleen:
(a)
May only be able to palpate if it is inflamed

(b)
With your left hand, reach over and around the patient to support and press forward the lower left rib cage and adjacent soft tissues.

(c)
With your right hand below the costal margin, press in toward the spleen.

xi.
Aortic aneurysm

(a)
May be seen pulsating in the upper midline abdomen

(b)
Do not palpate an obvious pulsatile mass.

(c)
If you suspect an aortic aneurysm, minimize manipulation.

xii.
Hernia

(a)
A localized weakening of the abdominal wall musculature

(b)
Not always visible

(c)
Place the patient in a supine position and ask him or her to raise the head and shoulders.

(1)
The bulge of a hernia will usually appear with this action.
17.
Female genitalia

a.
Consists of:
i.
External genitalia
ii.
Ovaries
(a)
Lie in the lowermost abdomen, in the inguinal regions, just superior to the inguinal creases
(b)
During the reproductive years, produce specialized hormones and ova
(c)
Releases an ovum roughly once a month as part of the menstrual cycle

iii.
Fallopian tubes

(a)
Ovum travels through the fallopian tubes to the uterus

iv.
Uterus
(a)
A small structure not palpable on external examination in the nonpregnant state
(b)
A hollow, muscular organ that opens via the cervix into the vagina

v.
Vagina
(a)
Carries sperm to the uterus via the cervix

b.
Assessment should be performed in a limited and discreet fashion.
i.
Keep the patient draped.
ii.
Male paramedics should be assisted by a female.

c.
Reasons to examine the genitalia include:

i.
Concern over life-threatening hemorrhage

ii.
Imminent delivery in childbirth

d.
Assessment includes:

i.
Palpating the bilateral inguinal regions

ii.
Palpating the hypogastric region

e.
Clinical reasons for pain on palpation of the fallopian tube and ovary region include:

i.
Ectopic pregnancy

ii.
Complications of third trimester pregnancy

iii.
Nonpregnant ovarian problems

iv.
Pelvic infections

f.
Make note of any bleeding, inflammation, discharge, swelling, or lesions of the genitalia.

18.
Male genitalia

a.
Consists of:

i.
Reproductive ducts

ii.
Testes
(a)
The principal organs of reproduction
(b)
Produce sperm
(c)
Lie outside the torso in a sac called the scrotum
(d)
Produce hormones, seminal fluid, and reproductive cells

iii.
Urethra

(a)
Passes through the penis

iv.
Prostate

(a)
Adds fluids to the semen

v.
Penis
(a)
A highly vascular structure

b.
Examine in a limited fashion with your partner present.
i.
Situations requiring examination of the male genitalia are limited in the prehospital setting.
c.
Assess for bleeding, injury, or underlying fracture in cases of trauma.

d.
Note any inflammation, discharge, swelling, or lesions.

e.
Priapism
i.
A prolonged erection, usually the result of a spinal cord injury

f.
Look for evidence of urinary incontinence.

19.
Anus

a.
Distal orifice of the alimentary canal

b.
Often evaluated at the same time as the genitalia

c.
Examined in limited circumstances

i.
Keep the patient draped.

ii.
Partner should be present.
d.
Assess for need of bleeding control or another intervention.
e.
Examine the sacrococcygeal and perineal areas.
i.
Bleeding

ii.
Trauma

iii.
Lumps

iv.
Ulcers

v.
Inflammation

vi.
Rash

vii.
Abrasions

viii.
Evidence of fecal incontinence
20.
Musculoskeletal system
a.
Joints
i.
Areas where bone ends abut each other and form a kind of hinge
ii.
Filled with shock-absorbing linings and fluid

iii.
Held together by ligaments

iv.
Allow the body to perform mechanical work
b.
Skeletal muscles
i.
Used to flex and extend joints
ii.
Anchored to bone via tendons

c.
Principal joints of the upper extremities:

i.
Shoulder

ii.
Elbow

iii.
Wrist

d.
Principal joints of the lower extremities:

i.
Hip

ii.
Knee

iii.
Ankle

e.
Joints become more vulnerable to injury, stress, and trauma as they age.

i.
Crepitus is a normal variant of aging.

f.
Common types of musculoskeletal and soft-tissue injuries include:

i.
Fractures

ii.
Sprains

iii.
Strains

iv.
Dislocations

v.
Contusions

vi.
Hematomas

vii.
Open wounds

g.
Fractures

i.
Physiologic fracture

(a)
Occurs when abnormal forces are applied to normal bone structures

ii.
Pathologic fracture
(a)
Occurs when normal forces are applied to abnormal bone structures
h.
When examining the skeleton and joints:
i.
Pay attention to their structure and function.
ii.
Consider how the joint and extremity look and how well they work

iii.
Note any limitation in range of motion, pain with range of motion, or bony crepitance.

iv.
Look for evidence of inflammation or injury.

v.
Evaluate for obvious deformity, diminished strength, atrophy, or asymmetry from one side to the other.

vi.
Pain is considered an abnormal finding.

vii.
Refer to Skill Drill 13-12.

i.
Problems with the shoulders and related structures can often by determined by noting the patient’s posture.
i.
Assess:
(a)
Sternoclavicular joint
(b)
Acromioclavicular joint

(c)
Subacromial area

(d)
Bicipital groove

(e)
Note:

(1)
Tenderness

(2)
Swelling

(3)
Crepitance

(4)
Deformity

(5)
Rotation

(6)
Ecchymosis
ii.
Assess range of motion:
(a)
Ask patient to raise the arms to the vertical position, above the head.
(b)
Have the patient demonstrate external rotation and abduction by placing both hands behind the neck with the elbows out to the sides.

