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1  Scene Size-up And Safety:
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Scene Size-up and Safety is the critical, ongoing process of systematically assessing an emergency scene to ensure the safety of the responder, their team, the patient, and bystanders, while also gathering essential information that will dictate the entire course of the response. It is the foundational first step of any patient interaction, performed before any patient care is initiated. The primary objective is to answer two fundamental questions: "Is the scene safe for me to enter?" and "What happened here?"

A comprehensive Scene Size-up is a multi-faceted process, typically conducted in a rapid but thorough sequence. It begins with, and is perpetually governed by, Scene Safety. The EMR must use all senses to identify and mitigate potential hazards. This includes scanning for immediate dangers such as active traffic, fire, smoke, downed electrical lines, hazardous materials (identified by placards, odors, or spilled substances), unstable structures, violence, or hostile individuals. The cardinal rule is that you never enter an unsafe scene; your safety is paramount. If a scene is unsafe, you must retreat to a safe location and immediately request additional specialized resources, such as law enforcement or fire services, to secure it. Personal Protective Equipment (PPE), including gloves, eye protection, and a mask, must be donned on every call to protect against bloodborne pathogens and other biological hazards.

Concurrently, the EMR must determine the Mechanism of Injury (MOI) or Nature of Illness (NOI). For trauma incidents, the MOI is the physical event that caused the injury (e.g., a fall from height, a high-speed vehicle collision, a gunshot wound). Understanding the MOI allows the EMR to predict potential life-threatening injuries (e.g., spinal trauma from a fall, internal bleeding from a car crash). For medical incidents, the NOI is the general type of medical problem the patient is experiencing (e.g., cardiac, respiratory, diabetic, allergic). This initial determination helps focus the subsequent patient assessment.

The next step is to determine the Number of Patients. A single patient found in a car may be straightforward, but a multi-vehicle collision or a collapsed building requires a different approach. Identifying that there are more patients than initially observed triggers the need for immediate triage and requests for additional ambulances and resources.

Finally, the EMR must consider the need for Additional Resources. Based on the findings from the steps above, the EMR must decide if the situation requires more help. This could include Advanced Life Support (ALS) units for critical patients, fire services for extrication or hazard control, law enforcement for scene security, or specialized teams for hazardous materials or technical rescue.

Crucially, Scene Size-up is not a one-time event. It is a continuous process. Conditions can change rapidly; a safe scene can become unsafe due to a leaking fuel tank, an agitated family member, or a deteriorating structure. The EMR must constantly re-evaluate the environment throughout the entire call to ensure ongoing safety for everyone involved. This disciplined, vigilant approach ensures that the responder does not become another victim and is able to provide effective care within a secure operational environment.
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1.1 ​Develop A Plan Of Action Prior To Arrival Using All Available Information To Ensure Safe And Effective Operations:
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This is the cognitive process of formulating a strategic initial response framework before physically arriving at an emergency scene. It involves actively gathering and analyzing dispatch information, known hazards, and available resources to create a preliminary mental model of the incident. The objective is to transition from the response phase to on-scene operations with a pre-established, adaptable strategy that prioritizes the safety of all personnel, the patient, and bystanders while maximizing the efficiency and effectiveness of the medical response. This proactive planning mitigates the risk of making critical errors under pressure and allows for a more controlled and organized intervention.

The foundation of this plan is built upon the information provided by the emergency dispatcher. A Medical Technician must actively listen to and interpret this data, which typically includes the nature of the call (e.g., motor vehicle collision, chest pain, fall), the exact location, the number of patients involved, and any known safety concerns relayed by the caller (e.g., fire, violence, hazardous materials). This is not a passive receipt of information but an active interrogation of the details. For instance, a dispatch for an "unknown medical problem" at a manufacturing plant should immediately trigger considerations for potential industrial hazards, while a call for a "cardiac arrest" prompts mental preparation for specific equipment and protocols.

Using this information, the EMR begins to develop the plan. This involves several concurrent considerations. First and foremost is safety strategy. Based on the dispatch, what potential hazards are anticipated? For a vehicle collision, this includes controlling traffic flow, identifying downed power lines, and assessing for fuel leaks. The plan must include how to mitigate these dangers, such as positioning the emergency vehicle upstream of the incident to act as a barrier and donning appropriate personal protective equipment (PPE) like gloves, eye protection, and a high-visibility vest before exiting the vehicle.

Second, the plan involves resource management and operational tactics. How many patients are reported? Does the situation suggest the need for additional resources, such as more ambulances, fire services for extrication, or law enforcement for scene security? The EMR must consider these needs early and initiate those requests en route if they have not already been dispatched. Furthermore, the plan includes an initial operational approach. Where is the best and safest place to stage the vehicle? What equipment will be needed immediately upon arrival (e.g., airway kit, oxygen, cervical collar, trauma bag)? By anticipating these needs, the EMR can have equipment ready to deploy instantly, saving crucial seconds.

Finally, this plan is a dynamic, living framework. It is not a rigid set of orders but a best-guess scenario based on limited information. Its primary purpose is to force the EMR to think critically before arriving, thereby reducing reactionary decisions. Upon arrival, the plan is immediately compared to the reality of the scene (a process known as the on-scene size-up). The initial plan is then validated, adapted, or completely abandoned based on what is observed. For example, the dispatched "fall" patient may be found in a room with an overwhelming odor of natural gas, necessitating an immediate change in plan to prioritize evacuation over treatment. This continuous loop of planning, observation, and adaptation is the hallmark of a safe and effective Emergency Medical Responder.
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1.2 ​Protect Self, Other Responders, Patient, Public, And The Emergency Scene From Existing And Potential Hazards:
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This principle is the foundational tenet of scene safety and the first action an Emergency Medical Responder must perform. It is the deliberate and continuous process of identifying, assessing, and mitigating dangers at an emergency scene to prevent injury or illness to yourself, your team, your patient, bystanders, and to preserve the integrity of the scene for potential investigation. This is not a single step but an ongoing responsibility that begins upon dispatch and continues until you have transferred care and left the scene.

The core of this action is scene size-up. Upon arrival, before any patient contact, you must conduct a 360-degree visual and auditory assessment. Your primary goal is to distinguish between existing hazards (immediate and obvious dangers) and potential hazards (dangers that may develop or become active). Existing hazards include downed power lines, hazardous materials leaks, active fire, unstable structures, violent individuals, or hazardous road conditions at a vehicle collision. Potential hazards include the possibility of a car fire starting, a building collapse, an agitated person becoming violent, or a secondary traffic collision.

Your protection strategy follows a strict hierarchy. First, you must ensure your own safety; you cannot help anyone if you become a victim. This involves using appropriate Personal Protective Equipment (PPE) – gloves, eye protection, a mask, and a gown – as a minimum standard for bloodborne pathogen protection. In more dangerous environments, this may escalate to a helmet, steel-toed boots, or higher-level protective gear. Never enter a scene that is unsafe; your safety is paramount.

Second, you protect other responders. This involves clear, loud communication of identified hazards to your partner and any arriving units. Verbally state what you see: "Watch the downed wire on the passenger side!" or "The floor is covered in spilled oil, it's slippery." Establishing a safe zone, or cold zone, for personnel and equipment is crucial to keep other responders out of harm's way.

Third, you work to protect the patient. Often, the most significant help you can provide is moving them from a dangerous location to a place of safety. This might mean instructing ambulatory patients to walk to a safe area or performing emergency moves from imminent danger before any assessment or care. However, you must never recklessly endanger yourself to do this.

Fourth, you protect the public. This involves controlling bystanders and the general public. Use bystanders for specific tasks only if absolutely necessary and safe to do so. Otherwise, keep them a safe distance back. This may involve setting up a perimeter using traffic cones, fire apparatus, or police tape to prevent civilians from entering the hazardous area.

Finally, you protect the emergency scene. This involves minimizing contamination and disturbance, which is especially critical in potential crime scenes. Avoid moving items unless necessary for patient care, and report anything unusual to law enforcement. For all incidents, protecting the scene ensures a safe workspace for all public safety personnel and preserves evidence.

In summary, this protective process is a dynamic risk assessment. It requires constant vigilance, as scene conditions can change rapidly. Your ability to identify and mitigate hazards is the most critical skill you possess, forming the non-negotiable foundation upon which all other emergency medical care is delivered.
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1.3 ​Don Appropriate Personal Protective Equipment (PPE) Based On Known Hazards To Protect Responders From Exposure:
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Personal Protective Equipment (PPE) is specialized clothing and equipment worn to create a barrier against health and safety hazards, thereby protecting the responder from exposure to infectious agents, chemicals, and other dangers present at an emergency scene. The process of "donning" refers to the correct procedure of putting this equipment on. The selection of PPE is not arbitrary; it is a critical, risk-based decision made during the scene size-up to ensure responder safety, which is the paramount principle in emergency care.

