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OverView 

Welcome to From the Heart Romance Writer's December Workshop, Life & Real Times 

in the ER, with Michelle Klosterman. This workshop runs Monday, December 13, 2003 

through Friday, December 19. I am your moderator for this workshop, Nisa Lyles, and 

am here to see that things run smoothly. You can email me off-list at 

Manisa_Lyles@yahoo.com should any problems arise.  

Below is an overview of the workshop and the instructor's bio.  

For this workshop, lectures will be posted to the list as a regular email, then the instructor 

will open it up to assignments and Q&A. You can post your assignments and questions 

directly to the list by sending an email to FTHRW_Workshops@yahoogroups.com 

(There's an underscore between the FTHRW and Workshops).  

Remember, to be able to participate in the workshop, you must leave your Yahoo settings 

at either Individual Emails or Daily Digest. The "No Mail" and "Special Notice" settings 

are not allowed during the workshop. We will not be sending anything "Special Notices". 

If you have special circumstances that require you to select "Special Notice" or "No 

Mail", please contact me at manisa_lyles@yahoo.com and we will make special 

arrangements.  

This is a full workshop, so remember to USE THOSE HEADERS to make it easier for 

the instructor -- and the other students -- to move through the email quickly. If you have 

any questions about that, be sure to let me know. Also - if you find that you are no longer 

able to take the workshop, please let us know so that we may contact anyone on our 

waiting list to take your place. Email register@fthrw.com with any cancellations.  

The list will remain open through December 20th to allow members to continue any 

discussions they may have started and to download any files or messages they want to 

save. As FTHRW members, you will be able to get the lecture notes and assignments 

after the list in the password-protected archives on the website. Remember, you are not to 

share these, however, with non-FTHRW members.  

Let me start by introducing the workshop and our presenter, Michelle Klosterman.  

About the Instructor: Michelle Klosterman was born, lives, and works in rural 

Southwestern Ohio. She is married and blessed with two adult sons. Michelle has been 

reading and writing since her pre-teen years. Even though her tastes are eclectic her focus 
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is on romance and suspense. She has been seriously been writing romance genre novels 

for the past three years. As a twenty-year veteran registered nurse practicing in 

emergency and intensive care areas, she uses her medical expertise in her works.  

Michelle wrote an article on the Essentials of Writing Romance Genre for the premiere 

publication of the Brown County Writers Group's newsletter, The Twig. She has, to date, 

completed four romance novels.  

She has served as judge for poetry and short story contests as part of the Brown County 

Writers Group and on romance novels for various Romance Writers of America (RWA) 

groups. She will act as contest coordinator for OVRWA's First Chapter Contest and 

Summer Sizzle Contest in 2005. She also serves on the contest committee for Heartbeat 

RWA's first contest, Diagnosis Romance, which will be announced in January 2005.  

She is the current president of the Brown County Writers Group, which was founded four 

years ago. She is Vice President for Heartbeat RWA, is a member of the National RWA, 

the PRO Liasion for the Ohio Valley RWA, and is a member of Fromt THe Heart RWA 

and RWA Online. She is also a member of the Appalachian Writers Association and the 

National Association of Women Writers and a very active member of a few excellent 

critique groups.  

Other memberships include the Emergency Nurses Association, President of the Adams 

County Business and Professional Women, member of Ohio Business and Professional 

Women, and the National Business and Professional Women, and Vice President of 

Region 6 of the Ohio Business and Professional Women.  

Writing credits: The Essentials of Writing the Romance Genre in The Twig, premiere 

newsletter, 2002. Christmas Memories (a personal essay) in the Frosted Pane, a quarterly 

publication of Through the Window Series, December 2003. Destiny, a short story in 

Cupid's Arrow, a quarterly publication of Uplifting Romance Series, February 2004. 

Owner and member of two online critique groups. Michelle@UpliftingRomance.com  

Workshop Name: Life & Times in the Real ER  

Course Description: Learn about how a real ER nurse with 20 years experience dealt with 

auto accidents, burns, stabbings, shootings, chest pain, heart attacks, strokes, and more. 

Michelle will take us through day-to-day events and let us see into the heart and mind of 

a nurse. Think about how strong your characters will be when you take these emergency 

situations and weave them into your novel. Once again, thanks for joining us for the 

mailto:Michelle@UpliftingRomance.com
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workshop. Be sure to check out all of the other workshops we're planning this year by 

going online at http://www.fthrw.com/workshops.  

Thanks and enjoy the workshop!  

Nisa Lyles FTHRW Programs/Workshop Moderator Co-Chair  

Lesson One  

Emergency Department Organization & Staff:  

First of all I'd like you to know that I manage a small emergency department in a rural 

area. We see about 16,000 patients a year, which is considered low volume by the 

Emergency Nurses Association. However, my ED is run exactly as a larger ED. The only 

difference is less staff, space, and services (generally specialized surgery capabilities, 

which you will see later in the text). Teaching hospitals will also have residents, interns, 

medical and nursing students as well as students in the ancillary departments on duty.  

Physicians: EDs are staffed with at least one physician on duty 24 hours a day, seven 

days a week. In the past, small hospital EDs had a single physician on duty for 24 hours 

shifts. They usually have a physicians' lounge or sleeping room with a bathroom 

containing a shower for the physician's convenience. These physicians use the room to 

rest between patients. Usually there are only a few patients presenting from 2 a.m. to 7 

a.m. However, some nights there is no let up in patient flow.  

In most EDs now, the physicians work 12-hour shifts. They almost always still have a 

physicians' on call room regardless of what the rest of us think about that. Sometimes 

there can be problems getting them out of the room to see new patients or to review the 

results of tests done on a patient waiting to be told their results, diagnosis, and treatment 

options in a timely manner. It shouldn't be this way, but is occasionally. Of course, this 

same scenario can happen when emergent patients present and must be treated before 

those already present in the ED. A lot of people feel that their need is the most important 

emergency present regardless of whether it is a cold, cough, sore throat, sprained ankle, 

etc. I once had a patient complain that they'd had to wait in the lobby to be seen for a cold 

they'd had for three weeks but couldn't sleep tonight while we were doing resuscitative 

measures on a woman that I had previously ran EMS with. Obviously it did not sit well 

with me, however, having to be ever present of customer service mindset I referred them 

to the hospital supervisor.  
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Usually a busier ED, seeing more than 16,000 patients per year (that is generally the low 

volume cut off) there will be an overlapping physician during the busiest hours. Most 

EDs are busiest from noon until midnight, though this can be a little different depending 

on the season (earlier in the winter months, later in the summer months), holidays, 

weekends, and the type of illnesses and accidents occurring. Usually if an ED has 30,000 

patients or more they will have two or more physicians on duty most of the time and a 

few additional ones overlapping a few hours, usually evenings.  

