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4. 1. Executive Summary : 
Title: 

Interns training programme for Protocol based assessment & primary management of polytrauma patients. 
 Background:

Internship is an important period in the course of undergraduate medical education leading to the medical degree1 Special attention is required in the area of educating them in- application of knowledge, critical decision making & few essential clinical competencies3. 

    Introduction of  Protocol based assessment & primary management  of polytrauma patient with help of Case scenario based learning   was the main project.
Aims and objectives:
  Introducing a curriculum innovation in form of a Intern Training programme. Using Case Based Learning (CBL) as a new teaching learning method to introduce the concept of protocol based management and primary assessment of polytrauma patients.
Methodology:
             A group of Interns and Junior Residents from Surgery, Anaesthesia, Ortho and Medicine underwent the training programme.The training consisted of a ppt. lecture with video clips in morning and afternoon session of practical demonstrations on CBL,Cardio Pulmonary Resuscitation in neonates and adults and  cervical spine immobilization ,fracture splinting and shifting of trauma patients. There was a checklist based pre test on case scenarios and a MCQ pre test. There was another practice and demonstration session on CBL and protocol based assessment of polytrauma patients. Students were given appropriate Pre-reading material and handouts. Two sets of feedback forms  one on the day of post test and another after 3 months of training were collected. Students also were encouraged to maintain a Log book of cases seen and managed by them using the protocol during those 3 months i.e. July to October.
Findings:
           There was improvement in post test scores as compared to pre test in MCQs

and check list based analysis of CBL of every student. The qualitative feedback revealed that all the participants agreed upon having a training programme esp. they wanted it in the beginning of Internship. They liked the new teaching method of Case scenario based learning and thought working on it with protocol gave them an opportunity closer to a hands on experience. They also appreciated the demonstration and Hands on training session and demanded for more such session. However they thought that the training should be more extensive and extend over 2-3 days at least.

Achievements:
   The basic aims of the project like Introduction of Intern training programme , introduction of CBL and Protocol based assessment and management were to a large extent well received and achieved. It gave the participants opportunity to – apply the theoretical  knowledge, identify life threatening condition early during assessment and critical decision making in emergency. It also gave them confidence to treat primarily any polytrauma patient using the protocol as evident by their responses.

Conclusions:
 An organized methodical Intern training programme should be designed and implemented as a part of UG curriculum.

 Introduction of newer teaching methods like in addition to traditional should be thought of and incorporated to bridge the gap between theory and practice of MBBS graduate.

               Concept of devising local assessment and management protocol can be   

      extrapolated to other clinical emergencies.
2. Curriculum Innovation Project:
Title: 

Interns training programme for Protocol based assessment & primary management of polytrauma patients. 

(j) Background :

Internship is an important period in the course of undergraduate medical education leading to the medical degree1. At the end of the internship a MBBS graduate is expected to function as a competent Doctor. A professional capable of diagnosing illness, treating the patients and tackling emergency conditions with confidence.
 Are our fresh graduates capable of doing this? Are we really giving them the minimum clinical competencies to mange clinical emergencies? These are the questions, with which we started,

  According to a reply by intern in a Finnish study -  "After graduation I was full of knowledge but couldn't apply it".1
 Time & again in literature we see research papers claiming studies about lack of protected time for education & formal educational programs for interns2. Special attention is required in the area of educating them in- application of knowledge, critical decision making & few essential clinical competencies3. 

Case scenario based teaching in addition gave a new dimension to clinical learning. In addition to an exposure to a range of relevant clinical problems, problem solving skills, decision making ,opportunity to acquire good communication skills & other practical clinical  competencies was provided to these students1.

With the concept of the golden hour & platinum minutes properly set in, now we know that the difference between recovery & death of the polytrauma patent is just A few minutes.    

 Protocol based assessment & primary management help to make maximum use of the few minutes available to any doctor either CMO or junior resident or an Intern who receives these patients in casualty. In short it standardized, methodical, uniform & cost - effective & will avoid emergency room crowding.

                                                                                                                                                                                           (k) Aims and Objectives:

· To introduce protocol based assessment as past of Intern training programme. 

