PUEBLO COUNTY MEDICAL TREATMENT PROTOCOLS

SPINAL INJURY
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Specific information needed
1. Mechanism of injury and forces involved.  Be suspicious with falls, airplane crashes, decelerations, diving accidents.

2. Past medical problems and medications.

Specific objective findings

1. Vital signs, including neurologic assessment.

2. Level of sensory deficit.  Presence of any evidence of neurologic function below level of injury.  Priapism.

3. Physical exam with careful attention to organs or limbs that may not have sensation.

Treatment
1. Assess airway and breathing.  Treat life-threatening difficulties.  Use controlled ventilation for high cervical cord injury associated with abdominal breathing.  Use assistant to provide cervical stabilization while managing ABCs.

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

3. Apply O2, moderate flow (4-6 L/min) by mask or nasal cannula (high flow by mask for seriously injured patients).  Titrate to pulse oximetry > 90% if possible.

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

5. Immobilize cervical spine with firm cervical collar.  Maintain stabilization manually until securely immobilized on spine board.

6. Immobilize thoracic and lumbo-sacral spine with spine board (or other firm surface).  Move patient as little as possible and always move as a unit.

7. Secure patient to board following transfer.  Secure trunk first, then head, then extremities.

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

9. If patient BP < 90 mm systolic and signs of hypovolemic shock:

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

b. Raise foot of spine board 10-12 inches.

c. Examine for possible sources of bleeding (abdomen, pelvis, chest, scalp, back).

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

10. Mark level of sensory deficit gently with pen on patient's skin to facilitate monitoring.

11. Monitor airway, vitals, and neurologic status frequently at scene and during transport.

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. Be prepared to tip entire board on side if patient vomits (patient must be secured to spine board or scoop stretcher --wide tape or straps anchored to both sides of board preferred).

3. Neurogenic shock is likely with significant spinal cord injury.  Raise foot of spine board 10-12 inches Be sure respirations remain adequate.

4. If hypotension is unresponsive to simple measures, it is likely due to other injuries.  Neurologic deficits make these other injuries hard to evaluate.  Cord injury above the level of T-8 removes tenderness, rigidity, and guarding as clues to abdominal injury.

5. The patient with spinal trauma and normal neurologic function or only a partial deficit should not be treated more casually than the patient with a complete deficit.  This is the patient who can benefit most from your conscientious splinting efforts and protection from further injury.

6. Spinal immobilization for patients with primarily penetrating trauma is rarely necessary.  Consider immobilization when there is an apparent neurological deficit, an impaled foreign body, or other indication of specific cord damage.
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