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EMT Chapter 10 Patient Assessment: A

Comprehensive Guide

The ability to accurately and efficiently assess a patient is the cornerstone of effective emergency

medical care. For Emergency Medical Technicians (EMTs), this skill is not just a procedural step but a

critical pathway to understanding the patient's condition, formulating a treatment plan, and ultimately,

improving outcomes. EMT Chapter 10, often dedicated to patient assessment, lays out the systematic

approach that every EMT must master. This comprehensive guide delves into the intricacies of the

EMT patient assessment process, covering everything from initial scene safety to detailed head-to-toe

evaluations. Understanding the principles and practical application of patient assessment as outlined in

EMT Chapter 10 is paramount for providing high-quality prehospital care and ensuring the safety and

well-being of every individual encountered.
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EMT Chapter 10 Patient Assessment: A Foundation for

Emergency Care

EMT Chapter 10 provides the foundational knowledge and skills necessary for any EMT to conduct a

thorough and systematic patient assessment. This process is dynamic and must be adapted to the

specific circumstances of each call. It begins the moment an EMT is dispatched, with information

gathering and scene awareness. The ultimate goal of the patient assessment is to identify and manage

life-threatening conditions rapidly while simultaneously gathering information to guide further treatment

and transport decisions. A well-executed assessment not only helps in diagnosing the patient's

problem but also in communicating effectively with other healthcare providers.

Scene Size-Up: The Critical First Step in Patient Assessment

Before any direct patient contact is made, the scene size-up is a crucial component of the EMT patient

assessment process. This initial evaluation, often performed as you approach the scene, establishes a

framework for safety and understanding the overall situation. It's about more than just the patient; it

encompasses the environment and potential hazards.



Ensuring Scene Safety

The foremost priority during the scene size-up is personal safety and the safety of your partner and

any bystanders. This involves identifying and mitigating any hazards that could pose a threat, such as

traffic, downed power lines, hazardous materials, structural instability, or aggressive individuals. A

thorough assessment of the scene ensures that you can operate effectively without becoming a

casualty yourself.

Determining the Mechanism of Injury or Nature of Illness

Understanding how the patient was injured (mechanism of injury - MOI) or what led to their illness

(nature of illness - NOI) provides valuable clues about the potential severity of the patient's condition

and the types of injuries or medical problems they might have. For instance, a high-speed vehicle

collision suggests different potential injuries than a fall from a standing height.

Identifying the Number of Patients

Quickly determining if there are multiple patients is essential for resource allocation and triage. If

multiple patients are present, you may need to call for additional assistance to ensure everyone

receives appropriate care.

Identifying the Need for Additional Resources

Based on the scene size-up, you will determine if specialized resources are required. This could

include additional EMTs, paramedics, fire suppression, law enforcement, or specialized rescue teams.

Requesting these resources early can significantly improve patient outcomes.



Primary Patient Assessment: Identifying Life Threats

Following a successful scene size-up, the primary patient assessment focuses on identifying and

immediately managing any life-threatening conditions. This systematic approach, often remembered by

the mnemonic ABCDE, allows EMTs to prioritize critical interventions.

Airway (A)

The first step in the primary assessment is to ensure the patient has a patent airway. For an

unresponsive patient or one with altered mental status, the airway can easily become obstructed by

the tongue. Techniques like the head-tilt/chin-lift or jaw-thrust maneuver are used to open the airway.

Inability to maintain an open airway is a immediate life threat.

Breathing (B)

Once the airway is open, the EMT must assess the quality and rate of the patient's breathing. This

involves looking for chest rise and fall, listening for breath sounds, and feeling for air movement.

Inadequate breathing, whether too slow, too fast, or shallow, requires immediate intervention, such as

providing assisted ventilations with a bag-valve-mask (BVM).

Circulation (C)

Assessing circulation involves evaluating the patient's pulse, skin condition, and presence of severe

bleeding. A rapid and weak pulse, pale and clammy skin, or obvious external hemorrhage all indicate

potential shock or significant circulatory compromise. Controlling major bleeding is a critical

intervention performed during the primary assessment.



