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Chapter 1 Introduction

Medical Screening is a Process of Recognition—Not Diagnosis
Every executive protection professional accepts responsibility for safeguarding the life of another person. While much of that responsibility focuses on preventing intentional threats, medical emergencies remain one of the most common and potentially life-threatening events encountered during protective operations. Cardiac emergencies, strokes, allergic reactions, traumatic injuries, dehydration, heat illness, and countless other medical conditions can develop suddenly and without warning, often in environments where immediate medical assistance is not readily available.
Executive protection professionals are frequently the first individuals to recognize that something is wrong. They are positioned close to the principal, maintain constant observation, and often notice subtle changes in behavior, appearance, or performance long before anyone else. Those observations, combined with a structured screening process, can significantly influence patient outcomes.
This guide is built upon one fundamental principle:

Executive protection professionals are not expected to diagnose illness or injury. They are expected to recognize potential medical emergencies, identify immediate life threats, perform a structured medical screening, and ensure the patient receives the appropriate level of medical care.

The distinction between recognition and diagnosis is critical.

Diagnosis is the responsibility of appropriately trained healthcare providers using patient history, physical examination, diagnostic testing, and clinical experience. Medical screening, however, is a structured process of identifying abnormal findings that suggest a patient may require additional evaluation or emergency intervention.
The goal of this guide is not to teach executive protection personnel how to become healthcare providers. Instead, it provides a practical decision-support framework that improves consistency, reduces missed findings, and helps personnel recognize when medical conditions require immediate attention.
Every patient—regardless of the complaint—should be evaluated using the same structured screening process. Consistency improves accuracy, minimizes cognitive overload during stressful situations, and provides a common language among executive protection personnel, emergency medical services, and receiving healthcare facilities.


Purpose
The Executive Protection Medical Screening Guide provides executive protection personnel with a structured, repeatable approach to recognize illness and injury, identify immediate life threats and medical Red Flags, perform a systematic assessment, and determine the most appropriate level of medical care required.
Unlike traditional medical textbooks, this guide is designed specifically for executive protection operations. It emphasizes recognition, organization, and decision-making rather than diagnosis or definitive medical treatment. Every recommendation within this publication is intended to support the responder in determining whether a patient can safely continue operations, should receive prompt medical evaluation, or requires immediate emergency medical care.
The structured process presented throughout this guide is applicable regardless of a responder's level of medical training. Whether an individual possesses basic first aid certification, emergency medical responder training, emergency medical technician credentials, paramedic experience, or advanced military medical training, the same screening principles remain applicable. More experienced providers may perform more advanced assessments or interventions; however, the screening process itself remains unchanged.


Scope
This publication establishes a standardized approach for screening common medical illnesses and traumatic injuries encountered during executive protection operations. It is intended for use during domestic and international travel, public appearances, conferences, executive meetings, motorcade operations, protective advances, residential security details, private events, and any other operational environment where executive protection personnel may be required to evaluate a patient before definitive medical care becomes available.
This guide complements existing medical education, organizational policies, and local emergency medical protocols. It is not intended to replace physician oversight, organizational medical direction, or formal healthcare education. Executive protection personnel should always operate within the limits of their medical training, applicable laws, and organizational policies.

Although many of the principles presented in this publication are consistent with accepted emergency medical practice, the guide intentionally avoids disease-specific diagnosis or definitive treatment algorithms. Instead, the emphasis remains on identifying potentially serious findings, recognizing deterioration, and ensuring timely access to appropriate medical resources.


Educational Philosophy
Medical emergencies rarely begin with a diagnosis. They begin with observations.
A principal who appears unusually fatigued.

A team member who suddenly becomes confused. A guest who struggles to breathe while speaking.
An individual who develops chest discomfort while walking. A person who collapses unexpectedly during an event.
In each of these situations, the responder initially knows very little. The medical condition has not yet been identified. Laboratory testing has not been performed. Imaging studies are unavailable. A physician has not examined the patient.
The responder possesses only what can be observed.

Effective medical screening begins by recognizing these observations and organizing them into meaningful information.
This guide teaches executive protection personnel to replace assumptions with a systematic process. Rather than relying solely on instinct or previous experience, every patient is evaluated using the same four Medical Screening Steps. This standardized approach promotes consistency, reduces the likelihood of overlooking important findings, and improves communication with responding healthcare providers.
The process is intentionally designed to remain the same regardless of the patient's complaint. Whether evaluating chest pain, abdominal pain, heat illness, allergic reactions, trauma, or neurological symptoms, the responder follows the same sequence of recognition, assessment, and decision-making.
Consistency is one of the greatest strengths of structured medical screening. When responders develop the habit of evaluating every patient in the same manner, abnormal findings become easier to recognize, documentation becomes more complete, and transitions of care become more efficient.
The Role of Executive Protection Personnel
Executive protection professionals occupy a unique position within the continuum of emergency medical care.
Unlike healthcare providers, executive protection personnel generally do not perform definitive diagnosis or ongoing medical treatment. Unlike bystanders, however, they are often positioned immediately beside the principal and are expected to recognize changes in health status, coordinate emergency response, and assist until higher levels of medical care arrive.
This role requires sound judgment rather than extensive medical knowledge. The responder must rapidly answer several critical questions:
· Does this patient have an immediate life threat?
· Are there findings suggesting a potentially serious medical condition?
· Does the patient require emergency medical services?
· Can the patient safely remain in the operational environment?
· Is continuous observation required?
· Has the patient's condition improved, remained stable, or deteriorated?
These decisions frequently must be made in dynamic environments characterized by time pressure, limited information, operational security concerns, environmental hazards, media presence, and competing mission priorities.
The structured screening process presented in this guide is intended to reduce uncertainty during these situations by providing a repeatable decision-making framework.


Medical Screening Versus Diagnosis
Medical screening and medical diagnosis are often confused, yet they serve distinctly different purposes.
Medical diagnosis seeks to determine the exact disease or injury responsible for a patient's condition. Diagnosis relies upon advanced education, clinical judgment, diagnostic testing, laboratory studies, imaging, specialist consultation, and continual reassessment.  Medical screening, in contrast, seeks to answer a different question:




Does this patient require a higher level of medical care?

This seemingly simple distinction shapes every recommendation contained within this publication.
Executive protection personnel are not expected to determine whether chest pain represents angina, myocardial infarction, gastroesophageal reflux disease, or musculoskeletal strain. They are expected to recognize when chest pain, associated symptoms, or abnormal findings suggest that emergency evaluation is warranted.
Likewise, a responder is not expected to diagnose appendicitis, pulmonary embolism, meningitis, or stroke. Rather, the responder identifies concerning findings, recognizes Red Flags, performs an organized assessment, and ensures the patient reaches the appropriate medical provider without unnecessary delay.
This philosophy reduces diagnostic bias, encourages objective observation, and reinforces the primary responsibility of executive protection personnel: protecting life through timely recognition and appropriate decision-making.


The Four Medical Screening Steps
Every patient encountered during executive protection operations should be evaluated using the same structured process.
Regardless of the patient's complaint, the Medical Screening Steps remain unchanged:

Recognition

Recognize immediate life threats and develop an initial general impression of the patient's condition.
Red Flags

Identify findings that indicate the patient may be experiencing a potentially serious medical emergency requiring accelerated medical evaluation.
Assessment

Perform a structured assessment appropriate to the patient's condition, obtain vital signs, gather a focused history, perform a focused physical examination, and continually reassess the patient's condition.

Decision

Determine the appropriate level of care based upon the patient's presentation, assessment findings, Red Flags, and response to ongoing observation.
These four steps establish the organizational framework for every chapter contained within this guide.


Using This Guide
This guide is intended to be read in sequence.

Chapter 2 introduces the Medical Screening Steps in detail and provides the foundational knowledge required to perform consistent patient evaluations. Each component of the screening process—including Recognition, Red Flags, Assessment, Documentation, and Decision—is explained before applying these principles to specific medical complaints and injuries.
Subsequent chapters focus on individual patient presentations. Rather than introducing new assessment methods for each condition, these chapters demonstrate how the same screening framework can be adapted to different illnesses and injuries while maintaining consistency in the responder's approach.
Readers are encouraged to become thoroughly familiar with the screening process presented in Chapter 2 before relying on the complaint-specific guidance that follows. Mastery of the process—not memorization of individual conditions—forms the foundation of effective medical screening.


Chapter Summary
Medical screening is a structured process designed to recognize—not diagnose—medical illness and injury. Executive protection personnel play a critical role in identifying immediate life threats, recognizing concerning findings, performing systematic assessments, and ensuring patients receive the appropriate level of medical care.
Every patient should be evaluated using the same four Medical Screening Steps:

1. Recognition
2. Red Flags
3. Assessment
4. Decision

The following chapter develops each of these steps in detail and establishes the standardized screening process that will be used throughout the remainder of this guide.










Chapter 2
Medical Screening Steps


Introduction
Every patient encounter begins with uncertainty.

The patient may report only a vague complaint, a bystander may provide incomplete information, or the patient may be unable to communicate altogether. The responder rarely knows the underlying cause of the illness or injury during the initial encounter. Time is limited, distractions are common, and critical decisions often must be made before definitive medical resources arrive.
For these reasons, executive protection personnel should never rely on intuition alone. Instead, every patient should be evaluated using the same structured medical screening process. A consistent process reduces the likelihood of overlooking important findings, improves communication among team members, and provides a logical framework for determining the patient's need for additional medical care.
The Medical Screening Steps introduced in Chapter 1 are expanded throughout this chapter. These steps form the foundation for every patient assessment contained within this guide. Whether the patient is experiencing chest pain, a traumatic injury, difficulty breathing, abdominal pain, heat illness, or another medical emergency, the screening process remains the same.








The four Medical Screening Steps are:

Recognition

Recognize immediate life threats and develop a general impression.

Assessment

Perform a structured patient assessment appropriate for illness or injury.

Red Flags

Identify findings that indicate a potentially serious medical emergency.

Decision

Determine the appropriate level of medical care required.

These four steps should become habitual. When performed consistently, they provide a reliable framework for evaluating patients regardless of the operational environment or the responder's level of medical training.


2.1 Recognition
Recognition is the foundation of every medical screening.

Before obtaining a blood pressure, asking questions, or performing a physical examination, the responder must recognize whether the patient is experiencing an immediate life threat and develop an overall impression of the patient's condition.
Many critical medical emergencies are identified before a single word is spoken. Massive bleeding, airway obstruction, respiratory distress, altered mental status, obvious deformities, and profound weakness are frequently apparent within seconds of seeing the patient.
Recognition begins the moment the patient is observed and continues throughout the entire encounter. It is an ongoing process rather than a single event.


Recognition consists of two components:

· Immediate Life Threats
· General Impression
These components establish the foundation for every subsequent decision made during the patient encounter.


Immediate Life Threats
Immediate life threats always take priority over obtaining a medical history or performing a detailed physical assessment.
If an immediate life threat is present, it must be recognized and managed without delay.

Executive protection personnel should address these conditions using the medical training and organizational protocols they have previously received. This guide is not intended to replace established trauma assessment methods such as MARCH or other organizational treatment algorithms.
Immediate life threats generally include:

· Massive external bleeding
· Airway obstruction
· Absent or ineffective breathing
· Cardiac arrest
· Severe respiratory failure
These conditions require immediate intervention before continuing with a comprehensive medical screening.
Massive Bleeding
Uncontrolled hemorrhage remains one of the most preventable causes of death following trauma.
Obvious severe bleeding should be recognized immediately. Indicators include rapidly expanding pools of blood, pulsatile bleeding, partially amputated extremities, traumatic amputations, clothing saturated with blood, or blood flowing continuously from a wound.
If severe hemorrhage is identified, immediate hemorrhage control takes priority over every other component of the assessment.
Figure 2-1. Recognition of Massive External Hemorrhage

(Full-page color photograph demonstrating arterial extremity bleeding with annotation identifying visual clues.)



Airway
A patient who cannot maintain an open airway cannot adequately oxygenate. Signs suggesting airway compromise include:
· Inability to speak
· Gurgling sounds
· Snoring respirations
· Stridor
· Choking
· Visible airway obstruction
· Severe facial trauma
· Neck swelling
· Burns involving the airway
Patients with suspected airway compromise require immediate intervention according to the responder's level of training.
Figure 2-2. Visual Indicators of Airway Obstruction

(Series of photographs comparing normal airway posture with obstructed airway presentations.)



Breathing
Adequate breathing is essential for oxygen delivery.

Recognition of abnormal breathing often occurs before vital signs are obtained. Observe for:
· Increased work of breathing
· Rapid respirations
· Very slow respirations
· Cyanosis
· Chest wall asymmetry
· Accessory muscle use
· Tripod positioning
· Inability to speak complete sentences
These findings indicate the patient may be experiencing respiratory distress requiring immediate attention.
Figure 2-3. Normal vs. Increased Work of Breathing

(Illustrated comparison of normal breathing and respiratory distress.)



Cardiac Arrest
Although uncommon during most executive protection operations, cardiac arrest requires immediate recognition.
Indicators include:

· Unresponsiveness
· Absence of normal breathing
· No signs of purposeful movement
Immediate activation of emergency medical services and initiation of appropriate resuscitative measures should occur according to current training and organizational policy.


MARCH
When a patient presents with significant traumatic injury, executive protection personnel should transition immediately to the MARCH assessment process in accordance with their previous medical training.
This publication does not replace MARCH. Instead, it reinforces the importance of recognizing when immediate life threats require that structured trauma assessment before continuing with the broader medical screening process.
Once immediate life threats have been identified and addressed, the responder should return to the medical screening process beginning with the development of a comprehensive general impression.


General Impression
General impression is the responder's overall assessment of the patient's condition based upon observations made before beginning a detailed physical examination.
It begins the moment the patient is seen and continues to evolve throughout the encounter as additional information becomes available.
An experienced responder often develops an initial impression within seconds. This impression is not a diagnosis. Rather, it is an organized collection of visual, behavioral, and environmental observations that guide the remainder of the assessment.
Developing an accurate general impression requires deliberate observation.

The responder should avoid immediately focusing on a single symptom or complaint. Instead, they should observe the patient as a whole, considering appearance, behavior, movement, speech, breathing, skin condition, surroundings, and mechanism of injury.
The quality of the general impression often determines whether subtle but important findings are recognized early or overlooked entirely.
Figure 2-4. Developing a General Impression Before Patient Contact

(Two-page illustration showing responder observations from the moment of arrival.)



Patient Appearance
The patient's overall appearance frequently provides the first indication that something is wrong.
Observe for:

· Age
· Apparent distress
· Body position
· Ability to move independently
· Hygiene
· Clothing appropriate for the environment
· Signs of trauma
· Visible medical alert devices
· Obvious medical equipment (insulin pumps, oxygen, etc.)
A patient lying motionless on the floor presents a significantly different general impression than a patient pacing anxiously while complaining of chest discomfort.
Both require evaluation, but the urgency differs considerably.



Mental Status
Normal mental status is often taken for granted until it changes. Subtle confusion may be the earliest sign of:
· Stroke
· Hypoglycemia
· Head injury
· Infection
· Hypoxia
· Shock
· Drug toxicity
Changes in attention, memory, orientation, speech, or behavior should immediately influence the responder's overall impression.



Speech
Speech provides valuable information before formal questioning begins. Observe:
· Clear speech
· Slurred speech
· Difficulty finding words
· Inability to complete sentences
· Hoarseness
· Whispered voice
Abnormal speech patterns may indicate neurological disease, airway compromise, respiratory distress, or altered mental status.



Skin
Skin assessment begins during the initial observation. Consider:
· Color
· Moisture
· Temperature
· Obvious cyanosis
· Pallor
· Flushing
· Sweating
Skin findings often provide early evidence of shock, respiratory compromise, infection, allergic reaction, or cardiovascular disease.



(Continue to environmental observations, mechanism of injury, behavioral cues, and refinement of the general impression in the next section.)
Environmental Observations
The environment in which the patient is encountered often provides critical clues regarding the patient's condition. Before directing attention solely to the patient, the responder should briefly evaluate the surrounding environment for information that may explain the mechanism of injury, identify hazards, or reveal contributing factors.
Environmental observations should be made continuously throughout the encounter while maintaining scene safety and operational awareness.
Consider the following questions:

· Is the scene safe for responders and bystanders?
· Does the environment suggest trauma or medical illness?
· Are medications, alcohol, or illicit substances present?
· Is there evidence of extreme heat or cold exposure?
· Are there indications of chemical exposure or hazardous materials?
· Is there evidence of violence or an ongoing threat?
· Are there witnesses who observed the event?
· Is emergency medical access readily available?
The answers to these questions may substantially alter both the assessment and the urgency of the response.
Heat and Environmental Exposure
Executive protection personnel frequently operate outdoors under adverse environmental conditions. High temperatures, humidity, prolonged standing, heavy protective clothing, dehydration, and extended operational periods all increase the risk of heat-related illness.
Indicators within the environment include:

· Direct sunlight
· High ambient temperature
· High humidity
· Lack of shade
· Limited access to fluids
· Heavy clothing or body armor
· Prolonged physical activity
These observations should immediately increase suspicion for dehydration, heat exhaustion, or heat stroke when accompanied by compatible patient findings.



Cold Exposure

Cold environments may contribute to hypothermia, decreased dexterity, altered mental status, frostbite, or cardiac complications.
Observe for:

· Wet clothing
· Snow or ice
· Wind exposure
· Prolonged outdoor operations
· Inadequate protective clothing
Even mild hypothermia can impair judgment and physical performance, making recognition especially important during extended operations.



Evidence of Trauma
The surrounding environment frequently tells the story before the patient can. Examples include:
· Damaged furniture
· Broken glass
· Blood on the floor
· Vehicle damage
· Bullet casings
· Broken handrails
· Ladders
· Electrical hazards
· Burned materials
· Explosive debris
These observations help establish the mechanism of injury and alert the responder to injuries that may not yet be apparent during the initial examination.
For example, a patient complaining only of shoulder pain after falling from a second-story balcony should immediately be considered at risk for significant internal injuries despite minimal external findings.



Medications and Medical Equipment
The environment may reveal important medical history.

Observe for:

· Prescription medication bottles
· Pill organizers
· Oxygen equipment
· Nebulizers
· CPAP devices
· Insulin pumps
· Continuous glucose monitors
· Wheelchairs
· Walkers
· Hearing aids
· Medical alert bracelets or necklaces
These items should never be used to make a diagnosis, but they may provide valuable context during the assessment and should be communicated to responding healthcare providers.