The foundation of appropriate PPE selection is the initial scene size-up. As a Medical Technician, your first and most crucial assessment is to identify potential hazards before patient contact. This involves scanning the environment for clues such as spilled chemicals, visible powders, the presence of blood or body fluids, the mechanism of injury (e.g., car crash with broken glass and metal), and the number of patients (which can indicate a potential for widespread contamination). Information from dispatch, bystanders, and your own observations will inform your judgment on the "known hazards." Based on this assessment, you must select the level of PPE that provides adequate protection against the identified risks.

The components of PPE form a layered defense, with the level of protection escalating with the perceived hazard.

*  Standard Precautions: This is the minimum level of PPE used for every patient contact, assuming all patients pose an infectious risk. It includes gloves and, in most cases, eye protection (safety glasses or goggles). A mask should be readily available. This protects against bloodborne pathogens (like Hepatitis B and HIV) and other potentially infectious materials (OPIM) encountered during routine patient care.

*  Enhanced Precautions: When a higher level of hazard is identified, additional PPE is required. This often includes:

*  Protecting the Airways: If there is a risk of splashing fluids or airborne transmission of disease (e.g., tuberculosis, COVID-19), an N95 respirator or a higher-level mask must be worn to filter particulates.

*  Protecting Clothing and Skin: If there is a significant risk of splatter or contact with hazardous substances, a fluid-resistant gown or coveralls should be donned over your uniform.

*  Protecting the Feet: In wet environments, with chemical spills, or in scenes with debris, waterproof boot covers or rubber boots are necessary to prevent exposure and cross-contamination.

The act of donning PPE must be deliberate and follow a specific sequence to avoid self-contamination: (1) Perform hand hygiene. (2) Put on a gown or protective suit. (3) Apply a respirator or mask. (4) Don eye protection. (5) Put on gloves, ensuring they cover the cuffs of the gown. Conversely, doffing (removing) PPE is equally critical and must be done with extreme care in a reverse sequence, disposing of contaminated items in designated biohazard bags and performing hand hygiene immediately after.

Ultimately, the failure to don appropriate PPE based on known hazards is a primary cause of responder illness and injury. It compromises your health, endangers your team through cross-contamination, and removes a vital resource from the emergency response system. Your knowledge and disciplined application of PPE protocols are non-negotiable components of professional practice and a fundamental expectation for the EMR certification.
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1.4 ​Investigate The Scene To Determine Potential Patients. Triage Patients To Ensure Optimal Care:
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This subtopic encompasses the critical, sequential processes of scene investigation and patient triage, which are the foundational steps an Emergency Medical Responder (EMR) performs to ensure scene safety, identify all patients, and systematically prioritize their care based on injury severity and available resources. It is the bridge between initial scene size-up and the hands-on delivery of medical intervention.

Investigate The Scene To Determine Potential Patients: Upon arrival, your primary duty is to ensure the scene is safe for yourself, your crew, and bystanders. This is an ongoing assessment, not a single action. Look for immediate threats like fire, smoke, hazardous materials, unstable structures, violent individuals, traffic, downed electrical lines, or environmental hazards. Only after determining it is safe to enter, or after mitigating identified hazards with the proper authorities (e.g., law enforcement, fire department), do you proceed. Your investigation then shifts to identifying the mechanism of injury (MOI) or nature of illness (NOI) and, crucially, determining the total number of patients. This is vital as a single obvious patient, such as a bicyclist struck by a car, may not be the only one; there could be additional patients who are less visible or who initially deny injury. Scan the entire environment. Ask bystanders or those involved, "Is everyone accounted for?" In a motor vehicle collision, check the vehicle's interior and the surrounding area. In a medical call, ask about others in the household who may be ill. The goal is to establish an accurate patient count to prevent missed patients and to determine if the incident requires additional resources, such as more ambulances or a mass casualty incident (MCI) response.

Triage Patients To Ensure Optimal Care: Once all patients are identified, you must rapidly sort them based on the severity of their injuries and their need for immediate care and transport. This process, called triage, ensures that limited resources are allocated to those who will benefit most from urgent intervention. For MCIs with numerous patients, EMRs are typically trained in a simple, effective triage system such as START (Simple Triage and Rapid Treatment). This system categorizes patients into four priority groups using a standardized algorithm based on three primary assessments: respirations, perfusion (circulation, assessed via capillary refill or pulse), and mental status (ability to follow commands).

*  Immediate (Red Tag): Patients with life-threatening injuries who require immediate treatment and transport to survive (e.g., ineffective breathing, severe hemorrhage, altered mental status).

*  Delayed (Yellow Tag): Patients with serious injuries that are not immediately life-threatening and can wait a short time for treatment (e.g., simple fractures, major burns without airway issues).

*  Walking Wounded/Minor (Green Tag): Patients with minor injuries who are ambulatory and can often assist with their own care or help others.

*  Deceased/Expectant (Black Tag): Patients who are deceased or whose injuries are so catastrophic that they are not expected to survive given the current resources. This is a difficult but necessary designation to avoid diverting resources from salvageable patients.

Triage is a dynamic process; a patient's condition can change, necessitating re-triage. The ultimate goal is to do the greatest good for the greatest number by prioritizing care to maximize survival outcomes.
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1.5 ​Request Appropriate Resources Based On Known Hazards And Patient Conditions To Mitigate All Facets Of The Emergency Scene:
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This core EMR responsibility is the deliberate and continuous process of identifying immediate dangers, assessing patient needs, and communicating with dispatch to summon the precise personnel and equipment required to ensure the safety of all individuals and effectively manage the emergency. It is a proactive strategy that transforms scene size-up from a simple observation into an actionable command function, directly impacting the outcome for patients, bystanders, and responders.

The process begins with the initial and ongoing scene size-up. As an EMR, your first duty is to ensure your own safety, followed by the safety of your crew, the patient, and bystanders. You must systematically identify and categorize hazards. These are broadly divided into two interconnected categories: known hazards and patient conditions.

Known hazards encompass any element that poses a threat. This includes immediate physical dangers like fire, smoke, downed electrical lines, hazardous materials (placards, spilled liquids, unknown powders), unstable structures, traffic on a roadway, or violent individuals. Environmental hazards such as extreme weather, confined spaces, or swift water are also critical to note. Your assessment of these hazards directly dictates the resources required. A vehicle accident with a downed power line necessitates the fire department and power company. A potential hazardous materials incident requires a HAZMAT team. A violent domestic dispute requires law enforcement to secure the scene before patient care can safely begin.

Simultaneously, you must assess patient conditions. This involves determining the mechanism of injury (e.g., high-speed crash, fall from height) or nature of illness, and performing a primary assessment to identify immediate life-threats. The number of patients, their apparent severity, and specific injuries inform your resource requests. A single patient with a minor injury may only require a basic life support (BLS) ambulance. However, multiple patients indicate a mass casualty incident (MCI), requiring additional ambulances, law enforcement for crowd control, and perhaps fire department for extrication or scene management. A single patient with a critical condition, such as a traumatic amputation or cardiac arrest, necessitates an advanced life support (ALS) unit for their advanced skills and medications, and potentially a medical helicopter for rapid transport to a trauma center.

The key action is to "request" based on this analysis. This means providing a clear, concise, and informative radio report to dispatch. A professional request includes: your unit identifier and location, a confirmation of the situation (e.g., "vehicle accident, two cars"), the identified hazards ("one power line down across the vehicle"), the number and condition of patients ("two patients, one is unconscious and entrapped"), and your specific resource requests ("We need fire department for extrication and power company control, law enforcement for traffic control, and start an ALS ambulance and a BLS ambulance"). This detailed communication allows dispatch to send the right help in the right order.

Ultimately, the goal is to "mitigate all facets of the emergency scene." Mitigation means to lessen the severity or seriousness of the situation. By accurately identifying needs and summoning the appropriate resources—be it fire, police, HAZMAT, ALS, air medical, or specialty rescue teams—you create a safe operational environment. This allows for effective patient care without further harm to anyone, facilitates efficient extrication and packaging, and ensures a coordinated, multi-agency response that addresses every aspect of the incident from hazard control to definitive patient transport.
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2  ​Primary Assessment:
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The Primary Assessment is the systematic, rapid initial evaluation of a patient designed to identify and immediately manage any life-threatening conditions. It is the first and most critical step in patient care, forming the foundation upon which all subsequent treatment and decision-making is built. For the Emergency Medical Responder, the primary assessment is a structured, repeatable process performed on every patient, regardless of the reported nature of the call. Its core objective is not to diagnose a specific disease but to rapidly uncover and treat immediate threats to life: problems with the patient’s Airway, Breathing, Circulation, and neurological function (often remembered by the acronym ABCs or, with increasing emphasis on catastrophic hemorrhage, ABC).