Disability (D)

The "Disability" component assesses the patient's neurological status. This is typically done by

evaluating the patient's level of consciousness using the AVPU scale (Alert, Verbal, Painful,

Unresponsive). A rapid assessment of pupil size and reactivity can also provide important information

about brain function.

Exposure/Environment (E)

The final component of the primary assessment involves exposing the patient to assess for injuries or

conditions that may be hidden by clothing. While exposing the patient, it is also crucial to prevent

hypothermia or hyperthermia by maintaining a proper body temperature.

Secondary Patient Assessment: Gathering More Information

Once life threats have been identified and managed during the primary assessment, the EMT

proceeds to the secondary patient assessment. This phase is more detailed and involves a

comprehensive head-to-toe examination and gathering a thorough patient history.

Performing a Detailed Physical Examination

The physical examination is a systematic review of the patient's body, looking for signs of injury or

illness that may not have been immediately apparent. This is typically performed from head to toe.

Head and Neck Assessment

The assessment of the head includes checking for deformities, contusions, abrasions, penetrating

injuries, and swelling (DCAP-BTLS). The ears and nose are checked for bleeding or clear fluid, and

the mouth is examined for obstructions or trauma. The neck is assessed for tenderness, deformity, and

signs of tracheal deviation or jugular vein distention.



Chest Assessment

The chest examination involves observing for symmetrical chest rise, listening to breath sounds using

a stethoscope at multiple locations, and palpating for tenderness, crepitus, or instability. Signs of

paradoxical chest movement are also noted.

Abdomen Assessment

The abdomen is inspected for distention, bruising, or penetrating injuries. Palpation of the abdomen is

performed to assess for tenderness, guarding, rigidity, or pulsating masses. The EMT also assesses

for bowel sounds, although this is often a paramedic skill.

Pelvis Assessment

The pelvis is assessed for stability by gently pressing inward on the iliac crests and downward on the

symphysis pubis. Any crepitus, pain, or instability indicates a potential pelvic fracture.

Extremities Assessment

Each extremity is examined for deformities, contusions, abrasions, penetrating injuries, swelling,

tenderness, and signs of vascular compromise. Pulses, motor function, and sensation (PMS) are

checked in each extremity, especially if a fracture or dislocation is suspected.

Back and Spine Assessment

Whenever spinal injury is suspected, the patient should be immobilized using a rigid cervical collar and

spinal immobilization devices. The back is then carefully palpated for tenderness, deformity, or crepitus

along the spinal column.

Vital Signs: Objective Measures of Patient Status

Vital signs are objective measurements that provide critical information about a patient's physiological



state. They are taken during both the primary and secondary assessments and are crucial for

monitoring changes in a patient's condition.

Pulse Rate: Assesses how fast the heart is beating.

Respiratory Rate: Measures how many breaths the patient takes per minute.

Blood Pressure: Indicates the force of blood against the artery walls.

Skin Temperature, Color, and Condition: Provides clues about perfusion and oxygenation.

Pupil Assessment: Evaluates neurological function.

Oxygen Saturation (SpO2): Measures the percentage of hemoglobin saturated with oxygen.

SAMPLE History: Understanding the Patient's Story

The SAMPLE history is a mnemonic used to gather crucial information about the patient's past medical

history and the events leading up to their current condition. This information is vital for understanding

the context of the illness or injury.

Signs and Symptoms: What the patient is experiencing (e.g., pain, nausea, dizziness).

Allergies: Any known allergies, especially to medications.

Medications: Any medications the patient is currently taking, including prescription, over-the-

counter, and herbal supplements.



Pertinent Past Medical History: Any pre-existing medical conditions, past surgeries, or significant

illnesses.

Last Oral Intake: When and what the patient last ate or drank.

Events Leading Up To Illness or Injury: A detailed account of what happened immediately before

the incident.

Ongoing Assessment: Continuous Monitoring and

Reassessment

Patient assessment is not a one-time event; it is a continuous process throughout the EMS encounter.

The EMT must perform ongoing assessments to monitor the patient's response to treatment and to

detect any changes in their condition.

Reassessing the Primary Survey

After initial interventions, the EMT must reassess the patient's airway, breathing, and circulation to

ensure they remain stable and that interventions are effective. This includes checking for any new life

threats.

