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Time Matters
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Herpes zoster (shingles) (< 72
hours)

Influenza (< 48 hours)

Airway control/ventilation (sec-min)
Status seizure control (minutes)
Pulseless extremity (6 hours)

Antidote nerve agent poisoning
(seconds)

Antidote for cyanide poisoning
(minutes)

Sexual assault evidence collection
(<72 hours)

Blunt spinal cord injury (4 hours, 8
hours)

Caustic eye exposures (minutes)

Severe drug or heat induced
hyperthermia (immediately)

Testicular torsion (minutes-hours)
Trauma c-section (minutes)



The Golden Hour

Iginated by R Adams Cowley

St sixty minutes after the occurrence of multi
stem trauma

ctim's chances of survival greatest they
celve definitive care in the OR within the firs
ur after a severe injury




The Golden Hour

here Is a golden hour between life and deatt
you are critically injured you have less than
minutes to survive. You might not die right
en; it may be three days or two weeks {ater
ut something has happened in your body tha
Irreparable.”

- R Adams Cowley
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Lacerations:
Brain ~
Brainstem

Aorta
Cord

/‘\ Heart

Epidural

Subdural
Hemopneumothorax
Pelvic fractures

Long bone fractures ' MOF
Abdominal injuries

Sepsis

1] 1hour 3 hours "~ 2 weeks 4 weeks




Trauma Deaths

Imodal Distribution

Inutes I massive injury to brain, brain
em, heart, aorta, great vessels

oursingol den hour o**

yS- sepsis or multisystem organ failure




NCEPTS OF INITIAL ASSESSMENT

Preparation

riage

Primary survey

Resuscitation

Adjuncts to primary survey and resuscitation
Secondary survey

Adjuncts to secondary survey

ontinued postresuscitation monitoring and
eevaluation

Deflnitive care



Preparation




Preparation

ehospital phase
hospital phase




Preparation

ehospital phase

coordination of EMS with hospital physicians
afore the patient transport from the scene

ATime of injury

AMechanism of injury

APatient history

alrway maintenance

control external bleeding and shock
Immobilization

Immediate transport to closest, appropriate facility




Triage Decision Scheme




Iriage decision scheme

ure of vital signs and level of
nsciousness

S <14
3 <10or>29
stolic BP <90

S <11

yd=< - Take to Trauma center
- Assess Anatomy of Injury



Revised trauma score

¢ lsed to rapidly assess patients at the scene of an accident

Parameter Finding Points
Respiratory rate 10-29 per minute 4
= 29 per minute 3
B-5 per minute 2
1-5 per minute 1
il 0
=ystolic blood pressure =39 mm Hiy 4
7B-85 mm Hy 3
A0-75 mm Hy 2
1-49 mm Hy 1
Ml 0
Glasgow Coma Scare 13-15 4
9-12 3
b-3 2
4-5 1
2 0

Fevised trauma score = (points for respiratary rate) + (points for systolic blood pressure) +{points for Glasgow coma scare)

o Maximum score (indicating least affected) = 12
o Minimum score (indicating most affected) =0



or more proximal long-bone fractures

bination trauma with burns of 10% or inhalation
res

enetrating injuries to head, neck, torso, and
emities proximal to elbow and knee

Take to Trauma center

Evaluate for evidence of mechanism of injury and
-energy impact




Triage decision scherme

Siic o Evaluation for evidence of mechanism
of injury and high-energy impact
ection from automobile

2ath in same passenger compartment
adestrian thrown or run over

gh speed autocrash

Initial speed > 40 mph

Velocity change > 20 mph

ajor auto deformity > 20 inches




anagement

Triage decision scherme

<lic ¢ Evaluation for evidence of mechanism

of injury and high-energy impact

rusion into pasenger compartment > 12 inches
trication time > 20 min

lls > 20 feet

Il over

to-pedestrian injury with significant (>5 mph) impact

ytocycle crash > 20 mph or with separation or rider
d bike

){=< - Take to Trauma center
\e'T Take Anamnesis



[riage decision schem

(D

<35 Or > 55 years

wn cardiac disease; respiratory disease; or
chotics taking medication

betics taking insulin; cirrhosis; malignancy;
Sity; or coagulopathy

| contact medical control and consider transport
auma center

re-evaluate with medical control

IN DOUBT, TAKE TO A TRAUMA CENTER!




anning arrival

auma room with equipment:
For resuscitation

Monitoring

Warmed solutions

auma staff
boratory and radiology personnel

seases (hepatitis & AIDS)

rsonnel protection from communicable



Minirnurn precaution

&,

ater impervious apron
20gings

loves

ead covering

eedles, blades, body fluids and tissues 1
Ictly enforced




Triage




Triage

S B

e L

A The term triage, derived from
the French word
military application involves
prioritizing victims into
categories based on severity of
Injury, likelihood of survival,
and urgency of care

A Goal of triage is to identify
high-risk injured patients who
would benefit from the
resources available

A A second goal of triage is to
limit the excessive transport of
noni severely injured patients
so as not to overwhelm the
trauma center



Triage

Sorting of patients based on the need of

treatment and the available resources to
provide that treatment

Two types of triage situation

- Multiple Casualties
- Mass Casualties




multiple




Triage

ltiple Casualties

Number and severity of patients _not
eedthe ability of the facility to render care.

Patients with lifethreatening problems and
taining multiple system injury are treated first




Triage

ass Casualties

Number and severity of patienexceed
2 capability of the facility and staff.

Patients with greatest chance of survival
d with the least expenditure of time,

uipment, supplies, and personel are managed
St




Primary survey




Primary survey

D E

. Airway maintenance with cervical spine
rotection

. Breathing and ventilation

. Circulation with hemorrhage control

. Disability : Neurologic status

. Exposure / Environment control




. Alrway maintenance

with cervical spine
protection




A . Airway maintenance with
cervical spine protection

apid assessment for sing of airway
struction inspection for ;

abnormal breathing: dyspnea, FB, aspiration
snoring, gurgling, stridor

maxillofacial Injuries

neck,chest injuries : tracheal/laryngeal fx.
unconscious

f pt. able to communicate verbally , the airway is
ot likely to be in immediate jeopardy




A . Airway maintenance with
cervical spine protection

Protection C- spine
ssume G spine injury in any pt. with ;

nconscious

ultiple system trauma

Blunt injury above clavicle (head and neck)
ain of neck with neurologic deficit.

nable to active flexion of neck due to pain.



A . Airway maintenance with
cervical spine protection

CalLIAyYyS Ayedz2NBE Ol yQi 0S

itially, the chin lift or jaw thrust maneuvers are
ommended to open airway and protect §pine

mobilizing devices: Philadelphia collar (prevent
essive movement of thegpine)

Immobilizing devices must be removed temporaty ,
mbers of team should manually stabilize the

lentVidead and neck using inline immobilization
hnique




A . Airway maintenance with
cervical spine protection

Chin I‘ift Jaw thrust

Head tilt\,

Jaw thrust with neck extension.
Must NOT be performed




Philadelphia collar




