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Discuss objectives.
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The 1994 EMT-B curriculum provided a detailed, scripted approach to patient 
assessment. 

The new National EMS Education Standards do not provide this scripted approach. 

The common theme to remember is that the assessment is typically started in a 
straight-forward format, but almost immediately you know that as the assessment 
progresses, the steps and format may change based upon the assessment findings 
you uncover.
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The only area with a change to the science is mechanism of injury. 

In the past, mechanism of injury was used as a significant predictor of injury and was 
a formative part of the early decisions EMTs made in reference to the trauma patient. 

Now, although mechanism of injury is still part of the puzzle, it is considered of less 
prognostic value than in prior years.
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• Does the patient have physiologic signs of instability, including a diminished 
Glasgow Coma Scale (GCS) (<14), a decreased systolic blood pressure (<90 mmHg), 
or respirations <10 or >29 per minute? If so, the patient should be transported to a 
trauma center.

• Does the patient have anatomic signs of serious injury? These include penetrating 
injuries to the head and torso, flail chest, multiple long bone fractures, and other 
significant injuries. These injuries indicate the need for transport to a trauma 
center. 

• Mechanism of injury. Has the patient experienced a fall (adult >20 feet, child >10 
feet or two to three times the child's height), ejection from a vehicle, or a death in 
the same passenger compartment or significant intrusion of damage into the 
passenger compartment? In many cases you will have already decided to transport 
to a trauma center, but if not, these mechanisms will indicate a trauma center is 
warranted.

• Special patient or scene considerations. These include the age of the patient, 
pregnancy, some additional specific injuries, and the judgment of the EMS provider.
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Although some of the terms have changed, the primary assessment is basically the 
same as the previous “initial 

assessment”. 

The goal is to assess airway, breathing, circulation, and mental status to determine if 
any lost function or acute 

change is present.

The only interventions provided during the primary assessment are those geared to 
support lost function to:

• Airway
• Breathing
• Circulation
• Mental status components

Following the conclusion of the primary, the EMT will determine:
• The degree of patient stability or instability 
• Proceed with either rapid transport or continued assessment and management 

with routine transport to the hospital
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To many providers, especially those new to their level of certification, care is about 
performing modalities. 

Experienced providers, however, know that care is a carefully balanced event. 

It is balanced between need and risk, standing order and online consult, and present 
need at the scene versus consideration of hospital care down the line.

Care plans fit into the continuum of clinical reasoning in that constant monitoring for 
therapeutic benefit or adverse reaction is necessary—and that the patient's response 
to a particular modality may be diagnostic.
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Reassessment should be performed approximately every 15 minutes for stable 
patients and every 5 minutes for unstable patients when time and priorities permit.
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Discuss case presentation.



Discuss case presentation.
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Risks include:
• Other motorists driving by
• Injury from broken glass and torn metal 
• Soft-tissue trauma from burns
• Inhalation injuries from fumes or smoke
• Unstable vehicles that may shift or roll

The EMT would minimize exposure by:
• Parking at a safe distance 
• Exiting the ambulance on the right side 
• Whenever possible, donning reflective vests 
• If necessary consider shutting down the freeway so all traffic stops

Standard Precautions would include at a minimum gloves. Consider also eye 
protection, and carry with you face protection. Depending on the level of ambient 
noise (e.g., traffic, horns), hearing protection could be necessary.
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Discuss as needed.
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Even though the patient is conscious and talking, they would be assigned a potentially 
unstable rating as the external bleed and traumatic MOI suggest more significant 
injuries may be present.

The EMT should attempt control of the hemorrhage to the leg if possible. 
If the leg cannot be reached with direct pressure, or if that fails, the EMT may have to 
consider a tourniquet proximally to stop the bleed.

Adjustment to the assessment and management will be necessary due to the nature 
of the scene and the entrapment of the patient. 

For example, a rapid trauma assessment of the lower extremities may have to be 
with held till the person is extricated. 

Likewise, treatment that may have been with held till the patient was in the 
ambulance may be administered on scene if the extrication process is lengthy.
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Discuss presentation.
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Discuss case presentation.

36



Discuss case presentation.
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Discuss case development.
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The entrapment is going to necessitate the EMT to go outside the normal 
management procedure for an external bleed (direct pressure, cold application and 
elevation, digital pressure, pressure point, tourniquet)—directly to tourniquet since 
none of the other interventions are possible with the patient's position and ongoing 
extrication efforts.

If the accident occurred on the freeway, some distance from a trauma center, the 
EMT may consider alerting the local medevac service to launch so that they have 
already landed on scene to assume patient care upon extrication.
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It was the ability of the EMT to:
•Think like a clinician to properly assess and manage the patient outside typical 
protocol
•Alert medevac so they could assume care and fly the patient to the trauma center 
for faster access to a higher level of care.
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Discuss as needed.
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