Trauma Resuscitation Roles & Responsibilities Guideline

Purpose: To assure that patients arriving in the Maricopa Integrated Health System (MIHS) Trauma Bay and Emergency Department with a recognized threat to life or limb will receive rapid assessment and immediate treatment based on internationally accepted Advance Trauma Life Support principles.

CREDO:  Communication and Consistency are the keys to organized, efficient, thorough, and safe trauma resuscitations.

Basic principles
The Trauma Team Leader directs the resuscitation and disseminates information / instruction to all participants 

· Unrelated, individual conversations should be kept to a minimum

· Dissemination of information and instruction should be loud enough for all team members to hear

Trauma team personnel have role-specific responsibilities 

· Uninvolved personnel should vacate the trauma room to allow maximal efficiency and minimize potential for error or injury
· If requested to leave the trauma bay, those individuals will do so immediately through the door leading to the definitive care front room.

· Any comments or disagreements will be handled after the resuscitation

· Failure to comply may result in removal by security
Guideline consistency allows organized, efficient, thorough, and safe patient care

· Deviations in guidelines or other conflicts should be reviewed and resolved after the completion of the resuscitation

Universal Precautions must be adhered to throughout the trauma resuscitation to protect the participants from biological or chemical exposure
· Failure to comply may lead to official reprimand and subsequent penalties

I.  Preparation for the Trauma Patient’s Arrival
Prior to the patient’s arrival, it is imperative that participants ready themselves and their environment for the upcoming resuscitation.
All Trauma Team members must:

1. Wear Identification badges for all to see

2. Wear Radiation badges in the appropriate locations (i.e., affixed to the front of the shirt)

3. Document presence and time of arrival on the sign-in sheet
4. Don appropriate Personal Protective Equipment (PPE)
a. Individuals with direct patient contact, or those who will have possible contact with bodily fluids, will observe Universal Precautions at all times
b. Universal Precautions should be instituted prior to the patient’s arrival and maintained until exposure risk has passed or is contained  

Mandatory





· PPE: Head cover / Mask with Eye Protection / Full-length Gown / Gloves / Shoe covers
· Shoe Covers are encouraged, but optional
· Lead thyroid shield and body aprons

· PPE should cover lead shields / aprons to protect the equipment for subsequent use

IMPORTANT
In accordance with MIHS policy, STERILE PPE and FULL-BARRIER PRECAUTIONS must be used when performing ALL STERILE PROCEDURES such as:
· Central venous and / or arterial line placement

· Thoracostomy tube placement (i.e., chest tube insertion)

· Diagnostic peritoneal lavage (DPL)

· Local wound explorations

· Resuscitative thoracotomy

· Laceration washout, debridements, and closure

· Use of non-sterile PPE with sterile gloves is acceptable for these minor procedures
· Non-emergent invasive procedures should be performed in the intensive care unit (ICU) or operating room (OR) using standard sterile techniques
Deviations in the above may result in replacement of those personnel involved in the procedure.
Continued disregard for personal and patient safety will result in corrective action, including coaching, counseling (verbal followed by written), suspension, and potential dismissal. 
Full PPE should be maintained until the exposure risk has passed or is contained

II.  Trauma Resuscitation Team:  Personnel

1. Trauma Team Leader (TTL) – a senior medical professional including, but not limited to:

a. PGY2-5 Surgical Resident (SurgRes)

b. PGY2-3 Emergency Department Resident (EDRes)

c. Trauma Physicians Assistant / Nurse Practitioner (TPA/NP)

i. Present during daylight hours and occasionally at night

d. Emergency Department Attending (EDAttd)

e. Trauma Attending (TrAttd)

2. Primary Airway Physician (PADr)
a. PGY 2-3 EDRes
b. EDAttd
c. TrAttd
d. Anesthesia personnel

3. Survey (Survey)
a. PGY1-5 SurgRes
b. PGY1-3 EDRes
c. TPA/NP
d. EDAttd
e. TrAttd

4. Primary Nurse (PN)
5. Secondary Nurse (SN) or Paramedic (P) 
6. Scribe Nurse (Scribe)

7. Patient Care Technician (PCT)

8. Radiology Technologists (RadTech)

9. Respiratory Care Practitioners (RCP)

10. Medical Student (MS)

11. Social Worker (SW)

12. Miscellaneous Personnel (MiscPers):

- Obstetrical unit physicians and staff
- Anesthesia personnel

- Translators



- Operating Room Team

- Pediatric ICU physicians and staff
- Patient Transporters

III.  Trauma Resuscitation Team: Personnel Positioning

TRAUMA BAY
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IV.  Trauma Resuscitation Team: Personnel Responsibilities
1. Trauma Team Leader (TTL): will be identified prior to the patient’s arrival (if possible).