Reassessing Vital Signs

Vital signs should be reassessed at regular intervals or after any significant intervention or change in

the patient's condition. Frequent monitoring of vital signs allows for early detection of deterioration or

improvement.



Monitoring for Changes

The EMT must continuously observe the patient for any subtle or overt changes in their appearance,

mental status, or physical condition. This vigilance is key to providing timely and appropriate care.

Special Considerations in Patient Assessment

While the systematic approach to patient assessment is generally applicable, certain situations require

modifications or specific considerations to ensure the best possible care.

Pediatric Patient Assessment

Assessing pediatric patients requires an understanding of normal developmental milestones and

physiological differences. Tools like the pediatric assessment triangle (appearance, work of breathing,

circulation to the skin) can be used for a rapid initial assessment. Communication should be age-

appropriate, and parental involvement is often crucial.

Geriatric Patient Assessment

Geriatric patients often present with multiple comorbidities, atypical signs and symptoms, and a higher

susceptibility to certain conditions. The EMT must be aware of age-related physiological changes and

consider the impact of chronic illnesses and multiple medications when performing their assessment.

Trauma Patient Assessment

In trauma situations, the focus is on identifying and managing injuries. The mechanism of injury plays

a significant role in guiding the assessment. Rapid extrication may be necessary in certain high-risk

trauma scenarios, requiring a focused assessment.



Medical Patient Assessment

For medical patients, the focus is on identifying the underlying disease process. The nature of illness

provides clues to the potential organ systems involved. A thorough history, including past medical

history and recent symptoms, is particularly important in medical assessments.

Documentation and Communication of Patient Assessment

Accurate and thorough documentation of the patient assessment is essential for continuity of care and

legal purposes. This includes recording all findings, interventions, and the patient's response to

treatment.

Importance of Accurate Reporting

Clear and concise communication with receiving healthcare providers is critical. The EMT must be able

to articulate the patient's condition, the assessment findings, and the interventions performed in a

logical and understandable manner. This often occurs via radio report en route to the hospital.

What to Document

Documentation should include the scene size-up, primary and secondary assessment findings, vital

signs, SAMPLE history, any treatments administered, and the patient's response to those treatments.

Any changes in the patient's condition between assessments should also be recorded.

Conclusion: The Importance of Mastering EMT Chapter 10

Patient Assessment

Mastering EMT Chapter 10 patient assessment is fundamental to providing competent and effective



emergency medical care. This systematic process, from scene size-up through ongoing reassessment,

empowers EMTs to identify and address life-threatening conditions promptly, gather vital information,

and communicate effectively with patients and other healthcare professionals. A thorough

understanding and consistent application of these assessment principles directly contribute to improved

patient outcomes and the overall quality of prehospital care. Continuous learning and practice are key

to honing these essential skills, ensuring every EMT is prepared to meet the diverse challenges of

emergency medical services.

Frequently Asked Questions

What is the primary goal of the patient assessment in EMT Chapter

10?

The primary goal is to gather information to identify and manage life-threatening conditions, determine

the patient's chief complaint, and formulate a treatment plan.

What are the key components of the initial patient assessment

(primary survey)?

The primary survey includes assessing the 'ABCDE's': Airway, Breathing, Circulation, Disability

(neurological status), and Exposure/Environment.

How does an EMT determine if a patient's airway is open and patent?

An EMT checks for signs of airway obstruction (e.g., noisy breathing, visible obstructions) and may use

techniques like the head-tilt/chin-lift or jaw-thrust maneuver to open the airway.

What vital signs are typically assessed during the primary survey?

Key vital signs include pulse rate and quality, respiratory rate and effort, skin condition (color,

temperature, moisture), and level of consciousness.



What does the 'D' in the primary survey (Disability) refer to?

Disability refers to the assessment of the patient's neurological status, typically using the AVPU scale

(Alert, Verbal, Pain, Unresponsive) or a more detailed neurological assessment if indicated.

What is the purpose of the secondary survey in patient assessment?

The secondary survey is a more detailed, head-to-toe physical examination performed when the

patient is stable or after initial life-saving interventions are completed, to identify any additional injuries

or medical problems.

What is SAMPLE history and why is it important in patient

assessment?