(c)
Perform internal rotation by having the patient place both hands behind the lower back.

j.
Inspect elbows for gross deformity or abnormal rotation.

i.
Palpate the elbow between the epicondyles and olecranon.
(a)
Palpate the epicondyles and olecranon themselves.

ii.
Note:

(a)
Tenderness

(b)
Crepitance

(c)
Swelling

(d)
Thickening

iii.
Range of motion:

(a)
Flex and extend the elbows passively and actively.

(b)
Have the patient supinate and pronate the forearms while the elbows are flexed at the patient’s sides.

k.
Inspect hands and wrists for abnormalities.

i.
Palpate the hands.
(a)
The medial and lateral aspects of each interphalangeal joint on each finger

ii.
Squeeze the hands, compressing the metacarpophalangeal joints.

iii.
Palpate the carpal bones of the wrists.

iv.
Range of motion:

(a)
Ask the patient to make fists with both hands, then extend and spread the fingers.

(b)
Ask the patient to flex and extend the wrists.

(c)
Ask the patient to move the hands laterally and medially with the palms facing down.

v.
Check capillary refill.

vi.
Check symmetry of radial pulses.

vii.
Check overall limb temperature.

l.
Evaluate the patient’s ability to walk, if practical.

m.
Inspect the knees and hips for overall alignment and symmetry.

i.
Identify any deformity, shortening, and/or rotation.

ii.
Look for evidence of thickening, swelling, or bruising of the thigh.

iii.
Note any crepitance or palpable tenderness.

iv.
Range of motion:

(a)
Ask the patient to bend each knee and raise the bent knee toward the chest.

(b)
Assess for rotation and abduction of the hips, both passively and actively.

v.
Palpate each hip.

vi.
Palpate and gently compress the pelvis downward and inward.

n.
Observe all surfaces of the ankles and feet.

i.
Note any wounds, deformities, discolorations, nodules, or swelling. 

ii.
Palpate all aspects of the feet and ankles.

iii.
Measure distal pulses over the dorsalis pedis and posterior tibialis.

iv.
Assess overall limb temperature.

v.
Check capillary refill in pediatric patients.

vi.
Assess range of motion:

(a)
Have the patient plantar flex, dorsiflex, and invert and evert the ankles and feet. 

vii.
Inspect, palpate, and check range of motion in the forefoot and toes.

21.
Peripheral vascular system

a.
Comprises all aspects of the circulatory system, except for the heart, the great vessels immediately involved with the mediastinum, and the coronary circulation

b.
Lymphatic system
i.
An intricate network of nodes and ducts of various sizes that are dispersed throughout the body

c.
Lymph nodes 

i.
Larger accumulations of lymphatic tissues

ii.
Smaller amounts of lymph are distributed by tissue throughout the body.

iii.
All lymphatic tissue contains large numbers of immunologically active cells.
(a)
Manage a key function in the body’s immune system
d.
Perfusion occurs in the peripheral circulation via the network of capillary beds.
i.
Blood cells and plasma in close proximity to tissue offload substances required for proper metabolic functioning, and simultaneously pick up metabolic wastes for transport out of the tissues.
e.
Diseases of the peripheral vascular system are often seen in patients with other underlying medical conditions.
i.
Diabetes
ii.
Hypertension

iii.
Dyslipidemia

iv.
Obesity

v.
Tobacco use

vi.
With age and the occurrence of these disease processes, the vasculature becomes less able to manage changes in perfusion requirements.

f.
During assessment, pay attention to both the upper and lower extremities.

i.
Look for signs indicative of either acute or chronic vascular problems.

ii.
Refer to Skill Drill 13-13.

iii.
Inspect upper extremities from fingertips to shoulders.

(a)
Note relative size, symmetry, and abnormalities.

(b)
Palpate radial pulses simultaneously.

iv.
The five Ps of acute arterial insufficiency:

(a)
Pain

(b)
Pallor

(c)
Parasthesias/paresis

(d)
Poikilothermia (inability to maintain a consistent core body temperature independent of ambient temperature)

(e)
Pulselessness

v.
If indicated, palpate the epitrochlear and axillary lymph nodes.

vi.
Inspect the lower extremities from the groin and buttocks to the feet.

(a)
Compare right side to left side.

(b)
Note any remarkable venous patterns or enlargement.

(c)
Observe skin pigmentation, color, and texture.

(d)
Patients with significant vascular insufficiency may display rubor, ecchymosis, or pallor.

(e)
Note the presence of rashes, scars, and ulcers.

vii.
Palpate pulses in the lower extremities.

(a)
Dorsal pedis

(b)
Posterior tibialis

(c)
Femoral region

(d)
Popliteal pulse

viii.
Note temperature of the feet and legs.

ix.
Attempt to palpate edema in the legs.

(a)
Press your thumb over the dorsum of the foot and anteriorly over the tibias.

(b)
Hold the thumb with firm, gentle pressure for at least 5 seconds.

x.
Palpate the superficial inguinal lymph nodes.