a. The following individuals are qualified to be the TTL:
i. PGY2-5 SurgRes

ii. PGY2-3 EDRes

iii. TPA/NP

iv. EDAttd or TrAttd, if necessary
b. The TTL will direct the overall resuscitation with regards to:

i. Ensure all Trauma Team members are compliant with Universal Precautions

ii. Ensure proper security of airway and all in dwelling catheters for transfer from gurney to bed and vise versa

iii.         Initiation of the primary survey with Survey

iv. Direct communication with pre-hospital personnel to clarify the patient report

v. Being responsible for the majority of communication within the trauma bay

1. Exception: during intubation, such communication is allocated to the PADr & EDAttd

vi. Review, verification, and confirmation of a completed History & Physical (H & P) Exam document prior to the TrAttd or EDAttd sign-off

vii. Direction and coordination of diagnostic studies and interventions

viii. Ensure removal of clothing, control of bleeding, c-spine control, radiograph timing, appropriate radiographs obtained, splinting of extremities, blood obtained for analysis and crowd control

ix. Initial ventilator settings and decision of whether a patient needs gastric and / or bladder decompression

x. Ensure a 30o left lateral tilt for women with a gravid uterus

c. The TTL should designate a qualified person to perform invasive procedures such as:

i. Central venous and / or arterial line placement

ii. Thoracostomy tube placement

iii. Wound explorations

iv. Wound washout, debridements, and / or repair

v. Assisting with ED thoracotomies
vi. The TTL should pass the responsibility of leading the resuscitation up-the-chain of responsibility if they are personally performing such advanced procedures

d. Trauma Physician Assistant / Nurse Practitioner (TPA/NP) - Will:

i. Be available to assist with trauma resuscitations during the day depending on:

1. Trauma bay patient acuity

2. The in-patient service volume 

ii. If delegated:

1. Be available to perform the patient survey
2. Complete the trauma H & P exam form and submit this documentation to bill for their services
3. Perform procedures as delegated by the TTL
4. Call the OR to initiate operative intervention
5. Call the CT scanner to initiate patient transfer for diagnostic studies
6. Assist the PN, SN or P with resuscitation efforts
7. Accompany the patient until arrival to the definitive care unit
8. Make bed arrangements with the appropriate Administrator
9. Initiate writing in-patient admission orders

e. ED Attending (EDAttd) – Will be ultimately responsible for:
i. Supervising all Green Trauma activations 
ii. Responding to and being available for all Yellow and Red Trauma activations
iii. The airway and supervising the PADr
iv. The resuscitation and the supervision of the TTL in the absence of the TrAttd
v. The role of TTL during the resuscitation of multiple trauma patients.
vi. All ED resident staffing and triage into the ED
f. Trauma Attending (TrAttd) – The TrAttd will be ultimately responsible for:

i. Responding immediately to Red Trauma activations

ii. Responding in a timely fashion for Yellow Trauma activations

iii. Assessing any Trauma Consultation

iv. Assessing the condition of the patient and initiating treatment as needed with Trauma Team members

v. The overall resuscitation and subsequent longitudinal patient care

vi. The supervision of the TTL for all Yellow and Red Trauma activations

1. If the TrAttd is not present for the resuscitation, the EDAttd will assume this role and responsibility

vii. Making the definitive decisions for additional testing or procedural interventions

viii. Being in charge of trauma patient triage in consultation with the EDAttd, thus directing flow of patients to the OR, CT scan, and / or the ICU

ix. Being in close communication with Administration for bed allocation and availability to minimize EMSystem diversion time

2. Primary Airway Physician (PADr) 
a. The following individuals are qualified to be the PADr:

i. A PGY2-3 EDRes

ii. EDAttd

iii. TrAttd

iv. Anesthesia personnel

b. If the patient is intubated prior to arrival, the PADr is responsible for securing the airway while the patient is being moved from the gurney to the trauma bay bed
c. The PADr is responsible for:

i. PPE / Lead shielding is required for any personnel that will come in contact with the patient

ii. Clinical determination for the need of intubation in concurrence with Survey and the TTL

1. Assessment of the airway may be done as the patient is brought into the trauma bay

2. If the airway is questionable, the PADr should assume position at the head of the bed in anticipation of establishing a definitive airway

iii. Performing a physical examination and / or other tests to confirm placement of pre-hospital airways including:

1. Nasotracheal intubations

2. Orotracheal intubations

3. Crichothyroidotomies or other surgical airways

iv. Performimg a surgical airway (i.e., crichothyroidotomy) per procedural assignment by the TTL and the TrAttd
d. If intubation is necessary:
i. The PADr communicates to the PN the rapid sequence intubation medication doses and instructs who to administer the drugs
ii. Once intubated, PADr confirms and communicates:
1. Bilateral breath sounds

