1: Clinical Decision-Making Under Uncertainty
Unit 1: ADVANCED CLINICAL REASONING AND CREW COMMUNICATION

Standard: * HOSA Alignment: Emergency Preparedness Category — Critical Thinking and Patient Assessment
* NREMT Alignment: Patient Assessment (20%); EMS Operations

Lesson Objective: You will analyze how EMTs make clinical decisions when patient symptoms
and vital signs do not clearly match. You will use general impression, vital sign trends, clinical
communication, and worst-first thinking to recognize possible deterioration, avoid cognitive bias,
and advocate for high-acuity care when a patient’s presentation raises concern.

Clinical Decision-Making
Under Uncertainty
Top 3 Core Clinical Concepts

1. Reading the Patient Before the Monitor
Your general impression — skin color, posture,
breathing, behavior — starts the moment you
walk in. Appearance often signals a serious
condition before vital signs reflect it.

2. Speaking Up With Clinical Language
When your assessment raises concern,
communicate it with specific observations,
not feelings. Clear, grounded communication
protects the patient and supports the whole
care team.

3. Managing Mental Shortcuts

Anchoring and confirmation bias are normal
brain habits that can lead to missed diagnoses.
Asking “What is the worst this could be?” keeps
your thinking open when it matters most.

Why This Topic Matters

In EMS, patients do not always present with
clear-cut symptoms. The ability to look past
near-normal numbers, communicate concerns
with precision, and catch your own mental
shortcuts is what protects patients — and
builds the clinical judgment that makes a great
EMT.

A patient’s vital signs can look completely normal while their body is quietly running out of time
— and the EMT who catches that gap is the one who saves a life.
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Numbers Don’t Always Tell the Truth

You arrive on scene. Blood pressure
138/88. Pulse 92. SpO2 96%. On paper,
everything looks close to normal. But the
patient is pale, drenched in sweat, and has
repositioned himself three times since you
walked in. He keeps rubbing his left jaw.
The numbers say stable. His body is telling
a completely different story. This is one of
the most important moments you will face
as an EMT — and it happens more than
you think. Learning to read these moments
is what separates a technician who reports
vitals from a provider who recognizes
patients. That skill starts now, in this
lesson. It is a skill built on observation,
communication, and the willingness to
trust what your eyes are showing you even
when a monitor seems to disagree.

Your Eyes Are Part of the Assessment

Assessment does not start when you
attach leads or take a blood pressure.

It starts the second you walk through

the door. Before you say a word, you

are already performing the general
impression — a rapid, eyes-on read of the
patient that is the first step of the primary
assessment. It is designed to catch life
threats before any equipment is even
touched. Think of it as your clinical first
impression — fast, instinctive, and shaped
by everything you have trained your eyes
to notice.

Skin color, posture, breathing effort,
alertness, and behavior are all data. A
pale, diaphoretic patient who cannot sit
still may be in the early stages of shock
or acute coronary syndrome (ACS).

In both conditions, the body enters a
compensation phase — working hard
to keep blood pressure and pulse near-
normal while the underlying problem
gets worse. Vital signs can look almost
acceptable during this phase, right up until

A . L s
Your eyes complete the first assessment before
your hands ever touch the patient.

the patient deteriorates quickly. That is why
appearance often tells the story before the
monitor does.

Tracking trends matters just as much as
reading a single number. A blood pressure
of 138/88 sounds fine — until you realize
it was 150/94 ten minutes ago. That drop
is a signal. Single readings are snapshots.
Patterns are the story.

Think of it like checking the weather once
versus watching the forecast change over
several hours — one reading gives you a
moment, a trend gives you the direction
things are heading. The direction matters
more than the destination, especially in the
early minutes of a call. When your clinical
picture and the vital signs conflict, treat the
patient as high-acuity until you can prove
otherwise. That is not overreacting — that
is protecting your patient. Erring on the
side of caution costs you nothing; missing
a deteriorating patient can cost everything.

Pale skin and heavy sweating in a
patient with “normal” vitals is a red flag,
not a reassurance.
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Numbers Don’t Always Tell the Truth

Quick Reference:
General Impression Checklist

 Skin color and moisture (pale, flushed,
diaphoretic)

» Posture and movement (restless, still,
guarded)

* Breathing effort (labored, fast, shallow)

* Level of alertness (oriented, confused,
unresponsive)

* Behavior (anxious, calm, unable to focus)

a downward vital sign trend. One is a
feeling. The other is clinical language.
Train yourself to describe what you see in
concrete terms and your voice becomes
one of the most valuable tools on scene.
The quality of your verbal report to the
hospital directly affects how fast they can
respond when your patient arrives — your
words travel with that patient long after you
have left the scene.