22.
Spine

a.
Consists of 33 individual vertebrae

b.
Anchoring point for the skull, shoulders, ribs, and pelvis

c.
Protects the spinal cord

d.
Provides the passageway through which spinal nerves travel to and from the peripheral nervous system

e.
Inspect the back from both the posterior and lateral aspects.
i.
Cervical, thoracic, and lumbar region curves
ii.
Lordosis

(a)
The inward curve of the lumbar spine just above the buttocks

(b)
Exaggerated form of lordosis results in swayback

iii.
Kyphosis

(a)
The outward curve of the thoracic spine

iv.
Scoliosis

(a)
Sideways curvature of the spine

(b)
Always abnormal
f.
Palpate the spine using the thumb to touch each spinous process.

i.
An abnormality should prompt you to institute splinting and protective measures.
g.
Check the rest of the back for any other significant findings on palpation.

i.
Tap over costovertebral angles.
ii.
Palpate scapulae, paraspinal areas, and base of neck.
iii.
Check the buttocks.
h.
Range of motion:
i.
Check passively first, then actively.
ii.
If any pain or tingling is elicited, stop the exam and immobilize the spine.

i.
To correctly examine the spine, see Skill Drill 13-14.

23.
Nervous system

a.
Structure and function of the nervous system
i.
The body’s master control system
ii.
Central nervous system
(a)
Brain
(b)
Spinal cord
iii.
Peripheral nervous system
(a)
The remaining motor and sensory nerves

iv.
Brain comprises:

(a)
Cerebrum: Handles conscious processes

(b)
Cerebellum: Coordinates balances

(c)
Medulla: Handles unconscious processes
v.
Except for the cranial nerves, all nerves are channeled to the brain via the spinal cord.

vi.
Spinal nerves have both motor and sensory pathways.

(a)
Motor nerves control motion or movement.

(b)
Sensory nerves receive external signals and send them to the brain.

vii.
Cranial nerves are not mediated by the spinal cord but rather go directly to and from the brain.

(a)
12 cranial nerves

viii.
Myelin

(a)
Covers peripheral nerves

(b)
Promotes rapid transmission of impulses along the nerve

ix.
Voluntary nervous system

x.
Involuntary (autonomic) nervous system

(a)
Sympathetic 

(b)
Parasympathetic 

(c)
Reflexes

(1)
Involuntary motor response to specific sensory stimuli
(d)
Primitive reflexes
(1)
Normal findings in infants
(2)
Abnormal findings in older people
b.
The neurologic exam
i.
Determine patient’s

(a)
Mental status (AVPU)

(b)
Cranial nerve function

(c)
Distal motor function

(d)
Distal sensory function

(e)
Deep tendon reflexes

ii.
Mental status examination (COASTMAP)

(a)
Consciousness

(b)
Orientation

(c)
Activity

(d)
Speech

(e)
Thought

(f)
Memory

(g)
Affect (mood)

(h)
Perception
iii.
Glasgow Coma Scale may also be used to assess people with alterations in mental status.
iv.
To correctly examine the nervous system, refer to Skill Drill 13-15. 

v.
Cranial nerve examination

(a)
Determines presence and degree of disability

(b)
Can be performed in less than 3 minutes

vi.
Evaluation of the motor system

(a)
Observe posture and body position.
(b)
Watch for involuntary movements.
(1)
Quality

(2)
Rate

(3)
Rhythm 

(4)
Amplitude
(c)
Evaluate muscle strength.
(1)
Have the patient actively move against the examiner’s resistance.

(2)
Strength is graded on a scale of 1 to 5 (1 being no muscle contraction detected). 

(3)
Expressed as a ratio; 5/5 is normal state
(d)
Check coordination.

(1)
Finger-to-nose

(2)
Heel-to-shin
(e)
Proprioception

(1)
The patient’s understanding and interpretation of the positioning of an extremity

(2)
With patient’s eyes closed, move large toe up and down and ask patient which direction it is moving.
vii.
Check sensory function.
(a)
Tested bilaterally

(b)
Assess primary sensory functions.
(1)
Response to stimuli
(c)
Assess cortical sensory functions.
(1)
Perception of gross versus light touch
viii.
Dermatomes

(a)
Distinct areas of skin that correspond to specific spinal or cranial nerve levels where sensory nerves enter the CNS.

ix.
To correctly evaluate deep tendon reflexes, refer to Skill Drill 13-16.
c.
Results of the neurologic exam
i.
Delirium
(a)
Consistent with an acute sudden change in mental status, secondary to some significant underlying aberration
ii.
Dementia

(a)
Representative of a gradual and pervasive deterioration of cognitive cortical functions

iii.
Commonly encountered abnormalities:

(a)
Facial and extremity strength asymmetry

(b)
Aphasia

(c)
Ataxia

(d)
Dystonia

(e)
Seizures

(f)
Vertigo

(g)
Visual changes

(h)
Tinnitus

(i)
Tremor

H.
Secondary assessment of unresponsive patients
1.
After ruling out trauma, position unresponsive patients in the recovery position.
2.
If trauma is a factor, position the patient in neutral alignment, place a properly sized and fitted rigid cervical collar, and implemental spinal motion restriction procedures per protocol.
3.
Perform a thorough assessment of the:
a.
Head
b.
Neck

c.
Chest
d.
Abdomen
e.
Pelvis
f.
Posterior body
g.
Extremities
4.
Look for signs of illness.
5.
Perform at least two sets of vital signs.

a.
First set establishes baseline 

b.
Second set evaluates status
c.
Map trends as time allows.

d.
Should include:

i.
Auscultated blood pressure

ii.
Accurate pulse and respiratory rates

iii.
Patient’s temperature

6.
Always assess the posture of an unresponsive patient.
7.
Always consider unresponsive patients to be in unstable condition.
8.
Transport rapidly.
9.
Reassess throughout transport.