2. End tidal CO2 / Capnography color change
3. O2 saturations
4. ETT size and position
5. Confirms placement with subsequent chest X-ray
e. The PADr is also responsible for:
i. C-spine stabilization before, during, and after intubation by delegating this responsibility to another member of the resuscitation team
ii. Insertion of either a nasogastric or orogastric tube after intubation
1. In patients with significant facial and / or head trauma, insertion of an orogastric tube is preferred
f. EDRes are responsible for checking the airway box at the beginning of their shift to make sure all equipment is present and functioning
3. Survey (Survey)
a. The following individuals are qualified to be the Survey:

i. PGY1-5 SurgRes
ii. PGY1-3 EDRes

iii. TPA/NP

iv. EDAttd

v. TrAttd

b. The following standardized trauma resuscitation follows the current recommendations of the Advanced Trauma Life Support group sponsored by the American College of Surgeons
c. Perform the Primary Survey

i. PPE / Lead shielding is required for any personnel that will come in contact with the patient

ii. Confirm the adequacy of the trauma patient’s airway in conjunction with the PADr for:

1. Conscious, spontaneous airway protection

2. Pre-hospital intubation (i.e. nasotracheal / orotracheal / crichothyroidotomy)
a. Formal assessment will be done by the PADr

b. Survey should always recheck placement and call it out for documentation if not clearly stated by the PADr

3. Continuous protection of the patients cervical spine manually or by rigid cervical collar
iii. Perform the remaining portion (BCDE) of the Primary Survey assisted as necessary by the TTL and other trauma team members including, but not limited to:

1. Head examination including pupillary and verbal response
2. Confirming cervical spine immobilization
3. Identify bleeding from lacerations requiring immediate control

4. Assuring bilateral, equal breath sounds and a non-labored respiratory pattern

5. Assessing the thorax for wounds, crepitance, and / or paradoxical chest wall movement

6. Palpating the abdomen for distention, rigidity, or pain

7. Assessing pelvic stability

8. Checking for bilateral upper / lower extremity and / or femoral pulses

9. Completing the neurological examination and calculating the Glasgow Coma Scale (GCS)

10. Directing exposure of the patient for complete examination followed by ensuring that the patient is covered with warm blankets to prevent hypothermia

iv. Assist in lifting the patient for adjustment / placement / removal of x-ray cassettes
d. Perform the Secondary Survey which will include, but not be limited to:

i. Performing a thorough head-to-toe physical examination

1. Removal of all pre-hospital dressings and examination of all wounds

2. Log-rolling the patient off the long spine board to examine the back / flank while ensuring cervical spine stabilization
3. Performing rectal + vaginal examination with the patient lying flat on the gurney
4. Thorough assessment of extremities for injury
ii. Ensuring placement of nasogastric / orogastric tubes and Foley catheters has been carried out properly

e. If the patient is conscious, an AMPLE history should be obtained as follows:
i. Allergies
ii. Medications
iii. Pre-existing medical / surgical problems
iv. Last meal
v. Events preceding injury

f. Be prepared to repeat the Primary and / or Secondary survey at any time depending on the patients condition

4. Primary Nurse (PN) -  This nurse will give direct patient care by:
a. Helping to perform the trauma resuscitation and assessment including
i. Assisting with airway management (if necessary)
ii. Remove remaining clothing
b. Placement and confirmation of proper functioning monitoring devices such as:
i. Blood pressure cuff
ii. Cardiac monitor
iii. O2 saturation probes 

c. Assist in lifting the patient for adjustment / placement / removal of x-ray cassettes

d. Monitoring frequent vital signs, including pain scale
e. Placement and / or confirmation that 2 large bore IV’s are in place and functioning
f. Draw blood samples for analysis
g. Assist as needed with:
i. The Secondary Survey
ii. Nasogastric, Orogastric, or Foley tube placement
iii. Log-rolling the patient
iv. Preparing the patient to leave the resuscitation room by making available:
1. Supplemental O2 or ventilators (with the RCP)
2. Securing all IV lines and fluid bags
3. Preparing appropriate monitoring equipment for transport.  
h. Being responsible for administering any medications, such as:
i. Crystalloid fluids for resuscitation
ii. Antibiotics
iii. Tetanus
iv. Analgesics / Amnestics
v. Blood products
vi. Steroids for spinal cord injury
vii. Code medications
i. Perform measures to keep the patient warm (i.e., cover with blankets)
j. Accompany the patient to their final destination unit
k. PPE / Lead shielding is required for any personnel that will come in contact with the patient

5. Secondary Nurse (SN) / Paramedic (P) – The SN or P will:
a. Rapidly assist with the removal of the patient’s clothing
b. Obtain the first B.P. manually and call out the reading for everyone to hear
c. Obtain a 2nd peripheral IV if necessary
d. Obtain and announce the patient’s body temperature
i. Student nurses and student paramedics should only be involved in Red Trauma Alerts if their experience is commensurate with their patient care responsibilities

e. Assist in lifting the patient for adjustment / placement / removal of x-ray cassettes

f. Assist the PN with any remaining tasks
g. PPE / Lead shielding is required for any personnel that will come in contact with the patient

