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: How do you define cardiac tamponade sign in sonography ?
: (IDdiastolic collapse of the right ventricle and right
atrium, (2)exaggerated respiratory variations of
transmitral and transtri-cuspid Doppler inflow
velocities, and (3) inferior vena cava (IVC)plethora
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- What is the cause of INCA case 1?9

5% & ERSD 4% collapse » #4 brain CT & VF » ICH with midline
shift
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- What is the cause of INCA case 2 ?
Sepsis progression with desaturation
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Q8. VS E %5 : What if the cause of INCA case 3?

A8.R1 #4352 : Dyspnea with respiratory failure and metabolic
acidosis(sepsis related) with PEA

Q9. VS B % : What can we do better in INCA case 49

A9.R1 27T g : ABG &> Pa02/Fi02 <100 » & & % &4 respiratory failure
JE3% % — B3t % %0 £ B prognosis it on ETT
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A10.R2 B4R K, * Sepsis progression ”

<EBM and Ethics>

VSERE% : End tidal CO2 monitoring £ % # k& evidence &4 ? (EBM)

R2 %7 % EtC02 monitor be used to help confirm proper placement of the
endotracheal tube (ETT) in ALL intubated patients (Grade 1B).
EtCO2 monitoring is the primary means of confirming tracheal
placement of the ETT. Clinical techniques may be used
adjunctively, but all have significant limitations in
discriminating between esophageal and tracheal intubation
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