I.
Secondary assessment of trauma patients
1.
Two classifications of trauma patients:
a.
Isolated injury
i.
Allows you to immediately focus on the injury
b.
Multisystem trauma
i.
Must first find all problems
ii.
Prioritize injuries according to severity.
iii.
Constantly think about how each injury relates to the others.
2.
“High visibility factor”
a.
Do not become distracted by obvious, but non-life-threatening injuries.
3.
Any trauma patient who is unresponsive or has altered mentation is considered high risk.

4.
Perform rapid exam to obtain a 60- to 90-second impression.
5.
When time and patient condition permit, perform physical examination.
a.
Before examining a trauma patient, make sure that the patient’s cervical spine is manually immobilized in the neutral position.

b.
Reassess patient’s mental status, and revisit your transport decision.

c.
Check your gloves for blood after each body area is assessed.
d.
Additional physical exam must be done quickly. 

J.
Secondary assessment of infants and children
1.
Alter your approach based on the patient’s age.
a.
You may need to deal with several sources of information.

b.
Attempt to elicit information from the patient if possible before going to the parents.
2.
Goals of secondary assessment are the same as for adults.
3.
Obtain the permission of a parent or guardian before examining if possible.
a.
Children tend to do better if examined from toe to head.
4.
When examining a newborn or neonate, be aware of normal and abnormal presentations.

a.
Normal variants include:
i.
Vernix
ii.
Edema
iii.
Mongolian spots
iv.
Jaundice
v.
Asymmetry of the head
b.
Provide support of the head and neck at all times.

c.
Examine the eyes and look for irregularities.

i.
Unable to open eye

ii.
Nystagmus (wandering or shaking eye movements)

iii.
Strabismus (alternating convergence for divergence)

iv.
Drainage or ocular discharge

d.
Inspect the umbilical cord for abnormalities.

i.
Hernias
5.
Children are prone to dehydration and infection.

a.
Check infants for depressed anterior fontanelle.
6.
Ages 1 to 3 years
a.
Will strenuously object to being touched or manipulated by a stranger
b.
Use the toe-to-head approach.
c.
Determine which aspects of the exam are necessary.
d.
Have family members assist if possible.
7.
Ages 4 to 5 years
a.
Usually cooperative and helpful
8.
School-age 
a.
Usually cooperative and helpful
b.
Be sure to explain what you are doing.
9.
Adolescents
a.
Can be concerned about how a given situation will involve parents or peers
b.
Concerned with bodily integrity
10.
General principles:
a.
Remain calm.
b.
Be patient.
c.
Be gentle.
d.
Be honest.
e.
Attempt to keep children with their parents.
f.
Do not neglect a child’s pain.
11.
Exam techniques can vary slightly:
a.
Auscultation of a quiet infant’s abdomen is simple.
b.
Active tinkling bowel sounds may be heard.
i.
Warm the stethoscope before applying to the skin.
c.
A more tympanic sound might be heard on percussion of an infant’s abdomen.
d.
Palpation techniques will vary with age.

K.
Recording secondary assessment findings
1.
Should be done in an orderly and concise manner
2.
Documentation ensures that an accurate historic accounting of the patient’s problems prior to entering the hospital will exist in the formal medical record. 
3.
Use the forms recommended by your medical director.
4.
Note:
a.
Objective signs
b.
Pertinent negatives
c.
Similar relevant information

L.
Limits of the secondary assessment
1.
Remember that evaluation by a trained physician coupled with laboratory and radiographic studies may be needed for a definitive diagnosis. 

M.
Monitoring devices
1.
Continuous ECG monitoring
a.
Purpose is to establish a baseline
b.
Patients who present with any cardiac-related signs and symptoms or potential signs and symptoms of illnesses with cardiac impact should be on continuous cardiac monitoring.
c.
The electrodes must be placed on the patient properly. 
i.
The leads are usually colored and labeled to help with placement.
ii.
The lead wires are attached to electrodes.

d.
Bipolar leads are used for monitoring purposes.

i.
Consist of two electrodes (positive and negative)

ii.
Placed on two different limbs.

iii.
Einthoven triangle

(a)
The triangle formed by leads placed on the chest

e.
There are times when the ECG looks normal, but the heart is not functioning properly.

2.
12-lead ECG monitoring

a.
Allows you to look at the heart from several angles to localize the site of injury to the heart muscle

b.
Indicated in any patient who might have a cardiac-related condition

c.
Appropriate for elderly patients in many situations

d.
The only way to learn to take a 12-lead ECG is to practice with the equipment.
i.
Patient should be supine.
ii.
Make sure the patient does not become chilled. 

