Spinal Immobilizasyon

Tarih mi Oluyor ?
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...bana damdan dusen birini getirin.
Halimden ancak o anlar !




* Giris

* Tarihce

* Penetran ve kunt travmada kanitlar ne diyor
 Selektif spinal immobilizasyon

» Spinal hareket kisitlamasi (SMR) protokolleri
» Uzlagli tavsiyeleri

» Ozet

* Sonug



Bir hastaya yararli olabilmek icin muhtemelen

binlerce gereksiz sabitleme yapiyor olabilir
miyiz ?




Spinal iImmobilizasyon

» Spinal yaralanmalarin
* manipulasyon/ hareket nedeniyle kotulesebilecegi ve

« omurilikte sekonder yaralanmaya neden olabilecegi
varsayimina dayanarak uygulanir

* Crosby ET (1992) Tracheal intubation in the cervical spine-injured patient. Can J Anaesth
39(2):105-109.



Neden uyguluyoruz ?

- Klinik suphe = immobilize

- Emin degilim = immobilize

- Ceza Korkusu = immobilize

- Hasta zarar gorur korkusu=immobilize

- Kendini guvene alma duygusu=immobilize

- Kontrol etmek gibi hissediyorum = immobilize
. Aligkanlik, zararsiz bir uygulama =Immobilize



Kendini guvende hisset !

*Hareket yok = omurga, kord ve hasta daha
guvenli, dogru mu ?



Bu ne kadar kotu ?

* Sirt / boyun agrisi sikayeti olmayan travma
hastalarinin > % 50'sinde tam spinal
Immobllizasyon yapilir

*% 13'0 agri hakkinda soru sorulmadan immobilize
ediliyor



Gercgekler

e Kunt travma sonrasi %0,5 - 3 omurilik
yaralanmasi oldugu bildirilmektedir

» Onemli servikal yaralanma igin % 0,7 oraninda
Insidans



* Omurga kirigi tedavisi gecmisi cok eski zamanlara
kadar uzanir

* Hastane oncesi omurga immobilizasyonu; gelisme
sureci ve gerekgesi sadece 50 yasindadir

« Eltorai IM (2004) Fatal spinal cord injury of the 20th president of the United States:
day-by-day review of his clinical course, with comments. J Spinal Cord Med 27(4):330-
341

« Knoeller SM, Seifried C (2000) Historical perspective: history of spinal surgery. Spine
25(21):2838-2843



Omurga Kirigi Tedavisi-Tarihce

* |Ik aciklama M.O. 3000 vyl
Eski Misir'da: Edwin Smith
Papirus

 Servikal omuriligin alti
yaralanmasini tarif eder ve en

lyi tedavinin dinlenme ve destek
oldugu sonucuna varir
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 Daha sonra, antik
Yunanistan'dan bir metinde
Hipokrat (460-377 M.O.),

« Bir kirigin felcle ortaya cikmasi
durumunda tedavi seceneklerinin
mumkun olmadigini

 Bu talihsiz bireylerin 6lmek uzere
olduguna inandi

« Ancak omurganin sekKil
bozukluklari igin uzatma tezgahini
ve diger yontemleri kullandi

Hipokrat tahtasi Gzerinde rediksiyon
yontemleri ile uzatma tezgahi,
Paris Ulusal Kutiphanesi



Tarihge

 Ronesans’a kadar Avrupali doktorlarin bu
konuda calismalari bulunmamaktaydi.