6. Scribe Nurse (Scribe) – This nurse is primarily responsible for:

a. Keeping accurate records including the documentation of the arrival of all involved personnel

b. Completely captures, secures, and documents pre-hospital resuscitation report and relays vital information to the Trauma Team

c. Assuring that all standard tests or other labs as ordered are collected / sent

i. Blood specimen sent to the blood-bank for T and S or C

ii. Blood & urine specimen for lab testing

iii. CT scan or other radiographic orders

d. Assisting in direct patient care in times of hemodynamic instability or managing multiple simultaneous trauma admissions

e. Assisting with preparation for transport from the resuscitation room if all their primary responsibilities are complete

f. Be responsible for assigning transportation to:
i. CT scan
ii. OR
iii. SICU
iv. Burn ICU
v. PICU
g. Assist in noise and crowd control

i. Ensure only personnel directly involved in patient care are in the trauma bay
ii. Has authority to ask unnecessary personnel to leave the area

7. Patient Care Technician (PCT) - The PCT’s responsibilities include:

a. Removal of patient’s clothing upon arrival to facilitate the examination

b. Assure that blood and / or urine specimens are labeled and sent for appropriate tests

c. Assist in lifting the patient for adjustment / placement / removal of x-ray cassettes

d. Be responsible for errands

i. Assisting with patient transportation, when requested

ii. Obtain instruments or devices not readily available in the trauma bay

iii. Place patient orders in the computer

e. Perform all other tasks as directed by the PN

i. Placing monitor leads, when requested

ii. Gathering patient’s valuables for safe keeping

iii. Obtain a 12-lead electrocardiogram (ECG), when requested

f. Functioning as a SN or P (except for starting IV’s) when asked

g. PPE / Lead shielding is required for any personnel that will come in contact with the patient

8. Radiology Technologists (RadTech) - The RadTech should be:

a. Present at all Red, Yellow, and Green Trauma resuscitations

b. Place x-ray cassette on trauma bay gurney prior to patient’s arrival in preparation for chest radiograph 

c. Ensure area cleared of non-protected personnel prior to shooting films.
d. X-rays should be processed through the PACS system as soon as possible and be available prior to transportation to CT scan

e. Further diagnostic testing (i.e., CT scan, angiography) should not be delayed for non-emergent radiographs (i.e., extremity radiographs)

f. Only Certified Radiology Technologists will be allowed to perform radiographic procedures during trauma alert activations
g. PPE / Lead shielding is required for any personnel that will come in contact with the patient

9. Respiratory Care Practitioners (RCP) - The RCP should be:

a. Present at all Red, Yellow, and Green Trauma resuscitations

b. Prepared to administer supplemental oxygen by nasal cannula, face mask, or bag-valve mask.

i. End-tidal CO2 monitors are necessary in intubated patients

ii. Confirm placement and security of pre-hospital endotracheal intubation tubes in conjunction with the PADr
c. Assist in securing the cervical spine and / or endotracheal tube during patient movement

d. Make sure that there is a ventilator ready in the CT scanner when needed

i. Confirm with the TTL and perform the initial ventilator settings

e. Available in the trauma bay until released by the TTL
i. Inquire prior to the patient leaving for the OR if a ventilator will be needed
f. Available to page the back-up RCP at 608-7950 if the patient is on a ventilator or will require a ventilator

g. PPE / Lead shielding is required for any personnel that will come in contact with the patient

10. Medical Student (MS)- The role of the MS is commensurate with their abilities as determined by the trauma service.  The MS will be assigned tasks by either the TTL or Survey which may include assistance with:

a. Patient exposure (i.e., removal of clothing)

b. Log rolling

c. Femoral vein blood draws (if necessary)

d. Insertion of a Foley catheter

e. MS may write their own trauma notes

i. Due to Medicare guidelines, the official trauma H & P should be filled out by a licensed physician or mid-level provider only

f. PPE / Lead shielding is required for any personnel that will come in contact with the patient

11. Social Worker (SW)
a. Social Workers will perform standard tasks, such as identifying family contacts and acting as a physician-family liaison
12. Miscellaneous Personnel (Misc Pers)
a. Pediatric ER Staff 

i.  Respond to all pediatric trauma resuscitations, assist in medication dosing and airway access

1. PPE / Lead shielding is required for any personnel that will come in contact with the patient

b. Obstetrical Physicians and Staff
i. Fetal monitoring in a pregnant trauma patient is very important, but must be performed after ensuring the stability of the mother

ii. Members of the Obstetrics team responding to Trauma Activations will have access to the patient after the completion of the Primary Survey

1. PPE / Lead shielding is required for any personnel that will come in contact with the patient

2. Fetal monitoring and ultrasound examination may be initiated between the primary and secondary surveys

a. Performing these important activities should not delay the simultaneous acquisition of radiographic studies