Mechanism of Injury
For injured patients, understanding how an injury occurred is often as important as identifying where the patient hurts.
Mechanism of injury (MOI) refers to the forces that acted upon the body during a traumatic event. A significant mechanism should increase the responder's suspicion for hidden injuries, even when the patient initially appears stable.
Executive protection personnel should avoid minimizing injuries based solely on the patient's appearance or ability to walk.
Significant mechanisms include:

· Gunshot wounds
· Blast injuries
· High-speed motor vehicle collisions
· Vehicle rollovers
· Pedestrian struck by a vehicle
· Motorcycle crashes
· Falls from height
· Crush injuries
· Penetrating trauma
· Assault involving weapons

Lower-energy mechanisms may still produce serious injury depending upon the patient's age, medical history, and physical condition.
For example, a seemingly minor ground-level fall in an elderly patient receiving anticoagulant medication may result in a life-threatening intracranial hemorrhage.
Mechanism of injury should therefore influence the responder's overall level of concern rather than dictate the diagnosis.



Behavioral Observations
Behavior often provides early evidence of medical illness before obvious physical findings develop.
Observe whether the patient appears:

· Calm
· Restless
· Agitated
· Confused
· Withdrawn
· Combative
· Anxious
· Lethargic
· Fearful
Behavioral changes may result from numerous medical conditions including:
· Hypoxia
· Hypoglycemia
· Stroke
· Head injury
· Shock
· Drug intoxication
· Drug withdrawal
· Infection
· Severe pain
Executive protection personnel should resist attributing unusual behavior solely to emotional stress, intoxication, or psychiatric illness until potentially life-threatening medical causes have been considered.



Family and Bystander Observations
Individuals familiar with the patient often recognize subtle changes that may not be immediately apparent to responders.
When available, ask simple questions such as:

· "Is this behavior normal for them?"
· "When did you first notice something was wrong?"
· "What happened immediately before this began?"
· "Have they complained of feeling ill today?"
· "Have they experienced this before?"
Witnesses may also provide valuable information regarding:
· Loss of consciousness
· Seizure activity
· Falls
· Medication use
· Allergic exposures
· Time of symptom onset
· Mechanism of injury
Because memory becomes less reliable over time, witness information should be obtained early whenever practical.









Forming the General Impression
The responder should now mentally combine all available observations into a single overall impression of the patient's condition.
This impression is not verbalized as a diagnosis. Instead, it should answer questions such as:
· Does this patient appear critically ill?
· Does this patient appear stable?
· Is the patient improving or deteriorating?
· Is the patient's presentation consistent with the reported complaint?
· Does the patient's appearance concern me?
Experienced healthcare providers often summarize this assessment with phrases such as:

"The patient appears critically ill."

"The patient appears uncomfortable but stable."

"The patient appears anxious but not in obvious distress."

"The patient appears significantly more ill than expected based on the reported complaint."

These statements communicate an overall clinical impression without suggesting a specific diagnosis.



General Impression is Dynamic
One of the most important concepts in medical screening is understanding that a general impression is never final.
Patients change.

A patient who initially appears stable may rapidly deteriorate.

A patient who appears critically ill may improve dramatically following simple interventions.

For this reason, executive protection personnel should continually reassess the patient's appearance throughout the encounter.
Every new observation should either reinforce or modify the original impression.

This continuous process of observation forms the foundation for recognizing deterioration before objective measurements such as blood pressure or heart rate reveal significant changes.



Key Points
Recognition is the first Medical Screening Step and begins the moment the patient is observed.
Recognition consists of two essential components:

· Identification of immediate life threats requiring immediate intervention.
· Development of a comprehensive general impression through observation of the patient, environment, behavior, and mechanism of injury.
A well-developed general impression guides every subsequent phase of the medical screening process. It helps the responder prioritize assessments, recognize deterioration, and identify patients who require urgent medical intervention before a definitive diagnosis is ever established.



Next Section: 2.2 Red Flags — defining the objective findings that distinguish potentially life-threatening illness or injury from conditions that may safely undergo continued evaluation.





2.2 Red Flags
Introduction
Every patient complaint exists on a spectrum ranging from minor illness to life-threatening emergency. One of the most important responsibilities of executive protection personnel is recognizing where a patient falls on that spectrum—not by making a diagnosis, but by identifying findings that indicate the patient may be seriously ill or injured.
These findings are known throughout this guide as Red Flags. A Red Flag is not a diagnosis.
A Red Flag is not a treatment decision.

A Red Flag is an observation, sign, symptom, or assessment finding that suggests the patient may be experiencing a potentially life-threatening medical condition and requires immediate medical evaluation until proven otherwise by an appropriately trained healthcare provider.
Red Flags represent the transition from routine observation to heightened concern.

Their presence should immediately increase the responder's level of vigilance, prompt a more focused assessment, and influence the ultimate decision regarding the patient's need for emergency medical care.
Throughout this guide, complaint-specific Red Flags are discussed in their respective chapters. This section establishes the principles that apply to every patient regardless of the complaint.


Definition
Red Flag

A sign, symptom, observation, or assessment finding that indicates the possibility of a serious medical condition requiring immediate medical evaluation until proven otherwise by an appropriately trained healthcare provider.
Several key concepts are embedded within this definition. First, Red Flags identify possibilities, not certainty.
A patient with crushing chest pain is not necessarily having a heart attack.

A patient with sudden weakness is not necessarily experiencing a stroke.

A patient with severe abdominal pain does not automatically have a surgical emergency.

However, each of these patients possesses findings that warrant immediate medical evaluation because delaying care could result in significant harm.
Second, Red Flags are interpreted collectively rather than individually.

Rarely does one isolated finding determine the seriousness of a patient's condition. Instead, responders should evaluate Red Flags in the context of the patient's history, general impression, physical assessment, vital signs, and overall presentation.
Finally, Red Flags should always be viewed objectively.

Responders should avoid minimizing concerning findings because the patient appears calm, wishes to continue the mission, or insists they "feel fine."
Patients frequently underestimate the severity of their own medical conditions.

The responder's responsibility is to recognize objective warning signs rather than rely solely on the patient's perception of illness.


Why Red Flags Matter
Most life-threatening medical emergencies begin with subtle findings.

A patient suffering a myocardial infarction may initially complain only of mild discomfort. A stroke patient may appear merely "confused."
An elderly patient with internal bleeding may simply appear tired.

An individual developing sepsis may initially seem to have influenza.

Because executive protection personnel rarely possess laboratory testing, imaging studies, or advanced diagnostic equipment, they must rely upon careful observation and structured assessment.
Red Flags bridge the gap between observation and decision-making.

Rather than attempting to identify the exact disease process, responders identify concerning findings that increase the probability of serious illness.
This approach significantly reduces one of the most common errors in emergency medicine:
Premature diagnostic closure.

Premature diagnostic closure occurs when responders decide what they believe is wrong before completing an adequate assessment.
Examples include:

"It's probably indigestion."

"He's just dehydrated."

"She's probably anxious."

"He always acts like this."

These assumptions may delay recognition of life-threatening conditions. Instead, the responder should ask:
"Are there any Red Flags that suggest this patient requires emergency evaluation?"

This question is considerably safer than attempting to determine the diagnosis.










Red Flags Are Never Ignored
One of the guiding principles of this guide is simple:
A Red Flag should never be dismissed without an objective reason.

Responders should never explain away concerning findings based upon:
· The patient's age
· The patient's occupation
· The patient's physical fitness
· Previous similar episodes
· Mission priorities
· Time constraints
· Public perception
Healthy individuals suffer heart attacks. Athletes experience strokes.
Young adults develop sepsis.

Highly trained operators sustain significant injuries while insisting they are "fine." 
The presence of Red Flags requires objective evaluation—not reassurance.









Categories of Red Flags
Although each medical complaint has its own specific warning signs, nearly all Red Flags fall into one or more general categories.
Understanding these categories helps responders recognize serious illness even when the diagnosis is unclear.



1. Altered Mental Status
Changes in mental status are among the most significant Red Flags encountered during medical screening.
The brain depends upon continuous oxygen delivery, adequate blood flow, normal blood glucose, and proper neurological function.
Disruption of any of these processes may alter the patient's level of consciousness or behavior.
Red Flag findings include:

· New confusion
· Disorientation
· Difficulty following commands
· Difficulty speaking
· Unresponsiveness
· Decreased responsiveness
· Sudden behavioral changes
· Combativeness without explanation
· Inability to recognize familiar people
· New memory impairment
Any unexplained alteration in mental status should be considered a medical emergency until proven otherwise.

2. Respiratory Distress
Difficulty breathing is one of the most common reasons patients seek emergency medical care.
Respiratory distress may develop gradually or appear suddenly.

Regardless of the cause, inadequate oxygen delivery rapidly threatens every organ system.
Red Flag findings include:

· Severe shortness of breath
· Increased work of breathing
· Tripod positioning
· Cyanosis
· Inability to speak complete sentences
· Audible wheezing
· Stridor
· Silent chest
· Respiratory rate significantly above or below normal
· Progressive fatigue during breathing
Patients demonstrating these findings require immediate evaluation.



3. Circulatory Compromise
Adequate circulation is essential for oxygen delivery throughout the body.  Signs suggesting impaired circulation should immediately raise concern for shock, significant blood loss, cardiac disease, severe infection, or other life-threatening conditions.
Red Flag findings include:
· Pale, Cool, clammy skin
· Delayed capillary refill
· Weak peripheral pulses
· Rapid heart rate
· Low blood pressure
· Dizziness when standing
· Syncope
· Persistent chest pain
· Signs of significant hemorrhage
These findings become particularly concerning when multiple abnormalities are present simultaneously.
4. Neurological Deficits
New neurological findings should never be ignored. Red Flags include:
· Facial droop
· Arm weakness
· Difficulty speaking
· Sudden vision changes
· Sudden severe headache
· Difficulty walking
· Loss of coordination
· Seizures
· New numbness
· Loss of balance
Because many neurological emergencies are time-sensitive, rapid recognition and transport are essential.



5. Severe Pain
Pain alone does not determine severity.

However, severe pain that is sudden, unexplained, worsening, or associated with other abnormal findings frequently indicates serious illness.
Examples include:

· Crushing chest pain
· Sudden severe headache
· Severe abdominal pain
· Severe back pain
· Pain following significant trauma
· Pain associated with neurological deficits
Pain should always be interpreted within the context of the patient's overall presentation.


6. Abnormal Vital Signs
Vital signs provide objective evidence supporting or refuting the responder's initial impression.
Although no single vital sign determines severity, markedly abnormal findings often represent Red Flags.
Examples include:

· Hypotension
· Marked hypertension with symptoms
· Tachycardia
· Bradycardia
· Tachypnea
· Bradypnea
· Low oxygen saturation
· Fever accompanied by concerning symptoms
· Hypoglycemia
· Severe hyperglycemia with altered mental status
Perhaps more important than any single measurement is the trend.

A patient whose blood pressure continues to fall during reassessment is significantly more concerning than one whose measurements remain stable.



Red Flags Rarely Occur Alone
Patients with life-threatening illness frequently demonstrate multiple Red Flags simultaneously.
For example:
A patient with chest pain may also have:
· Pale skin or Sweating		Difficulty Breathing
· Nausea				Anxiety
· Rapid heart rate			Low blood pressure

Although none of these findings independently confirm a diagnosis, together they strongly suggest a serious medical emergency.
Responders should therefore evaluate the entire clinical picture, not isolated findings.

Red Flags Must Be Interpreted in Context
The significance of a Red Flag depends upon the patient's overall presentation.

For example, a heart rate of 110 beats per minute may be expected after vigorous physical activity but may represent early shock in a patient who is pale, diaphoretic, and complaining of abdominal pain.
Similarly, a mildly elevated respiratory rate may be normal during emotional stress but highly concerning when accompanied by low oxygen saturation and increasing work of breathing.
Clinical context is therefore essential.

Red Flags should always be interpreted alongside:

· General Impression
· Chief Complaint
· Mechanism of Injury
· Physical Assessment
· Vital Signs
· Response to Reassessment
Taken together, these components allow executive protection personnel to recognize patients requiring immediate escalation of care without attempting to determine the precise diagnosis.



Key Points
Red Flags are objective findings that indicate the possibility of serious illness or injury until proven otherwise by an appropriately trained healthcare provider.
They are used to prioritize patients, guide assessment, and support sound decision-making—not to establish a diagnosis.
When present, Red Flags should increase the responder's concern, prompt a more focused assessment, and strongly influence the decision regarding emergency medical care.
Throughout the remainder of this guide, complaint-specific Red Flags will be integrated into each medical screening guideline, allowing responders to apply these principles consistently regardless of the patient's presenting complaint.
2.3 Assessment
Introduction
Once immediate life threats have been addressed and Red Flags identified, the responder begins a structured assessment of the patient.
Assessment is the process of gathering objective and subjective information to determine the patient's current condition, identify abnormalities, recognize deterioration, and support sound decision-making. Unlike diagnosis, which attempts to determine the exact disease or injury, assessment seeks to answer a more practical question:

"How sick or injured is this patient, and what level of medical care do they require?"

A structured assessment minimizes the likelihood of overlooking important findings and provides a consistent framework for evaluating every patient. Regardless of the complaint, the assessment process should follow the same organized sequence.
Before proceeding further, the responder should answer one critical question:

Is this primarily a medical illness or a traumatic injury?

The answer determines the initial assessment pathway.



Choosing the Assessment Pathway
Although every patient ultimately receives a complete assessment, the order in which that assessment is performed depends upon the patient's presentation.
Patients generally fall into one of two categories:

Medical Illness

Examples include:

· Chest pain
· Difficulty breathing
· Stroke symptoms
· Abdominal pain
· Allergic reaction
· Heat illness
· Syncope

· Fever
· Diabetic emergencies
These patients should initially be assessed using the ABCDE approach.



Traumatic Injury

Examples include:

· Gunshot wounds
· Stab wounds
· Motor vehicle collisions
· Falls
· Blast injuries
· Crush injuries
· Assaults
· Industrial accidents
These patients should initially be assessed using MARCH in accordance with previous training.



Although these pathways begin differently, they quickly merge into the same comprehensive assessment process.
Regardless of whether the patient is ill or injured, the responder should ultimately complete:
· Mental status assessment
· Patient history
· Vital signs
· Focused physical examination
· Reassessment
· Documentation
The pathway simply determines where the responder begins.



Assessment of the Sick Patient
ABCDE Assessment

For patients presenting with illness or non-traumatic medical complaints, the ABCDE assessment provides a logical framework for identifying immediately life-threatening conditions while ensuring no major body system is overlooked.
The components include:

A — Airway

B — Breathing

C — Circulation

D — Disability

E — Exposure

Each component should be evaluated in sequence while recognizing that significant abnormalities require immediate intervention before progressing to the next step.



Airway
The airway assessment determines whether air can move freely between the environment and the lungs.
Questions to consider include:

· Is the patient speaking normally?
· Is speech clear?
· Is there evidence of obstruction?
· Is there excessive secretions?
· Is swelling present?
· Is facial trauma present?
· Does the patient appear unable to protect the airway?
Patients who are speaking in complete sentences generally have a patent airway. However, airway status should be monitored continuously because deterioration may occur rapidly.
Signs of airway compromise include:

· Gurgling
· Snoring
· Stridor
· Choking

· Hoarseness
· Inability to speak
· Severe facial swelling
· Neck swelling
Any evidence of airway compromise should immediately increase concern and prompt intervention within the responder's scope of practice.



Breathing
Breathing assessment evaluates the effectiveness of ventilation and oxygenation. Observe the patient before touching them.
Many abnormalities become apparent simply by watching the patient breathe. Evaluate:
· Respiratory rate
· Respiratory rhythm
· Respiratory depth
· Chest expansion
· Work of breathing
· Ability to speak
· Skin color
· Oxygen saturation (when available) Signs of increased work of breathing include:
· Nasal flaring
· Accessory muscle use
· Intercostal retractions
· Tripod positioning
· Labored respirations
A patient who can speak only one or two words between breaths should immediately be considered high risk.
Breathing should never be evaluated solely by respiratory rate.

A patient breathing twelve times per minute with minimal chest movement may be in significantly greater distress than a patient breathing twenty-two times per minute with adequate tidal volume.
Observation remains the most valuable component of the breathing assessment.


Circulation
Circulation assessment determines whether the cardiovascular system is adequately delivering oxygenated blood throughout the body.
Assessment includes evaluation of:

· Skin color
· Skin temperature
· Skin moisture
· Peripheral pulses
· Heart rate
· Blood pressure
· Capillary refill (when appropriate)
· Evidence of external bleeding
Observe for signs of poor perfusion including:
· Pale skin
· Cool extremities
· Diaphoresis
· Delayed capillary refill
· Weak radial pulses
· Tachycardia
· Hypotension
These findings may indicate developing shock even before the patient complains of significant symptoms.
Circulation should be reassessed frequently because deterioration may occur gradually.



Disability
Disability refers to the patient's neurological status.

This assessment is intentionally brief during the primary assessment and focuses on identifying significant neurological abnormalities requiring immediate attention.
Evaluate:

· Level of consciousness
· Orientation
· Ability to follow commands

· Speech
· Movement of extremities
· Pupils when indicated
A more detailed neurological assessment may follow once life-threatening conditions have been addressed.
Altered mental status should never be assumed to be behavioral until medical causes have been considered.



Exposure
The final component of the primary assessment requires sufficient exposure to identify injuries or abnormalities while simultaneously protecting the patient from environmental exposure.
Responders should expose only those areas necessary for examination while maintaining dignity, privacy, and body temperature whenever possible.
Failure to adequately expose the patient may result in missed injuries.

Conversely, unnecessary exposure increases the risk of hypothermia, particularly in trauma patients.
The responder must balance these competing priorities throughout the assessment.



Assessment of the Injured Patient
MARCH Assessment
Patients with significant traumatic injury should initially be assessed using the MARCH
algorithm according to previously established training.

MARCH prioritizes treatment of preventable causes of death following trauma. The components include:
· Massive Hemorrhage
· Airway
· Respiration
· Circulation
· Head Injury/Hypothermia

Because MARCH is already well established in military, tactical, and executive protection medicine, this publication does not reteach its individual interventions.
Instead, this guide emphasizes recognizing when MARCH should be initiated and understanding how it integrates into the broader medical screening process.
Once immediate traumatic life threats have been identified and managed, the responder transitions into the remaining assessment components common to all patients.



Convergence of the Assessment Process
Whether assessment began with ABCDE or MARCH, every responder should now transition into the same standardized evaluation.
The remaining components include:

· AVPU
· OPQRST
· SAMPLE
· Vital Signs
· Focused Physical Assessment
· Reassessment
· Documentation
These assessment tools provide the objective information necessary to recognize deterioration, identify Red Flags, and support appropriate medical decision-making.
Together they form the core of the Executive Protection Medical Screening process.