 Fransiz berber cerrah Ambroise Paré
(1510-1590) Dix Livres de Chirurgie adl
kitabinda,

« omurga kiriklarini yeniden
konumlandirmak igin, hastayi askiya
alma yontemini uyguluyordu

Treétment of the spinal column Golden Mirror of
Medicine, Ciba periodical 1959;94:8



Cagimizin bel
fitigi tedavisi







Hastane Oncesi Immobilizasyon

 Spinal iImmobilizasyonun sekonder norolojik
hasari onledigi teorisi;

* Geisler, 1966, retrospektif calismasi
« Omurilik yaralanmali toplam 958 hasta
« Norolojik durumda kotulesme yasayan 29 hasta

* Sebebi olarak yaralanmanin taninmamasi /

* Yetersiz immobilizasyondan kaynaklandigi sonucuna
varmistir

* Geisler WO, Wynne-Jones M, Jousse AT (1966) Early managementof the patient
with trauma to the spinal cord. Med Serv J Can 22(7):512-523



Bu calisma, hastane oncesi IiImmobilizasyonun
norolojik kotulesmeyi onleyebileceqi fikrinin

temelini saglamistir.

Med Serv J Can. 1966 Jul-Aug;22(7).512-23.

Early management of the patient with trauma to the spinal cord.
Geisler WO, Wynne-Jones M, Jousse AT.




Hastane Oncesi Immobilizasyon

 Yaralanmalar icin hastane oncesi
bakim - Napolyon'un cerrahi
Dominigue-Jean Larrey (1766-1842)
tarafindan baslatildigi dusunulmektedir

« 1797 italyan savasi sirasinda savas
alanindan gelen zayiatlari tahliye etmek
icin ucan ambulanslar gelistirdi.

« Ucan ambulanslar, yaralilari savas
alanindan hastanelere gotirmek ve
tasimak icin atli vagonlardi

Dominique-Jean Larrey tarafindan tasarlanan
ath ambulans, Ulusal Tip Kutiphanesi



Hastane Oncesi Immobilizasyon

 Pratik uygulamasi, 1966'da belinde duran
Kisa bir omurga tahtasi gelistiren Louis
Kossuth'a dayanir

e Daha sonra modern omurga tahtasinin
onculu olan “fullbody” tahtasini gelistirdi

* Kossuth LC (1965) The removal of injured personnel from
wrecked vehicles. ] Trauma 5(6):703—708

* Kossuth LC (1966) Vehicle accidents: immediate care to back
injuries. J Trauma 6(5):582-591



Penetran travmada kanita dayali

yaklasim

* Spinal immobilizasyon

« 1980'lerde travma bakim kilavuzlarinin tanitilmasindan bu
yana standart bir uygulama haline gelmistir

* Etkileri uzerine hicbir randomize kontrollu ¢calisma
yayinlanmamistir

Theodore N, Hadley MN, Aarabi B, Dhall SS, Gelb DE, Hurlbert RJ, Rozzelle CJ, Ryken TC, Walters BC (2013) Prehospital cervical spinal
immobilization after trauma. Neurosurgery 72(Suppl 2):22-34.

Kornhall DK, Jorgensen JJ, Brommeland T, Hyldmo PK, Asbjornsen H, Dolven T, Hansen T, Jeppesen E (2017) The Norwegian guidelines for the
prehospital management of adult trauma patients with potential spinal injury. Scand J Trauma Resusc Emerg Med 25(1):2.

Kwan I, Bunn F, Roberts | (2001) Spinal immobilisation for trauma patients. Cochrane Database Syst Rev 2:CD002803.

Hood N, Considine J (2015) Spinal immobilisaton in pre-hospital and emergency care: a systematic review of the literature. Australas Emerg Nurs J
18(3):118-137.



Penetran travmada kanita dayali

yaklasim

* Penetran servikal travmada servikal omurga immobilizasyonu

« Daha yuksek mortalite orani ile iligkili
 OR 8.82,% 95 CI 1.09-194, p = 0.038

 Acil servise varista KPR gerektirme riskleri daha fazla
« OR 3.53,% 95 CI 1.06-12.95, p = 0.037

« Daha dusuk ISS olan hastalarda dahi daha yuksek mortalite
« 14.7 ve %7.2, p <0.001

« Vanderlan WB, Tew BE, McSwain NE Jr (2009) Increased risk of death with cervical spine
Immobilisation 1n penetrating cervical trauma. Injury 40(8):880-883

« Haut ER, Kalish BT, Efron DT, Haider AH, Stevens KA, Kieninger AN, Cornwell EE 3rd,
Chang DC (2010) Spine immobilization in penetrating trauma: more harm than good? J
Trauma 68(1):115-120.