(a)
Shivering will produce artifact in the ECG tracing. 

iii.
Prepare the patient’s skin.

iv.
Connect the four limb electrodes.

v.
Connect and apply the precordial leads.
vi.
Record the ECG.

3.
Carbon dioxide monitoring

a.
Capnometry
i.
Consists of a disposable or electronic device that provides you with a means of showing carbon dioxide output

b.
Capnography
i.
Includes measurement of carbon dioxide output but also provides a wave form that gives further insight into the overall ventilatory status of the patient
(a)
Gives insight into bronchospasm, shock, and acidosis

ii.
Limitations:

(a)
Requires a minimal airflow in order to calculate a reading

(b)
Requires calibration

(c)
Sometimes affected from secretions
4.
Basic blood chemistry
a.
Some basic blood chemistry tests can be used in the field to aid in determining a differential diagnosis. 
b.
Blood glucometer
i.
Should measure the blood glucose level of every patient who:

(a)
Is diabetic

(b)
Is unresponsive for unknown reasons

(c)
Has generalized malaise/weakness 
ii.
Can obtain a rapid blood glucose reading in two ways in the field:
(a)
From the hub of an IV catheter
(1)
Establish IV access as usual.
(2)
Place the test strip against the hub of the catheter before connecting the IV tubing.
(3)
Allow a drop of blood to touch the test strip.
(b)
From a finger stick

(1)
Cleanse the finger with antiseptic.

(2)
Puncture the site with a lancet needle.
iii.
Most newer glucometers take only a few seconds to give a reading. 

iv.
Glucometers should be calibrated regularly. 

v.
Assure that the test strips are correct for the glucometer and that they have not expired.

c.
Cardiac biomarkers

i.
Used to assess for the presence of damage to cardiac muscle

ii.
Performed to determine whether a myocardial infarction has taken place

iii.
Usually done in a lab
(a)
Some field versions are now available to measure these markers quickly.

iv.
Should be assessed in all cardiac patients, depending on local protocol
(a)
Should also be used in patients who are presenting with signs and symptoms of a stroke

v.
Be aware that it may take several hours following a myocardial infarction for the cardiac biomarkers to become elevated.
d.
Other blood tests
i.
Basic and complete metabolic profile (CHEM 7 and CHEM 12)

(a)
Give insight into electrolyte status and renal and liver function
ii.
Brain natriuretic peptide (BNP) test

(a)
Helps differentiate cardiac versus pulmonary causes of respiratory distress
iii.
Arterial blood gases
(a)
Not typically performed in the prehospital environment

VI. Reassessment

A.
Stable patients should be reassessed every 15 minutes.

B.
Unstable patients should be reassessed every 5 minutes.

C.
Reassessment of mental status and the ABCs
1.
Compare the patient’s LOC with your baseline assessment.
2.
Review the airway.

a.
Be prepared to suction.
b.
If the airway needs to be secured, prepare the patient for intubation.
3.
Reassess breathing.
a.
Stay alert for signs of ventilatory fatigue.
4.
Reassess circulation.
a.
Assess overall skin color. 

b.
Make sure all bleeding is controlled.

c.
Reassess blood pressure.
5.
Reassess the pulse.
6.
Physiologic response of pediatric and geriatric patients may differ.
a.
Adults tend to show signs of deterioration.
b.
Children decompensate very quickly.

i.
Frequently reassess.
c.
Geriatric patients may not show signs of deterioration.

D.
Reassessment of patient care and transport priorities
1.
Have you addressed all life threats?
2.
Do priorities need to be revised?
3.
Is initial transport decision still appropriate?
4.
Obtain another complete set of vital signs and compare with expected outcomes from your therapies.

a.
Priority patients should have at a minimum three sets of vital signs.
5.
Look for trends.

a.
Cushing reflex

i.
Slowing pulse

ii.
Rising blood pressure

iii.
Erratic respiratory patterns 

b.
Cardiac tamponade (Beck triad)

i.
Narrowed pulse pressure

ii.
Muffled heart tones

iii.
JVD
6.
Revisit patient complaints along with your interventions.

7.
Document all of your findings with each reassessment.

VII. Summary

A.
Patient assessment is the platform on which quality prehospital care is built and the single most important skill you bring to bear on patient care. 

B.
Patient assessment is a process composed of five main components: scene size-up, primary assessment, history taking, secondary assessment, and reassessment.

C.
The first step of the patient assessment process is the scene size-up because your first and foremost concern on any call is ensuring your own safety and the safety of the other EMS team members. 

D.
During the size-up, you also make a determination of the mechanism of injury or nature of the patient’s illness.

E.
Another important step in protecting yourself is to take standard precautions. Be sure to don all necessary personal protective equipment before approaching the patient.

F.
The first step in the primary assessment is to form a general impression of the patient’s condition. While walking up to the patient, note whether the patient appears to be in stable or unstable condition, and observe the environment for clues. 

G.
During the primary assessment, you should be able to identify threats to the ABCs; these life threats should be addressed immediately. 

H.
After assessing the patient for disability, you must make a transport decision and, if the patient has sustained trauma, perform a rapid exam to identify injuries that require care prior to immobilizing the patient. 

I.
Once the primary assessment is complete and all life threats have been addressed, you can move into the history-taking phase of patient assessment.