Next section: AVPU – Assessing Level of Consciousness, followed by OPQRST, SAMPLE, vital signs, focused physical assessment, reassessment, and documentation.
AVPU – Assessing Level of Consciousness
The patient's level of consciousness is one of the most valuable indicators of overall physiological function. Alterations in consciousness may be the earliest sign of inadequate oxygenation, poor cerebral perfusion, neurological injury, metabolic disturbances, or systemic illness.
Because changes in mental status often occur before significant abnormalities develop in other vital signs, every patient should undergo a brief assessment of responsiveness early in the evaluation.
The AVPU scale provides a rapid, standardized method for documenting a patient's level of consciousness. It is simple, reproducible, and easily communicated between responders.
The four levels of AVPU are:

· A – Alert
V – Responds to Verbal Stimuli
· P – Responds to Painful Stimuli
· U – Unresponsive
Although AVPU does not replace more detailed neurological assessments such as the Glasgow Coma Scale, it provides an efficient screening tool that is appropriate for executive protection personnel.



Alert (A)
An alert patient is awake, aware of their surroundings, and able to interact appropriately with responders.
Being awake alone does not necessarily mean the patient is neurologically normal. A patient may have their eyes open while remaining confused or disoriented.
An alert patient should also be evaluated for orientation. Determine whether the patient knows:
· Who they are
· Where they are
· The current date or approximate time
· What happened

A patient who is awake but unable to answer these questions appropriately should still be considered alert on the AVPU scale but demonstrates an altered mental status requiring further evaluation.
Examples include:

· Confusion
· Memory loss
· Difficulty following commands
· Delayed responses
· Inappropriate conversation
These findings represent important Red Flags even though the patient remains awake.



Responds to Verbal Stimuli (V)
Patients classified as "Verbal" are not fully alert but will respond when spoken to. Examples include:
· Opening their eyes when their name is called
· Answering simple questions only after repeated prompting
· Following commands only when instructed loudly
· Speaking briefly before falling asleep again
These patients require close observation because they have already demonstrated altered mental status.
Potential causes include:

· Hypoglycemia
· Stroke
· Drug intoxication
· Medication overdose
· Hypoxia
· Head injury
· Shock
· Sepsis
· Fatigue
· Environmental exposure
Any patient responding only to verbal stimuli should be considered potentially unstable until the underlying cause is identified.

Responds to Painful Stimuli (P)
A patient who fails to respond to verbal stimulation but reacts to painful stimulation demonstrates a significantly depressed level of consciousness.
Examples of appropriate painful stimuli include:

· Trapezius muscle squeeze
· Supraorbital pressure (when appropriate)
· Nail bed pressure
Painful stimulation should never be excessive or repeated unnecessarily. Its purpose is simply to determine whether purposeful neurological responses remain present.
Observe whether the patient:

· Opens their eyes
· Attempts to move away from the stimulus
· Localizes the stimulus
· Produces incomprehensible sounds
· Demonstrates abnormal posturing
Patients responding only to painful stimuli require immediate medical evaluation and continuous monitoring.



Unresponsive (U)
An unresponsive patient demonstrates no purposeful response to verbal or painful stimulation.
This finding represents a medical emergency. Immediate priorities include:
· Airway assessment
· Breathing assessment
· Pulse assessment
· Activation of emergency medical services
· Management according to established resuscitation protocols Numerous medical conditions may produce unresponsiveness, including:
· Cardiac arrest
· Severe hypoxia
· Stroke

· Seizures
· Hypoglycemia
· Drug overdose
· Head injury
· Severe shock
Because the underlying cause cannot be determined during the initial screening, every unresponsive patient should be treated as critically ill until proven otherwise.



AVPU Is Dynamic
The patient's level of consciousness should never be documented only once.

Changes over time often provide more valuable information than the initial assessment. For example:
Initial assessment:

Alert

Ten minutes later:

Responds only to verbal stimulation

This represents significant neurological deterioration even if other vital signs have changed very little.
Likewise:

Initial assessment:

Responds to Pain

After treatment:

Alert and oriented

This indicates meaningful clinical improvement.

Every reassessment should include another AVPU evaluation.



Common Causes of Altered Mental Status

When mental status changes are identified, responders should immediately broaden their assessment.
Although executive protection personnel are not expected to diagnose the cause, they should recognize that altered mental status commonly results from serious medical conditions.
Common causes include:

Neurological

· Stroke
· Intracranial hemorrhage
· Traumatic brain injury
· Seizures
Respiratory
· Hypoxia
· Respiratory failure
Cardiovascular
· Shock
· Cardiac arrest
· Poor cerebral perfusion
Metabolic
· Hypoglycemia
· Hyperglycemia
· Electrolyte abnormalities
Toxicological
· Alcohol intoxication
· Drug overdose
· Medication interactions
· Carbon monoxide exposure
Environmental
· Heat stroke
· Hypothermia
Infectious
· Sepsis
· Meningitis

Recognizing these possibilities reinforces why altered mental status should always be treated as a significant Red Flag.



Documentation
Mental status should be documented objectively. Examples include:
Appropriate Documentation

· Alert and oriented to person, place, time, and event.
· Alert but confused regarding location.
· Responds to verbal stimuli only.
· Responds to painful stimuli with withdrawal.
· Unresponsive to verbal and painful stimulation. Avoid vague documentation such as:
· "Seems okay."
· "Not acting right."
· "Looks sleepy."
· "Out of it."
Objective descriptions improve communication with emergency medical personnel and receiving healthcare providers.



Clinical Pearl
A change in mental status is often the first objective indication that a patient is deteriorating. Never dismiss confusion, unusual behavior, or decreased responsiveness as simply fatigue, stress, intoxication, or personality without considering potentially life-threatening medical causes.


OPQRST – History of the Present Illness
Following the assessment of consciousness, the responder should obtain a focused history of the patient's current complaint.
A thorough history frequently provides information that cannot be obtained through physical examination alone. When combined with the general impression, Red Flags, and

objective findings, a structured history significantly improves the responder's understanding of the patient's condition.
The mnemonic OPQRST provides a consistent method for evaluating the patient's chief complaint and should be used whenever the patient is conscious and able to communicate.
The seven components are:

· O – Onset
· P – Provocation/Palliation
· Q – Quality
· R – Region/Radiation
· S – Severity
· T – Time
· (Sometimes U – Understanding/Patient perception, though this guide uses the traditional OPQRST format.)
Regardless of the patient's complaint, these questions help establish how the illness or injury began, how it has progressed, and whether concerning features are present.
The responder should avoid asking leading questions. Instead, begin with an open-ended question such as:

"Tell me what happened."

Allow the patient to describe the complaint in their own words before directing the interview with specific OPQRST questions.
This approach often reveals important details that may otherwise be missed.
O — Onset
The onset of symptoms establishes when the problem began and how it developed. Understanding the onset frequently provides valuable clues regarding the urgency of the patient's condition.
The responder should determine:

· When did the symptoms begin?
· What was the patient doing when they started?
· Did the symptoms begin suddenly or gradually?
· Were the symptoms present upon awakening?
· Did the symptoms begin after an injury or activity?
· Have the symptoms changed since they started?
The distinction between sudden and gradual onset is particularly important.

Sudden onset of severe symptoms may indicate a time-sensitive emergency such as stroke, myocardial infarction, pulmonary embolism, ruptured abdominal aortic aneurysm, or intracranial hemorrhage.
Gradual onset may suggest infection, dehydration, metabolic disturbances, or progressive illness. However, responders should avoid assuming gradual symptoms are less serious. Many life-threatening illnesses evolve slowly before rapidly worsening.
Document the patient's description as accurately as possible. Examples include:
· "Chest pain began suddenly while walking."
· "Headache gradually worsened throughout the afternoon."
· "Difficulty breathing started approximately one hour ago."
· "Family reports confusion began sometime this morning."
When possible, determine the last known normal time for patients with altered mental status or suspected neurological emergencies. This information is critical for emergency medical personnel and hospital providers.


P — Provocation and Palliation
Provocation and palliation identify factors that make the patient's symptoms better or worse.
Ask questions such as:

· What were you doing when the symptoms began?
· Does movement make the symptoms worse?
· Does rest improve them?
· Does changing position affect the symptoms?
· Have you taken any medication?
· Has anything relieved the symptoms?
· Have you experienced this before?
These questions help establish whether symptoms are influenced by activity, body position, medications, food intake, or environmental factors.
Examples include:

· Chest pain that worsens with exertion.
· Abdominal pain relieved after vomiting.
· Difficulty breathing that improves while sitting upright.
· Neck pain worsening with movement following trauma.
Although these findings may provide useful clinical information, responders should avoid drawing diagnostic conclusions. Instead, record the patient's observations objectively.



Q — Quality
Quality describes what the symptom feels like from the patient's perspective. Allow the patient to use their own words whenever possible.
Examples include:

Pain

· Sharp
· Dull
· Pressure
· Burning
· Crushing
· Stabbing
· Aching
· Throbbing
· Tearing
Difficulty Breathing
· Tightness

· Unable to get enough air
· Heavy breathing
· Wheezing
· Suffocating
Dizziness
· Room spinning
· Lightheaded
· Feeling faint
· Off balance
Avoid suggesting descriptions to the patient. Instead of asking,
"Does it feel like pressure?"

Ask,

"Can you describe what it feels like?"

The patient's own description is often more informative and avoids unintentionally influencing the response.



R — Region and Radiation
Determine where the symptom is located and whether it spreads to another area. Ask:
· Where is the discomfort located?
· Can you point to the exact location?
· Does it move anywhere else?
· Is it localized or diffuse?
Patients frequently communicate location more accurately by pointing than by describing it verbally.
Examples include:

· Pain confined to the right lower abdomen.
· Chest discomfort radiating into the left arm.
· Pain extending into the jaw.
· Back pain radiating into the leg.

· Neck pain extending into the shoulder.
Radiation patterns should be documented exactly as described by the patient. Do not reinterpret the patient's description.


S — Severity
Severity measures how intense the symptom is from the patient's perspective. The most common method uses a numeric rating scale from 0 to 10, where:





Ask:

0 = No pain or symptoms.
10 = Worst imaginable pain or symptom severity.


"On a scale from zero to ten, how severe is the pain right now?"

If the patient cannot use a numeric scale, alternative descriptions may be used. Examples include:
· Mild
· Moderate
· Severe
Severity should be reassessed throughout the encounter.

Changes in symptom severity often provide valuable information regarding the patient's response to treatment or progression of illness.
Importantly, severity alone does not determine the seriousness of the condition. Some patients experiencing myocardial infarction report only mild discomfort.
Conversely, severe musculoskeletal injuries may produce intense pain without threatening
life.

Severity must therefore always be interpreted alongside the patient's overall presentation.



T — Time
Time explores how the symptoms have evolved. Questions include:

· Are the symptoms constant or intermittent?
· Have they become worse?
· Have they improved?
· Are they changing?
· How long does each episode last?
· Has this happened before?
Understanding symptom progression helps responders recognize deterioration. Examples include:
· Pain becoming progressively worse over two hours.
· Intermittent dizziness occurring every few minutes.
· Shortness of breath gradually worsening throughout the day.
· Episodes becoming more frequent.
The patient's timeline should be documented whenever possible.



OPQRST Is Not Limited to Pain
Although commonly associated with pain assessment, OPQRST is valuable for virtually every medical complaint.
Examples include:

Difficulty Breathing

· When did it begin?
· What makes it worse?
· What does it feel like?
· Is the discomfort located anywhere?
· How severe is it?
· Has it changed?
Headache
· Sudden or gradual onset?
· Sharp or pressure?
· Location?
· Severity?
· Duration?
Abdominal Pain
· Location?
· Radiation?

· Relationship to eating?
· Progression?
Using the same structured questions for every complaint improves consistency and reduces the likelihood of overlooking important information.



Clinical Pearl
The patient's first uninterrupted explanation of their complaint often contains the most valuable information. Allow them to speak before directing the interview with specific OPQRST questions. Interrupt only when necessary to address immediate life threats or clarify critical details.


SAMPLE History
While OPQRST focuses on the patient's current complaint, the SAMPLE history gathers background information that provides context for the patient's condition.
A thorough SAMPLE history frequently identifies medical conditions, medications, allergies, or recent events that influence assessment and decision-making.
The mnemonic stands for:

· S – Signs and Symptoms
· A – Allergies
· M – Medications
· P – Past Medical History
· L – Last Oral Intake
· E – Events Leading to the Illness or Injury
Whenever possible, obtain the SAMPLE history directly from the patient. If the patient is unable to communicate, information may be obtained from family members, coworkers, caregivers, witnesses, identification cards, medical alert jewelry, medication containers, or available medical records.
The SAMPLE history should be viewed as an extension of the patient's story rather than a checklist to be completed mechanically. The goal is to develop a comprehensive understanding of the patient's baseline health and the circumstances surrounding the current event.
A complete and accurate SAMPLE history often provides critical information that cannot be obtained through physical examination alone.


S — Signs and Symptoms
The first component of the SAMPLE history reinforces the patient's chief complaint while expanding the responder's understanding of associated findings.
Ask the patient:

· What is bothering you the most today?
· Are you experiencing any other symptoms?
· Have you noticed anything unusual?
· Has anything changed since this began?
Patients frequently focus on the symptom they find most concerning while unintentionally omitting other important findings.
For example, a patient complaining of abdominal pain may also report:

· Nausea
· Vomiting
· Fever
· Dizziness
· Weakness
· Bloody stools
· Difficulty urinating
Likewise, a patient with chest discomfort may also experience:
· Shortness of breath
· Sweating
· Nausea
· Pain radiating to the jaw
· Lightheadedness
These associated symptoms frequently represent important Red Flags and should be documented carefully.
Whenever possible, document the patient's own words rather than paraphrasing. For example:
"Patient states, 'It feels like someone is sitting on my chest.'"

This description is considerably more informative than documenting "Chest pain."



A — Allergies

Allergies are a critical component of every patient assessment. Determine whether the patient has allergies to:
· Medications
· Foods
· Insect stings
· Latex
· Environmental allergens If an allergy exists, determine:
· What causes the reaction?
· What happens during the reaction?
· How severe is the reaction?
· Have they required emergency treatment previously? Not every reported allergy represents the same level of risk.
For example:

"I get an upset stomach with aspirin." represents a significantly different concern than:
"My throat swells when I take penicillin."

Whenever possible, document both the allergen and the patient's reported reaction. Examples include:
· Penicillin — throat swelling.
· Bee stings — difficulty breathing.
· Peanuts — anaphylaxis.
· Latex — rash.
Patients experiencing allergic reactions should be questioned specifically regarding previous episodes, epinephrine use, and progression of symptoms.



M — Medications
Medication history frequently provides insight into the patient's underlying medical conditions and may explain current symptoms.
Ask the patient:

· What medications do you take?
· Have you taken them today?
· Have any medications recently changed?
· Have you missed any doses?
· Have you started any new medications?
· Do you carry emergency medications?
Whenever possible, ask the patient to show medication containers rather than relying solely on memory.
Common medications frequently encountered include:

Cardiovascular

· Blood pressure medications
· Nitroglycerin
· Anticoagulants
· Antiarrhythmics
Respiratory
· Albuterol inhalers
· Steroid inhalers
· Nebulized medications
Diabetes
· Insulin
· Oral diabetic medications
Neurological
· Anti-seizure medications
Emergency Medications
· Epinephrine auto-injectors
· Naloxone
· Glucose products
Knowledge of medication use may significantly influence the responder's level of concern.

For example, a patient taking anticoagulants who falls and strikes their head should be considered at increased risk for intracranial bleeding despite appearing well initially.
Similarly, an insulin-dependent diabetic with altered mental status should immediately prompt consideration of a blood glucose assessment.

P — Past Medical History
Past medical history provides important context for the patient's current illness or injury. Ask about significant medical conditions including:
· Heart disease
· Stroke
· Diabetes
· Hypertension
· Asthma
· COPD
· Seizure disorders
· Kidney disease
· Liver disease
· Cancer
· Bleeding disorders
Previous surgeries and recent hospitalizations should also be documented when relevant. Avoid allowing known medical history to bias the assessment.
For example, a patient with a history of anxiety may still be experiencing an acute myocardial infarction.
Likewise, a patient with chronic back pain may develop a new spinal injury following trauma.
Past medical history provides context—but should never replace a complete assessment.



L — Last Oral Intake
Determining when and what the patient last ate or drank provides useful information for several reasons.
Ask:

· When was the last time you ate?
· What did you eat?
· When was your last drink?
· Have you been able to keep food or fluids down?
· Have you been vomiting? This information may help identify:

· Dehydration
· Hypoglycemia
· Gastrointestinal illness
· Aspiration risk
· Surgical considerations
Although executive protection personnel are not making surgical decisions, this information should be communicated to emergency medical personnel whenever transport becomes necessary.



E — Events Leading to the Illness or Injury
This final component ties the patient's history together.

Rather than focusing solely on symptoms, determine the sequence of events that preceded the current problem.
Questions include:

· What were you doing immediately before this began?
· Did anything unusual happen today?
· Have you been ill recently?
· Have you traveled recently?
· Were you exposed to anyone who was sick?
· Have you experienced recent trauma?
· Have you been under unusual physical stress?
Understanding the circumstances surrounding symptom onset frequently clarifies the overall clinical picture.
Examples include:

· Symptoms began after prolonged heat exposure.
· Collapse occurred during vigorous exercise.
· Difficulty breathing developed immediately after eating shellfish.
· Confusion began several hours after a fall.
· Chest discomfort started while climbing stairs.
These details often influence the responder's overall impression and subsequent decision-making.



Integrating OPQRST and SAMPLE

OPQRST and SAMPLE should not be viewed as separate interviews.

Instead, they work together to develop a comprehensive understanding of the patient's condition.
Consider the following example:

A patient reports crushing chest discomfort that began suddenly while walking to a meeting (OPQRST). During the SAMPLE history, the patient reveals a history of coronary artery disease, hypertension, and previous cardiac stent placement while taking aspirin and anticoagulant medication.
Individually, each piece of information is helpful.

Collectively, they substantially increase concern and support rapid activation of emergency medical services.
The responder's objective is not to diagnose a myocardial infarction.

Rather, the structured history identifies multiple Red Flags indicating that immediate medical evaluation is required.



When the Patient Cannot Provide a History
Not every patient can answer questions. Patients may be:
· Unconscious
· Confused
· Intoxicated
· Aphasic
· Hard of hearing
· Unable to speak because of respiratory distress
· Young children
· Experiencing severe pain
When this occurs, obtain information from alternate sources whenever possible. These may include:
· Family members
· Coworkers
· Other executive protection personnel

· Witnesses
· Caregivers
· Medical alert bracelets
· Prescription bottles
· Identification cards
· Cell phone medical information
· Previous medical documentation, if available
If no history can be obtained, document that fact objectively and continue with the physical assessment and vital signs.



