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Time Matters



TIME MATTERS
(ésometimes)

Å Replacing avulsed permanent tooth 

(30 minutes)

Å CPR (4 minutes)

Å Multiple Trauma (minutes-1 hour)

Å Stroke (3 hours treatment window, 

door-drug 60 minutes)

Å STEMI (cath lab in 60-90 min; 

thrombolysis in 30 minutes)

Å Antibiotics in pneumonia (4 hours)

Å Antibiotics in meningitis (1 hr)

Å Dysrhythmia (seconds-minutes)

Å Wound repairs (6-24 hours)

Å Hypoglycemia (seconds-minutes)

Å Traumatic aortic rupture (1 hour)

Å Pseudomonas corneal ulcer (12 

hours)

Å Prolapsed umbilical cord (10 

minutes)

Å ECG with chest pain (10 minutes)

Å Bellôs palsy (< 72 hours)

Å Herpes zoster (shingles) (< 72 

hours)

Å Influenza (< 48 hours)

Å Airway control/ventilation (sec-min)

Å Status seizure control (minutes)

Å Pulseless extremity (6 hours)

Å Antidote nerve agent poisoning 

(seconds)

Å Antidote for cyanide poisoning 

(minutes)

Å Sexual assault evidence collection 

(< 72 hours)

Å Blunt spinal cord injury (4 hours, 8 

hours)

Å Caustic eye exposures (minutes)

Å Severe drug or heat induced 

hyperthermia (immediately)

Å Testicular torsion (minutes-hours)

Å Trauma c-section (minutes)



The Golden Hour

Åoriginated by R Adams Cowley

Åfirst sixty minutes after the occurrence of multi-
system trauma

Åvictim's chances of survival are greatest if they 
receive definitive care in the OR within the first 
hour after a severe injury



The Golden Hour

Å"There is a golden hour between life and death. 

If you are critically injured you have less than 

60 minutes to survive. You might not die right 

then; it may be three days or two weeks later --

but something has happened in your body that 

is irreparable."