The process begins the moment you approach the scene, integrating with scene size-up to ensure your own safety. Once you have confirmed the scene is secure, you immediately proceed to the patient. The primary assessment follows a strict sequence:

1.  General Impression: This is a rapid, visual assessment formed within the first few seconds of patient contact. It is often described as determining the patient’s "sick" or "not sick" status. You assess their age, sex, position, and overall appearance. Crucially, you note their level of consciousness: are they awake? Are they moving? Do they respond to your verbal stimuli or only to painful stimuli? This impression guides the urgency of your subsequent interventions.

2.  Chief Complaint / Life-Threats: You identify the patient’s chief complaint while simultaneously scanning for obvious life threats, such as severe, profuse bleeding. In the modern paradigm, addressing catastrophic external hemorrhage is often the absolute first step, preceding the airway, as a patient can bleed to death in minutes. This is the "C" for Critical Bleeding in the ABC approach.

3.  Airway (A): You assess the patency of the patient’s airway. In a responsive patient who is speaking clearly, the airway is presumed to be open. In an unresponsive patient, you must manually open the airway using either the head-tilt/chin-lift maneuver (if no spinal injury is suspected) or the jaw-thrust maneuver (if a spinal injury is possible). Look, listen, and feel for air movement. Gurgling or snoring sounds indicate a partial obstruction that must be cleared, often via suctioning.

4.  Breathing (B): Assess whether the patient is breathing. Look for chest rise and fall, listen for breath sounds at the nose and mouth, and feel for air movement. Assess the rate, rhythm, and quality of breaths (e.g., are they deep or shallow, quiet or noisy?). If the patient is not breathing or has inadequate breathing (e.g., agonal gasps), you must immediately begin positive pressure ventilation with a bag-valve mask (BVM) and supplemental oxygen.

5.  Circulation (C): Assess the patient’s circulatory status. The most rapid method is to check for a central pulse (e.g., carotid pulse) for no more than 10 seconds. Simultaneously, assess skin condition: note color (pink, pale, cyanotic), temperature (warm, cool, cold), and moisture (dry, moist, diaphoretic). Cool, pale, clammy skin is a cardinal sign of shock (hypoperfusion). Also, rapidly scan again for any major bleeding not previously identified and controlled.

6.  Decision / Disability: This step involves a rapid neurological assessment to determine the patient’s level of consciousness using the AVPU scale: Alert, responsive to Verbal stimuli, responsive to Painful stimuli, or Unresponsive. This provides a baseline for tracking any neurological decline. Many protocols also include checking the pupils for size, equality, and reactivity to light. Based on the findings from the entire primary assessment, you must now make a critical decision: is the patient stable or unstable? This decision dictates the next steps. An unstable patient (e.g., apneic, pulseless, in profound shock) requires rapid, life-saving interventions and immediate transport. A stable patient proceeds to the more detailed Secondary Assessment.

The entire Primary Assessment should be completed in under 60 seconds for a critical patient. It is not a one-time event; it must be repeated frequently to monitor for changes in the patient’s condition and to evaluate the effectiveness of your interventions.
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2.1 ​Communicate With The Patient And/or Bystanders To Establish Rapport:
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Establishing rapport is the process of creating a relationship of trust, confidence, and cooperation with a patient and any bystanders. In the context of emergency medical response, it is a critical, non-technical skill that forms the foundation for effective patient assessment, care, and overall scene management. It is not merely about being polite; it is a deliberate and strategic communication technique designed to de-escalate anxiety, gain crucial information, and secure the patient's consent and cooperation, thereby significantly improving the potential for a positive outcome.

The process begins the moment you arrive on scene. Your professional appearance, calm demeanor, and confident but compassionate body language are the first silent communications you make. Approach the patient slowly and respectfully, making eye contact if culturally appropriate. Identify yourself and your team clearly by name and your role, stating, for example, "Hello, my name is [Your Name], I'm an Emergency Medical Responder with [Your Service]. We're here to help you." This immediately establishes your purpose and authority. Speak in a calm, even, and reassuring tone, as fear and pain can heighten a patient's sensitivity. For a responsive patient, always begin by asking for their name and what they prefer to be called, using it throughout your interaction to personalize care.

Effective communication is a two-way process. After introducing yourself, you must actively listen. Ask open-ended questions like, "Can you tell me what happened?" This encourages the patient to provide a narrative, offering valuable information about their mental status, the mechanism of injury, and their chief complaint. As they speak, demonstrate that you are listening through nonverbal cues like nodding and by providing brief verbal feedback, such as, "I understand," or "That must have been frightening." Always be honest and never lie to a patient. If they ask a question about their condition that you cannot answer, a professional response is, "I don't know the answer to that yet, but I am going to do a full assessment and we will get you to the hospital where they can figure it out."

Communication with bystanders is equally vital. They can provide essential details about the event, the patient's medical history, or medications that an altered or unresponsive patient cannot. Quickly identify a bystander who witnessed the event or knows the patient. Ask direct, specific questions: "Did you see him fall?" or "Do you know if she has any allergies?" Acknowledge their help and, if necessary, calmly direct them to assist with simple, non-medical tasks like guiding incoming ambulance crews or controlling traffic, which helps secure the scene and makes them feel involved.

Ultimately, the goal of establishing rapport is to build a therapeutic alliance. A patient who trusts you is more likely to be compliant with your instructions, provide a more accurate history, and remain calmer, which can positively influence their vital signs and overall condition. This foundational element of patient care transforms a chaotic emergency scene into a controlled, cooperative effort focused on delivering effective and compassionate medical intervention.
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2.2 ​Determine A General Impression Of The Patient:
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A general impression is the initial, intuitive assessment of a patient's condition, formed from the moment of first observation and used to determine the urgency of the situation and the overall priority for care. It is a rapid, yet critical, synthesis of visual and auditory clues that answers the fundamental question: "Is this patient sick or not sick?" This immediate evaluation, often completed in the first few seconds to minutes of an encounter, is the foundational first step of the primary assessment and sets the stage for all subsequent interventions. It is not a formal diagnosis but rather a provider's initial "gut feeling" based on trained observation, which guides the pace and focus of the entire patient interaction.

The general impression is formed by evaluating two primary factors: the patient's environment or mechanism of injury (MOI) and the patient's overall appearance. First, you must assess the scene. Is the patient in a crashed car, lying at the bottom of a staircase, or in a room with a strong odor of chemicals? The MOI/nature of illness (NOI) provides immediate context for potential injuries or illnesses. A significant mechanism, such as a high-speed collision or a fall from height, automatically raises the index of suspicion for severe underlying trauma, even if the patient appears stable initially.

Second, and most crucially, you form the impression by observing the patient. This is often described as assessing the patient's "look" or "presentation" from the doorway or as you approach. Key visual and auditory components include:

*  Level of Consciousness (LOC): Is the patient awake and alert? Are they making eye contact? Can they speak to you in clear sentences, or are they confused, lethargic, or completely unresponsive? An altered mental status is a primary indicator of a high-priority patient.

*  Work of Breathing: Simply watch and listen. Is the patient breathing easily and quietly, or are they struggling? Look for signs of increased work: audible noises like wheezing, gurgling, or stridor; use of accessory muscles in the neck and chest; assuming a tripod position; or having an inability to speak in full sentences.

*  Skin Signs: While a full physical exam comes later, obvious skin signs can be noted immediately. Is the patient pale, ashen, gray, or cyanotic (blue)? Diaphoresis (sweaty, clammy skin) is a significant sign of the body under stress, often from shock or cardiac compromise.

*  Gross (Obvious) Bleeding: Look for major, life-threatening external hemorrhage that must be controlled immediately.

The outcome of forming this general impression is the categorization of the patient into one of two broad categories: stable or unstable. A stable patient generally appears calm, is alert and oriented, has normal work of breathing, and has no obvious major bleeding. An unstable, or "sick," patient presents with any combination of altered mental status, abnormal breathing, pale/clammy skin, or severe bleeding. This impression directly dictates your next actions. An impression of "unstable" necessitates an immediate, rapid primary assessment and likely rapid transport. An impression of "stable" allows for a more deliberate, detailed secondary assessment. It is a dynamic evaluation that must be continuously revisited, as a patient's condition can change at any moment.
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2.3 ​Assess Patient’s Level Of Consciousness:
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The assessment of a patient’s level of consciousness (LOC) is a fundamental and critical first step in the primary assessment, serving as the primary indicator of neurologic function and the brain’s overall perfusion status. It is defined as the degree of awareness and responsiveness an individual has to external stimuli. For the Emergency Medical Responder, this is not a singular measurement but a rapid, standardized evaluation that provides a crucial baseline and helps determine the acuity of the patient’s condition, the potential cause of their ailment, and the urgency of required interventions.

The universally adopted tool for this assessment is the AVPU scale, a mnemonic that stands for Alert, Verbal, Pain, and Unresponsive. This scale provides a rapid and consistent method to categorize the patient’s state.

