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Advanced Trauma Life Support
(ATLS)

e Onceki basimlar American college of surgeons
tarafindan 1980, 1982, 1984, 1993, 1997, 2004, 2008

ve 2012'ye telif hakki verilmistir

* American college of surgeons, Travma Komitesi ve
katkida bulunan yazarlar, burada yer alan i1la¢ dozlarn
ve tedavi Onerilerinin dogru ve yayin zamaninda
kabul edilen standartlarla uyumlu olduguna dikkat
cekti



ATLS

* American college of surgeons, Travma Komitesi ve
katkida bulunan yazarlar, ATLS Programinin bu 10.
baskisinin i¢eriginin herhangi birinin kullanimindan
ve uygulanmasindan dogrudan veya dolayl olarak
olusan herhangi bir sorumluluk, kayip veya zarar
kabul etmemektedir

« NICE Major Trauma Guidance 2016 ile tamamen
uyumiu



INITIAL ASSESSMENT
AND MANAGEMENT

Repeat the primary survey frequently to identfy any deterioration in the patient's status that
indicates the need for additional intervention.




[1k Degerlendirme

1 litre s1ivi, makul yaklagim

— Ik s1v1 resiisitasyonunda 1L kristaloid verilmesi, yanit
olmamas1 durumunda kan restisitasyonuna baslanmasi

— Agresif s1v1 resiisitasyonu yerine mantikli s1vi
restisitasyonu; Kanama kontrolii yapilmadan agresif sivi
restisitasyonunun mortaliteyi artirdigl vurgulanmais



[1k Degerlendirme

* Masif transfliizyon protokollerine odaklanin

— Masif transfiizyon tanimi; 24 saatte >10U eritrosit
siispansiyonu transfiizyonu veya bir saatte >4U eritrosit
transfiizyonu ihtiyaci

— Bir 6nceki klavuzda sadece 24 saatte >10U olarak
belirtilmisti



[1k Degerlendirme

* Koagiilopatinin degerlendirilmesi ve varsa
duzeltilmesi

e |1k 3 saatte gelen hastalara traneksamik asit verilmesi;
hastaneye gelmeden verilmisse 8 saatlik inflizyonun
stirdurilmesi

* Kanada C Omurga Kurali veya NEXUS kriterleri ile
degerlendirilmeli ve buna gore servikal gortintiileme
yapilmalidir



Mational Emergency X-Radiography Utilization Study
(NEXUS) Criteria

Meats ALL Low-risk criteria?

|. No posterior midline cervical-spine tenderness
and...
1. No evidence of Intoxication
and...
3. A normal lavel of alertness
and...
4. No focal neurclogic deficit
and...
3. No painful distracting Injurles

—
—

=
YES
8 4

e

.8

MNEXUS Mnemonic

M- Mauro deflcit

E- EtOH [alcohol)/Intoxication

X- aXtreme distracting Injury(les)

U- Unable to provide history (altered level of consclousness)
5- Spinal tendernass (midling)




Canadian C-spine Rule (cci)
For alert [GCS scare “15) and stabla trauma patients inwhom cervical
spine Injury Is a concern:

Any high-risk factor that
-mandates radiography?
i Age>65years
2.Dangerous mechanism Dangerous mechanisms:
3. Paresthesias In extremities « Fall from 2 Im/5 stairs
- o « An axial load to the head
NO YB +« Amotor vechicle collision
WL At r.“ speed (> 100 km/hr)

- R.x“ﬂ.\—
- Ejection

« Motorizad recreational
vehicle collision

Any Low-risk factor that
allows safe range of
motion assessment?

. Simple rear-end MVC

1. Sitting position in the ED

3. Ambulatory at any time
.Delayed onset of neck pain
.No midline cervical

LeEncerness

« Ablcycle collision

Able to rotate neck
actively (45° Left and right)




AIRWAY AND VENTILATORY
MANAGEMENT

The earliest priorities in managing the injured patient are to ensure an intact airway and
recognize a compromised airway.




