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The Washington State Department of Health distributes this guideline on behalf of the Emergency 
Medical Services and Trauma Care Steering Committee to assist trauma services with providing care 
to injured patients.   

The Department of Health does not mandate the use of this guideline. The department recognizes 
the varying resources and approaches that work for one trauma service may not be suitable for 
others. The decision to use the content in this guideline depends on the independent judgment of 
program administrators. We recommend trauma services who choose to use this guideline consult 
with the department regularly for any updates to its content. The department appreciates receiving 
any information regarding program experiences using this guideline. Comments can be directed to 
traumadesignation@doh.wa.gov.  

This guideline’s content is based on professional literature and the expertise of the trauma 
community. It was reviewed and input was sought from program administrators throughout 
Washington state. Both the Emergency Medical Services and Trauma Care Steering Committee and 
the Department of Health Office of Community Health Systems endorse the guideline. 
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Background 
Trauma resuscitation follows a structured team-based approach to rapidly assess and treat life-
threatening injuries. This process is grounded in principles from the American College of 
Surgeons Advanced Trauma Life Support (ATLS) Course and the Emergency Nurses Association 
Trauma Nurse Core Course, emphasizing a coordinated, stepwise method. 
 
The attending provider is responsible for the initial assessment which begins with an across-
the-room impression, followed by the Primary Survey which identifies and treats immediate 
threats to life. Resuscitation starts here before moving on to the Secondary Survey, which is a 
more detailed head-to-toe exam and planning for definitive care. 
 
Outcomes after major trauma depend on timely access to care and consistent execution of 
these early steps. Pediatric, geriatric, and obstetric patients require special consideration due to 
anatomical and physiological differences, discussed below. 
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Preparation 
Trauma Team and Equipment Preparation 

Prepare for trauma by being proactive. Ensure staff are trained and equipment is ready. All 

members of the trauma team, including physicians, advanced practitioners, nurses, and 

ancillary staff, should regularly participate in trauma training. This includes full-team mock 

scenarios. Mock scenarios should cover high-risk, low-frequency events like difficult airways, 

massive transfusions, major burns, and pediatric trauma. 

Facilities should complete the Pediatric Readiness Assessment to ensure they are well prepared 

to care for pediatric emergencies.  

Before Patient Arrival 

Start preparing before the patient arrives at the hospital. If EMS reports any concerning 

physiology, injury pattern, or mechanism, activate the trauma team early. 

Once notified: 

• Assemble the team 

• Assign roles 

• Ready the resuscitation bay 

• Raise ambient room temperature (especially for pediatric patients).  

• Check and prepare all essential equipment 

• Don PPE and follow universal precautions 

• Consider using a readiness checklist 

Recommended Equipment: 

• Airway and suction setup 

• Difficult airway cart 

• Ventilator 

• Rapid infuser 

• Fully stocked trauma cart 

• Anticipated specialty supplies 

• Bedside ultrasound 

• X-ray access 

• Pediatric cart 

• Adult and Pediatric comprehensive drug dosing guides 

 

 

https://emscimprovement.center/domains/pediatric-readiness/
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Initial Assessment 
Primary Survey 
The goal of the primary survey is to identify and address life-threatening conditions as quickly 
as possible. The attending provider leads the primary survey. The primary survey is a systematic 
team approach to assessing the patient and simultaneously providing lifesaving interventions 
by following the pneumonic ABCDEF.  
 
The primary survey begins with the across-the-room assessment upon the patient’s arrival to 
quickly identify any life-threatening conditions. ABCDEF is a pneumonic often used to guide the 
primary survey. It may be amended to xABCDEF where control of exsanguinating hemorrhage 
and external bleeding may need to be addressed first.  
 
Arrival and General Impression (Across the Room Assessment)  

• Identify life threatening conditions (apnea, hemorrhage). 

• Assess level of consciousness (AVPU - Alert, Verbal, Pain, Unresponsive).  

• If uncontrolled hemorrhage is present, re-prioritize the primary survey to xABCDEF. 