*  Alert: An alert patient is fully conscious, oriented to person, place, time, and event (often summarized as oriented x4). They open their eyes spontaneously, respond appropriately to questions, and interact with their environment. This is the highest level on the AVPU scale. However, it is vital to note that a patient can be alert but still have an altered mental status; for example, they may be confused, agitated, or disoriented. Any deviation from a normal, baseline alert state must be noted and reported.

*  Verbal: A patient who is not alert but responds to verbal stimuli is categorized here. This means they do not open their eyes or respond to the general environment until you speak to them loudly or directly. The response may be as simple as eye opening, a groan, or a mumbled word. It does not require an appropriate or coherent verbal response; any clear reaction to your voice qualifies for this level.

*  Pain: A patient who does not respond to verbal stimuli requires a painful stimulus to elicit a response. The application of a central painful stimulus is the standard practice. Approved techniques include trapezius pinch (squeezing the muscle at the neck-shoulder junction), supraorbital pressure (pressing on the ridge under the eyebrow), or sternal rub (applying pressure with knuckles to the center of the sternum). Limb pressure should be avoided as it may elicit a local reflex not indicative of brain function. The desired response is a purposeful movement, such as pushing the stimulus away or groaning. Non-purposeful responses, like posturing (decorticate or decerebrate rigidity), are ominous signs of severe brain injury.

*  Unresponsive: This is the most critical finding. A patient who is unresponsive shows no obvious reaction to any stimulus, including central painful stimuli. They are flaccid and motionless. This is a dire emergency indicating profound neurologic compromise, which could result from conditions like cardiac arrest, severe traumatic brain injury, massive stroke, or drug overdose.

The clinical significance of this assessment cannot be overstated. A decreasing LOC (e.g., a patient who progresses from Alert to Verbal) is a red flag indicating a rapidly deteriorating condition, often due to hypoxia, hypotension (shock), or rising intracranial pressure. Conversely, an improvement in LOC suggests effective treatment. Your accurate and repeated assessment of consciousness provides a critical trend for responding EMTs and paramedics and directly informs immediate lifesaving actions, such as initiating CPR, managing the airway, or administering oxygen. It is the cornerstone upon which further assessment and care are built.
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2.4 ​Assess Patient’s Airway:
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The process of assessing a patient’s airway is the systematic evaluation of the patency, or openness, of the passage from the nose and mouth to the lungs to ensure the unimpeded movement of air. This is the foundational and most critical step of the primary assessment, as a compromised airway will rapidly lead to hypoxia, brain damage, and death. The objective is to rapidly identify and correct any life-threatening obstructions, thereby securing and maintaining a patent airway to support adequate oxygenation and ventilation.

Assessment of the airway begins immediately upon patient contact and is conducted through a combination of visual, auditory, and tactile clues. For a medical technician, the initial assessment is often categorized by the patient’s level of responsiveness. In a conscious patient who is speaking clearly in a normal voice, the airway is patent. However, any abnormality in speech, such as gurgling, snoring, stridor (a high-pitched sound on inspiration indicating a partial upper airway obstruction), hoarseness, or the inability to speak full sentences, is a clear sign of compromise.

For an unresponsive patient or one with an altered mental status, the assessment becomes more hands-on. Utilize the look, listen, and feel technique. Look for visible obstructions such as blood, vomit, secretions, or foreign objects in the mouth. Observe for paradoxical chest or abdominal movements (see-saw breathing) and the use of accessory muscles, which indicate increased work of breathing due to an obstruction. Listen for abnormal sounds; snoring suggests the tongue is occluding the airway (a common issue in unresponsive patients), gurgling indicates the presence of liquid, and stridor signals a serious upper airway issue. Feel for air movement by placing your cheek close to the patient’s mouth and nose to sense exhaled breaths while simultaneously watching for chest rise and fall.

Interventions are based on the findings of the assessment. For an unresponsive patient, the first maneuver is often a manual maneuver. The head-tilt chin-lift is the primary technique for opening an airway in a patient without suspected spinal injury. If spinal injury is suspected, the jaw-thrust maneuver is indicated to open the airway while maintaining spinal alignment. Following these maneuvers, reassess for improvement. If gurgling is heard, immediately suction the airway. Simple adjuncts like an oropharyngeal (OPA) or nasopharyngeal airway (NPA) can be inserted to maintain patency by preventing the tongue from blocking the airway. An OPA is only for unresponsive patients without a gag reflex, while an NPA can be used on patients with an altered level of consciousness who may still have a gag reflex. If a solid foreign body obstruction is visualized and accessible, it may be removed with a finger sweep, but only if it can be seen clearly to avoid pushing it deeper. Continuous reassessment is paramount, as airway status can deteriorate rapidly. A patient with a patent airway must be monitored to ensure it remains open, and a patient whose airway was secured requires constant reevaluation to confirm the effectiveness of your interventions.
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2.5 ​Assess Patient’s Breathing Status:
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Assessing a patient’s breathing status is a critical, time-sensitive component of the primary assessment, formally known as the "B" or "Breathing" step in the AVPU or ABCDE assessment model. It is the systematic process of rapidly evaluating the presence, adequacy, and quality of a patient's respirations to identify immediate life threats and determine the need for urgent intervention. This assessment goes beyond merely checking if a patient is breathing; it involves a detailed analysis of the rate, rhythm, quality, and depth of each breath to form a clinical impression of the patient's ventilatory and oxygenation status.

The assessment begins immediately after ensuring an open airway. The EMR must first look, listen, and feel for breathing. Position your ear and cheek close to the patient’s mouth and nose while maintaining an open airway, looking for chest rise and fall, listening for air movement, and feeling for exhaled air on your cheek. This entire check should take no more than 5 to 10 seconds. If the patient is not breathing or has only occasional agonal gasps (a sign of cardiac arrest), you must immediately begin positive pressure ventilation with a bag-valve mask (BVM) or other barrier device while preparing for CPR.

If the patient is breathing, you must immediately assess the quality of those breaths. Evaluate the following four key characteristics:

1.  Rate: Count the number of breaths per minute. An adult normal respiratory rate is 12-20 breaths per minute. Rates significantly above (tachypnea) or below (bradypnea) this range are ominous signs. Tachypnea can indicate hypoxia, shock, pain, or acidosis. Bradypnea can signal impending respiratory failure, a central nervous system issue, or hypothermia.

2.  Rhythm: Normal breathing is regular. Irregular breathing patterns, such as Cheyne-Stokes (gradually increasing and decreasing depth followed by a period of apnea) or ataxic (completely irregular) breathing, are serious and often point to a neurological problem.

3.  Quality (Depth): Assess tidal volume—the amount of air moved with each breath. Normal breaths are of adequate depth. Shallow breathing indicates poor air exchange and inadequate ventilation, which will lead to hypoxia. Deep, rapid breathing (Kussmaul respirations) may be the body’s attempt to compensate for a metabolic acidosis, as seen in diabetic emergencies.

4.  Sounds: Auscultate lung sounds if possible, but often abnormal sounds are audible without a stethoscope. Listen for stridor (a high-pitched, harsh sound on inspiration indicating an upper airway obstruction), wheezing (a high-pitched whistling sound on expiration indicating lower airway constriction, as in asthma), gurgling (a sound suggesting fluid in the upper airway, requiring immediate suctioning), and rales or crackles (a crackling sound suggesting fluid in the alveoli, as in pulmonary edema).

The mnemonic "RRROQ" (Rate, Rhythm, Quality, Obvious Sounds) can help remember these components. Your assessment findings directly dictate your treatment. For example, a patient with absent breathing receives ventilation. A patient with a patent airway but shallow, slow respirations (inadequate breathing) also requires immediate assisted ventilation with a BVM. A patient with fast, deep breathing (adequate breathing but in distress) may require high-concentration oxygen via a non-rebreather mask. A patient with audible gurgling requires immediate suctioning. Continuously monitoring the breathing status is essential, as it can rapidly deteriorate, necessitating a change in your intervention strategy.
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2.6 ​Assess Patient’s Circulation:
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Assessing a patient’s circulation is a critical component of the primary assessment, conducted immediately after establishing an open airway and confirming the patient is breathing. Its primary objective is to rapidly identify the presence of adequate blood flow or to detect life-threatening hemorrhage (bleeding). This evaluation is a systematic process that provides crucial information about the patient’s perfusion status—the delivery of oxygen and nutrients to the body’s cells and the removal of waste products.

The assessment of circulation begins with a rapid check for severe, life-threatening external bleeding. This is a visual and manual scan of the entire body, paying particular attention to the chest, abdomen, pelvis, and thighs, as these areas can conceal significant blood loss. Look for pooling blood underneath the patient and saturated clothing. If profuse bleeding is identified, you must control it immediately using direct pressure, pressure dressings, or tourniquets, as appropriate. Hemorrhage control is a critical lifesaving intervention that takes precedence.