3. Communication and cooperation between services is necessary to satisfy this goal to the benefit of the mother and fetus
c. Anesthesia Personnel

i. Provides clinical expertise for difficult airway management

ii. Helps prepare the patient for the OR

iii. Will provide a communication link to the OR when necessary

1. PPE / Lead shielding is required for any personnel that will come in contact with the patient

d. Translators
i. Will respond to all Trauma Alerts.
ii. Specific services will be requested when necessary
e. Pediatric ICU Physicians and Staff
i. Routine presence of the Pediatric ICU Physicians and Staff for Trauma Alerts is not necessary
ii. Specific services will be requested when necessary 
f. Operating Room Team
i. Routine presence of the OR Charge Nurse would be beneficial for Red Trauma Activations as these patients have a higher likelihood of needing rapid transport to the Operating Room
ii. Specific services from Anesthesia personnel will be requested when necessary 
g. Patient Transporters
i. Will be ready in the front room to transport patients for diagnostic studies or to the Operating Room for surgical procedures
ii. Should not be waiting around in the Trauma Bay due to space restrictions
13. Maricopa Medical Center Security and Local Police Department
a. In the event of a violent crime, the appropriate officer(s) will be available for safety issues and crowd control

b. In the case of a combative patient that needs restraints, the appropriate officer(s) will be available

14. Environmental Services - Shall remain outside the trauma bay to assist with needed cleaning issues following the trauma resuscitation.
V.  Trauma Resuscitation: Sequential Management (synopsis)

0. Trauma Team arrives, identifies themselves, and prepares for the resuscitation including the application of PPE
a. The TTL should assign any anticipated procedures in advance so the participant has time to prepare the appropriate equipment and supplies

1. Entry of Pre-hospital personnel into the trauma bay with the patient

a. Brief report by pre-hospital personnel:

1. Mechanism of injury

2. Airway status and quality of breath sounds

3. Last blood pressure and heart rate

4. GCS and any CNS-active medications administered
b. Patient is quickly transferred to the trauma bay bed

1. If the patient is intubated, the PADr and RCP will ensure the airway is secure

c. Pre-hospital personnel exit the patient’s bedside but remain in the trauma bay until cleared by the TTL

2. Primary Survey (~ 1 minute): the following are to be performed simultaneously
a. PADr

1. Begin airway assessment as the patient is being brought into the trauma bay

2. Report the airway status to the TTL and Trauma Team

3. Move to the head of the bed in the case of an intubated patient or a questionable airway (i.e., an impending intubation)

1. Report type, size, and location (cm) of tube at lip or teeth

4. Perform advanced airway maneuvers, when necessary

5. If airway is secure, then move away from the head of the bed

b. Survey

1. Airway confirmed and reported with the PADr
2. Breathing assessed and reported

1. Check for bilateral breath sounds / chest wall crepitance / flail segments / open thoracic wounds
3. Circulation assessed and reported
1. Check for bilateral radial and femoral pulses

2. Identify and stop active blood loss

3. Brief abdominal exam for distention or peritoneal signs

4. Assess pelvic stability

4. Disability assessed and reported

1. Check for equal pupils

2. Check for ability to move upper and lower extremities

3. Perform rectal examination if the patient must be intubated urgently
4. Calculate and report Glasgow Coma Scale (GCS)
5. Exposure / Environment

1. Ensure complete exposure of patient

2. Ensure patient is covered with warm blankets after rapid surface assessment

c. PN / SN / P

1. PN:
Assist with airway, when necessary

Place BP cuff / cardiac monitor / O2 probe

Ensure 2 large-bore IV’s (preferably in the upper extremities)

Draw and send blood for laboratory analysis

2. SN/ P / PCT:
Obtain manual blood pressure and report
Ensure 2 large-bore IV’s (preferably in the upper extremities)

Obtain and announce patient’s body temperature

Draw blood for laboratory analysis (if not already done)

Assist in completely undressing the patient

d. TTL

1. Supervises the Primary Survey and prompts for action, when necessary

2. Assigns life-saving procedures, when necessary

3. Makes contact with pre-hospital providers to receive a full report after the Primary Survey is completed

4. Assigns various duties; c-spine control, tamponade of bleeding, splinting , etc.

e. RCP

1. Place supplemental O2 and ensure pulse oximetry is functioning properly
2. If intubated, secure endotracheal tube (if placed by pre-hospital or in the trauma bay) and check for end-tidal CO2
3. Pause in Assessment (~1 minute): the following are to be performed simultaneously

a. Detailed Pre- hospital verbal report where TTL and Trauma Team listen

b. RadTech will perform the radiological assessment

1. PN / SN / Survey will lift the spine board to allow the Rad Tech to adjust and remove the film cassette; RCP will assure C-spine stabilization
2. Chest radiographs  +  pelvis radiographs