Physician requirements can differ greatly from facility to facility. The majority of the 

facilities utilize an emergency physician group, either a national, regional, or local group 

to man their EDs. Some will employ the physicians, but most contract the physicians. 

Requirements can vary from third year residents that moonlight, to physicians with years 

of experience. Most either use board eligible or board certified physicians. This can also 

differ. Board eligible can either mean they are able to take the boards in their specialty or 

in emergency medicine. Board certified means they are certified in their specialty or 

emergency medicine. The emergency medicine boards consists of a written test and a 

scenario based practical in which they have to interpret test, read x-rays, CT scans, etc. I 

assume the other specialties are similar. There have only been emergency medicine 

residency programs in the about last ten years. The University of Cincinnati School of 

Medicine being the premiere program. In my facility, our full time docs are board 

certified emergency physicians and the part times are board certified in their specialties, 

internal medicine and family practice.  

Some facilities also use advance practice providers. These can be nurse practitioners 

and/or physician assistants. These providers can see the non-urgent patients, do minor 

procedures, such as suturing wounds that kind of thing. The physician on duty must still 

see these patients, review their diagnostic tests, and answer any questions the patient or 

parents may have. In some states advanced practice providers may have prescription 

writing power, but in some they do not. In these states, the physician must write the 

prescriptions or co-sign them with the advanced practitioner.  

The physicians are responsible to see the patient, interview and do a physical assessment 

related to their complaint. They will then order the appropriate diagnostic tests (labs, 

imaging, EKG or ECG, which is the same test, any treatments, such as respiratory 

(breathing) treatments, and nursing care orders. Most EDs have some standing orders for 

patient care. Usually what the nurse may do for patients which complaints such as chest 

pain, stroke, burns, etc. It usually has to do with starting intravenous (IV) locks (an 

intermittent intravenous infusion device that must be routinely flushed in order to keep it 

open or working) or infusions and how many, the preferable size, bigger the better in 
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emergent patients, especially trauma patients, what labs to order, if the patient needs 

oxygen, how often to do the vital signs, etc. Nurses are given some latitude in most 

departments, depending on the comfort of the physician on duty and his experience with 

the nurses on duty. Often the facility's staff gets attuned to working together and the 

nurses will automatically know and carry out the physician's preferences without the 

physician having to actually give the order aloud. You also occasionally have personality 

conflicts between the staff, including doctors and nurses. Sometimes you have doctors 

that tend to over order or under order what the patient actually needs. In general nurses 

are patient advocates and try to be sure that the patients are taken care of appropriately.  

Nurses: In general there should be at least two RN's on duty at all times. This is the 

recommendation of the Emergency Nurses Association. Even in low volume departments 

like mine. I used to work in a nearly identical ED, but I was the only RN and the only 

person on duty between midnight and 7 a.m. Hopefully, those days are over. The 

registration clerk on duty was my buddy, the person who made a lot of my phone calls to 

docs, other departments, called the nursing supervisor when I needed help, etc.  

Even in my small ED, I have a third nurse working from 11 a.m. to 11 p.m. Bigger EDs 

will have more nurses on duty at all times, with an increase beginning somewhere around 

10 a.m. and lasting until 1 to 2 a.m. It would not be unrealistic for there to be ten to 

twelve nurses on duty at one time in a large metro or teaching hospital.  

In general nurses will spend more time with patients than the physicians. The nurses 

usually have caring attitudes while sometimes it is easy to see that the physician is only 

there to do a job. Of course you can have some nurses with that attitude as well. In 

general ED nurses tend to be a little more cool, aloof than those on the regular floors. A 

lot of this has to do with the ED setting, what you have seen, done, what's needed to be 

done, and how busy they are or have been. Most ED nurses prefer a steady stream of 

patients rather than getting several at a time, then having lulls with no patients. The 

steadier the stream or flow of patients the better most staff enjoy working. It makes the 

time go faster without the hectic, adrenalin rushing flow that quickly drains our energy.  

Clerks/Techs: Most EDs will have a clerk on duty round the clock. In mine, I have one 

from 8 a.m. to midnight. They are responsible to take off physician's orders, entering the 

orders for labs, x-rays, etc., as well as keeping an eye on the cardiac monitors reading out 

at the nurses' station. EDs will usually have a tech on duty to help nursing with 

procedures, dressing, undressing patients, transporting them to and from x-ray, etc. They 

often are able to set up suture trays maintaining sterility, do personal care for the patients 

as needed, perform vital signs, etc.  
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Due to nursing shortages some hospital emergency departments have employed 

paramedics to extend their staff. Under these circumstances their duties must clearly be 

identified by their job description and must not go beyond their practice acts established 

by that state. They may for instance do vital signs, EKGs, hook patients up to cardiac 

monitors, start or discontinue IV lines. Unless there is a code situation they cannot give 

IV push medications. At least not in Ohio while working inside an emergency 

department.  

Triage Nurse: The triage nurse is a key position in the ED. The triage nurse should be one 

of the most experienced in the ED. They are responsible for seeing patients as they come 

in the door, asking their chief complaint, taking vital signs, doing a brief physical 

assessment based on the complaint, doing a pain assessment, if pain is present, asking 

past medical history, allergies, listing any medications the patient takes, do they smoke or 

use smokeless tobacco, illicit or recreational drug use, do they have a history of the 

following: seizures, cardiac problems, lung problems, cancer, high blood pressure, 

immunization/tetanus status, and for women their menstrual and childbirth history and if 

they are currently using birth control, their last menstrual period date. They also will do a 

height and weight. In Ohio we are also required to ask each patient presenting if they feel 

safe and unafraid in their personal relationships and whether they have been pushed, 

kicked, or shoved over the past year. This is due to a heightened awareness in domestic 

violence issues. The trick to getting honest answers concerning these questions are often 

getting the patient alone. Sometimes that means telling the patient you need a urine 

specimen and following them into the bathroom to be alone with them. Abusers often 

accompany the patient, tend to be overbearing, never leaving the patient alone with the 

healthcare worker, and usually answering the questions for the patient. Whenever you 

have a situation where another person answers for the patient you have to ask for the 

patient's input first and assure the other person they will get their chance to speak 

afterward.  

