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Initial Assessment/Primary Assessment:

An initial assessment or primary assessment will be performed upon initial contact with the patient or patients.  The initial assessment will include:


-General Impression (MOI, Trauma, Medical, NBC Scene, ETC.)


-Assessment of the patency of the Airway


-Assessment of Breathing effectiveness


-Assessment of the Circulatory status


-Assessment of neurological Disability 

-Determine Priority Patients for Immediate Surgery or Advanced Life Support interface for transfer of care.

A. Airway and Cervical Spine (C-Spine) Control

1. Airway Control - Check for patency and correct airway compromises.  Use head tilt-chin lift in medical patients and the modified jaw thrust in trauma patients.  If appropriate, use airway adjuncts.

2. C-Spine Control - If MOI suggests possible cervical injury, then immobilize the entire spine.

B. Breathing

1. Check ventilations.  IF NOT BREATHING BEGIN ARTIFICIAL VENTILATIONS.  Perform appropriate airway maneuvers. 

2. Expose, inspect, auscultate and palpate chest for abnormalities and treat as indicated.

C. Circulation/Bleeding

1.    Check for presence and locations of pulse.  Quickly approximate rate, rhythm and strength.

2.    IF NO PULSE, BEGIN CPR.

3.    If pulse is present, stop all major bleeding, and then assess for shock.

4.    If any abnormalities are found, follow appropriate protocols.

D. Disability

Use AVPU (alert, verbal, pain, unresponsive to stimuli) scale to assess level of consciousness (LOC).

E. Expose

Remove any heavy or restrictive clothing.  Remove as much clothing as necessary to determine the presence or absence of a problem, but do cover to maintain human dignity. After appropriate evaluation & treatment, maintain patient body temperature.
General Assessment of the Trauma Patient

I. FST Safety 


Appropriate assessment of all risks to FST, crew, to patient, and others must be accomplished as the rescuer is recieving patients from the POI (point of injury) site.  It is necessary to assess for the possibility of a (MCI) Mass Casualty Incident.  MCI will be discussed in another section.  Mechanism of Injury needs to be assessed during this phase.

II.  Initial Assessment or Primary Survey


After gaining access to the patient(s), immobilize the Cervical Spine and simultaneously Evaluate the Following:

Airway


Breathing


Circulation


Disability


Immediately Expose the Patient, (Ensuring protection from the environment)

During this assessment, inadequacies will be treated immediately (Securing an Airway, performing a needle thoracostomy, surgical cricothyoidotomy, controlling severe bleeding and initiating fluid resuscitation)


Begin Continuous Cardiac and Pulse Oximetry monitoring

III.    Once you have completed the primary survey, and ensured the intact Airway, adequate Breathing, and adequate Circulation the team member will move systematically from head to toe, assessing the patient for signs of injury secondary to trauma.


Head


Face (Ears, Eyes, Nose, Mouth)


Neck (After assessment of the neck, place cervical collar)


Chest


Abdomen


Pelvis


Genitalia


Lower Extremities


Upper Extremities


Back (while logrolling the patient for spinal immobilization)


Place Patient on Spinal Immobilization Device

IV.    Obtain Complete Set of Vital Signs


Respiratory Rate


Heart Rate



Blood Pressure


Skin Temperature, Color, and Condition


Pupillary Activity (PERRLA)

V.    Obtain Patient History (Chief Complaint and SAMPLE-T)


S-Signs and Symptoms 


A-Allergies (Medications, Food, Environment)


M-Medications


P-Pertinent Past Medical/Surgical History


L-Last Oral Intake


E-Events Leading up to Injury


T-Tetanus Prophylaxis

VI.    Initiate Resuscitation and Surgical Preparation


Re-assess Vital Signs

Verify adequacy of interventions (Splinting, dressing, intubation, oxygen therapy)
General Assessment of the Medical Patient

I.    Scene Safety


Verify scene safety

II.    Initial Assessment


Assess Airway Patency


Assess Effectiveness of Breathing


Assess Ciculatory Status


Assess for Neurological Disability


Expose Patient according to Patients Chief Complaint

III.    Secondary Assessment


Assess the Medical Patient based on their chief complaint, the exam should be problem focused.  Assess each area of the body based upon the patients chief complaint. The unresponsive medical patient will be assessed from head to toe in a systematic manner. 

IV.    Obtain Vital Signs

Respiratory Rate


Heart Rate


Blood Pressure


Skin Temperature, Color, and Condition


Pupillary Activity (PERRLA)

V.    History (Chief Complaint and SAMPLE-T)


S-Signs and Symptoms 


A-Allergies (Medications, Food, Environment)


M-Medications


P-Pertinent Past Medical/Surgical History


L-Last Oral Intake


E-Events Leading up to Illness


T-Tetanus Prophylaxis

VI.    Initiate Transport


Transport Patient in position of comfort when possible


Re-assess Vital Signs, and verify adequacy of interventions 


General Assessment of the Pediatric and Geriatric Patient

I.    Scene safety


Verify scene safety

II.    Initial Assessment Assess

 
Airway Patency


Assess Effectiveness of Breathing


Assess Ciculatory Status


Assess for Neurological Disability


Expose Patient according to Patients Chief Complaint

III    Secondary Assessment


(A) Pediatric patients.  The approach to the pediatric patient will vary with the age of the patient and the nature of the problem.  While obtaining the medical history of the pediatric patient, gather 

(B) information as quickly and as accurately as possible.  The parents will serve as a primary source of patient information.  Attempt to assess the pediatric patient at their eye level.  Approach the child slowly and gently as the situation permits.  The child should not be separated from the parents without due cause. 