Documentation
A complete history should be documented clearly and objectively. Avoid summarizing with vague statements such as:
· "No significant history."
· "Patient takes medications."
Instead, document specific information whenever available. For example:
· Allergic to penicillin; reports throat swelling.
· Takes insulin, lisinopril, and apixaban daily.
· History of hypertension, diabetes mellitus, and previous stroke.
· Last meal approximately 1200 hours.
· Symptoms began suddenly while walking across a parking lot.
Specific documentation improves continuity of care and provides valuable information to responding healthcare providers.



Clinical Pearl
A patient's history often identifies serious illness before the physical examination does. Listen carefully, ask open-ended questions, and allow the patient to describe their experience in their own words before drawing conclusions.



Transition to the Physical Assessment

With the patient's history complete, the responder now has a clearer understanding of the chief complaint, associated symptoms, medical history, and events surrounding the illness or injury.
The next step is to gather objective findings through the physical assessment and vital signs.
Unlike the history, which depends largely on what the patient reports, the physical assessment focuses on what the responder can directly observe, measure, and verify.
Objective findings provide the evidence needed to confirm or challenge the responder's initial general impression, identify additional Red Flags, recognize deterioration, and support sound medical decision-making.
The following section addresses the systematic collection and interpretation of vital signs, followed by the focused physical assessment and ongoing reassessment.
Vital Signs
Introduction
Vital signs are among the most valuable objective measurements obtained during the medical screening process. They provide measurable evidence of how well the body's major organ systems are functioning and frequently reveal deterioration before obvious physical changes become apparent.
Unlike subjective complaints, vital signs are objective. They can be measured, repeated, trended, and communicated accurately between responders and healthcare providers.
Vital signs should never be viewed as isolated numbers. Instead, they must always be interpreted alongside the patient's:
· General Impression
· Chief Complaint
· Red Flags
· Physical Assessment
· Response to Reassessment
A blood pressure of 98/64 mmHg, for example, may be entirely normal in one patient and represent developing shock in another. Likewise, a heart rate of 105 beats per minute may reflect anxiety in one individual but significant hemorrhage in another.
The responder should therefore avoid asking:

"Is this number normal?"

Instead ask:
"Does this vital sign make sense when compared with everything else I know about this patient?"

Vital signs either support or challenge the responder's overall clinical impression.



Why Vital Signs Matter
Many serious medical conditions initially produce only subtle physical findings. Patients may appear comfortable while developing:
· Internal bleeding
· Sepsis

· Respiratory failure
· Stroke
· Myocardial infarction
· Heat illness
Vital signs often provide the earliest objective evidence that these conditions are affecting the body's ability to maintain normal physiological function.
Equally important is recognizing that normal vital signs do not guarantee a patient is well.

Patients with life-threatening illnesses may initially demonstrate completely normal vital signs.
For this reason, vital signs should never override the responder's general impression or the presence of Red Flags.



Trending is More Important Than One Measurement
Perhaps the single greatest mistake made by inexperienced responders is placing excessive emphasis on a single set of vital signs.
One measurement represents only one moment in time. Medical emergencies evolve.
Patients improve. Patients deteriorate.
Vital signs should therefore be viewed as a trend rather than isolated values. Consider the following example:

	Time
	Blood Pressure
	Heart Rate
	Respiratory Rate

	Initial
	126/82
	92
	18

	10 minutes
	112/74
	104
	22

	20 minutes
	98/62
	118
	26




Although each individual value might appear acceptable when viewed alone, the overall trend strongly suggests worsening circulatory compromise.
Without repeated measurements, this deterioration may go unrecognized.

For this reason:

· Critically ill or injured patients should be reassessed approximately every 5 minutes.
· Stable patients should generally be reassessed every 15 minutes, or more frequently if their condition changes.
Operational demands may influence these intervals; however, frequent reassessment remains an essential component of effective medical screening.


Blood Pressure
Blood pressure measures the force exerted by circulating blood against the walls of the arteries.
It provides valuable information regarding circulatory status and organ perfusion. Blood pressure consists of two values.
Systolic Pressure

The pressure generated when the heart contracts.

Diastolic Pressure

The pressure remaining within the arteries while the heart relaxes between beats. Both values should always be documented.
Example:

128/78 mmHg



Manual Blood Pressure Measurement
Although automated blood pressure devices are widely available, executive protection personnel should remain proficient in manual blood pressure measurement.
Automated devices may become unreliable because of:

· Patient movement
· Irregular heart rhythms
· Shock
· Cold environments
· Equipment malfunction

· Battery failure
· Excessive vibration during transport
Manual blood pressure measurement remains the reference standard in many operational environments.
Procedure
The patient should be seated or lying comfortably whenever possible. Select an appropriately sized cuff.
A cuff that is too small may falsely elevate readings. A cuff that is too large may falsely lower readings.
Place the cuff approximately one inch above the elbow crease. Position the stethoscope over the brachial artery.
Inflate the cuff until the pulse disappears, then approximately 20–30 mmHg beyond that point.
Slowly release pressure at approximately two to three millimeters of mercury per second. The first audible Korotkoff sound represents the systolic pressure.
The disappearance of Korotkoff sounds represents the diastolic pressure. Record the measurement immediately.
Figure 2-15. Proper Manual Blood Pressure Technique

(Full-page photographic sequence demonstrating cuff placement, stethoscope positioning, and Korotkoff sound identification.)



Interpreting Blood Pressure
Blood pressure should always be interpreted within the context of the patient's presentation.
For example:

A systolic pressure of 94 mmHg may represent severe hypotension in one patient but be close to baseline in another.

Likewise, a systolic pressure of 170 mmHg may reflect chronic hypertension or may indicate an acute neurological emergency when accompanied by altered mental status or severe headache.
Rather than memorizing individual numbers, responders should focus on identifying trends and correlating blood pressure with other assessment findings.
Concerning findings include:

· Falling blood pressure
· Markedly elevated blood pressure accompanied by symptoms
· Blood pressure inconsistent with the patient's appearance
· Narrowing pulse pressure
· Blood pressure difficult to obtain
These findings should prompt increased concern and more frequent reassessment.



Heart Rate
Heart rate reflects the number of times the heart beats each minute.

It provides valuable information regarding the body's response to stress, illness, pain, blood loss, infection, dehydration, and numerous other physiological processes.
The heart rate should never be interpreted independently. Instead, evaluate:
· Rate
· Rhythm
· Strength
· Regularity



Measuring the Pulse
The radial pulse is generally preferred in awake patients.

If the radial pulse is absent or difficult to palpate, assess a central pulse such as the carotid or femoral artery.
Count the pulse for:

· Thirty seconds and multiply by two if regular.

· A full sixty seconds if irregular. During assessment, note:
· Strong versus weak
· Regular versus irregular
· Easily palpable versus thready
These observations frequently provide more useful information than the numerical rate alone.



Interpreting Heart Rate
Heart rate changes frequently represent the body's attempt to compensate for physiological stress.
An increased heart rate may occur because of:

· Pain
· Anxiety
· Fever
· Dehydration
· Blood loss
· Infection
· Exercise
· Hypoxia
A decreased heart rate may result from:
· Athletic conditioning
· Medication effects
· Conduction abnormalities
· Hypothermia
· Increased intracranial pressure
As established throughout this guide, interpretation depends upon context.

A heart rate of 110 beats per minute in a patient walking briskly to a venue differs significantly from the same heart rate in a pale patient with severe abdominal pain and falling blood pressure.
The responder should always ask:

"Why is this heart rate what it is?"

The answer lies not in the number itself but in the patient's overall presentation.


Red Flag Considerations
Heart rate becomes increasingly concerning when accompanied by:
· Altered mental status
· Hypotension
· Chest pain
· Shortness of breath
· Weak peripheral pulses
· Pale, cool, clammy skin
· Progressive deterioration
When these findings occur together, they strongly suggest the need for immediate medical evaluation.



Documentation
Document heart rate objectively. Examples:
· Heart rate 84 beats/minute, regular, strong radial pulse.
· Heart rate 122 beats/minute, regular, weak radial pulse.
· Heart rate 56 beats/minute, irregular rhythm noted. Avoid documenting simply:
"Pulse normal."

Objective documentation provides substantially greater clinical value.



Figure 2-16. Radial Pulse Assessment and Documentation

(Series of photographs demonstrating correct finger placement, pulse counting, and examples of proper documentation.)



The next section will cover Respiratory Rate, including why it is often the most underestimated vital sign, proper measurement techniques, interpretation, common errors, and integration with oxygen saturation and the patient's overall respiratory assessment.

Respiratory Rate
Respiratory rate is one of the most valuable—and most frequently overlooked—vital signs obtained during patient assessment.
Among all routinely measured vital signs, respiratory rate often changes earliest when a patient's condition begins to deteriorate. Because it reflects both respiratory and metabolic function, changes in breathing may occur long before blood pressure falls or heart rate becomes significantly abnormal.
Despite its importance, respiratory rate is commonly estimated rather than measured. Estimation frequently results in inaccurate documentation and missed opportunities to recognize early clinical deterioration.
Executive protection personnel should develop the habit of measuring and interpreting respiratory rate with the same attention given to blood pressure and heart rate.



Why Respiratory Rate Matters
Every cell in the body depends upon oxygen to produce energy and eliminate carbon dioxide. When oxygen delivery decreases or metabolic demands increase, breathing changes rapidly in an attempt to restore physiological balance.
Respiratory rate may increase because of:

· Hypoxia
· Shock
· Fever
· Sepsis
· Pain
· Anxiety
· Metabolic acidosis
· Pulmonary embolism
· Asthma
· Heart failure
Respiratory rate may decrease because of:
· Drug overdose
· Head injury
· Severe hypothermia
· Respiratory fatigue
· Neurological disorders

· Cardiac arrest
These changes often develop before other objective findings become obvious.

For this reason, respiratory rate should be considered an early indicator of patient deterioration rather than simply another number recorded on a patient care form.



Measuring Respiratory Rate
The most accurate respiratory rate is obtained without informing the patient that respirations are being counted.
When patients become aware that their breathing is being observed, they frequently alter their normal respiratory pattern.
A simple technique is to continue holding the patient's wrist after completing the radial pulse assessment while discreetly observing chest rise and fall.
Count respirations for:

· Thirty seconds and multiply by two if the respiratory pattern is regular.
· Sixty seconds if respirations are irregular, shallow, or if the patient appears critically ill. Each complete cycle of inhalation and exhalation counts as one respiration.
In addition to rate, observe:

· Rhythm
· Depth
· Effort
· Symmetry of chest expansion
The quality of respirations often provides more useful information than the numerical rate alone.



Assessing Respiratory Quality
Simply documenting "18 breaths per minute" provides only part of the assessment. The responder should also evaluate whether breathing appears:
· Normal
· Shallow
· Deep

· Labored
· Rapid
· Slow
· Irregular Observe for:
· Equal chest expansion
· Use of accessory muscles
· Nasal flaring
· Intercostal retractions
· Tripod positioning
· Audible wheezing
· Stridor
· Grunting
· Prolonged expiration
These observations frequently identify respiratory compromise before oxygen saturation decreases.



Work of Breathing
Work of breathing refers to the physical effort required to move air into and out of the lungs.

An increased work of breathing often indicates that the patient is approaching respiratory failure, even when oxygen saturation remains within the normal range.
Signs include:

· Neck muscle contraction during inspiration
· Shoulder elevation while breathing
· Visible abdominal muscle use
· Inability to speak in complete sentences
· Sitting upright to breathe
· Restlessness
· Anxiety associated with breathing difficulty
Patients demonstrating these findings should be considered at high risk for deterioration.



Normal Conversation Test
One of the simplest assessments of respiratory function is the patient's ability to speak.

Observe whether the patient can:

· Speak normally.
· Complete full sentences.
· Speak only short phrases.
· Speak one or two words between breaths.
Patients unable to complete sentences without pausing to breathe require immediate attention regardless of their measured respiratory rate.
This observation should always influence the responder's general impression.



Interpreting Respiratory Rate
Respiratory rate must always be interpreted within context. Consider two examples.
Patient A

Respiratory rate: 24 breaths per minute.

Walking rapidly in ninety-degree weather while carrying luggage. Speaking comfortably.
Normal oxygen saturation.

This may represent an appropriate physiological response.

Patient B

Respiratory rate: 24 breaths per minute. Sitting quietly.
Unable to finish sentences. Using accessory muscles. Pale and diaphoretic.
This patient demonstrates multiple Red Flags suggesting significant respiratory compromise.
The identical respiratory rate carries entirely different clinical significance.

Always interpret respiratory rate alongside the patient's appearance, work of breathing, oxygen saturation, and overall assessment.



Common Errors
Several common mistakes reduce the value of respiratory assessment.

Estimating Instead of Counting
Documentation such as:
· 18
· 20
· 16
appears disproportionately often because responders estimate rather than measure respirations.
Objective measurement should become routine.



Focusing Only on the Number
A respiratory rate of eighteen breaths per minute tells only part of the story.

A patient breathing eighteen shallow respirations with significant accessory muscle use may be considerably sicker than a patient breathing twenty-two effortless respirations.
Always assess quality as well as quantity.



Ignoring Progressive Changes
Respiratory deterioration often occurs gradually. Examples include:
Initial assessment:

18 breaths per minute. Speaking normally.
Ten minutes later:

22 breaths per minute.

Mild accessory muscle use. Twenty minutes later:
28 breaths per minute.

Unable to complete sentences.

Although the initial respiratory rate appeared normal, the trend clearly demonstrates deterioration.



Oxygen Saturation
Pulse oximetry measures the percentage of hemoglobin molecules carrying oxygen.

It is an excellent adjunct to respiratory assessment but should never replace clinical observation.
Pulse oximetry estimates oxygenation. It does not measure:
· Ventilation
· Carbon dioxide removal
· Respiratory effort
· Work of breathing
A patient may demonstrate normal oxygen saturation while rapidly progressing toward respiratory failure.
Conversely, an apparently low oxygen saturation may result from poor circulation or equipment limitations rather than true hypoxia.
Pulse oximetry should therefore be interpreted alongside the entire patient assessment.



Obtaining an Accurate Reading
For the most reliable measurement:
· Warm cold fingers when practical.
· Remove nail polish if feasible.
· Minimize patient movement.
· Ensure adequate probe placement.
· Wait for the waveform or reading to stabilize.

· Correlate the reading with the patient's pulse. Conditions that may reduce accuracy include:
· Poor peripheral perfusion
· Shock
· Severe hypothermia
· Excessive movement
· Bright sunlight
· Carbon monoxide exposure
· Dark nail polish or artificial nails
· Improper probe placement
When pulse oximetry does not match the patient's appearance, trust the patient—not the device.



Integrating Respiratory Findings
Respiratory assessment is most effective when all available information is considered together.
For example:

General Impression

Patient appears anxious and short of breath.

Respiratory Rate

28 breaths per minute.

Work of Breathing

Accessory muscle use present. Unable to complete full sentences. Pulse Oximetry
92% on room air.

Skin

Pale and diaphoretic.

Red Flags

Progressive respiratory distress.

Collectively, these findings strongly support the need for immediate emergency medical evaluation.
None of these findings independently establishes a diagnosis. Together, however, they clearly identify a patient requiring urgent care.


Documentation
Documentation should include both objective measurements and qualitative observations. Examples:
· Respiratory rate 18 breaths per minute, regular, non-labored, equal chest expansion.
· Respiratory rate 30 breaths per minute, shallow, accessory muscle use present, speaking in short phrases.
· Respiratory rate 10 breaths per minute, irregular, decreased respiratory effort. Avoid vague documentation such as:
· "Breathing okay."
· "Respirations normal."
Objective descriptions communicate substantially more information to subsequent providers.



Clinical Pearl
Respiratory distress is often recognized before it is measured. If your patient looks like they are working hard to breathe, believe your eyes. A normal pulse oximeter reading should never reassure you when the patient's appearance, work of breathing, and overall condition suggest otherwise.


Oxygen Saturation (SpO₂)
Although discussed as part of the respiratory assessment, oxygen saturation deserves separate consideration because it is one of the most frequently misunderstood vital signs.
Pulse oximetry has become a standard component of patient assessment due to its speed, ease of use, and ability to provide continuous, non-invasive monitoring. When interpreted

appropriately, it is a valuable adjunct to clinical assessment. When interpreted in isolation, however, it can create a false sense of security.
A pulse oximeter measures oxygen saturation, not respiratory adequacy. It cannot determine whether a patient is ventilating effectively, eliminating carbon dioxide, or approaching respiratory failure.
For this reason, pulse oximetry should never replace direct observation of the patient. Instead, it should answer one additional question:
"Does this objective measurement support what I am already observing?"

If the patient's appearance and pulse oximeter reading disagree, the responder should reassess both the patient and the equipment before making clinical decisions. Throughout this guide, the patient's overall presentation always takes precedence over a single instrument reading.


Understanding Oxygen Saturation
Pulse oximetry measures the percentage of hemoglobin molecules in arterial blood that are carrying oxygen. This measurement is reported as peripheral oxygen saturation, or SpO₂.
A pulse oximeter does not directly measure:

· Blood oxygen content
· Carbon dioxide levels
· Respiratory effort
· Ventilation
· Lung function
· Tissue oxygen delivery This distinction is important.
A patient may have a normal oxygen saturation while experiencing severe respiratory distress, just as another patient may have a reduced oxygen saturation but appear comfortable because of chronic lung disease.
Pulse oximetry should therefore be viewed as one piece of the assessment—not the assessment itself.



Proper Technique
Accurate pulse oximetry depends upon proper sensor placement and adequate peripheral blood flow.
Whenever possible:

· Place the probe on a warm, clean finger.
· Remove excessive nail polish if practical.
· Minimize patient movement.
· Wait until the reading stabilizes.
· Confirm that the pulse displayed by the device matches the patient's actual pulse.
· Evaluate the reading together with the patient's appearance.
If finger measurements are unreliable, alternative probe locations may include the earlobe or forehead when appropriate equipment is available.



Factors Affecting Accuracy

Executive protection personnel frequently work in environments that reduce pulse oximeter accuracy.
Common causes of inaccurate readings include:

Poor Peripheral Circulation
Patients experiencing shock, hypothermia, or severe vasoconstriction may have inadequate blood flow to the fingers.
The pulse oximeter may produce:

· Very low readings
· Erratic readings
· No reading
Always compare the displayed pulse with the patient's actual pulse.



Patient Movement
Movement is one of the most common causes of inaccurate measurements. Examples include:
· Tremors
· Shivering
· Walking
· Vehicle movement
· Hand movement
Whenever possible, stabilize the patient's hand before interpreting the reading.



Environmental Factors
Bright sunlight, cold weather, rain, and extreme temperatures may interfere with sensor performance.
These conditions are common during executive protection operations and should always be considered when measurements appear inconsistent with the patient's condition.



