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Emergency and Life-Threatening Conditions:

· Focused assessment of critical injuries, trauma, and burns

· Basic components of cardiopulmonary resuscitation

· Rapid-and responsive assessment of life-threatening conditions
· Rapid differential diagnosis of gastrointestinal, cardiac, neurological, musculoskeletal, and pulmonary conditions
advanced assessment of emergency and life-threatening conditions
LEARNING OBJECTIVEs
1.
Compare and contrast primary and secondary assessment.

2.
Describe findings considered significant in the secondary assessment.

3.
Describe how pediatric emergency assessment differs from adult emergency assessment.

4.
Identify pediatric findings considered to be of concern or ominous.

5.
Discuss the impact of advance directives on providing immediate care.

Outline for Chapter 27: Emergency or Life-Threatening Conditions:
Emergency or Life-Threatening Situations

· An emergency situation, whether it be unresponsiveness, an acute medical condition, drug intoxication, or trauma, demands alterations in the usual sequence of history taking and examination. 

· Life-threatening conditions must be rapidly identified and managed. The steps to achieve this should take seconds, not minutes. 

· The patient’s vital functions must be determined quickly and efficiently through a rapid primary assessment with resuscitation of vital functions as necessary, followed by a more detailed secondary assessment. Only then is the initiation of definitive care begun.

The ABCs of Primary Assessment

· During the primary assessment, life-threatening conditions are identified and the patient is stabilized.

· Simultaneous management is begun in the following areas:

· A: Airway. The patency of the upper airway is assessed at the start by asking the patient a question. In cases of actual or suspected trauma above the clavicle, it is necessary to control the cervical spine when performing any airway maneuvers or patient movement.

· B: Breathing. Expose the patient’s chest to assess ventilatory effort. Note the approximate rate and depth of respirations. Taking the time to count the respiratory rate is not generally appropriate during the primary survey. Bilateral chest movement should be synchronized with breathing. Use the stethoscope to assess the presence of breath sounds. Note any signs of respiratory distress such as retractions, tachypnea, and cyanosis. Provide ventilatory assistance with 100% oxygen and ventilatory assistance with a bag-valve-mask as needed before continuing with the primary assessment.

· C: Circulation. Adequate circulation is needed to oxygenate the brain. Circulation can be impaired because of cardiac conditions, hemorrhage, dehydration, and other medical conditions.

· D: Disability. A brief neurologic evaluation is performed, primarily to determine the patient’s responsiveness or level of consciousness.

· E: Exposure. In cases of trauma, the patient should be as completely undressed as possible to facilitate a brief body search for major injuries that may have been missed during the ABCs.

See Table 27-1: Signs and Symptoms of Certain Life-Threatening Conditions (pp. 889 and 890).
Primary Assessment

· The immediate goal is to identify such life-threatening conditions as an airway obstruction, impaired ventilation and hypoxemia, hypovolemic shock, and hemorrhage.

· The primary assessment may take only 30 seconds to perform. It should be repeated every 5 minutes during an emergency.

· Airway maintenance, resuscitation, and other life-saving techniques should be initiated when the problem is identified, not after the primary assessment is completed.

See Box 27-1: Assessment of Airway Patency (p. 891).
See the Mnemonics box for patient’s level of responsiveness (p. 893).

Secondary Assessment

· A secondary assessment is an in-depth, head-to-toe examination to identify anatomic problems, additional conditions that are potentially life-threatening, and the patient’s previously diagnosed condition.

· Check vital signs before beginning the head-to-toe survey in search of the additional injuries.

· Evaluate patient’s level of consciousness with the Glasgow coma scale.

· An abbreviated history should be obtained, focusing on information relevant to the emergency condition. (Usually this is obtained by someone other than the examiner.)

· After completion of the history, an examination and assessment should include head and neck, chest, abdomen, back, extremities, rectum/perineum, and neurologic system.

See the Mnemonics box for sections of the health history (p. 894). 
See Figure 27-6 for signs that indicate serious injury associated with trauma (p. 894) and Table 27-2: Symptoms and Risks of Serious and Life-Threatening Conditions (pp. 896 and 897).

Injury Assessment

· Injury should be identified as either blunt trauma or penetrating trauma.

· The region of the body that absorbed the greatest transfer of energy should be identified.

· Organ injury should be assessed.

Burns

· Burns should alert the examiner to the possibilities of smoke, heat, and toxic chemical inhalation and carbon monoxide poisoning. Airway inflammation may result with the potential of airway obstruction. Blunt trauma and fractures may also be associated with thermal injuries as a result of an explosion, falling debris, or the individual’s attempts to escape the fire.

