Patient History Outline

The assessment is referred to as an interview of the victim. 

Usually includes only the victim but may also include family members or bystanders. Family members can provide valuable information of the victim’s past physical aliments and medication the victim is on if the victim cannot remember or speak for them.

Bystanders can provide information about events that led up to the illness or injury.

Review the Head to Toe Assessment from the previous lesson from Emergency Preparedness.

REVIEW: EDP Head to Toe
Recognize the need to address the ABC’s and provide proper care if needed if the first priority of an assessment. If care is not needed, perform a quick head to toe assessment. 
Focused history and physical assessment


A.
Physical examination


1.
Geared toward finding injuries


2.
Significant MOI


a.
Rapid trauma assessment: A quickly performed head-to-toe examination of a seriously injured trauma patient to discover hidden or suspected injuries

3.
Minor MOI


a.
Focused trauma assessment: An assessment that is focused on the patient’s complaint or injury
The goal of the initial assessment is to quickly assess the heart, lungs, brain, and spinal cord which are essential to life. 
A-B-C-D-E

1.  Responsive?   Call 911 if unresponsive. Get back up for best possible outcome for victim.  

2.  A = Airway

3.  B = Breathing

4.  C = Circulation


a. carotid pulse


b. hemorrhage/severe bleeding


c. Condition of skin



1. color



2. temperature



3. moisture

5.  D = Disability


a. spinal cord response


b. mental status

6.  E = Expose the Injury

Does victim complain of injury?  IS the victim C/O pain, C/O not being able to move; & C/O vision changes
Look at the surroundings – check MOI – mechanism of injury

Airway – 

· if unresponsive open airway head-tilt/chin lift (unless neck injury suspected) 

· if victim talking airway OK, observe chest rise and fall, listen for abnormal breath sounds

· if breathing but unresponsive   place in recovery position

Circulation –

· unresponsive check carotid pulse – no pulse start CPR

· check for major bleeding, observe clothing if bloody

· check skin condition; color, nail beds, check if dry or moist

Disability – 

· check for spine injury; if victim had been in MVA, or fall 

· to check for spine injury 


1. Check sensation by squeezing the victim’s fingers and toes


2. Check movement by having the victim wiggle fingers and toes


3. Have victim squeeze hand and a foot push

4. IF suspect – DO NOT MOVE the victim’s head or neck

-     Check level of responsiveness; use the AVPU scale


A = Alert, eyes open; if answer questions correctly i.e. date, place & name


V = Response to Verbal stimuli; may not be oriented to time, place and person but 




Does respond in some way


P = Responsive to Painful stimuli; 


U = Unresponsive to any stimulus. Eyes not open; no response to pinching of the skin

Expose the Injury –

· Clothing can hide an injury, how much clothing should be removed depends on the victim’s injury and condition 

· The general rule is to remove as much clothing as necessary only to determine the presence or absence of a condition and or an injury. But ……. 

· Avoid hypothermia and embarrassing the victim. 

· And as ALWAYS, explain what you are doing to the victim.

By now, should have an idea if victim has injury or illness. The next physical exam may focus on a specific part of the body.

DO NOT aggravate injuries or contaminate wounds

DO NOT move a victim with suspected spine injury

Begin a systematic start of “looking and feeling”    L-A-F
LOOK at the area for deformity, open wounds and swelling

AND

FEEL for deformity, tenderness and swelling

Use mnemonic D-O-T-S to assess for signs of injury

D = Deformity

O = Open Wounds

T = Tenderness

S = Swelling

Use the LAF method to briefly inspect and feel (palpate) the following body parts in a logical order: head, eyes, neck, chest, abdomen, pelvis, all four extremities.

Observation checklist to LAF and DOTS and keep in mind other information of body parts


Head – D-O-T-S and CSF cerebrospinal fluid from ears and or nose, indicates head injury

Eyes – PEARL Using a flashlight assess Pupils Equal And Reactive to Light.  Check one eye at a time

Neck – D-O-T-S

Chest – D-O-T-S; squeeze or compress the sides of the ribs for pain

Abdomen – D-O-T-S – gently press the 4 quadrants of the abdominal region for firmness & Softness

Pelvis – D-O-T-S; gently press downward and squeeze inward

Extremities – D-O-T-S; also C-S-M – circulation, sensation, and movement

Keep in mind the following “D-C-A-P- B-T-L-S” to help them remember to look for 
· Deformities 
· Contusions 
· Abrasions
· Punctures 
· Burns
· Tenderness
· Lacerations 
· Swelling

Interview the victim and or family or bystanders if victim unable to tell you what happened

Getting a History of the Victim

HPI – History of Physical Illness

· The MOI for a trauma patient can be thought of as the HPI, which is often obtained in a medical patient

Question the medical history and check for medical alert tags of the victim. If victim is unable to respond to medical history questions, ask family members, if they are present to obtain the answers to the SAMPLE questions.  Medical alert identification may be the only source of information if the victim is alone and no family members present.

Use the mnemonic SAMPLE to help collect information.

NOTE: if illness is suspected, conduct the SAMPLE before the physical exam

S – Signs and Symptoms. Ask: “Do you hurt anywhere”
A – Allergies.   Ask: “Are you allergic to anything?”

M – Medication.   Ask: “Do you take any medication?”  The answer could be a clue.

P – Pertinent past illness.   Ask: “Are you seeing a doctor for anything?”

L – Last oral intake.   Ask: “When did you last eat or drink anything?”

E – Events.   Ask: “What were you doing when this happened?”

1) Signs and Symptoms

i) Signs are outward indications on the body that are abnormal in appearance 

(a) Examples: bruising, edema, bleeding 

ii) Symptoms are complaints and or conditions provided by the victim

(a) Examples: pain, nausea, vision changes

2) Allergies

i) Allergies can be anything that causes a reaction to the victim

(a) Example: Medication, if the victim responds with “yes” ask: what type reaction occurs

(b) Latex can cause a reaction in some victims

3) Medication

i) The type medication that the victim is taking can be a clue of what the victim is being treated for an illness. Medication can also give a clue if there might be a reaction related to an injury.

(a) Examples: Insulin, if the victim is taking insulin, then the first responders needs to be observant for hyperglycemia and or hypoglycemia

(b) Coumadin is a drug that causes a victim’s blood not to clot to fast there for the victim could bleed faster.

4) Pertinent past illness

i) Again, if the victim has been or is being treated for a certain illness, this could give an indication of the problem and an impeding problem.

ii) Example: Diabetes

5) Last oral intake 

i) Oral intake is anything that the victim might have eaten, taken and or drank.

ii) This can be important if the victim has a possibility to go to surgery and or have a certain procedure perform upon arrival to a medical facility.
(1) It is important to know if the victim just ate so the first responder because oral intake could complicate the problem.
6) Events

i) Asking about what led up to the injury or illness provides strong clues as to what may be occurring to the victim.

Putting it together

If victim required treatment for a life threatening crisis, take care of that before the physical and medical history exam. Using a method to assess the victim can help the responder to perform and conduct self in a more organized manner and avoid being hectic and or appear in a panicky manner.

While waiting for the EMS, continue to check the victim and reassure victim. Repeat primary assessment every 15 minutes until help arrives for a responsive victim and every 5 minutes for an unresponsive victim. Use the AVPU scale to check the victim’s mental status.  Check any first aid that has been given, including bandages and splints to make they remain intact and no changes have taken place.

Give the following information to the EMS upon their arrival:

· Victim’s complaints

· AVPU scale

· ABCDE

· Physical findings

· SAMPLE history

· Any first aid given 
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