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Triage ??7?

Triage originates from the French word "trier"
which is used to describe the processes of
Sortlng and Organ|zat|0n (Charles C. Yancey Maria C. ORourkeJuIy30 2021.)
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1lseaenvosmsTriage

* Right Person

* Right Time

* Right Treatment
* Right Place

* Right Resource

* Right Communication
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(Performance of Triage System)

Reliability Validity Consistency Discrimination

https://www.niems.go.th/1/upload/migrate/file/25550905060417.pdf
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Triage Assessment and Decision Making

Assessment:
® Assess the patient's chief
complaint, medical

history, and vital signs.

® EMERGENCY SIGNS
who require immediate

emergency treatment.

Geneva: World Health Organization; 2008.

Decision Making
® Determine the patient's
ESI level based on the
assessment.

Use your clinical
judgment to assign the
patient to a higher or

lower ESI level if

needed.

Documentation
® Document the patient's
ESI level and any
changes made to it

during the course of

their treatment.


http://www.who.int/publications/guidelines/en/
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How Nurses Implement ESI Triage in the

ER

Assigning Levels

The nurse uses the ESI algorithm to
assign the patient a triage level.

Communication

The nurse communicates the patient's
triage level and estimated wait time to
the rest of the medical staff.

Assessment

The nurse collects the patient's
information and assesses their
condition.

Priority Order

The nurse prioritizes patients based on
their levels and the treatment needed.
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How to triage?
Follow the ABCD steps:

4 )

M35y Lﬁ“LlPrimary survey

] 9 a =
"lumﬂ%mmmu I YN

MIUsLRUTNN (Assessment)
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<3 1 Y] I 1 A o
Ruthe/ms Idsuuanuvesdile saulddgauaz fihdedae
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2. ﬂizmuqﬂaﬂqmmqgﬂmu WfJTiﬂaﬂmlfJﬂﬂ’imﬂJ‘L!ﬂ1’J$ﬂﬂﬂ1hﬁﬂ%iﬁﬁ1uﬁaﬂ

Primary Survey : ABCD

® Primary survey [Wo1/5210UN1zANAMTIA9 (Life threatening)
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A : Airway miﬂﬁwzﬁu‘nN@uma%uawm'iﬂmﬁ’umi"umﬁmﬁu@mmmwﬂﬂﬂa (Airway
and cervical spine protectlon) Nﬂ’JEJ‘VIiGI’JﬂLLa ﬁﬁﬂiﬂ‘v\lﬂﬂﬂllﬂﬂﬂﬁum] ZJ‘VleuTﬂﬂch]ﬂﬂﬂ
(patent airway) wﬂ’wmiammﬂﬂﬂuawmqmumﬂ%aﬂﬂu mawﬂ’wmmmwwmﬂmumm
Tﬂﬂm‘wuNﬂ’aﬂ‘wumammwmwmaaumsmmwmﬁmaaﬂ"lﬂmﬂ dodlasumsdniles
madumeleedasaEaziui 1dun

T v ] o )
At eNviganiie1e (apnea) mglavoumilos vitgludesas Tnsnasn/ stridor/ burn azll
52AU SpO2 < 90%

Y] YR OJ:)

LA A A A v <
ﬁﬂ?ﬂﬂﬂﬁ%ﬂﬂﬂ?WNﬁﬁﬂﬁﬁﬁﬂl (Glasgow Coma Scale <9) 139UDINITVNINII

U

A A Y Yo 3
dthentinszanlunih ldsuuiaduguus

e

Y1 AN Yo < A
ﬁ‘]_l'JEJTIllﬂﬁ‘UﬂTTU']ﬂUD‘UGU’ENVI'NLﬂuw1&1%

Athenlinszanilaseinnateszauau luawnsoniels 18y (large flail chest with

respiratory failure)

Athendi Tomadiangs
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B: Breathing mM3Usziiumsnigls sy anvagmsmigly oasimsviela
< Aa
* 571nA H3eH
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* melagzalInrisonig laaIuIn

. . a = a = A 9 1 (Y] Y] a
C: Circulation ﬂizmuﬁwumi“lwa!,’wuiawmuazmiqmmﬂmaﬂ lJ],ﬂ!,!,ﬂ ﬂﬁ’)ﬂﬂ’JﬁJﬂuIaﬁ@
= A AaAa A (% = A .
FNT MU UTAY MsAUNaUVRIRen luriaenaeaioy (capillary refill)