· To introduce Case scenario based learning (CBL) as a new teaching method. 

· To evaluate the project by measuring student learning by quantitative & qualitative methods.
(l) ImplementationMethodology &  :

· Study group : Interns Feb. 2007 batch

Junior Residents from Dept. of Surgery, Orthopedics, Medicine

& Anesthesia.( who joined on May 2007 and were similar to

interns in term of their clinical experience).

· Total no. of students: 30.

· Project started in the month of Feb. by obtaining Ethical clearance. Faculty members from Department involved in project were trained.

· Protocol for Assessment and primary management of polytrauma patients was finalized after discussing with senior faculty members of our Department.

· Educational material viz. The Pre reading material, Case Scenarios ,the Protocol flow charts Hand-outs were  prepared. Case scenarios for CBL were prepared taking care to bring out the project objectives in form of learning issues. Case scenarios covered the common emergency situations which should be diagnosed by students early during assessment. Few also reflected Life threatening conditions like Tension Pneumothorax  and spinal shock etc.

·  Written material for Assessment of students like multiple choice questionnaires, Check - list for Case scenario based assessment was prepared.
      Written material for evaluation of the project i.e. first and Second feedback   

      forms were prepared carefully after discussing with senior M.E. members  

      in our  Department and those from M.E. cell.
· Handouts regarding the protocol based assessment and primary management of polytrauma were distributed amongst the students one week prior to the days of actual training programme.

· On 27th June 2007 - Pre Test.

               Students were initially briefed about the concept of OSCE and Case based

               assessment. Each student was then given a clinical scenario and then asked  

               to describe the assessment and primary management in detail. Check list  

               based  assessment was done based on the answers.

· On 28th June 2007 -

               M.C.Q. Pretest conducted.

               In morning session the concept of having a protocol for assessment and  

               primary  management & its advantages was explained. A protocol for the     

               same was discussed at length by describing the critical steps, importance of  

                following a set  order of importance like A-airway, B-breathing, C -          

               circulation & control of Hemorrhage etc. Analysis of the given critical  

               situation, diagnosing it and simultaneously taking the remedial measures  

               was also emphasized. This was done with help of Power point presentation   

               and Audio Visual clips.  A handout containing the protocol & key words  

               was distributed at the end of the lecture.

               In afternoon session students were split in groups of 5-6 each. The concept  

               Of CBL and importance of following the protocol was highlighted with the        

               help of  Case scenarios. Each case was discussed and students practiced on  

               the same Scenarios as were for the pretest. 

                In addition to this the other stations in afternoon session were-

1. Hands on training in Basic Life Support (BLS), Cardio pulmonary Resuscitation & Endotracheal Intubation using state of art mannequins.
2. Practical demonstrations on Cervical spine immobilization, fracture        

      Splinting and shifting of polytrauma patients.

3. Session on Neo-natal and pediatric Cardio-pulmonary Resuscitation using              

Mannequins.

· On 29th June 2007 -

             Demonstration and Practice session

                  Senior Residents and Faculty members actively took part in the demonstration  

                  of Case scenario based assessment and management of patients. Any queries  

                  regarding the new learning method were solved. Few students also  

                  volunteered for demonstration and practice.

· After one week , Post Test-

        It was conducted one week after the training giving adequate time for the  

        students  to revise.

       Check list based assessment was conducted by the same teachers for the same  

       students as the Pre-test using the same Cases. This minimized the bias.

      M.C.Q. Post-test conducted.

       Feedback form no.1 was filled by the participants and received an enthusiastic   

       response.

      Students were given a task of maintaining a Log book. They were encouraged   

      to  write emergency cases they came across during subsequent 3 months    

      which   

      were assessed and primarily managed by them using the protocol. 

      Residents from non surgical branch were guided to prepare their own protocol      

      for managing common emergencies as an application of this training   

      programme.

· After 3 months in October2007 -

              Second feedback form was distributed.

              The feedback form along with Log Books collected.



(m) Outputs and results:

·     Multiple Choice Questions: Analysis of Pre and Post test :

   The questionnaire consisted of 10 MCQs on Polytrauma patient Assessment and   

   management. Most were clinical scenarios & involved a critical decision making.  

