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Objective. To explore the construction of standard fast medical procedures for traumatic shock and its application e�ects.Methods.
84 patients with traumatic shock were admitted to emergency department of the hospital between January 2018 and January 2020.
Using random number table method, the patients were divided into the control group (was given emergency treatment by routine
emergency rescue procedures) and the study group (was given emergency treatment by standard fast medical procedures) with 42
patients in each group. �e treatment time (rescue time, consultation time in each department, and examination time), shock
index (SI), blood pressure �uctuation range, urine output, serum lactate (LAC) level, activated partial thromboplastin time
(APTT), and international normalized ratio (INR) were recorded.�e incidences of complications in the two groups within 3 days
were counted. Results. �e rescue time, consultation time, and examination time of the study group were shorter than those of the
control group (P< 0.05). After 18 h of treatment, the SI, blood pressure �uctuation range, LAC, and APTTin the study group were
lower or shorter than those in the control group (P< 0.05), while urine volume and INR were higher than those in the control
group (P< 0.05). Within 3 days of treatment, the incidence of complications in the study group was 5.41% lower than that in the
control group which was 24.14% (P< 0.05). Conclusion. Standard fast medical procedures can e�ectively shorten the time of each
stage of emergency treatment for traumatic shock, which allows patients to receive e�ective treatment in the shortest time while
improving shock symptoms and reducing related complications.

1. Introduction

�e post-traumatic body is a�ected by multiple factors such
as tissue damage, fractures, and decreased circulating blood
volume, which will cause multisystem post-traumatic re-
actions. When the body’s circulating blood volume is in-
su�cient and the microcirculation of multiple organs fails, it
will lead to shock [1, 2]. Traumatic shock is more prone to
multiple organ dysfunction syndrome (MODS) than simple
hemorrhagic shock. During its pathophysiology, ischemia-
reperfusion injury induces a cascade e�ect of cellular sig-
nalling, leading to enhanced neuroendocrine activity; acti-
vation and release of various chemical mediators, cytokines,
and oxygen radicals, which can cause a nonspeci¤c stress
response; increase vascular permeability; and lead to

necrosis and disintegration of damaged tissues, further re-
ducing circulating blood volume and aggravating tissue
ischemia [3, 4]. Patients with this disease not only have
primary trauma but also multisystem functional damage,
often severe blood loss, �uid loss, and symptoms of pain and
anxiety [5]. �e treatment of traumatic shock focuses on
timely control of in�ammation to avoid the further devel-
opment and deterioration of systemic in�ammatory re-
sponse. �e basic ¤rst aid measures include reasonable
management of tissue damage, control of bleeding, volume
expansion, sedation, and analgesia [6]. �e standardization
of emergency procedures and the timely and e�cient rescue
are crucial for the rescue of traumatic shock and the life of
patients and should also be the focus of the construction of
the medical emergency system. �e purpose of this study is
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to explore the specific construction and clinical application
effect of standard fast medical procedures for traumatic
shock.

2. Materials and Methods

2.1. General Information. A total of 84 patients with
traumatic shock admitted to the emergency department of
our hospital from January 2018 to January 2020 were
selected as the research subjects. *e patients were divided
into the control group and the study group by random
number table method, with 42 cases in each group. *e
control group consisted of 24 males and 18 females; the
age ranged from 18 to 66 years, with an average of
(38.24 ± 6.33) years; causes of shock include the following:
16 cases of impact and abrasions; 10 cases of stab wounds,
contusions, and lacerations; 8 cases of crush injuries; and
8 cases of other injuries; type of wound included the
following: there were 27 open wounds and 15 closed
wounds; injury sites are as follows: 8 cases of head, face,
and neck; 10 cases of chest (back); 12 cases of abdomen
(waist); 5 cases of limbs; 3 cases of pelvis and spine; and 4
cases of multiple injuries. *e study group consisted of 28
males and 14 females; the age ranged from 18 to 64 years,
with an average of (37.34 ± 6.12) years; causes of shock are
as follows: 14 cases of impact and abrasions; 9 cases of stab
wounds, contusions, and lacerations; 7 cases of crush
injuries; and 12 cases of other injuries; type of wound
includes the following: there were 30 open wounds and 12
closed wounds; injury sites are as follows: 6 cases of head,
face, and neck; 10 cases of chest (back); 13 cases of ab-
domen (waist); 6 cases of limbs; 2 cases of pelvis and spine;
and 5 cases of multiple injuries. *ere was no significant
difference in general data between the two groups
(P> 0.05), which was comparable. *is study met ethical
standards.