Normally, if the patient is has an emergent problem they are placed on a stretcher right 

away and the rest of this will be done while hooking them up to the cardiac monitor, 

undressing them, starting their IV, etc. This patient will no longer be the responsibility of 

the triage nurse, they become the responsibility of the ED nurse assigned and the 

physician.  

Non-urgent patients may have minor diagnostics ordered and/or treatments done by the 

triage nurse and sent back to the lobby until the results are returned and/or there is a 

treatment room available for the physician to see them in. These orders are generally 
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regulated by standing orders and the triage nurse calling the physician on duty for the 

appropriate orders.  

In general an emergent category includes things like heart attacks, strokes, respiratory 

distress, major traumas (motor vehicle accidents, burns, stabbings, shootings, etc), severe 

allergic reactions. In most facilities unless there is a blatant misuse of ambulance services 

by the general public those patients are placed immediately into the Emergency 

Department. These are things that need to be taken care of immediately to prevent loss of 

life or limb.  

Urgent category includes things like cough, shortness of breath (not as extreme as above), 

asthma, high fevers, any complaints with abnormal vital signs, moderate allergic 

reactions, sports injuries, lacerations, moderate to severe pain. These are generally things 

that need be taken care of within two to four hours. Domestic violence and sexual abuse 

usually fits into this category, not necessarily because of the injuries, but also because of 

the timing of evidence collection.  

Non-urgent category includes all the other things. Sore throats, general cough, low-grade 

fevers, mild allergic reactions, rashes, toothaches, minor sports injuries and lacerations, 

foreign bodies in the nose, ears, eyes, etc.  

Patient Care/Flow: On a good day a non-urgent patient should be in and out of the ED in 

less than one hour, depending on the tests and treatments needed and how busy the 

department/physician/staff are. Urgent patients often take 2 to 3 hours, and an emergent 

patient make take a little more depending on getting hold of their primary care physician, 

getting a bed for the patient in the hospital or another facility. If transporting to another 

facility it may take even longer. Sometimes we have to wait two hours for a ground 

transport, because as a small facility in an impoverished area we do not have our own 

transport service.  

Patients should be triaged and/or seen by the ED RN and physician, diagnostics done as 

ordered, including labs, imaging, EKG's, breathing treatments, IV's, etc. Once the results 

are back the physician may order antibiotics or other meds via IV, an injection, orally, or 

rectally. If the patient will require follow up with their physician or specialist in the next 

few days the physician will speak directly to that physician or the person on call for them, 

they will be given written follow up instructions after physician and nurses have 

documented care and any prescriptions they may require. After hours/weekends we often 

give the patient a dose of those meds and enough to last them until the nearest pharmacy 

opens. In large areas they are given only the prescriptions because pharmacies are often 
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open 24 hours a day. The discharging nurse should go over those instructions and any 

medications given to the patient before they are discharged.  

Patient categories: Also you should know that there are certain national standards that 

must be adhered to. No hospital emergency department can turn away a patient based on 

their ability to pay, as a matter of fact, each patient should be triaged to determine the 

level of care needed for them prior to asking about their insurance. If not the hospital is 

not complying with national standards and can be subject to what is known as an 

EMTALA (Emergency Medical Treatment and Labor Act) violation. In general they are 

divided into emergent (risks for life, limb, or body function), such as airway problems, 

traumas, heart attacks, strokes, head injuries, shock, burns, and that type of thing), urgent 

(can usually have delayed treatment up to four hours. Consists of some breathing 

problems, lesser traumas, burns, massive infection, eye injuries, kidney stones, and that 

kind of thing), and the most common ED patient presenting, the non-urgent (these consist 

of sore throats, earaches, rashes, headaches, (unless they complain it's the worst they have 

ever had or have visual disturbances, or balance problems with it, then it is an urgent 

problem) toothaches, back pain, single joint injuries or anything that you could see your 

doctor for in the next 24-48 hours. Believe it or not 80% of most ED patients everywhere 

fit in the last category. The only facilities that may have different statistics on non-urgent 

patients are dedicated trauma, burn, heart and cancer centers.  

Facility-to-Facility Transportation FYI: In Ohio, hospitals have to have certain criteria to 

have a Trauma certification. The University of Cincinnati, 50 miles west of us is the 

closest Level I Trauma Center in Southwestern Ohio. The criterion requires certain type 

of surgeons on duty and on call (including trauma, neurosurgery, plastic surgery, and 

orthopedic to name a few), surgery personnel, ICU capabilities, including neuro 

capabilities. Most Level I centers also have their own transport services, helicopters, 

mobile intensive care units, paramedic units, and basic units. University's Air Care runs 

with a pilot, of course, a physician (usually a resident in emergency medicine), an RN 

(certified in flight nursing, CFRN and/or certified in emergency nursing, CEN). These 

certifications are accomplished through testing and obtaining many hours of continuing 

education units in emergency treatment and care. In their ED, they also have a physician 

working in the ED that is over the patients transported by Air Care, who decides whether 

the patient should be transported by air or ground. The weather can also make this 

determination. Other air transports use either two RNs, certified as above, or a certified 

RN and a paramedic.  

Normally from the time Air Care is contacted they are on the ground at our hospital 

within 20-25 minutes. They have a special lock in cot for their copter that they set on top 
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of a stretcher without a mattress that we keep at the doors near the helipad. Though some 

of the newer ones have collapsible stretchers like those used by ambulances. The 

physician normally gives physician report and the main nurse nursing report at the 

patient's bedside while the patient assessed by the air transport crew and is being readied 

for transport. Oh yes, there is a weight limit as to the patient's weight they can take. 

Normally they are okay up to 300 to 400 pounds depending on the combined weight of 

their crew.  

Getting a patient ready for an air transport can be hectic. Patient and/or family member 

should sign the transfer agreement after the physician has explained the risks and benefits 

of transfer and documented them. The physician and nurses must have their notes up to 

date so they can be copied by the clerk upon the air transport crew's arrival. This also 

includes having copies of what we call the patient's face sheet (that's the sheet with the 

patient's name, address, date of birth, social security number, address, next of kin, 

insurance if known, etc.), all lab results, and copies of the actual x-rays (if any, which 

may include CT or CAT (computerized tomography) scans). Occasionally there isn't time 

to have all of the notes up to date, in this case they must be faxed to the receiving hospital 

after the transport has left the facility with the patient. Since we give face to face nursing 

report this is the only time we don't have to call the receiving hospital to give a nursing 

report. If the victim is a child going to Children's Medical Center or the Shriners' Burn 

Hospital, report must still be called once the patient has left in the copter.  