(* QU

D : Disability U521iuszauA1NanNA2 70910 Glasgow Coma Scale (GCS)
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575 deyaii IdnnmsFnyse5a asasumeiielFlumsmansainnzuse Tsnvos
Ahe wazdansnzann i (Life threatening) NMIgAIAMTBIG4 (High risk) 91013
wazoimsuaaalungusn FAST TRACK 39wdTsngtialniegids) nennadauensa
NgUANAHNIAAIEN Emergency severity index (EST) tio @il 85 umssnymenia
fvinzen
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Emergency Department Triage

1
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Emergency Severity Index (ESI)

Richard Wuerztta® David Eitel Wau1 ESI 113 af.1998

ESI gn 14 usw.veaummends 2uvalud) as.1999uaz 1 usn.an suvie Tu

A

A.7.2000 e NS

Emergency Severity Index (ESI)

aaaaaaaaaaaaaaa

ESI-1999 (1 st ), 2000 (2 nd) , 2001 (3 th) , 2005 (4 th )

ESI-implementation-handbook-2020
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ESI ESl-implementation-handbook-2023

EMERGENCY SEVERITY INDEX

VERSION

EMERGENCY SEVERITY INDEX \ 5

HANDBOOK FIFTH EDITION

\

EMERGENCY NURSES
ASSOCIATION

SDUMSUWNEQNIAULYIIENA

NATIONAL INSTITUTE FOR EMERGENCY MEDICINE
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Emergency Severity Index (ESI)

The Emergency Severity Index (ESI) is a tool for
use in emergency department (ED) triage. The
ESI triage algorithm yields rapid, reproducible,
and clinically relevant stratification of patients
into five groups, from level 1 (most urgent) to
level 5 (least urgent). The ESI provides a
method for categorizing ED patients by both
acuity and resource needs

(A Triage Tool for Emergency Department Care Version 4
Nicki Gilboy RN, MS, CEN, FAEN,2020 )
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Emergency Severity Index (ESI)

The purpose of triage in the emergency
department (ED) is to prioritize incoming
patients and to identify those who cannot wait
to be seen.

The Emergency Severity Index (ESI) is a simple to
use, five-level triage algorithm

( A Triage Tool for Emergency Department Care Version 4
Nicki Gilboy RN, MS, CEN, FAEN,2020 )
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Emergency Severity Index (ESI)
Patient requires immediate life — saving intervention

ESI 4

Patient is in a high risk situation is disoriented in severe pain or

vitals are in danger zone

If multiple resources are required to stanilize the patient but vitals

are not in danger zone

If one resource is required to stabilize the the patient

If patient dose not require any resources to be stabilized
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Jse ESI Triage?

1 Maximize patient care

Helps prioritize patients based
on their level of urgency,
ensuring those who need care

the most receive it first.

3 Improve efficiency

e

Decrease wait time

Allows for quicker patient
evaluation and treatment,
decreasing wait times in the

emergency department.

Streamlines the triage process, reducing errors and increasing efficiency in

the emergency department.
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Five-level triage algorithm

A _ . . .
odresimmedine . > (1) A. Immediate lifesaving
5 intervention required:
high risk situation? B
severe pain/distress? | Ai rwa e m e r e n C
IE i @ . Y, . g y
how many different resources are needed? 4 m e d I Cat I O n S
/l ' '
=\ A D i~ 1
(5) (4 | danger zone Hemodynamic interventions

s sy
4/&/‘4./ Acute mental status changes,

I or unresponsive
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B. High risk situation

Severe pain/distress is determined by clinical
observation and/or patient rating of greater than or
equal to 7 on 0-10 pain scale

C. Resources: Count the number of different types of
resources, not the individual tests or radiographs

D. Danger Zone Vital Signs

Pediatric Fever: 1-28 days of age assigns at least ESI 2 if T>38 C :“'ui -
Ny
: 1-3 months of age assigns at least ESI 2 if T238 C H,___,.f:mf,-;;’.,_.___,.éf
By /=0/20 /o
: 3 months-3 years of age assigns at least ESI 3 if T>39C Efi
©)

( A Triage Tool for Emergency Department Care Version 4
Nicki Gilboy RN, MS, CEN, FAEN,2020 )
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Decision Point A: Does the Patient Require
Immediate Lifesaving Intervention?