2.2. Inclusion Criteria. Inclusion criteria are as follows:(1)
should have a clear history of trauma, meet the surgical
diagnostic criteria [7], and be diagnosed as traumatic shock;
(2) trauma index (TI)> 10; (3) all patients were admitted to
hospital 24 hours after trauma; (4) the patient’s family
members were informed of the rescue purpose, plan, and
risks, and the family members agreed to the treatment.

2.3. Exclusion Criteria. Exclusion criteria are as follows:(1)
those who died before hospital or were transferred midway;
(2) those who had serious medical diseases; (3) those who
gave up treatment.

2.4. Nursing Methods. *e control group adopted the rou-
tine emergency rescue procedures: prehospital first aid and
in-hospital first aid, treatment of primary injury, effective
control of active bleeding, cardiopulmonary resuscitation,
keep the patient’s airway unobstructed and establish venous
access, replenish body fluids, closely monitor vital signs and
blood oxygen saturation, etc., cooperate with doctors to

actively rescue, observe the patient’s condition changes, send
information to doctors in a timely manner, confirm valid
medical orders, and implement them.

*e study group adopted standard fast medical pro-
cedures: ① set up a care support group of trauma center,
formulate emergency rescue plans, divide labor among
members, clarify functions, and the team leader is re-
sponsible for coordinating the emergency process such as
personnel scheduling to ensure the orderly progress of the
emergency process;② in the prehospital emergency, check
and evaluate the patient’s trauma, shock degree, and vital
signs; check whether the patient has active bleeding or
hidden injury; and classify the patient according to the
degree of injury; hemostasis, opening of venous access, and
keeping the airway open, etc. Basic first aid measures, and
dynamic monitoring of patients’ vital signs; after prelim-
inary assessment and judgment, the information is fed back
to the emergency room and related departments in the
hospital, so that information can be effectively commu-
nicated, so as to formulate treatment plans, clarify the
division of medical care, coordinate staff in various de-
partments, and prepare rescue drugs and equipment; ③
quickly enter the EICU through the green channel and
briefly report the patient’s injury, and the in-hospital care
support group of trauma center will quickly make a
judgment on the patient’s condition, carry out in-hospital
first aid, stabilize the patient’s vital signs (focus on blood
pressure, breathing, heart rate, and consciousness), and
control activities; tracheal intubation or incision can be
done to establish 2-3 circulation paths if necessary; for
changes in vital signs, perform cardiopulmonary resusci-
tation, antishock, fluid resuscitation (crystalloid followed
by colloid, low-pressure resuscitation, and hemostatic re-
suscitation), hemostasis, pain relief, and oxygen inhalation;
inquire about the patient’s trauma history in detail and
perform a careful physical examination. After the attending
physician prescribes the relevant biochemical examination
and auxiliary imaging examination, the nurse will review
and notify the relevant examination department, who will
be escorted to the examination department by a special
person to complete the examination, and invite multiple
departments for consultation; give patients deterministic
treatment, such as timely hemostasis, debridement, ban-
daging, and other treatments for trauma patients, and
patients with rib fractures and thoracic injuries, pay at-
tention to whether the patient has hemothorax, pneumo-
thorax, etc., and can be given thoracic-closed drainage
treatment according to the actual condition;④ for patients
who need surgery, timely feedback the patient’s condition
to the operating room. *e EICU is ready for blood
preparation. After the blood pressure is stabilized, the
emergency doctor and the responsible nurse are quickly
escorted to the operating room, and the preoperative
preparations are handed over. After the vital signs are
stabilized out of the room, do a seamless handover; ⑤
during the rescue process, it is also necessary to actively
communicate with the patient’s family member, inform the
patient’s condition change, and comfort the family
member.
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2.5. Observation Indicators. Observation indicators are as
follows: (1) treatment time: record the rescue time after
admission, the consultation time of each department (the
time from admission to the consultation opinion), and the
examination time (the time required to complete the main
biochemical and imaging examinations); (2) record the
shock index (SI), blood pressure fluctuation range, and
urine output of the patient after 18 hours of treatment,
among them, SI � pulse rate/systolic blood pressure,
SI < 0.5 means no shock, 1.0 < SI < 1.5 indicates shock, and
SI > 2.0 indicates severe shock; (3) serum lactate (LAC)
level, activated partial thromboplastin time (APTT), and
international normalized ratio (INR): venous blood was
collected from patients before and 18 hours after treatment;
(4) the incidence of complications [disseminated intra-
vascular coagulation (DIC), MODS, acute respiratory
distress syndrome (ARDS), and infection] within 3 days of
treatment.