Carbon Monoxide Exposure

Pulse oximeters cannot distinguish between oxygen bound to hemoglobin and carbon monoxide bound to hemoglobin.
As a result, patients with carbon monoxide poisoning may demonstrate normal or near-normal oxygen saturation despite significant tissue hypoxia.
This represents one of the most important limitations of pulse oximetry. Clinical assessment must always take precedence.


Nail Polish and Artificial Nails
Dark-colored nail polish and some artificial nails may interfere with light transmission through the fingertip.
When readings appear inconsistent, consider:

· Repositioning the probe.
· Using another finger.
· Removing nail polish if practical.
· Using an alternate probe location.



Interpreting Oxygen Saturation
Pulse oximetry should never be interpreted in isolation. Instead, ask the following questions:
· Does the oxygen saturation match the patient's appearance?
· Does it support the respiratory assessment?
· Is it improving or worsening?
· Does it correspond with the patient's work of breathing?
· Does the patient appear adequately perfused? For example:
Patient A
SpO₂: 98%

Speaking comfortably. No respiratory distress.

Normal respiratory rate. Normal skin color.
This measurement supports the clinical assessment.



Patient B
SpO₂: 98%

Unable to finish sentences. Accessory muscle use.
Respiratory rate 34. Anxious.
Tripod positioning.

Despite the normal oxygen saturation, this patient is clearly in respiratory distress.

The responder should trust the overall assessment rather than assume the patient is stable because of a single numerical value.



Patient C
SpO₂: 86%

Comfortable.

Normal respiratory effort. Warm extremities.
No respiratory complaints.

The responder should verify probe placement and repeat the measurement before concluding that severe hypoxia is present.
Objective measurements should always be confirmed when inconsistent with the patient's presentation.

Trending Oxygen Saturation
Like every vital sign, oxygen saturation should be evaluated as a trend. Example:

	Time
	SpO₂
	Respiratory Rate
	Clinical Appearance

	Initial
	97%
	18
	Comfortable

	10 Minutes
	95%
	22
	Mild dyspnea

	20 Minutes
	92%
	28
	Increased work of breathing

	30 Minutes
	88%
	34
	Severe respiratory distress




The downward trend is significantly more important than any individual value.

Frequent reassessment allows responders to recognize deterioration before complete respiratory failure develops.



Clinical Integration
Pulse oximetry should answer only one question:
"Does this measurement support my overall assessment?"

It should never replace:
· General Impression
· Observation
· Respiratory assessment
· Work of breathing
· Mental status
· Skin assessment
· Clinical judgment
Throughout this guide, the patient will always take precedence over the monitor.



Blood Glucose
Blood glucose assessment has become an essential component of modern prehospital patient evaluation. Abnormal glucose levels may produce signs and symptoms that mimic

numerous life-threatening medical emergencies, including stroke, intoxication, head injury, seizure, and altered mental status.
Unlike many medical conditions that require advanced diagnostic testing, abnormal blood glucose can often be identified within seconds using a portable glucometer.
For this reason, executive protection personnel trained and authorized to perform blood glucose testing should consider it an important objective assessment tool, particularly in patients with:
· Altered mental status
· Syncope
· Seizures
· Weakness
· Confusion
· Suspected diabetic emergencies
· Unexplained behavioral changes
Blood glucose testing provides objective information that should always be interpreted alongside the patient's history, examination, and vital signs.



Understanding Blood Glucose
Glucose is the body's primary source of energy.

The brain depends almost entirely upon a continuous supply of glucose to function normally.
When glucose levels become significantly abnormal, neurological function is often affected first.
Patients may present with:

· Confusion
· Difficulty speaking
· Weakness
· Behavioral changes
· Loss of coordination
· Seizures
· Loss of consciousness
Because these findings overlap with numerous other medical emergencies, blood glucose measurement should be viewed as an important screening tool rather than a diagnostic

test.



Obtaining a Blood Glucose Measurement
Proper technique improves both safety and accuracy. General principles include:
· Use appropriate infection control precautions.
· Verify the glucometer is functioning properly.
· Confirm that test strips are compatible and not expired.
· Clean the selected finger if necessary.
· Allow any alcohol to dry completely before obtaining the sample.
· Obtain an adequate blood sample according to manufacturer recommendations.
· Document the result immediately.
Whenever possible, correlate the measured value with the patient's overall condition.



Interpreting Blood Glucose
A blood glucose value should never be interpreted in isolation. Consider:
· The patient's symptoms.
· Medical history.
· Medications.
· Mental status.
· Response to treatment.
· Reassessment findings. For example:
A mildly reduced blood glucose level in an alert patient who recently exercised may have a very different significance than the same value in a confused patient taking insulin.
Similarly, markedly elevated glucose in a patient with dehydration, altered mental status, and rapid breathing should substantially increase concern for a diabetic emergency.
The number itself is only part of the clinical picture.



Documentation

Document blood glucose objectively. Examples include:
· Blood glucose 108 mg/dL.
· Blood glucose 54 mg/dL; patient confused and diaphoretic.
· Blood glucose 412 mg/dL; patient lethargic with dry mucous membranes.
Objective documentation provides valuable information for subsequent medical providers and allows glucose trends to be monitored throughout patient care.



Clinical Pearl
Any patient with unexplained altered mental status deserves consideration of a blood glucose assessment if equipment, training, and authorization are available. A simple finger-stick measurement may rapidly identify a reversible cause of neurological dysfunction that cannot be recognized through observation alone.


Temperature
Body temperature provides important information regarding the body's ability to regulate its internal environment. Abnormal temperature may indicate infection, environmental exposure, metabolic disturbances, neurological injury, or systemic inflammation.
Although temperature is considered one of the traditional vital signs, it should never be interpreted independently. Like every objective measurement obtained during the medical screening process, temperature must be evaluated alongside the patient's history, general impression, physical assessment, and other vital signs.
Executive protection personnel frequently operate in environments where heat and cold exposure significantly influence body temperature. Consequently, understanding both medical and environmental causes of abnormal temperature is essential.



Normal Temperature Regulation
The human body continuously balances heat production and heat loss to maintain normal physiological function.
Body temperature is influenced by:

· Physical activity
· Environmental conditions
· Clothing
· Hydration
· Infection
· Medications
· Hormonal changes
· Age
Disruption of these regulatory mechanisms may result in either elevated or decreased body temperature, both of which can significantly affect patient condition.



Measuring Temperature
Temperature may be obtained using several methods depending upon available equipment.
Common techniques include:

· Oral

· Tympanic (ear)
· Temporal artery
· Axillary
· Rectal (performed only by appropriately trained medical providers when indicated) Regardless of the device used, proper technique is essential.
The responder should ensure:

· The device is functioning correctly.
· Disposable covers are used when required.
· Manufacturer instructions are followed.
· The measurement is documented immediately.
Whenever possible, repeated temperature measurements should be obtained using the same technique to improve trend reliability.



Fever
Fever is generally defined as an elevation in body temperature above the normal physiological range.
Within this guide, a temperature greater than 100.4°F (38.0°C) should be considered potentially significant, particularly when accompanied by concerning symptoms or abnormal assessment findings.
Fever alone is not necessarily a medical emergency. However, fever combined with findings such as:
· Altered mental status
· Difficulty breathing
· Persistent hypotension
· Severe abdominal pain
· Neck stiffness
· Rash
· Persistent vomiting
· Severe weakness
should immediately increase suspicion for serious systemic illness. These patients require prompt medical evaluation.

Hypothermia
Hypothermia occurs when body temperature falls below the level necessary for normal physiological function.
Executive protection personnel may encounter hypothermia during:

· Winter operations
· Maritime environments
· Prolonged rain exposure
· Mountain operations
· Cold-weather surveillance
· Extended outdoor events
Patients with hypothermia may demonstrate:
· Shivering
· Slurred speech
· Poor coordination
· Confusion
· Fatigue
· Decreased level of consciousness
· Slow pulse
· Slow respirations
As hypothermia progresses, shivering may cease despite worsening physiological compromise.
Responders should recognize that even mild hypothermia can significantly impair decision-making and physical performance.



Hyperthermia
Hyperthermia differs from fever.

While fever represents a regulated elevation of body temperature, hyperthermia results from failure of normal heat dissipation mechanisms.
Executive protection personnel should maintain a high index of suspicion during operations involving:
· High ambient temperatures
· High humidity
· Heavy protective equipment

· Extended physical exertion
· Limited hydration
· Restricted access to shade Patients may present with:
· Hot skin
· Weakness
· Fatigue
· Dizziness
· Nausea
· Headache
· Confusion
· Collapse
Progression to heat stroke constitutes a life-threatening medical emergency requiring immediate intervention.



Temperature in Context
Temperature should never be interpreted independently. For example:
Patient A Temperature 101.2°F. Alert.
Mild sore throat. Normal vital signs.
This presentation differs substantially from:

Patient B Temperature 101.2°F. Confused.
Heart rate 124.

Blood pressure falling. Rapid respirations.

Generalized weakness.

Although the measured temperature is identical, the second patient demonstrates multiple Red Flags requiring immediate medical evaluation.



Documentation
Examples include:
· Temperature 98.7°F oral.
· Temperature 100.8°F tympanic.
· Temperature 95.4°F temporal; patient confused and shivering. Always document:
· Temperature.
· Measurement method.
· Associated clinical findings when appropriate.



Clinical Pearl
Temperature rarely provides the diagnosis by itself. Its true value lies in how it complements the patient's overall presentation and helps identify trends that may indicate deterioration.


Focused Physical Assessment
Introduction
After completing the patient's history and obtaining vital signs, the responder performs a focused physical assessment.
Unlike a comprehensive head-to-toe examination performed in a hospital, the focused physical assessment concentrates on the body systems most likely to explain the patient's complaint while identifying additional Red Flags that may not have been apparent during the initial evaluation.
The examination should always remain systematic.

Executive protection personnel should avoid examining only the area where the patient reports discomfort.

Patients frequently localize symptoms inaccurately, and serious conditions often produce findings in multiple body systems.
The focused physical assessment confirms, refines, or challenges the responder's initial general impression.



General Principles
Every focused examination should be:
· Organized
· Objective
· Gentle
· Efficient
· Reproducible
Observe before touching the patient whenever possible.

Many important findings become apparent through careful inspection alone.

Throughout the examination, compare one side of the body with the other whenever appropriate.
Symmetry often provides valuable information. Continue monitoring the patient's:
· Mental status
· Work of breathing
· Skin condition
· Overall appearance throughout the examination.
Patients frequently deteriorate while being assessed.



Inspection
Inspection is the visual examination of the patient. It should always precede palpation.
Observe for:

· Obvious deformity

· Swelling
· Bleeding
· Bruising
· Skin color changes
· Rashes
· Burns
· Medical alert jewelry
· Surgical scars
· Abnormal body position
· Protective guarding
· Facial expression
Inspection frequently identifies abnormalities without causing additional discomfort.



Palpation
Palpation involves using the hands to assess:
· Tenderness
· Swelling
· Deformity
· Crepitus
· Skin temperature
· Pulses
Always begin away from the area of greatest pain. Observe the patient's facial expression during palpation.
Patients often demonstrate discomfort before verbally reporting pain. Avoid excessive force.
The purpose of palpation is to identify abnormalities—not reproduce severe pain.



Auscultation
When equipment and training permit, auscultation may provide valuable information regarding:
· Breath sounds
· Heart sounds
· Bowel sounds (when appropriate)

Executive protection personnel with advanced medical training may incorporate auscultation into their assessments.
Those without this training should not delay patient care because auscultation cannot be performed.
The screening process should remain effective regardless of equipment availability.



Complaint-Focused Assessment
The focused examination should be directed by the patient's complaint. Examples include:
Chest Pain
Assess:
· Skin color
· Work of breathing
· Chest wall tenderness
· Peripheral perfusion
· Pulse quality

Abdominal Pain
Assess:
· Location of tenderness
· Guarding
· Distention
· Rigidity
· Visible bruising

Difficulty Breathing
Assess:
· Chest expansion
· Respiratory effort
· Accessory muscle use
· Breath sounds (when available)
· Oxygen saturation

Neurological Complaints
Assess:

· Facial symmetry
· Speech
· Grip strength
· Arm drift
· Lower extremity strength
· Coordination
· Sensation when appropriate

Trauma
Assess:
· Bleeding
· Deformity
· Tenderness
· Instability
· Distal circulation
· Motor function
· Sensation
Each complaint-specific chapter later in this guide expands upon these focused examinations.
The principles established here remain constant regardless of the patient's presentation.



Head-to-Toe Observation
Even when performing a focused assessment, responders should avoid developing "tunnel vision."
Briefly observe the patient from head to toe for unexpected findings including:

· Additional injuries
· Skin abnormalities
· Medical devices
· Extremity swelling
· Cyanosis
· Signs of neglect
· Unexpected deformities
Patients often have multiple medical problems simultaneously.

A complaint-focused assessment should never prevent recognition of unrelated but significant abnormalities.


Correlating Findings
One of the responder's most important responsibilities is determining whether the physical examination supports the overall clinical picture.
For example:

A patient reporting severe abdominal pain but laughing comfortably, moving without difficulty, and demonstrating no tenderness during examination presents differently than a patient with identical complaints who lies motionless, guards the abdomen, appears pale, and demonstrates worsening vital signs.
The responder should ask:

"Do the history, examination, and vital signs support one another?"

When they do not, further assessment and more frequent reassessment are warranted.



Documentation
Document objective findings. Examples include:
· Abdomen soft with tenderness localized to the right lower quadrant.
· Equal chest expansion bilaterally.
· Facial droop noted on the left.
· No obvious external trauma identified.
· Distal pulses present and equal. Avoid subjective statements such as:
· "Patient looks bad."
· "Abdomen seems okay."
Specific observations communicate meaningful clinical information and improve continuity of care.



Clinical Pearl
The physical examination should answer questions—not create assumptions. When examination findings do not match the patient's history or general

impression, continue assessing, reassess frequently, and avoid prematurely deciding what the diagnosis might be.


Reassessment
Introduction
Reassessment is the final—and arguably the most important—component of the medical screening process.
A patient assessment does not end once the history, physical examination, and vital signs have been completed. Instead, those findings establish a baseline against which all future observations are compared.
Patients rarely remain static. Some improve.
Some remain unchanged. Others deteriorate rapidly.
Without reassessment, the responder may fail to recognize important changes in the patient's condition until the situation has become significantly more serious.
For this reason, reassessment should be viewed as a continuous process rather than a single event.


Why Reassessment Matters
Many medical emergencies evolve over minutes rather than seconds. Examples include:
· Internal bleeding
· Stroke
· Sepsis
· Myocardial infarction
· Heat illness
· Allergic reactions
· Respiratory failure
Patients may initially appear relatively well while underlying physiological deterioration continues.
Repeated assessment allows the responder to recognize:

· Improvement

· Stability
· Progressive deterioration
· Response to interventions
· Development of new Red Flags
Reassessment transforms isolated observations into meaningful clinical trends.



What Should Be Reassessed?
Every reassessment should compare current findings with previous observations. The responder should evaluate:
· General Impression
· Mental status
· Airway
· Breathing
· Circulation
· Chief complaint
· Pain
· Vital signs
· Focused physical examination findings
· Red Flags
· Overall patient appearance The question should always be:
"Is this patient better, worse, or unchanged?"

If the answer cannot be determined confidently, additional assessment is warranted.



General Impression During Reassessment
General impression remains one of the most valuable indicators of change. Ask yourself:
· Does the patient look different?
· Are they interacting differently?
· Is their skin color changing?
· Are they becoming quieter?
· Are they becoming increasingly restless?

· Is breathing becoming more difficult?
Small changes frequently precede measurable changes in vital signs. For example:
A patient who becomes progressively pale and less conversational despite stable blood pressure deserves increased attention.
Trust what you observe.



Mental Status
Changes in mental status often represent one of the earliest signs of deterioration. Reassess:
· AVPU
· Orientation
· Speech
· Ability to answer questions
· Ability to follow commands Subtle changes may include:
· Delayed responses
· Increasing confusion
· Difficulty concentrating
· Unusual behavior
· New agitation
· Increasing drowsiness
Never attribute altered mental status to anxiety, fatigue, or emotional stress without first considering medical causes.


Airway
The airway should be reassessed whenever:
· Mental status changes.
· Vomiting occurs.
· Facial swelling develops.
· Breathing becomes more difficult.
· The patient becomes less responsive.

Even patients with a previously normal airway may rapidly develop obstruction. Continual vigilance is essential.


Breathing
Observe for changes in:
· Respiratory rate
· Work of breathing
· Chest expansion
· Ability to speak
· Oxygen saturation
· Breath sounds (when assessed)
Increasing respiratory effort frequently precedes respiratory failure.

Patients who begin speaking only in short phrases, assume a tripod position, or develop accessory muscle use require immediate reassessment and escalation of care.


Circulation
Reevaluate:
· Pulse
· Blood pressure
· Skin color
· Skin temperature
· Moisture
· Capillary refill (when appropriate)
· Peripheral perfusion
Pay particular attention to trends. Examples include:
Initial assessment:

· Heart rate 92
· Blood pressure 128/82 Ten minutes later:
· Heart rate 108
· Blood pressure 112/74

Twenty minutes later:
· Heart rate 122
· Blood pressure 96/62
The trend demonstrates worsening circulatory status despite each individual measurement appearing plausible.


Pain
Pain should be reassessed regularly. Determine:
· Has the pain improved?
· Has it worsened?
· Has it changed location?
· Has it changed quality?
· Has the severity changed?
A patient whose abdominal pain suddenly becomes diffuse rather than localized may require a substantially different level of concern.
Likewise, chest discomfort that becomes progressively more severe despite rest should increase suspicion for a serious medical emergency.


Vital Signs
Repeat vital signs at intervals appropriate for the patient's condition. As a general guideline:
Critically ill or injured patients Approximately every 5 minutes. Stable patients
Approximately every 15 minutes, or sooner if their condition changes.

Remember that reassessment intervals may be influenced by operational priorities, evacuation requirements, and scene conditions.

Regardless of the interval, trends are significantly more valuable than isolated measurements.


Focused Physical Examination
Repeat portions of the physical examination when indicated. Examples include:
· Increasing abdominal tenderness.
· Expanding swelling.
· Worsening neurological deficits.
· Progressive respiratory distress.
· Continued bleeding.
Do not assume that the initial examination remains accurate throughout the encounter. Patients change.
The assessment should change with them.



New Red Flags
Perhaps the most important purpose of reassessment is identifying Red Flags that were absent during the initial evaluation.
Examples include: Initially:
· Mild headache. Later:
· Confusion.
· Vomiting.
· Unequal pupils. Initially:
· Mild shortness of breath.
Later:
· Unable to complete sentences.
· Accessory muscle use.

· Falling oxygen saturation.
These new findings substantially alter the responder's overall assessment and decision-making.


