what is included in a secondary assessment

what is included in a secondary assessment is a critical question for medical professionals, emergency
responders, and healthcare students alike. A secondary assessment is a systematic and detailed evaluation
performed after the primary survey to identify all injuries or medical issues that were not immediately
life-threatening but still require attention. This process is essential in trauma care, emergency medicine,
and routine patient evaluations. Understanding what is included in a secondary assessment helps ensure a
comprehensive approach to patient care, preventing overlooked conditions that could worsen if untreated.
This article will explore the detailed components of a secondary assessment, including the patient history,
physical examination, vital signs monitoring, and focused diagnostic procedures. Additionally, it will cover
the importance of documentation and ongoing reassessment to provide optimal patient outcomes. The

following sections outline the key elements involved in a thorough secondary assessment.

Patient History Gathering

Physical Examination

Vital Signs and Monitoring

Focused Diagnostic Procedures

e Documentation and Reassessment

Patient History Gathering

One of the foundational components of what is included in a secondary assessment is obtaining a detailed
patient history. This step involves collecting information about the patient’s medical background, the events
leading to the current condition, and any symptoms they are experiencing. The information derived from

the history provides context for the physical findings and guides further evaluation and treatment.

Chief Complaint and History of Present Illness

The chief complaint is the primary reason the patient seeks medical attention and should be recorded
verbatim whenever possible. Following this, a detailed history of the present illness (HPI) should be
acquired, which includes the onset, duration, severity, and progression of symptoms. Understanding these

details helps identify the urgency and potential causes of the patient’s condition.



Past Medical History and Medications

Past medical history (PMH) includes chronic illnesses, previous surgeries, hospitalizations, and allergies.
This information can affect the patient’s current condition and influence treatment decisions. Additionally,
documenting current medications is vital to avoid drug interactions and recognize medication-related

complications.

Social and Family History

Social history encompasses lifestyle factors such as smoking, alcohol use, and occupational hazards that may
impact health. Family history is also important for identifying hereditary conditions or predispositions that

could be relevant to the patient’s situation.

Sample History Acronym

Healthcare providers often use the SAMPLE acronym to systematically gather history during secondary

assessments:
e Signs and symptoms
o Allergies

Medications

Past medical history

Last oral intake

Events leading to illness or injury

Physical Examination

The physical examination is a comprehensive head-to-toe assessment that is central to what is included in a
secondary assessment. It provides objective data about the patient’s condition and helps identify injuries or

abnormalities not detected during the initial primary survey.



Head and Neck Examination

The assessment begins with inspecting the head and neck for signs of trauma, deformities, swelling, or
bleeding. The eyes, ears, nose, mouth, and throat are examined for abnormalities such as bruising, foreign
bodies, or bleeding. Palpation of the cervical spine is performed cautiously to assess for tenderness or

misalignment.

Chest and Abdomen Examination

The chest is inspected, palpated, percussed, and auscultated to evaluate respiratory function and detect
abnormalities like contusions, deformities, or abnormal breath sounds. The abdomen is checked for

tenderness, distension, rigidity, or masses, which can indicate internal injuries or pathology.

Pelvis and Extremities Examination

The pelvis is examined for stability and tenderness, which may indicate fractures or internal bleeding. The
extremities are assessed for deformities, swelling, pulses, sensation, and motor function to identify fractures,

dislocations, or neurovascular compromise.

Neurological Assessment

A detailed neurological examination is performed to evaluate the patient’s level of consciousness, pupil
response, motor and sensory function, and reflexes. Tools such as the Glasgow Coma Scale (GCS) are often

utilized to quantify neurological status objectively.

Vital Signs and Monitoring

Monitoring vital signs is an integral part of what is included in a secondary assessment, providing real-time
information about the patient’s physiological state. Changes in vital signs can indicate deterioration or

improvement and guide treatment priorities.

Common Vital Signs Measured

The following vital signs are routinely measured during secondary assessments:

o Heart Rate (Pulse): Assesses cardiac function and perfusion.

e Blood Pressure: Indicates circulatory status and potential shock.



¢ Respiratory Rate: Reflects respiratory function and distress.
 Oxygen Saturation (Sp02): Measures oxygen delivery to tissues.

e Temperature: Helps detect infection or hypothermia.

Continuous Monitoring

In many cases, continuous or repeated monitoring of vital signs is necessary to detect trends that impact
clinical decisions. This is especially important in trauma or critically ill patients where rapid changes can

occur.

Focused Diagnostic Procedures

What is included in a secondary assessment often extends to diagnostic procedures aimed at identifying
underlying conditions or injuries that are not immediately obvious. These focused tests supplement the

physical exam and history.

Imaging Studies

Depending on the clinical findings, imaging such as X-rays, ultrasound (e.g., FAST exam), CT scans, or
MRIs may be ordered. These modalities help identify fractures, internal bleeding, organ damage, or other

pathologies.

Laboratory Testing

Laboratory tests can include blood work such as complete blood count (CBC), electrolytes, coagulation
profiles, and toxicology screens. These tests assist in diagnosing infections, metabolic imbalances, anemia, or

poisoning.

