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SECTION 1: CONTACTS 

 
 

 PENETRATING CARDIO:  

Contact Consultant cardiothoracic surgeon via LHCH switchboard on 0151 600 1616 

 

 BURNS: 

Contact burns unit at Whiston hospital via switchboard on 0151 426 1600 

 

 

 VASCULAR: 

Point of contact: Both the vascular registrar and consultant on call are available through RLUH 
switchboard; 0151 706 2000, or directly via the Aintree switchboard for Aintree based 
referrals. 
 
If a vascular opinion is required in the SMART centre area (Chester, Wirral, Warrington) there is 
a vascular surgeon based in the Countess of Chester Hospital contactable via switchboard 
(COCH) on 01244 365000. Leighton patients should be referred to the Royal Stoke University 
Hospital MTC. 
 
(If there is any uncertainty about the transfer or management of a patient with a suspected 
vascular injury we would encourage early discussion with the appropriate vascular team on 
call) 
 

 

 ORAL AND MAX FAX: 

Contact AUTH via switchboard on 0151 525 5980 

 

 PELVIC:  

Contact ALUH via switchboard on 0151 252 5980 or RLUH via switchboard on 0151 706 2000 

 

 OPTHALMIC:  

Contact St Pauls Eye Hospital via RLUH switchboard on 0151 706 2000 
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Major Trauma Centre Collaborative 
Useful Contacts 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

  

 

 

 

 

Switchboard: 0151 525 5980 
Aintree MTC hotline: 0151 529 2325 

Trauma Nurse Co-ordinator: Bleep 5428 
Major Trauma Ward: 0151 529 6255 

Trauma Therapy Lead: Bleep 2226 
Critical Care: 0151 529 2732/2733 

Bed Managers: 0151 529 5982 bleep 
4635 for surgery & 2180 for medicine 
Major Trauma Operational Manager: 

0151 529 2870 
TARN: 0151 529 3789 

  

  

  

  

  

  

 

 

 

 
 

Switchboard: 0151 706 2000 
RLUH MTC Hotline: 0151 706 4444 
ED Trauma Nurse: 0151 706 4644 
Ortho Trauma Nurse: Bleep 4638 

Bed Manager:  0151 706 2314 
Duty Manager (out of hours): Bleep 4200 

ITU: 0151 706 2400 
Trauma Ward 4B: 0151 706 2346 

TARN: 0151 706 5776 

  

Switchboard— 0151 228 4811 
Alder Hey MTC Hotline: 0151 228 1235 

Bed Managers: 0151 252 5038 
Major Trauma Coordinator: 0151 252 

5006 / 07859940690 / Bleep 605 
Divisional Manager: 0151 252 5167 

TARN: 0151 252 5101 
  

  

  

  

  

  

  

  

  

   

 

Switchboard: 0151 525 3611 
Rapid Access only: bleep 

6366/07794242365 
Neurosurgical on call: Bleep 5445 

Bed Managers: Bleep 2009 
Horsley (ITU): 0151 529 5772/5773 

Spinal Nurses: 0151 529 ext. 8853/Bleep 
5189 

Head Trauma Nurse: 0151 529 8279 
/Bleep 5524 

Trauma Therapy Coor: 0151 529 
5452/Bleep 5404 

Divisional General Manager: 0151 529 
5270 

TARN/Service Lead for Trauma: 0151 529 
5442 

http://www.auhfutures.com/
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Major Trauma Unit Useful Contacts 

 
  
 

 
 
 
 
 
 
 

 

 
 

 
 
 
 
 
 
 
 
 

  

Countess of Chester NHS Foundation Trust 
1.   Switchboard: 01244 365000   

 Handover: 01244 363087 
2.  Bed Management Team:  01244 365900.        

