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PATIENT ASSESSMENT

Patient Assessment II

INTRODUCTION (10 Min)

REVIEW:     

ATTENTION:  

OVERVIEW:  

3-2.1  Identify why and when the focused history and physical exam for the trauma, medical and ongoing patient assessment must be done, with at least 80% accuracy 

3-2.1.1 Trauma Patient
3-2.1.2 Detailed Physical Exam

3-2.1.3 Medical Patient

3-2.1.4 Ongoing Assessment

3-2.2   Perform patient assessment IAW NREMT-B Practical Skills Examination.

3-2.2.1 Trauma Patient Assessment

3-2.2.2 Medical Patient Assessment

MOTIVATION:

TRANSITION:  

BODY (12 hrs 40 min)

PRESENTATION: 1a.  Working in small groups and using components of teh Schaefer-Weisbord Model, present a written evaluation of a given case study IAW Performance Test. Student must attain a score of 80 percent with a maximum of 6 instructor assists during preparation. 






LECTURE/DISCUSSION 

1b.  Objective
3-2.3  Identify why and when the focused history and physical exam for the trauma, medical and ongoing patient assessment must be done, with at least 80% accuracy. 

(1) Trauma Patient
(a) Reconsider mechanism of injury

1 Significant mechanisms of injury

a Ejection from vehicle

b Death in the same passenger compartment

c Falls >20 feet

d Roll-over of vehicle

e High-speed collisions

f Vehicle-pedestrian collisions

g Motorcycle crash

h Unresponsive or altered mental status

i Penetrations of head, chest or abdomen

2 Hidden injuries

a Seat belts

1 If buckled, may have produced injuries

2 If patient had seat belt on, it does not mean they do not have injuries

b Air bags

1 May not be effective without seat belt

2 Patient can hit wheel after deflation

3 Lift the deployed airbag and look at the steering wheel for deformation

a “Lift and look” under the bag after the patient has been removed

b Any visible deformation of the steering wheel should be regarded as an indicator of potentially serious internal injury and appropriate action should be taken

3 Infant and child considerations

a Falls >10 feet

b Bicycle collision

c Vehicle in medium speed collision

(b) Perform focused history and physical exam - Rapid Trauma Assessment (RTA)

1 RTA should be performed on all patients with significant mechanism of injury to determine life threatening injuries

2 Continue spinal stabilization

3 Consider advanced life support request

4 Reconsider transport decision

5 Assess mental status

6 As you inspect and palpate, look and feel for the following examples of injuries or signs of injury (use the memory aid DCAP-BTLS)

a Deformities - altered appearance

b Contusions - bruises

c Abrasions - most common

d Punctures/penetrations - holes

e Burns

f Tenderness - pain upon palpation

g Lacerations - cut/open wound, may have significant bleeding under the skin

h Swelling - very common with injured capillary bleeding under the skin

7 Assess the head, inspect and palpate for injuries or signs of injury

a DCAP-BTLS

b Crepitation - grating sound of broken bones rubbing together

8 Assess the neck, inspect and palpate for injuries or signs of injury

a DCAP-BTLS

b Jugular vein distension (JVD)

c Measure and apply cervical collar

9 Assess the chest, inspect and palpate for injuries or signs of injury

a DCAP-BTLS

b Crepitation

c Paradoxical motion

1 Definition - portion of chest moving in opposite direction of the rest of the chest

2 Occurs as a result of a flail chest

3 Indication of great force applied to the body

d Breath sounds in the apices, mid-clavicular line, bilaterally and at the bases, mid-axillary line, bilaterally

1 Present

2 Equal

3 Absent

10 Assess the abdomen, inspect and palpate for injuries or signs of injury

a DCAP-BTLS

b Firm 

c Soft

d Distended

11 Assess the pelvis, inspect and palpate for injuries or signs of injury

a DCAP-BTLS

b If no pain is noted, gently compress the pelvis to determine tenderness or motion

12 Assess the genitalia, inspect for injuries or signs of injury

a DCAP-BTLS

b Priapism in males

1 Persistent erection of penis

2 Strong indicator of spinal injury

c Soft tissue injuries in males and females

13 Assess all four extremities, inspect and palpate for injuries or signs of injury

a DCAP-BTLS

b Crepitus

c Distal pulse

d Sensory

e Motor function

14 Carefully log roll patient with spinal precautions and assess posterior body, inspect and palpate, examining for injuries or signs of injury