Havayolu ve Solunum

« RS| == Drug Assisted Intubation

— Hizl ardisik entiibasyon tanimini stirekli kullaniyor olsak
da glinlimiizde hizl1 ardisik uygulama yerine
preoksijenizasyon donemi uzatilmis, tek seferde

entiibasyona odaklanilan hazirlanilmis entiibasyon pratikte
kullanilan yontem

— 2016 NICE klavuzunda ‘drug-assisted rapid sequence
Induction of anaesthesia and intubation’ olarak kullanilmisti



Havayolu ve Solunum

* Videolaryngoscopy (VL)
— ATLS 9. baskida videolaringoskopi’nin 1smi1
gecmiyordu

— VL’larin daha 1y1 gortintii almasi ve tek seferde
entiibasyon 1¢in se¢ilmesi gereken araclar
oldugunu vurgulaniyor

— Ozellikle servikal travmada VL servikal harekete
neden olmadan entiibasyona olanak saglamaktadir



The first step in the initial management of shock istorecognize its presence.




Sok

* Antipaletelet ya da antikoagulan kullanan hastalarda
kontrol altina alinamayan kanamanin olmasi halinde,
hastanin medikasyon Oykiisiiniin alinmasi, kullanilan
ajana yonelik antidotlarin temini, uygun oldugunda
tromboelestografi veya rotasyonel
tromboelastometri ile koagiilasyonun izlenmesi ve
normal trombosit sayis1 olsa dahi trombosit
transfliizyonu uygulamay1 disiin

* Kanama tablosu degistirildi
— Baz defisiti



TABLE 3-1 SIGNS AND SYMPTOMS OF HEMORRHAGE BY

CLASS CLASS IV

PARAMETER CLASS | CLASS Il (MILD) (MODERATE) (SEVERE)
Approximate blood Loss <|5% 15-307% H-40% =43
Heart rate < ! 1 T
Blood pressure . o ] |
Pulse pressure = l 1 1
Respiratory rate - ‘e 1 |
Urine output = - Il 1L
Glasgow Coma Scale score " - ! l
Base deficit* 0 to -2 mEqgjL -1 to -6 mEq/L -6 to -10 mEq/L -10 mEgfL or less
Meed for blood products Monitor Possibla Yes Massive Transfusion

Protocol

* Base excess is the quantity of base (HCO -, in mEq/L) that is above or below the normal range in the body. A negative number is called a base

deficit and indicates metabolic acidosis.

Data from: Mutschler A, Mienaber U, Brockamp T, et al A oritical reappraisal of the ATLS classification of hypowvolaemic shock: does it really reflect
clinical reality? Resuscitation 1013, 84-305%-313.



Sok

* Soktaki hastanin yonetimi esnasinda kan basincindaki
artis, kardiyak out-put ya da sokta 1yilesmenin bir
gostergesi olarak kullanilmamalidir

* Soktaki hastalarda tek bir parametre kullanilmasi
halinde sok tanis1 gozden kacabilir.

— Kalp hizi, kan basinci, cilt perfiizyonu ve mental
durumu igeren tiim klinik degerlendirme bilgileri g6z

onunde tutulmalidir



Sok

* Arteryal kan gazina ulasilabildigi anda pH, pO2,
pCO2 ve baz acig1 degerlendirilmeli ve tani
acisindan endtidal-CO?2 ve laktat ol¢timleride
yararl1 olabilmektedir.

* Yine yasl hastalarda yaralanma altta yatan bir
enfeksiyona bagli olarak meydana gelebilir.

* Bu hastalarda idrar analizi yapilarak enfeksiyona ait
bulgular arastirilmalidir



THORACIC TRAUMA

Thoracic injury is common in polytrauma patients and can be life-t hreatening, especially if not
promptly identified and treated during the primary swvey.




Toraks Travmasi

* Hayati Tehdit Yaralanmalar1
— Havayolu obstriiksiyonu
— Tansiyon pnomotoraks
— Ac¢ik pnomotoraks
— Masif hemotoraks
— Kardiyak tamponad
— Flail chest



Toraks Travmasi

* Hayati Tehdit Yaralanmalar1
— Havayolu obstriiksiyonu
— Tansiyon pnomotoraks
— Ac¢ik pnomotoraks
— Masif hemotoraks
— Kardiyak tamponad
— e Trakeobronsial yaralanma



Toraks Travmasi

* Yelken gogius, akciger kontlizyonu, basit
pnomotoraks ve kot kiriklari ikincil bakida taninmasi
gereken durumlar olarak tariflenmis

* Basit pnomotoraksi olan hastanin entiibasyonu ve
pozitif basin¢li solutulmasi1 durumunda tansiyon
pnomotoraksa ilerleyebilecegine vurgu yapilmis



Toraks Travmasi

e Igne torakostomi icin 5. Interkostal aralik
midaksiller hattan girisim yapilmasi

— Cocukta 2. Interkostal aralik degismiyor
* Tecriibel1 kisilerin tansiyon pnomotoraksa acik

torakostomi uygulamasinin onerilmesi. Bu tiip
takilana kadar yapilabilecek en hizli girisim



Toraks Travmasi

* Hemotoraks 1¢in 28-32 Fr gogiis drenaji
(36-40 Fr degil)

* Beta blokor 1le aort ruptirt yonetimi



ABDOMINAL AND
PELVIC TRAUMA

When uncontrolled or unrecognized, blood loss from abdominal and pelvic injuries canresult
in preventable death.




