





ITLS PATIENT ASSESSMENT





STUDENT NAME_____________________________________ SCENARIO #_______ BASIC_______ ADVANCED______





DATE_____________________ PRACTICE_______ TEST_______ RETEST_______





TIME STARTED_________ TIME COMPLETED_________ TIME TRANSPORTED_________ COMPLETED DETAIL_________








SCENE SURVEY


_____BODY SUBSTANCE ISOLATION


_____SCENE HAZARDS


_____NUMBER OF PATIENTS


_____ADDITIONAL HELP OR EQUIPMENT


_____MECHANISM OF INJURY


INTIAL ASSESSMENT


_____GENERAL IMPRESSION OF PATIENT


_____C-SPINE CONTROL 


_____LEVEL OF CONCIOUSNESS - AVPU


_____IS AIRWAY OPEN _____ CLEAR


_____AIRWAY INTERVENTIONS


_____ BREATHING_____RATE _____ QUALITY


_____VENTILATION INSTRUCTIONS


_____LPM_____NC_____NRB_____BVM_____POCKET MASK


_____RADIAL PULSE_____CAROTID PULSE


_____SKIN COLOR_____TEMP_____MOISTURE_____CAP REFILL


_____NOTES LIFE THREATENING BLEED_____CONTROLS





RAPID TRAUMA SURVEY





_____CHECK HEAD _____ DCAP_____TIC_____ BLS


_____CHECK NECK _____ DCAP_____TIC_____ BLS


_____CHECK FOR JVD_____TRACHEA DEVIATION


_____C-COLLAR APPLIED


_____CHECK CHEST_____DCAP(P) _____TIC_____ BLS


          _____PERCUSSES  (PRN) 


_____CHECK BREATH SOUNDS _____CLEAR_____= OR NOT =


_____CHECK HEART SOUNDS_____CLEAR_____MUFFLED


_____CHECK ABDOMEN_____DCAP_____TIC_____BLS


_____CHECK PELVIS_____DCAP_____TIC_____BLS


_____CHECK LOWER EXTREMITIES_____DCAP_____TIC 


           _____BLS_____PMS


_____CHECK UPPER EXTREMITIES_____DCAP_____TIC  


           _____BLS_____PMS


_____ALTERED MENTAL STATUS => DO BRIEF NEURO BELOW


_____CHECK BACK _____DCAP_____TIC_____BLS


_____CRITICAL SITUATION DECISION


_____TRANSPORT














DETAILED EXAM


_____SAMPLE HISTORY


_____B/P_____PULSE_____RESP_____MONITOR EKG


_____O2 SATS_____BLOOD GLUCOSE FOR ALTERED LOC


_____NEURO EXAM (AVPU) _____GCS_____PUPILS PEARL


_____ETREMITIES PMS_____CUSHINGS RESPONSE


_____MEDICAL IDENTIFICATION DEVICES


_____HEAD_____DCAP_____TIC_____BLS


_____BATTLE’S SIGN_____RACCOON EYES


_____CHECK EARS & NOSE –BLOOD & FLUID


_____ PUPILS = OR NOT =, REACTIVE


_____SKIN COLOR_____TEMP_____MOISTURE_____CAP REFILL


_____AIRWAY, OPEN & CLEAR_____SIGNS OF BURNS


_____BREATHING_____RATE_____QUALITY


_____CIRCULATION_____RATE_____QUALITY


_____SKIN COLOR_____TEMP_____MOISTURE


           _____ CAP REFILL (IF NOT DONE ABOVE)


_____NECK_____DCAP_____TIC_____BLS


_____NECK VEINS_____NORMAL_____FLAT_____DISTENDED


_____TRACHEA_____MIDLINE_____DEVIATED


_____CHEST_____DCAP(P) _____TIC_____BLS


_____LUNG SOUNDS_____CLEAR_____EQUAL_____UNEQUAL


_____PERCUSSES (PRN)


_____HEART SOUNDS_____CLEAR_____MUFFLED


_____IF INTUBATED, ET TUBE POSITION


_____ABDOMEN_____DCAP_____TIC_____BLS


_____PELVIS  (IF NOT CHECKED IN PRIMARY)


           _____DCAP_____ TIC_____BLS


_____LEGS_____DCAP_____TIC_____BLS_____PMS_____ROM


_____ARMS_____DCAP_____TIC_____BLS_____PMS_____ROM








IF ALTERED MENTAL STATUS => DO BRIEF NEURO


_____PUPILS = OR NOT =, REACTIVE


_____GLASGOW COMA SCALE


_____SIGNS OF CUSHING RESPONSE


_____MEDICAL IDENTIFICATION DEVICES


_____SAMPLE HISTORY


_____VITAL SIGNS_____BP_____HR_____RESP








ONGOING ASSESSMENT


_____ASK PATIENT ABOUT CHANGES IN HOW HE FEELS


_____REASSESS MENTAL STATUS (LOC, PUPILS, GCS)


_____CHECK AIRWAY


_____CHECK BREATHING RATE & QUALITY


_____CHECK CIRCULATION (BP & HR)


_____SKIN COLOR, CONDITION, TEMPERATURE


_____CHECK NECK (TRACHEA & VEINS)


_____CHECK CHEST (BREATH SOUNDS)


_____PERCUSSION (PRN)


_____CHECK ABDOMEN FOR TENDERNESS


_____FOCUSED ASSESSMENT FOR INJURIES


_____RECHECK ALL INTERVENTIONS








GRADE KEY


   √    COMPLETED, SKILL PERFORMED IN SEQUENCE


   D   DELAYED, PERFORMED OUT OF SEQUENCE


   X   SKILL NOT PERFORMED, TOO LATE OR INCORRECTLY





CRITICAL ACTIONS





_____COMPLETES SCENE SIZE-UP AND USES UNIVERSAL PRECAUTIONS


_____PERFORMS INITIAL ASSESSMENT AND INTERACTS WITH PATIENT


_____PERFORMS ORGANIZED RAPID TRAUMA SURVEY OR FOCUSED EXAM


_____ENSURES SPINAL MOTION RESTRICTION


_____ENSURES APPROPRIATE OXYGENATION AND VENTILATION


_____RECOGNIZES AND TREATS ALL LIFE-THREATENING INJURIES


_____USES APPROPRIATE EQUIPMENT AND TECHNIGUES


_____RECOGNIZES CRITICAL TRAUMA, TIME AND TRANSPORT PRIORTIES


_____PERFORMS DETAILED EXAM (WHEN TIME PERMITS)





IMPORTANT ACTIONS





_____PERFORMS ONGOING EXAM (WHEN TIME PERMITS)


_____UTILIZES TIME EFFICIENTY


_____GIVES APPROPRIATE REPORT TO MEDICAL ADVISOR


_____DEMOSTRATES ACCEPTABLE SKILL TECHNIQUES


_____DISPLAYS LEADERSHIP AND TEAMWORK





INSTRUCTOR COMMENTS





OVERALL GRADE





_____ EXCELLENT	_____ SATISFACTORY	_____ UNSATISFACTORY





FURTHER COMMENTS





























LEAD  INSTRUCTOR NAME / SIGNATURE___________________________________________________________





INSTRUCTOR NAME / SIGNATURE_________________________________________________________________





INSTRUCTOR NAME / SIGNATURE_________________________________________________________________