Following the check for major bleeding, you must evaluate the patient’s pulse. For unresponsive patients or those with inadequate breathing, you will check for a central pulse, specifically the carotid pulse in the neck, for at least 5 seconds but no more than 10. The presence, absence, rate, and quality (e.g., strong, weak, or irregular) of the pulse provide vital data. A rapid, weak (thready) pulse is a classic sign of shock (hypoperfusion), indicating the heart is beating faster to compensate for low blood volume. The absence of a carotid pulse in an unresponsive, non-breathing patient initiates cardiopulmonary resuscitation (CPR) and AED retrieval.

Simultaneously, assess the patient’s skin condition. This involves evaluating skin color, temperature, and moisture (capillary refill in infants and children is also a standard). Feel the skin with the back of your hand. Normal skin is warm, pink, and dry. In a patient with poor circulation, the skin may appear pale, gray, or cyanotic (blueish), and feel cool and clammy (cool and moist) to the touch. These signs are strong indicators of shock, as the body is diverting blood flow away from the skin to preserve core circulation to vital organs like the brain and heart.

Finally, integrate these findings with the patient’s mental status and breathing. A patient who is anxious, restless, or becoming lethargic, combined with rapid breathing and poor skin signs, paints a clear clinical picture of deteriorating perfusion. For the EMR, identifying these signs of shock is paramount, as it dictates critical next steps: continued hemorrhage control, proper positioning (e.g., supine, and if no trauma, elevating the legs), preventing heat loss, and preparing for rapid transport. This rapid circulatory assessment ensures that critical interventions are not delayed, directly impacting patient survival.
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2.7 ​Determine Chief Complaint And Life Threats:
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The process of Determining the Chief Complaint and Identifying Life Threats is the critical, immediate objective of the Primary Assessment for an Emergency Medical Responder (EMR). It is a rapid, systematic, and continuous effort to discover the patient's main reason for seeking help and, most importantly, to recognize and manage any conditions that pose an imminent threat to the patient's life. This is not a diagnostic process but a prioritization of immediate interventions to preserve life.

The Chief Complaint (CC) is the symptom, problem, or condition that the patient states is the reason they called for emergency assistance. It is the patient's own description of their most significant medical concern, often stated in their own words (e.g., "my chest hurts," "I can't breathe," "I fell"). In cases where the patient is unresponsive or unable to communicate, the chief complaint may be provided by bystanders or family members, or it may be deduced from the mechanism of injury (e.g., "unresponsive adult," "motor vehicle crash"). While the chief complaint guides your initial focus, it is only the starting point; the patient's actual condition may be more severe than their stated complaint.

Concurrently and with greater urgency, the EMR must Identify Life Threats. These are conditions that will cause death or serious, permanent disability within minutes if not recognized and managed. This requires a "look, listen, and feel" approach, focusing on the core physiological functions that sustain life. The EMR uses the A-B-C-D-E mnemonic to systematically hunt for these threats:

*  A - Airway: Is the patient's airway open and clear? Life threats include complete obstruction (choking) or a potential for obstruction (e.g., vomit, blood, a relaxed tongue in an unresponsive patient, significant facial trauma).

*  B - Breathing: Is the patient breathing? Are breaths adequate or insufficient? Life threats include apnea (not breathing), agonal gasps (a sign of impending cardiac arrest), or markedly inadequate breathing (too slow, too fast, or too shallow to support life).

*  C - Circulation: Is there major, life-threatening bleeding? What is the patient's perfusion status? The primary life threat is major external hemorrhage, which can lead to fatal shock rapidly. This requires immediate, direct pressure to control. Also note skin signs (e.g., pale, cool, clammy skin) that may indicate poor perfusion and shock.

*  D - Disability: What is the patient's level of consciousness? A gross assessment of neurological function is performed using the AVPU scale (Alert, responsive to Verbal stimuli, responsive to Pain, Unresponsive). A depressed level of consciousness is a significant finding that indicates a serious problem with the brain's oxygen supply or function.

*  E - Exposure/Environment: While respecting patient dignity and preventing hypothermia, expose the body as needed to find hidden injuries (e.g., eviscerations, gunshot wounds, severe burns) that could be life-threatening. Protect the patient from environmental extremes.

The essence of this phase is Triage and Immediate Action. As you identify a life threat, you must intervene immediately before moving to the next step. For example, if you find an obstructed airway, you must clear it. If you find absent breathing, you must begin ventilations. If you find major bleeding, you must control it with direct pressure. This process is dynamic; you must constantly reassess the patient's condition and the effectiveness of your interventions to ensure no new life threats develop and that existing ones remain controlled. This rapid identification and correction of immediate life threats forms the foundation upon which all subsequent patient care is built.
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2.8 ​Obtain Results Of Patient’s Baseline Vital Signs And Diagnostic Testing:
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The process of obtaining a patient’s baseline vital signs and performing diagnostic testing is a critical, objective component of the patient assessment process for an Emergency Medical Responder (EMR). It involves the systematic measurement and interpretation of key physiological indicators to establish a fundamental understanding of the patient’s immediate state of health, identify life-threatening conditions, track changes in the patient’s condition over time, and provide crucial data for arriving EMS personnel. This is not a one-time event but a serial process; obtaining a baseline is the first set of these measurements, with repeats taken at regular intervals to monitor for improvement or deterioration.

Baseline vital signs consist of several core measurements. First is the respiratory rate, which is the number of breaths a patient takes per minute. It is assessed by observing the rise and fall of the chest, noting not just the rate but also the rhythm (regular or irregular) and quality (e.g., shallow, labored, noisy). Second is the pulse rate, the number of times the heart beats per minute, measured at a peripheral artery like the radial artery. The EMR must note the rate, rhythm (regular or irregular), and quality (e.g., strong, weak, thready). Third is blood pressure, a measurement of the force exerted by circulating blood on the walls of the arteries. EMRs are typically trained to obtain a systolic pressure (the pressure during ventricular contraction) by palpation or auscultation. Fourth is skin signs, which include color (e.g., pink, pale, cyanotic, flushed), temperature (warm, cool, cold), and condition (dry, moist, diaphoretic). A fifth vital sign, often included, is pulse oximetry (SpO2), which measures the percentage of hemoglobin saturated with oxygen in the peripheral blood, providing a rapid assessment of oxygenation status.

Diagnostic testing at the EMR level primarily involves the use of a glucometer to measure blood glucose levels. This is a vital tool for identifying diabetic emergencies such as hypoglycemia (low blood sugar) or hyperglycemia (high blood sugar). The EMR must be proficient in the safe operation of the device, including obtaining a small blood sample via a fingerstick and correctly interpreting the numeric result. Other diagnostic tools may include the use of an automated external defibrillator (AED) to analyze heart rhythm, which is both a diagnostic and treatment intervention.

The interpretation of these results is paramount. The EMR must know normal ranges for age groups (e.g., adult vs. pediatric) and understand what deviations may indicate. For instance, a rapid, weak pulse with cool, clammy skin suggests shock, while an absent pulse indicates cardiac arrest. A low SpO2 reading signifies hypoxia. A low blood glucose level confirms hypoglycemia. These objective findings, when combined with the subjective information gathered from the history, form the basis of the EMR’s clinical picture. This data must be accurately documented and verbally reported to the incoming EMS crew, as it provides the essential baseline against which all future treatment and patient progress will be measured.
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2.9 ​Identify The Need For Rapid Treatment, Rapid Transport, Or Additional Resources:
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This is a critical decision-making process within the primary assessment where an Emergency Medical Responder (EMR) identifies patients whose conditions are or have the potential to become life-threatening, necessitating immediate clinical intervention (rapid treatment), expedited movement to a definitive care facility (rapid transport), and/or the summoning of personnel or equipment beyond the initial response (additional resources). It is the pivotal point where assessment findings are translated into actionable, time-sensitive priorities that directly impact patient outcomes.

The identification process begins with the recognition of life-threatening conditions during the primary assessment's ABCDE evaluation. Any critical finding within the Airway, Breathing, Circulation, Disability (neurological status), or Exposure/environmental control step triggers the immediate need for rapid treatment and transport. For instance, a compromised airway that cannot be managed with basic maneuvers, inadequate breathing that requires positive pressure ventilation, signs of shock (poor capillary refill, pale/cool/clammy skin, altered mental status), or a severely altered level of consciousness (e.g., responding only to pain or unresponsive) are all clear indicators. The underlying principle is the concept of the "Golden Hour" and "Platinum Ten Minutes," which emphasize that timely surgical or advanced medical intervention at a hospital is the definitive treatment for many critical emergencies; the EMR's role is to recognize this need and facilitate it with utmost speed.

Rapid treatment refers to the immediate initiation of critical interventions at the scene to stabilize the patient for transport. This is not a comprehensive secondary assessment but a focused application of lifesaving care. Examples include controlling major hemorrhage with direct pressure or a tourniquet, providing high-concentration oxygen or assisted ventilations with a bag-valve mask, sealing a sucking chest wound, or performing basic airway maneuvers to prevent hypoxia. These actions are performed to address the most immediate threats to life identified in the primary assessment.