Reverse transfer form Fax no:    01244364496 
3.  
christopher.owen@nhs.net  Major Trauma Coordinator 
James.stevens1@nhs.net    - Patient Flow Manager 
Karentownsend@nhs.net  - Acute Directorate Manager 

Wirral University Teaching Hospital NHS Foundation 
Trust 

1. Switchboard: 0151 678 5111 Handover: 
wuthbedmanagement@nhs.net 

2. Bed Management Team: Extension 2845  
3. Reverse transfer form:   

wuthbedmanagement@nhs.net  
 
  
 
 
 
 
 

Southport and Ormskirk Hospital NHS Trust 
1. Switchboard: 01704 547471 Handover: soh-tr.bed-

managers@nhs.net 
2. Bed Management Team: 01704 547951 ask for 

Ascom/Bleep 3800.               
3.   Reverse transfer form: soh-tr.bed-managers@nhs.net  
jenni.riley@nhs.net Major Trauma Coordinator : Bleep via 

switch ext 3908 
mike.aisbitt@nhs.net  Trust Trauma Medical  Lead 
maxine.callaghan@nhs.net   AED Matron 

St Helens and Knowsley Teaching Hospital NHS Trust 
1. Switchboard: 0151 426 1600 Handover: 0151 430 

1070 (fax) 
2. Bed Management Team: 0151 426 1600 bleep 7263. 

Reverse transfer form: by fax to 0151 430 1070 
3. Tracey Walker - Interim Operational Lead for Major 

Trauma 0151 430 1159 or Phil Nee Assistant 
Director or Operations for Surgery 0151 430 1137
       

       

 

Warrington and Halton Hospitals NHS Foundation 
Trust 

1. Switchboard: 01925 635911 Handover: 01925 
662789 (fax) 

2. Bed Management Team: 01925 635911 Bleep 899. 
Reverse transfer form: by e-mail to 
WHH_Trauma_Mailbox@whh.nhs.uk 

3. Ortho - Matron C Finney ext. 5761 or Bleep 520  
Sheila Fields Delaney, Ass Gen Manager Ortho  - via 
switch 
4. Surgery - Matron J Burgess ext. 5140 or Bleep 226 
Mr.T Liversedge Asst Gen Manager Surgery - via 
switch 
5. Medicine –Matron Ext.5314, Bleep 255 
 Dawn Forrest , Asst Divisional Director - via switch 
*Useful contact – Sue Wilde, Major Trauma 
Coordinator -   
 susan.wilde@whh.nhs.uk 

Nobles Hospital, Isle of Man 
Switchboard: 01624 650000 – Working hours 
 (Mon-Fri) ask for Bed Managers  

*Out of hours (Inc. Bank Holidays and weekends) 
ask for site manager* 

mailto:christopher.owen@nhs.net
mailto:James.stevens1@nhs.net
mailto:Karentownsend@nhs.net
mailto:wuthbedmanagement@nhs.net
mailto:jenni.riley@nhs.net
mailto:mike.aisbitt@nhs.net
mailto:maxine.callaghan@nhs.net
mailto:WHH_Trauma_Mailbox@whh.nhs.uk
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SECTION 2: SUGGESTED TRIGGERS FOR MAJOR TRAUMA TEAM ACTIVATION 

 
 
The designated Trauma Team Leader in the ED may choose to activate the trauma team 
based upon other parameters or clinical decision making. 
 
Anatomical 

 Airway compromise 

 Inadequate and unsupportable breathing 

 Uncontrolled haemorrhage 

 Penetrating trauma to head, torso, back, abdomen or groin 

 Signs of significant chest injury – tension, open or large pneumothorax, flail segment, 

suspected massive haemothorax 

 Amputated limb(s) 

 >1 long bone fracture 

 Suspected significant pelvic fracture 

 

Physiological 
 Respiratory rate <9 or >30 

 Systolic blood pressure <110 mmHg 

 GCS <12 

Mechanism 
 Falls greater than 3 metres 

 Falls down a full flight of stairs 

 High impact RTC 

 Ejection from motor vehicle 

 Death of another person in same passenger compartment 

 Pedestrian or cyclist hit by a vehicle 

 Significant injuries suggested by mechanism not listed 

 

Other Triggers to consider 
 Elderly/frail patients 

 Significant co morbidities 

 Pregnancy 

 Paediatrics (Altered GCS, Cap Refil  >3seconds,HR >130) 

 Other clinician concern 
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SECTION 3: MAJOR TRAUMA PARAMEDIC PATHFINDER (ADULTS)  
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SECTION 4: MAJOR TRAUMA PARAMEDIC PATHFINDER (CHILDREN) 
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SECTION 5: TRAUMA CT 
 