The Mental Traps

Speaking Up When It
Matters Most

Knowing something is
wrong is only half the
job. Saying it out loud is
the other half. In EMS,
what you observe only
helps the patient if you
can translate it into
words that move the
care team to act.

When your general

impression raises a red

flag, you have a professional responsibility
to communicate that — to your partner,

to the receiving hospital, and to everyone
in the care chain. You do not need a
confirmed diagnosis to speak up. Saying
“His vitals are borderline but his skin is
pale and diaphoretic and he has been
repositioning constantly — | want to treat
this as a potential cardiac event” is clinical
communication done right. It is specific. It
is grounded in observation. It advocates
for the patient. Notice how that statement
does not guess at a diagnosis — it
describes what is true, then proposes a
direction.

There is a clear difference between
“he looks bad” and describing pale
skin, diaphoresis, jaw discomfort, and

Describing what you see in clinical terms is
the difference between an observation and an
intervention.

That Can Get
Patients Hurt

Your brain is built for
efficiency. It loves
patterns and shortcuts
— and in EMS, that
can work for you or
against you. What

feels like a gut feeling
is actually pattern
recognition: your brain
rapidly matching what it
observes to conditions
it has learned to
recognize. The problem is that this process
can lock you into the wrong story before
you have gathered enough information to
know for sure. Two specific traps cause
most of the trouble, and both can sneak up
on experienced providers just as easily as
new ones.

Anchoring happens when you hear one
early detail — like “he just had a big meal”
— and build the entire picture around

it. Even when new signs appear, like

jaw discomfort and diaphoresis pointing

The body can mask a life-threatening
emergency for minutes — sometimes longer —
before the numbers change.
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Numbers Don’t Always Tell the Truth

toward ACS, you keep explaining them
away because you already decided on
indigestion. Once that first idea takes hold,
every new piece of information gets bent to
fit it instead of being weighed on its own.

Confirmation bias takes it further. You
look for evidence that supports your first
impression and dismiss anything that does
not fit. A patient who called his pressure
“not that bad” suddenly sounds fine —
even though he is pale, sweating, and
short of breath.

Both are normal brain functions. Both are
dangerous in EMS. The fix is a simple
habit: before you commit to a story, ask
yourself — What is the worst this could
be right now? A quick worst-first mental
sweep — heart attack, stroke, internal
bleeding, early shock — forces your brain
to stay open. It takes seconds. It protects
patients. The more you practice it in
training, the more automatic it becomes
in the field, and the easier it gets to catch
yourself before a bad assumption locks in.

You Are Building Judgment Every Call

Clinical decision-making under uncertainty
is not about always having the right
answer. It is about knowing how to think
when the picture is unclear. Observe first.
Track trends. Speak up when what you see
and what the numbers say do not match.
Check your assumptions before you
commit to them. Every call sharpens that
process — and the patients you serve are
counting on it. The provider you become is
built one call at a time, and the habits you
form in training are the ones that will show
up when it matters most.

Anchoring bias does not feel like a mistake —
it feels like confidence. That is what
makes it dangerous.

Key Takeaways

* The general impression is the first
step of the primary assessment —
done before any equipment is used.

* During the compensation phase of
shock or ACS, vital signs can appear
near-normal while the patient is
actively deteriorating.

 Always track vital sign trends across
multiple readings — one snapshot
rarely tells the full story.

* When clinical presentation and
vitals conflict, treat as high-acuity
until proven otherwise.

* Anchoring and confirmation bias are
mental shortcuts that can cause you
to miss critical warning signs.

» Asking “What is the worst this could
be?” is a fast, powerful habit that
keeps your clinical thinking honest.

Worst-first thinking takes seconds
and can prevent the kind of mistake
you cannot take back.
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1: Clinical Decision-Making Under Uncertainty - Guided Notes

Three Most Important Concepts

Read the article and write the three most important concepts you learned in your own words.