3. Non-essential radiographs should wait until the patient has been cleared from life-threatening injuries

4. Secondary Survey (~ 2-4 minutes)
a. Survey
1. May ask AMPLE history, if possible
2. FAST exam, if necessary

3. Full Detailed Head-To-Toe Physical exam, including:

1. Head and Neck

2. Accessible torso exam with circumferential extremity exam
a. Identify deformities requiring splint

3. Perineal exam

4. Rectal exam + vaginal exam (after the patient is rolled off the board)

4. Examination of all wounds and covering with sterile, moist dressings
b. PN / SN / P

1. Perform any other necessary tasks to prepare the patient for transport

c. All Participants

1. Log-roll patient ensuring full spinal precautions

1. Palpate entire spine from occiput to sacrum

2. Remove spine board and log-roll patient back

d. RadTech

1. Perform AP femur x-ray after patient is rolled off the spine board (if ordered)

5. Assess need for analgesics / sedation and administer appropriate pharmaceuticals
6. Enter standing orders 
7. Travel for:

a. CT Scanner

1. Limit number of personnel to accompany; safe patient care is the goal

b. Operating Room

1. Limit number of personnel to accompany; safe patient care is the goal

c. Angiography Suite

1. Limit number of personnel to accompany; safe patient care is the goal
VI.  Trauma Resuscitation: Sequential Management (detailed description)

Identification process

Trauma Team members should identify themselves by name and roles and document their presence on the sign-in sheet prior to the arrival of the patient.  The team should discuss the pre-hospital information and make special arrangements for patient care if necessary (i.e., call for blood, call the OR to alert them as to the likely swift move to the operating room, set up for thoracostomy tube placement, etc.).


Trauma Team members will attire with appropriate personal protective equipment.  Full body covering will be expected if the team member will be coming in contact with the patient and body fluids.  All team members whose roles place them within a 6-feet radius of the patient will wear radiation protective garb including lead thyroid and body shields.  Failure to wear adequate personal protective equipment may result in being excused from the trauma resuscitation and other graded disciplinary action.
The Trauma Team Leader directs the resuscitation based on the Survey’s assessment and determines the need for additional procedures.  If life-threatening conditions are present (i.e., need to establish a surgical airway, thoracostomy tube placement, resuscitative thoracotomy, etc.), the Trauma Team Leader will assume a position to deal with these issues and assign specific personnel to accomplish these goals.  If the Trauma Team Leader must perform any of these activities personally, they should relinquish their responsibility as Leader to the next most senior team member and communicate this transfer of responsibility to the entire team.
Delivery of the patient by Pre-hospital providers

Pre-hospital personnel (i.e., Emergency Medical Services or Air Transport) will bring the patient into the trauma bay.  Upon entering, they will give a brief report on the status of the patient.  Specifically, the Trauma Team is looking for a brief mechanism of injury, the status of the patient’s airway and breath sounds, the patient’s heart rate and last blood pressure, and the last calculated Glasgow Coma Score.  In addition, notice should be given of any CNS-active medications that have been administered.  This report should not delay the movement of the patient to the trauma bay bed.

The patient will be quickly moved to the resuscitation bed with the assistance of the Primary and Secondary Nurses, the Survey, and the Patient Care Technician’s as available.  If the patient is intubated, the Primary Airway Physician and the Respiratory Care Practitioner will ensure the airway is secured during the movement to the trauma bay bed.  The pre-hospital personnel will quickly exit the patient’s bedside but remain in the trauma bay.
Primary Survey:

Airway:  The Primary Airway Physician and Survey will begin the assessment of the airway as the patient is being delivered to the trauma bay.  The Primary Airway Physician will move to the head of the bed should an airway intervention be necessary.  In addition, he / she should ensure proper cervical spine precautions are in place.
If the patient already has an established airway, the Primary Airway Physician will check the apparatus to ensure proper placement with reporting of the type, size, and location of such airway device.  The Primary Airway Physician will not leave the head of the bed until he / she has confirmed and communicated to the Trauma Team Leader that the airway and cervical spines are secured.  

In the case of an unsecured airway, the Primary Airway Physician should rapidly identify the need to establish a definitive airway and communicate this to the Emergency Department Attending and the Trauma Team Leader regarding the type of definitive airway management.  The decision to secure the airway should be made expeditiously.  The Primary Airway Physician and the Emergency Department Attending should assign one of the Nurses to prepare for intubation by gathering the appropriate medications.  The Respiratory Care Practitioner should have end tidal CO2 monitoring gear ready and be prepared to secure the airway once it is established.  The patient should be intubated using standard techniques with cervical spine precautions assigned to a qualified member of the trauma team.

Advanced airway maneuvers should be performed if standard intubation fails or is not possible.  Surgical airway placement will be at the discretion of the Trauma Team Leader in conjunction with the Emergency Department Attending and the Trauma Attending.  The Trauma Team members who will place the surgical airway will ultimately be determined by the Trauma Attending and will take into account the procedure day, the acuity of placement, and the patient’s anatomy.  If the Trauma Attending is not present, the Emergency Department Attending will function in that capacity. 
If intubation is not deemed necessary, the Respiratory Care Practitioner and / or Primary Nurse should place supplemental O2 by hi-flow mask or nasal cannula on all patients.  The Survey should confirm the presence of an adequate airway and then continue the Primary Survey assessment

Breathing: The Survey should quickly assess the patient’s breathing status.  Specificially, the Survey should determine the presence of bilateral breath sounds, chest wall crepitance, flail segments, or open thoracic wounds.  During this primary assessment, any life threatening conditions discovered should be immediately treated.  For example, a suspected tension pneumothorax should be treated by needle decompression followed by an emergent thoracostomy tube placement.  All possible means to protect sterility during such invasive maneuvers should be attempted.   The Survey should announce their results clearly to the Trauma Team Leader and Scribe.