STANDARDS OF PRACTICE AND GUIDANCE FOR TRAUMA CT IMAGING 

 
Content: 
 
1. Introduction 
2. Key Points 
3. Appendices 
 
Appendix 1: CT primary survey assessment 
Appendix 2: Final CT reporting template 
Appendix 3: Trauma CT Imaging Protocol 
 
4. Interventional Radiology Management 
5. References 
 
 

1. Introduction: 
 
Cheshire and Mersey Agreed Trauma Protocol 
 
 
Whole body MDCT is recommended as the investigation of choice by the Royal College of 
Radiologists (RCR) document, “Standards of Practice and Guidance for Trauma Radiology 
in Severely Injured Patients” June 2011. 
 
 
The purpose of this guidance is to have set standards relating to diagnostic and interventional radiology for use 
by major trauma centres (MTCs) and trauma units (TUs) relating to: 

1. The provision of protocols for imaging and reporting that may be adapted according to local regional 
service requirements and equipment 

2. Diagnostic and interventional radiology appropriate use in management of trauma patients ‘’ 
 

 

Standard 9 in accordance with RCR guidelines recommends that imaging 
protocols should be clearly defined and uniform across the regional trauma 
network. 
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2. Key Points: 
 
 1. Imaging and intervention 
There should be consultant input for imaging and intervention in Major Trauma. 
A final report should be made available within 1 hour of Multi detector CT imaging (MDCT) acquisition. 
All Radiology Trainee reports must be reviewed by a Consultant within 24 hours. 
A consultant must be available on-call to provide support and review any images when there is uncertainty 
about CT findings.  
 
2. Digital radiography (DR) must be available in the emergency room 
Focused abdominal sonography in trauma (FAST) does not offer any additional information to that obtained 
with a CT scan and should not be performed if it would delay transfer to CT. 
If patient is haemodynamically unstable to be transferred to CT, FAST can be performed.  
 
3. MRI 
MRI is not indicated in the setting of acute trauma care.  
In MTC, it should be available 24 hours a day, seven days a week. 
In a TU without access to 24-hour MRI, formal written protocols should be in place for the transfer of patients 
to a facility that has 24-hour MRI. 
 
4. Polytrauma protocol MDCT indications: 
Haemodynamic instability 
Mechanism/presentation suggests significant injuries that cannot be excluded by clinical examination or plain 
films 
FAST (if used) has demonstrated intra-abdominal fluid 
Plain films suggest significant injury, such as pneumothorax, pelvic fractures  
Significant injury suspected on clinical assessment 
 
Once the decision is taken to request an emergency MDCT, plain films of the Chest, C-spine or pelvis are 
usually irrelevant and extremity imaging should be delayed until life- threatening injuries have been diagnosed 
and treated.  
 
5. Preparation and transfer to MDCT 
There should be agreed local protocols with clear attribution of responsibility for every stage. 
 
IV access in the Right antecubital fossa is preferred for contrast administration. Avoid small peripheral lines on 
hands. Central lines cause unnecessary delay in CT scanning. 
 
Cervical spinal injury precautions and pelvic binders should remain in place until the MDCT has been fully 
assessed 
 
6. Patient selection 
Any patient who triggers the pre-hospital major trauma pathway will also trigger agreed in-hospital trauma 
team criteria and should have ‘’Whole Body Trauma CT 
See below: 
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Decision-making regarding ‘stability’ for transfer from ED to other clinical areas e.g. CT can be 
difficult. Consider what is necessary, priorities for transfer and risks versus benefits. 
 
1. Radiographer activates Major Trauma CT protocol 
 
2. If a patient with SBP<90 mmHg is to go to CT, this must be agreed between the anaesthetist and trauma 

team leader. 
 
3. Patients with SBP 70-90 mmHg may benefit from the diagnostic accuracy of a scan but the decision is 

difficult: 
 

a. If high volumes of fluid are needed to maintain this BP a CT may not be safe. 
b. Consultant anaesthetist must be aware 
c. If intra-abdominal bleeding suspected, Consultant General Surgeon must be aware. 
d. Trauma team should accompany patient to CT 

 
4. Patients with SBP<70 mmHg should probably go to theatre, not CT. Haemorrhage control takes priority 

over imaging. 
 