15 Assess baseline vital signs

a Blood pressure

b Pulse

c Respirations

d Skin

1 Color

2 Condition

3 Temperature

e Pupils

16 Assess SAMPLE history

17 Perform interventions and transport

(c) Focused history and physical exam non-significant mechanism of injury (e.g. cut finger)

1 Perform focused history and physical exam of injuries based on the components of the rapid assessment

2 The focused assessment is performed on the specific injury site

3 Assess baseline vital signs

4 Assess SAMPLE History

5 Perform interventions and transport

(d) General principles

1 Tell the patient what you are going to do

a Tell them if there is going to be pain/discomfort

b Ask the patient if they understand what you are doing

c Explain your actions (even if unresponsive)

2 Expose any injured area before examining

a Inform the patient when and why

b Ensure privacy the best you can

3 Try to maintain eye contact

4 Assume spinal injury

a Unless absolutely certain there is none

b All unresponsive patients are assumed to have spinal injury unless they are a known medical patient without trauma

c Ensure proper sized cervical collar is in place

5 You may stop or alter the focused physical exam to treat any priority conditions that are discovered or develop









TRANSITION:

(2) Detailed Physical Exam
(a) Patient and injury specific

1 Cut finger would not require detailed physical exam

2 Significant mechanism of injury would require detailed physical exam

(b) Includes all areas of the Rapid Trauma Assessment

(c) Also includes a more detailed examination of the head

(d) Perform a detailed physical examination on the patient to gather additional information

1 Assess the head, inspect and palpate for injuries or signs of injury

a DCAP-BTLS

b Crepitus - grating sound of broken bones rubbing together

2 Assess the face, inspect and palpate for injuries or signs of injury

a DCAP-BTLS

b Crepitus 

3 Assess the ears, inspect and palpate for injuries or signs of injury

a DCAP-BTLS

b Drainage

1 Blood

2 Cerebral spinal fluid

4 Assess the eyes, inspect and palpate for injuries or signs of injury

a DCAP-BTLS

b Discoloration

c Unequal pupils

d Foreign bodies

e Blood in the anterior chamber

5 Assess the nose, inspect and palpate for injuries or signs of injury

a DCAP-BTLS

b Drainage

1 Blood 

2 Cerebral spinal fluid

6 Assess the mouth, inspect and palpate for injuries or signs of injury

a DCAP-BTLS

b Broken or loose teeth

c Obstructions

d Swollen or lacerated tongue

e Odors

f Discoloration 

7 Assess the neck, inspect and palpate for injuries or signs of injury

a DCAP-BTLS

b Jugular vein distension (JVD)

8 Assess the chest, inspect and palpate for injuries or signs of injury

a DCAP-BTLS

b Crepitus

c Breath sounds in the apices, mid-clavicular line, bilaterally and at the bases, mid-axillary line, bilaterally

1 Present

2 Equal

3 Absent

9 Assess the abdomen, inspect and palpate for injuries or signs of injury

a DCAP-BTLS

b Firm 

c Soft

d Distended

10 Assess the pelvis, inspect and palpate for injuries or signs of injury

a DCAP-BTLS

b If no pain is noted, gently compress the pelvis to determine tenderness or motion

11 Assess the genitalia, inspect for injuries or signs of injury

a DCAP-BTLS

b Priapism in males

1 Persistent erection of penis

2 Strong indicator of spinal injury

c Soft tissue injuries in males and females

12 Assess all four extremities, inspect and palpate for injuries or signs of injury

a DCAP-BTLS

b Crepitus

c Distal pulse

d Sensory

e Motor function

13 Reassess vital signs









TRANSITION:

(3) Medical Patient
(a) Responsive

1 Assess History of Present Illness (HPI)

2 Purpose

a To find out the patient’s chief complaint

b Reduces anxiety and fear of the patient

c Best received from the patient, in their own words, but may be obtained from family/bystander