Abdominal ve Pelvik travma

* Prostat bezinin palpasyonu artik tiretral
yaralanma 1¢in onerilmemektedir

— Foley sonda takilmasi1 dncesinde ‘yiiksek
yerlesimli prostat’ degerlendirmesi tarih oldu

* Kanama 1le pelvik kirik 1¢in akis semasi



Initial management

.

Surgical consult and application of pelvic wrap

Intraperitoneal blood?

Laparotomy Freg:;::.;slgeaL Angiography

‘ Hemorrhage control fixation device ‘

B FIGURE 5-10 Pelvic Fractures and Hemorrhagic Shock
Management Algorithm.



HEAD TRAUMA

The primary goal of treatment for patients with suspected traumatic brain injury is to prevent
secondary brain injury.




Kafa Travmasi
* GCS degisti
* Smiflandirma — minOr yerine ‘hafif kafa travmasr’

* Nobet profilaksisi

— Antikonviilsanlar beyin 1yilesmesini engelleyebilir, bu
nedenle sadece kesinlikle gerekli oldugunda
kullanilmahidir



TABLE 6-2 GLASGOW COMA SCALE (GCS)

ORIGINAL S5CALE REVISED SCALE SCORE
Eye Opening (E) Eye Opening (E)
Spontaneous Spontaneous 4
Te speech To sound 3
To pain To pressure 2
None None I
MNon-testable NT
Verbal Response (V) Verbal Response (V)
Oriented Oriented 5
Confused conversation Confused 4
Inappropriate words Words 3
Incomprehensible sounds Sounds 2
None None |
MNon-testable NT
Best Motor Response (M) Best Motor Response (M)
Obeys commands Obeys commands 6
Localizes pain Localizing 5
Flexion withdrawal to pain MNormal flexion 4
Abnormal flexion (decorticate) Abnormal flexion 3
Extension (decerebrate) Extension 2
None (flaccid) MNone I
MNon-testable NT

GC5 Score = (E[4] = V[5] + M[6]) = Best possible score |5; worst possible score 3.
*If an area cannot be assessed, no numerical score is given for that region, and it is considered "non-testable.” Source: www.glasgowcomascale.org



TABLE 6-I CLASSIFICATIONS OF TRAUMATIC BRAIN INJURY

GCS Score [3-15
GCS Score 942
GCS5 Score 3-8

Severity « Mild
Moderate
Severe

Skull fractures + Vault

Merphology

Linear vs. stellate
Depressed/nondepressed

+ Basilar

Withjwithout C5F Lleak
Withfwithout seventh nerve palsy

Intracranial Lesions + Focal

Epidural
Subdural

Intracerebral

+ Diffuse

Concussion

Multiple contusions
Hypoxicfischemic injury
Axonal injury

Source: Adapted with permission from Valadka AB, Marayan RE. Emergency reom management of the head-injured patient. In: Marayan RE, Wilberger

JE, Pavlishock JT, eds. Newrofrauma. Mew York, MY: MeGraw-Hill, 1996120




g

SPINE AND SPINAL
CORD TRAUMA

Because spine injury can occurwith both blunt and penetrating trauma, and with or without
newrological deficits, it must be considered in all patients with multiple injuries. These
patients require limitation of spinal motion to protect the spine from furt her damage unti
spine injury has been ruled out.




Omurga ve Omurilik Travmasi

* Yeni miyotom diyagrami
* Spinal hareketin kisitlanmasi

* Kanada C Omurga Kurali



/itﬁ Wrist extensors

\l:ﬂ Finger flexors
T1 Finger abductors

\‘*—LI Hip flexors

- L3 Knee extensors

L4 Ankle dorsiflexion
L5 Long toe extensors

51 Ankle plantar flexors

C5 Elbow flexors (biceps)

(7 Elbow extensors (triceps)

W FIGURE 7-3 Key Myotomes. Myotomes are used
to evaluate the level of motor function.
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Omurga ve Omurilik Travmasi

* Hayati tehdit olusturan travma mekanizmasi mevcut
1se vertebra fraktiri ve spinal kord hasar1 dislanana
kadar hasta hareketi kisitlanmali ve herhangi bir

stiphe s0z konusuysa erken donemde konstiltasyon
Istenmelidir



MUSCULOSKELETAL TRAUMA

Injuries to the musculoskeletal system are common in trauma patients. The delayed recogni-
tion and treatment of t hese injuries can result inlife-threatening hemomrhage or limb loss.