5. Resuscitation continues during CT, take blood products to CT if relevant and continue to monitor and 

warm the patient throughout. 
 
6. Transfer using scoop stretcher if pelvic fractures are likely. 
 
 
 
7. MDCT Imaging Protocol (See Appendix) 
 
 
8. Reporting 
 
 
 
 
Initial primary survey review 

Clinical Findings: 
Cardiovascular instability 
Neck injury, which cannot be clinically assessed 
GCS <12 
Severe blunt chest or abdominal injury 
Fractures of 2 or more proximal long bones 
New onset neurological signs 
Penetrating injuries – gunshot or blast 
Fall >3m 
Fall down full flight of stairs 
Entrapped patients 
Complete or partial ejection, unrestrained passenger 
Death in same passenger compartment 
Patients with significant co-morbidities, including pregnancy 
NICE guidelines where applicable on imaging for relevant injury 
 
Use clinical judgment for patients with: 
Crushed, mangled or degloved extremity 
Amputation of limb proximal to wrist or ankle 
Stab wounds 
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The aim of this is to give an immediate indication of the major life-threatening injuries while active 
management continues. The initial images should be reviewed looking for thoracic injuries that might impair 
breathing, vascular injuries that might cause bleeding and neurological injuries that might cause disability if 
not treated rapidly. A suggested CT primary survey pro forma is provided (see appendix 2). 
Such a form should be filled in at the time, signed and dated.  
 
Secondary/definitive report 
Once the primary survey review has been communicated to the trauma team, the scan should be carefully 
reviewed and the secondary trauma report completed ideally by a Consultant Radiologist (see appendix 3). 
Out of hours the Consultant Radiologist should be contacted to review the scan and provide a definitive report 
within 1 hour if any concern exists. 
All trauma scans done out of hours should be reviewed by a Consultant Radiologist within 24 hours.  
 
Addendums to report: 
If any addendums on reports with significant extra findings, the results should be conveyed by the reporting 
Radiologist to the responsible clinician. 
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Appendix 1: TRAUMA CT PRIMARY SURVEY INITIAL REPORT 
 

NOTE: THIS IS A PRELIMINARY FIRST READ TO IDENTIFY MAJOR LIFE THREATENING INJURIES AND GUIDE INITIAL 
MANAGEMENT; A FORMAL COMPLETE DETAILED REPORT WILL BE VERIFIED ON THE SYSTEM AS SOON AS POSSIBLE AND WILL 
REPLACE THIS INITIAL INSTANT SURVEY  
 

 

PATIENT NAME/ IDENTIFIER 
  

 

DATE :    /         / 201 
  

TIME :                    : 
 

RADIOLOGIST 
  

 

AIRWAY 

 

ENDOTRACHEAL TUBE 
 

N/A 
 

SATISFACTORY 
 

 

NEEDS REVISION 

 

AIRWAY OBSTRUCTION 
  

YES 

 

 

NO 

 

BREATHING 

PNEUMOTHORAX RIGHT  LEFT  

CONTUSION RIGHT  LEFT  

LACERATION RIGHT  LEFT  

CHEST DRAIN RIGHT OK RIGHT REVISE LEFT OK LEFT REVISE 
 

CIRCULATION/BLEEDING 

THORACIC 
 

  

ABDOMINAL 
 

  

PELVIC 
 

  

OTHER 
 

  

 

MAJOR DISABILITY 

INTRACRANIAL INJURY / BLEED 
 

  

CERVICAL SPINE 
 

  

THORACIC SPINE 
 

  

LUMBAR SPINE 
 

  

PELVIS 
 

  

 

ADDITIONAL NOTES:  
SIGNATURE                                                                                                                                                                       Please 
submit this preliminary report to the Trauma Team Leader for inclusion in the patient’s trauma document. 