Concept 1:

Concept 2:

Concept 3:

Main Concept Overview

Word Bank: anchoring | compensation | general impression | high-acuity | trends

The primary assessment begins the moment you arrive on scene. Before using any equipment,

you perform a — arapid, eyes-on read of how the patient looks. During the

early stages of shock or ACS, the body enters a phase where vital signs

can appear near-normal while the patient is still deteriorating. Rather than relying on a single

reading, EMTs track over time to identify changes. When what you observe

on scene conflicts with the numbers, you should always treat the patient as

until proven otherwise. The mental trap of locking onto one early detail and ignoring new

information is called

Matching

Match each term to its correct description.
1. General Impression A. Looking only for evidence that supports your

first conclusion

_______2.Anchoring B. The body maintaining near-normal vitals while
actively deteriorating

3. Confirmation Bias C. Your rapid eyes-on read of the patient at the start
of assessment

4. Compensation Phase D. Locking onto one early detail and building the
whole story around it

5. Worst-First Thinking E. Asking what the most dangerous possibility could

be before committing to a diagnosis
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1: Clinical Decision-Making Under Uncertainty - Guided Notes Continued

True / False

Write True or False on the line before each statement.

1.
2.
3.

Vital signs alone are always enough to determine how sick a patient is.

The general impression is the first step of the primary assessment.

even as they deteriorate.

until proven otherwise.

During the compensation phase, a patient’s blood pressure may appear near-normal

Anchoring bias means you are always overthinking a situation.

When clinical presentation and vitals conflict, you should treat the patient as high-acuity

Fill in the Table

Using the article, fill in the right column for each prompt below.

What does the general
impression assess?

Prompt Response

What two conditions can
cause the compensation
phase?

What does anchoring
bias cause an EMT to do?

What question breaks
worst-first thinking into
action?

What should you do
when presentation and
vitals conflict?

Application Question

You arrive on scene and a patient’s vital signs are borderline normal, but they are pale, sweating,
and have been shifting position since you walked in. Your partner is ready to downgrade the call.
Based on what you learned in this lesson, what should you do and why?
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1: Clinical Decision-Making Under Uncertainty - Clinical Case Study

EMT Clinical Case Study

The Call That Almost Got Signed Away

Not every emergency announces itself. Some of the most dangerous calls you will run look
completely routine at first — borderline vitals, a patient who downplays his symptoms, and a
scene that feels under control. Mr. Raymond Caldwell is exactly that kind of call, and it tests
every sKkill covered in this lesson.

Mr. Caldwell is 58 years old. He called 911 for indigestion that “won’t quit.” On arrival he

is seated calmly at his kitchen table — BP 138/88, HR 92, SpO2 96%, respirations 20. He
denies chest pain, mentions a large meal about two hours ago, and is convinced he just needs
antacid. He is polite and cooperative. Your partner glances at the numbers, nods, and starts
suggesting he sign a refusal form. On paper, it is hard to argue with that read.

But you are watching him closely. His skin is pale and damp despite the cool temperature

in the room. He has shifted position three times since you walked in — not fidgeting out of
boredom, but repositioning, like someone trying to find a spot that is a little less uncomfortable.
He rubs his left jaw without seeming to notice he is doing it. His breathing is slightly faster than
you would expect for someone just sitting at a table. Individually, none of these findings are
definitive. Together, they form a pattern that the vital signs are not capturing yet.

You slow down and ask yourself: What is the worst this could be? Pale skin, diaphoresis,
jaw discomfort, restlessness, and mild shortness of breath in a 58-year-old male point toward
acute coronary syndrome until proven otherwise. You do not have a confirmed diagnosis —
and you do not need one to act on what you see.

You ask your partner to hold off on the refusal and run a second set of vitals. While your
partner retakes the blood pressure, you attach the cardiac monitor. The 12-lead shows subtle
ST changes — not dramatic, but present and significant. The second BP reads 132/86. The
trend is moving down, not holding steady. You speak to Mr. Caldwell clearly and calmly: “Sir, a
couple of things you’re showing us have us a little concerned. We’d like to bring you in so the
hospital can take a closer look.” He hesitates, then agrees.

Your radio report to the receiving hospital is specific: borderline vitals trending down, 12-lead
showing subtle ST changes, diaphoretic, jaw discomfort noted on scene, treating as possible
ACS. The cardiac team is ready and waiting when the rig pulls in.

