PUEBLO COUNTY MEDICAL TREATMENT PROTOCOLS

HEAD INJURY

UPDATED:  3/10/2011
[image: image1.png]i




                      



[image: image2.jpg]



Weber, MD
                                                        C. sobanski, MD

Specific information needed
1. History -- mechanism of injury, estimate of force involved, helmet worn with motorcycle or bicycle.

2. History since injury -- loss of consciousness (duration), change in level of consciousness, memory loss for events before and after trauma, movement (spontaneous or performed by bystanders).

3. Past history -- medications (insulin particularly), medical problems, seizure history, alcohol.

Specific objective findings
1. Vital signs (note respiratory pattern and rate).

2. Neurologic assessment, including pupils, response to stimuli and Glasgow Coma Scale observations.

3. External evidence of trauma -- contusions, abrasions, lacerations, bleeding from nose, ears.

Treatment
1. Assess airway and breathing.  Treat life-threatening injuries.  Use assistant to provide cervical stabilization while managing respiratory difficulty.

2. Control hemorrhage.  Stop scalp bleeding with direct pressure if possible.  Continued pressure may be needed.

3. O2, high flow (10-15 L/min).  Titrate to pulse oximetry > 90%.

4. Obtain initial vital signs, neurologic assessment, including Glasgow Coma Score.

5. If unconscious, or Glasgow Coma Score < 9:

a. Assist ventilations.

b. Consider intubation.  Consider lidocaine, prior to intubation (see lidocaine protocol).

c. Ventilate at a normal rate (8-12 for adults), attempt to avoid hyperventilation, while maintaining end-tidal CO2 between 36-40.

6. Immobilize cervical spine (relieve assistant performing manual stabilization).

7. Immobilize patient on spine board (or other firm surface).  Secure patient to board following transfer.  Be prepared to tilt for vomiting.

8. TRANSPORT RAPIDLY if patient has multiple injuries, or unstable respiratory, circulatory, or neurologic status.

9. If BP < 90 mm Hg systolic and signs of hypovolemic shock are present, initiate treatment enroute:

a. Elevate legs, keep patient warm.

b. IV -- volume expander, large bore, and infuse 20 ml/kg fluid boluses until BP > 90 systolic.  Fluid bolus may be repeated as necessary.  

c. Start a second IV if possible.

d. Consider bleeding sources (abdomen, pelvis, chest).

e. Stabilize and splint fractures and dress wounds if time allows.

10. If patient unconscious and showing signs of neurological deterioration (e.g., dilated pupil, rising BP, slowing pulse, posturing or decreasing GCS):

a. Ventilate at a normal rate (8-12 for adults).

11. If patient stable (respiratory, circulatory, neurologically):

a. IV -- volume expander, large bore, TKO or as needed based on patient condition.  Consider a second IV when mechanism of injury is significant.

b. Complete secondary survey.

c. Splint fractures and dress wounds if time permits.

12. Monitor airway, vitals, and level of consciousness repeatedly at scene and during transport.  STATUS CHANGES ARE IMPORTANT.

Specific precautions
1. Scene times in significant traumatic injuries should be 10 minutes or less if possible.  Invasive treatments should be performed enroute.  Early notification to receiving facility will help them prepare to better care for your patient.

2. When head injury patients deteriorate, check first for airway, oxygenation and blood pressure.  These are the most common causes of "neurologic" deterioration.  If the patient has tachycardia or hypotension, look for hidden hypovolemia from associated injuries and do not blame the head injury.

3. The most important information you provide for the base physician is level of consciousness and its changes.  Is the patient stable, deteriorating or improving?

4. Assume cervical spine injury in all patients with head trauma.

5. Restlessness can be a sign of hypoxia.  Cerebral anoxia is the most frequent cause of death in head injury.

6. If active airway ventilation is needed, intubate.

7. If patient is combative from head injury or hypoxia, consider sedation, repeated every 5 minutes, titrated to reduce combativeness.  The airway and C-spine can be more appropriately managed with a relaxed patient and the effects can be reversed at the receiving facility if desired. Administer cautiously (SLOWLY) in hypovolemic patient.

8. Do not try to stop bleeding from nose and ears.  Cover with clean gauze if needed to prevent further contamination.

9. Scalp lacerations can cause profuse bleeding, and are difficult to define and control in the field.  If direct local pressure is insufficient to control bleeding, evacuate any large clots from flaps and large lacerations with sterile gauze and use direct hand pressure to provide hemostasis.  If the underlying skull is unstable, pressure should be applied to the periphery of the laceration over intact bone.

10. Consider reverse Trendelenberg positioning for the head injured patient.

6.30_HeadInjury

1 of 2

[image: image1.png][image: image2.jpg]