Concurrently, the EMR must determine the necessity for rapid transport. This decision means expediting the movement of the patient to an appropriate medical facility with minimal on-scene delay. The decision for rapid transport is often made in conjunction with, or immediately after, initiating rapid treatment. The "load and go" philosophy is adopted when the patient's condition is critical and the required interventions are either beyond the EMR's scope (e.g., need for surgery, blood products, advanced cardiac life support) or when providing prolonged on-scene care is detrimental (e.g., a trauma patient with signs of shock). The choice of destination is also part of this decision, considering the need for a trauma center, pediatric facility, or stroke unit.

Identifying the need for additional resources is an ongoing parallel consideration. The EMR must continuously assess whether the situation exceeds the capabilities of the arriving crew. This includes calling for Advanced Life Support (ALS) backup if the patient requires advanced airways, intravenous medications, or cardiac monitoring. It also encompasses requesting additional fire or law enforcement personnel for scene safety, extrication teams for complex rescues, or specialized units for hazardous materials incidents. Effective resource management ensures the patient receives the appropriate level of care without unnecessary delay. Ultimately, this skill synthesizes clinical findings with operational judgment, ensuring the right actions are taken at the right time to give the patient the best chance of survival.
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3  ​Secondary Assessment:
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The secondary assessment is a systematic, head-to-toe physical examination and a detailed medical history performed on a patient after all immediate life-threatening conditions have been identified and managed during the primary assessment. Its primary purpose is to uncover all significant, as well as minor, injuries and to gather crucial information about the patient's underlying medical history and the nature of their present illness or injury. This process allows the Emergency Medical Responder (EMR) to form a more complete clinical picture, which is vital for guiding ongoing care and providing an effective handoff report to arriving EMS personnel.

The secondary assessment consists of two main components: the history and the physical exam. The history is typically gathered using the SAMPLE and OPQRST mnemonics. SAMPLE elicits the patient's Signs and Symptoms, Allergies, Medications, Past pertinent medical history, Last oral intake, and Events leading to the present illness or injury. For a medical patient, the OPQRST mnemonic is used to further investigate the chief complaint: Onset (what were you doing when it started?), Provocation/Palliation (what makes it better or worse?), Quality (what does it feel like?), Radiation (does the pain travel?), Severity (on a scale of 1-10), and Time (how long has it been going on?).

Following or concurrent with history taking, the physical exam is conducted. The method depends on the patient's condition. For a responsive medical patient or a patient with a minor injury, a focused assessment is performed on the area of the body related to the chief complaint. For an unresponsive patient or a trauma patient with a significant mechanism of injury, a full head-to-toe assessment is imperative. This exam is performed using a systematic approach: look, listen, and feel.

Begin at the head, inspecting and palpating the scalp and skull for deformities, contusions, abrasions, punctures, burns, tenderness, lacerations, or swelling (DCAP-BTLS). Check the eyes for pupil size, equality, and reactivity to light. Examine the ears and nose for fluid, such as blood or cerebrospinal fluid. Assess the mouth for airway obstructions, and note the color and moisture of mucous membranes. Move to the neck, checking for jugular vein distention (JVD), tracheal deviation, and medical alert jewelry. Palpate the chest for instability, crepitus, or tenderness, and auscultate lung sounds if trained and equipped. Assess the abdomen for tenderness, rigidity, or distention. Palpate the pelvis for stability. Examine all four extremities for DCAP-BTLS, checking pulse, motor function, and sensation distally. Finally, log roll the patient with spinal motion restriction maintained to inspect the back.

Throughout the secondary assessment, it is critical to continually monitor the patient's mental status, airway, breathing, and circulation (re-assess the primary assessment). Any discovery of a life-threatening problem requires an immediate interruption of the secondary assessment to address that issue. The findings from the secondary assessment, combined with the primary assessment, form the basis for all subsequent treatment decisions and the precise report you will provide to the advanced life support team.
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3.1 ​Investigate Patient’s Current Condition And Needs Through Focused Physical Assessment, Interviewing, And Past Medical History To Develop A Continued Treatment Plan:
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This process is the core analytical phase of the secondary assessment, conducted after all immediate life-threats have been managed. It is a systematic method of gathering detailed information specific to the patient's chief complaint to identify underlying injuries or illnesses, understand their context, and formulate a dynamic plan for ongoing care and transport. This is not a generic head-to-toe exam; it is a focused investigation guided by the patient's mechanism of injury (MOI) or nature of illness (NOI).

The investigation begins with a targeted patient interview to gather subjective information. Utilize open-ended questions ("What seems to be the problem today?") to elicit the patient's story, then refine with closed-ended questions to clarify details. The mnemonic SAMPLE is the critical framework for this history-taking:

*  Signs and Symptoms: What the responder observes (signs) and what the patient feels (symptoms).

*  Allergies: To medications, foods, or environmental factors.

*  Medications: Prescription, over-the-counter, and herbal supplements.

*  Pertinent past medical history: Conditions relevant to the present incident (e.g., diabetes, heart disease, seizures).

*  Last oral intake: When the patient last had food or drink.

*  Events leading to the injury or illness: The MOI/NOI that precipitated the call.

Concurrently, a focused physical assessment is performed to gather objective data. For a medical patient, this involves a systematic examination of the body systems potentially related to the chief complaint. For a trauma patient, the focus is on the specific body regions involved in the MOI. This exam utilizes the techniques of inspection (looking for deformities, contusions, burns), palpation (feeling for tenderness, crepitus, instability), and auscultation (listening to lung sounds). Key vital signs—pulse, respirations, blood pressure, skin condition, and pupils—must be reassessed and documented at regular intervals to track trends in the patient's condition.

The information gathered from the interview and physical exam is not collected in isolation; it is continuously synthesized. The past medical history (from SAMPLE) provides essential context. For instance, chest pain in a patient with a history of cardiac disease is treated with higher suspicion than in a patient without. This synthesis allows the EMR to identify the patient's specific needs, which may include supplemental oxygen, specific positioning, pain management, or preparation for potential deterioration.

The culmination of this investigative process is the development of a continued treatment plan. This plan is dynamic and must adapt to changes in the patient's condition. It is based on the findings and includes:

1.  Continued Monitoring: Determining the frequency for reassessing vitals and the focused exam.

2.  Specific Interventions: Applying a splint, providing aspirin for suspected cardiac pain, or preparing for naloxone administration.

3.  Preparation for Transport: Deciding the most appropriate transport priority (emergency vs. non-emergency) and position for the patient.

4.  Communication: Formulating a concise report for arriving EMS personnel, ensuring a seamless transfer of care and continuity of the treatment plan.

This entire process is a continuous loop of assess-intervene-reassess, ensuring the EMR's actions are always guided by the patient's evolving condition and needs.
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3.2 ​Investigate Previous Findings And Interventions Through Reassessment To Determine Any Changes In The Patient’s Condition:
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This process is the continuous, systematic repetition of the assessment process to evaluate the effectiveness of interventions and to identify any improvement or deterioration in a patient’s status. It is a critical component of dynamic patient care, moving beyond the initial snapshot provided by the primary and secondary assessments. Reassessment ensures that your clinical decisions are based on the most current information, allowing for the timely adjustment of the treatment plan.

The core principle is that a patient’s condition is never static; it is always evolving. An intervention you perform, such as administering oxygen or controlling bleeding, is a therapeutic experiment. Reassessment is the method by which you gather data on the results of that experiment. Did the patient’s respiratory rate and mental status improve with supplemental oxygen? Has the bleeding you controlled with a pressure dressing resumed? Has the patient’s skin condition become more diaphoretic, or their pulse weakened, suggesting worsening shock? Without deliberate and repeated reassessment, these crucial changes can be missed, leading to poor outcomes.

The procedure for reassessment is methodical. First, you must repeat the primary assessment, beginning with re-evaluating the patient’s level of consciousness using the AVPU scale (Alert, Voice, Pain, Unresponsive). This is your most sensitive indicator of brain perfusion and oxygenation. Next, reassess the airway to ensure it remains patent, re-evaluate the quality and rate of breathing, and check the central and peripheral pulses for rate, rhythm, and strength. Quickly assess skin color, temperature, and condition again. Any critical failure in the ABCs discovered during this repeat primary survey must be addressed immediately before proceeding.

Following the primary reassessment, you then investigate the specific findings from your earlier secondary assessment. Re-evaluate vital signs; trending is essential. A single blood pressure reading is informational, but a second reading showing a downward trend is a critical warning sign of shock. Re-palpate previously identified painful areas; is the pain better, worse, or has it changed location? Re-examine injuries; is swelling increasing? Is a dressing becoming saturated? Crucially, you must assess the efficacy of every intervention you have performed. Is the oxygen connected and flowing at the correct liter flow? Is the splint still effectively immobilizing the fracture? Is the patient still positioned appropriately?