Mr. Caldwell is confirmed to be having a STEMI. Because the team was pre-alerted,
intervention begins within minutes of his arrival. What saved him was not one dramatic
decision — it was a series of deliberate ones: a strong general impression, serial vitals that
revealed a downward trend, a monitor that provided objective data, and clear communication
that prepared the hospital to act fast.
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1: Clinical Decision-Making Under Uncertainty - Clinical Case Study

Clinical Case Study Questions

1. Clinical Recognition (Application)
What key signs or behaviors did the EMT need to recognize in this situation?

2. Decision-Making (Analysis)
Which EMT action had the greatest impact on the outcome, and why?

3. Professional Judgment (Evaluation)
What could have gone wrong if the EMT had accepted the refusal?
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1: Clinical Decision-Making Under Uncertainty - Reflection Questions

Think about the
general impression
and what it means
for patient care.

The article describes the general impression as a rapid, eyes-on )
read of the patient before any equipment is used. Consider why
this step comes first in the primary assessment and what it is
designed to catch. What could be lost if an EMT skipped it and
went straight to vital signs?

S
Think about what it
means to speak up
when your partner
disagrees with your
read on a patient.
= Advocating for a patient requires specific, observable language
— not just a feeling. Why does describing specific signs,
instead of saying “he looks bad,” help others take your concern
seriously?
S

Think about
anchoring bias
and how quickly
it can take hold.

The article explains that anchoring happens when you lock onto )
one early detail and stop looking for information that contradicts
it. What habits or questions could help you avoid anchoring

on ‘just an upset stomach” and stay alert for a more serious
diagnosis?
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1: Clinical Decision-Making Under Uncertainty - Action Plan

The EMT Who Sees What Others Miss

There is a version of you that walks onto

a scene, takes a quick set of vitals, and
calls it a day. The numbers look okay. The
patient seems stable enough. Your partner
is already wrapping up. Nothing about
that picture is wrong — until the patient
deteriorates twenty minutes after you
leave, and you spend a long time thinking
about what you missed and whether it
could have gone differently.

The version of you this lesson is building
sees more. That EMT starts the general
impression before a word is spoken —
reading skin color, posture, and breathing
effort the way you instinctively read a room
when something feels off. They understand
that the body is designed to hide how

sick it really is. A pale, diaphoretic patient
with borderline vitals may be in the
compensation phase, buying time on

the surface while quietly losing ground
underneath. They do not wait for the
monitor to confirm what their eyes already
showed them.

That EMT also speaks up — not loudly, but
clearly, with clinical language grounded in
observation. “His skin is pale and damp,

his pressure dropped four points in ten
minutes, and he has been repositioning
since we arrived” is not the new person
panicking. That is a professional
presenting evidence and advocating for a
patient. Your words travel with that patient
after you leave the scene, and the quality
of your handoff directly shapes the quality
of care the hospital can deliver.

And that EMT has trained their brain to
pause and ask: What is the worst this
could be right now? Anchoring and
confirmation bias are not character flaws
— they are habits every provider has to
actively manage. The fix is simple: run the
worst-first check before you commit to a
story. It takes seconds, costs nothing, and
keeps your thinking open at exactly the
moment your patient needs it most.

The EMTs who build lasting careers are the
ones who never stop paying attention —
curious when the picture is unclear, willing
to slow down when everyone else is ready
to move on. You are building that identity
right now, one call at a time.

Think about a time — in any setting, not just EMS — when you noticed something was
wrong before anyone else did. What did you do with that information, and what would you

do differently now?
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1: Clinical Decision-Making Under Uncertainty - Hypotheticals

Scenario 1: The Patient Who Looks Wrong

You respond to a 44-year-old woman

who called 911 feeling “off.” Her vitals

are borderline normal, but she is pale,
sweating, and has not moved from the
edge of the couch since you arrived. She
has not eaten today, and her neighbor —
who called 911 — says she has seemed
“not herself” for the past hour. Your partner
begins filling out a refusal form.

a) What does the patient’s appearance tell
you that her vital signs do not?

b) How do you communicate your concern
to your partner professionally?

c) What is the risk if you allow the refusal
and she is in the compensation phase?