CLINICAL CONTACT NAME 

EMERGENCY DEPARTMENT  

TRAUMA AND ORTHOPAEDICS  

TRAUMA/GENERAL SURGERY  

NEUROSURGERY  

VASCULAR SURGERY  

ANAESTHETICS/ITU  
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Appendix 2: Body CT Trauma Reporting Template:  

 
1. CT HEAD and FACIAL BONES: 

2. CT CERVICAL SPINE, including reformats : 

3. CHEST : 

Lungs: 
Trachea Bronchial Tree: 
Aorta: 
Heart and Mediastinum: 
Diaphragm: 
Chest Wall, Sternum and Ribs: 
Other including foreign bodies, tubes and lines: 

4. ABDOMEN and PELVIS : 

Peritoneal fluid (Inc. HU) 
Peritoneal free air: 
Liver: 
Rt Kidney and Adrenal: 
Lt Kidney and Adrenal: 
Pancreas: 
Spleen: 
Aorta and Retro peritoneum:  
Bowel and Mesentery: 
Bladder: 
Other Pelvic Organs: 
Abdominal Wall and Back Musculature: 
Other, including foreign bodies, lines etc.: 

5. SKELETAL IMAGING : 

Thoraco-Lumbar Spine including reformats: 
Pelvis: 
Other: 
 
OTHER: 
 
CONCLUSION: 
 
COMMUNICATIONS: 
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SECTION 6: TRAUMA TEAM ROLES 
 
The following roles and responsibilities represent a minimum requirement for the Trauma 
Team but may require adjustment according to local policies. 
 
Suggested Membership: 

 Trauma Team Leader (ED Consultant) 

 Anaesthetist (ST3 grade or above) 

 ODP 

 ED Dr 2 

 General surgical doctor 

 Orthopaedic doctor 

 Lead nurse 

 ED Nurse 2 

 Scribe 

 Runner 

 Radiographer 

 
Trauma Team Leader (ED Consultant) 

 Activate a ‘code red’ trauma call based on pre-hospital alert if appropriate 

 Designate team roles to trauma team members 

 Ensure appropriate PPE worn by team members 

 Obtain the  handover from the pre-hospital team 

 Activate and authorise major haemorrhage protocol if appropriate 

 Oversee the initial trauma resuscitation and decide upon treatment priorities as necessary 

 Decide upon appropriate investigations and timely interpretation of results 

 Decides upon appropriate patient disposition and takes overall responsibility for safe 

transfer of patient – CT, theatre, Interventional radiology, Critical care, ward or other 

hospital. 

 Liaises directly with other specialities as required 

 Talks to relatives 

 Ensures patient notes are adequately completed 

 Stands down the trauma team in a timely manner 

In exceptional cases, such as the need to perform a resuscitative thoracotomy it may be 
appropriate for the TTL to delegate this role to another team member. This is a decision for 
the TTL to make on a case by case basis. 
 
Anaesthetist & ODP (Airway) 

 Perform an airway assessment and take responsibility for airway control ensuring adequate 

simultaneous cervical spine control 

 In liaison with the TTL, decide upon the need for and perform intubation 
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 Ensure optimal ventilation 

 Assist with the provision of suitable analgesia or sedation 

 Assess pupils 

 Co-ordinate the log-roll  

 Consider the need for invasive monitoring – any insertion of arterial or central lines must not 

unnecessarily delay the transfer of a patient to CT or other destination. 

 Communicate clearly with the TTL and escalate any change in airway status 

 Co-ordinate timely transfer of patient if anaesthetic escort required 

 Ensure notes are completed and drugs clearly prescribed. 

 
Doctor 1 (Breathing and Circulation) 

 Performs primary survey  

 Communicates findings clearly and systematically to the TTL and scribe 

 Obtains AMPLE history 

A            Allergies 
M          Medications 
P            Past medical history 
L            Last meal 
E           Environment and everything else relevant 
 

 Undertakes procedures deemed necessary by the TTL and dependent on skill level and 
training – e.g. haemorrhage control, intercostal drain insertion, tourniquet or pelvic binder 
application 

 Perform secondary survey.  

 Documents clearly in the notes 
 

Doctor 2  
 Obtain IV/IO access –as indicated( draw20mls blood for sampling) 

 If unable to obtain IV access or patient in extremis, IO access should be used. The humeral 
head is the optimal site. 