• Control exsanguinating hemorrhage.  
 

A: Airway with Spinal Motion Restriction  
1. Assess Airway Patency:  

a. Ensure the airway is open and clear while maintaining cervical spine stabilization. 
b. Check for signs of obstruction (stridor, gurgling, and cyanosis) and level of 

consciousness (AVPU - Alert, Verbal, Pain, Unresponsive).  
c. Ensure spinal motion restriction by limiting movement and maintaining a neutral 

spine position. 
2. Interventions:  

a. Suction the airway as needed.  
b. If the airway is patent, maintain with jaw thrust or head-tilt/chin-lift (avoiding 

hyperextension if cervical spine injury is suspected).  
c. If airway is compromised:  

I. Use airway adjuncts as necessary (e.g., oropharyngeal airway, nasopharyngeal 
airway). 

II. Consider the need for definitive airway, endotracheal intubation or 
cricothyroidotomy. 

III. Ensure adequate perfusion and resuscitation prior to intubation to avoid 
periprocedural cardiovascular collapse.   

IV. For bariatric patients, consider the ramp position to facilitate airway 
management. 

d. Use the jaw-thrust technique to open the airway. Consider the need for a cervical 
collar and spinal immobilization. 

 
B: Breathing and Ventilation  

1. Assess Breathing:  
a. Expose the chest and assess skin color and breathing.  
b. Inspect for chest rise, symmetry, and signs of distress (use of accessory muscles, 

paradoxical movement, tracheal deviation). 
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c. Auscultate for bilateral breath sounds. 
d. Palpate chest for abnormalities (e.g. crepitus, flail chest).   

2. Interventions:  
a. If breathing is effective:  

I. Apply supplemental oxygen and titrate to maintain SpO2 ≥ 94%.  
b. If breathing is ineffective or absent: 

I. Ventilate the patient with bag-mask device with a 100% oxygen.  
II. Prepare for endotracheal intubation. 

III. If evidence of a tension pneumothorax exists, prepare for tube thoracostomy.  
c. If the patient arrives with advanced airway, assess and verify patency: 

I. Observe for equal rise and fall of the chest with each ventilation. 
II. Auscultate over the epigastrium and bilateral lung fields.  

III. Apply colorimetric CO2 detector for evidence of exhaled CO2. 
IV. Consider EtCO2 monitoring.  
V. If a rescue airway is present, prepare to place definitive airway (endotracheal 

tube). 
 

C: Circulation with Hemorrhage Control  
1. Assess Circulation and Control Bleeding: 

a. Assess central, and peripheral pulses for quality, rate and regularity. 
b. Inspect and palpate the skin for color, temperature, and moisture. 
c. Observe for external bleeding and signs of shock (tachycardia, capillary refill, skin 

color, temperature, narrowing pulse pressure and moisture).  
2. Interventions:  

a. If pulse is absent in adults or less than 60 bpm in pediatrics with ineffective 

perfusion: 

I. Initiate Basic Life Support measures. 

II. Assess for underlying causes. 

III. Intervene and treat. 

IV. Prepare to transfer to the operating room (if surgical services are needed and 

available). 

b. Control bleeding:  

I. Apply direct pressure. 

II. Consider the need for a compression bandage. 

III. For uncontrolled extremity bleeding, apply a tourniquet. 

c. Establish IV access (appropriate for the patient’s condition), consider fluid 

resuscitation:  

I. Confirm the presence of two patent large-bore IV catheters, intraosseous device 

and/or a large bore infusion/central line.  

II. Use warmed fluids, consider the need for a rapid infusion device. 

III. If persistent signs of poor perfusion continue:  

▪ Consider FAST exam to identify internal bleeding. 

▪ Suspect pelvic fracture, apply pelvic binder.  

▪ Limit crystalloids 

▪ Consider need for massive transfusion.  

