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Introduction
Patient assessment refers to the process that medical practitioners use to identify and address the life-threatening conditions of the patients. Patient assessment is a very significant process in the healthcare system. Through patient assessment, the nurses can come up with important information that will facilitate the delivery of patient-centered care (Considine & Currey, 2015). Generally, there are five steps of carrying out patient assessment and they include performing a scene size-up, performing a primary assessment, obtaining the medical history of the patient, and performing a secondary assessment before providing assessment (Hagiwara et al., 2016). This paper will seek to explore each step of patient assessment in detail. 
The first step is scene size up. The scene size-up is the first step that the emergency medical service (EMS) crew takes once they arrive at the scene of an emergency to ensure the safety of their safety and that of the patients as well as bystanders. Four components of scene size exist and they include a number of patients. In a multiple causality incident, the EMS crew will try to get the exact number of patients in the scene before implementing incident management principles (Pillay et al., 2016). After getting the exact number of patients, the EMS crew will then focus on examining the mechanism and the intensity of the injury. The third component is determining the resources required to facilitate incident management principles. The fourth step is maintaining the standard precautions by following the body substance isolation (BSI) procedure.  
The second step of the patient assessment is a primary assessment. Primary assessment refers to the initial evaluation of the patient in the field that is carried out after the scene has been made safe (Considine & Currey, 2015). The sequence of conducting the primary assessment involves the level of consciousness, patient response, airway status, breathing status, circulatory status, and identifying life threats (Hagiwara et al., 2016). Also, assessment of vital functions and integration of treatment procedures to preserve life is carried out in the process of primary assessment.
After carrying out the primary assessment, the third step will be obtaining the patient’s medical history. The reason for obtaining the medical history of the patient is to get relevant data from both the patient and his family that will facilitate the creation of the plan for the effective delivery of patient-centered care (Pillay et al., 2016). The health history checklist includes information such as the biographical data of the patient such as the name, occupation, and marital status. Another element in the health history checklist is the reason that the patient is seeking care and the history of the patient’s current condition. The information sought under this section includes the cause of the health concern, the duration of the health concern, the major symptoms, and what alleviates the symptoms of the concern. The third element is the past health history of the patient. Under this element, the allergies, chronic illness, the recent surgical procedures, and the recent hospitalizations will be sought by the medical professional. The fourth element is the family history. Under family history, the significant health status of the family members is sought. The fifth element is the functional assessment which includes the daily activities of the patient. The last element is a cultural assessment which comprises of cultural nutritional and health beliefs.
The third step in the assessment of the patient is the secondary assessment. The secondary assessment is an extension of the primary assessment and it's only carried out after all the life-threatening conditions have been corrected (Pillay et al., 2016). Under a secondary assessment, the information sought includes the full set of vital signs. Under the section of vital signs, the nurses will monitor the oxygen saturation, undertake the ECG, and monitor the glucose levels (Considine & Currey, 2015). After assessing the vital signs, the next step is giving the patients comfort. Most often, the patients will be experiencing pain due to injury or illness. The nurses must reassure the patient that their condition is manageable. Further to this, the nurses will also collect the history of the patient before carrying out the head to toe. Lastly, the nurses will inspect the posterior surfaces of the patient for abrasions. After the secondary assessment is done, the results of the assessment are provided to the relevant medical practitioners for action.
Conclusion
There are generally five steps of patient assessment and they include performing a scene size-up, performing a primary assessment, obtaining the medical history of the patient, and performing a secondary assessment before providing assessment. In performing a scene size-up, steps are taken to ensure the safety of the patients, the medical practitioners, and the bystanders. Under the primary assessment evaluation of the patient is done after the scene is made safe. In obtaining the medical history of the patient, the information sought includes the family health history and the health history of the patient. Under the secondary assessment, the vital signs are assessed. The last step is the provision of the assessment to the relevant medical practitioners for action.




References
Considine, J., & Currey, J. (2015). Ensuring a proactive, evidence‐based, patient safety approach to patient assessment. Journal of clinical nursing, 24(1-2), 300-307.
Hagiwara, M. A., Nilsson, L., Strömsöe, A., Axelsson, C., Kängström, A., & Herlitz, J. (2016). Patient safety and patient assessment in pre-hospital care: a study protocol. Scandinavian journal of trauma, resuscitation and emergency medicine, 24(1), 14.
Pillay, B., Wootten, A. C., Crowe, H., Corcoran, N., Tran, B., Bowden, P., ... & Costello, A. J. (2016). The impact of multidisciplinary team meetings on patient assessment, management and outcomes in oncology settings: a systematic review of the literature. Cancer treatment reviews, 42, 56-72.