   A few were recall types. There was significant improvement in post test scores.
· Check list based analysis of case scenarios :

     A significant improvement in pre & post test scores seen in every   student.   

     Interpersonal bias was minimal as it was a cheek list based assessment The  

     cause of significant improvement could be many fold. 

1. Initially the students were new to concept of CBL and protocol.
2. The concept of  simultaneous methodical assessment of patient & application of theoretical knowledge to a clinical situation was new. 

3. Many confessed of not going thro' the pre-reading material at all - this also tells us the general tendency of avoiding any thing that is optional 

                 Students were very enthusiastic in dealing with the case scenarios the 2nd time as   

            observed by  the faculty .They were following the critical steps of protocol A, B, C, D  

            and cervical spine  immobilization etc. So the core concept of a protocol for assessment   

            of polytrauma ,for that matter any emergency patient was will received by the students. 

            They attempted to complete the assessment & give decision the given time slot of 5-8  

            Minutes

· Qualitative Analysis: 

            Feedback Questionnaire: - 

The feedback questions were collectively designed by consulting senior M.E.members in Department & college M.E. cell. The resource material available on net, other Questionnaire patterns like retrospective- pre etc. were also taken into consideration while designing feed- back Questionnaire I & II.

Following areas were addressed while preparing the questionnaire

 I) Awareness of CBL / CBL as teaching method. 

II) Questions about the training programme like difficulty level / timing etc.

    & few open ended question. 

III) Views about protocol based approach & its impact. 

        Feedback Questionnaire I  analysis results. 

             I)  Questions related to awareness of CBL / CBL as teaching method.

	Sr. no.
	Question in short
	Response

	1.
	Awareness of CBL as  teaching method
	92.3% were not aware 

only 7.1 % were aware

	2.
	Advantage of CBL over traditional
	58% students agreed that case sc. gave them an opportunity similar to hands on training.


II)  Questions about the training programme like difficulty level / timing etc.

	Sr. no.
	Question in short
	Response

	1.
	Appropriate time 
	61 % thought beginning of internship was more appropriate.

	2.
	Difficulty level
	73 .1 % Easy. 

5.4 Not So difficult.

	3.
	Pace of teaching
	96.2% adequate



	4.
	% gain knowledge at the end of session
	23.1% though – 25 - 50% gain

53.8% thought – 50 - 75% gain

19.2% thought – 75 - 100% gain



	5.
	Overall impression about the teaching learning 
	57.7 %  Excellent

34.6 %  good

 7%       Fair


III) Questions about protocol based approach, its impact & its application. Self assessment by learners.

	Sr. no.
	Question in short
	Response

	1.
	Need for a protocol based approach to clinical emergencies. 
	53.8% strongly agree

42.3% agree

	2.
	Improved confidence in approach to poly trauma.

	34.6% strongly agree

57.7% agree

7.7% undecided

	3.
	Improved decision making in Critically ill.
	38.5% strongly agree

53.8% agree

7.7% undecided

	4.
	Training Will help to recognize life threatening Condition
	30% strongly agree

61.5% agree  

3.8% disagree

3.8% undecided

	5.
	Participation in emergency
	as initiator – 46.2%

as assistant – 30.8%


        Feedback Questionnaire II analysis results. 

       Overall the students gave a positive response to most of the questions. More than 97% claimed to have increased level of confidence from shaky to confident --in approach to polytrauma patient, In recognizing life threatening condition at an early stage during assessment of patient, critical decision making in a case of polytrauma with/ Without life threatening injury and Primary management of polytrauma patient.
       None  of the participant said that the new protocol based approach was rigid to follow or confused them or was difficult to follow.

       Few responses to the open ended questions :

       “ Helps in rapid evaluation of patients”

       “It is an organized approach”

       “Helped to focus on patient as a whole”

       “Ideal way of learning”

       “ Helps us to think and act fast”

       “Gave us a feel of real life situation” 

              Overall these responses reinforced the idea having a formal training programme for Interns.
(n) Discussion
The quality of medical education during internship is a cause of concern. 