IV. Reassess effectiveness after initial interventions.  
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D: Disability (neurological evaluation)  

1. Assess Disability: 
a. Assess the level of consciousness using Glasgow Coma Scale (GCS).  

I. Prepare for intubation if GCS ≤ 8 or if patient is unable to protect airway due to 
decreased level of consciousness. 

b. Check pupil size, equality, and reactivity. 
c. Assess for spinal cord injury.  

2. Interventions: 
a. Identify the need for head computed tomography scan, blood gas, glucose level, and 

toxicology screen. 
b. Consider the need to elevate the head of the bed (reverse Trendelenburg) if 

increased intracranial pressure is suspected.   
 
E: Exposure and Environmental Control  

1. Expose:  
a. Fully expose the patient to identify all injuries.  
b. Preserve clothing. Consider the need for evidence collection. 

2. Prevent Hypothermia:  
a. Immediately cover with warm blankets. 
b. Use warmed IV fluids/blood. 
c. Consider the need for a warming device. 
d. Increase room temperature. 

 
Adjuncts to the Primary Survey  

1. Assess the need for:  
a. Complete portable x-rays (chest and pelvis). 
b. Focused Assessment with Sonography in Trauma (FAST). 

F. Full set of Vital Signs, Family Presence, and Frailty 

1. Obtain a full set of vital signs: 

a. Temperature  

b. Bood pressure (consider initial manual blood pressure) 

c. Heart rate  

d. Respiratory rate  

e. Oxygen saturation 

f. GCS  

g. Trend at regular intervals 

h. Vital sign frequency depends on the patient’s condition and hospital policy.  

2. Facilitate family presence as soon as possible. 

3. Pediatric Considerations:  

a. Obtain and document weight in kilograms using a length-based resuscitation tape.   
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Reevaluation and Transfer Planning 

Following the primary survey, you should reevaluate the patient using the same ABCDEF 

(xABCDEF) approach. Assess all interventions for effectiveness before moving on to the 

secondary survey.  

Assess the need for transfer to a higher level of care and begin the process promptly if 

indicated.  

Secondary Survey 

The Secondary Survey does not begin until the primary survey (ABCDEF) is complete and 

resuscitation efforts are underway. 

The secondary survey is a head-to-toe evaluation that includes a complete history and physical 

examination, including reassessment of all vital signs. Each region of the body is completely 

examined. The potential for missing an injury or failure to appreciate the significance of an 

injury is great, especially in an unresponsive or unstable patient. This can be mitigated by a 

complete secondary survey and tertiary exam.  

Additional imaging studies can be obtained, as needed. Such examinations can be interspersed 

into the secondary survey at appropriate times. Special procedures, such as specific 

radiographic evaluations and additional laboratory studies are also performed at this time.  

G. Get Monitoring Devices and Comfort Measures 

1. L - Laboratory studies as ordered  
2. M - Monitor cardiac rhythm and rate 

3. N - Naso or orogastric tube as ordered 

4. O - Oxygenation and ventilation analysis, pulse oximetry and capnography (end tidal 

CO2) 

5. P – Pain assessment and management 

H: History and Head to Toe Assessment 

1. History  

a. Obtain the prehospital report, using the MIST mnemonic 

I. M – Mechanism of injury 

II. I – Injuries sustained 

III. S – Signs and symptoms 

IV. T – Treatment provided 

b. Obtain a detailed patient history using the SAMPLE mnemonic  

I. S - Symptoms associated with the injury 

II. A - Allergies 

III. M - Medications 

IV. P - Past medical and surgical history 

V. L - Last meal 

VI. E - Events leading to injury  

c. Obtain any pertinent medical history, from the patient or family  
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2. Head to Toe Assessment  

1. Perform a thorough and sequential head-to-toe examination to identify additional 

injuries, including: 

a. Head: Assess for facial fractures, scalp lacerations, and neurological deficits. Inspect 

the oropharynx to evaluate for fractured teeth, tongue lacerations, and palate 

injury.  

b. Neck: Evaluate for lacerations, hematoma, or signs of cervical spine injury. 

c. Chest: Assess for rib fractures, flail chest, and pneumothorax. 

d. Abdomen: Palpate for tenderness, distension, or organ injury. 

e. Pelvis and Perineum: Check for pelvic fractures and signs of internal bleeding. 