Examples of ESI level 1 include the following:
Figure 2-3. Decision Point A: Is the Patient Dying? e Cardiac arrest

* Respiratory arrest

A

Requires immediate lifesaving Yes » Severe respiratory distress
intervention? P y
* Sp02< 90
No e Critically injured trauma patient who presents unresponsive
e Overdose with a respiratory rate of 6 breaths/minute

e Severe respiratory distress with agonal or gasping type respirations
e Severe bradycardia or tachycardia with signs of hypoperfusion

¢ Hypotension with signs of hypoperfusion

e Trauma patient who requires immediate crystalloid and colloid resuscitation
e Chest pain, pale, diaphoretic, systolic blood pressure 70 by palpation
e Weak and dizzy, heart rate = 30 beats/minute

¢ Anaphylactic shock

e Baby that is flaccid

e Unresponsive patient with a strong odor of alcohol

¢ Hypoglycemia with a change in mental status

e Intubated head bleed with unequal pupils

e Child who fell out of a tree and is unresponsive to painful stimuli

( A Triage Tool for Emergency Department Care Version 4
Nicki Gilboy RN, MS, CEN, FAEN,2020 )
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Table 2-1. Immediate Lifesaving Interventions

Mot Lifesaving

Lifesawving

Airwaybreathing

= Asgisted ventilation

= |ntubation

Ceoygen administration

= Masal cannula
= Surgical airway = Mon-rebreather
= Emergent non-invasive positive
pressure ventilation
Electrical Tharapy o Defibrillation » Cardiac monitar
» Emergent cardioversion
» External pacing
Procedures » Chest needle decompression Dhagnostic Tests
» Pericardiocentesis = Electrocardicgram
» Open thoracotomy = Labs
= Intragssecus aocess = Ultrasound
» Focused assessment with sonography
for trauma (FAST)
Hemodynamics = Significant intravenous fluid = Intravenous access
resuscitation = Saline lock for medications
= Blood administraton
» Control of major bleading
Medications = Maloxona = ASOHrn
s Dextrase s |ntravenous nitroglyoernn
= Dapamine = Antibeotics
= Atropme = Heparin
= Adenasine = Pain medications
-

Respiratory treatments with beta
aganiests
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Decision Point B: Should the
Patient Wait?

- Abdominal and
Figure 3-1. Patient Assessment Gastrointestinal

- Cardiovascular

B High-risk situation? - Neurological
Or v - Respiratory
. . es .
Confused/lethargic/disoriented? - Obstetrical and
Or Gynecological
. - Orthopedic
a ?
Severe pain/distress: . Trauma
| - Nose and Throat
Ocular

- Genitourinary
- Mental Health
- Toxicological

( A Triage Tool for Emergency Department Care Version 4 - Transplant
Nicki Gilboy RN, MS, CEN, FAEN,2020 ) -  Pediatric
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Decision Point C: Resource Needs

Table 2-3. ESI Resources
Figure 2-5. Resource Prediction

( A Triage Tool for Emergency Department Care Version 4
Nicki Gilboy RN, MS, CEN, FAEN,2020)

angiography

Resources Mot Resou m:|
¢ How many different resources are * |Labs (blood, uring) » History and physical
needed? + Electrocardiogram, exam (including pelvic)
radicgraphs * Point-of-care testing
+ Computed tomography,
None One Many PuE SrERny
magnetic resonance
L T T T imaging, ultrasound,

Intravenous fluids
(hydration}

Saline or heparin lock

Intravenous,
intramuscular, or
nebulized medications

Oral medications
Tetanus immunization
Prescription refills

Specialty consultation

Phone call to primary care
physician

Simple procedure = 1
(laceration repair, urinary
catheter)

Complex procedure = 2
[procedural sedation)

Simple wound care
(dressings, recheck))

Crutches, splints, slings
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* Decision Point D: The Patient's Vital Signs

Figure 2-6. Danger Zone Vital Signs

° Danger zone vitals?
< Zmo =180 =50
3mo-3y > 160 > 40 9‘3
3-8y > 140 > 30 ?:
>8Yy >100 =20 %N
[}
Age HR RR
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Ramathibodi Emergency Department Triage
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Ramathibodi Emergency Department Triage

aoanstrevaa ABCD athaussduniely? —> Level |

‘ 5

dilnmaslasumsdsaiiulansniialil ————{ Level 2

|

wurluuAnainanssunate?