The principal aim of Undergraduate Medical Education is to prepare medical graduates   

for practicalities of a life a long professional practice. According to a study on needs assessment conducted by Hannon F.B. in Dublin 91% of the intern participants reported that they were not prepared for all the skills needed as an intern1. History taking and clinical examination were considered well covered at the undergraduate level but little training was received in a range of professional competencies and personal characteristics. Formal education and training during the intern year was found to be poor. However, some skills and characteristics improved during the year as a result of work experience.
In an Australian study it was found that only 7-13% of the intern's time could be identified as educative4. Interns make little use of formal P.G. educational sessions & visit library rarely. Nowadays the scenario has changed as they are busy preparing for P.G entrance solving all M.C.Q. books they come across4.
 Learning during internship is usually much a matter of chance. The Interns mostly acquire the necessary clinical skills & attitudes to help  them for future practice largely ,by osmosis & from discussion with future Residents & registrars so the challenges in training interns are. 

1. Lack of protected time for education2. 

2. Lack of formal education & training programme. 

3. Insufficient feedback on professional performance. 

4. Recognizing the need for formal education programme. 

5. Need to define clear objectives & implement structured training programme. 

6. Identifying essential clinical skills & training interns with a structured supervised education programme. 

         This will ensure to maintain a continuum of learning from an Undergraduate student to competent Doctor or a Postgraduate or a medical officer.

The year of internship can be effectively utilized to give the students adequate exposure to the real word of medical practice & to provide them with necessary opportunities to apply knowledge & acquire essential skills & attitudes.

It has been shown before also that medical students can learn the basic application , analytic evaluative & psychomotor skills of critical care I emergency medicine by using case based learning module5. 

Cases have traditionally been used to teach decision making skills6 .The project was designed with the basic goal of improving medical graduate’s training in essential emergency clinical Skills. Further providing them with the opportunity to apply Knowledge in identifying life threatening condition & decision making in simulated case scenario based environment.

CBL is a learner centered activity. It is an interactive, student centered exploration of realistic & specific educational goals.
Advantages: of CBL6 

According to CIDDE (2006): 

· Students sort out factual data, apply analytic tools, articulate issues, reflect on their relevant experiences, and draw conclusions they . 

· They acquire substantive knowledge and develop analytic, collaborative, and communication skills. 

· Cases add meaning by providing students with the opportunity to see theory in practice. 

· Students seem more engaged, interested, and involved in the class. 

· CBL develops students' skills in group learning, speaking, and critical thinking. 

Our experience during the project was that - the students were more engaged interested & involved during the whole training process. 

They appreciated the efforts taken by the faculty to set up the whole training programme. To quote to one "No one takes so much trouble I efforts to train us" 

The students appreciated the introduction of the new teaching method. One of them mentioned that "Best thing is that now we can apply our knowledge according to protocol in any emergency. Confidence in handing the emergency is much more than before" 

Other wrote - "I have always been scared to face a polytrauma patient  in the casualty The training has given me confidence to attend to a polytrauma patient rather than being a mere spectator" . 

Most of students feeling echoed in general advantages Of CBL as mentioned above- that  is “till now we had just the theoretical knowledge, lack of any hands on experience give a low level of confidence this training certainly improved my confidence in handling emergency”. 

Two students suggested simulated critically ill patient & creating & learning in a "Mock scenario" on site. 

            Protocol based approach to any case coming to casualty is a routine in West. Though each patient is different but having a protocol in place simplifies the management to a great extent. It gets uniformity in approach to the emergency , standardizes the assessment and evaluation of patient and  expedites the management. Especially in emergency circumstances it makes a lot of difference if all the treating personnel speak the same language. It avoids confusion, repetition of actions and Emergency room crowding8.

            Introduction of a protocol based assessment & management was appreciated by almost all the students 53.7% felt a strong need of a having a protocol based approach & rest 47.3 agreed for it. It also follows the latest trend of Evidence based Medicine.
            Use of CBL in conjunction with protocol was found to be a worthwhile experience and a confidence-building tool as was reflected by many in the second feedback . 

(o) My reflections:
· The suggestions of the participants reinforced the idea of having a training programme for Interns.