3 General information

a Similar to a doctor’s interview

b Interview patient first before family/bystanders

c Starts with the most serious complain

d Try to ask open ended questions

e Have them describe as much as possible

f Infants and children

1 Get at the same level as the child

2 Keep your questions simple, at their level of understanding

3 Most of this information will be obtained from the parents, guardian, or other adult

4 O-P-Q-R-S-T

a Onset

1 Try to find the events leading to the incident

2 What were you doing with this started?

b Provocation

1 What makes it better or worse

2 What might have triggered this incident?

c Quality

1 Have the patient describe the pain

2 Sharp vs. dull

3 Constant vs. intermittent

4 Burning vs. itching

d Radiation

1 Where is the pain exactly?

2 Does the pain go anywhere?

3 Have the patient point with one finger to the area where it hurts the most

e Severity

1 How bad is it?

2 Have the patient relate current pain to any past pain experience

f Time

1 When did it start?

2 Has it changed at all since it began?

5 Assess SAMPLE History

6 Perform focused physical exam

a Is usually brief

b Most of the important assessment information will be gathered during the history taking and vital signs

c Is same as in the focused physical exam for the trauma patient

1 Examine only the areas that the patient complained about in the HPI

2 Assess lung sounds

7 Assess baseline vital signs

a Blood pressure

b Pulse

c Respirations

d Skin

1 Color 

2 Condition

3 Temperature

e Pupils

8 Provide emergency medical care based on signs and symptoms in consultation with medical direction

9 Transport

(b) Unresponsive

1 Perform Rapid assessment of each body part since you cannot focus on the patients chief complaint

a Assess the head

b Assess the neck

c Assess the chest

d Assess the abdomen

e Assess the pelvis

f Assess the extremities

g Assess the posterior aspect of the body

2 Assess baseline vital signs

3 Position the patient to protect the airway

4 Obtain SAMPLE history from bystander, family, friends prior to leaving

5 Provide emergency medical care based on signs and symptoms in consultation with medical direction

6 Transport









TRANSITION:

(4) Ongoing Assessment
(a) General information

1 It is important to observe and re-observe your patient, not only to determine their condition, but also to detect any changes.  The patients condition may improve, stays the same, or get worse

2 Trending - evaluating and recording changes in a patient’s condition that may show improvement or deterioration.  This can be shown by documenting repeated assessments

a Slowing respirations

b Rising pulse rate

(b) Performing the ongoing assessment

1 Repeat initial assessment

a Reassess mental status

b Maintain open airway

c Monitor breathing rate and quality

d Reassess pulse for rate and quality

e Monitor skin characteristics

f Re-establish patient priorities

g Repeat and record every 15 minutes for a stable patient

h Repeat and record every 5 minutes for an unstable patient

2 Reassess and record vital signs

3 Repeat focused assessment regarding patient complaint or injuries

a Detailed physical exam

b Focused physical exam

4 Check interventions

a Assure adequacy of oxygen delivery/artificial ventilation

b Assure management of bleeding

c Assure adequacy of other interventions


                                                                            TRANSITION:


                    
INTERIM SUMMARY


TRANSITION:


PRESENTATION
DEMO/PERFORMANCE 
3-2.2 Perform patient assessment IAW NREMT-B Practical Skills Examination.

(5) Trauma Patient Assessment

(a) Perform scene size-up

1 Take BSI precautions

2 Assure scene safety

3 Determine mechanism of injury 

4 Consider additional resources

a Police

b Fire department

c Additional EMS units

5 Determine number of patients

6 Consider c-spine immobilization

(b) Initial Assessment








1 Form a general impression

2 Assess mental status using AVPU

3 Assess airway - consider OP/NP airway and suction as needed

4 Assess breathing - remember to expose the chest

a Provide appropriate oxygen delivery device

b Treat any life threatening injuries

5 Assess circulation

a Assess the pulse

b Assess and control external bleeding

c Evaluate skin color, temperature, and condition

d Treat for shock as appropriate

6 Determine patient priority - To stay on scene or initiate transport

(c) Rapid trauma assessment


1 Continue C-spine immobilization

2 Consider advanced life support

3 Reconsider transport decision

4 Reassess ABC’s

5 Reevaluate mental status

6 Assess the head

a DCAP-BTLS 

b Crepitus

7 Assess the neck

a DCAP-BTLS

b Crepitus

c Check C1-C7 for deformities

d JVD

e Measure and apply cervical collar

8 Assess the chest

a DCAP-BTLS

b Crepitus

c Paradoxical motion

d Auscultate breath sounds

9 Assess the abdomen—check all four quadrants

a DCAP-BTLS

b Distention

c Firmness 

d Softness

e Tenderness 

10 Assess the pelvis

a DCAP-BTLS

b Crepitus

c Gently compress the pelvis inward and downward to determine tenderness or instability