1aidi 1 e wnnin 1 et

! !

Level 5 Level 4

Danger Zone Vital Sign

(Y

Level 3
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vumaulunisanuenlagly Emergency severity index

Fudi 1 YsediviihedesmsnstieTinviuiviellenadeisvdels dadusedivu 1

Cardiac arrest Mfﬁﬂﬁ’l I luwele

Airway obstruction Ly fideausstauveUiunuuniulin weladesds lasnasin
(ld@ ET tube w1U&7 / On BiPAP)

Severe respiratory distress  fia1n1smalaraunfeenites 1 98 - AosanUYNTIRIaguUNDLR

wielaldt « naldifivaselonduq « molafidosds - Fauazviioviwd « wglady uswasdn

Shock : flenmsuesden Tneflennsaeluiveladenis

- Wit « Fauaviadudn < vianadtayuifeuvsnaidigudliotyau « Tannudulala

Coma s¥fiuANN3aNMIaRaY / Aeuiav/anui/yaaaligndss / ddedn

Airway/breathing BVM, intubation, surgical airway, emergent CPAP, emergent BiPAP
Electrical therapy Defibrillation, emergent cardioversion, external pacing
Procedures Chest needle decompression, pericardiocentesis, open thoracotomy,

intraosseous access

Hemodynamics Significant IV fluid resuscitation, blood administration, control of major
bleeding.
Medications Naloxone, D50, dopamine, atropine, adenosine

P | o i i .,



vuit 2 (Wifideudlused 1) Hunquiflineifimudosiiimsudeslifinosensislusiesgnidu Tavaviansan

Miheddnune “idee Fu Uan 7 videli

1. amziifinnundsgs (High risk situation) Aenguiiiimudssnnuasslvifiansensia

- NQY FAST Track Ve Stroke/AMI/Trauma/Sepsis

- 9 M3Uaevies LWy asden1sdniauvestesyias (Peritonitis) Uaavinsiimegudsiuiuiivse iAnnudulaiings
(asd Aortic aneurism) gfihegeegiiteniouudesviomoiduidenan

- sEUUyRRILN Lo fUnediasdy epiglottitis, peritonsillar abscess 3o Hidearualvalepistaxis) 7l
anuduiusiunudulalinguie lyvideneenudmvgneinviefiugng warfarin

- {lheildsuuindu wu flwildsunalansuinduiiguuss (Budseuuudlausasy, ananfigs, nseiiuen

oo aa

nsofiedeud, iddinlumansalifeaiy, msuiaduiiiaanusalaudy Tauung), Use3 inhalation injury
w9 INSTIUNA, Q’ﬂwﬁiﬁ%’ummﬁwmmsw (Multiple trauma), fhilewa Wusu

- HUee1gIn T34 W ﬁﬂwm’ummﬁmﬁmsﬁmw hyper/hypoglycemia ({mihilgafansasanunania e ses
ihmaldiasfausgadauen), faeilduaivwaviegifuiulifuasingldasiasduindinsdadelunsvua
Fon, 91nsiasdsnneduienaussnely 24 $ilus), fihevimiunidsuwduasdunne Subarachnoid
hemorrhage (SAH), §lnBfiunfeInsudadn (postictal) fifimmuidsssionsing, fielsaueuiiniiionnts
vauwiloy

- flhwaRnssuuavyiiny Wy fudsfiasdonne ectopic pregnancy, wisuiwypsiilliFessennitesnasny3ina

1N, dlpUnvissnaenreraanuIINuenlsmeIug
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2 . ffineilnnzdusu nevaussinadundu (Acute alteration of consciousness ) ApgUhefiiiann1sdy duay
navauestiaanddiy [Wudy

3 ghefian1suan (Severe pain / distress) Aagtheiifionnisuanlusimeiiddudu dswe dowipmdontion
Tnsansuissesdinsuanisenmednunynousnigy S fedl wileunn ueuling viegundyq i 1wy
hypertension, tachycardia, tachypnea wIaNsUsEEiy pain score > 7

Juil 3 Tisandyyadn eglulsusunseviel

21 > 15 U : HR>120/min %58 RR<12, > 24/min %38 SBP>180, <90mmHg

Heart rate beats/min

Patient age Sudy 1
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Respiratory rate breaths/min