Consider foley catheter if there is no blood at the meatus.  

f. Extremities: Check for fractures, neurovascular status, and compartment syndrome. 

g. Back: Palpate for tenderness and deformities (e.g., vertebral fractures). 

I: Inspect Posterior Surfaces 

1. Maintain cervical spine stabilization.  

2. Carefully log-roll the patient using the appropriate number of personnel.  

3. Log-roll is contraindicated when spine or pelvic fractures suspected or until imaging 

completed and confirms no spine or pelvic fractures.  

4. Inspect and palpate for injuries.  

 
Reevaluation  

1. Trauma patients must be constantly reevaluated to ensure that new findings or any 

deterioration is not overlooked.  

a. Continuously monitor vital signs, oxygen saturation, and level of consciousness.  
b. Reassess the patient frequently to identify any changes in identified injuries, 

condition, and previous interventions.  
c. Adjust treatment as necessary based on the patient’s response.  

2. Tertiary Survey  
a. For admitted patients, conduct a tertiary exam within 24 hours of admission. 
b. This exam serves as a final means to identify any injuries not discovered during the 

primary and secondary survey and also helps evaluate any changes in condition.  

Definitive Care  

1. If the patient’s needs exceed the resources available in the facility, transfer should occur 

as soon as possible.  

2. Consider the need for pediatric or geriatric specialty consultation.   
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Pediatric Considerations 
In addition to the primary and secondary survey information above, consider the unique 

characteristics of pediatric patients. Children who experience traumatic injuries require 

specialized care due to their unique physiological and emotional needs. Their developing bodies 

respond differently to trauma, requiring adjustments in the assessment and treatment. 

Additionally, their ability to communicate and process the psychological impact of injury varies 

greatly by age. Early emotional support is crucial for recovery. A child-centered approach that 

considers their development, psychological needs, and family is essential to ensuring the best 

outcome. 

A cart that contains all the necessary supplies and equipment to care for a pediatric patient 

should be available in the emergency department. Pediatric dosing guides which take into 

consideration the available medications and their dosages should also be available. Length 

based tapes may be inaccurate in determining the patient's weight and the correct medication 

dosage. Scales should be available to accurately weigh the patient (in kilograms) if the situation 

allows. Length based tapes can be used as a secondary source to estimate the weight, 

medication dosages, and equipment sizes.  

Arrival and General Impression (Across the Room Assessment)  
1. Assess 

a. Level of consciousness (AVPU - Alert, Verbal, Pain, Unresponsive).  
b. Pediatric Assessment Triangle: appearance, circulation of skin, and work of 

breathing. 

A: Airway with Spinal Motion Restriction 
1. Assess Airway Patency:  

a. In children, the airway is smaller, and the tongue is larger relative to the airway size. 

Positioning may need to be adjusted by using a shoulder roll or padding under the 

shoulders to achieve the optimal airway alignment.  

b. Children may have increased airway resistance, pay careful attention to avoid airway 

obstruction. 

2. Interventions:  

a. Be aware of anatomical differences in pediatric patients. Use length-based tape to 

aid in identifying the appropriately sized airway equipment. Intubation in some 

pediatric patients may be difficult. Consider expert consultation if time permits. 

b. In infants, suction nose first followed by the mouth.  

B: Breathing and Ventilation  
1. Assess Breathing:  

a. Assess for increased work-of-breathing, nasal flaring, retractions, expiratory 
grunting, or accessory muscle use. 

