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Airway-keep it open/Cervical spine immobilization
1\

* Tongue

e Secretion
 Blood




* Maintain airway with suction,
manual maneuvers and airway
adjunct

— Sniffing position > best protect
alrway in non trauma patient

— Placing target 2-3 cm in
thickening under torso

* Inline cervical spine
immobilization
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The patient’s airway &5 opened with the chin lift The OPA Is Inserted into the patient's mouth
maneuver. The OPA is turned so that the distal tip and rotated 1o fit the contours of the patient’s
is pointing toward the top of the patients head anatomy

(flanged end pointing toward patient’s head) and
tited toward the mouth opening

: 3 \ » " S
o The first provider brings the patient's head and
neck into a neutral in-line position and maintains
stabilzation while opening the patient’s airway -
with a trauma jaw thrust maneuver, The sec- Iy The OPA od th 4 ;
ond provider selects and measures for a properly o - : r'mr.:t um(:j :‘ cl- dun,e.. : n::w.-'u: hros ing
sized OPA_ The distance from the corner of the RS S ST S ol N WV O3 N8 E O
¢ ] terior pharynx. The flanges of the OPA should be
patient’s mouth to the earlobe is a good estimate :
resting against the outside surface of the patient's
for proper size
teeth.
.




On-scene Trauma: care.
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Supra-glottic airway device
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Methods of Airway Management

Manual
= Hands only

Simple
* Oropharyngeal airway
= Nasopharyngeal airway
omplex

" Endo-tracheal intubation

= Supraglottic airway

= Pharmacologicaly assisted/rapid-sequence intubation

" Percutaneous airway
= Surgical airway




uma: care:
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Breathing-oxygenation and ventilation

* LAY

* 3m oXygen pulse

4 Saturation
&P

Ventilatory Rate

Abnormally
fast > 30

Fast 20-30

Normal 10-20

Slow <10

Management

« Assisted Ventilation
*FO, > 085

« Adminstration of >85% Oxygen
« FiIO, > 0.85

* Observation
« Consider Supplemental Oxygen

« Assisted or Total Ventilation

with >85% Oxygen

+ FiO, 2 0.85

« Total Ventilation with >85% Oxygen
* FiO, > 0.85



Oxygenation keep pulse saturation = 95%

* WhatisFi0,2 = Oxygen mask with reservoir bag > 11-15

LPM

Figure 8-34
Flow Rate
(L/min)
D
2 2.5
5 1
10 0.5
15 0.3

Note: This table shows the approximate duration in hours o
tank is completely full at 2,100 pounds per square inch.

Tank Size and Duration (in Hours)

E M G H/K
4.4 247 38.2 49.7
1.8 9.9 15.3 19.9
0.9 4.9 7.6 0.9
0.6 33 5.1 6.6
f various sizes of oxygen tanks and flow rates. The numbers are based on the assumption that the oxygen



@n-scene: Trauma care:

Assist ventilation

* Bag-valve mask ventilation ;Oxygen flow 15 LPM ; 10-12 tpm
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On-scene: Trauma care.
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Die from chest part
Tension pneumothorax

Cardiac tamponade
Massive hemothorax >> ???7?

Open chest wound
Sucking chest wound
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Clrculatlon- stop bleeding

* Looking for external massive hemorrhage and press it
» Search for Internal hemorrhage(Chest/Abdomen/pelvic)




Direct hand pressure

Pressure bandage

s

NO

Wheve is the bleeding site?

Extremity Trunk

Tourniquet Topical hemostatic agent
and direct pressure

\

Insert the wounded extremity through the loop e Pull the self-adhering band tight, and securely
of the self-adhering band fasten it back on itself
Jy N J

Wide > 1.5 inch



Circulation- perfusion ?

PulseCheck for pulse radial (80-90 mmHg)> femoral(70-80
mmHg) > carotid(60-70 mmHg) or capillary refill < 2 sec

Skin : Temperature/color/Moitsure

Capillary refill time < 2 sec : not mean a thing if
Peripheral vascular disease,Vasodilator drug,
Cold environment
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rauma care:
Shock presentation
e Level of conscious : anxiety,combative,drowsiness

e Tachycardia, decreased systolic and pulse pressure
(heart and cardiovascular system)

e Rapid, shallow breathing (respiratory system)

e Cold, pale, clammy, diaphoretic or even cyanotic skin
with decreased capillary refill time (skin and
—extremities)

DRy



d therapy

IV flulid VS blood

Balance resuscitation
No IV opening before transporting
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On-scene: Trauma care. *5
-

R,
Disabil Ity-the patient's level of consciousness (LOC) and the potentia
for hypoxia
WHY LOC?
1. Decreased cerebral oxygenation (caused by hypoxia!
hypoperfusion)

2. Central nervous system (CNS) injury
3. Drug or alcohol overdose
4. Metabolic derangement (diabetes, seizure, cardiac arrest)

The prehospital care provider can infer that a confused , belligerent ,

5. combative, or uncooperative patient is hypoxic until proved
otherwise




Glasglow Coma Scale

Eye Opening Points
Spontaneous eye opening 4
Eye opening on command 3
Eye opening to painful stimulus 2
No eye opening 1

Best Verbal Response

Answers appropriately (oriented)
Gives confused answers
Inappropriate response

Makes unintelligible noises
Makes no verbal response

“NDWwan

Best Motor Response

Follows command

Localizes painful stimuli

Withdrawal to pain

Responds with abnormal flexion to painful
stimuli (decorticate)