· It helped me to improve my organizational skills.

· Gave me confidence to experiment with newer teaching learning methods and increased my belief in following Adult Learning Principle.

· The completion of project required a team and I had an excellent TEAM. .

(p) 

 HYPERLINK  \l "_Conclusions_1" 

Conclusions:

             There is a need to give a thought to the present Undergraduate curriculum.  It is a major challenge to the medical profession to take the needs of young medical practitioners seriously. 
             Concept of a formal training programme for the Interns in form of Lectures ,Demonstrations and adequate inclusion of Hands on experience in certain essential clinical competencies was well received and appreciated by the participants. It facilitated linking theory with practice. 

               Introduction of the newer teaching method - CBL opened newer possibilities of applying the Adult Learning principles in practice. It gave the students opportunity closer to hands on experience. Also helped them to think analytically apply knowledge and simultaneously take treatment decisions.  Further, having a protocol in place for managing an trauma emergency seem to greatly boost the confidence of students, simplify the management and speed it up. 

               Concept of devising local assessment and management protocol can be extrapolated to other clinical emergencies.

(q) Implications: 
· Continue the intern training programme every year.

· Extend the concept of Protocol to other common emergency cases coming to casualty.

· Using the model of CBL to improve student’s analytical thinking and to give them an opportunity closer to a real life situation .CBL  as a model to improve or teach Interpersonal and communication skills to the students.
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Case Scenario Assessment Sheet
Student Name:






Date:

Case Scenario:






Time Started Completed:

	Action
	(
	Any comments

	Personal Protection
	
	

	General impression of patient - Age/Sex
	
	

	Mechanism of injury
	
	

	LOC / AVPU
	
	

	Talks to Patient
	
	

	Cervical Spine consideration
	
	

	Airway
	
	

	Breathing – Breathing Rate & quality gives appropriate Ventilation instructions
	
	

	Circulation - Pulse – wrist, Neck
	
	

	Skin colors / conditional / temp
	
	

	Control of major /bleeding 
	
	

	DECISION- Head to toe, Focused Exam.
	
	

	Head
	
	

	Neck – Trauma, Tenderness, Neck Veins
	
	

	Cervical Spine immobilization 
	
	

	Chest: e/o trauma, Movement, Tenderness

Crepitus, Percussion, Breath Sounds
	
	

	Heart Sounds
	
	

	Abdomen- Inspection, all 4 quad, Palpation
	
	

	Pelvis (any decision)
	
	

	Extremities – deformity, Tenderness,
Sensations, Circulation
	
	

	If altered mental status – pupils, Glasgow Come Scale, Signs of Cushing’s reflex
	
	

	SAMPLE History 
	
	

	Vital Signs: Pulse, BP, HR, Respiration
	
	

	DECISION
	
	

	Detailed Exam.
	
	

	If ALTERED MENTAL STATUS = > DO BRIEF NEURO

	Pupils
	
	

	Glasgow Coma Scale
	
	

	Signs of Cushing’s Reflex Unresponsive, hypertensive, bradycardia
	
	

	Check for medical identification devices
	
	

	Sample History
	
	

	Vital Signs BP, HR, Resp
	
	

	Make critical situation decision
	
	

	Examine posting during roll – DCAP-BTLS
	
	

	GRADE Key:

[(] Completed, skill performed – 2

[ D ]  Delayed, performed out of sequence - 1

[ X ]  Skill not performed, too late or incorrectly -0


	Action
	(
	Any comments

	ONGOING ASSESSMENT
	
	

	Ask patient about changes in how he feels
	
	

	Reassess mental status LOC, pupils, GCS
	
	

	Check airway
	
	

	Check breathing rate & quality 
	
	

	Check circulation-Bp & HR
	
	

	Skin color, condition, temperature
	
	

	Check neck – veins, trachea
	
	

	Check chest – breath sound=
	
	

	Percussion 
	
	

	Recheck sounds heart
	
	

	Check abdomen for tenderness – if mechanism suggests possible injury
	
	

	Focused Assessment of injuries Recheck all recognized injuries
	
	

	Check interventions Recheck all interventions
	
	

	ET Tube, O2 rate correct?, IVS running? Open chest wound sealed? Decompression catheter patent? Dressing’s blood soaked? Splints in good position? PMS OK? Pregnant pt. tilted to left? O2 Sat?
	