The frequency of reassessment is not arbitrary. It must be performed immediately after every intervention to check its effect. For a stable patient, reassessment should occur approximately every 15 minutes. For an unstable or high-priority patient, it must be continuous or occur at least every 5 minutes. All findings, along with the exact time they were taken, must be meticulously documented. This documentation creates a timeline of the patient’s condition, which is vital for handoff reports to arriving EMS personnel and for the patient’s permanent medical record. Ultimately, this disciplined process of investigation through reassessment is what transforms a series of first aid actions into professional, evidence-based emergency medical care.
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4  ​Patient Treatment And Transport: 
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Patient Treatment and Transport is the systematic process by which an Emergency Medical Responder (EMR) provides emergency medical care and moves a patient from the scene of an illness or injury to a definitive medical facility. It is the culmination of the on-scene assessment and represents the critical link between prehospital intervention and hospital-based care. This phase is governed by the principles of providing appropriate, timely interventions and ensuring a safe, efficient transfer that minimizes further harm and promotes optimal patient outcomes.

The process begins immediately after the initial scene size-up and patient assessment. Treatment is based on the findings from the primary and secondary surveys and is guided by the patient's chief complaint and identified life threats. The core tenet is to treat life-threatening conditions as you find them, adhering to your scope of practice. This includes, but is not limited to, controlling severe hemorrhage with direct pressure or tourniquets, managing the airway using head-tilt chin-lift or jaw-thrust maneuvers, providing supplemental oxygen, performing CPR and applying an Automated External Defibrillator (AED) for cardiac arrest, and treating for shock. All interventions must be performed competently and documented accurately.

The decision to transport is a critical one. The EMR must determine the urgency of transport, which falls into two categories: emergency (hot/load-and-go) or non-emergency (cold/stay-and-stabilize). Factors influencing this decision include the patient's condition (e.g., unstable vital signs, altered mental status, severe pain), the mechanism of injury (e.g., high-speed collision, fall from height), and environmental factors. In a load-and-go situation, critical interventions are performed en route to the hospital to minimize on-scene time. For less critical patients, more thorough stabilization and packaging can be completed at the scene.

Packaging the patient for transport is a key EMR skill. This involves preparing the patient for movement onto a carrying device, most commonly a stretcher or backboard, while maintaining spinal motion restriction if indicated. The patient must be secured properly to the device using straps to prevent injury during movement and transport. The EMR must ensure all medical devices, such as oxygen tanks, remain functional and secure. Throughout packaging and movement, the EMR must use proper body mechanics to protect themselves and their team from injury.

The transfer of care is a formal handoff that occurs upon arrival at the receiving medical facility. The EMR must provide a concise, accurate verbal report to the triage nurse or receiving physician. A standard format for this report is the ISBAR method: Identify yourself and your service, describe the Situation, provide the patient's Background, give your Assessment findings, and state the Recommendations or treatment rendered. This, along with a written patient care report, ensures continuity of care and is a vital legal document. The ultimate goal of Patient Treatment and Transport is to deliver the patient to a higher level of care in a condition that is the same or improved from when you found them, having mitigated immediate threats to life and prevented further injury.
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4.1 ​Manage Patient’s Airway, Ventilation, And Oxygenation:
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This subtopic encompasses the critical, sequential process of ensuring a patient has an open pathway for air to enter and exit the lungs (airway), the mechanical act of moving air in and out of the lungs (ventilation), and the vital process of oxygenating the blood and tissues (oxygenation). For an Emergency Medical Responder, proficiency in these skills is non-negotiable, as failure to manage this ABC (Airway, Breathing, Circulation) sequence effectively leads rapidly to patient deterioration and death.

The management process begins with an immediate assessment of the patient’s airway. You must first determine patency—is the airway open and clear? Look for signs of obstruction, such as unusual sounds (snoring, gurgling, stridor), the patient's inability to speak, or the presence of foreign materials like blood or vomit. In an unresponsive patient, the tongue is the most common airway obstruction. The initial maneuver is always the head-tilt/chin-lift technique (assuming no spinal injury) or the jaw-thrust maneuver (if a spinal injury is suspected). These actions lift the tongue from the back of the throat. If fluids or solids are present, suction must be readily employed to clear the oropharynx. The insertion of an oropharyngeal (OPA) or nasopharyngeal (NPA) airway may be necessary to maintain patency in an unresponsive patient without a gag reflex.

Once a patent airway is secured, you must immediately assess ventilation. Look, listen, and feel for adequate breathing. Look for chest rise and fall, listen for air movement at the mouth and nose, and feel for exhaled air on your cheek. Assess the rate, rhythm, and quality of respirations. Inadequate ventilation, identified by absent or insufficient breathing (e.g., agonal gasps), mandates immediate intervention. For a patient who is not breathing or has inadequate breathing, you must provide positive pressure ventilations. This is accomplished using a bag-mask device (BVM) with supplemental oxygen connected. Effective BVM use is a two-person skill: one provider maintains a perfect seal on the mask with both hands using the E-C clamp technique, while the other squeezes the bag, delivering ventilations over one second each, just enough to produce visible chest rise. Ventilate at a rate of 10-12 breaths per minute (one breath every 5-6 seconds) for an adult.

Oxygenation is the ultimate goal of airway and ventilation management. Even with a patent airway and adequate ventilations, a patient may suffer from hypoxia (insufficient oxygen at the cellular level). Therefore, you must administer supplemental oxygen to any patient showing signs of respiratory distress, hypoxia, or shock. This is done primarily via a non-rebreather (NRB) mask for patients who are breathing adequately on their own. The NRB reservoir bag must be filled with oxygen and the mask sealed tightly on the face to deliver high concentrations of oxygen (up to 90%). For patients receiving positive pressure ventilations via BVM, the device must be attached to a high-flow oxygen source to maximize the oxygen concentration delivered with each breath. Continuously monitor the patient's skin color (for cyanosis), mental status, and respiratory effort to assess the effectiveness of your interventions in restoring adequate oxygenation. Your objective is to identify and correct life-threatening issues in this sequence to prevent cardiac arrest and ensure the patient's survival until higher-level care is available.
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4.2 ​Manage Patient’s Cardiovascular And Circulatory System:
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The cardiovascular and circulatory system is the body's essential life-sustaining transport network, comprising the heart, blood, and blood vessels. Its primary function is to deliver oxygen and vital nutrients to cells while removing waste products like carbon dioxide. As an Emergency Medical Responder, managing this system focuses on recognizing life-threatening compromises to its function, providing immediate interventions to support circulation and oxygenation, and rapidly preparing the patient for advanced care and transport.

A critical aspect of management is the rapid assessment for signs of adequate or inadequate perfusion (circulation of blood through organs and tissues). This is encapsulated in the assessment of circulation, often remembered by the acronym CAP:

*  Color: Assess skin color, noting pallor (pale), cyanosis (bluish), or flushing (red). Pale, cool, ashen, or cyanotic skin indicates poor perfusion.

*  Activity: Feel the skin temperature. Cool, clammy skin is a primary sign of shock (hypoperfusion) as the body shunts blood away from the skin to core organs.

*  Pulses: Palpate both radial and carotid pulses. Assess for rate (too fast or too slow), rhythm (regular or irregular), and quality (strong, weak, or absent). A weak, thready, or rapid pulse is a red flag for circulatory compromise.

A primary threat to the circulatory system is hemorrhage (bleeding). Your immediate management is to control significant external bleeding. This is a time-critical intervention. The preferred method is the application of direct pressure over the wound with a sterile dressing. If bleeding persists through the initial dressing, do not remove it; instead, apply additional dressings and maintain pressure. If severe, life-threatening bleeding from an extremity is not controlled by direct pressure, the application of a manufactured tourniquet is indicated. Place it proximal to the injury, but not over a joint, and tighten it until the bleeding stops.

Another major threat is shock (hypoperfusion), a state of inadequate tissue perfusion where the oxygen demand of cells is not being met. Shock can result from pump failure (cardiogenic shock, e.g., heart attack), pipe failure (distributive shock, e.g., spinal injury causing neurogenic shock or severe allergic reaction causing anaphylactic shock), or fluid loss (hypovolemic shock, e.g., hemorrhage or severe dehydration). Your management focuses on supportive care: ensure a patent airway with adequate breathing, administer high-flow oxygen if available and within your protocol, control all obvious bleeding, and help maintain body temperature by keeping the patient warm. For a suspected shock patient without evidence of trauma, position the patient supine. If there are no suspected spinal or lower extremity injuries, you may elevate the legs approximately 6-12 inches to assist venous return (the modified Trendelenburg position). Continuously monitor the patient’s level of consciousness, airway, breathing, and pulse, as their condition can deteriorate rapidly.