I'll just say on the ground transport the intensive care mobile units generally have a nurse, 

usually certified in critical care (CCRN), and a paramedic on duty with a driver. A 

paramedic unit, usually will have a paramedic and an Emergency Medical Technician as 

a driver. Occasionally they will have a third person also an EMT, who works in the back 

of the squad with the medic. A basic unit will have two EMTs, one of which drives. 

EMTs can be an advanced, intermediate, or basic. These designations relate to the skills 

they are allowed to use on a patient. I can get into that more if anyone is interested, but 

that also is a little different from state to state, though there is a national registry for each.  

 Lesson Two  

Triage is a process used to determine the severity illness or injury for each patient who 

enters the ED. This process ensures that the patient is put in the right place for treatment 

at the right time to receive the correct level of care the facility is able to give. In most 

EDs a registered nurse is the person doing the assessment and evaluation of the patient's 

illness or injury necessary to make the decision of which category they fit into.  
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Currently the categories for triage are Emergent, Urgent, and Non-Urgent. Though there 

is an International Triage System that I believe divides the patients into numeric 

categories. The Emergency Nurses Association (ENA) has recently backed a new five 

level triage system that categorizes the patients into levels 1-5 known as the Emergency 

Severity Index.  

1 being Emergent or the most severe,  

2 being patients with the potential to be life threatening, which under the old system 

could fall into either Emergent or Urgent,  

3 being either a low-level emergent or high-level Non-Urgent.  

Levels 3-5 are mostly based on vital sign ranges of those that would normally be classed 

Non-Urgent.  

Since the five-level system is relatively new and not yet used widespread in the US, we 

will mostly concentrate on the Emergent, Urgent, and Non-Urgent triage classifications.  

History of Triage: The word triage is derived from the French verb trier, which means 

Òto pick or sortÓ. Triage dates back to the French military, which used the word to 

designate a Òclearing hospitalÓ for wounded soldiers. The US military used triage to 

describe a sorting station where injured soldiers were distributed from the battlefield to 

distant support hospitals. After World War II, triage came to mean the process used to 

identify those most likely to return to battle after medical intervention. This process 

allowed concentration of medical resources on soldiers who could fight again. During the 

Korean and Vietnam conflicts, triage was refined to accomplish the Ògreatest good for 

the greatest number of wounded or injured men.Ó  

In the civilian area, triage has two very different uses—disaster triage and daily triage. 

Disaster triage is similar to military triage in that the goal is the greatest goo for the 

greatest number of injured. Disasters include floods, hurricanes, earthquakes, bombs, 

collapsed buildings, fires, airline crashes, vehicular crashes, and tornados. The primary 

difference between disaster triage and military relates to patient transport. During a 

disaster, transport for some victims is delayed to prevent overcrowding the receiving ED.  

Daily ED use of triage systems began in the early 1960s when demand for emergency 

services surpassed available resources. Space, equipment, and personnel could no longer 

handle the explosion in ED visits. From 1958 to the early 1960s, the nation's EDs 

reported 18 million visits. This figure increased to more than 44 million by 1968 and to 

more than 99 million by 1990. The greatest increase inpatient numbers occurred in the 

non-urgent category. Reasons cited for increases include lack of available non-emergency 
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services and lack of access to primary or urgent care providers. The number of patients 

with non-urgent problems increased with the growing number of underinsured or 

uninsured people using the ED for primary care. The triage process evolved as an 

efficient way to separate patients requiring immediate medical attention from those who 

could wait.  

The following compares Military and Disaster Priority Categories:  

Priority:  

1 Military: Immediate Care:Shock, airway problems, chest injury, crush injury, 

amputation, open fracture Disaster: Class I (Emergent) Red:Critical, life-threatening—

Compromised airway, shock, hemorrhage. 

2 Military: Minimal Care:Little or no treatment needed Disaster: Class II (Urgent) 

Yellow:Major illness or injury requires treatment within 30 minutes to 2 hours—open 

fracture, chest wound 

3 Military: Delayed Care:Treatment may be postponed without loss of life: non-critical—

simple fracture, non-bleeding laceration Disaster: Class III (Non-Urgent) Green:Care 

may be delayed 2 hours or more minor injuries, walking wounded—closed fracture, 

sprain, strain 

4 Military: Expectant Care:No treatment until immediate and delayed priority patients 

cared for; requires considerable time, effort, and supplies Disaster: Class IV (Expectant) 

Black:Dead or expected to die—massive head injury, extensive full-thickness burns 

Triage Systems: The primary goal of an effective triage system is rapid identification of 

patients with urgent, life-threatening conditions. Complementary goals include 

prioritizing care needs for all patients, regulating patient flow through the ED, and 

determining the most appropriate are for treatment, whether it is the ED or an outside 

primary care area.  

Any triage system has primary and secondary functions. Primary functions include 

assessing and reassuring the patient's chief complaint and related symptoms, taking a 

brief history and physical assessment, and measuring vital signs. Secondary functions 

including clerical tasks, directions, ambulance patient evaluation, ambulance dispatch, 

stocking supplies, cleaning, equipment maintenance, crowd control, security, and 

information. The extent to which a triage system encompasses all these functions depends 
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on daily census, available staff, presence of walk-in clinics or same-day clinics, type and 

availability of health care providers, availability of specialty treatment areas, and 

environmental, legal, and administrative constraints.  

Patient Assessment: The goals of the triage process are to gather sufficient data for 

determining acuity, identify immediate needs, and establish rapport with the patient and 

family. Use of the nursing process provides the necessary framework for a consistent 

approach for every patient.  

Assessment is defined as a rapid systematic collection of date relevant to each patient. 

Subjective data provide information disclosed by the patient or family whereas objective 

data are observable, measurable information. Assessment begins with first contact—as 

the patient walks through the door. The triage nurse is expected to evaluate all patients 

entering the ED within 2 to 5 minutes of arrival. Current research indicates that the 2-

minute standard is met only 22% of the time and normally varies from .5 to 11.1 minutes. 

The increased time correlates with the elderly patients that have complex medical 

conditions. Some EDs have eliminated the full set of vital signs for the lower acuity 

patients at triage allowing for use of nursing critical judgment, however, we have not at 

my facility. I have found in my practice that sometimes abnormal vital signs are the only 

indication that a patient is sicker than they appear.  