	


	
	CRITICAL ACTIONS

	
	Performs initial assessment and interacts with patient

	
	Ensures spinal motion restriction

	
	Ensures appropriate oxygenation and ventilation

	
	Recognizes and treats all life-threatening injuries

	
	

	
	IMPORTANT ACTIONS

	
	Utilizes time efficiently

	
	Demonstrates acceptable skill techniques

	
	Displays leadership and teamwork 


P.S.   Critical actions if not performed (-5).

          No marks for the important actions, but they  will be considered in Global scoring
	INSTRUCTOR COMMENTS


	Global Scoring

	[  ] Excellent

	[  ] Good

	[  ] Adequate

	[  ] Inadequate

	Instructor Name/Signature:

	Instructor Name/Signature:


General Principles of Trauma Management
1.    
There is a need for rapid evaluation of the trauma patient.  Time wasted costs lives.

2.
The absence of a definitive diagnosis should never impede the application of essential treatment.

3.
The first 'Golden Hour' is crucial to both the short and long term survival of the patient.  It also is also critical in determining the morbidity that the patient will endure.

4.
There is a need to establish management priorities:  The things which will kill the patient first are always the things which should be checked and treated first.  Things which will kill the patient later are managed later.  Thus, airway problems are managed and treated before breathing problems, which in turn are treated before circulatory problems.

5.
All treatment modalities should be governed by the abiding principle of 'First do no harm'.

Overview of Protocol :-
(Stages & Subject Headings)

1.     
Preparation

2.
Triage

3.
Primary Survey (ABCDE)  &  Resuscitation

4.
Adjuncts to Primary Survey & Resuscitation

5.
Secondary Survey  (with AMPLE History)

6.
Continued Post-Resuscitation Monitoring & Re-evaluation

7.
Transfer to Definitive Care

Primary survey and resuscitation

Goal is to teach a simplified and standardized approach to the trauma patients.

The purpose of the primary survey is to diagnose immediate life threatening conditions. These should be treated as soon as they are discovered before continuing the survey. The survey is planned as follows: 

9 Immediately Life Threatening Injuries or Conditions which should be picked up in ABCDE and treated immediately:-

1.    
Inadequate Airway Protection

2.
Airway Obstruction

3.
Tension Pneumothorax

4.
Open pneumothorax

5.
Flail Chest with Hypoxia

6.
Massive Haemothorax

7.
Cardiac Tamponade

8.
Severe Hypothermia

9.
Severe Shock from Haemorrhage Unresponsive to Fluid Resuscitation.

Note also:-

13 Potentially Life Threatening "Non-Obvious" Injuries which should be considered in the traumatized patient, but whose management can often wait until after ABCDE until the time of definitive care:-

1.    
Simple Pneumothorax

2.
Haemothorax

3.
Pulmonary Contusion

4.
Tracheo-Bronchial Injury

5.
Blunt Cardiac Injury

6.
Traumatic Aortic Disruption

7.
Diaphragmatic Rupture

8.
Mediastinal Traversing Wounds

9.
Blunt Oesophageal Trauma

10.
Sternal / Scapular / Rib Fractures

11.
Ruptured Liver or Spleen

12.
Rupture of an abdominal or pelvic viscus

13.
Any other chest / abdominal / or pelvic injuries which have resulted in organ damage but not in immediate shock
  Case Scenario based evaluation of polytrauma patient

· Say you are wearing universal precautions. 

· Approach patient from head side and stabilize cervical spine using in-line immobilization.  Try to avoid placing your hands over the patient's ears. 

· Introduce yourself and reassure patient. 