Servikal immobilizasyon nasil zarar

veriyor ?

* Elliot ve ark

* National Trauma Data Bank't kullanarak
45.000'den fazla hasta degerlendirdiler

- Penetran travma hastalari
- NNT =1,032
- NNH = 66

The Journal of TRAUMA® Injury, Infection, and Critical Care * Volume 68, Number 1, January 2010

Spine Immobilization in Penetrating Trauma:
More Harm Than Good?

Elliott R. Haut, MD, Brian T. Kalish, BA, EMT-B, David T. Efron, MD, Adil H. Haider, MD, MPH,
Kent A. Stevens, MD, MPH, Alicia N. Kieninger, MD, Edward E. Cornwell, 1II, MD,
and David C. Chang, MBA, MPH, PhD



Sistematik Bir Derleme

* Velopulus ve ark.(2018)

 Journal of Trauma and Acute Care Surgery C

ergisinde

* Dogu Travma Cerrahisi Birligi adina, penetran spinal

travmall hastalarda hastane oncesi spinal immo
Kilavuzu yayinladilar

* 43.390 hasta degerlendirilmis

nilizasyon

« Velopulos C, Shihab H, Lottenberg L, et al. Prehospital spine immobilization /spinal motion
restriction in penetrating trauma: A practice management guideline from the Eastern Association
for the Surgery of Trauma (EAST). J Trauma Acute Care Surg. 2018;84(5):736-744.




Ne bulmuslar ?

* Spinal Immobilizasyon +/ -

 Spinal immobilizasyon
 artmis mortalite ile iligkilendirilmis RR: 2.4, Cl 1.07, 5.41

« Norolojik defisit acisindan fark yok ancak
- |statistiki anlamli olmasa da ndrolojik defisit yapiimayanlarin lehinde
* RR:4.16, CI 0.56, 30.89

« Potansiyel reversibl norolojik defisit agisindan iki grup

arasinda fark bulunmamis

- RR:1.19, CI:0.83, 1.7



Penetran travmada spinal Immobilizasyon

 Lokal basi yaralanmalari
* ICP artar

* Onemli klinik belirtileri maskeleyebilir
» Trakeal deviasyon
« Genisleyen hematom
« Karotid arterde nabzin azalmasi veya yoklugu

 Yaralanma bolgelerine erisimi engelleyebilir

« Entubasyon gibi hayat kurtarici prosedurlerin gecikmesi/
basarisinin azalmasi

» Morbidite ve mortaliteyi artiran durumlar nedeniyle rutin
onerilmiyor




Kunt travmada kanita dayali yaklasim

* Norolojik sonuclar Uzerinde yararl bir etkisi gorulmuyor

- Immobilize gruptaki nérolojik yaralanma insidansi iki kat fazla
* OR 2.03,% 95 CI 1.03-3.99, p = 0.04

 Servikal omurga zedelenmesi acgisindan anlamli bir
korelasyon bulunmadi

 Hauswald M, Ong G, Tandberg D, Omar Z (1998) Out-of-hospital spinal
immobilization: its effect on neurologic injury. Acad Emerg Med 5(3):214-2109.

« Lin HL, Lee WC, Chen CW, Lin TY, Cheng YC, Yeh YS, Lin YK, Kuo LC (2011)
Neck collar used in treatment of victims of urban motorcycle accidents: over- or
underprotection? Am J Emerg Med 29(9):1028-1033.




Kunt travmada kanita dayali yaklasim

* Kreinest ve ark. (2017)

* Motor sporlari kazalarini takiben servikal
Immobilizasyon ihtiyacini analiz ettiler

» Daha selektif iImmobilizasyon kriterleri gelistirdiler

« Kreinest M, Scholz M, Trafford P (2017) On-scene treatment of spinal injuries in motor
sports. Eur J Trauma Emerg Surg 43(2):191-200.