SAMPLE history is a mnemonic for gathering information about the patient's Signs and Symptoms,

Allergies, Medications, Past medical history, Last oral intake, and Events leading up to the current

situation. It provides crucial context for the patient's condition.

How does an EMT approach the assessment of a responsive versus an

unresponsive patient?

For a responsive patient, the EMT uses a combination of the primary and secondary surveys and a

detailed SAMPLE history. For an unresponsive patient, the focus is heavily on the primary survey,

ABCDEs, and initial vital signs, with less reliance on verbal history.

What are some common medical emergencies that require a focused

patient assessment?

Common examples include cardiac arrest, respiratory distress, stroke, severe bleeding, shock, diabetic

emergencies, and poisoning/overdose.



What is the role of ongoing assessment in patient care?

Ongoing assessment involves periodically re-evaluating the patient's condition, vital signs, and

response to treatment to ensure their stability and to detect any changes that may require a

modification of the treatment plan.

Additional Resources

Here are 9 book titles related to EMT Chapter 10: Patient Assessment, presented with the requested

formatting:

1. _Patient Assessment: The Foundation of EMS_

This foundational text delves into the systematic approach to patient assessment in emergency

medical services. It covers primary and secondary surveys, vital signs, chief complaint identification,

and the crucial steps in forming a differential diagnosis. The book emphasizes the importance of a

thorough assessment in guiding subsequent treatment and transport decisions, ensuring the best

possible patient outcomes.

2. _Clinical Skills for the EMT: A Hands-On Guide_

This practical guide provides detailed instruction on performing essential patient assessment skills. It

walks readers through physical examination techniques, auscultation, palpation, and percussion

relevant to prehospital care. The book includes step-by-step procedures and visual aids to help EMTs

master the practical application of assessment principles in real-world scenarios.

3. _Trauma Assessment: A Comprehensive Approach_

Focusing specifically on trauma patients, this book outlines the systematic assessment process tailored

for injuries. It details the assessment of mechanisms of injury, external bleeding, fractures, and head,

spinal, and chest trauma. The text highlights the unique considerations for trauma patients, including

rapid assessment and the recognition of life-threatening conditions.

4. _Medical Patient Assessment: Recognizing and Managing Illness_



This resource concentrates on the assessment of medical emergencies encountered by EMTs. It

covers common medical conditions such as respiratory distress, cardiac emergencies, altered mental

status, and diabetic emergencies. The book emphasizes the importance of taking a thorough medical

history and identifying signs and symptoms to guide appropriate interventions.

5. _Pediatric Patient Assessment: Caring for Children_

This specialized book addresses the unique challenges and considerations when assessing pediatric

patients. It details age-specific assessment techniques, vital signs, and common pediatric illnesses and

injuries. The text provides guidance on communicating with children and their families, and how to

adapt the standard assessment process for infants and children.

6. _Geriatric Patient Assessment: The Aging Patient_

This book focuses on the complexities of assessing older adult patients, who often present with

multiple comorbidities and atypical symptoms. It covers common age-related changes that can affect

assessment findings and discusses how to identify and manage the unique needs of geriatric patients.

The text stresses the importance of a careful and comprehensive approach to this vulnerable

population.

7. _Advanced Patient Assessment for the EMT_

Building upon fundamental assessment skills, this book explores more advanced techniques and

considerations for EMTs. It delves into advanced airway assessment, neurological assessments, and

the recognition of subtle but critical patient deteriorations. The text aims to equip EMTs with the

knowledge to perform more in-depth assessments and make more informed clinical judgments.

8. _Evidence-Based Patient Assessment in EMS_

This book grounds patient assessment practices in current research and evidence. It examines the

scientific basis for various assessment techniques and provides guidance on critically evaluating

assessment data. The text encourages a problem-solving approach, emphasizing the integration of

clinical expertise with the latest evidence to optimize patient care.

9. _The EMT's Guide to Patient History and Physical Examination_



This comprehensive guide provides a detailed breakdown of obtaining a thorough patient history and

performing a systematic physical examination. It covers interview techniques, questioning strategies for

various chief complaints, and detailed instructions for each component of the physical exam. The book

is designed to help EMTs gather accurate and relevant information to build a comprehensive patient

picture.
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