Age- and Condition-Related Variations

· Infants and children. A smaller anatomy and differing physiologic responses to injury and acute illness are important considerations. For example, infants and children usually develop respiratory arrest before cardiac arrest.

See Box 27-3: Findings that Indicate a Sense of Urgency in Infants and Children (p. 899); Box 27-4: Ways in Which Children Differ Physically from Adults (p. 901); Box 27-5: Classic Signs of Physiologic Problems in Children (p. 902); and Table 27-3: Yale Observation Scales for Children (p. 903).
It is generally easier to limit the potentially dire consequences of an emergency situation if there is forethought and preparation.

Records and Legal Considerations

Records

· Records should be kept during an emergency. Chronologic reports using flow sheets help record quick assessments. The primary and secondary assessments should be documented. Any resuscitation attempts should be described. The assessment and definitive care should be delineated.

· The message is clear. Keeping precise and thorough records is one way to avoid such emotional trauma. That means accuracy, timeliness and objectivity in records thoughtfully and logically prepared, never inappropriately altered, and always enhanced by excellent communication with your patients and your colleagues.

Consent for Treatment

· Consent is usually obtained before treatment.

· In life-threatening emergencies, the needed treatment should most often be given and formal consent obtained later.

· If forensic trauma is suspected, the personnel caring for the patient must preserve evidence.

Advance Directives, Living Wills, and Durable Power of Attorney for Health Care

· A central concern with emergency and life-threatening situations involves the vigor in which life maintenance measures should be instituted. A conscientious effort should be made to learn whether a patient has left a formal state of wishes in the form of advance directives, living will, or durable power of attorney for health care.

· Mosby items and derived items © 2006, 2003, 1999, 1995, 1991, 1987 by Mosby, Inc. an affiliate of Elsevier Inc.
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ABCs of Primary Assessment

· Pts assessed and treated based on physiologic condition and stability of VS

· Vital functions must be quickle and efficiently determined w/ resuscitation of vital function as necessary, followed by a more detailed secondary assessment

· Follows the ABCs:

· A: Airway (assessment and management w/ C-spine)

· B: Breathing (assisted ventilation as needed)

· C: Circulation (assessed w/ hemorrhage control and IV fluid resuscitation PRN)

· D: Disability (neurologic status; assessed in-relation to pt’s responsiveness)

· E: Exposure (fully undress pt—cut if needed– to assess all potential injuries)

· Ultimate goal is to ID life-threatening conditions; may need to be interrupted for life-saving interventions

· Reperform primary assessment every 5 minutes to detect acute changes

Life-Threatening Conditions

ABCs of Primary Assessment

· Secondary assessment: in-depth, head-to-toe exam to ID anatomic problems, additional life-threatening conditions, and previously diagnosed condition

· In trauma, secondary assessment designed to ID full range of injuries and focus on injury caused by etiologic mechanism

· Radiologic testing, lab studies, specialized procedures part of secondary assessment

· Primary Assessment:

· May take as little as 30 sec

· Hx data usually limited to only the CC

· Airway and C-Spine:

· If vocal, airway is open; keep pt. talking to ensure patency

· If unconscious, place ear to mouth and look and feel for breathing

· Open mouth and assess for blood, vomitus, FB—remove via suction

· Do not hesitate to initiate intubation if needed

· In ANY supraclavicular trauma: 

· Maintain C-Spine in netural position, midline w/ body to reduce injury to SC

· Obtain X-Ray/ CT Scan (w/o contrast) to r/o Fx of C-Spine
ABCs of Primary Assessment

ABCs of Primary Assessment

· Breathing:

· Expose chest and note depth and RR

· Bilat chest movt should be expected

· Auscultate presence of lung sounds in all fields

· Note s/s of distress: retractions, tachypnea, cyanosis

· Provide 100% O2 and use BVD

· W/ trauma, assess for bruising (often indicates pulm contusion, often resulting in PTX), paradoxic chest movt (indicated Fx ribs or flail chest), open chest wounds (cover w/ vented dressing)

· Circulation:

· To assess peripheral perfusion and hypovolemic shock, note skin color, presence and quality of pulses in all distal EXT (if not present, check femoral and carotid; if radial pulse palpable, SBP > 80 mm Hg; if femoral or carotid pulse palpable, SBP > 70 mm Hg), temp. of the EXTs, and cap. refill time (should be < 2 sec)
· Lightly palpate all body areas and feel for saturation of blood, indicating hemorrhage; remember bleeding can occur internally