[Manuel in-line immobilizasyon hastadaki

tum manipulasyonlarda devam etmeli

][ Tam immobilizasyon J

f Govdenin 30° elevasyonu
N N ile immobilizasyon
Mumkunse S-yaka takilmaz

t

ICP artmis

Travmatik beyin
yaralanmasi,

Unstabil

Penetran
travma

Kiint
travma

Stabil

]
Unstabil

v

Evet
| |
Yetersiz

degerlendirme

*Dil bariyeri

*Ciddi agril
aralanma

Hayir Evet

L |

6murqa yaralanmasi icin yuksek
risk

*Duyusal/motor etkilenme
*Supraklavikuler yaralanma

*Bisikletliye carpma

*65 yas uzeri

*Palpasyonda agri / boynun 45° rotasyonu
sirasinda agri

insan kaynaklari
sinirlhysa

gecikmemelidir

Minimal immobilizasyon

‘ Erken transport

*Aragtan firlama
|
Hayir

¥

[ Immobilizasyon gerekmiyor

Motor sporlarinda spinal

yaralanmalarin olay yerinde
tedavisi

Selektif immobilizasyon !

/

Kreinest M, Scholz M, Trafford P

(2017) On-scene treatment of spinal
injuries in motor sports. Eur J Trauma
Emerg Surg 43(2):191-200.



*Calisma #1: Uzun omurga tahtalari
transport sirasinda lateral hareketi

azaltmiyor

Wampler DA et al. The Long Spine Board Does not Reduce Lateral
Motion During Transport — A Randomized Healthy volunteer
Crossover Trial. Am J Emerg Med 2016; 34(4): 717 — 21.



»Calisma #2: Spinal immobilizasyon, spinal
kord yaralanma oranini dusurmuyor

« Hauswald M et al. Out-of-Hospital Spinal Immobilization: Its Effect on Neurologic
Injury. Academic Emergency Medicine 1998; 5(3): 214 — 2109.




Calisma #3: Spinal immobilizasyon hava yolu

yonetiminin zorlugunu arttiriyor.

e Durga P et al. Effect of Rigid Cervical Collar on
Tracheal Intubation Using Airtraqg. Indian J
Anaesth 2014; 58(4): 416 — 422




*Calisma #4: Spinal immobilizasyon basing
ulserine neden olabilir

« Ham W et al. Pressure Ulcers From Spinal Immobilization in Trauma Patients: A
Systematic Review. J Trauma Acute Care Surg 2014; 76(4): 1131 — 41.




» Calisma # 5: Spinal Immobilizasyon Fiziksel
Muayeneyi Degistirir

« March J et al. Changes In Physical Examination Caused by Use of
Spinal Immobilization. Prehosp Emerg Care 2002; 6(4): 421 — 4.




 Calisma #6: Spinal Immobilizasyon, solunum
fonksiyonunu kotulestirir

* Totten VY et al. Respiratory Effects of Spinal Immobilization.
Prehosp Emerg Care 1999; 3(4): 347 — 52.




*Calisma #7: Spinal immobilizasyon
ICP’1 arttinir

« Mobbs RJ et al. Effect of Cervical Hard Collar on Intracranial
Pressure After Head Injury. ANZ J Surg 2002; 72(6): 389 — 91.

Reference Patients Type of collar Patient population Mean ICP Mean ICP Mean change
before (mmHg) during (mmHg) in ICP (mmHg)
Present study 10 Laerdal Stifneck Head injury: GCS <9 20.5 249 Rise of 4.4
Kolb et al.2 20 Philadelphia Non-head-injured 17.7 20.1 Rise of 2.4
Raphael and Chotai¢ 9 Laerdal Stifneck Non-head-injured 17.2 19.1 Rise of 1.9
Davies et al.> 19 Laerdal Stifneck Head injury 13.3 18.4 Rise of 4.5
Kuhnigk et al.7 18 Spieth and Philadelphia ~ Head injury: GCS <9 17.0 17.7 Rise of 0.7
Craig and Nielsen3 2 Laerdal Stifneck Head injury 10.0 235 Rise of 13.5

ICP, intracranial pressure; GCS, Glasgow coma score.