- R Adams Cowley







Trauma Deaths

ÅTrimodal Distribution 

ÅMinutesïmassive injury to brain, brain 

stem, heart, aorta, great vessels

ÅHoursïñgolden hourò**

ÅDays- sepsis or multisystem organ failure



CONCEPTS OF INITIAL ASSESSMENT

1. Preparation

2. Triage

3. Primary survey

4. Resuscitation

5. Adjuncts to primary survey and resuscitation

6. Secondary survey

7. Adjuncts to secondary survey

8. Continued postresuscitation monitoring and 
reevaluation

9. Definitive care



Preparation



Preparation

-Prehospital phase

-Inhospital phase



Preparation

ÅPrehospital phase
coordination of EMS with hospital physicians

before the patient transport from the scene

ÅTime of injury

ÅMechanism of injury

ÅPatient history

airway maintenance

control external bleeding and shock

immobilization

immediate transport to closest, appropriate facility



Triage Decision Scheme

Triage Decision SchemeStep1 Measure vital signs and level of 
conscious

Step2 Assess anatomy of injury

Step3 Evaluate for mechanism of injury/evidence  
of high-energy impact

Step4 Assess Age, status, 

underlying disease



Step 1 

Measure of vital signs and level of 
consciousness

ÅGCS                   < 14

ÅRR                     < 10 or > 29

ÅSystolic BP         < 90

ÅRTS                    < 11

YES - Take to Trauma center

NO - Assess Anatomy of Injury

Triage decision scheme





Triage decision scheme

Step2 Assess Anatomy of Injury

ÅPelvic fracture

ÅFlail chest

ÅTwo or more proximal long-bone fractures

ÅCombination trauma with burns of 10% or inhalation 

injuries

ÅAll penetrating injuries to head, neck, torso, and 

extremities proximal to elbow and knee

YES - Take to Trauma center

NO ïEvaluate for evidence of mechanism of injury and 

high-energy impact



Triage decision scheme

Step3. Evaluation for evidence of mechanism

of injury and high-energy impact

ÅEjection from automobile

ÅDeath in same passenger compartment

ÅPedestrian thrown or run over

ÅHigh speed autocrash

ï Initial speed  > 40 mph

ï Velocity change > 20 mph

ÅMajor auto deformity > 20 inches



Triage decision scheme

Step3. Evaluation for evidence of mechanism

of injury and high-energy impact

ÅIntrusion into pasenger compartment > 12 inches

ÅExtrication time > 20 min

ÅFalls > 20 feet

ÅRoll over

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

ÅMotocycle crash > 20 mph or with separation or rider 
and bike

YES - Take to Trauma center

NO ïTake Anamnesis

Initial trauma management



Triage decision scheme

Step 4 

ÅAge <5 or > 55 years

ÅKnown cardiac disease; respiratory disease; or 
psychotics taking medication

ÅDiabetics taking insulin; cirrhosis; malignancy; 
obesity; or coagulopathy

YES ïcontact medical control and consider transport 
to trauma center

NO ïre-evaluate with medical control

WHEN IN DOUBT, TAKE TO A TRAUMA CENTER!



Inhospital phase

ÅPlanning arrival

ÅTrauma room with equipment:

ïFor resuscitation

ïMonitoring

ïWarmed solutions

ÅTrauma staff

ÅLaboratory and radiology personnel

ÅPersonnel protection from communicable 

diseases (hepatitis & AIDS)



Minimum precautions

ÅFace mask

ÅEye protection - goggles

ÅWater impervious apron

ÅLeggings

ÅGloves

ÅHead covering

ÅNeedles, blades, body fluids and tissues ï

strictly enforced



Triage



Triage

Å The term triage, derived from 

the French word ñto sort,ò 

military application involves 

prioritizing victims into 

categories based on severity of 

injury, likelihood of survival, 

and urgency of care

Å Goal of triage is to identify 

high-risk injured patients who 

would benefit from the 

resources available

Å A second goal of triage is to 

limit the excessive transport of 

nonïseverely injured patients 

so as not to overwhelm the 

trauma center



Triage

Two types of triage situation 
- Multiple Casualties
- Mass Casualties

Sorting of patients based on the need of 
treatment and the available resources to 
provide that treatment 



Triage



Triage

Multiple Casualties

Number and severity of patients do not 
exceedthe ability of the facility to render care.

Patients with life-threatening problems and 
sustaining multiple system injury are treated first 



Triage

Mass Casualties

Number and severity of patients exceed
the capability of the facility and staff.

Patients with greatest chance of survival 
and with the least expenditure of time, 
equipment, supplies, and personel are managed 
first 



Primary survey



Primary survey

A B C D E 

A : Airway maintenance with cervical spine 
protection 
B : Breathing and ventilation 
C: Circulation with hemorrhage control 
D : Disability : Neurologic status 
E: Exposure / Environment control 



A : Airway maintenance 
with cervical spine 

protection



A : Airway maintenance with 

cervical spine protection

1.Rapid  assessment  for sing of airway 
obstruction   inspection for ;

- abnormal breathing: dyspnea, FB, aspiration
- snoring, gurgling, stridor
- maxillofacial Injuries
- neck,chest injuries : tracheal/laryngeal fx.
- unconscious

If pt. able to communicate verbally , the airway is 
not likely to be in immediate jeopardy



A : Airway maintenance with 

cervical spine protection

2.Protection  C- spine
Assume C - spine  injury in any pt. with ;

- Unconscious
- Multiple system trauma
- Blunt injury above  clavicle (head  and  neck)

- Pain of neck  with  neurologic  deficit.
- Unable to active flexion of neck due to pain.



A : Airway maintenance with 

cervical spine protection

If  C-ǎǇƛƴŜ ƛƴƧǳǊȅ ŎŀƴΩǘ  ōŜ ǊǳƭŜ ƻǳǘ

ωInitially, the chin lift or jaw thrust maneuvers are 
recommended to open airway and protect C - spine  

ωImmobilizing devices: Philadelphia collar (prevent 
excessive movement of the C-spine)

ωIf Immobilizing devices must be removed temporary , 1 
members of team should manually stabilize the 
patientΨǎ head and neck  using inline immobilization 
technique



A : Airway maintenance with 

cervical spine protection

Head tilt



Philadelphia collar