2.  Interventions:  
a. If supplemental oxygen is needed, ensure age appropriately sized equipment is used.  

C: Circulation with Hemorrhage Control  
1. Assess Circulation and Control Bleeding: 
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a. Children have abundant physiological reserves and initially may have few signs of 

hypovolemia, even after severe volume depletion. When deterioration does occur, it 

can be precipitous and catastrophic.  

b. Hypotension in children is a late sign of shock.  

c. Assess capillary refill (normal less than two seconds). 

d. Assess brachial pulse in infants; carotid pulse if greater than one year old. 

2. Interventions:  
a. IV access may be difficult, intraosseous access is an alternative. 
b. Use weight-based calculations for fluid/blood resuscitation.  

D: Disability (neurological evaluation)  
1. Assess Disability: 

a. Use age-appropriate neurological assessment tools to determine GCS. 
b. Children are particularly vulnerable to head trauma due to the larger head-to-body 

ratio, and their skulls are thinner. Signs of intracranial pressure can be subtle, 

including irritability, vomiting, and lethargy. 

E: Exposure and Environmental Control  
1. Assess:  

a. Infants and young children are prone to hypothermia due to a higher surface area to 
body mass ratio.   

2. Prevent Hypothermia:  
a. Use blankets and warming devices as needed.  
b. Avoid exposure to cold environments. 

F. Full set of Vital Signs, and Family Presence 

1. Assess:  
a. Obtain and document weight in kilograms using a length-based resuscitation tape.   

2. Interventions:  
a. Facilitate family presence as soon as possible. 

Secondary Survey 
 
G. Get Monitoring Devices and Comfort Measures 

1. Assess Pain:  
a. Pain and comfort measures for children must be age-appropriate, developmentally 

sensitive, and tailored to the setting. Pain can have lasting psychological and 
physiological effects if not managed properly. A combination of pharmacologic and 
non-pharmacologic interventions is ideal.  

H: History and Head to Toe Assessment 

1. History  
a. If the child is nonverbal or unable to provide a history, the caregiver’s account is 

crucial. For infants, parental reports may be the only available source of 
information about the mechanism of injury. 

b. Be mindful of the child’s developmental age when interpreting the history and 
injury patterns. 
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2. Head to Toe Assessment 

a. Explain the procedure in age appropriate terms. Involve parents and/or caregivers 
when possible.   

Definitive Care  

1. If the patient’s needs exceed the resources available in the facility, transfer to a 
designated pediatric trauma facility should occur as soon as possible.  

2. Pediatric patients requiring admission to an intensive care unit must be transferred to a 
level I or II pediatric trauma facility.  

3. WA Trauma Designated Pediatric Facilities.  
a. Harborview Medical Center, Seattle (level I)  
b. Mary Bridge Children’s Hospital, Tacoma (level II)  
c. Providence Sacred Heart Medical Center, Spokane (level II) 
d. Kadlec Regional Medical Center, Richland (level III) 
e. MultiCare Yakima Memorial Hospital, Yakima (level III)  
f. Providence Regional Medical Center, Everett (level III) 
g. Samaritan Healthcare, Moses Lake (level III)  

Nonaccidental Trauma 

1. Nonaccidental trauma (NAT) in children, also referred to as child abuse, is an intentional 

injury inflicted by a caregiver or another person responsible for the child’s care.  

2. NAT is a leading cause of injury and death in infants and young children, often 

presenting subtly or masked as accidental trauma.  

3. Early recognition is essential to protect the child and prevent further harm. 

4. Reference the American College of Surgeons Best Practice Guideline for Child Abuse for 

more information related to assessment techniques and interventions.  

Pediatric Readiness Assessment  

1. Facilities should consider participating in the Pediatric Readiness Assessment to ensure 

they are well prepared to care for pediatric patients. National studies show that 

emergency departments with high levels of pediatric readiness have a 76% lower 

mortality rate and can save as many as 2,143 lives annually.  

2. The readiness survey is free, and the recommendations are directed at simple, low cost 

changes. Visit the Pediatric Readiness webpage for more information. 

Summary Key Points  

1. Children who experience traumatic injuries require specialized care due to their unique 

physiological and emotional needs. 