In an ideal setting, the triage nurse begins with self-introduction while assessing major 

threats to airway, breathing, or circulation (ABCs) (i.e., airway compromise, respiratory 

distress, excessive bleeding, and skin or changes in mental status.) The triage nurse 

provides immediate intervention for identified threats to ABCs and transports the patient 

to the appropriate treatment area. When no immediate threat is identified, the triage nurse 

proceeds with a brief interview. Eliciting the chief complaint, defined as the reason for 

seeking emergency care, is the first step. This is a distinct challenge when the patient 

provides vague or global reasons for the visit. The triage nurse must focus his or her 

investigation on history of the complaint and related symptoms and signs.  

When sufficient information is obtained about the chief complaint and related symptoms, 

data are collected regarding medication usage, including prescribed, recreational, over-

the-counter drugs, herbal medications, and home remedy medications. The triage nurse 

then evaluates the patient's medical history, including hospitalizations. Immunization 

history is especially important in children; however, a break in the skin or conjunctiva 

requires investigation of tetanus immunization status, regardless of age. Allergies to 

medications and environmental sources are then identified.  
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At an appropriate time during the interview other subjective data are acquired, including 

name of the primary health care provider. For female patients, the nurse obtains 

menstrual and obstetrical history, including gravida and parity (pregnancies & live 

births). Screening for tuberculosis, abuse or neglect, and domestic violence is also 

performed.  

Objective data are gathered during the interview. Vital signs (temperature, pulse, 

respiration, and blood pressure), body weight, height, and other physical data are 

acquired by inspection, palpation, percussion, and auscultation. Touching provides 

information on heart rate, skin temperature, and moisture. Smelling provides information 

on odors (i.e. ketones, alcohol, infections, hygiene). Hearing provides information on 

cough quality, hoarseness, stridor, shortness of breath, tone of voice, logical thought, 

articulation patterns, and Òwhat is not saidÓ. A wealth of information from non-verbal 

cues is obtained visually: facial grimaces, body movements, fear, obvious deformities, 

skin color, amount of bleeding, cyanosis, use of personal space, appropriateness of 

clothing, and hygiene.  

Triage nurses must be highly skilled in asking the right questions and pursing small 

details. Triage guidelines, protocols, decision trees, and algorithms aid in this process. 

Computer programs exist to help structure the enquiry. Advanced interviewing skills 

support the communication process for giving and receiving information using verbal and 

non-verbal cues.  

Questioning is a useful technique in the interviewing process. A mix of open (eliciting 

feelings and perceptions) and closed (yes/no, factual) questions are posed to obtain 

important data. Reflection, silence, displaying acceptance, showing recognition, 

verbalizing observations, sharing information, actively listening, and summarizing are all 

used in the monumental task of gathering data to make a good health care decision for 

each patient. The nurse's style varies with each patient and situation.  

Barriers to effective communication include language, vocabulary, cultural differences, 

patients developmental issues, and especially interview interruptions. The triage nurse 

has no control over interruptions during assessment; however, every effort is made to 

minimize interruptions. Gracious concern, a caring attitude, and willingness to listen help 

establish rapport with the patient and family.  

Reference: Sheehy's Emergency Nursing Principles and Practice, Fifth Edition.  

Lesson Three  
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This one is on Trauma. This is really more or less the background information you need 

to know. I will be sending another lesson on Motor Vehicle Collisions (blunt trauma). 

And hopefully, will get time to get a fifth lesson written on pentetrating trauma and 

burns.  

Trauma is the most frequent cause of death for children and adults under 45 years of age. 

The great social, personal, and economic costs associated with traumatic injuries make 

trauma a major public health problem in the US. Trauma is the main cause of loss of 

work years because the younger population is affected more often than is the older 

population. An estimated 4 million productive work years are lost each year. One of the 

three people who live the US is injured annually. 340 thousand are permanently disabled, 

and more than 150 thousand die. Injuries are the number one reason patients seek 

treatment or see physicians. Treatment of injuries account for 25% of hospital, clinic, and 

ED visits.  

Trauma is now recognized as a disease process. The mechanisms of injury are part of its 

cause. Strong assessment skills are essential for health care providers because treatment 

of trauma patients is contingent on locating all injuries. Unfortunately that means that 

even with strong assessment skills some injuries go undetected. This happens because the 

Òindex of suspicionÓ is not sufficient. Providing trauma care without understand or 

recognizing the mechanism that produces injuries is not optimal trauma care. 

Understanding mechanisms of injury and using a high index of suspicion enable the 

caregiver to predict and locate occult injuries more quickly and saves time initiating 

essential treatment. Injury should be considered present until definitively ruled out in the 

hospital setting.  

Injury is defined as trauma or damage to some part of the body. Injury occurs when an 

uncontrolled or acute source of energy makes contact with the body and the body cannot 

tolerate exposure to that acute energy. Energy comes from several sources, including 

kinetic (motion or mechanical), chemical, electrical, thermal, and radiation. Absence of 

heat and oxygen causes injuries such as frostbite, drowning, or suffocation.  

Severity of trauma depends on the wounding agent. Velocity and missile mass affect 

severity of gunshot wounds. Deceleration injuries depend on rate of deceleration, victim 

body mass, and area of energy dissipation. Burn severity is determined by duration of 

contact and temperature. Personal and environmental factors that affect injuries include 

sex, age, underlying disease processes, and nutrition. Risk factors amenable to prevention 

measure are sex, age, alcohol, race, income, geographic region, and time variation.  
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Males are 2.5 times more likely to be injured or involved in an accident than females 

because of their participation in more hazardous activities and greater risk taking. The 

high rate of injury in people between 15 and 24 years of age may be caused by 

experimentation with drugs and alcohol in combination with poor judgment or 

inexperience. Elderly people (more than 75 years of age) have the highest death rate from 

injuries that may be associated with existing medical conditions.  

Alcohol is a major factor in all types of trauma, including motor vehicle crashes (MVCs), 

family violence, suicides, homicides, and altercations. Alcohol alters judgment and 

coordination, so it causes or contributes to injury-producing events. Injury and death rates 

vary with race and income. For blacks and whites, the higher the income, the lower the 

death rate. The number of MVCs decreases in depressed economy areas. However, the 

homicide and suicide rates increase. The highest homicide rate is among the black 

population. While the highest suicide rates are in the white, and Native American 

populations, the lowest are in the Asian American populations.  