Patient age sedy 1 AU 1
0-3mo
3-6 mo
6-12 mo
1-3yr
oy
<15

Uit 4 Rarsamdnensildluiasanidy
nonnsfeinlutesselltivanun iy 1 Aanssu 1dur Fasinonns/ counter
WeNLNA / Was X-ray

/ s ultrasound / sias CT Scan / iinsununay

Ramathibodi Emergency Department Triage (J51139)o¢wl
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ESI hiswiuanarlumswunung
uATZYAMUANIANYBALAAE [5anegna
ER Ramathibodi Hospital

* ESI Level 1 : filqsgniduingm Az lAFUNN9MFIATNENIUN

D filnsgniausedauy arlafuniinasnnialy 15 win
* ESI Level 3 : filwandulidiseion  agldfunismmaineelu 14alus
* ES| Level 4 : fulagvialy TdEn e

« Yo a dl 1 o
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fMhuseay 4 (3nqa)

MR - aﬂﬁ‘?nmsmwﬁuﬁ

n")‘a‘?lJil?n’ﬁWE)\‘lQﬂLQ‘NI‘S\?WEHU']&S']N’IE!Jﬁ
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M3053935m : bitwuane
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Triage Nurse

What Is a Triage Nurse?

Nurses who work in triage
work in emergency rooms
and other emergency
clinical facilities to help
establish what kind of care
patients need, ensuring
they get sent to the right

locations as fast as
possible.

injuryw —
clinic S il
7" \[ness
doctor trlage accident
.ithGQ\I\ l»‘fe

https://www.google.com/search?q=triage+nurse&hl=th&tbm=isch&sxsrf=AB5stBheLLt]
TOONAs-
wu3I3ctFuT3XuCw:1691215453030&source=Inms&sa=X&ved=2ahUKEwjg3sPC7MSAA
V2-jgGHZihBMkQ_AUOAX0ECAUQAW&biw=12808&bih=595&dpr=1.5
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What Does a Triage Nurse Do?

Assessing patients and determining acuity
Communicating with health professionals
Determines treatment location

Initiating treatment protocols/first aid
measure

= W N

d

Monitoring and reassessing

6. Communicating with the Public
/. Documenting
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ANNFUAzNNHZYBINENINanauanii) e

(Triage Nursing SKkills)

= 4 9 9} 1 I A = di
* VoannNuIuazinbzae lumsauadiheglinmauazanay e
Uszansnmna lumsaauendiegliamaanau (Knowledge)

-y} Y, o J
* NnNMMIUTEITUNUST (Public Relations Skill)
.y} v Jd
* NAYINMIAUNYAY (Interviewing Skill)
a Aa A 4 a 1 a
¢ ﬂ’]ﬁﬂﬂﬁ)’\‘l'JW’]ﬂTsl/ﬂ’J’liJﬂﬂ@ﬂ?ﬂﬁ’)%Tﬁﬂlﬂﬁﬂ! (Critical Thinking)

* NNHYMIAEI (Communication Skill)

a3 Sl gradng. sansiznisganimnamiie 1 5 atud 2 wew ningias - Suanax 2561
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12.
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a = a oA o ¥ a = 4 a oA 1 =
WeadIMynliinanulsgiesgamuraziilszaumsaimsigiinauunni 53

FiuMseusuMIAansodlasldinaaiuayI5AAennUEmergency Severity Index (ESI)

UNPHLNWADUD mmmg”mmi 9IMILAAIVDINIZANANFIA(Life threatening) NNITNANUITLGI 9INIHAZDINIUAAI Y

U A

= A 1 A ?:} Y Y Yo @ A A
ngulsn FAST TRACK 5214 13ngiia lisgiiaan e 1ddhe 1a5umssnumeunaluaowuifimunz e
ﬁ’ﬂﬂiﬂi%ﬂ’iz‘iﬂﬂﬂﬁWfﬂ‘iﬂa‘j%i\lﬁl‘umm“ﬁ'!,mza%miﬁmwﬂ@ﬂJEmergency Severity Index(ESI)
= a wa 9 1 [ 1 Y [ d' A ] 1 = [ 1 1 PR
3 wszdouliia deanasiawnulumsdansiagiieseaus-4-5 NOPD wionueuaee 521 lJdamssuuaz denedile

v
v

Y
Y v Aa a = a a =
ummuu% ﬂﬁ'l@]ﬂﬁuslfﬂ ‘]Juﬁuﬁ'lusllﬂﬁNT@?@WU’J%W%‘WLL’@%%iEJ‘ﬁiﬂJ’JGIﬂGIfW