J.
Patient history is a primary means of diagnosing the chief complaint in the field; its value depends on your ability to skillfully elicit full and accurate information. For responsive medical patients, you should ask questions about each body system to obtain a thorough picture of the patient’s health.

K.
The first part of a patient’s history also serves as a good mental status examination: ask for the patient’s name; the date, time, and location; the chief complaint; and the events leading up to the request for EMS assistance. 

L.
After clarifying the history of the present illness, ask the patient about his or her past medical history, the general state of his or her health, and any pertinent family history. As part of this questioning, write down a list of medications your patient is taking, and allergies.

M.
For responsive medical patients, the history may generally be obtained directly from the patient, although assistance may be needed with certain patients (eg, pediatric patients): for unresponsive medical patients and trauma patients, it may be necessary to obtain the history from family members or bystanders.

N.
Use constructive communications skills as you talk with patients: facilitation, reflection, clarification, empathy, confrontation, interpretation, and asking directly about feelings.

O.
At times you will need to ask patients about sensitive topics, such as alcohol or drug abuse, physical abuse or violence, or sexual history. Be familiar with techniques for successfully asking patients about these topics.

P.
Obtaining a history from a geriatric patient may involve challenges. Older patients may have multiple medical problems, may be taking numerous medications, and may present differently than adults, making their emergencies potentially more complex. They may have sensory loses that may require that you adjust your approach in order to gain the needed information.

Q.
Work on strategies within your service and with your partner for positive communications with patients who are silent, overly talkative, seductive, having multiple symptoms, anxious, needing reassurance, angry or hostile, intoxicated, crying, or depressed. 

R.
Secondary assessment (also known as the head-to-toe physical examination) is the process by which quantifiable, objective information is obtained from a patient about his or her overall state of health. 

S.
There are times when you may not have time to perform a secondary assessment at all if the patient has serious life threats. Or, you may focus on the area of the chief complaint first, then move on to assessing all other body systems if time permits. The two types of physical examinations are the full-body exam and the focused assessment. 

T.
The secondary assessment includes obtaining vital signs that measure overall body function, and performing a head-to-toe survey that evaluates the workings of specific body organ systems. This survey is done in a sequential manner, ensuring that every aspect of the body’s function is evaluated. 

U.
The techniques of inspection, palpation, percussion, and auscultation allow you to use your physical senses to obtain physical information and to understand the normal (versus abnormal) functions of a patient’s body. 

V.
Vital signs consist of a measurement of blood pressure; pulse rate, rhythm, and quality; respiratory rate, rhythm, and quality; temperature; and, if indicated, pulse oximetry. Other than overall patient appearance, vital signs are some of the most valuable objective data for determining patient status.

W.
Monitoring devices used by the paramedic include continuous ECG monitoring, 12-lead ECG, carbon dioxide monitoring (capnography and capnometry), blood chemistry analyses, and cardiac biomarkers, among others.

X.
You need to alter your approach to patient assessment when dealing with infants and children. Because a young child might not be able to speak, your assessment of his or her condition must be based in large part on what you can see and hear yourself. Family members or caregivers may also be able to provide useful information. 

Y.
After the primary assessment, the reassessment is the single most important assessment process you will perform. 

Z.
The reassessment is performed on all patients. It gives you an opportunity to reevaluate the chief complaint and to reassess interventions to ensure that they are still effective. Information from the reassessment may be used to identify and treat changes in the patient’s condition. 

AA. A patient in stable condition should be reassessed every 15 minutes, whereas a patient in unstable condition should be reassessed every 5 minutes. A critical patient needs to be evaluated continuously. 

Post-Lecture
This section contains various student-centered end-of-chapter activities designed as enhancements to the instructor’s presentation. As time permits, these activities may be presented in class. They are also designed to be used as homework activities.

Assessment in Action

This activity is designed to assist the student in gaining a further understanding of issues surrounding the provision of prehospital care. The activity incorporates both critical thinking and application of paramedic knowledge.

Instructor Directions

1.
Direct students to read the “Assessment in Action” scenario located in the Prep Kit at the end of Chapter 13.

2.
Direct students to read and individually answer the quiz questions at the end of the scenario. Allow approximately 10 minutes for this part of the activity. Facilitate a class review and dialogue of the answers, allowing students to correct responses as may be needed. Use the quiz question answers noted below to assist in building this review. Allow approximately 10 minutes for this part of the activity.

3.
You may wish to ask students to complete the activity on their own and turn in their answers on a separate piece of paper.