Physical environment or geographic area also characterizes injury rates. Homicides and 

suicides occur more in urban areas, whereas unintentional injuries or accidents are more 

numerous in rural areas. Injury and death rates are greater on weekends with the peak on 

Saturday. More injuries are seen in July—probably as a result of summer recreation 

activities.  

Along with wounding force, recognition of subsequent tissue response is important to 

evaluating injuries. When tissue limits are surpassed, the resultant injury causes 

physiologic or anatomic damage. A central nervous system (CNS) injury is a physiologic 

injury that may cause permanent damage despite healing. Skeletal fractures are anatomic 

damages that can heal without permanent disability. Understanding mechanisms of injury 

affects outcome because common injury patterns can be predicted, identified, and treated.  

Now that I've given you the most useful statistics, let's move on.  

Patient Assessment:  

When patients first arrive in the ED or at the scene of an accident they may not appear 

seriously injured. This happens because the body has strong compensatory mechanisms 

and can maintain adequate vital signs. ED staff members must anticipate injuries by 

recognizing potential patterns of injury related to the energy and force of the accident. 

Assessment, resuscitation, and stabilization efforts are based on the healthcare teams 

knowledge of those mechanisms and potentially hidden or internal injuries.  
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Health care providers should match the injuries to the reported mechanisms. Patients, 

families, and friends may have reasons to fabricate the real mechanism of injury. 

Therefore the assessment and eliciting history is important to the care of the patient.  

When assessing a trauma patient mechanism of injury associated with major force or 

energy transfer should be noted. Examples include: Pedestrian hit by vehicle traveling 

faster than 20 mph. Falls from more than 20 feet. MVC with major vehicular damage 

Speed change of more than 20 mph (i.e. hits a tree, another vehicle, etc) Vehicle rollover 

Ejected occupant Death of occupant  

Some injuries are significant because of their potential complications: Two or more long 

bone fractures (long bones are arm & leg bones) Flail chest (happens with multiple rib 

fractures, leaving floating ribs, classically they don't move the same as the chest upon 

respiration.) Penetrating trauma to the head, neck, chest, abdomen, or groin Any 

combination of these patterns with burns over more than 15% of the head, face, or 

airway. Patients with significant injuries require close monitoring for complications or 

changes in hemodynamic stability.  

Other important questions for blunt injuries (no open areas) are: What type of vehicle was 

the patient driving? (Small or large) What was the estimated speed at the time of the 

crash? Were seat belts or restraint devices used? Did airbags deploy, if applicable? Where 

was the patient in the vehicle? (driver, front or rear passenger) If ejected how far was the 

patient thrown or found from the vehicle? How much damage was done to the vehicle? 

Where was the majority of the damage? Occupants have injuries on the same side as the 

vehicle damage? Was the steering wheel bent or broken? How far did the patient fall? 

Were any object struck during the fall? What was the surface where they landed? In what 

position was the patient found after the fall?  

Penetrating injuries have their own set of questions: What was the wounding agent? What 

was the size and length of the agent? With guns, what was the caliber and distance from 

the weapon to the patient? Patients with penetrating trauma must be assessed for other 

types of trauma such as falls or assaults. Patients may be exposed to more than one type 

of energy.  

A detailed history is not always possible and is often impractical. Valuable information 

can be obtained from family members, EMS personnel, police, fire fighters, bystanders, 

or eyewitnesses. These resources can be overlooked in a hectic ED. ED management of 

life-threatening injuries must take priority over obtaining a detailed history. However an 

effort should be made to obtain as much data as possible once the patient is stabilized.  
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After resuscitation is accomplished, rapid examination/assessment should be performed. 

Patients with penetrating trauma are easier to assess than those with blunt trauma because 

injuries are usually focused in one are. Surface trauma may or may not be present with 

blunt injuries making the assessment more difficult. Maintaining a high index of 

suspicion for probable injuries for certain mechanisms and performing detailed 

assessments can minimize the risk of not recognizing the hidden injuries.  

Lesson Four  

 Here's a lesson on injuries from Motor Vehicle Collisions (MVCs) When you think of 

motor vehicle collisions and the injuries they cause you must consider the mechanism of 

injury. I talked about the mechanism of injury in the last newsletter, but I will be 

including information about the mechanism of injury again. Consider what happens in a 

MVC. Before the collision the vehicle and its occupants are moving at the same speed. At 

the time of the collision the vehicle and the occupant decelerates to a speed of zero, but 

the deceleration occurs at different rates. Deceleration forces are transferred to the body 

during three points of the collision.  

The first collision occurs when the vehicle strikes another object. As the vehicle stops, 

the unrestrained driver or occupant continues to move forward.  

The second collision occurs when the driver or occupant strikes the steering wheel, 

windshield or other structures inside the car. The third collision when the body stops, but 

the internal organs continue to move until they collide with another organ, cavity wall or 

structure or they are restrained suddenly by blood vessels, muscles, ligaments, or tissue.  

Different damage occurs with each collision due to position of the occupants and what 

part or portion of the vehicle collides and what it collides with. So you can see that in 

order to understand the injuries possible you must have an idea of the mechanism of 

injury.  

The best way to estimate injuries in a MVC is to look at the vehicle. Working in the ED 

you don't have the luxury of seeing the actual vehicle damage, but some EMS or State 

Highway Patrol Officers will take photos at the scene that they will share with the ED 

staff. If pictures are presented to the ED staff, they will become a permanent part of the 

patient's medical record.  

Here's a list of impacts and what should be considered. This listing will probably help 

you the most in your writing. Frontal Impact: This type of impact occurs when the front 
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of the vehicle impacts with another object, such as another vehicle, tree, bridge abutment. 

The first collision results in damage to the front end. It makes sense that the faster the 

impact and the more damage, the greater the probability for severe injuries to the victims 

because of the high level of energy involved.  

Multiple injuries occur when an unrestrained body comes to a sudden stop. Interior 

structures, such as the windshield, steering wheel, dashboard or instrument panel injure 

the occupants when contact is made. After the vehicle stops, occupants in the front seat 

continue to move down and under or up and over the dashboard. Down and Under: The 

first path an occupant may take after frontal impact is down and under. With this 

trajectory the occupant continues forward and downward into the dashboard. These 

injuries may include: dislocation of the knee(s), hip, or fractures of the femur (thigh 

bone), which is the second strongest bone in the body.  

Up and Over: Forward motion from a frontal collision carries the body up and over, so 

that the chest, abdomen, or both strike the steering wheel. Injuries may include head 

injuries, such as contusions (bruises) and scalp lacerations. Fractures of the skull, facial 

bones, broken teeth/jaws, brain contusions or hemorrhages can occur if the face strikes 

the steering wheel or dashboard.  

