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Abstract
The constant progress of civilization involves the mechanization of daily life, including in
particular the use of motor vehicles, mainly cars and all sorts of two-wheelers. The rapid growth
of the automotive industry in the world has brought a huge increase in traumatism.
The aim of the study was to characterize cranio-cerebral and to provide a substrate for further
study provided within the subject. Injuries arising as a result of rotational forces in protected
road users usually cause minimal damage to the exterior of very serious internal injuries. During
the evaluation of the injured at the scene of the injury victims should receive occiput red color
in the medical segregation
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In developing countries, the number of vehicles grows much faster than the progressing
development of road infrastructure [1]. In developed countries the situation is not much better:
talk about injuries as a result of traffic accidents and their consequences as a social
phenomenon, having the characteristics of the epidemic. Every year in the United States, about
2 million people suffer traumatic injuries to the brain, and approx. 500 000 are hospitalized [2].
Per year is 180-250 per 100 000 inhabitants in the US, 281 per 100 000 in France, 361 per 100
000 in South Africa, 322 per 100 000 in Australia, 430 per 100,000 in the UK and 235 100 000
on average in the EU European Union - the so-called free countries. New Union [3,4,5].
Because these injuries are mainly young people, they are extremely costly socially [6].
Related costs are estimated at US $ 100 billion each year and that they exceed the total cost of
cardiac care and cancer in this country.
In Poland, injuries are the leading cause of death and disability in the population of
people aged 40 years of age. The mortality rate for this reason, is one of the largest in Europe
[7]. This is due in large measure to the increasing number of road accidents. Since the beginning
of the nineties the number of vehicles registered in Poland is steadily growing. For example,
motor vehicles in the period 1998- 2007 increased from the value of 12 709 244 in 1987 to 19
471 836 in 2007. In the number of cars has increased from 8 890 763 in 1998 to 14 588 739 in
2007. The location of our country in the center of Europe is the cause of a large transit traffic.
According to data from the Border Guard Headquarters, in 2008 by the EU's external borders
to Polish drove 8 977 117 vehicles, including 7 324 543 cars[8].
Number of road accidents due to many reasons and it varies to some extent from year
to year, although it is always a serious number in Poland. In 2008 happened 49 054 road
accidents. In comparison with 2006, when it happened46 876 accidents, the number increased
by 2178 accidents (+ 4.6%), Although in comparison with 2007, in which occurred 49 536
accidents, the number fell by 482 Accidents (-1%). In 2008, as a result of road accidents killed
5437 people and injured 62 097 people. In the last decade, most fatalities consumed in 1999,
while most road accidents and people injured was reported in 2000. Since 2001, a decline
lasting up to 2006. In 2007, there was an increase in the number of accidents and casualties,
and in 2008 recorded declines.
Poland since 2006 is on the first place among the countries of the European Union, in
terms of the absolute number of people killed in accidents, therefore, ahead of more populous
countries, such as Italy, Germany, France or Great Britain. As far as the number of wounded,
our country invests in the middle of the pack. This indicates that relatively few victims of road
accidents in Poland is experiencing them. In Poland, the ratio of dead to wounded in cases
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dating back to 1:10 in the EU countries is about 3-5: 100. The decisive factor in this case is still
poor quality of emergency medical services, the most important for saving lives in the so-called
golden hour[10].
The problem is so serious that it was decided to establish the structures of the Police
Headquarters special cells - Traffic Department - organizing a centralized facility and
coordinating actions to improve road safety.
Increasingly, we are dealing with accidents that involve more victims, thus exhibiting
characteristics of disasters. This describes the event. which occurs as a result of death, injury or
property damage in such intensity that for limiting the effects of such an event routine is not
enough strength, resources and operation, and control the situation required for the support of
local emergency assistance from outside. In medicine, for the concept of disasters accident
myeloma, mass disasters and industrial. While in the case of a multiple accident often enough
local forces and means, in the case of mass they are always insufficient [11].
At the time of the accident myeloma or mass, difficulty to rescue the direct result of a
large number of victims and the number and severity of injuries suffered by them. This situation
causes an imbalance between the needs of victims, and the possibilities to help. Some serious
traffic accidents may meet the definition of a case of multiple or even (in the case of rail
transport) - the mass. In the event of a collision dozens of vehicles, or a few, but a large number
of victims (eg. Bus) and serious injuries (multiple trauma internal organs) are revealed
problems: supply at the site, transport the injured, providing places in hospitals, availability of
blood etc.
A routine procedure, as is usually the case in a single patient, in case of multiple
conditions, and more mass, it is not possible. Many years of experience of military health care
in securing a large number of medical injuries have become the basis for developing methods
of action in emergency situations in peacetime. Benefiting from the experience of military
medicine of catastrophes in order to develop such procedures, to optimize always inadequate
medical care in mass events, including, in particular, to minimize the risk of unnecessary death
- the so-called. "Death to avoid".