· Adminster intravenous crystalloids if fluid losses are expected

· Disability:

· Perform a brief neurologic assessment to determine LOC; if ↓ suspect hypoexmia or shock and re-evaulate ABCs; use AVPU:

· Alert; responsive to Verbal/ Painful stimuli; Unresponsive

· Exposure:

· Undress the body safely and rapidly to expose all BSAs

ABCs of Primary Assessment

· Assessing for Circulation and Hemorrhage

Secondary Assessment

· Check VS before beginning; those ↓/↑ expected for pt’s age are suspicious of problems

· Assess GCS score (3-15)

· Hx:

· Abbreviated SAMPLE Hx:

· Symptoms; Allergies; Medications/ drugs taking; Past illness (N/IDDM, HTN, epilepsy); Last meal; Events preceding event

· Head and Neck:

· Look at the head and scalp for depressions, intstability, crepitus, lacs, penetrating injury, ear/nose drainage (clear drainage could be basilar skull Fx)

· Note bruising around eyes (Raccoon) and mastoid (Battle), indicative of ant or post basilar skull Fx respectively

· Assess for PERRLA; ask pt to reads words on a container

· Examine neck for penetration injury, bruising, tracheal deviation, deformity, and crepitus; do not move neck until CT r/o cervical Fx

· Obtain lateral cervical X-ray to r/o cervical Fx before removing any helmet
Secondary Assessment

· Chest:

· Assess for bruising and obvious signs of deformity, palpating sternum, each rib, clavicle (pain w/ Fx)

· Auscultate lung sounds noting any ↓or absent sounds, indicative of PTX/HTX

· Auscultate for distant heart sounds and distended neck veins, suggesting cardiac tamponade; narrow pulse pressure also good indicator of this

· ABD:

· Inspect for distension and bruising; gently palpate noting guarding or pain; could indicate internal hemorrhage

· Back:

· Log-roll by 3 persons maintaining C-spine alignment

· EXT:

· Inspect all EXT looking for s/s of Fx, deformity, or crepitus/pain; lack of spontaneous movt; palpate down shaft of bones to detect Fx, also assessing for compound Fx; 

· If Fx present, assess distal pulses to r/o compartmental syndrome

· Place downward pressure w/ heels of hands on iliac spines and symphysis pubis; pain suggests pelvic Fx, which could be internally bleeding (life-threatening

Secondary Assessment

· Neurologic Examination:

· Reassess GCS score; note any paresis or paralysis; pain

· Reevaluation:

· Conduct primary survey ever 5 min; VS monitored continuously; be alert for acute changes

· Urgent/ Emergency Threat:

· Look for signs
Secondary Assessment

· Signs of Serious Traumatic Injury

Differential Dx: Emergency Conditions

Differential Dx: Emergency Conditions

Differential Dx: Emergency Conditions

Injury Assessment

· Blunt Trauma:

· MVC #1 cause;

· Bent steering wheel & bullseye windshield damage:

· C-spine/ brain injuries (coup( contra-coup), central flail chest, myocardial contusion, Fx spleen/liver, posterior hip Fx/ dislocation

· Side-Impact:

· Contralateral neck sprain, lateral flail chest, ruptured spleen/ liver; Fx pelvis/acetabulum

· Rear Impact:

· Neck injuries (cervical strain or whiplash)

· Ejection: 

· C-spine Fx, brain injury

· Airbag Injury:

· Abrasions to face, neck, EXT, smaller individuals/ children can be at risk for serious internal injuries

· Penetrating Trauma:

· Important to determine/estimate missile speed on impact

· Assess for specific organ involvment depending on area of impact

Injury Assessment

· Burns:

· Be alert for smoke, heat, toxic chemical, and Co2 inhalation– all of which can lead to airway obstruction

· Assess using Rule of 9’s

· Initiate fluid resuscitation using Parkland Formula:

· For total volume of the first 24 hours of resuscitation (with Ringer lactate [RL] solution) at approximately 4 mL/kg body weight per percentage burn TBSA 

· With this formula, half the volume is given in the first 8 hours postburn, with the remaining volume delivered over 16 hours

Injury Assessment

· Rule of 9’s

Injury Assessment

· Infants and Children:

· Children usually experience respiratory distress and compromise before cardiac emergency

· CPR is rarely successful in children, making primary assessment even more paramount