Responds with abnormal extension to pain
(decerebrate)

Gives no motor response

- W &~ o;

Total




Slgn of increase ICP and herniation

Normal state Compensated state Decompensated state
ICP normal ICP normal ICP elevated
CSF
Mass
Mass
Brain
Brain
Brain
Blood
volume Blood
volume Blood
volume
. _ — _— — _
Pupils '@ 25 <o 22 < 72
ICP N N $
VS HR & BP WNL HR & BP WNL |HR, 1BP

dilation or sluggishness of the
ipsilateral pupil

decorticate posturing,
decerebrate posturing
Cheyne-Stokes ventilations
Cushing's phenomenon



Yas GCS <8

Consider need for Mo
aireay management'

_ Apply oxygen
Maintain Spo, = 95%

Assist ventilations®
Contral external hemarhage
InBate transport®

IV fluld resusceation®

Traumatic Brain Injury

Notes
'Soe Alrway Managemant aigarithm (p.172)

“Vansiate at thasa rates: adult 10/min; chikiren 20émin;
infants 25/min. ETCO,, only provides a rough estmate of
hypoventilation or ypanentiation; consider mainlaining
ETCO, at 3540 mm Hg, # avalable.

*ideal faciity shoukd have neurosurgical coverage and
functioning CT scan

‘Maintain S8P > 50 mm Hg if possible.

\se benzodiazepine Rrated intravenously.
*Signs of - GCS
score of two points or more, development

or nonreactive pupd, davelopmaent of hamiplagia or

hemiparesis, or Cushing's phancmanon
TThrate small doses of benzodiazaping Intravancesly.

0§ NBUroMusCLiar blocking agant
{vecuroniym)

FConaider mannitol (0.25 10 1 gkg) If protocols paemit

Treat seizures®

Check blocd glucosa level

"O\antilate &t these rates: adults 200min; chidren 28/min;
Infards 30vmin. Conaider manaining ETCO,;, at 30-35 mm
HG, ¢ avaiable.

Signs of increased ICH7* ~ Yas
No Opsons
* Ramowve cervical collar
* Sedation”
* Paralysis®
* Osmotherapy®

* Cantrolied miki hypervantilation™

Continue transport =

Yes GCS5 =<8

Consider need for No
airway management’

Apply oxygen
Maintain Spo. = 95%

Assist ventilations®

Control external hemorrhage

Initiate transport®

IV fluid resuscitation®



ST 10Ventilate at these rates: a

Yos GCS<8

Consider need for No
airway managemnent'

. Apply oxygen
Maintain Spa, = 95%

Assist ventilations®
Control external hemorrhage
Intate transport”

IV fluld resusceation’

- Treat seizures® infants 30/min. Consider ma
] HG, if available.

“Vansiate at thasa rates: adult 10/min; chikiren 20émin;
Infants 25/min. ETCO,, only provides a rough estmate of
hypoventilation or lyparvectiation; consider maintaining
ETCO, at 3540 mm Hg, # avalable.

:‘tde'al faciity shg:;\d have neurosurgical coverage and

unchmnq scan

‘Maintain S8P > 50 mm Hg if possible Check bIOOd g l ucose level
*Use benzodiazepine Rrated intravenously.

*Signs of passible Incraased ICP; decling In GCS
score of two points or more, development of a sluggish
or nonreactive pupd, davelopmaent of hamiplagia or
hemiparesis, or Cushing's phencmaencn

TThrate small doses of benzodiazaping Intravancusly

EConsider long-acting neuromuscitar blocking agant S i g n s of inc reased ' C P ? 6 ’ Yes

{vecuronium)
fConaider mannitol (0.25 10 1 g/kg) If protocols paemit
- Its 200min; children 28/ming

Signs of Increased ICP7* > Yas No Options:
o * Remove cervical collar

Remove cervical collar

e » Sedation’
:g;:'m’zu hypervantilation™ ® Paraly8i88

Paralysis®

Continue transport =

 Osmotherapy®

« Controlled mild hyperventilation'©

(.
:

Continue transport



Notes:
'See Airway Management algorithm (p.172).

2Ventilate at these rates: adult 10/min; children 20/min;
infants 25/min. ETCO, only provides a rough estimate of
hypoventilation or hyperventilation; consider maintaining
ETCO, at 35-40 mm Hg, if available.

31deal facility should have neurosurgical coverage and
functioning CT scan.

“Maintain SBP > 90 mm Hg if possible.

5Use benzodiazepine titrated intravenously.

6Signs of possible increased ICP: decline in GCS
score of two points or more, development of a sluggish
or nonreactive pupil, development of hemiplegia or
hemiparesis, or Cushing's phenomenon.

"Titrate small doses of benzodiazepine intravenously.

8Consider long-acting neuromuscular blocking agent
(vecuronium).

®Consider mannitol (0.25 to 1 g/kg) if protocols permit.

10ventilate at these rates: adults 20/min: children 25/min:
infants 30/min. Consider maintaining ETCO, at 30-35 mm
HG, if available.




uma: care:
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Expose and environmental

* Complete expose if necessary
 Keep warm prevent hypothermia
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Ivauma care:

Peripheral pulse oxygen saturation

ECG monitoring
Blood pressure measurement
EtCo,

Adjunct to primary survey
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