Recognizing Improvement
Reassessment is equally important when patients improve. Examples include:
· Respiratory distress decreases.
· Mental status returns to baseline.
· Heart rate normalizes.
· Skin color improves.
· Pain decreases.
Improvement should be documented objectively using repeat observations and vital signs. Do not simply document:
"Patient feels better."

Instead document measurable findings whenever possible.



Documentation of Reassessment
Each reassessment should include:
· Time performed.
· Changes observed.
· Repeat vital signs.
· Mental status.
· Physical examination changes.
· New or resolved Red Flags.
· Patient response. Example:
1425 hours

Patient remains alert and oriented.

Heart rate decreased from 118 to 104 beats/minute.

Blood pressure stable at 124/76 mmHg.

Respiratory rate decreased from 26 to 20 breaths/minute. Reports chest discomfort decreased from 8/10 to 5/10.
No new Red Flags identified.

Objective documentation allows subsequent providers to understand the patient's progression over time.


Common Reassessment Errors
Several recurring mistakes reduce the effectiveness of reassessment.

Failure to Repeat Vital Signs
Obtaining only one set of vital signs prevents recognition of clinical trends.



Failure to Compare Findings
Repeating observations without comparing them to previous findings limits the value of reassessment.
Always ask:

"What has changed?"



Becoming Anchored to the Initial Impression
Responders sometimes continue believing their first impression despite new evidence. Remain willing to revise your assessment whenever new information becomes available.


Ignoring Subtle Deterioration
Patients often deteriorate gradually. Small changes accumulate.
Do not dismiss:

· Slight confusion.
· Mild increases in respiratory effort.
· Progressive tachycardia.
· Worsening skin color.
These may represent the earliest indicators of serious illness.



Clinical Integration
By this stage of the assessment, the responder has collected information from:
· Recognition
· Red Flags
· History
· Physical assessment
· Vital signs
· Reassessment
These findings now form the basis for the final step of the medical screening process:

Decision.

The responder is not attempting to diagnose disease.

Instead, the responder must answer one practical operational question:

"Based upon everything I have observed, what level of medical care does this patient require?"

That decision is the culmination of the entire medical screening process.



Clinical Pearl
Reassessment is not repeating the same examination—it is comparing the patient's current condition to their previous condition. Every reassessment should answer one question: "Is my patient improving, deteriorating, or remaining the same?"


Transition to Decision

With the assessment complete, the responder has developed a structured understanding of the patient's condition through observation, history, physical examination, objective measurements, and repeated reassessment.
The final responsibility is not to determine a diagnosis but to make an informed, defensible decision regarding the urgency of medical evaluation.
The next section introduces the Decision step, where all information gathered throughout the screening process is integrated to determine the most appropriate course of action.
This decision-making framework is the bridge between recognizing a potential medical
problem and ensuring the patient receives the appropriate level of care.


Decision
Introduction
The final step of the Medical Screening Process is Decision. Recognition identifies immediate concerns.
Red Flags highlight findings that may indicate serious illness or injury.

Assessment gathers objective information through history, physical examination, vital signs, and reassessment.
The Decision step answers the operational question that ultimately matters most:

"Based on everything I have observed, what level of medical care does this patient require?"

Executive protection personnel are not expected to diagnose disease or determine definitive medical treatment.
Instead, they are expected to recognize when a patient's condition exceeds the level of care that can safely be managed within the protective environment and ensure that the patient receives the appropriate medical evaluation.
Every decision should be based on objective observations rather than assumptions.



The Goal of Decision Making
The purpose of the Decision step is simple:

Place the patient in the appropriate level of medical care as quickly and safely as possible.
This may include:

· Continued observation
· Evaluation by a healthcare provider
· Transport to an urgent care facility
· Evaluation in an emergency department
· Immediate activation of Emergency Medical Services (EMS) The responder is not deciding what disease the patient has.
The responder is deciding how urgently that patient needs additional medical care.


Integrating the Entire Assessment
Before making a decision, mentally review the four Medical Screening Steps.

Recognition
· What was my initial impression?
· Did I identify any immediate life threats?
· Has my general impression changed?

Red Flags
· Are Red Flags present?
· Have new Red Flags appeared?
· Are multiple Red Flags occurring together?

Assessment
· What does the patient's history tell me?
· What did I find during the physical examination?
· What do the vital signs demonstrate?
· Has reassessment shown improvement or deterioration?
Only after considering the complete picture should the responder determine the appropriate disposition.


Thinking in Terms of Risk
The Decision step is fundamentally an exercise in risk assessment. The responder should ask:
· Could this condition rapidly worsen?
· Could delaying medical evaluation place the patient at risk?
· Am I comfortable explaining why I chose not to seek emergency care if the patient deteriorates?
When uncertainty exists, the safest decision is generally the appropriate decision. Medical screening favors patient safety over diagnostic certainty.


Decision Categories
For practical purposes, patients generally fall into one of three categories.

Category 1 – Immediate Emergency
These patients demonstrate findings consistent with an actual or potential life-threatening emergency.
Examples include:

· Airway compromise
· Respiratory distress
· Altered mental status
· Severe chest pain
· Stroke symptoms
· Significant trauma
· Severe allergic reaction
· Uncontrolled bleeding
· Persistent seizures
· Signs of shock
These patients require immediate activation of Emergency Medical Services and rapid transport to an emergency department.
Operational concerns should never delay emergency medical care.



Category 2 – Urgent Medical Evaluation
These patients do not appear immediately unstable but possess findings that require prompt medical assessment.
Examples include:

· Persistent abdominal pain
· Moderate dehydration
· Worsening infection
· Persistent fever with concerning symptoms
· New neurological complaints
· Moderate orthopedic injuries
· Persistent vomiting
· Significant but controlled pain
These patients should be evaluated by an appropriate healthcare provider as soon as practical.
Although immediate EMS activation may not be necessary, delaying medical evaluation is inappropriate.


Category 3 – Continued Observation
Some patients demonstrate:
· No Red Flags.
· Normal assessment findings.
· Stable vital signs.
· Improvement during reassessment.
These patients may be appropriate for continued observation while maintaining ongoing reassessment.
Observation is not the absence of medical care.

Observation requires continued vigilance because patient conditions may change unexpectedly.


Red Flags Always Take Priority
One of the most important principles in this guide is:
The presence of significant Red Flags always outweighs reassuring findings elsewhere in the assessment.

For example:

A patient may have:

· Normal blood pressure.
· Normal oxygen saturation.
· Minimal pain.
However, if that patient develops:
· New confusion.
· Facial droop.
· Arm weakness.
The neurological Red Flags require immediate emergency evaluation regardless of otherwise reassuring vital signs.
Similarly, a patient with:

· Mild chest discomfort.
· Normal blood pressure.
· Normal oxygen saturation.

may still require emergency evaluation if the overall clinical picture suggests an acute cardiac event.
Never allow one normal finding to override multiple concerning findings.



Avoiding Common Decision-Making Errors
Several cognitive errors commonly affect medical screening. Recognizing these pitfalls improves patient safety.
Anchoring
Anchoring occurs when responders become fixed on their first impression and fail to adjust their thinking as new information becomes available.
Example:

Assuming a patient is experiencing anxiety because they appear nervous, despite the later development of chest pain, diaphoresis, and hypotension.
Remain willing to revise your assessment throughout the encounter.



Confirmation Bias
Confirmation bias occurs when responders seek information that supports their initial conclusion while ignoring contradictory findings.
Instead, actively ask:

"What findings do not fit my current impression?"

This simple question frequently prevents missed emergencies.



Premature Closure
Premature closure occurs when the assessment stops too early. For example:
A patient reports feeling dizzy.

The responder attributes the dizziness to dehydration without obtaining vital signs or completing the neurological assessment.
The actual problem is an evolving stroke.

Complete the entire screening process before reaching a decision.



Normalcy Bias
Normalcy bias causes responders to underestimate the seriousness of unusual findings because the patient appears comfortable.
Patients experiencing serious medical emergencies frequently appear well during the early stages of illness.
Trust objective findings rather than appearance alone.



Operational Considerations
Executive protection personnel frequently operate in dynamic environments. Operational priorities may include:
· Maintaining protective coverage.
· Crowd management.
· Transportation.
· Security threats.
· Public visibility.
Although these factors influence logistics, they should never compromise appropriate medical decision-making.
When medical needs conflict with operational convenience, patient safety takes priority.

A deteriorating patient cannot be managed effectively if appropriate medical care is delayed.


Communication
Once a decision has been made, communicate clearly. Effective communication includes:

· Chief complaint.
· Pertinent history.
· Red Flags identified.
· Vital signs.
· Changes during reassessment.
· Operational concerns when appropriate.
· Reason for requesting medical evaluation.
Objective communication improves continuity of care and allows receiving providers to rapidly understand the patient's condition.


Documentation
Documentation should explain why the decision was made. Examples include:
· EMS activated because of persistent chest pain, diaphoresis, tachycardia, and worsening shortness of breath.
· Referred for urgent medical evaluation because of persistent fever, abdominal pain, and repeated vomiting.
· Continued observation following normal assessment, stable vital signs, absence of Red Flags, and symptom improvement during reassessment.
Good documentation demonstrates sound clinical reasoning rather than simply recording the final disposition.


Decision Is Dynamic
The Decision step is not permanent. Patients may improve.
Patients may deteriorate.

Each reassessment provides an opportunity to revise the decision if new information becomes available.
A patient initially appropriate for observation may later require emergency transport if new Red Flags develop.

Conversely, a patient whose symptoms resolve and whose reassessments remain reassuring may no longer require urgent evaluation.
Decision-making should remain flexible and responsive to the patient's evolving condition.



Chapter Summary
The Medical Screening Process consists of four integrated steps:
1. Recognition – Identify immediate life threats and form an initial general impression.
2. Red Flags – Recognize findings that suggest potentially serious illness or injury.
3. Assessment – Gather objective information through history, physical examination, vital signs, and reassessment.
4. Decision – Determine the most appropriate level of medical care based on the
complete clinical picture.
Each step builds upon the previous one.

No single finding should determine the final decision.

Instead, responders should integrate all available information, recognize patterns of illness and injury, identify trends, and continually reassess the patient as new information becomes available.
The goal is not to diagnose disease.

The goal is to recognize when illness or injury may represent a medical emergency and ensure that the patient receives the appropriate level of care in a timely manner.



Clinical Pearl
Good medical screening is not about being right—it is about being safe. When the assessment, Red Flags, or your overall impression suggest that a patient may have a serious medical condition, err on the side of timely medical evaluation. A structured screening process, combined with sound judgment and frequent reassessment, provides the best opportunity to recognize emergencies before they become catastrophes.



This completes Chapter 2 – The Medical Screening Process. At this point, Chapter 3 can begin applying this framework to each complaint-specific guideline (Chest Pain,

Abdominal Pain, Shortness of Breath, Stroke Symptoms, Syncope, Fever, Allergic Reaction, Trauma, etc.), with every chapter following the same Recognition → Red Flags
→ Assessment → Decision structure for consistency.



































CHAPTER 3
Medical Screening Guidelines


Chapter Purpose
This chapter applies the Medical Screening Process introduced in Chapter 2 to common illnesses and injuries encountered by Executive Protection personnel.
Each chief complaint follows the same structured format to support rapid recognition of concerning ﬁndings and reinforce a repeatable screening process. These guidelines are intended to assist Executive Protection personnel in recognizing patterns of illness or injury and determining the urgency of further medical evaluation. They are not intended to diagnose disease or replace evaluation by an appropriately licensed medical provider.
Each Medical Screening Guideline includes:

· Recognition
· Clinical Considerations
· 🔴 Red Flags
· 🟡 Yellow Findings
· 🟢 Green Findings
The Medical Screening Process described in Chapter 2 should be applied to every patient regardless of their chief complaint.


CHEST PAIN


Recognition
Chest pain is one of the most signiﬁcant complaints encountered during medical screening because it may represent a benign musculoskeletal condition or an immediately life-threatening cardiovascular, pulmonary, gastrointestinal, or vascular emergency. Since the underlying cause cannot be determined during an initial screening assessment, every patient presenting with chest pain should be evaluated systematically using the Medical Screening Process described in Chapter 2. The primary objective is to recognize patients who may require urgent medical evaluation—not to determine a diagnosis.


Clinical Considerations
Clinical presentation often provides important clues regarding the urgency of the patient's condition.
· Sudden onset of chest pain increases concern for an acute cardiovascular, pulmonary, or vascular emergency.
· Gradual onset over several days is more commonly associated with musculoskeletal, infectious, or gastrointestinal conditions.
· Chest pain occurring during physical exertion increases concern for myocardial ischemia.
· Chest pain reproducible with palpation is more commonly associated with musculoskeletal injury.
· Burning discomfort associated with meals or while lying ﬂat is more commonly associated with gastroesophageal reﬂux disease.
· Chest discomfort that worsens with deep inspiration is more commonly associated with pleuritic or pulmonary conditions.
· Complaint-speciﬁc physical assessment should include evaluation for chest wall tenderness and symmetry of chest expansion.


🔴 RED FLAGS
The following ﬁndings suggest the possibility of a serious medical condition requiring immediate medical evaluation.
· Chest pain described as stabbing or crushing
· Pain radiating to the jaw, arm, or back
· Abnormal pulse
· Sweating (diaphoresis)
· Dizziness
· Syncope
· Altered mental status
· Associated nausea or vomiting
· Any chest pain in patients ≥40 years with a personal or family history of myocardial infarctionred ﬂags per CC



🟡 YELLOW FINDINGS
The following ﬁndings warrant timely medical evaluation and increased observation.

· Productive cough lasting longer than seven days
· Elevated temperaturered ﬂags per CC

· Symptoms lasting longer than ten days



🟢 GREEN FINDINGS
The following ﬁndings are more commonly associated with less urgent conditions when occurring in isolation.
· Cold-like symptoms
· Reproducible chest pain
· Isolated musculoskeletal pain
· Heartburnred ﬂags per CC

· History of panic attacks



Clinical Pearl

Reproducible chest wall tenderness decreases the likelihood of acute coronary syndrome but does not exclude it. Always consider the patient's complete presentation rather than any single ﬁnding.


SHORTNESS OF BREATH


Recognition
Shortness of breath may result from respiratory, cardiac, allergic, metabolic, environmental, or psychological conditions. Because respiratory compromise can rapidly deteriorate, patients with diﬃculty breathing should be evaluated immediately for signs of airway compromise, inadequate ventilation, or poor oxygenation. The objective of medical screening is to recognize patients requiring immediate medical evaluation while identifying ﬁndings more consistent with less urgent conditions.



Clinical Considerations

· Sudden onset increases concern for pulmonary embolism, pneumothorax, airway obstruction, anaphylaxis, or cardiac disease.
· Gradual progression over several days is more commonly associated with respiratory infection or chronic pulmonary disease.
· Symptoms occurring after allergen exposure increase concern for an allergic reaction.
· Symptoms occurring during physical exertion may suggest underlying cardiac or pulmonary disease.
· Progressive shortness of breath associated with fever and productive cough increases concern for pneumonia.
· Complaint-speciﬁc physical assessment should include evaluation for accessory muscle use, tripod positioning, ability to speak in complete sentences, and symmetry of chest expansion.


🔴 RED FLAGS
· Cyanosis
· Accessory muscle use
· SpO₂ less than 90%
· Airway swelling
· Hives associated with respiratory symptoms
· Altered mental status
· SIRS/Sepsis criteria
· Irregular pulse
· Sweating
· Chest pain or pressure radiating to the jaw or shoulder
· Personal or family history of signiﬁcant cardiac disease
· Inability to speakred ﬂags per CC

· Tripod positioning



🟡 YELLOW FINDINGS
· Elevated temperature
· Productive cough
· Symptoms lasting longer than ten days
· History of asthma with wheezingred ﬂags per CC

· History of COPD exacerbations

🟢 GREEN FINDINGS
· Cold-like symptoms
· Seasonal allergy symptomsred ﬂags per CC

· History of panic attacks



Clinical Pearl

Patients who can no longer speak in complete sentences are often compensating poorly and should be considered high priority regardless of their oxygen saturation.


ABDOMINAL PAIN


Recognition
Abdominal pain is one of the broadest chief complaints encountered during medical screening and may represent anything from self-limited gastrointestinal illness to life-threatening intra-abdominal emergencies.
Because serious abdominal conditions often present with nonspeciﬁc symptoms, recognition depends on identifying patterns of pain, associated symptoms, abnormal vital signs, and concerning physical assessment ﬁndings.



Clinical Considerations
· Sudden onset of severe abdominal pain increases concern for a surgical abdomen or vascular emergency.
· Pain beginning near the umbilicus before migrating to the right lower quadrant increases concern for appendicitis.
· Right upper quadrant pain associated with fever or jaundice increases concern for hepatobiliary disease.
· Pain radiating into the back increases concern for pancreatic or vascular pathology.
· Diﬀuse abdominal pain with progressive distention increases concern for bowel obstruction or peritonitis.

· Complaint-speciﬁc physical assessment should include evaluation for guarding, rebound tenderness, abdominal rigidity, abdominal distention, and localization of tenderness.


🔴 RED FLAGS
· Abnormal vital signs
· Abdominal rigidity or rebound tenderness
· Severe pain
· Fever with jaundice and right upper quadrant pain
· Conﬁrmed pregnancy
· Alcoholism
· Immunocompromised patient
· Right lower quadrant pain
· Sudden severe tearing back pain
· Recent trauma within 72 hours
· Melena
· Coﬀee-ground emesis
· Periumbilical pain
· Chest pain associated with nausea or vomiting
· Severe testicular pain
· Feverred ﬂags per CC

· Tachycardia



🟡 YELLOW FINDINGS
· Loss of appetite followed by nauseared ﬂags per CC

· Symptoms lasting longer than one week



🟢 GREEN FINDINGS
· Pain following nausea, vomiting, or diarrhea
· Female pelvic pain
· Constipation greater than three daysred ﬂags per CC

· Urinary symptoms



Clinical Pearl

The patient's appearance and overall assessment are often more important than the location of abdominal pain alone.


HEADACHE


Recognition
Headache is a common complaint that ranges from uncomplicated primary headaches to life-threatening neurologic emergencies. The objective of medical screening is to identify patients whose headache may represent intracranial hemorrhage, stroke, central nervous system infection, hypertensive emergency, or other serious pathology requiring immediate medical evaluation.



Clinical Considerations
· Sudden onset of severe headache ("thunderclap headache") increases concern for intracranial hemorrhage.
· Progressive headaches developing over days are more commonly associated with infectious or primary headache disorders.
· Headache associated with fever increases concern for central nervous system infection.
· Headache occurring after head trauma requires screening for traumatic brain injury.
· Visual disturbances accompanying headache increase concern for neurologic or ophthalmologic disease.
· Complaint-speciﬁc physical assessment should include evaluation for facial symmetry, speech abnormalities, arm drift, unequal pupils, gait abnormalities (when safe), and nuchal rigidity.