(C)    The physical exam should be systematic and should follow the same format as the adult.  In  the infant special attention should be paid to the fontanelle.

(D)    Pediatric Vital Signs:  Take vital signs with the patient as close to a  resting state as possible.  If necessary allow the patient to calm down before attempting vital signs. Obtain blood pressure with the appropriate sized cuff, if the correct size is not available make an accurate baseline assessment of the skin color, temperature, and the presence of cyanosis or mottling.  Make an accurate assessment of the patients weight, ask the parents if necessary.

	Age
	Respirations
	Pulse
	Blood pressure (Sys)

	Newborn
	30-60
	100-160
	50-70

	1-6 weeks
	30-60
	100-160
	70-95

	6 weeks-6 months
	25-40
	90-120
	80-100

	6 months- 1 year
	20-30
	90-120
	80-100

	1 year- 3 years
	20-30
	80-120
	80-110

	3 yearts-6 years
	18-25
	70-110
	80-110

	6 years –10 years
	15-20
	60-90
	90-120



(E)   Geriatric Patients.  Due to age related changes, the elderly population accounts for about 40% of all pre-hospital emergency calls.  Those age related changes include:

Decreased brain mass, decreased respiratory vital capacity, decreased cardiac stroke volume and rate, decreased renal function, decreased total body water stores,  degeneration of joints, lost dexterity, loss of visual, auditory, and tactile proprioception, weakened skeletal system, decreased elasticity of the skin, decreased or inadequate temperature regulation.

(F)    Assessment of the geriatric patient:  The assessment is essentially the same as the adult.  However, there are several factors that complicate the clinical evaluation of this population.  It will be difficult to separate changes associated with aging and the effects of a disease process.  Geriatric patient will often suffer from more than one disease process.  Adequate annotation of symptoms as they pertain to the chief complaint have to be correlated to other conditions.  

 
(G)    History in the Geriatric population:  Special attention will have to be payed to the documentation of the patients medication status (those being currently taken, recent past OTC and prescribed medications).  Geriatric patients often take more medication and are prone to interaction and overdose.  Always accurately assess for confusion (confusion is never a normal finding), and depression (depression is also not a normal finding).  Always attempt to verify a patient history with a credible source (family, neighbor).


(H)    Always take into account the elderly patients inability to regulate temperature, protect from the environments.  Take the appropriate interventions to maintain warmth when needed, or cool the patient as the case may be.

COMMUNICATION
I.    Necessary elements of patient condition, scene information, and care rendered will have to be effectively passed from the provider in the field to the next echelon of care.  

II.    The minimum information necessary


Identify your unit and level of training


Patient’s Age and Sex


Patient’s Chief Complaint


Brief Circumstances surrounding the illness or injury


Major past illness or pre-existing conditions


Patient’s Mental Status


Baseline Vital Signs and subsequent readings


ECG rhythm


Pertinent findings on physical exam


Emergency Care Rendered


Patient’s Response to Care Rendered


Estimated Time of Arrival


As you receive orders, confirm receipt by repeating orders
PATIENT DEATH

PROCEDURE
A. Determining death in the field (DIF) without initiating resuscitative efforts should be considered under the following conditions:

1. A pulseless, apneic patient in a Mass Casualty Incident or Multiple Patient Scene where the resources of the system are required for the stabilization of living patients 

2. Decapitation 

3. Rigor Mortis in a warm environment 

4. Decomposition 

5. Skin discoloration in dependent body parts (dependent lividity)

DOCUMENTATION
A. All patient care provided should be documented with procedure and time.

B. When a cardiac monitor is used the patient's rhythm should be recorded and attached to the Prehospital Care Report.

C. All conversations with attending physicians should be fully documented with physician's name, times, and instructions.

D. If resuscitation of a person found in asystole is not attempted based on paramedic judgment, the reason resuscitation was not attempted must be clearly documented on the Prehospital Care Report.

PRECAUTIONS
A. Most victims of electrocution, lightning, and drowning should have resuscitative efforts begun and be transported to the hospital.

B. Hypothermic patients should be treated per the HYPOTHERMIA protocol.
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ABDOMINAL PAIN

HISTORY:

· Pain 

· Nature 

· Duration 

· Location 

· Radiation 

· Intensity (1 - 10) 

· Associated symptoms 

· Nausea and vomiting (bloody or coffee ground) 

· Diarrhea 

· Constipation 

· Melena (tarry feces) 

· Painful or frequent urination 

· Fever 

· Previous abdominal trauma 

· Abnormal ingestion 

· Medication/allergies 

· Surgeries 

· Menstrual problems 

· Last menstrual periods 

· Painful menstrual periods 

· Previous ulcer history 

PHYSICAL FINDINGS:

Abdominal exam: 

· Tenderness 

· Guarding 

· Masses 

· Rigidity 

· Bowel sounds 

· Distension 

TREATMENT:
A. Place patient in comfortable position.

B. Do not allow patient to eat or drink.

C. If shock syndrome is present with BP less than 90 mm/Hg, and patient has a history of a traumatic event, consider major trauma.

D. If shock syndrome is present, surgical evaluation is critically important.

E. Obtain vital signs frequently.

F. Follow AIRWAY MANAGEMENT protocol.

[**] G. If shock syndrome is present and BP less than 90 mm/Hg, follow SHOCK protocol, [and consider IV, NS, large bore, TKO or as needed]

SPECIFIC PRECAUTIONS
A. Abdominal pain may be the first warning of severe internal bleeding. 

B. Since the bleeding is not apparent, you must think of volume depletion and monitor patient closely to recognize shock.

DEWEY R. COLLIER
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