Kas-Iskelet Travmasi

* Acik kiriklar1 olan tiim hastalar1 en kisa siirede,
intravenoz antibiyotiklerle, kilo bazli dozlama
kullanarak tedavi edin

e Acik kiriklar olan tiim hastalar 1¢in birinci kusak
sefalosporinler gereklidir

» Ug saatten fazla antibiyotik uygulamasinin gecikmesi,
artmis enfeksiyon riski 1le 1lgilidir



TABLE B-1 INTRAVENOUS AMTIBIOTIC WEIGHT-BASED DOSING GUIDELINES

IF AMAPHYLACTIC
FIRST-GEMERATION PEMICILLIN PMPERACILLIN/
CEPHALOSPORINSG ALLERGY AMINOGLYCOCIDE TATOBACTAM
(GRAM-POSITIVE (INSTEAD OF (GRAM-MEGATIVE BROAD-SPECTRLIM
COVERAGE) FIRST- GENERLATION COVERAGED GRAM-POSITIVE
CEPHALOSPORIMY AND MEGATIVE
OPEM FRACTURES CEFATOLIN CLINDAMYCIM GEMTAMICIN COVERAGE]
Wound <l cm; <3 kg lgm O 8 hr =B) kg: 800 mg O & hr
minirmal con- 50-100 kg 2gm G 8 hr =B kg: %00 mg O & hr
taminaticn or soft =00 kg 3 gm Q8 br
tissue damage
Wound 00 cm; =30 kg lgm O 8 hr =B kg: 800 mg 0 & hr
moderate soft S0-100kg: 2 gm G 3 hr =Bl kg: %00 mg O & hr
tissue damage; =00 kg 3 gm Q8 br
comminastion of
fracture
Severe soft- <50 kg | gm Q1 B hr <E0 kg: 600 mg O 8 hr Loading dose in ER:
tissue damage S0-100 kg T pm O 8 hr =B kg: ¥ mg QB hr
and substantisl =00 kg 3 gm Q8 br 1.5 mgfkg for child
contamination with [or =50 kg)
acsadated vascular 5 migikg for adult
Ny
(L, BB pt =340 mg)
Farmiyard, soil or 3375 gm O & hr
standing water, (=00 kg)
irrespective of
wound s or 4.5 gm Q & br {=100
severity kel
5 anaphylactc
penicillin allergy
consult Infectous
Disezase Department
or Pharmacy

Data from: Schmdix 5K, Saxton OJ, Baron EL. Treatmaent and Prevantion of Osteomyaliis Following Trauma in Adults. UpToDato. Aitp-jierswns
uptedate.comyjoomtants{treatmant-and-pravention-of -ostecmyelitis-fol Lowing-trauma-in-adults. Sctobar 39, P005; OFBnen CL. Manon M, Jomhba MM,
Cortroversias In tha maragemant of opsn fracthures. Gpen Orifop J D043 324,



Kas-Iskelet Travmasi

Bilateral femur kirig1 olan hastalar, ciddi komplikasyonlar ve
olim riski tasimaktadir. Bu tiir kiriklar hastanin d6nemli bir
kuvvete maruz kaldigini ve klinisyenler1 iliskili yaralanma
olasiligina kars1 uyarmalidir

Tek tarafli femur kirig1 olan hastalarla karsilastirildiginda,
bilateral femur kirig1 olan hastalar, belirgin kan kaybi, ciddi
iliskili yaralanmalar, pulmoner komplikasyonlar, ¢coklu
organ yetmezligi ve oliim riski daha ytiksektir

Bu hastalar unilateral femur kirig1 olanlarla ayni sekilde
degerlendirilmeli ve yonetilmelidir

Bir travma merkezine erken transfer diisliniin



THERMAL INJURIES

In all patients with thermal injuries, identify and manage the associated mechanical injuries
and maintain hemodynamic normality wit hvolume resuscitation.