2. Early emotional support is crucial for recovery. A child-centered approach that considers 

their development, psychological needs, and family is essential to ensuring the best 

outcome. 

3. NAT is a leading cause of injury and death in infants and young children, often presenting 

subtly or masked as accidental trauma.  

4. Complete the free survey to improve pediatric readiness in your facility. Visit the 

Pediatric Readiness webpage for more information. 

https://www.facs.org/media/o0wdimys/abuse_guidelines.pdf
https://emscimprovement.center/domains/pediatric-readiness/
https://emscimprovement.center/domains/pediatric-readiness/
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Geriatric Considerations 
Older adults face unique challenges when experiencing traumatic injuries due to age-related 

physiological changes, preexisting conditions, and altered healing processes. Their responses to 

trauma may differ from younger patients, requiring specialized assessment, treatment 

strategies, and pain management tailored to their needs. Additionally, cognitive function, 

medication interactions, and social support systems play critical roles in recovery. A 

comprehensive, multidisciplinary approach ensures that geriatric trauma patients receive the 

best possible care, promoting both physical healing and overall well-being. 

 

 A: Airway with Spinal Motion Restriction 
1. Assess Airway:   

a. In elderly patients, the airway may collapse more easily due to loss of muscle tone 

and potential vocal cord weakness.  

b. Older adults may have dentures, loose or missing teeth, which can complicate 

airway management. Special care is needed during intubation.  

c. Assess for underlying cervical spine conditions (e.g., kyphosis, osteoarthritis, 

stenosis) that can limit mobility and complicate airway management.  

B: Breathing and Ventilation  
1. Assess Breathing:  

a. The elderly may be more prone to hypoxia due to reduced pulmonary reserve and 
less effective gas exchange, requiring higher levels of supplemental oxygen. 

b. Be vigilant for signs of respiratory distress, as older patients may have a slower 
response to hypoxia and hypoventilation.  

c. Preexisting respiratory diseases may complicate resuscitation and require more 
frequent monitoring.   

C: Circulation with Hemorrhage Control  
1. Assess Circulation and Control Bleeding: 

a. Older adults may have blunted tachycardia with hypotension due to lack of 

compensatory mechanisms associated with catecholamine insensitivity, 

atherosclerosis, conduction abnormalities, and conduction blocking medications.  

b. The elderly may have a limited ability to increase their heart rate in response to 

blood loss, which obscures early signs of hypovolemia, tachycardia. Blood pressure 

can have little correlation with cardiac output in older patients.  

c. Anticoagulation therapy for medical conditions such as atrial fibrillation, coronary 

artery disease, and transient ischemic attacks can increase blood loss. 

2. Interventions:  

a. Early fluid and blood resuscitation should not be withheld based on age.   

D: Disability (neurological evaluation)  
1. Assess Disability: 

a. Older patients may have reduced sensation and altered mental status, making 

neurological evaluation difficult. Confusion, dizziness, and delirium should be 

considered when assessing neurological status.  
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b. Conditions such as dementia can complicate assessment. A baseline cognitive 

assessment is necessary to differentiate trauma-induced delirium from pre-existing 

conditions. 

c. Elderly individuals are at greater risk of subdural hematomas, which may evolve 

slowly. A high index of suspicion for brain injury is necessary, especially if there is a 

history of anticoagulation use. 

E: Exposure and Environmental Control  
1. Assess:  

a. Older adults are more susceptible to hypothermia due to decreased subcutaneous 
fat, poor circulation, and medication side effects. 

b. Elderly patients often have thinner, more fragile skin. Be cautious with invasive 
procedures like IV placement or dressings that may cause skin tears or pressure 
ulcers. 

F. Full set of Vital Signs, and Family Presence 

1. Assess:  
a. Systolic blood pressure (SBP) less than 110mmHg may be a more sensitive indicator 

of hemodynamic status in older adults. It may be helpful to compare historical SBP 
measurements if available.   