Answers to Assessment in Action Questions
1.
Answer: D.
The history and physical examination
Rationale: The history and physical examination process is the best method for determining a differential diagnosis in your patient. The use of certain monitoring devices and laboratory tests are typically used by paramedics to aid in the assessment process. Always remember to treat your patient, not the machine.
2.
Answer: A.
Einthoven triangle.
Rationale: Bipolar leads—that is, lead I, II, or III—are used for monitoring purposes. These leads, also called limb leads, consist of two electrodes, one positive and one negative, that are placed on two different limbs. When using bipolar leads, any impulse in the body moving to a positive electrode will cause a positive deflection on the ECG. When positioned on the chest, these leads form a triangle around the heart, called the Einthoven triangle.
3.
Answer: C.
Patients who may have a cardiac condition
Rationale: A 12-lead ECG analysis is indicated in any patient who might have a cardiac-related condition. Any patient with chest pain should certainly undergo ECG analysis, but this monitoring should also be instituted for any patient with a history of heart problems. Given that age is a contributing factor to heart disease, ECG analysis is appropriate for elderly patients in many situations.
4.
Answer: B.
Carbon dioxide
Rationale: There are two ways in which carbon dioxide is monitored in the field: capnometry and capnography. Capnometry typically consists of a disposable or electronic device that provides you with a means of showing carbon dioxide output. Capnography not only includes a measurement of carbon dioxide output but also a waveform that gives you further insight into the overall ventilatory status and perfusion of your patient.
5.
Answer: A.
The presence of damage to the heart muscle
Rationale: Cardiac biomarkers are used to assess for the presence of damage to cardiac muscle. Typically this method is used to indicate whether a myocardial infarction has taken place. 12-lead ECGs can be used in the field to help determine the presence of STEMI; however, most heart attacks are known as non-ST myocardial infarctions (NSTEMIs). These are typically diagnosed using cardiac biomarkers. Whereas these tests are usually done in a lab, field lab instruments are now available to determine these markers prior to arrival at the hospital.

6.
Answer: C.
hours.
Rationale: When assessing for a myocardial infarction, you must understand that elevation of cardiac biomarkers can take several hours before it is present in blood. Therefore, just because elevated levels may not be seen in the field, you cannot rule out that a myocardial infarction is not taking place.
Additional Questions
7.
Rationale: Manners are important! You are a guest in patient’s homes, and you physically touch them as necessary; however, in American culture, many people no longer have an understanding of good manners. Do not refer to patients as “dude,” “mac,” “man,” “bubba,” and other slang. Do not respond to the patient’s questions with: “naw,” “yep,” “yeah,” and “nuh uh.” This use of language is lazy and is not professional. Get used to saying “Yes sir,” “No ma’am,” “Thank you,” and “Please.” You will be amazed at how far such niceties go in instilling confidence and establishing a professional relationship with your patient.

8.
Rationale: Clinical reasoning combines knowledge of anatomy, physiology, pathophysiology, and the patient’s complaints to help direct questioning when obtaining a history. As the interview questions are answered, you need to analyze the answers based on your underlying anatomy, physiology, and medical knowledge.

Assignments

A.
Review all materials from this lesson and be prepared for a lesson quiz to be administered (date to be determined by instructor).

B.
Read Chapter 14, Critical Thinking and Clinical Decision Making, for the next class session.

Unit Assessment Keyed for Instructors 
1.
Identify what is meant by determining whether a patient is sick or not sick, and discuss why this is important.
Answer: This is an early visual assessment based on the chief complaint of the patient, respirations, pulse, mental status, and skin signs and color. In the trauma patient, mechanism of injury (MOI) and obvious signs of trauma would also be included. These findings reflect the overall performance of essential body systems and allow for determination of patient stability. Abnormalities may indicate the patient has a life-threatening condition. If the patient is identified as sick then quantify how sick the patient is. This allows for determining what care should be provided on scene versus en route to the hospital.
p 589

2.
Describe what should be considered during the scene size-up, and why this component of the assessment should be completed before initiating patient care.
Answer: The scene of all emergency calls should be evaluated for overall safety and stability to identify potential risks to you, other members of the rescue team, the patient, and any family, friends, or other bystanders. Ensure there is safe and secure access into the scene for the team and equipment, as well as ready egress options. If scene safety issues are not addressed, you and/or your partner may become casualties of the incident. Need for any specialty resources should be considered so they can be en route to the scene quickly. Delays in requesting them mean they will be delayed arriving on scene. The scene size-up sets the tone for the remainder of the incident. Failure to manage issues early can be detrimental to patient care.
p 592

3.
Define mechanism of injury (MOI) and nature of illness (NOI), and explain why these are important to determine on emergency calls.
Answer: MOI is the way in which traumatic injuries occur. By assessing and evaluating MOI, predictions of the likelihood of certain injuries occurring and severity may be possible. NOI is the general type of illness the patient is experiencing. On scenes with multiple patients, additional resources should be requested to support emergency responders on scene. If there are clues in the dispatch information, consider requesting these resources early. Know what specialized resources are available in your area. Depending on the number of patients and amount or type of additional resources that are needed, activation of the Incident Command System (ICS) may be necessary.
p 594-595

4.
Explain the significance of the primary assessment of the patient.
Answer: The primary assessment process focuses on the identification and management of life-threatening problems. In that first 60-90 seconds, you should be able to identify threats to the patients airway, breathing, or circulation (ABCs). You should have formed a general impression based on initial patient presentation and chief complaint, as well as assessed the patient’s mental status or level of consciousness (LOC). These findings should allow you to move forward with determining priorities of care, developing a care plan, and putting the care plan into action. 
p 597

5.
Describe the purpose and process of the rapid exam.
Answer: The rapid exam is a quick and thorough assessment of the patient done over 60-90 seconds to identify injuries that must be managed and/or protected immediately. This is an abbreviated exam compared to the focused physical exam that is done during the secondary assessment and should be completed prior to packaging and loading the patient for transport. Beginning at the head of the patient, you should inspect, palpate, and auscultate the body including all extremities and the posterior areas. The mnemonic DCAP-BTLS (deformities, contusions, abrasions, punctures/penetrations/paradoxical movement, burns, tenderness, lacerations, and swelling) may be useful to you as you inspect and palpate the body’s regions. At the conclusions of this exam and in conjunction with other findings from the primary assessment, you should be able to determine transport priority of the patient.
p 601