Termal Yaralanmalar

* 2 ml X viicut agirhgi X % yanik (Yetiskin)

o 3 ml X viicut agirhigi X % yanik (Cocuk)



Termal Yaralanmalar

* Siviresusitasyonu hastanin fizyolojik parametrelerine
gore ayarlanmalidir

e Idrar cikisina gore verilecek s1vi miktari belirlenebilir

* Tasikardi yanik hastalarinin sivi ithtiyacini
belirlemede kotii bir belirtectir



PEDIATRIC TRAUMA

Injury remains the most common canse of death and disability in childhood. Injury marbidity
and mortality sarpass all major diseases in children and young adults, making trauma the
most serious public health and health care problem inthis population.




Pediatrik Travma

e Igne Torakosentezi 2. IKA degismedi

* Kristalloid restisitasyonun sinirlandirilmasi



Pediatrik Travma

* Entlibasyon hastalarinda yaygin kotiilesme
nedenlerinin bir hatirlaticisi olarak “Don’t be a
DOPE” animsaticisini kullanin



D — Dislodgment: Bir bebek veya ¢ocugun trakeasi kisa oldugu i¢in
kolayca ¢ikabilir. Tiipii 1yice sabitleyin ve olusmasi durumunda durumu
erken taniyin. Bu sorunun saglayicisini uyarmak i¢in 6zellikle nakil
sirasinda 1zleme ekipmani kullanin

O- Obstriiksiyon: Tiiplerin ¢api kiiclik oldugundan, salgilarla tikanma
veya biikiilmeye ikincil olabilir. Emme, sekresyonlar1 temizleyebilir ancak
tiip degisimi gerekli olabilir

P-Pnomotoraks: Travmatik yaralanma ya da mekanik ventilasyona bagh
barotravma nedeniyle pnomotoraksli hastalarda pozitif basingla tansiyon
pnomotoraks gelisebilir.

E-Ekipman arizasi: Vantilatorler, nabiz oksimetreleri ve oksijen dagitim
cthazlari arizalanabilir. Ekipmanin bakiminin 1y1 yapildigindan ve diizgiin
calistigindan ve gerektiginde yedek ekipmani kullandigindan emin olun



GERIATRIC TRAUMA

When managing geriatric patients with trauma, the effects of aging on physiological function
and the impact of preexisting conditions and medications cannot be overemphasized.




Geriatrik Travma

* Mortalite / Morbidite  Pelvik travma
— KOAH — 4x 0lim oram
— IKH — Kan nakli 1ihtiyaci artar
— DM
— Siroz

— Koagiilopati



TRAUMA IN PREGNANCY AND
INTIMATE PARTNER VIOLENCE

Although pregnancy causes alterations in normal physiology andresponses to injury and
resuscitation, the sequence of the initial assessment and management of pregnant patients
remains the same as for all trauma patients.




Gebelikte Travma

» Gebelikte PaCO2 35-40 mmHg’lik deger solunum
yetmezligine 1saret edebilir

* Major travma gec¢irmis tim gebe hastalar travma ve
obstetrik bakim saglayabilen merkezlerde
degerlendirilmelidir. Ciinkli minOr travmalar bile
gebe hastalarda ablasyo plasenta ya da fetal
oliimlere neden olabilmektedir

* Ammiyotik sivi kagagi belirtis1 vajinal pH> 4.5



TRANSFER TO DEFINITIVE CARE

The decision to transfer a patient to another facility for definitive care is influenced by
the identified and suspected injuries, t he expected progression of these injuries, and the
capabilities on hand to expeditiously diagnose and treat them, especially the potentially
life-threatening injuries.




Kesin Bakima Transfer

* Travmaya yonelik bakim bolgedeki yerel hastane
tarafindan saglanamiyorsa hasta bakim 1¢in gerekli
kaynaklarin ve ekibin oldugu hastanin ihtiyac¢larina
uygun seviyedeki hastaneye yonlendirilmelidir

* Hastalarin sonlanimi, dogrudan yaralanma ile uygun
sekilde verilen kesin bakim arasinda gecen zaman 1le
Hgilidir

e [letisim icin SBAR sablonu



TABLE 13-1 SAMPLE ABC-SBAR TEMPLATE FOR TRANSFER OF TRAUMA PATIENTS

ACRONYM

A

Alrway

Breathing

Circulation

Situation

Background

Assessment

Recommendation

INFORMATION TO PROVIDE

AlL zirway, breathing, and circulstion problems identified and interventions performed

