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Assessment

1.  Assess adequacy of airway and breathing wit simultaneous cervical spine immobilization.

2.  Assess cardiopulmonary system with attention to adequacy of perfusion (mental status, presence, location, and character of pulses, skin moisture, temperature, and capillary refill).

3.  Briefly assess neurological function (level of consciousness by AVPU, pupils, and gross motor function).

4.  Obtain brief history of incident and mechanism of injury.

5.  Obtain vital signs, including BP, pulses, respiration, and pulse ox.  (Two sets of vitals will be required on all transports).

Criteria

1.  Physiological Criteria


a)  BP less than 90 mm Hg or absence of radial pulses.


b)  Respirations greater than 30 or less than 12.


c)  Glassgow Coma Scale of less than 13.

2.  Mechanism of Injury


a)  Occupant ejection from vehicle.


b)  Fall from greater than 20 feet.


c)  Pedestrian struck at greater than 20 mph.


d)  Death of occupant of same vehicle.


e)  Prolonged extrication (longer than 20 minutes).

3.  Anatomic Criteria


a)  Penetrating injury to head, chest, abdomen, neck, or groin.

Treatment

1.  If patient is in no distress and meets none of the physiologic of mechanism of injury criteria suggestive of a potential serious injury, then appropriately immobilize the patient and transport with frequent reassessment of vital signs and patient status.

2.  If patient has sustained a mechanism of injury which suggests a potential for severe injury, but does not meet physiological criteria (stable) and does not have associated symptoms (altered LOC, respiratory distress, clinical signs of shock) the paramedic must contact Medical Control and diversion will be decided by an online physician.

3.  If the patient meets physiological criteria (unstable) with associated symptoms (altered LOC, respiratory distress, clinical signs of shock), the paramedic may initiate the following therapy prior to contacting a Medical Control physician, in accordance with the appropriate trauma guidelines.


A.  Secure airway and assure adequate ventilation.



1.  Stabilize the cervical spine with manual in-line motion restriction.  Do 



 not apply traction!




A.  Use chin lift or modified jaw thrust only to open airway.



2.  Administer oxygen as needed.



3.  Assist ventilations as needed.




A.  Endotracheal/Nasotracheal intubation may be attempted if 




Unable to adequately ventilate the patient wit a bag valve mask

because of severe facial trauma, excessive blood, of secretions.     Maintain in-line cervical spine motion restriction during intubation attempts.  Transport of the unstable trauma patient should not be delayed by attempts at intubation unless the patient cannot be adequately ventilated with BVM.

4.  Mini Trach II may be attempted if unable to otherwise secure the airway in patients with severe upper airway compromise secondary to trauma.  Cervical spine motion restriction must be maintained during attempts.

B.  Circulatory Support and Fluid Replacement.

1.  Control any external bleeding with sterile dressing and direct pressure.  Place patient supine and elevate feet, if possible.

2.  Consider two large bore IV’s with LR/NS and infuse 20 cc/kg bolus.  Repeat as often as indicated.  Transport of the unstable trauma patient should not be delayed to initiate IV therapy.  Begin all IV’s en route to the hospital.

C.  Spinal Immobilization.
1.  In the stable patient, complete spinal immobilization as indicated by mechanism of injury using appropriate cervical collar, KED, long spine board, (PCPD for multiple leg Fx and Hip Fx) and head blocks as indicated.

2.  In the unstable patient, transport should not be delayed by the application of the KED prior to extraction.  Appropriate rapid extrication techniques to the long spine board with manual spinal immobilization should be used as per BTLS or PHTLS.


D.  Transport



1.  Monitor vital signs and continually reassess patient status.

2.  Trauma Codes should be taken to the nearest appropriate Trauma Center.

Remember the Golden Ten Minutes!  Rapid assessment, rapid initiation of hypoxemia and shock, and rapid transport are priorities.  On scene time should be less than ten minutes for critically injured patients.

E.  Contact Medical Control.

1.  Upon beginning of treatment, available personnel should notify Dispatch of hospital destination and initiate communications with intended hospital and inform them of the incoming trauma patient.

2.  After contact with Medical Control and the airway is still not secured, RSI may be considered following RSI protocol.
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