Peki simdi ? Immobilizasyon
yapmayalim, dogrumu |



Yeni trend ne diyor ?



Selektif Immobilizasyon yapalim !!

* Uygulama, genel immobilizasyondan secici
bir yaklasima dogru kayiyor !



Spinal immobilizasyon mu ?

Spinal Hareket Kisitlamasi mi (SMR) ?
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Travmada SMR (Spinal Hareket
Kisitlamasi) —2018 Uzlasi Raporu Vurgulari

* Anstabil omurganin asiri hareketi ciddi norolojik
yaralanmalara yol acabilir

* Mevcut teknikler, omurga hareketlerini sinirlandirsa da
ancak gercek spinal immobilizasyon saglamaz
* Bu nedenle,

 “spinal hareket kisitlamasi (SMR)” terimi, “spinal
Immobilizasyon” terimi yerine on plana ¢ikariimistir.



Sorulan soru:

Kilavuzlar omurga Kkirigi veya servikal omur
yaralanmasi olanlari guvenli bir sekilde
taniyor mu ?



The Canadian C-spine rule versus the NEXUS low-risk

criteria in patients with trauma. N Engl J Med.2003 Dec
25;349(26):2510-8.

Table 4. Sensitivity, Specificity, and Negative Predictive Value of the Two Rules * Stab | I travm a h aSta I art | QI n

for 162 Cases of “Clinically Important” Injury among 7438 Patients.* CCS R , Se rV| kal -Omnmu rg a
Result of Assessment Canadian C-Spine Rule NEXUS Criteria ya rala NnMmMasini sa pta mad a

ijury  Nolnjuey  Injupy  Nonjiy  duyarlilik ve 6zgulluk
Positive (no.) 161 3995 147 4599 bak|m|ndan NEXUS DU§Uk
Negative (no.) 1 3281 15 2677 . . . .- .-
Sensitivity (%) 99.4 (95% CI, 96-100)1 90.7 (95% CI, 85-94) RISk Krlterlerlnden daha UStun
S pecificity (%) 45.1 (95% Cl, 44—46)+  36.8 (95% Cl, 36-38)7 « Kullanimi radyografi oranlarinin
Neg(gz)ve predictive value 100 99.4 dusmesine neden olacaktir

* A total of 845 cases were classified as indeterminate and are therefore omitted
from this analysis.

T P<0.001. Cl denotes confidence interval.




Selektif Immobilizasyon

* CCSR'nin hastane oncesi ortamda gecerliligi
onaylanmis ve guvenirligi kanitlanmistir

» Vaillancourt C, Stiell I, Beaudoin T, Maloney J, Anton A, Bradford P, et al. The out-
of-hospital validation of the Canadian C-Spine Rule by paramedics. Ann Emerg
Med 2009;54:663-671



Kanada C-Omurga Kurallari

Any High Risk Factors? | Fthas highriskfactor?

Well... then you should get....

ANY of the following:
- Age =65 years
- Dangerous Mechanism
- Paresthesias in extremities

You may proceed...

4 N
Any Low Risk Factors? | yoteven one?

ANY of the following: Then...
- Simple rear-end MVC ’ il
- Sitting position in ED they arentiownsk:
- Ambulatory at ANY TIME %
- Delayed (i.e. not immediate)
onset of neck pain

- Absence of midline C-spine
tenderness

A 4

One of the above?
Excellent... proceed with ROM

i.e. Rotate neck 45 degrees left & right. ean-l move Illeil' neckﬂ

Then... they aren’t low risk!