6.
Identify the components and purpose of gathering a patient history.
Answer: The purpose of the patient history is to gain information about the patient and events surrounding the incident. It should include a clear and accurate history of the immediate event as well as pertinent past medical history that may assist in distinguishing potential life threates from nonemergent complaints. Two of the most important components are the patient’s name and chief complaint. The chief complaint is the reason the patient or someone else called 911. It should ideally be recorded in the patient’s own words and included in quotation marks when documented. The chief complaint should include what is wrong and why treatment is being sought. You should obtain a history of the present illness. Using the OPQRST (onset, provocation, quality, radiation/region/referral, severity, and time) mnemonic may be helpful to obtain a full, clear account of symptoms. You should also consider using the SAMPLE (signs/symptoms, allergies, medications, past medical history, last meal eaten, and events leading up to the incident)  mnemonic during the interview process to elicit more information about the current event. For those with multiple complaints, you will need to determine if these symptoms are related. During this part of the assessment, you should also look for medical information tags, cards, or jewelry used to identify specific patient allergies, conditions, or the presence of medical devices, as well as medication bottles. This is especially important in the unresponsive patient. The past medical history provides an opportunity to identify pertinent or chronic medical conditions that may contribute to the current event. Evaluation of other areas such as emotional status, current health status including nonprescription medications, negative health habits, sleep habits, exercise habits, or potential environmental exposures may also be pertinent to the current condition. Family and social history can also help establish patterned and risk factors for potential disease. In the unresponsive patient, you will also want to speak with family or friends on the scene who may be able to provide some of this information.
p 605-610

7.
Explain the significance of identifying pertinent negatives during the patient history and provide an example of how this may be useful.
Answer: During a review of body systems during history taking, identifying pertinent negatives helps gain information to form a more accurate field impression. When determining pertinent negatives, you are looking for a lack of certain signs and symptoms to specific illnesses or injuries. For example, for the patient with a chief complaint of chest pain, in order to assess the likelihood that the patient has a field diagnosis of myocardial infarction (MI), assessment for accompanying signs or symptoms such as shortness of breath (SOB), nausea and vomiting, sweating, or syncope should be performed. Lack of these signs or symptoms does not necessarily exclude the possibility of the existence of an MI but the presence may increase your index of suspicion that this is the patient’s current problem.
p 612

8.
Identify and describe the four techniques used during the assessment of the patient to obtain physical information.
Answer: Inspection involves looking in general or at specific areas of the patient. Palpation is physical touching for the purpose of obtaining information and may require use of different areas of the hand and fingers for various body surfaces. Percussion is gently striking the surface of the body typically where it overlies various body cavities to detect changes in densities of underlying structures. Auscultation is listening for normal and abnormal body sounds using a stethescope with an effort to appreciate the presence of and differences in them.
p 626-627

9.
Differentiate between the full-body scan and focused assessment when performing the secondary assessment.
Answer: When completing the secondary assessment, the full-body scan is most appropriate for those patients with a significant MOI, is unresponsive, or is in critical condition. It involves a systematic approach to identify hidden injuries or identify causes not found during the rapid exam. For patients who are conscious and responsive or who have sustained nonsignificant MOIs, the focused assessment is most appropriate. This exam is based on the chief complaint of the patient, and the goal is to focus your attention on the immediate problem.
p 632

10.
Define reassessment as a component of the patient assessment process, and describe the significance of its role in patient care.
Answer: Reassessment combines repetition of the primary assessment, reassessment of vital signs and breath sounds, and repetition of the secondary assessment. This is the period during which you evaluate and continue to reevaluate the patient’s status and any treatments already administered. Reassessment of stable patients should occur every 15 minutes, and in the unstable patient there should be an effort to reassess every five minutes. During the process of reassessment, you should be evaluating for trends in the patient’s current condition, reevaluating any patient complaints, identifying whether problems have improved or worsened, and determining which changes have occurred indicating which critical conditions have been addressed and corrected. After reassessing, you should continue your current care plan, ensure all life threats have been addressed, reassess your transport plan, and revise any as needed. Failure to reassess can result in sudden deterioration of patient condition that is not able to be addressed before it impacts patient outcome.
p 685-686

Unit Assessment 
1.
Identify what is meant by determining whether a patient is sick or not sick, and discuss why this is important.
2.
Describe what should be considered during the scene size-up, and why this component of the assessment should be completed before initiating patient care.
3.
Define mechanism of injury (MOI) and nature of illness (NOI), and explain why these are important to determine on emergency calls.
4.
Explain the significance of the primary assessment of the patient.
5.
Describe the purpose and process of the rapid exam.
6.
Identify the components and purpose of gathering a patient history.
7.
Explain the significance of identifying pertinent negatives during the patient history, and provide an example of how this may be useful.
8.
Identify and describe the four techniques used during the assessment of the patient to obtain physical information.
9.
Differentiate between the full-body scan and focused assessment when performing the secondary assessment.
10.
Define reassessment as a component of the patient assessment process, and describe the significance of its role in patient care.
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