PUEBLO COUNTY MEDICAL TREATMENT PROTOCOLS

SHOCK - TRAUMA
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Specific information needed
1. Mechanism of injury -- position, forces, speed, trajectory.

2. Patient complaints -- thirst, dizziness, weakness, chest pain, trouble breathing.
3. Car -- steering wheel and vehicle condition, seatbelt use and type.

4. Past medical history -- medications, medical illnesses.

Specific objective findings
1. Vital signs -- pulse > 120 (bradycardia or normal pulse rate may occur in some patients), BP < 90 systolic.

2. Mental status -- mania or apathy, confusion, restlessness.

3. Skin -- flushed, constricted, sweaty, cool or warm, color.

4. Signs of blunt injury or bleeding -- flank hematoma, chest or abdominal wall contusion.

5. Jugular veins -- flat or distended.

Treatment
1. Assess airway and breathing, treat life-threatening injuries.  Use assistant to provide cervical stabilization while managing ABCs.

2. Control hemorrhage by direct pressure with clean dressing to wound.  (If needed, add elevation, pressure points, tourniquet only in extreme situation.)

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

4. Immobilize cervical spine as appropriate, (relieve assistant performing cervical stabilization).

5. O2, high flow (10-15 L/min).

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

7. If BP < 90 systolic and neck veins flat, transport rapidly and treat shock enroute:

a. Keep patient warm with blankets to prevent heat loss.

b. Raise legs 10-12 inches.

c. Fluid bolus -- 20 ml/kg, volume expander IV.  Repeat as needed based on patient condition.

d. Monitor cardiac rhythm.

e. Look carefully for possible sources of bleeding (abdomen, pelvis, chest, scalp, back).

8. If BP < 90 systolic and signs of cardiogenic shock (distended neck veins), transport rapidly and consider:

a. Tension pneumothorax if respiratory status markedly deteriorating, with clinical findings of pneumothorax:

i. Release occlusive dressings on open chest wounds.

ii. Consider needle decompression.

b. Pericardial tamponade if wound suspect (may have distant heart sounds, narrow pulse pressure):

i. Fluid bolus -- 20 ml/kg, volume expander IV.  Repeat as needed based on patient condition.

c. Cardiac contusion with typical ischemic chest pain or severe chest wall contusion:

i. Monitor cardiac rhythm.

ii. Consider cautious fluid bolus of 10 ml/kg.

iii. Consider lidocaine for malignant PVCs (see lidocaine protocol).

9. If BP > 90, observe closely and

a. Perform secondary survey and record patient's problems.

b. Maintain IV at TKO rate.

c. Stabilize and splint fractures.

d. Dress wounds as time allows.

10. Recheck vital signs and neurologic status enroute -- at least every 5 minutes with unstable patient.

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. Hypotension itself is a late sign of hypovolemic shock.  Blood loss must be anticipated from the mechanism of injury.  Often a patient may suddenly "go bad" if the subtle clues aren't noticed beforehand.

3. Hypertensive and elderly patients can have significant hypotension at higher pressures than 90 systolic.  Look for the adrenergic signs -- vasoconstriction, sweating, mental alterations, agitation.  Treat the entire picture and not just the blood pressure.

4. Neurogenic shock is caused by relative hypovolemia as blood vessels lose tone from spinal cord injury.  Treat as for hypovolemia, and if hypotension persists, consider occult blood loss as an additional cause of shock.

5. While most shock in the setting of trauma is hypovolemic, assessment and treatment priorities should be organized to include a check for possible "cardiogenic" causes which should be managed differently.  Pericardial tamponade, tension pneumothorax, myocardial contusion are rare but should be considered!

6. Occasionally, pain or cardiac contusion will cause inappropriate bradycardia.  Consider also if an AMI or a primary dysrhythmia may have caused the trauma.  Fluid resuscitation should be cautious.  Pain medication may also normalize the pulse if there are no contraindications.

7. Another important and frequent cause of "relative" bradycardia (pulse < 100) in the face of hypovolemic shock is the patient on beta-blocker drugs (e.g., propranolol), who cannot respond to blood loss with a tachycardia.  Patients with angina, prior MI, migraine, hypertension, dysrhythmias and other medical illnesses may be taking beta-blockers.  Treatment is the same, but do not wait for the tachycardia!

8. Recent literature has thrown some doubt on the wisdom of administering a large fluid bolus to all trauma patients who present in shock.  Particularly in the face of ongoing internal hemorrhage, patients may do better with IVs at TKO until the bleeding can be stopped in the OR.
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