11 Assess the genitalia

a DCAP-BTLS

b Priapism in males

1 Persistent erection of penis

2 Strong indicator of spinal injury

c Soft tissue injuries in males and females

12 Assess all four extremities

a DCAP-BTLS

b Crepitus

c Assess and compare bilaterally

1 Distal pulse

2 Sensation

3 Motor function

13 Assess posterior

1 Log roll the patient with spinal precautions

2 DCAP-BTLS

3 Log roll onto a long spine board

14 Assess baseline vital signs

15 Obtain SAMPLE History

16 Perform interventions and transport

(d) Detailed physical exam


1 Reassess for any changes in

a Level of Consciousness

b Airway, breathing, circulation

2 Assess the head

a DCAP-BTLS

b Crepitus 

3 Assess the face

a DCAP-BTLS

b Crepitus 

4 Assess the ears

a DCAP-BTLS

b Drainage

1 Blood

2 Cerebral spinal fluid

c Battle signs

5 Assess the eyes

a DCAP-BTLS

b Discoloration

c Unequal pupils

d Foreign bodies

e Blood in the anterior chamber

f Raccoon eyes

6 Assess the nose

a DCAP-BTLS

b Drainage

1 Blood 

2 Cerebral spinal fluid

7 Assess the mouth

a DCAP-BTLS

b Broken or loose teeth

c Obstructions

d Swollen or lacerated tongue

e Odors

f Discoloration 

8 Assess the neck

a DCAP-BTLS

b Jugular vein distension (JVD)

9 Assess the chest

a DCAP-BTLS

b Crepitus

c Breath sounds in the apices, mid-clavicular line, bilaterally and at the bases, mid-axillary line, bilaterally

1 Present

2 Equal

3 Absent

10 Assess the abdomen

a DCAP-BTLS

b Firm 

c Soft

d Distended

11 Assess the pelvis

a DCAP-BTLS

b If no pain is noted, gently compress the pelvis to determine tenderness or motion

12 Assess the genitalia, inspect for injuries or signs of injury

a DCAP-BTLS

b Priapism in males

1 Persistent erection of penis

2 Strong indicator of spinal injury

c Soft tissue injuries in males and females

13 Assess all four extremities

a DCAP-BTLS

b Crepitus

c Distal pulse

d Sensory

e Motor function

14 Reassess vital signs

(e) Perform ongoing assessment

1 Repeat initial assessment

2 Repeat and record vital signs

3 Repeat detailed physical exam

4 Check interventions














TRANSITION:

(6) Medical Patient Assessment

(a) Perform scene size-up

1 Take BSI precautions

2 Assure scene safety

3 Determine nature of illness 

4 Consider additional resources

a Police

b Fire department

c Additional EMS units

5 Determine number of patients

6 Consider c-spine immobilization

(b) Initial Assessment








1 Form a general impression

2 Assess mental status using AVPU

a Person 

b Place

c Time

3 Assess chief complaint

4 Assess airway - airway is considered open if patient is talking

5 Assess breathing - remember to expose the chest

a Provide appropriate oxygen delivery device

b Treat any life threatening injuries

6 Assess circulation

a Assess the pulse

b Assess and control external bleeding

c Evaluate skin color, temperature, and condition

7 Determine patient priority - To stay on scene or initiate transport

(c) Gather history of present illness (HPI) using OPQRST format

1 O-Onset

2 P-Provocation

3 Q-Quality

4 R-Radiation

5 S-Severity

6 T-Time

(d) Obtain SAMPLE History

1 S-Signs/symptoms

2 A-Allergies

3 M-Medications

4 P-Pertinent past history

5 L-Last oral intake

6 E-Events leading up to the illness

(e) Focused physical exam - based on chief complaint

(f) Assess baseline vital signs

(g) Provide emergency medical care in consultation with medical direction

(h) Check interventions and transport

(i) Consider detailed physical exam

1 Based on patient

2 Rarely done on medical patients

(j) Perform ongoing assessment

1 Repeat initial assessment

2 Repeat and record vital signs

3 Repeat detailed physical exam

4 Check interventions









TRANSITION:

CONCLUSION (10 Min)

SUMMARY: 

3-2.1  Identify why and when the focused history and physical exam for the trauma, medical and ongoing patient assessment must be done, with at least 80% accuracy 

3-2.1.1 Trauma Patient
3-2.1.2 Detailed Physical Exam

3-2.1.3 Medical Patient

3-2.1.4 Ongoing Assessment

3-2.2   Perform patient assessment IAW NREMT-B Practical Skills Examination.

3-2.2.1 Trauma Patient Assessment

3-2.2.2 Medical Patient Assessment

REMOTIVATION: 

CLOSURE: 

STUDY ASSIGNMENT: 
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