2.6. StatisticalMethods. SPSS 20.0 statistical software was used
for data analysis. *e enumeration data was represented by n
(%), and the χ2 test was performed; the measurement data was
represented by (x ± s), and the t-test was performed, the test
level was α� 0.05, and P< 0.05 was statistically significant.

3. Results

3.1.TreatmentTime. *e rescue time, consultation time, and
examination time in the study group were shorter than those
in the control group (P< 0.05), as shown in Table 1.

After 18 hours of treatment, the SI and blood pressure
fluctuation range in the study group were smaller than those
in the control group (P< 0.05), but the urine output was
more than that in the control group (P< 0.05), as shown in
Table 2.

3.2.LAC,APTT,andINRLevels. After 18 hours of treatment,
the LAC and APTTof the study group were lower than those

of the control group (P< 0.05), and the INR was higher than
that of the control group (P< 0.05), as shown in Table 3.

3.3. Complications. Within 3 days of treatment, the inci-
dence of complications in the study group was 5.41% lower
than that in the control group 24.14% (P< 0.05), as shown in
Table 4.

4. Discussions

Traumatic shock is a common surgical emergency, which
often leads to damage to the patient’s body organs, severe
instability of vital signs, and rapid disease progression, which
is prone to extreme deterioration and death [8]. *erefore,
timely and effective treatment is of great significance to save
the lives of patients. In patients with acute trauma, the injury
should be quickly assessed, early shock symptoms should be
identified, primary trauma should be prioritized, and
emergency symptoms such as active bleeding and airway
obstruction should be dealt with [9].

Patients with trauma need to be treated as effectively as
possible in the shortest possible time after their injury. In
emergency, medical staff also needs to cooperate closely,
evaluate and judge the patient’s condition, and take targeted
treatment measures to improve the patient’s symptoms in
the shortest time [10]. *is study is to explore the specific
construction and clinical application effect of standard fast
medical procedures for traumatic shock. *e results of this
study showed that the rescue time, consultation time, and
examination time of the study group were shorter than those
of the control group, and the intervention was also higher
than that of the control group, suggesting that standard fast
medical procedures can effectively shorten the treatment
time, improve treatment efficiency, and improve patient
safety. Analyze the causes: the establishment of a first aid
team led by a team leader allows for a clear division of labour
within the team and the development of a scientific first aid
plan following evidence-based principles. *e establishment
of emergency rescue plans can avoid panic and blindness in

Table 1: Comparison of treatment time data between the control group and the study group (n� 42, x ± s, min).

Group Rescue time Consultation time Examination time
Control group 36.52± 8.66 25.67± 6.25 23.87± 5.92
Study group 30.46± 8.47 21.33± 5.86 20.74± 5.73
T 3.242 3.283 2.462
P 0.002 0.002 0.016
SI, blood pressure fluctuation range, and urine output.

Table 2: Comparison of SI, blood pressure fluctuation range, and urine output between the control group and the study group after 18 hours
of treatment (x ± s).