D

IS4

tinwzlumsdods mswa malame lddemsnudihonazandlaedslidszdninm dihonazgnanaanuiianelalums
FUUTMSI

= d‘ [ ] 1 9 ] = a A
tanuansalumseasalszamnuiunisnuaeg luTsawenaldeddidszansnm

= v A A 1 9 ~

Tanusudnrey Hazdoasinontiin

A A SN Y 1 I [
Taaansaniuanetsuel ldegramngan lugoiunmsaiinasy

tugmalnamsuaunsouddymuamgmi ldedamngay

IS Y = Y Aa Y 1A g a
e laleudounis 1HusmMsaremniluiiag

o A g’/ a oA [ Y 1 4 a )
%§ﬂ1§‘ﬂ1\11u!563: Gllu@]@uﬂﬁﬂi‘]‘ﬂﬁx‘ﬂui}ﬂﬂﬂﬂ‘i’EN@ﬂ’)ﬂﬁuﬁﬂtl%ﬁ1ﬁﬁii§ﬂmu InaenNal’ : W-ER-022
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Common Challenges in ESI Triage

for Nurses

High Volume

® The emergency room can be very busy and nurses can be
overwhelmed with the number of patients they have to triage

Clinical competency and Psychological capabilities

® Patient cases can vary in complexity and some patients may
require extra attention or care

Subjectivity and Experience

® Assigning an ESI level can involve some subjectivity and nurses

may disagree on what level to assign a patient

Mostafa Bijani and Ali Asghar Khaleghi Galen Med J. 2019



https://pubmed.ncbi.nlm.nih.gov/?term=Bijani M[Author]
https://pubmed.ncbi.nlm.nih.gov/?term=Bijani M[Author]
https://pubmed.ncbi.nlm.nih.gov/?term=Khaleghi AA[Author]
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8344134/
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Importance of Communication and
Documentation in ESI Triage

Communication: Documentation:
Communicate clearly and effectively with Keep accurate and up-to-date records of patient
patients, their families, and other healthcare assessments and ESI levels to ensure that

providers to ensure that the correct level of care patients receive the appropriate care throughout

is provided. their treatment.
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Strategies for Accurate and
Efficient Triage

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8122756/
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ESI Triage Indicators

* Under Triage: is the underestimating the
severity of an illness or injury

* Over Triage: is the overestimation of the
severity of illness during the triage process
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Work Instruction
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NTEUAUNTUHUANUATNNTEUAIUNITNETLIN

1. Assessment: Primary survey and Secondary survey
2. Nursing Diagnosis : m‘umm@mmimmnm@sﬁﬂﬂivqm m‘fmmqmﬂm@sl‘fﬂumﬁ‘mmma‘mmqvm‘@‘iimm

filae uazdanieniazanenudin(Life threatening) nasfinanuidasgs ennisuazennisuanslunguise
FAST TRACK soutisTsngiimlusigiize
3. Nursing Planning : ihdiasdnganuniunnsnsadnmauszauinisdnnsesuazassadeyadieliiu
% v dl o v :j/ =X dgl U
Wntiftszaniedii sauienistgunenunadessiu
4. Implementation : fuiinnsdnilsedd dadyondn wazldiauuziinisdusinng
5. Nursing Evaluation : dsziiudilhatanzsansaiiiasangiasataiennislasuilasls Tnavnnwuainis
neng i eunwnevium
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Triage algorithm  Fum 4= Things to do
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Triage algorithm fumn =

Nﬂ:d Resnscitation [1!’

2 sl (2)

Things to do

mﬂhmﬂhi‘ju'i"l'fm"uli!dm114:{1]1:.- T=dy 1 Tdm

AidreayBreathing BVM ET-mbe. Surgical airvay, Emergent

- CPAMBIFAP

G- finanianim
i R - Electrical therapy Defibrillation. Cardieversion. External pacing
= <> 10011 1 NanNIIH

Procedures Needle thoracostomy, Pericardiocentesis, Open

" ey
1 Vital Elgns Unatable (2) tharacotomy, 10

e O Vital Signs Stable (3) Hemodynamibcs Shgnificant Muld remseitation, Bload reansfusion,
1 TanssH 4) Conrral major hieeding
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Description
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Thank You

For
Attention