The brain does not stretch easily, so if one part of the brain moves in one direction, the 

rest follows. The skull stops suddenly upon impact but the brain continues to move 

forward and strikes the inside of the skull. Problem with this type of injury isn't just that 

the brain moves forward, but that it rebounds backward and may even bounce from front 

to back. Each of these injuries increases the trauma to the brain. The actual striking of the 

brain can cause a compression of the area struck and can cause bruising, swelling, 

concussion or bleeding. The other side of the brain continues to move forward and may 

be disrupted and shear away from the tissue and vascular attachments. This type of injury 

is called shearing and is much more serious than the concussion. If this injury is severe 

enough it can leave the person sustaining it in a permanent vegetative state. If the two 

happen together, which is usually common if shearing is involved the person can have 

both injuries.  

You also have to consider that when the head collides with an object, injury to the neck 

or cervical spine can also occur. Spider webbing effect of the windshield will suggest 

such an injury.  

Injuries to the chest due to contact with the steering wheel or dashboard come from 

compression to the chest and can lead to injuries such as fractures to the ribs, the breast 
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bone, (which is considered the strongest bone in the body), if you have enough broken 

ribs (depending on the location of the fractures), you can have what is known as a flail 

chest. It is a free floating of the ribs, causing irregular breathing pattern, and/or can cause 

a collapsed lung on the affected side or bleeding into the lung space or thorax. The heart 

or its structures can be bruised, injured, even the tissues torn. An injury that can often 

happen in young men when they have a steering wheel injury is what is called a cardiac 

tamponade. It happens when the heart bleeds into the sac that covers the heart and as the 

blood collects it puts pressure onto the heart until it can no longer beat and can cause 

death. It is a condition that can be hard to diagnose until late signs begin. It is treated by 

passing a needle into the membranous sac and pulling back on the syringe to remove the 

accumulation. These patients may need to go to surgery afterward for further inspection 

and draining of the pericardium or sac. You can also get bruising of the lungs and the 

muscles of the chest from the compression caused by injury.  

The abdomen may collide with the steering wheel or dashboard as well. The compression 

can cause hollow organs such as the stomach and bladder to burst and spill their contests 

inside the body. The solid organs such as the liver and spleen may also lacerate and cause 

significant blood loss. When the organs continue to move forward due to the momentum 

it can cause injuries to the abdominal wall, muscles, ligaments, and the bowels. You can 

also get shearing of the organs just like the brain. These shearing forces can cause major 

injuries.  

Rear Impact: These injuries occur when a stationary object or slower moving object is 

struck from behind. Initial impact accelerates the slower or non-moving object and may 

force the vehicle into a frontal collision. When the vehicle suddenly accelerates it can 

cause hyperextension of the neck, especially when headrests are not positioned properly. 

(Your headrest in your vehicle should be extended above the occipital notch at the base 

of your skull.) Strained and torn neck ligaments and muscles may occur. You have to 

keep in mind that if one of the vehicle is shoved into something the same injuries as the 

front end may occur.  

Lateral or Side Impact: When a vehicle is struck on either side, most injuries are 

dependent on the vehicle deformity. If the vehicle remains in place, energy is transferred 

or changed to vehicle damage rather than the energy of motion. Trauma to the occupants 

can be more sever because of the intrusion into the interior compartment of the vehicle. 

With side impacts, occupants generally receive most injuries on the same side of their 

body as the vehicle impact. One occupant may be shoved into another causing injury to 

the other victim as well.  
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Injuries from this type of impact can include: the head jerked laterally, causes neck 

muscle or ligament strain, neck fractures, fractures of the clavicle, (collarbone) scapula 

(shoulder blade), shoulder, chest, ribs, arm, leg, or hip. You may also get a laceration of 

the liver for the passenger of a vehicle struck on the passenger side. Spleen injury/rupture 

of the driver if struck on the driver's side. Potential injury sites in side impacts are still 

possible with airbag inflation; however, they tend to be fewer than without the airbag.  

Rotational Impact: When the corner of one vehicle strikes another stationary vehicle, a 

vehicle traveling in the opposite direction, or a slower vehicle, a rotation impact occurs. 

The part that is hit on the second car stops forward motion, whereas the rest of the vehicle 

rotates around until all energy is transformed. As the car is hit, the occupant's forward 

motion continues until it impacts with the side of the care as the vehicle begins rotating. 

Injuries that occur in rotational impacts are a combination of those found in the frontal 

and side impacts. Vehicle Rollover: Rollover is when a car flips, regardless of whether it 

is side-over-side or end-over-end. In rollovers, injuries are somewhat hard to predict. 

Occupants frequently have injuries in the same body areas where damage occurs to the 

vehicle. Just as the vehicle impacts at different angles, several times, so does the 

occupant's body and internal organs.  

Ejection: Ejection occurs when an occupant is thrown from the vehicle. Occupants who 

are ejected sustain injuries at the point of impact and when energy is transferred to the 

entire body. Spinal fractures occur at a higher rate in ejected people. Increased mortality 

is associated with ejection, and those at greatest risk are unrestrained occupants.  

Restraints: Restraint systems are designed to prevent injuries and decrease the severity of 

injuries by allowing occupants to decelerate at the same rate as the vehicle rather than 

being thrown against interior structures or being ejected from the vehicle. Injuries can be 

reduced with the use of restraints. Occupants who are ejected have a much greater change 

of dying than occupants who remain in the vehicle. Restraints also keep occupants form 

striking each other within the compartment; therefore, restraints worn properly reduce the 

severity of injuries.  

Improper restraint use or lack of restraint use can cause its own set of injuries. For 

example if a lap belt only is used in the front seat the occupant's upper body will move 

forward and may have contact with steering wheel, windshield, dashboard. If they are 

thrown to the side they may make contact with the door or side glass. If a shoulder 

harness is used alone the occupant may slide underneath the restraint and be hung by the 

shoulder harness. Children should always use restraint, either in the form of child safety 

seats, the preferred method until the child is a small adult side or a combination 
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lap/shoulder belt. Unrestrained children become missiles within the compartment during 

the impact. Not only can they injure others they may be thrown from the vehicle or tossed 

around inside the vehicle and can receive injuries consistent with ejection injuries. 

Airbags should not be used with child safety seats. Therefore if the airbag can not 

manually be turned off for the front passenger seat the child safety seats should be placed 

in the rear seat. Front seat occupants should sit at least 10 inches from where the airbags 

are located for them to work efficiently. Airbags can cause bruising and abrasions to the 

occupant.  