Circulation: The Primary Nurse should have placed the automatic blood pressure cuff, the ECG leads, and the pulse oximeter probe as soon as the patient is placed on the trauma bay bed.  The Primary Nurse then should focus on placing large-bore (16 gauge preferred) IV access in the patient’s upper extremity and drawing blood samples for analysis.


Simultaneously, the Secondary Nurse / Paramedic / Patient Care Technician should obtain an initial manual blood pressure as soon as the patient is moved to the trauma bay bed and report these results to the Trauma Team Leader and Scribe.  If not already present, the Secondary Nurse / Paramedic should then also place large-bore peripheral IV access and draw blood for analysis if the Primary Nurse has not performed this yet.  If a Patient Care Technician is functioning in this capacity, the IV placement should be made by the Physician assigned to Procedures.

The Survey should rapidly assess bilateral radial and femoral pulses.  Any active blood loss should be identified and stopped.  The abdomen should be palpated for distension or rigidity and the pelvis palpated for stability.  Note should be taken of skin color and mental status to assist in determining whether central venous access is indicated.  Warm IV fluids should be given in all multi-trauma patients at a rate determined by the Trauma Team Leader.


If during the initial trauma resuscitation it becomes apparent that the patient will require an Emergency Department Resuscitative Thoracotomy (EDRT), the decision to do so will ultimately be made by the Trauma Attending and the Emergency Department Attending with input from the Trauma Team Leader.  The Trauma Team members primarily responsible for performance of the EDRT will be the Trauma Chief Resident and the Trauma Attending.  Because of the danger involved with this highly-specialized procedure, the decision for other Trauma Team members to perform EDRT will be determined by the Trauma Attending and will take many factors into account.  The procedure day will not factor in the decision of who will perform the EDRT.

Disability: Disability should be assessed by noting the level of consciousness, the pupil examination, and the ability to move the upper and lower extremities.  A Glasgow Coma Score (GCS) should be calculated and recorded.  Rectal tone should be assessed at this point if the patient requires immediate intubation.

Exposure and Environment: From initial placement on the trauma bay bed, the patient should undergo complete undressing for thorough examination of all body surfaces.  Once the examination is complete, the patient should be covered with warm blankets to prevent hypothermia.

Pause Between Primary and Secondary Surveys:
After completing the Primary Survey, the Trauma Team Leader should prompt pre-hospital provider’s to give the entire team a detailed verbal report including mechanism of injury, pre-hospital vital signs, Glasgow coma scale, treatments and responses to such treatments, and any pertinent past medical history.  A complete report should not exceed 60 seconds in length.  Courtesy towards EMS and Air-Transport Personnel must be maintained.  Other conversations during the report should be kept to a minimum.  The Scribe Nurse and a member of the trauma team should record all information as reported.


The Trauma Team Leader determines the need and exact sequence of placement of additional IV’s, the timing of laboratory assessment, and the radiologic assessment required.  Initial AP chest + AP pelvic radiographs should be completed immediately following the Primary Survey while pre-hospital personnel are giving the report.  Non-essential radiographs should wait until life threatening injuries (i.e., intracranial, intrathoracic, intraabodminal, etc.) have been ruled out.
Secondary Survey:


Following the pause for radiographs and the pre-hospital report, the Survey should continue with the Secondary Survey.  This should include rapid examination of the entire patient’s anterior surface as well as the perineum and any orifice.  Strong consideration should be given to a vaginal examination in female patients since retained feminine hygiene products have been a nidus for infection in comatose patients.  Each extremity should be examined circumferentially as well as assessed for stability.  Full range of motion should be tested.  All wounds should be examined for active blood loss and covered with a sterile dressing.  Blindly probing wounds with fingers or other instruments is highly discouraged.

Attempt should be made to obtain an AMPLE history (see details IV. 3. e. i – iv) in alert, cooperative patients.  FAST (Focussed Abdominal Sonography for Trauma) examination may be used to identify intraabdominal fluid.  The patient’s temperature should be measured by the Primary or Seconday Nurse and documented by the Scribe.

Following this, the patient is log-rolled off the backboard and a thorough examination of the back and flanks is performed.  The entire spinal column from occiput to sacrum must be inspected and palpated for deformity, ecchymosis, step off, and pain.  The patient may need to be log-rolled in the opposite direction to adequately examine both flanks and axillary regions.  Again, findings must be verbalized to the entire team.  Following the log-roll, the long spine board will be removed and the gurney will function thereafter for thoracic and lumbar spine precautions.  Further movement of the patient will be performed using a slide-board.  Once the patient is removed from the long board, rectal examination may be performed by lifting an uninjured extremity and assessing for gross blood, prostate location, and sphincter tone.