🔴 RED FLAGS
· Sudden onset severe headache
· Focal neurologic deﬁcits
· Blown pupil
· Severe hypertension

· Fever
· Vision changes or vision loss
· Pregnancy greater than 20 weeks with severe headache
· Inability to touch the chin to the chest
· Altered mental statusred ﬂags per CC

· Recent altitude change



🟡 YELLOW FINDINGS
· History of migraines or headaches
· Symptoms lasting longer than three days
· Nausea or vomitingred ﬂags per CC

· Medication involvement



🟢 GREEN FINDINGS
· No associated symptoms
· Stable vital signs
· Known history of headaches
· Known dehydrationred ﬂags per CC

· Symptoms relieved with darkness and rest



Clinical Pearl

A patient describing the "worst headache of my life" should always be considered high risk until evaluated by an appropriate medical provider.
BACK PAIN


Recognition
Back pain is a common complaint encountered during medical screening and is most frequently caused by uncomplicated musculoskeletal injury. However, it may also represent a life-threatening vascular emergency, spinal cord compression, vertebral fracture, renal disease, or serious infection. Because potentially serious causes cannot be determined during the initial screening assessment, every patient presenting with back pain should undergo the complete Medical Screening Process described in Chapter 2. The objective is to recognize patients requiring immediate medical evaluation while distinguishing them from those more likely to have uncomplicated musculoskeletal pain.



Clinical Considerations
The patient's history and pattern of symptoms frequently provide important clues regarding the urgency of their condition.
· Sudden onset of severe back pain increases concern for vascular emergencies, spinal injury, or acute neurologic compromise.
· A ripping or tearing sensation radiating into the chest or abdomen increases concern for an abdominal aortic aneurysm or aortic dissection.
· Back pain following signiﬁcant trauma increases concern for vertebral fracture.
· Flank pain occurring in waves is more commonly associated with renal colic.
· Fever associated with back pain increases concern for spinal infection or pyelonephritis.
· Progressive numbness, weakness, or bowel/bladder dysfunction increases concern for spinal cord compression or cauda equina syndrome.
· Complaint-speciﬁc physical assessment should include evaluation for:
· Midline vertebral tenderness
· Costovertebral angle tenderness
· Saddle anesthesia
· Lower extremity motor deﬁcits
· Lower extremity sensory deﬁcits

🔴 RED FLAGS
The following ﬁndings suggest the possibility of a serious medical condition requiring immediate medical evaluation.
· Sudden onset with severe pain
· Ripping or tearing sensation
· Nausea or vomiting
· Diaphoresis
· Chest pain
· Shortness of breath
· Abnormal vital signs
· Fever
· Saddle anesthesia
· Urinary retention or urinary incontinence
· Fecal incontinence
· Motor deﬁcits
· Trauma with vertebral tenderness or neuropathy
· Abdominal painred ﬂags per CC

· Severe ﬂank pain occurring in waves



🟡 YELLOW FINDINGS
The following ﬁndings warrant timely medical evaluation and closer observation.
· Known urinary tract infection or kidney infection currently receiving treatment
· History of kidney stonesred ﬂags per CC

· History of recurrent urinary tract infections



🟢 GREEN FINDINGS
The following ﬁndings are more commonly associated with uncomplicated musculoskeletal conditions when occurring in isolation.
· Musculoskeletal causered ﬂags per CC

· Known sciatic nerve impingement



Clinical Pearl

Neurologic ﬁndings are often more signiﬁcant than the severity of the patient's pain. Even moderate back pain accompanied by weakness, numbness, or bowel/bladder dysfunction should be considered high risk.



FEVER


Recognition
Fever is one of the most common symptoms encountered during medical screening and is most often associated with uncomplicated viral or bacterial illness. However, fever may also indicate sepsis, meningitis, heat-related illness, severe systemic infection, or other life-threatening medical emergencies. The purpose of medical screening is to recognize patients with concerning associated ﬁndings rather than focusing solely on the measured body temperature.



Clinical Considerations
Clinical presentation frequently provides more useful information than the patient's temperature alone.
· Fever associated with altered mental status increases concern for serious systemic illness.
· Fever accompanied by neck stiﬀness or light sensitivity increases concern for meningitis.
· Persistent tachycardia or abnormal vital signs may indicate sepsis or signiﬁcant dehydration.
· Fever following recent international travel increases concern for travel-associated infectious disease.
· Fever in immunocompromised patients may progress rapidly despite relatively mild initial symptoms.
· Complaint-speciﬁc physical assessment should include evaluation for:
· Nuchal rigidity
· Generalized rash
· Evidence of dehydration
· Heat-related illness
· Altered mental status


🔴 RED FLAGS
· Heat injury
· Stiﬀ neck
· Light sensitivity
· Pregnancy
· Seizure
· Lightheadedness or dizziness
· Signiﬁcant tachycardia or abnormal vital signs
· Immunosuppression
· HIV positive
· Recent travel to a malaria-endemic area
· Animal exposure
· Intravenous drug use
· Sepsis criteria
Pediatric
· Fever greater than 104°F (40°C)
· Fever greater than 100.4°F (38°C) lasting more than three days
· Seizures
· Altered mental status
· Lethargy
· Shortness of breathred ﬂags per CC

· Cyanosis



🟡 YELLOW FINDINGS
· Overseas travel within the previous six months
· Tick or mosquito bite
· Associated sore throat
· Ear pain
· Diarrheared ﬂags per CC

· Pain with urination



🟢 GREEN FINDINGS
· Cold or ﬂu-like symptoms
· Known exposure to another person with uncomplicated viral illness
red ﬂags per CC




Clinical Pearl

A fever is a symptom—not the diagnosis. The patient's overall appearance, mental status, and associated ﬁndings are often more important than the measured temperature.



NAUSEA & VOMITING


Recognition
Nausea and vomiting are common complaints that may result from gastrointestinal illness, medication side eﬀects, pregnancy, metabolic disorders, neurologic disease, or surgical emergencies. While many patients have self-limited illness, persistent vomiting or vomiting associated with concerning symptoms may indicate a life-threatening condition. Medical screening should focus on identifying associated ﬁndings that increase the urgency of evaluation.



Clinical Considerations
The circumstances surrounding the onset of nausea and vomiting frequently provide valuable clues regarding the severity of the underlying condition.
· Sudden onset of vomiting associated with severe abdominal pain increases concern for an acute abdominal emergency.
· Vomiting following recent head trauma increases concern for traumatic brain injury.
· Coﬀee-ground emesis or vomiting blood suggests upper gastrointestinal bleeding.
· Persistent vomiting may rapidly result in dehydration and electrolyte abnormalities.
· New nausea and vomiting in a patient with diabetes increases concern for diabetic ketoacidosis.
· Complaint-speciﬁc physical assessment should include evaluation for:
· Abdominal distention
· Guarding
· Rebound tenderness
· Localization of abdominal tenderness

· Signs of dehydration



🔴 RED FLAGS
· Vomiting blood or coﬀee-ground emesis
· Melena
· Altered mental status
· Chest pain
· Abdominal pain followed by nausea and vomiting
· Abdominal distention
· Sudden severe back pain
· New symptoms in a diabetic patient
· Recent head traumared ﬂags per CC

· Dizziness



🟡 YELLOW FINDINGS
· Continuous vomiting for more than 72 hours
· Signs of dehydration
· Orthostatic hypotensionred ﬂags per CC

· Unable to maintain oral intake



🟢 GREEN FINDINGS
· Associated headache or migraine
· Heartburn
· Pregnancy
· Known questionable food choice within the previous 6–8 hours
red ﬂags per CC




Clinical Pearl

Persistent vomiting can quickly lead to dehydration, particularly in children and older adults. Reassessment and trending vital signs are often more informative than a single evaluation.


DIARRHEA / GASTROINTESTINAL COMPLAINTS


Recognition
Diarrhea is a common gastrointestinal complaint and is most often associated with viral illness, foodborne disease, medication side eﬀects, or chronic gastrointestinal disorders. Although most cases are self-limiting, diarrhea may also indicate severe dehydration, gastrointestinal hemorrhage, bowel obstruction, inﬂammatory bowel disease, or serious infection. Medical screening should focus on identifying associated ﬁndings that increase the urgency of evaluation while recognizing patients who require immediate medical care.



Clinical Considerations
The patient's history and associated symptoms frequently provide valuable clues regarding the severity of the underlying illness.
· Sudden onset following questionable food consumption is more commonly associated with foodborne illness.
· Persistent diarrhea lasting several days increases the risk of dehydration and electrolyte abnormalities.
· Bloody diarrhea increases concern for gastrointestinal bleeding, inﬂammatory bowel disease, or severe infection.
· Signiﬁcant weight loss suggests chronic disease or prolonged illness.
· Recent hospitalization increases concern for healthcare-associated gastrointestinal infection.
· Vomiting associated with abdominal distention and inability to pass stool increases concern for bowel obstruction.
· Complaint-speciﬁc physical assessment should include evaluation for:
· Abdominal distention
· Guarding
· Rebound tenderness
· Localization of abdominal tenderness
· Signs of dehydration



🔴 RED FLAGS

The following ﬁndings suggest the possibility of a serious medical condition requiring immediate medical evaluation.
Diarrhea

· Melena
· Vomiting blood or coﬀee-ground emesis
· Severe abdominal pain
· Signiﬁcant weight loss
· History of inﬂammatory bowel disease
· Bloody diarrhea
· Recent hospitalization
· Hypovolemia
Suspected Bowel Obstruction
· Fever
· Tachycardia
· No stool production greater than three days
· Dizziness
· Vomiting stool or green bile
· Abdominal distention or rigidityred ﬂags per CC

· Severe abdominal pain



🟡 YELLOW FINDINGS
· Greater than six unformed stools within 24 hours
· Continuous diarrhea for three or more days
· Mild hypovolemiared ﬂags per CC

· Associated nausea or vomiting



🟢 GREEN FINDINGS
· Flu-like symptoms
· Known questionable food choice within the previous 6–8 hours
· Known IBS or Crohn's disease ﬂarered ﬂags per CC

· Known exposure to another person with similar symptoms



Clinical Pearl

Dehydration often develops gradually. Trending mental status and vital signs over time is frequently more valuable than a single assessment.


SYNCOPE


Recognition
Syncope is a transient loss of consciousness resulting from temporary inadequate cerebral perfusion. While many episodes are benign and self-limiting, syncope may also be the ﬁrst indication of life-threatening cardiac, neurologic, metabolic, or environmental illness. Medical screening should focus on identifying associated ﬁndings that increase concern for serious underlying disease.



Clinical Considerations
The events immediately before and after the syncopal episode often provide the most valuable screening information.
· Syncope occurring during physical exertion increases concern for a cardiac cause.
· Syncope preceded by chest pain or shortness of breath increases concern for cardiovascular disease.
· Failure to rapidly return to baseline mental status increases concern for seizure, head injury, or metabolic illness.
· Witnessed seizure activity should prompt consideration of an alternate diagnosis.
· Complaint-speciﬁc physical assessment should include evaluation for:
· Evidence of head injury
· Gait instability
· Facial asymmetry
· Arm drift
· Persistent confusion



🔴 RED FLAGS
· Abnormal vital signs

· Irregular pulse
· Witnessed seizure or seizure history
· Signiﬁcant head injury
· Heat injury
· Chest pain
· Shortness of breath
· Failure to rapidly recover
· Suspected drug or alcohol ingestion
· Altered mental status
· Unstable gait
· Diabetes
· Syncope during physical exertion
· Dizziness
· Diaphoresisred ﬂags per CC

· Tunnel vision or visual disturbance before or after the event



🟡 YELLOW FINDINGS
· Vertigo
· Appears anxiousred ﬂags per CC

· Known medical condition



🟢 GREEN FINDINGSred ﬂags per CC

· Vasovagal episode with complete recovery



Clinical Pearl

Loss of consciousness is a symptom—not a diagnosis. Focus on identifying the underlying cause and any associated Red Flags.


ALLERGIC REACTION


Recognition

Allergic reactions range from mild localized symptoms to rapidly progressive anaphylaxis. Because deterioration can occur within minutes, medical screening should focus on identifying airway compromise, respiratory involvement, and evidence of cardiovascular instability rather than the severity of the skin ﬁndings alone.



Clinical Considerations
Clinical presentation often predicts severity better than the extent of the rash.
· Diﬃculty breathing or swallowing suggests progression toward anaphylaxis.
· Swelling involving the tongue or throat increases concern for airway compromise.
· Respiratory symptoms occurring with hives increase concern for systemic allergic reaction.
· Previous anaphylaxis signiﬁcantly increases the likelihood of recurrent severe reactions.
· Complaint-speciﬁc physical assessment should include evaluation for:
· Tongue swelling
· Lip swelling
· Facial swelling
· Hives
· Hoarse voice
· Persistent cough



🔴 RED FLAGS
· Shortness of breath
· Diﬃculty or noisy breathing
· Wheezing
· Persistent cough
· Swelling of the tongue
· Tight or hoarse throat
· Diﬃculty talking or swallowing
· Swelling of the face or lips
· Dizziness
· Syncope
· Pale or ﬂoppy child
· Altered mental statusred ﬂags per CC

· Previous history of anaphylaxis


🟡 YELLOW FINDINGS
· Mild swelling of the face, lips, or eyes
· Rash with hives or welts
· Itching or tingling around the mouth
· Nausea or vomitingred ﬂags per CC

· Previous allergic reaction



🟢 GREEN FINDINGS
· Sneezing
· Runny nose
· Itchy or watery eyes
· Isolated area of hives or rednessred ﬂags per CC

· No respiratory involvement



Clinical Pearl

Respiratory involvement—not the size of the rash—is the most important indicator of a potentially life-threatening allergic reaction.


STROKE (CVA)


Recognition
Stroke is a time-sensitive medical emergency caused by interruption of blood ﬂow to the brain or bleeding within the brain. Early recognition and rapid activation of emergency medical services signiﬁcantly improve patient outcomes. Medical screening should prioritize identifying sudden neurologic deﬁcits and determining the time the patient was last known to be at their normal baseline.



Clinical Considerations
· Sudden onset of neurologic deﬁcits strongly increases concern for stroke.

· Symptoms that resolve quickly may represent a transient ischemic attack (TIA) and still require emergency evaluation.
· Recent head trauma in patients taking anticoagulants increases concern for intracranial hemorrhage.
· Establish the Last Known Well time whenever possible.
· Complaint-speciﬁc physical assessment should include evaluation for:
· Facial symmetry
· Arm drift
· Speech abnormalities
· Gait abnormalities (when safe)
· Visual ﬁeld deﬁcits
· Unilateral weakness



🔴 RED FLAGS
· Loss of consciousness
· Altered mental status
· Focal neurologic deﬁcits
· Unilateral paralysis
· Facial asymmetry
· Altered speech
· Vision loss
· Facial droop
· Arm drift
· Sudden severe headache
· Sudden confusion
· Nausea, vomiting, or dizziness
· Loss of balance
· Recent head traumared ﬂags per CC

· Fall while taking anticoagulants



🟡 YELLOW FINDINGSred ﬂags per CC

· Symptoms resolved quickly with patient refusing treatment



🟢 GREEN FINDINGS

· Syncopal episode with rapid recovery, normal vital signs, and return to normal mental statusred ﬂags per CC




Clinical Pearl

A stroke cannot be ruled out because symptoms improve. Patients with rapidly resolving neurologic deﬁcits still require emergency evaluation.
SEIZURES


Recognition
Seizures result from abnormal electrical activity within the brain and may occur in patients with a known seizure disorder or as the ﬁrst manifestation of an acute medical emergency. Although many seizures resolve spontaneously, prolonged seizures, recurrent seizures, or seizures associated with trauma or pregnancy require immediate medical evaluation. The objective of medical screening is to recognize patients who may be experiencing a life-threatening condition while identifying those requiring urgent neurological evaluation.



Clinical Considerations
The circumstances surrounding the seizure frequently provide valuable clues regarding the urgency of the patient's condition.
· A ﬁrst-time seizure should always be considered abnormal until evaluated by an appropriate medical provider.
· Seizures lasting longer than ﬁve minutes signiﬁcantly increase the risk of complications.
· Recurrent seizures without regaining consciousness (status epilepticus) constitute a medical emergency.
· Pregnancy, diabetes, or signiﬁcant trauma associated with a seizure increases concern for an underlying life-threatening condition.
· Complaint-speciﬁc physical assessment should include evaluation for:
· Evidence of head trauma
· Tongue injury
· Urinary incontinence
· Persistent postictal confusion
· Focal neurologic deﬁcits following the seizure



🔴 RED FLAGS
The following ﬁndings suggest the possibility of a serious medical condition requiring immediate medical evaluation.
· Witnessed seizure
· Seizure lasting longer than ﬁve minutes
· Recurrent seizure before regaining consciousness

· Diﬃculty breathing
· Signiﬁcant injury or head trauma
· Seizure occurring in water
· Pregnancy
· Diabetes
· First-time seizurered ﬂags per CC

· Cyanosis



🟡 YELLOW FINDINGS
· Pediatric febrile seizure (12–18 months) with rapid resolution and parents refusing transport
· Pediatric patient with known absence seizures
· Patient with a known seizure disorder currently prescribed anticonvulsant medicationred ﬂags per CC



🟢 GREEN FINDINGSred ﬂags per CC

· None identiﬁed



Clinical Pearl

The patient's condition after the seizure is often more important than the seizure itself. Failure to rapidly return to baseline mental status should always increase concern.


HEAD INJURY


Recognition
Head injuries range from minor scalp injuries to life-threatening traumatic brain injuries. Because even seemingly minor head trauma may result in delayed intracranial bleeding, particularly in older adults and patients taking anticoagulant medications, every patient with a head injury should undergo a careful medical screening assessment.


Clinical Considerations
· Any loss of consciousness increases concern for traumatic brain injury.
· Progressive headache, vomiting, or confusion following head trauma increases concern for intracranial injury.
· Anticoagulant use signiﬁcantly increases the risk of intracranial hemorrhage following even minor trauma.
· Mechanism of injury should always be considered when evaluating the severity of head trauma.
· Complaint-speciﬁc physical assessment should include evaluation for:
· Scalp deformity
· Skull depression
· Unequal pupils
· Facial asymmetry
· Persistent confusion
· Signs of basilar skull fracture
· Repeated vomiting



🔴 RED FLAGS
To be completed during manuscript review. Your uploaded document contains a heading for Head Injury, but no Red, Yellow, or Green ﬁndings are listed beneath it.red ﬂags per CC



🟡 YELLOW FINDINGS
To be completed.red ﬂags per CC




🟢 GREEN FINDINGS
To be completed.red ﬂags per CC




Clinical Pearl

A patient who "looks ﬁne" immediately after a head injury may still develop delayed intracranial bleeding. Reassessment is essential.