· Children w/ respiratory problems should be placed on a cardiac monitor w/ close assessment for dysrhythmias and prompt early intervention

· Obtain wt in Kgs (lbs divided by 2.2)

· Expected SBP for child > 1: 80 + 2 x child’s age

· Crying child has patent airway

· Use a radiant warmer to keep infant warm

· To SAMPLE, add ?s about mom’s pregnancy and delivery, due date, HTN, vaginal bleeding

· Try to get as much information as possible from the child

· Use the Yale Observation Scale in a child w/ fever to determine degree of illness, > 10 indicates child is ill

Adult Cardiopulmonary Resuscitation

· Begin by asking pt. if they are OK

· If not, call 911 or have someone else call 911

· Assess ABCs

· If not breathing but with pulse, deliver 2 rescue breaths and continue assessing ABCs, delivering breaths (12-20/ min) or initiating CPR as needed

· If not breathing without pulse, initiate CPR

· New 2006 AHA guidelines are 30:2 (30 compressions to every 2 breaths)
Records and Legalities

· Records:

· Become permanent legal documents; you will be held to the quality of your documentation

· Consent for Tx:

· In emergency situations, it is implied; document all trails of possession for forensic evidence
· Advanced Directives:

· Durable power of attorney allows a surrogate to make health decisions when pt cannot

· Told to a healthcare provider, witnessed, and documented

· Witnessed by 2 unrelated individuals, provides guide for what interventions the individual wants provided when terminal (determined by 2+ MD/DO)
Yale Observations Scales:

	Purpose: To evaluate a febrile child using the Yale Observation Scales.
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	Sriram & Svirbely 2000

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	conversion
	enter
	 
	 
	 
	 
	 
	 
	 
	 

	temperature in °F
	 
	°F equals
	-17.777778
	°C
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	data
	enter
	 
	 
	 
	 
	 
	 
	 
	 

	Are you evaluating a febrile child? (Y or N)
	Y
	:-):-):-)
	 
	 
	 
	 
	 
	 
	 

	age of the child in years
	1
	years
	 
	 
	 
	 
	 
	 
	 

	age of the child in months
	12
	months
	 
	 
	 
	 
	 
	 
	 

	temperature in °C
	39
	°C
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	enter an "x" in the appropriate column for each observation (give only 1 answer per row)
	 
	 

	 
	content and not crying
	strong with normal tone
	whimpering
	sobbing
	moaning
	high pitched
	weak
	 
	 

	quality of cry
	 
	 
	 
	 
	 
	 
	x
	Yes
	5

	 
	content and not crying
	cries briefly then stops
	cries off and on
	continual crying
	hardly responds
	 
	 
	 
	 

	reaction to parental stimulation
	 
	 
	x
	 
	 
	 
	 
	Yes
	3

	 
	stays awake
	eyes close briefly then awakens
	falls to sleep
	 
	 
	 
	 
	 
	 

	state when awake
	 
	 
	x
	 
	 
	 
	 
	Yes
	5

	 
	wakes up quickly
	wakens after prolonged stimulation
	will not rouse
	 
	 
	 
	 
	 
	 

	state when asleep
	 
	 
	x
	 
	 
	 
	 
	Yes
	 

	 
	pink
	pale extremities
	acrocyanosis
	pale
	cyanotic
	mottled
	ashen
	 
	 

	color
	 
	 
	 
	 
	 
	 
	x
	Yes
	5

	 
	skin and eyes normal, membranes moist
	skin and eyes normal, membranes slightly dry
	skin doughy-tented and membranes dry
	skin doughy-tented and eyes sunken
	skin doughy-tented, membranes dry, eyes sunken
	 
	 
	 
	 

	hydration
	 
	 
	x
	 
	 
	 
	 
	Yes
	5

	 
	smiles
	smiles briefly
	no smile
	face anxious, dull, expressionless
	 
	 
	 
	 
	 

	response to social overtures
	 
	 
	x
	 
	 
	 
	 
	Yes
	5

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


	calculate
	result
	 
	 
	 
	 
	 
	 
	 
	 

	data complete?
	Yes
	 
	 
	 
	 
	 
	 
	 
	 

	evaluation appropriate?
	Yes
	 :-):-):-)
	 
	 
	 
	 
	 
	 
	 

	Yale Observation Scale score
	28
	 
	 
	 
	 
	 
	 
	 
	 

	which indicates that the child is
	ill
	appearing
	 
	 
	 
	 
	 
	 
	 

	and the risk of serious illness is
	40%
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