**Information for this lecture is from Sheehy's Emergency Nursing Principles and 

Practice, Fifth Edition.  

Lesson Five  

This lesson on stabbings and shootings is short. It basically tells you what happens to the 

body when a stabbing or shooting occurs. The subsequent medical care depends upon 

structures/organs damaged. Hope this helps. Feel free to send me any questions on my 

personal addy once the workshop has ended, if you need assistance. Michelle 

~~~~~~~~~~~ Penetrating Trauma  

Injuries caused by foreign objects in motion that penetrate the body are called penetrating 

trauma. Energy created by the foreign object is dissipated into the surrounding tissues. 

Evaluation and assessment of penetrating trauma depend upon: The wounding agent How 

the energy is dissipated Distance from the victim to the weapon Characteristics of the 

tissues struck.  

Examples of penetrating trauma include: Gunshot wounds Stab wounds Impalements  

The tissue penetrated and damage to the underlying structures determines the severity of 

the injury. Victims of penetrating trauma may also suffer blunt injuries, for instance, 

falling down a flight of stairs after being shot.  

A variety of objects can produce penetrating injuries, including those thrown from lawn 

mowers or industrial machinery. However, in today's society the majority of penetrating 

injuries are caused by knives and guns.  

 Stab Wounds:  
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Stab wounds are considered low-velocity injuries and therefore low energy. Minimal 

secondary trauma occurs. Damage is the result of the sharp cutting edge of the wounding 

agent. A serrated edge is more likely to cause more damage than a straight blade. The 

irregular edges of a serrated blade tend to cause a more jagged laceration, a tearing of the 

tissue, more so than a straight blade. For patients with penetrating trauma, knowing the 

position of the attacker and the victim can identify the projected path of the weapon, 

weapon used, and the gender of the attacker. Women to tend to stab downward whereas 

men ten to stab upward or outward. Determination of gender is not considered absolute 

because intentional injuries do not always fit a specific pattern. 

Damage from a stab wound depends on the location of the penetrating object. Tissue 

damage is generally isolated to the area of penetration. However, penetrating injuries 

with a single wound can penetrate several body cavities, causing lethal injuries. For 

example, the weapon can enter the chest and abdominal cavities with just one 

penetration. Chest wounds at the level of the nipple or below can involve the abdominal 

cavity and underlying organs, which includes the liver, gall bladder, spleen, pancreas, and 

intestines (large and/or small). 

More than one wound may exist. It is also important to remember that small entrance 

wounds can hide extensive internal damage caused by weapon movement. Internal 

damage is directly proportional to the length of the wounding object and to the density of 

tissue affected. 

Impalements  

Impalements are low-velocity injuries that occur as a result of fall, motor vehicle 

collisions, or secondary to a flying or falling object. Impaled objects should be stabilized 

and removed only when the patient is in a controlled environment where surgical support 

is available. 

 Gunshot Wounds  

Most penetration wounds by firearms are from handguns, shotguns, and rifles. Missile 

velocity determines tissue deformation and extent of cavitation. Velocity is generally 

described as low velocity or high velocity. Low-velocity missiles travel at 1000 to 3000 

feet per second and have little disruptive effect on tissues. Injuries are localized at the 

center of the tract with a small radius of distribution. The temporary cavity is 2 to 3 times 

the diameter of the missile. Low-velocity missiles push tissues aside along the path. 
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High-velocity missiles travel more than 3000 feet per second and cause more serious 

injuries because of high cavitation and energy transfer. High-velocity missiles create a 

cavity around the bullet to the tissue, the cavity enlarges. A tract temporarily displaces 

tissue laterally and forward as the missile moves forward. Behind or following the 

missile, negative pressure contaminates the wound by pulling in foreign material. These 

cavities can be 30 to 40 times the diameter of the bullet. Wounds often require 

debridement because of the extensive tissue disruption. 

Entrance and exit wounds with high-velocity missiles differ with types of tissues and 

body areas hit. Exit wounds may be larger when the missile travels through smaller 

structures such as an extremity because all energy has not dissipated by the time the 

bullet exits; cavitation and missile movement is till occurring. Exit wounds tend to be 

small in dense tissue because cavitation is complete and most energy is dissipated. If the 

bullet fragments while traveling through the tissues, no exit wound is found. 

Next to velocity, bullet yaw and tumbling are important factors in tissue destruction. 

Bullets become unstable in flight as velocity increases. Yawing refers to deflection or 

deviation of the nose of the bullet from a straight path. Tumbling refers to the continuous 

forward rotation around the center of the bullet causing the bullet to somersault, creating 

massive tissue destruction. Yawing and tumbling increase with impact, producing more 

damage as temporary and permanent cavity size increases. 

Deformation of the bullet is another important factor when assessing gunshot wounds. 

Energy production increases when missiles change shape on impact. Types of bullets that 

produce greater kinetic energy include soft-nosed, flat-nosed, and hollow-point bullets 

that mushroom on impact. 

Another feature of gunshot wounds is the muzzle blast seen with close-range wounds or 

when the gun is pressed against the skin. Immediately on firing, a cloud of burning 

powder and hot gas is released from the muzzle. If a muzzle blast is evident, tattooing 

from burning particles, abrasions, and burn marks at the entrance wound is seen. 

 Medical Care:  

Medical care for these injuries include stabilization of these patients, because the wounds 

you cannot see often cause this type of patient to go into shock from blood loss or 

damage to internal tissues. These patients need IV fluids for stabilization. They should 

also be given IV antibiotics, a tetanus immunization if it's been more than 5 years since 

their last one.  
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The cavitation requires debridement to remove any foreign material and any damaged 

edges. This is usually done by irrigating the tissue with normal saline. This is usually 

done by squirting the tissue with the saline through a syringe with a flexible (IV cannula) 

attached. If this is not forceful enough to remove the debris or damage, surgical 

intervention must be used. Often these cavities cannot be closed surgically, often they 

must be packed two or three times daily so that the tissue will heal from the inside out. 

Depending on the size of the wound, this could take months to years to heal. Luckily 

some of the wounds can be sutured, especially if they are shallow, grazing type wounds.  

In general stab wounds can be sutured closed as the tracks left by knifes are clean and can 

easily be repaired.  

You must remember that the biggest problem with medical care of these injuries is 

figuring out exactly what organs are affected and repairing them, if they are repairable.  

 