[nnle to Rotate Neck actively?

Great!
Based on the CCR...

SMR (Gloer)

Image by Teresa M. Chan

uygu la Mayin (@TChanMD)

NEXUS Kriterlerli

Figure 11. National Emergency
X-Radiography Utilization
Study (NEXUS) Criteria

Meets all low-risk criteria?
1. No posterior midline cervical-spine tenderness
2. No evidence of intoxication

3. A normal level of alertness
4. No focal neurologic deficit
5. No painful distracting injuries

YES NO\
SMR C SMR >
uygulanmaz



NICE Kilavuzu g
7

Intoxication yes
Not AOx3 .
Neurologic Deficit
Extremity Paresthesia
Painful Distracting Injury”

SMR

no
no Age 16-65 and any of O
1 these Low Risk %
Midiine Criteria? 2.
m > .
Tenderness "| Simple Rear-end Collision™ or | 28"
yes Sitting Position in ED or g
Ambulatory at any time or
no Delayed onset of neck pain
And No
v Dangerous Mechanism'
Able to
yes Rotate
S M R X 1 Neck" [
45°7? yes
no

SMR




SMR Endikasyonlar

* EKipmanin uygulanmasi her durumda “risklere
karsi yararlari” meselesidir



Spinal Hareket Kisitlamasi
(SMR)- sunlari kapsar:




SMR seviyesi hastanin durumuna,
komorbiditelerine ve pozisyona tolerans
gosterme yetenegine baglhdir.



Spinal Hareket Kisitlama
Yetiskin Kunt Travma

T T A 2 . Low-risk Characteristics/ MM h 2 " Yu ksek rISk krlte rlerl/
1. DUsUKk risk kriterleri/ e echanims + ag 5 g Mechanisme Y-
5 + Simple rear-end collision 9 . I e an IZ ma
* Trauma triage criteria based on
M e kan IZ m a ' ;?r;n:ulatory on scene at any mechanism (see Trauma Triage
Potential Step 3)
* No nE:'cl's pain on scene mechanism « Axial loads/diving injuries .Ya$ > 65! .
P——— | * No midline cervical for unstable « Sudden ePozitif muayene veya sikayet
asit arka-u¢ carpismalari. tenderness spine injury? acceleration/deceleration, lateral . 9
0| i Qr:; r? > bir and Kt THESE LOW-RISK FACTORS bending forces to neck/torso (deformite, orta hat agrisi, uyusma,
Olay ye“nde ber angi bir an ka ayakia ALLOW SAFE OMISSION OF + Violent impact to head, neck, parestezi veya giigsizlik).
*Olay yerinde boyun agrisi yok. SMR IN PATIENTS WITH torso, pelvis :
* Yy . y 9 Y .. GCS=15 Yes * Numbness, tingling, parasthesias eDalis yaralanmalari veya aksiyal
Orta hat servikal omurga hassasiyeti IF ANY OF THE ABOVE, yikleme
veya anatomik anormallik yok STRONGLY CONSIDER SMR eAni hizlanma / yavaslama
* —_ o . .
GKS OLMALIDIR =15 (008 <197 eBoyuna ve gévdeye biikme kuvvetleri
.y : : AlINO | Unreliable Any Yes eBas, boyun, gvde veya pelvise siddetli
*Bu dusguk risk kriterleri varsa SMR Interaction’? carpmalar
glivenli bir sekilde ihmal edilebilir —
Possible spine injury
Apply SMR eBu hastalarda kuvvetli bir sekilde
Spinal pain/tenderness? SMR dugunUImelldlr !
OR
All No Anatomic deErFrinny of spine? Any Yes

Neurologic deficit or complaint?
[eg: numbness, tingling,
parasthesias]

3. Hasta iletisimi
guvenilmez

Possible spine injury
Apply SMR

Omit SMR

SN

*El bilegi /elin bilateral

*EOOpere olmayan kol zehil y Unreliable Patient Interactions ekstansiyonu

*Uyusturucu veya alkol zehirlenmesi ve . Language barriers; inability to Refer to SMR Procedures page for .