Specialized Assessments

Additional focused assessments may include cardiac monitoring (ECG), urinalysis, or neurological imaging if

indicated by the patient’s presentation.



Documentation and Reassessment

Accurate documentation and ongoing reassessment are critical components of what is included in a
secondary assessment. Thorough records ensure continuity of care and provide legal documentation of the

patient’s condition and the care provided.

Recording Findings

All findings from the history, physical examination, vital signs, and diagnostic tests must be documented
clearly and systematically. This includes noting any changes from previous assessments and recording

interventions performed.

Importance of Reassessment

Secondary assessment is not a one-time event; patients require periodic reassessment to identify new or
evolving issues. Reassessment helps detect deterioration early and evaluate the effectiveness of

interventions.

Communication with Healthcare Team

Effective communication of assessment findings to other members of the healthcare team ensures
coordinated and comprehensive patient care. It facilitates timely decision-making and appropriate escalation

of care when needed.

Frequently Asked Questions

What is the purpose of a secondary assessment in medical emergencies?

The purpose of a secondary assessment is to perform a thorough head-to-toe examination after the primary
survey to identify any additional injuries or medical conditions that are not immediately life-threatening

but still require attention.

What are the key components included in a secondary assessment?

A secondary assessment typically includes obtaining a detailed patient history, conducting a head-to-toe
physical examination, assessing vital signs, and monitoring neurological status to identify any underlying

issues.



How does the SAMPLE history fit into the secondary assessment?

The SAMPLE history is a mnemonic used during the secondary assessment to gather important patient
information: Signs and symptoms, Allergies, Medications, Past medical history, Last oral intake, and Events

leading up to the incident.

Is the secondary assessment performed before or after the primary

assessment?

The secondary assessment is performed after the primary assessment has been completed and immediate

life threats have been addressed to ensure a comprehensive evaluation of the patient's condition.

‘What tools or equipment are commonly used during a secondary

assessment?

Common tools used in a secondary assessment include a stethoscope, blood pressure cuff, thermometer,

pulse oximeter, penlight, and sometimes a Glasgow Coma Scale chart to evaluate neurological function.

Additional Resources

1. Secondary Assessment: A Comprehensive Guide for Healthcare Providers

This book offers an in-depth exploration of secondary assessment techniques used by healthcare
professionals. It covers detailed patient history taking, systematic physical examination, and vital sign
interpretation. The text is designed to enhance clinical reasoning and improve diagnostic accuracy in

emergency and clinical settings.

2. Clinical Skills in Secondary Assessment

Focusing on practical skills, this book guides readers through the step-by-step process of conducting a
thorough secondary assessment. It emphasizes the importance of inspection, palpation, percussion, and
auscultation in identifying underlying health issues. Rich with case studies and illustrations, it is ideal for

students and practitioners alike.

3. Advanced Patient Assessment for Emergency Care

Targeted at emergency care providers, this book details the components of secondary assessment in trauma
and medical emergencies. It highlights the integration of patient history, physical exam findings, and
diagnostic tools to formulate treatment plans. The book also addresses common challenges and pitfalls in

emergency secondary assessments.

4. Systematic Approach to Secondary Assessment
This resource outlines a structured methodology for conducting secondary assessments in various clinical

environments. It discusses the head-to-toe examination approach, symptom analysis, and documentation best



practices. The clear framework assists clinicians in delivering consistent and thorough patient evaluations.

5. Secondary Assessment in Prehospital Care

Designed for paramedics and first responders, this book covers the essential elements of secondary
assessment in the field. It includes guidance on assessing medical history, performing focused physical
assessments, and recognizing signs of deterioration. The text supports rapid decision-making and effective

patient management before hospital arrival.

6. Essential Anatomy and Physiology for Secondary Assessment

Understanding anatomy and physiology is crucial for accurate secondary assessments, and this book
provides that foundation. It links anatomical knowledge to clinical signs and symptoms encountered during
patient evaluations. The concise explanations and diagrams make complex concepts accessible for healthcare

providers.

7. Secondary Assessment in Pediatric Patients

This specialized book addresses the unique considerations when conducting secondary assessments on
children. It covers age-appropriate communication techniques, developmental anatomy, and common
pediatric conditions. The guide helps clinicians adapt their assessment strategies to improve care quality for

younger patients.

8. Diagnostic Reasoning and Secondary Assessment
Exploring the cognitive processes behind clinical assessments, this book connects secondary assessment
findings with diagnostic hypotheses. It encourages critical thinking and pattern recognition to enhance

diagnostic accuracy. Case examples demonstrate how thorough assessments lead to better patient outcomes.

9. Secondary Assessment and Documentation: Best Practices

Accurate documentation is vital in secondary assessments, and this book provides best practice guidelines for
recording findings. It discusses legal, ethical, and clinical aspects of documentation and offers templates and
checklists. The resource ensures that healthcare providers maintain clear and comprehensive patient

records.
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