Patient Mame

Age

Referrimg Facility

Referring physician name
Reporting nurse mame
Imdication for transfar

IV access site

I fluid and rate

Other interventions complated

Event history

AMPLE assessment

Blood products

Medications given [date and tme)
Imaging performed

Splinting

Vital signs
Pertinent physical axam findings
Patient response to treatment

Transport mode

Level of transport care

Medication intervention during transport
Mesded assessments and interventions




Kesin Bakima Transfer

* Soka ait bulgusu olan hastalar, fizyolojik
parametrelert bozulan veya norolojik durumda
bozulmasi olan hastalar en yiiksek diizeyde bakim
gerektiren hasta grubunu olusturmakla birlikte
zamaninda transfer edilmesi gereken hasta grubunu
olusturur

* Hayati tehdit eden yaralanmalarda kaynak mevcut ve
gerekli prosediirler hizli olarak yapilabilecekse
transfer onces1 yapilmalidir



ATLS AND TRAUMA TEAM
RESOURCE MANAGEMENT

|. Describe tha configustion of o treuma team.
L dantify tha team leadar’s roles and responsibilities.
3 Disouss the qualities of affective Laadarship.
4. List the roles and responsibilities of team memb-ars.

£ Describe how a team can work effectivaely to
dalivar ATLS.

expite advances in trawma care, primary threats to

patient safety have beenattributed toteamwork

failures and communication breakdown. In
the dynamic and unigue emergency department [ET)
envircnment, complex trauma care reqguires strong
interprofessional teammwark and resource management.
Success requires not aoly individual competence in
Advanced Tranma Life Sapport |ATLS® | but also awell-
coordinated ATLE® trauma team.

This appendix describes team resparnce management
principles intended to make best use of mailable
personnel, resources, and information. Team resource
management is a set of stategies and plans for making
the best use of available resources, information,
equipment, and people. Historically ATLS® has
concentrated on the best-practice assessment and
management skills for an individual physician
managing victims of major trauma. In fact, teams
aften provide trauma care; therefore, teamvork isa
fandamental part of ATLS® provision

To function well a5 part of a team, an individual
mzst be familiar with all the individizal steps reguired
to attain the best possible outcome This appendix
demonstrates how a clinician trained in ATLS®
techniques can functionwith others to delver excellent
team care with a common goal. In today’s healthoare
world, many teams hawve little chance to prepare or

OBJECTIVES

& Desoribe best communication practices among
team mesmbsrs.

T. Desoibe areas of potential conflict within a trauma
tearmn and gansral principles for maraging conflice

practice together; how ever, knowledge ofteam rescarce
management gives every member ofthe tmwma team
ways to optimize team performance.

This appendix also addresses how the ATLE®
mpde] fits comfortably with trauma team resource
management, describes the goalities of an effective
team leader, suggests ways to integrate trauma team
members into new teams, and describes effective
communmication in this setting. For the purposes ofthis
appendix, “leader” in an ATLS context is undenstood
to represent the person managing, leading, or taking
the dominant or directive role in resasctating a vicim
of major trauma.

TRAUMA TEAM CONFIGURATION

Trauma teams ideally are composed of a group of
peoplewhao have no other commitment than to receive
trauma patients However in most institutions this is
not possible, so teams need to be fexible and adapt to
the respurces available.

A trazma team should at minimum consist of:

+ Team leader [senior doctor experienced in
trauma mamnagement|



Travma Takiminin Aktivasyonunu Gerektiren Kriterler
Kriter

Kategori

Yaralanmanin mekanizmasi

Spesifik yaralanmalar

Fizyolojik parametrelerde
bozulma

YVVVYVYVY

Y VYV

Y

YVVVVVY V

5 metre ve lizeri ylkseklikten diisme
Yiiksek hizli motorlu ara¢ kazasi

Aractan firlama

Yiiksek hizli motorlu ara¢ ¢arpmasi

Aym arag i¢erisinde 6liim

30 km/h den fazla hizla yaya, bisiklet ya da
motosiklet kazasi

Viicutta ikiden fazla bolgede yaralanma

Bas, boyun, gdvde ya da proksismal uzuvda
penetran yaralanma

Yetiskinde >%135, cocuklarda >%10 viicut
alanininda yanik ya da havayolunu i¢geren yanik
Hava yolu tikanikligi

Sistolik kan basincinin <90 mmHg

Nabiz >130/dk

Solunum sayi1s1 <10 ya da >30

GKS <14/15

70 yas ve lizeri hastada gogiis travmasi,

>24 hafta lizeri gebeliklerde govde yarlanmasi