· Assess preliminary ABC from patient’s response to this.
Assess level of consciousness using AVPU method 

· A = alert 

· V = responding to voice 

· P = responding to pain 

· U = unresponsive 

Airway and cervical spine

Always assume that patient has cervical spine injury 

Airway assessment

· The patient should be asked a simple question 

· If he responds appropriately 

· The airway is patent 

· Ventilation is intact 

· The brain is being adequately perfused 

· Agitation is often a sign of hypoxia 

· Place in hard collar and keep on until cervical spine has been 'cleared' 

Airway management

· The aims of airway management are: 

· To secure an intact airway 

· To protect a jeopardized airway 

· To provide an airway when none is available 

· These can be achieved with basic, advanced and surgical techniques 

· If airway compromised initially attempt a chin lift and clear airway of foreign bodies If  -  breathing is spontaneous and the patient is conscious, but airway is compromised by poor pharyngeal tone / reduced level of consciousness (gcs 9-13) 
· Try jaw thrust / chin lift and ask for response. 

· If the response is good, insert an oropharyngeal or nasopharyngeal airway. 

· Notes :- 

· The oropharyngeal airway is measured from the edge of the mouth to the tragus of the ear. 

· The nasopharyngeal airway is measured from the nostril to the tragus of the ear.  Its diameter is also conveniently estimated by looking at the patient's little finger. 

· Don't attempt to insert a nasopharyngeal airway if the patient has a head injury with the possibility of a basal skull fracture. 

· Assuming the patient responds to this, apply oxygen using a face mask with attached reservoir bag. 

· If you haven't already done so, most patients should now have their neck immobilised with a hard neck collar, sandbags and tape 

· If gag reflex present insert nasopharyngeal airway 

· If no gag reflex patient will need endotracheal intubation 

· If unable to intubate will require a cricothyroidotomy 

· Give 100% oxygen through a Hudson mask

· Hypercarbia should be prevented 

Basic life support

· Foreign bodies should be removed from the mouth and oropharynx 

· Secretions and blood should be removed with suction 

· Airway can usually be secured with a chin lift or jaw thrust 

· An oropharyngeal or nasopharyngeal airway may be required 

· Oxygen should be delivered at a rate of 10-12 l/min 

· Should be administered via a tight fitting mask with reservoir (e.g. Hudson mask) 

· An FiO2 of 85% should be achievable 

Advanced measures

· If absent gag reflex, endotracheal intubation is required 

· If no cervical spine fracture orotracheal intubation is preferred 

· If cervical spine injury can not be excluded consider nasotracheal intubation 

· The position of the tube should be checked 

· Complications include: 

· Oesophageal intubation 

· Intubation of right main bronchus 

· Failure of intubation 

· Aspiration 

Surgical airways

· If unable to intubate the trachea a surgical airway is required 

· There are few indications for an emergency tracheostomy 

· Surgical airway can be achieved with a needle or surgical cricothyroidotomy 
Ventilation

· In the non-intubate patient ventilation can be achieved with either 

· Mouth to face-mask 

· Bag-valve-face-mask 

· The later is more efficient if performed with a two person technique 

· One maintains face seal - other ventilates patient 

· If endotracheal intubation required 

· Should be performed with cricoid pressure
Breathing

· Check position of trachea, respiratory rate and air entry 

· If clinical evidence of tension Pneumothorax will need immediate relief 

· Place venous cannula through second intercostal space in the mid-clavicular line 

· If rib fractures present need to insert chest drain on side of injury to prevent Pneumothorax 

· If open chest wound seal with occlusive dressing

Circulation and haemorrhage control

· Assess pulse, capillary return and state of neck veins 

· Identify exsanguinating haemorrhage and apply direct pressure 

· Place two large caliber intravenous cannulas 

· Take venous blood for FBC, U+Es, and Cross match 

· Take sample for arterial blood gasses 

· Give intravenous fluids   

· Crystalloid or colloid in adequate volume 

· Attach patient to ECG monitor 

· Insert urinary catheter .

If altered mental status, do brief neurological examination

·  Assess pupil size, equality and responsiveness, and Glasgow Coma Scale.
Ongoing Assessment.

FEEDBACK FORM

You have just been exposed to an organized  protocol based approach to polytrauma patients and  using ‘Case Scenario’ as teaching tool to learn clinical emergencies  . Please give us your valuable opinion about your experience of this new style of learning. Your identity will be kept confidential and your feedback will help us in improving the quality of teaching in the future.