ve;/askullanlml li,anltl communicate preferred packing methods and tools *Ayak bilat plantar fleks

*A & * Lack of cooperation during exam *Ayak bilat dorsifleks

Agr'“ yaralanmalar . Evidence of drug/alcohol intoxication 4 MOtor /duyusal * y :

*Dil engeli veya iletisim kurulamiyor +  Painful distracting injury such as long- Motor/Sensory Exam muavene TUm estremitelerde gross
*Bu hasta grubu oldukga yiiksek risklidir, bone fracture bl bl Gl Yy duyu

¢unk( yeterli bir 6ykl ve muayene
yapamazsiniz
** Biitiin bu hastalar bir ¢esit SMR

Foot plantarflexion bilaterally
Foot dorsiflexion bilaterally
Gross sensation in all extremities
Check for parasthesias

almahidir

*Parestesi varligi igin
bakiniz



Yetiskin Travma Triyaj sayfasindaki tehlikeli
mekanizmalari gozden gegiririn.

eTravma triyaj kriterlerinden 3. adim
eAdult dusme > 20 feet (bir kat 10 fite esittir)
eOtomobilden firlama
eAyni yolcu kompartmaninda 6lum
eArac girisi> 12 ing. yolcu yeri, > 18 in¢, herhangi bir
yerde
eMotosiklet kazasi > 20mph
eOtomobilin yaya/bisiklete ¢arpmasi (Ezilme, veya dnemli
bir carpma)
eYetiskinler icin bu mekanizmalar SMR kullanimini
hakh ¢cikarmaktadir

Step 1

Step 2

Step 4

Travma Triyaji

Measure vital signs and level of consciousness
Glasgow Coma Scale: =13
Systolic Blood Pressure (mmHg)
Respiratory Rate : <10 ar >29 breaths per minute, or need
for ventilatory support (<20 in infant aged <1 year)

>

Assess anatomy of injury
+ All penetrating injuries to head, neck, torso, and
extremities proximal to elbow or knee
+ Chest wall instability or deformity (e.g. flail chest)
+ Two or more proximal long-bone fractures
+ Crushed, degloved, mangled, or pulseless extremity
+ Amputation proximal to wrist or ankle
+ Pelvic fractures
+ Open or depressed skull fracture
Paralvsis

« Ejection (partial or complete) from automocbile

+ Motorcycle crash =20 mph

+ Patient run over, or with significant impact (>20
mph)

+ Falls
-Adults: >20 feet (one story is equal to 10 feet)
~Children: >10 feet or 2-3 times the height of the child
» High-risk auto crash
-Intrusion, including roof: >12in. occupant site; >18in
any site
-Death in same passenger compartment
* Auto vs. pedestrian/bicyclist (NOT run over or thrown,
with less than 20mph impact)

Assess special patient or system considerations
+ Older Adults

-Risk of injury/death increases after age 55 years
-SBP <110 may represent shock after age 65
-Low impact mechanisms (e.g. ground level falls) may
result in severe injury

+ Children
-Should be triaged preferentially to pediatric capable

trauma centers

+ Anticoagulants and bleeding disorders
-Patients with head injury are at high risk for rapid
deterioration

+ Bums
-Without other trauma mechanism: triage to burn facility
~With trauma mechanism: triage to trauma center

* Pregnancy >20 weeks

+ EMS provider judgment

Transport to a Level 1 Trauma
Center. Steps 1 and 2 attempt
to identify the most seriously
injured patients. These
patients should be transported
preferentially to the highest
level of care within the defined
trauma system.

Transport to a Level 1 Trauma
Center. STEDS 1and 2 attampt
to identify the most SSI‘iOUS]Y
injured patients. These
paﬁants should be transportad
preferentially to the highest
level of care within the defined
trauma syster‘n.