 
Secondary Survey 
 
G. Get Monitoring Devices and Comfort Measures 

1. Interventions:  
a. Use caution when administering sedative and analgesic mediations as they can 

worsen respiratory depression.  

H: History and Head to Toe Assessment 

1. Assess History: 
a. Elderly individuals often take multiple medications, which may influence their 

response to trauma and complicate management (e.g., anticoagulants, 
antihypertensives). 

b. It is essential to assess for chronic conditions (e.g. diabetes, hypertension, dementia) 
that may influence treatment decisions or complicate the trauma management 
process. 

c. Falls are a common cause of injury in older adults. Always consider the mechanism 
of injury carefully, as elderly patients may present with less obvious injuries than 
younger individuals. 

2. Frailty Assessment  
a.   Assessing frailty in older adults can help guide decision making regarding 

management and prognosis. The Trauma-Specific Frailty Index is  an effective tool 
that can identify high risk patients. The assessment should occur as part of the 
secondary survey or admission assessment.  

 

https://journals.lww.com/jtrauma/abstract/2023/01000/prospective_validation_and_application_of_the.6.aspx
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Summary Key Points  

5. Older adults have age-related physiological changes, preexisting conditions, and altered 

healing processes that may impact the assessment, treatments, and outcome.  

6. Their responses to injury may differ from younger patients, requiring specialized 

assessment, treatment strategies, and pain management tailored to their needs. 

7. Assessing frailty can be a good predictor of mortality, complications and length of stay. It 

may be helpful in guiding treatment strategies.  
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Pregnancy Considerations 
Trauma is a leading cause of non-obstetric maternal morbidity and mortality. Trauma affects 

approximately five to eight percent of all pregnancies. The care of the pregnant trauma patient 

presents unique challenges because physiological and anatomical changes of pregnancy alter 

both injury patterns and the response to resuscitation.  

In every case, there are two patients, the mother and the fetus, whose outcomes are closely 

interdependent. Maternal stabilization must always remain the first priority, as optimal 

maternal resuscitation provides the best chance for fetal survival. Recognition of pregnancy 

specific considerations, such as aortocaval compression, increased blood volume with relative 

anemia, and limited cardiopulmonary reserve, is essential in guiding the assessment, imaging, 

and management decisions. A coordinated, multidisciplinary approach involving trauma, 

obstetrics, anesthesia, and neonatology teams is critical to achieve the best possible outcomes 

for both mother and child. 

A: Airway with Spinal Motion Restriction 
1. Assess Airway:   

a. Anticipate difficult airway due to edema, friable tissues, and decreased functional 
residual capacity. 

b. It may be necessary to use a smaller endotracheal tube (6.5–7.0 mm). 
c. Maintain cervical spine immobilization if trauma mechanism indicates. 

B: Breathing and Ventilation  
1.  Assess Breathing:  

a. Oxygen supplementation to maintain maternal O₂ saturation greater than 95%. 
b. Monitor for hypoventilation as pregnancy reduces functional residual capacity and 

increases oxygen consumption. 
c. Beware of rapid desaturation.  

C: Circulation with Hemorrhage Control  
1. Assess Circulation and Control Bleeding: 

a. Because of increased intravascular volume, pregnant patients can lose a significant 
amount of blood before tachycardia, hypotension, and other signs of hypovolemia 
occur. The fetus may be in distress while the mother’s condition appears stable. 

b. Two large-bore IVs (18 gauge or larger). 
c. Avoid supine hypotension: position patient in left lateral tilt position (15–30°) or 

manually displace uterus to the left. 
d. Assess for concealed hemorrhage, maternal blood loss may be underestimated due to 

increased plasma volume. 
e. Implement a massive transfusion as indicated; early use of blood products in 1:1:1 

ratio of packed red blood cells, fresh frozen plasma, and platelets.  
f. Maintain systolic blood pressure of greater than 90 mmHg (to preserve uteroplacental 

perfusion). 
g. Be aware that mild tachycardia and hyperventilation are normal in pregnancy and 

may not necessarily be due to shock. 