Scenario 2: The Gym Collapse

A 29-year-old male collapsed briefly

at a gym during a workout. He is now
alert, embarrassed, and wants to refuse
transport. Vitals are borderline normal, but
his skin is still pale, he is restless, and a
bystander mentions he grabbed his chest
just before he went down.

a) What worst-case condition should you
rule out before agreeing to a refusal?

b) Why does a single set of normal vitals
not confirm this patient is stable?

c) What is the danger of anchoring to “he
just overexerted himself”?
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1: Clinical Decision-Making Under Uncertainty - Hypotheticals

Scenario 3: The Monitor Tells a Different Story

You are transporting a 67-year-old male
for “indigestion.” You attach the cardiac
monitor and the 12-lead shows subtle ST
changes. His vitals are borderline, he says
he feels “okay now,” and he is asking if he
can just go home from the hospital after a
quick check.

a) What does the cardiac monitor show
that a verbal report alone cannot?

b) What do ST changes suggest about
relying on the patient’s self-report?

c) If you dismissed the monitor findings
because the patient seemed calm, what
bias would that represent?

Scenario 4: The Back Pain That Is Not Just Back Pain

A 52-year-old male says his back has
ached for two days from moving furniture.
He is mildly anxious, pale, and reports the
pain has been slowly spreading toward
his abdomen. His BP has dropped from
136/84 to 122/76 in ten minutes. Your
partner says “back pain happens.”

a) What single finding in this scenario
should override the patient’s explanation?
b) What does a ten-minute drop in blood
pressure suggest, even within a normal
range?

c) What is the most dangerous outcome if
this patient is treated as low-acuity?
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1: Clinical Decision-Making Under Uncertainty - Certification Preparation

EMT Certification Exam Study Sheet
Clinical Decision-Making Under Uncertainty

This lesson connects directly to the NREMT Patient Assessment domain (20% of the exam)
and EMS Operations. The concepts below are high-priority for both your certification exam
and your first days in the field.

General Impression

* First step of the primary assessment — before any equipment
» Covers skin color, posture, breathing, alertness, and behavior
* Designed to identify immediate life threats

Compensation Phase

* Body maintains near-normal vitals during early shock or ACS

« Vital signs can look acceptable while the patient is deteriorating
» Appearance often changes before the numbers do

Vital Sign Trending

* One reading is a snapshot — multiple readings reveal a pattern

* A dropping blood pressure, even within “normal” range, is a warning sign
» Always document and report serial vitals

Cognitive Bias Awareness

* Anchoring: locking onto one early explanation and ignoring new signs

» Confirmation bias: seeking evidence that fits and dismissing what does not

» Worst-first thinking breaks both — ask “What is the worst this could be?” before
committing

High-Acuity Decision Rule

* When clinical presentation and vitals conflict, treat as high-acuity

« Communicate specific observations — not feelings — to your partner and the hospital
» Advocacy and clear handoff communication are clinical skills, not soft skills

Reflection: Why does clinical decision-making under uncertainty matter for your
patients, your team, and your performance on the EMT certification exam —
and what happens when an EMT gets it wrong?
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1: Clinical Decision-Making Under Uncertainty - Vocabulary

TERM DEFINITION

Anchoring

ACS (Acute Coronary
Syndrome)

Compensation Phase

Confirmation Bias

Diaphoresis

General Impression

High-Acuity

Pattern Recognition

Primary Assessment

Worst-First Thinking
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1: Clinical Decision-Making Under Uncertainty - Word Search

-Making Under Uncertainty
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1: Clinical Decision-Making Under Uncertainty - Crossword

Clinical Decision-Making Under Uncertainty

Across

4. Your rapid,
eyes-on read of the
patient at the start
of every call — the
first step of the
primary assessment.
General ___

7. The habit of
looking only for
information that
supports what you
already believe and
ignoring signs that
don't fit. (Two
words)

8. Abnormal,
heavy sweating that
is often a warning
sign of a serious
medical event like
shock or a heart
attack.

9. The brain's
ability to quickly
match what it
observes to known
conditions or
situations based on
training and
experience. ____
Recognition

10. A serious heart

heart attacks —
where blood flow to
the heart is blocked
or severely reduced.
____ Syndrome

1

[

Down

1. The first
structured
evaluation of a
condition — including patient that focuses
on identifying and
addressing
immediate life
threats. Primary

2. Locking onto

one early detail and

building your whole

assessment around
it, even when new
signs point
elsewhere.

3. The stage when

the body works hard
to keep vital signs

near-normal, even

while it is actively
getting worse.

Phase

5. The practice of
asking what the most
dangerous possible
cause could be
before committing to
any diagnosis or care
plan. __ -
Thinking

6. A classification

for patients who
need urgent care
because of a serious
or potentially
life-threatening
condition. __-__
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