Your role is not to diagnose the specific type of shock but to recognize the signs of inadequate perfusion and provide critical interim support. All patients with suspected significant circulatory compromise require immediate emergency transport to an appropriate medical facility for definitive care. Your careful assessment, immediate bleeding control, and supportive measures are vital first steps in the chain of survival for these critical patients.
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4.3 ​Manage Motion Restriction Of Patient’s Musculoskeletal System:
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The management of motion restriction for a patient’s musculoskeletal system is a critical emergency medical procedure. It is defined as the systematic application of manual stabilization and/or immobilization devices to a patient with a suspected fracture, dislocation, sprain, or spinal injury. The paramount objective is not to "heal" the injury but to prevent further injury by minimizing any movement of the affected bone or joint and the surrounding tissues. Unnecessary movement can turn a closed fracture into an open one, sever nerves and blood vessels, exacerbate spinal cord damage, and intensify the patient's pain. For the EMR, this skill is a cornerstone of prehospital trauma care, aimed at preserving life and function by preventing a manageable injury from becoming a catastrophic one.

The process begins with the initial scene size-up and patient assessment. Upon identifying a mechanism of injury suggestive of musculoskeletal or spinal trauma (e.g., fall, motor vehicle collision, direct blow), the EMR must immediately institute manual spinal motion restriction. This is achieved by placing your hands on both sides of the patient’s head, gently aligning the head and neck in a neutral, in-line position, and maintaining that position until the patient is fully secured to a device. This manual stabilization is the first and most crucial step, and it must not be released until the patient is fully immobilized to a long backboard or other rigid device, and even then only if instructed by higher-level personnel.

Following initial manual stabilization, a focused assessment of the injury is conducted. The injured extremity should be assessed by exposing the area and checking for DCAP-BTLS (Deformities, Contusions, Abrasions, Punctures, Burns, Tenderness, Lacerations, Swelling). The EMR must also assess distal pulse, motor function, and sensation (PMS) both before and after any immobilization to monitor for compromise. For extremity injuries, the principle is to splint the injury in the position of function or as found, especially if a joint is severely angulated. Never attempt to realign a suspected fracture; your role is to stabilize it in its current position.

Immobilization is achieved using appropriate devices. For long bone injuries (e.g., femur, tibia, humerus), rigid splints are preferred. These are padded and secured with cravats or roller gauze above and below the injury site, ensuring the splint also immobilizes the joints above and below the fracture. For joint injuries, a vacuum splint or sling and swathe are highly effective. A sling supports the weight of the arm, while the swathe binds the arm to the body to prevent shoulder movement. For pelvic fractures, which can cause life-threatening internal hemorrhage, a commercial pelvic splinting device or a sheet can be tightly wrapped around the pelvis to provide stability and reduce bleeding.

Ultimately, the entire process of managing motion restriction is conducted with continuous patient communication, reassuring them and explaining each step to reduce anxiety. Reassess PMS frequently to ensure the splinting does not become too tight and compromise circulation. This comprehensive approach to motion restriction—from manual stabilization through splinting and ongoing assessment—is a fundamental EMR skill that directly contributes to positive patient outcomes by mitigating secondary injury.
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4.4 ​Administer Medication:
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Administering medication is a critical and controlled skill within the Emergency Medical Responder (EMR) scope of practice. It is defined as the precise process of preparing and delivering a prescribed dosage of a specific drug to a patient to alleviate symptoms, treat a condition, or manage a life-threatening emergency, all under authorized medical direction. As an EMR, your authority to administer any medication is not autonomous; it is strictly governed by local protocols, standing orders, and direct online or offline medical control. This action requires a meticulous approach, combining pharmacological knowledge with rigorous procedural steps to ensure patient safety and therapeutic effectiveness.

The medications an EMR is permitted to administer are limited and explicitly defined by your local medical oversight. The most common medications include:

*  Oxygen: Administered via a non-rebreather mask or nasal cannula to treat hypoxia, shortness of breath, or suspected carbon monoxide poisoning.

*  Oral Glucose: A sugar gel given to a conscious patient with altered mental status and a known history of diabetes, suspected to be experiencing a hypoglycemic emergency.

*  Aspirin: Administered to a conscious adult patient experiencing signs and symptoms suggestive of an acute coronary syndrome (e.g., chest pain) if no allergies or contraindications exist, to help prevent further clot formation.

*  Epinephrine via Auto-Injector: Administered intramuscularly for a severe allergic reaction (anaphylaxis) characterized by respiratory distress and/or hypotension. This is typically facilitated through a patient's prescribed auto-injector.

The administration process is a systematic sequence that must be followed without deviation. It begins with obtaining consent from a conscious patient or implied consent in an unconscious patient facing a life-threatening condition. You must then perform the "Five Rights" of medication administration without fail:

1.  Right Patient: Confirm the patient is the intended recipient for the medication based on their condition and history.

2.  Right Medication: Visually inspect the medication container to ensure it is the correct drug (e.g., confirming "Oral Glucose" on the tube, not a similar-looking substance).

3.  Right Dose: Verify the prescribed dosage (e.g., 324 mg of chewable aspirin, one entire tube of glucose, one auto-injector dose).

4.  Right Route: Ensure the medication is given the correct way (orally, via inhalation, or intramuscularly).

5.  Right Time: Confirm that now is the appropriate time to administer the drug based on the patient's current status and that the medication has not expired.

Following administration, you must continuously reassess the patient. Monitor for both therapeutic effects (e.g., improved breathing after epinephrine, increased alertness after glucose) and any potential adverse reactions or side effects. It is imperative to document every detail meticulously: the medication name, dose, route, time of administration, and the patient's response. This documentation is a legal record and provides crucial information for the continuing care provided by advanced personnel. Administering medication is a significant responsibility that demands accuracy, vigilance, and a strict adherence to your authorized protocols.
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4.5 ​Manage Interventions Specific To Special Populations:
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The term "Manage Interventions Specific To Special Populations" refers to the critical process of adapting standard assessment, treatment, and transport strategies to meet the unique physiological, psychological, and social needs of patient groups who require specialized care. These populations include, but are not limited to, pediatric patients, geriatric patients, individuals with disabilities, and those with chronic or terminal illnesses. For the Emergency Medical Responder (EMR), this concept is not about memorizing entirely new protocols but rather about understanding the fundamental anatomical and physiological variations within these groups and applying core principles with appropriate modifications.

The management of these interventions begins with a heightened awareness during the scene size-up and patient assessment. Recognizing that a patient belongs to a special population immediately cues the EMR to anticipate specific challenges. For pediatric patients, key considerations include anatomical differences such as a proportionally larger head, a more flexible airway susceptible to obstruction, and a higher metabolic rate leading to faster decompensation. Psychological management is equally vital; techniques include communicating at the child's eye level, using simple language, and engaging parents or caregivers to provide comfort and history. Equipment must be size-appropriate, such as pediatric-sized bag-valve masks and cervical collars.

Geriatric patients present a different set of challenges. They often have multiple, coexisting medical conditions and take numerous medications that can mask or alter the presentation of a acute illness or injury. Physiological changes like thinner skin, brittle bones, and a decreased ability to compensate for shock mean that mechanisms of injury that seem minor can result in significant trauma. EMRs must be meticulous in their assessment, paying close attention to subtle signs like confusion, which can be a primary symptom of hypoxia or infection. Frailty requires careful handling and padding during immobilization to prevent further injury.

For patients with disabilities, the intervention is centered on accommodation and respect. A patient who is deaf may require written notes or a family member to interpret. A patient with a mobility impairment may have their own specialized equipment, such as a wheelchair or communication device; the EMR should integrate this equipment into the plan when safe and possible. Those with developmental or cognitive disabilities may be unable to provide a clear history, making information from caregivers invaluable. The principle is to treat the patient with dignity, never making assumptions about their capabilities, and to focus on the acute medical issue without being distracted by the disability itself.

Ultimately, managing these interventions is a continuous cycle of assessment, adaptation, and communication. It requires the EMR to be observant, empathetic, and flexible in their application of skills. The goal remains constant: to provide the most appropriate and effective emergency care within the EMR scope of practice, ensuring a safe transition of care to higher-level providers while advocating for the specific needs of these vulnerable populations.
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4.6 ​Manage Patient Transport: 
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Manage Patient Transport is the comprehensive process of coordinating, preparing, and transferring a patient from the scene of a medical emergency or injury to an appropriate medical facility via an ambulance or other designated emergency vehicle. This critical function extends far beyond simple conveyance; it is a continuum of care that begins with the decision to transport and concludes with the formal transfer of patient care to emergency department personnel. Effective management ensures the patient's safety, well-being, and continued medical treatment throughout the journey.

The process initiates with the crucial decision regarding transport necessity. As an EMR, you must determine if the patient's condition requires the advanced care and rapid transit only an ambulance can provide. This decision is based on your scene size-up, primary assessment, patient history, and the nature of the illness or mechanism of injury. Key indicators for transport include, but are not limited to, poor general impression, altered mental status, airway or breathing difficulties, abnormal pulse, significant hemorrhage, severe pain, or unreliable bystanders for a patient who requires further evaluation. You must also decide on the appropriate level of transport urgency: emergency (using lights and sirens) or non-emergency.
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