D: Disability (neurological evaluation)  
1. Assess Disability: 
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a. Perform GCS and pupillary exam. 

E: Exposure and Environmental Control  
1. Assess:  

 a.  Fully expose patient for exam while preventing hypothermia. 
b. Assess for obstetric injuries: uterine tenderness, fundal height, vaginal bleeding, and 

fluid leakage. 
 

Secondary Survey 
 
G. Get Monitoring Devices and Comfort Measures 

1. Assess  
a. Place the maternal patient on cardiac monitor and continuous monitor heart rate and 

blood pressure.  
b. Less than 20 weeks gestation:  
     I. Assess fetal heart rate doppler ultrasound.  
c. Greater than 20 weeks gestation: 
     I. Assess fetal heart rate with continuously using tocodynamometer for at least four 

to six hours after the trauma event.  
     II. Extend to 24 hours if contractions, bleeding, abnormal FHR, or maternal instability. 

H: History and Head to Toe Assessment 

1. Assess History: 

a. Allergies 
b. Medications (including prenatal vitamins, anticoagulants) 
c. Past medical/obstetric history: gestational age, complications, Rh status, and prior 

cesarian section.  
d. Last meal 
e. Events/environment of injury 
f. Fetal history (movement, contractions, bleeding, rupture of membranes) 

2. Physical Exam:  

 a. Assess for uterine size (fundal height). 
 b. Check fetal heart tones (> 20 weeks gestation via Doppler). 
 c. Pelvic exam only if indicated (no suspected placenta previa). 
 d. Evaluate for abdominal tenderness or rigidity (possible placental abruption). 

Diagnostic Studies 

1. FAST / eFAST  

a. Safe and preferred initial imaging; detects hemoperitoneum and fetal viability.  

2. X-ray and computer tomography 

b. Should not be withheld; use abdominal shielding when possible.  

3. Laboratory studies  

a. Complete blood count  

b. Type and screen 

c. Coagulation studies 
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d. Fibrinogen 

e. Rh status 

Special Considerations 

1. Rh Negative Mothers 

a. Administer Rh immune globulin (RhoGAM) for all Rh-negative mothers after trauma 

(except isolated distal extremity injury). 

2. Perimortem Cesarean Section 

a. Indication: Maternal cardiac arrest ≥ 20 weeks gestation with no ROSC after 4 minutes 

of resuscitation. 

b. Goal: Deliver fetus by 5 minutes post-arrest to improve both maternal and fetal 

outcomes. 

3. Common Obstetric Complications 

a. Placental Abruption: vaginal bleeding, uterine tenderness, abnormal FHR. 

b. Uterine Rupture: rare; suspect with severe pain, loss of fetal station, maternal 

instability. 

c. Preterm Labor: monitor for contractions; administer tocolytics and steroids as 

appropriate after stabilization. 

Summary Key Points  

1. Prioritize maternal survival. 

2. Left lateral tilt to prevent aortocaval compression. 

3. Continuous fetal monitoring ≥ 20 weeks. 

4. Do not delay imaging. 

5. Administer RhIG to all Rh-negative patients. 

6. Perimortem cesarean within 5 minutes if indicated. 
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Quality Improvement 
A process should be developed to assess the use of the trauma resuscitation guideline. This can 
be achieved by focusing on all or a specific component of the primary or secondary survey to 
ensure the assessment and related interventions are performed appropriately. Example 
measures may include:  

1. Timeliness of initial vital signs. 
2. Timeliness of initial GCS.  
3. Intubation if GCS less than eight. 
4. Timeliness of blood administration.   
5. Completion of tertiary exam (within 24-hours after admission). 
6. Missed injury.   
7. Full record reviews should consider if the primary and secondary survey were conducted 

according to the policy and/or the ATLS approach.    
8. Emergency Department length of stay (less three hours for transfer patients with ISS 

>15).  

It may be helpful to develop performance measures with goals. An example performance 
measures document can be found in the Quality Improvement Toolkit.   
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