1. Were you aware of ‘Case scenario’ as a teaching method?

	Yes
	
	No
	


2. Have you attended any such training programme?

	Yes
	
	No
	


           If yes, where ?

3.  ‘Case scenario’ is a useful method to teach  clinical topics.

	Strongly disagree
	Disagree
	Neither agree nor disagree
	Agree
	Strongly agree


4.  ‘Case scenarios’ gave me opportunity similar to hands on training 

                 in clinical emergencies

	Strongly disagree
	Disagree
	Neither agree nor disagree
	Agree
	Strongly agree


5.  What do you consider is a appropriate time for such training?

	UG
	Beginning of internship
	End of internship
	Beginning of Jr. Residency


6. A protocol based (Organized) approach is required for handling any
               clinical emergency.

	Strongly disagree
	Disagree
	Neither agree nor disagree
	Agree
	Strongly agree


7. At the end of training session, I think  the % gain in

                my knowledge is -
	0%
	0-25%
	25- 50 %
	50- 75%
	75- 100%


8. The training made me feel more confident in approach to 

               polytrauma patient.

	Strongly disagree
	Disagree
	Neither agree nor disagree
	Agree
	Strongly agree


 9.    The training will help me to recognize life threatening condition at

          an early stage during assessment of patient.

	Strongly disagree
	Disagree
	Neither agree nor disagree
	Agree
	Strongly agree


10.   The training will help me  in  decision making in a case of 

             polytrauma with/ without life threatening injury.

	Strongly disagree
	Disagree
	Neither agree nor disagree
	Agree
	Strongly agree


11. I think after undergoing this training  my participation in an

                emergency will be…

	As an observer
	As an initiator
	As an assistant
	As a motivator


12. According to me, the teaching & demonstration were
	Too difficult
	Not so difficult
	Easy
	Too easy


13. According to me the pace of teaching was…

	Too fast
	Fast
	Adequate
	Slow
	Very slow


14. Are you aware of the term disaster management plan?

	Yes
	
	No
	


15. Each institute should have a disaster management plan.

	Strongly disagree
	Disagree
	Neither agree nor disagree
	Agree
	Strongly agree


16. What is your overall impression about the teaching programme ?

	Excellent
	Good
	Fair
	Poor


17. What do you think was best about this training?

18.  What could be improved?

19. What do you think is the take home message of this training programme?

Thank you for your valuable feedback. Your views & suggestion are really appreciated

Feedback form

You were exposed to an organized  protocol based approach to polytrauma patients and  using ‘Case Scenario’ as teaching tool to learn clinical emergencies  Please give us your valuable opinion about your experience of application this new style of learning over past three months . Your identity will be kept confidential and your feedback will help us in improving the quality of teaching in the future.

1. I think the Case scenario based teaching is 

- Useful / Not useful method.

Select an option and elaborate why you think so in 2-3 lines.

2.  Select option of your choice
	1= Very shaky,  2= Shaky , 3 = Can't say,  4= Confident,  5= Very confident)
	


	Sr. No.
	
	How confident did you feel Before the session
	How confident did you feel After the session



	1
	approach to polytrauma patient
	
	

	2
	recognize life threatening condition at an early stage  during assessment of patient


	
	

	3
	critical decision making in a case of polytrauma with/  Without life threatening injury.


	
	

	4
	Primary management of polytrauma patient.
	
	


3. Protocol based assessment and primary management of polytrauma patient was easy to apply in the real life situation.

	Strongly disagree
	Disagree
	Neither agree nor disagree
	Agree
	Strongly agree


4. The concept of Protocol based approach to a clinical emergency patient (Select option of your choice)

a) Delayed the management of an emergency patient.

                                      Yes / No.

b) I found the approach too rigid to follow-

                         Yes / No.

c) It confused me during my assessment of an emergency patient

                                Yes / No.

    Any Other comment ……

5. The Principle of Protocol based approach to a clinical emergency patient as applied to my discipline …..( for Anesthesia, Medicine residents)

I have prepared a protocol for managing following emergency patient in my discipline (copy of the protocol attached)

Thank you for your valuable feedback. Your views & suggestion are really appreciated.
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