Group n SI Blood pressure fluctuation range (mmHg) Urine output (ml/h)
Control group 29 1.02± 0.12 27.54± 8.63 33.41± 5.11
Study group 37 0.71± 0.08 20.12± 8.34 36.52± 5.87
T 12.562 3.533 2.260
P <0.001 <0.001 0.027
Note. Patients who died within 18 hours of admission were excluded.
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the rescue process and is also conducive to efficient handling
of emergencies, improving the effectiveness of rescue and
avoiding the waste of personnel and resources. Prehospital
trauma and shock assessment, which classifies patients
according to their injuries, can be effective in improving the
efficiency of treatment, ensuring that critically ill patients
receive priority treatment and avoiding confusion in
emergency situations. Also, the implementation of the
standard fast medical procedures is patient-centered, by
carrying out information linkage between multiple de-
partments, they can communicate and discuss the patient’s
situation in a timely manner, clearly divide the work, co-
operate with each other, do their own work in an orderly
manner, then develop the best treatment plan for the patient,
and ensure good treatment equipment conditions, so that
the patient’s treatment process is systematic and continuous,
thus ensuring the success rate of patient treatment [11, 12].
*e green channel approach can make up for the defects of
the traditional emergency route, remove the prehospital
obstacles as much as possible, and ensure that the patients
are quickly admitted to the emergency room and receive
treatment in the shortest time, and its rapidity can improve
the treatment efficiency [13, 14].

Fluid resuscitation is an effective means to stabilize
hemodynamics and restore the body’s circulating blood
volume. Patients with shock are often treated with fluid
resuscitation, and changes in blood pressure fluctuations,
heart rate, and urine output should be observed in real time.
Coagulopathy, hypothermia, and acidosis are the “post-
traumatic lethal triad,” which can be induced by massive
fluid resuscitation [15]. INR and APTT are effective indi-
cators for monitoring coagulation function and the occur-
rence of DIC [16], and LAC can reflect the severity of shock
and hypoperfusion, as well as the level of oxygenation, and
serve as indicators for judging metabolic disorders and

prognosis [17]. *e results of this study showed that after
18 h of treatment, the SI, blood pressure fluctuation range,
LAC, and APTT in the study group were lower or shorter
than those in the control group, while the urine volume and
INR were higher than those in the control group, and the
incidence of related complications within 3 days was lower
than that of the control group, suggesting standard fast
medical procedures can improve the patient’s treatment
efficiency, promote the improvement of the patient’s shock
symptoms, reduce the patient’s blood pressure range, relieve
the coagulation disorder, and reduce the incidence of
complications. Analyze the causes: in the standard fast
medical procedures, nurses cooperate with doctors to carry
out resuscitation work, effectively implement effective in-
structions from doctors, resuscitate patients with fluids,
closely observe changes in relevant index data, and use
timely and effective low-pressure resuscitation and hemo-
static resuscitation, which can not only ensure effective
blood supply to vital organs but also improve the body’s
oxygen supply, reduce the fluctuation of blood pressure,
avoid the damage of blood pressure fluctuations to the
organs, and also correct the symptoms of shock in patients
and prevent the dilution of coagulation factors and cause
coagulation disorders [18].

In conclusion, the application of standard fast medical
procedures in traumatic shock treatment can shorten the
treatment time, improve the treatment efficiency, promote the
relief of symptoms, and reduce the risk of related complica-
tions.*is shows that the construction of standard fastmedical
procedures has high clinical value, but the construction of this
research process is still insufficient, and it is still necessary to
further optimize the nursing functions and division of labor
management in the implementation process, as well as the
rescue process and execution feasibility, so as to be more
conducive to the rescue and treatment of patients.
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Table 3: Comparison of LAC, APTT, and INR levels between the control group and the study group (x ± s).

Group n
LAC (mmol/L) APTT (s) INR

Before
treatment 18 h after treatment Before

treatment 18 h after treatment Before
treatment 18 h after treatment

Control
group 29 4.96± 1.16 3.62± 0.86∗ 60.35± 9.54 52.26± 8.86∗ 1.21± 0.13 1.32± 0.24∗

Study group 37 4.77± 1.12 2.27± 0.77∗ 61.26± 9.67 47.68± 8.71∗ 1.24± 0.17 1.47± 0.31∗
T 0.673 6.715 0.382 2.104 0.787 2.148
P 0.503 <0.001 0.704 0.040 0.434 0.036
Note. Compared with before treatment, ∗P< 0.05.

Table 4: Comparison of the incidence of complications in the
control group and the study group within 3 days of treatment
(cases, %).

Group n DIC MODS ARDS Infection Total
incidence

Control
group 29 2 1 1 3 7 (24.14%)

Study group 37 0 0 0 2 2 (5.41%)
χ 2 4.844
P 0.028
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