smelled, or measured

*When do we tak

«For aresponsive m
right after you perform a¥Qcu:

or trauma patient,
H&P

«For any unresponsive or patient with significant
MOI, right after the rapid physical assessment

N
GN tol \

Together, signs and squj@?s giveusa

clearer picture of what's going on.

obtained?

All patients!

4) Blood Pressure

Sometimes LOC with pbpff check are
includedintheVS



m Thready
mBounding
mPulseless

Toddlers
Newborns

= Wheezing
= Gurgling
= Stridor

= Rales

—Hypoxia
—Agonal




re

= Color

= Sphygmb
= mmHg

m Systolic / Diasts|j
= Hypotension

= Hypertension

m Palpation

= Auscultation

mBlood pressure shs
all patients older tha

NN\

mMoisture

—Dry, moist, or wet

m Auscultation vs. Palpation

ERACRE @ A53E5

B.LOD PRES

rests (diastole)

mal R

Age
Adults

Children
(1to 8 years)




Pupis

eactivity toli

upil sige

Checl

Are they Constricted ? Dil
Non-reactive ?

*Check the pupils

—To Voice (3)
—To Pain (2)
— None (1)
Verbal
Response
— Oriented (5)
— Confused (4)

m | - React to LIy

NN N N\

= Tested by depressingtge
patient’s fingertip and
looking for return of blood)

Probable Shock!!