Mortality posttraumatic can be divided into three categories: occurring immediately after
injury, early and late. Immediate death, occurring immediately after the injury is the result of
hemorrhage from damaged large arteries, heart, lungs, sudden airway obstruction, intracranial
extensive damage. Early death within a few hours after injury, the result of more serious bleeding,
intracranial rise tightness until fecal cerebellum with the core extended at the foramen magnum of
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the skull, deepening respiratory failure and cardiac functions. Late mortality after days or weeks,
the result of long-term effects of injury or multi-organ infections.
Mortality traumatic largely results from head injuries which occur in 75% of cases,
multiple organ injury. About 40% of head injury, refers to the temporal bone, with serious
consequences for the hearing, balance, facial and cranial structures [12-15].
The most serious and permanent functional deficits in convalescent pose serious problems
in daily functioning [16].
A huge number of injuries and their various consequences are not only a problem of
emergency medicine, but also the various disciplines of medicine and surgical conservative
psychological problem as well as the legal and economic. This makes the injuries, especially the
communication can be defined as a problem of a social nature.
According to the WHO injuries are one of the major health problems of these times.
Annually, 8 to 15% of the population of the world is all kinds of injuries and post-traumatic
disability percentage reaches 10-30%.In the US, this is the cause of approx. 150 000 deaths (the
third item after cardiovascular diseases and cancer) annually. In about 75% of multiple organ
injury occurs head injury[17].
Cranio-cerebral trauma determined lacerations soft skull bone skull or its contents.
Statistically, the incidence of cranio-cerebral injuries in industrialized countries is about
200/100 000 population per year. They constitute approx. 7% of all injuries. In Poland, craniocerebral suffers every year about 10 000 victims. Very extensive and severe injuries are
associated with a high mortality rate (up to 50% at the accident site, and about 40% during
hospitalization). The highest incidence of injuries observed in young people under 30 years of
age. Twice or several times they occur more frequently in men than in women, while men are
often heavier injuries [18].
Complete data for mechanical damage to the brain and spinal cord mainly come from
the USA. The statistics of the National Health Surveillance (National Health Interview Survey),
it is known that the incidence of hospitalization due to mechanical damage of the brain in 1990
amounted to 373 000 in the US, of which 75 000 died. These data also indicate that
approximately 50% of deaths from trauma and mechanical damage in the body is the cause of
irreversible damage of the central nervous system. About 10% of fatal central nervous system
damage includes damage to the spinal cord. Facts Trauma Research, covering data from 1992
showed that about 50 000 American adults admitted to hospital each year due to mechanical
trauma of the brain as the main cause of hospitalization, of which 75 000 -90 000 of them die.
Among the convalescent similar number (70 000 - 90 000) shows severe neurological deficits
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/ neuropsychological, and about 2,000 vegetate in a coma. Acute trauma of the brain is
responsible for about 40% of deaths from traumatic causes in the US [19]. A typical victim with
a head injury is a young man of 15-24 years of age., Entering in active life and career. More
than 1/3 of survivors of moderate or severe head trauma, says a long-term / permanent
neurological and psychological consequences. The economic costs of head injuries are very
serious. Same losses on future work incapacity victims of cranio-cerebral injuries are estimated
to be more than 8 billion dollars. Based on indicators of morbidity, mortality and economic
losses associated with head injury, it is called".
On the European data shows that the population of a large city of Cologne (population
approximately 1 million) in the period: 1990-1996 Overall mortality due to mechanical damage
of the brain was 46.6%, and 60% of deaths occurred before the adoption of to the hospital. With
the German federal data shows that 250 000 patients in 1998, in whom the diagnosis of disease
included brain injury and skull fracture, died 8000. Half of these deaths occurred in the
prehospital period [21].
Traumatic brain are the main causes of death and acquired neurological disorders in
children also. Cranio-cerebral children show some specificities due to the different mechanical
properties of the skull (increased flexibility) and high capacity for adaptation and recovery in
young children [22-26].
The most common cause of head injuries in children between 2 and 5 years of age are
falls and car accidents. Most of the victims of heavy injuries are inadequately protected during
transport small children. Children aged 6-12 years are frequent victims, in turn, deductions for
vehicles, either as pedestrians or as cyclists. The most severe head injuries in children are a
major cause of traffic accidents: the cause of 2/3 of the temporal bone fractures in small children
be offset by a car, and a group of teenagers among the victims of traffic accidents occur at the
drivers of vehicles [27].
Every year in the USA of 600 000 children reported to the chambers of admissions due
to head trauma and 250 000 of them are hospitalized. Mortality in the course of mechanical
damage of the brain in this group is different according to the data from 9 to 35%. Generally,
damage to the brain is in the United States the most common cause of death of children due to
injury (approx. 25 000 children per year) [28].
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