For penetrating injury, the initial chest radiographs may be postponed until the end of the Secondary Survey.  All penetrating wounds should be marked with radio-opaque tags (i.e., paper clips) and then a full radiographic survey performed.  Additional AP and cross table lateral films for penetrating trauma may then be obtained if there is clinical utility and the patient’s physiology will allow.  Ankle-Brachial Indices (ABI) or Ankle-Ankle Indices (AAI) and full neurologic exam should be obtained and documented for any penetrating injury to the extremities.


Consultants should be notified early upon recognition of injuries that need their evaluation.  Fractures should be splinted and wounds dressed appropriately to prevent on-going damage.  Sedation, analgesia, and neuromuscular blocker administration should be judicious so that it does not interfere with the ability for a consultant to perform a proper examination.


The Trauma Team Leader will then determine where and when the patient should be moved from the resuscitation room to complete their workup.  It may be determined that an unstable patient requires transport out of the resuscitation room prior to completing the full work up for operative intervention or to continue the resuscitation in the Surgical Intensive Care Unit.


Trauma patients may also return to the Emergency Department for continued monitoring while the trauma work-up is completed (i.e., closure of wounds, examinations by consultants, etc.) prior to sending the patient to the ward, ICU, or OR.


Pain control during the trauma resuscitation is an important adjunct but must be performed judiciously.  Over sedation or over analgesia leads to complications and potential unnecessary procedures.  Nursing or the Trauma Team Leader should question the patient as to their pain level (using the standard 10 point scale).  The preferred analgesic is fentanyl, however, morphine may be used in low, frequent dosing.  The preferred sedative is versed and the preferred anti-psychotic is haloperidol.  Other medications may be necessary given the patient’s physiologic status, drug allergies, or comorbidities.


Transport of the patient to the next stage of evaluation should be done with Nursing personnel with continuous vital sign monitoring.  In the case of Yellow or Red Traumas, a member of the Trauma Team should also physically accompany the patient to their destinations and be prepared to intervene should the patient’s status change.

Responsible Personnel in the Resuscitation of Multiple Patients:


A Primary Nurse, Survey, Primary Airway Physician, Emergency Department and Surgery Residents, Trauma Mid-level Providers, and a Trauma Team Leader should be available to resuscitate each patient.  The Trauma Team Leader may direct multiple resuscitations simultaneously and delegate others to various responsibilities.  Triage of multiple trauma patients will be made in conjunction with the Trauma Attending and the Emergency Department Attending.  The Scribe Nurse may record the details of multiple resuscitations simultaneously.  The Trauma Team Leader will prioritize radiographic studies and direct the Radiology Technologists accordingly.


Individual patients will be identified by their Trauma name when multiple patients are being cared for simultaneously.  The Trauma Team Leader will decide when patients are stable for transfer out of the resuscitation room.


Only the Trauma Attending in conjunction with the Emergency Department Attending will determine if MMC should go on diversion for Trauma.  Furthermore, if the Emergency Department goes on medical diversion, the Trauma Attending should be notified.

Specifics For Penetrating Trauma


All ballistic wounds should be marked prior to radiographic intervention with radio-opaque markers (i.e., paperclips).  For gunshot wounds to the torso in non-agonal patients, three films taken one after the other from the chest through the pelvis (with overlap) will allow trajectory determination.  In physiologically normal patients, if a foreign body is seen on the AP radiographs, then a lateral film may help determine its exact location.  Additional films will be ordered of the neck, upper, and lower extremities as an adjunct if necessary.

Additional Important Points

* EVERY PERSON TAKES RESPONSIBILITY FOR THEIR OWN SHARPS

· Disposal of sharps is the responsibility of the person using the sharp instruments

· A large sharp box will be readily accessible in each Trauma Room for over-sized instruments

· If the patient’s initial blood pressure is within normal limits, repeat measurements will be obtained every 5 minutes.  If the patient is hypotensive (SBP < 90 mmHg), then obtain serial blood pressure measurements every minute until the hypotension is corrected.


If a death occurs in the Trauma Bay during a Trauma Alert, it is the responsibility of the Trauma Team Leader and the social worker to communicate this information to family members.  It is also the responsibility of the Emergency Department to make proper disposition of the body.  Once out of the Emergency Department, it is the Trauma Surgical staff’s responsibility for subsequent patient disposition.

CONCLUSIONS


Practice management guidelines (PMG) have been developed by the Division of Burns, Trauma, and Surgical Critical Care in conjunction with the Departments of Emergency Medicine, Respiratory Medicine, Radiology, and Nursing in an attempt to standardize and optimize patient care with appropriate utilization of resources. They are based on a combination of accepted surgical practice and recent contributions to the trauma surgical literature.  PMG’s are intended to provide guidelines to the management of the majority of patients and are not proposed as rules, policies, or as a substitute for good clinical judgment.  Deviations from the PMG’s are occasionally necessary; all exceptions should be documented in the medical record and discussed with the attending of record.  
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