Consider Transport to a Level
1 or 3 Trauma Center.
Consider age, co-morbidities,
and special considerations.
obtain On-line Medical
Direction with receiving
facility if Level 3, or CN to
Level 1.

Consider transport to a
Trauma Center. obtain On-line
Medical Direction to Base
Hospital for any guestions
regarding destination
decisions.

* When in doubt, transportto a

Level 1 trauma center.

* Pediatric trauma patients,

requiring Level 1 trauma care,
are to be triaged preferentially
to pediatric capable trauma
centers.
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Y E-HOSPITAL CARE
FROM HERE, HEALTH ’ THE ROYAL COLLEGE
'///L OF SURGECONS OF

EDINBURGH

Faculty of Pre-hospital Care Consensus Statement:
Minimal Patient Handling

Moss R, Porter KM




Hastalar "Minimal hasta ellecleme
(hareketi)” pratigine gore yonetiimelidir.



Kutuk cevirme efsanesi !

« Alanda, transfer, hastanede,
48 muayene.. katuk katuk....

W T - BT'ye transfer, hasta daha
Sl === fazla hareket eder
' Hastayi 90° ¢evirmek omurga
§ hizasini koruyamayabilir
« Kanama 1, acl verir, KB 1




* Uzun omurga tahtasi
* bir kurtarma cihazidir ve

* artik transport sirasinda spinal immobilizasyon
saglamak icin kullaniimamalidir

www.medikalblog.net




« Kepce Sedye hastaneye transfer, i, €€ 180
immobilizasyon ve tasima igin
tercih edilen cihaz olmalidir. { T "ty

N A N

» Kepce sedyede harcanan surenin }m

45 dakikayi gecmesi beklendiginde, v |
bir vakum yatagi kullanilmasina

dikkat edilmelidir




Travmada SMR (Spinal Hareket
Kisitlamasi) —2018 Uzlasi Raporu Vurgular

« Kurtarma ve ambulansa kadar tasima sirasinda
sirt tahtasi islevsel

» Spinal hareket kisitlamasi
* SCOOp sedye
» vakum sedye
« ambulans sedyesi veya

* hastanin guvenli bir sekilde emniyete alindigi benzer
bir cihaz kullanilarak da saglanabilir



Kunt travmalarda SMR endikasyonlar!

« Akut mental durum degisikligi  + Rahatsiz edici durumlar veya

» Glasgow Koma Skalasi < 15 ek yaralanma -distracting
« intoksikasyon bulgusu vb. INjury
» Boyun veya sirtta/belde orta » Uzun kemik kingt
hat hassasiyetinin olmasi * Avulsiyon veya crush
j - yaralanma
» Fokal norolojik bulgu ve/veya « Biyiik yaniklar,
semptom varligl « Emosyonel stres
* uyusma veya motor gugsuzluk * jletisim sorunu veya
 Omurgada anatomik » Hastanin giivenilir muayenesini
deformite yapillmasinil engelleyen diger

yaralanmalar



SMR- 2018 Uzlasi Raporu Vurgulari

 Hastanede mumkun olan en kisa surede, SMR
ekipmanlarindan kurtarin

 Penetran travmada SMR’nin rolu
bulunmamaktadir.



Ozet- Spinal Immobilizasyon

* Son calismalar penetran yaralanmalarda olumsuz
sonugclari oldugunu gostermistir

» Kunt yaralanmalarda destekleyen veya reddeden
yuksek duzeyde bilimsel kanit yoktur

» Potansiyel risklerinin farkinda olunmali



» Selektif spinal Immobilizasyon protokoller
gelistiriimesi ve uygulanmasi...

 Yaralanma riski dusuk olan hastalarin
saptanmasina yardimci olabilir

* Tam immobilizasyondan kurtarir



* Acil Tip Rehberligi buyuk olcekli calismalara
duyulan ihtiyaci vurgulamaktadir



Tesekkurler