FRACTURE / DISLOCATION


Recognition
Fractures and dislocations are common traumatic injuries encountered during Executive Protection operations. While many isolated extremity injuries can be managed without emergency intervention, open fractures, major joint dislocations, pelvic fractures, and injuries associated with signiﬁcant trauma require immediate medical evaluation. Medical screening should focus on identifying limb-threatening or life-threatening injuries.



Clinical Considerations
· High-energy mechanisms increase concern for associated internal injuries.
· Open fractures signiﬁcantly increase the risk of infection and severe hemorrhage.
· Pelvic and femur fractures may result in signiﬁcant internal blood loss.
· Neurovascular compromise increases the urgency of treatment.
· Complaint-speciﬁc physical assessment should include evaluation for:
· Gross deformity
· Open wounds
· Distal sensation
· Distal motor function
· Distal circulation
· Joint instability



🔴 RED FLAGS
· Uncontrolled bleeding
· Open fracture
· Gross disarticulation
· Major joint dislocation without rapid self-reduction
· Suspected clavicle fracture
· Suspected rib fracture from blunt trauma
· Skull fracture
· Pelvic fracture
· Femur fracture

· Signiﬁcant traumatic mechanismred ﬂags per CC




🟡 YELLOW FINDINGS
· Major joint dislocation with spontaneous reduction
· Finger dislocation without self-reductionred ﬂags per CC

· Finger fracture impairing normal daily activities



🟢 GREEN FINDINGS
· Finger dislocation with spontaneous reductionred ﬂags per CC

· Finger fracture without impairment of daily activities



Clinical Pearl

Always compare the injured extremity with the uninjured side when evaluating deformity and circulation.


LACERATIONS / BLEEDING


Recognition
Most lacerations are uncomplicated and can be managed with basic hemorrhage control. However, severe bleeding, deep tissue injury, and wounds involving critical structures may rapidly become limb-threatening or life-threatening. Medical screening should prioritize hemorrhage control while identifying injuries requiring surgical evaluation.



Clinical Considerations
· Bleeding that does not respond to direct pressure increases concern for arterial injury.
· Deep wounds exposing tendons, bone, or ligaments frequently require surgical evaluation.

· Anticoagulant use increases the risk of prolonged or recurrent bleeding.
· Loss of function suggests injury involving deeper structures.
· Complaint-speciﬁc physical assessment should include evaluation for:
· Depth of wound
· Tendon exposure
· Bone exposure
· Distal motor function
· Distal sensation
· Distal circulation



🔴 RED FLAGS
· Massive hemorrhage
· Syncope
· Altered mental status
· Injury likely requiring surgery
· Bleeding uncontrolled by direct pressure
· Anticoagulant use
· Exposure of tendons, ligaments, or bone
· Degloving injuryred ﬂags per CC

· Loss of digit or appendage



🟡 YELLOW FINDINGS
· Bleeding controlled only with signiﬁcant pressure or heavy bandaging
· Laceration likely requiring suturesred ﬂags per CC

· Injury preventing normal daily activities



🟢 GREEN FINDINGS
· Bleeding controlled with light to moderate pressure
· Bleeding stops within ﬁve minutes
· Small lacerationred ﬂags per CC

· Daily function not impaired



Clinical Pearl

The amount of blood visible on clothing or the ground often overestimates actual blood loss. Base your concern on the patient's condition and the eﬀectiveness of hemorrhage control rather than appearance alone.
BURNS


Recognition
Burn injuries may result from thermal, electrical, chemical, friction, or contact mechanisms. While many burns are minor and can be treated with basic ﬁrst aid, others may rapidly become life-threatening because of airway involvement, associated trauma, or extensive tissue damage. Medical screening should focus on identifying patients requiring immediate medical evaluation while recognizing injuries appropriate for outpatient care.



Clinical Considerations
The mechanism of injury and extent of the burn frequently provide important clues regarding injury severity.
· Burns involving the face or neck increase concern for airway compromise.
· Burns sustained in an enclosed space increase concern for inhalation injury.
· Electrical burns may produce signiﬁcant internal injuries despite minimal external ﬁndings.
· Circumferential burns may compromise circulation distal to the injury.
· Burn size is best estimated using the Rule of Nines.
· Complaint-speciﬁc physical assessment should include evaluation for:
· Burn depth
· Estimated Total Body Surface Area (TBSA)
· Circumferential burns
· Facial burns
· Evidence of inhalation injury
· Distal circulation of burned extremities



🔴 RED FLAGS
The following ﬁndings suggest the possibility of a serious burn injury requiring immediate medical evaluation.
· All burns >10% TBSA
· Third-degree (full-thickness) burns
· Electrical burns
· Electrocution

· Contact burns
· Diﬃculty breathing
· Altered mental status
· Circumferential burns
· Drowsiness
· Associated traumared ﬂags per CC

· Severe pain



🟡 YELLOW FINDINGS
The following ﬁndings warrant timely medical evaluation.
· Second-degree burns
· Unable to perform normal daily activities
· Exhaustionred ﬂags per CC

· Signs of infection



🟢 GREEN FINDINGS
The following ﬁndings are more commonly associated with less urgent burns.
· Sunburnred ﬂags per CC

· Small surface burn with blister



Clinical Pearl

Burn severity is determined by depth, location, and total body surface area, not simply by the amount of pain experienced by the patient.


FALLS


Recognition
Falls are among the most common mechanisms of injury encountered by Executive Protection personnel and may result in injuries ranging from minor abrasions to life-threatening head, spinal, thoracic, abdominal, or pelvic

trauma. Older adults, anticoagulated patients, and individuals who fall from signiﬁcant heights are at increased risk for serious injury despite minimal external signs. The goal of medical screening is to identify patients who require immediate medical evaluation while recognizing those with uncomplicated injuries.



Clinical Considerations
The mechanism of the fall often predicts injury severity.
· Falls from greater than twice the patient's height signiﬁcantly increase concern for major traumatic injury.
· A head strike increases concern for traumatic brain injury, particularly in patients taking anticoagulants.
· Loss of consciousness before or after the fall may indicate a medical cause rather than trauma alone.
· Amnesia surrounding the event increases concern for concussion or traumatic brain injury.
· Complaint-speciﬁc physical assessment should include evaluation for:
· Head injury
· Midline spinal tenderness
· Pelvic instability
· Major deformity
· Focal neurologic deﬁcits
· Ability to ambulate safely



🔴 RED FLAGS
· Syncope or deteriorating level of consciousness
· Fall from greater than twice body height
· Head strike
· Signiﬁcant deformity
· Altered mental status
· Signiﬁcant bleeding
· Altered vision
· Focal neurologic deﬁcit
· Altered gait
· Major bruising
· Anticoagulant use with head injury or abdominal pain
· Combative behavior

· Restlessness
· Repeated vomiting
· Seizure
· Suspected skull fracture
· Paralysis
· Amnesia greater than 30 minutes before the eventred ﬂags per CC

· High-impact mechanism



🟡 YELLOW FINDINGS
· Headache
· Migraine following the fall
· Moderate bruisingred ﬂags per CC

· Controlled bleeding



🟢 GREEN FINDINGS
· Minor bruising
· Abrasionsred ﬂags per CC

· Minor lacerations



Clinical Pearl

Older adults and patients taking anticoagulants may sustain life-threatening injuries after seemingly minor falls.


DIABETIC EMERGENCIES


Recognition
Diabetic emergencies commonly result from abnormal blood glucose levels and may rapidly progress to altered mental status, seizures, or loss of consciousness if left untreated. Both hypoglycemia and hyperglycemia should be considered in any patient with diabetes or unexplained changes in mental

status. Medical screening should focus on identifying abnormal blood glucose levels and associated ﬁndings requiring immediate intervention.



Clinical Considerations
· Hypoglycemia often develops rapidly and may present with sweating, tremors, confusion, or behavioral changes.
· Hyperglycemia usually develops more gradually and is commonly associated with excessive thirst, frequent urination, dehydration, and progressive fatigue.
· Patients with altered mental status should have a blood glucose level obtained whenever available.
· Complaint-speciﬁc physical assessment should include evaluation for:
· Blood glucose level
· Signs of dehydration
· Fruity or sweet-smelling breath
· Tremors
· Mental status changes



🔴 RED FLAGS
· Altered mental status
· Irregular respirations
· Blood glucose level less than 40 mg/dL
· Blood glucose level greater than 600 mg/dL (or "HI" on the glucometer)
· Fruity or sweet-smelling breath
· Diaphoresis
· Increased thirst or urination
· Syncope
· Visual disturbance
· Severe headachered ﬂags per CC

· Severe fatigue



🟡 YELLOW FINDINGS
· Shaking or tremors
· Nausea or vomiting
· Mild abdominal pain

· Moderate fatigue
· Mild headachered ﬂags per CC

· Poor medication compliance



🟢 GREEN FINDINGS
· Anxiety
· Restlessness
· Minor fatigue
· Agitation
· Predicted onset of symptoms
· Symptoms completely resolve after blood glucose returns to normal range
red ﬂags per CC




Clinical Pearl

An unexplained change in mental status should always prompt consideration of a diabetic emergency until proven otherwise.


PSYCHIATRIC EMERGENCIES


Recognition
Behavioral health emergencies may present as depression, anxiety, psychosis, suicidal ideation, homicidal ideation, panic attacks, or other signiﬁcant changes in behavior. The primary objective of medical screening is to identify patients who present an immediate danger to themselves or others while recognizing those requiring urgent behavioral health evaluation.



Clinical Considerations
· Determine whether the patient presents an immediate threat to themselves or others.
· Patients expressing suicidal or homicidal intent should be taken seriously regardless of their apparent emotional state.

· Sudden behavioral changes may result from medical illness rather than psychiatric disease.
· Complaint-speciﬁc assessment should include evaluation for:
· Suicidal ideation
· Homicidal ideation
· Hallucinations
· Ability to care for basic needs
· Reality-based thinking



🔴 RED FLAGS
· Suicidal or homicidal plans or ideations
· Access to lethal means
· Expressed intent
· Severe psychosis
· Active hallucinations
· Severe confusion
· Uncontrolled violence
· Refusal to eat or drink
· Catatonia
· Severe panicred ﬂags per CC

· Hearing voices



🟡 YELLOW FINDINGS
· Talking about death
· Giving away possessions
· Sudden mood changes
· Anxiety
· Depression
· Crying spells
· Recent loss
· Social withdrawalred ﬂags per CC

· Stopped taking psychiatric medications



🟢 GREEN FINDINGS
· Mild sadness

· Routine life stress
· Worry about daily events
· History of panic or anxiety attacks that completely resolved during your presencered ﬂags per CC




Clinical Pearl

Never dismiss statements about suicide or self-harm as "attention seeking." Every expressed threat should be taken seriously until evaluated by an appropriate mental health professional.


OBSTETRIC / GYNECOLOGIC EMERGENCIES


Recognition
Obstetric and gynecologic complaints range from routine menstrual concerns to life-threatening pregnancy-related emergencies. Medical screening should focus on identifying pregnancy-related complications, signiﬁcant bleeding, infection, severe pain, and trauma while recognizing patients requiring immediate medical evaluation.



Clinical Considerations
· Any female of childbearing age presenting with abdominal or pelvic pain should be considered pregnant until proven otherwise.
· Pelvic pain during pregnancy signiﬁcantly increases concern for obstetric emergencies.
· Vaginal bleeding without a known menstrual cycle warrants careful evaluation.
· Pregnancy beyond 20 weeks with abdominal pain increases concern for pregnancy-related complications.
· Complaint-speciﬁc physical assessment should include evaluation for:
· Vaginal bleeding (reported)
· Severity and location of pelvic pain
· Abdominal tenderness
· Evidence of trauma

· Syncope or dizziness



🔴 RED FLAGS
· Known pregnancy with pelvic pain
· History of ectopic pregnancy
· Vaginal bleeding unrelated to menstruation or without known pregnancy
· Abdominal pain during pregnancy greater than 20 weeks
· Severe or sudden pelvic, abdominal, or back pain
· Fever
· Frequent nausea or inability to tolerate oral intake
· Syncope
· Dizziness
· Sexual assaultred ﬂags per CC

· Trauma



 🔴 YELLOW FINDINGS
· Change in menstrual cycle without other symptoms
· Vaginal discharge
· Sexually transmitted disease
· Pain with urination
· Fatigue during pregnancy
· Pain during sexual intercoursered ﬂags per CC

· Progressive symptoms



 🔴 GREEN FINDINGS
· Mild spotting with or without known pregnancy
· Delayed menstruation
· Irregular menstrual cyclered ﬂags per CC

· Menstrual cramping



Clinical Pearl

Pregnancy changes both the patient's physiology and the diﬀerential risk of many medical conditions. When pregnancy is known or suspected, maintain

a lower threshold for recommending medical evaluation.












CHAPTER 4 DECISION
Making the Appropriate Medical Response
"The goal is not to make the correct diagnosis. The goal is to make the correct decision."



Chapter Overview
By the completion of this chapter, the reader will be able to:
1. Integrate ﬁndings from Recognition, Assessment, and Red Flags.
1. Determine the appropriate level of medical response.
1. Diﬀerentiate between patients who may continue the mission, those who should receive medical evaluation, and those requiring immediate emergency care.
1. Document signiﬁcant ﬁndings accurately.
1. Communicate patient information eﬀectively to responding medical personnel.



Introduction
The Decision phase is the ﬁnal step of the Beyond Principals Medical Screening Guide. It combines all information gathered during the Recognition, Assessment, and Red Flags phases to determine the most appropriate disposition for the patient.
Executive protection personnel are not expected to diagnose illness or injury. Instead, they are expected to recognize when a patient appears ill or injured, identify ﬁndings that suggest a potentially serious condition, and ensure the patient receives the appropriate level of medical care.

Every medical encounter should conclude with a decision.

That decision should always prioritize patient safety while balancing operational requirements.



The Decision Process
Before determining the appropriate disposition, ask yourself four questions:

Recognition
Did I recognize any immediate life threats or concerning general impressions?

Assessment
Did my assessment identify abnormal ﬁndings that require medical attention?

Red Flags
Did I identify any complaint-speciﬁc Red Flag ﬁndings?

Risk
Am I conﬁdent that allowing this patient to continue the mission is medically appropriate?
If the answer to any of these questions raises concern, the patient should receive a higher level of medical evaluation.



Medical Disposition
Every patient encounter should end in one of three dispositions.


🟢 CONTINUE MISSION
Deﬁnition
The patient demonstrates no evidence of an immediate life-threatening illness or injury, no complaint-speciﬁc Red Flag ﬁndings, and no abnormal assessment ﬁndings requiring further medical evaluation.
Minor illnesses and injuries that do not interfere with the patient's ability to safely perform assigned duties generally fall into this category.

Appropriate Actions
1. Continue the mission.
1. Continue routine observation.
1. Encourage the patient to report worsening or new symptoms.
1. Reassess if the patient's condition changes.
1. Document the encounter as appropriate.

Examples
1. Mild muscle strain after prolonged standing
1. Minor headache that improves with hydration
1. Small superﬁcial abrasion
1. Mild seasonal allergies without respiratory compromise
1. Minor bruising without functional impairment


🟡 MEDICAL EVALUATION RECOMMENDED
Deﬁnition
The patient does not appear to have an immediate medical emergency but should be evaluated by an appropriate healthcare provider.
These patients are stable; however, delaying evaluation could allow the condition to worsen or result in unnecessary complications.
Appropriate Actions
1. Recommend evaluation by an appropriate medical provider.
1. Continue observation until relieved or evaluated.
1. Reassess if symptoms worsen.
1. Escalate immediately if any Red Flag develops.
1. Document ﬁndings and recommendations.

Possible Referral Destinations
1. Primary Care Provider
1. Urgent Care Clinic
1. Occupational Health Clinic
1. Event Medical Team
1. Emergency Department (non-emergent presentation)

Examples
1. Persistent cough without respiratory distress

1. Mild abdominal pain without Red Flags
1. Minor musculoskeletal injury
1. Low-grade fever without concerning ﬁndings
1. Controlled diabetic patient with mild hyperglycemia


🔴 IMMEDIATE MEDICAL ASSISTANCE REQUIRED
Deﬁnition
Recognition, Assessment, or Red Flag ﬁndings indicate a potential medical emergency requiring activation of the local emergency medical system.
These patients should never be observed while hoping symptoms improve.

Immediate Actions
1. Activate 911 or the local emergency response system.
1. Notify the detail leader or supervisor.
1. Request additional resources if necessary.
1. Continue assessment and reassessment.
1. Treat within the limits of your training.
1. Prepare for patient deterioration.
1. Prepare to transfer care to responding EMS personnel.
1. Provide a concise verbal patient report.

Examples
1. Chest pain with Red Flag ﬁndings
1. Suspected stroke
1. Diﬃculty breathing
1. Severe allergic reaction
1. Altered mental status
1. Signiﬁcant traumatic injury
1. Uncontrolled bleeding
1. Syncope with concerning ﬁndings
1. Seizure activity
1. Any patient with an airway compromise



Documentation Checklist

Accurate documentation improves continuity of care and protects both the patient and the executive protection professional.
Whenever practical, document the following:

Patient Information
1. Patient name or identiﬁer
1. Date and time
1. Location of incident

Chief Complaint
1. Primary complaint
1. Mechanism of injury or nature of illness
1. Time of symptom onset

Recognition
1. General impression
1. Immediate life threats identiﬁed

Assessment
1. OPQRST ﬁndings (when appropriate)
1. SAMPLE history
1. Focused physical assessment
1. Vital signs
1. Changes during reassessment

Red Flags
1. Complaint-speciﬁc Red Flags identiﬁed
1. Pertinent negative ﬁndings

Disposition
1. Continue Mission
1. Medical Evaluation Recommended
1. Immediate Medical Assistance Required

Notiﬁcations
1. Supervisor notiﬁed
1. EMS activated
1. Receiving facility
1. Receiving provider (if applicable)

Clinical Pearl

If you are uncertain whether a patient requires emergency medical evaluation, choose the safer course of action. Early activation of EMS is almost always preferable to delaying care for a patient with a potentially life-threatening condition.


Key Takeaway

The Beyond Principals Medical Screening Guide is not designed to diagnose illness or injury. It is designed to help executive protection professionals recognize potential medical emergencies, perform a structured medical screening, identify Red Flag ﬁndings, and make the appropriate medical decision.

The correct decision is based on the integration of Recognition, Assessment, and Red Flags. When those three components are performed consistently, the Decision process becomes straightforward, defensible, and focused on patient safety.
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