 Order the necessary lab tests and imaging 

 
Orthopaedics 

 Complete documentation 

 Liaise with senior orthopaedic surgeon 

 C Spine immobilisation during RSI 

 Arrange splinting/POP application to long bone fractures 

 Assist with secondary survey 

Surgery 
 Complete documentation 

 Liaise with senior  surgeon 
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 Assist with external haemorrhage control 

 Assess abdomen 

 Insert urinary catheter 

 
Lead Nurse 

 Ensure nursing roles are delegated to appropriately trained members of staff 

 Preparation for and assistance with any interventions deemed necessary by the TTL 

 Support the other nursing team members  

 Clear and concise communication with the TTL to ensure nursing roles are fulfilled 

 Liaise with police, family and other agencies and departments as needed 

 
Scribe 

 Documents clearly the members of the trauma team, the time of arrival and ensures they 
complete the relevant sections of the document 

 Writes a clear timeline of the significant events occurring throughout the trauma call 

 Communicates clearly and effectively with the TTL 

  Ensures relevant data capture for TARN submission 
 
 

 
Nurse 2 

 Removes patient clothing and apply monitoring equipment  

 Double check correct completion of all blood sample requests prior to them being sent to 
the lab 

 Monitor and record fluid balance and note all blood products used in accordance with trust 
policy 

 Prepare and utilise rapid infuser as requested 

 Administer Tranexamic acid  

Runner 
 Ensures transfer equipment (oxygen cylinders, suction, transfer bag, drugs) is immediately 

available in resus to facilitate transfer 

 Liaise with lead nurse 

 Collect blood and blood products as requested 

 Ensure blood samples are delivered to the lab for immediate processing 

 
ODP 

 Support anaesthetist in airway management 

 Prepare equipment and drugs for intubation 

 Liaise with theatres 

 Facilitate patient transfer 
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SECTION 7: ABDOMINAL TRAUMA 
 

 
Abdomen 
FAST and CT are the main adjuncts for the evaluation of abdominal trauma in adults. Formal 
ultrasound is usually first line investigation in children – discuss with the surgeon and the trauma 
team radiologist should be able to facilitate. 
 
1. Clinical abdominal assessment is difficult. The surgical SpR /consultant should assist in the 

clinical assessment 
 

a. Peritonitis requires a laparotomy. 
b. Equivocal or negative findings with other injuries or confounding factors require further 

investigations. 
c. Patients with head/chest injuries and lower limb/pelvis injuries require formal exclusion of 

abdominal injury regardless of absent physical signs as the risk of abdominal injury is 
significant. 

 
2. FAST 

 
a. Focused assessment with sonography for trauma is a rule in investigation only and cannot 

be used to rule out an injury.  
b. A negative FAST means nothing. 
c. FAST only looks for fluid in the perihepatic, perisplenic, pericardiac and pelvic region. 
d. An unstable patient with fluid on FAST should have a laparotomy. 
e. A stable patient with a positive FAST should have a CT to determine the source of bleeding.  

CT should not be delayed in order to do a FAST scan. 
f. Repeat the FAST as the situation evolves. 

 
3. CT 
 

a. Free fluid (blood) in the abdomen on a trauma CT without solid organ injury requires a 
laparotomy 

b. Solid organ injury on CT in a stable patient may be managed conservatively in a critical care 
area with frequent (1-2 hourly) reassessment by the General Surgical Registrar 

c. Development of peritonitis or cardiovascular instability requires a laparotomy  
d. There is a 2-15% incidence of missed hollow viscus injury in patients with solid organ injury – 

BEWARE 
e. The lack of free air on an abdominal CT does NOT rule out hollow viscus injury 

 

The General Surgical Consultant should be present for all trauma laparotomies. 
 
INDICATIONS FOR EMERGENCY LAPAROTOMY (WITH OR WITHOUT CT): 
1. Unstable patient with abdominal trauma 
2. Clinical peritonitis 
3. Unstable patient with positive FAST 
4. Unstable patient with free fluid on CT 
5. Evidence of hollow viscus injury on imaging 
6. Retained weapon 
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7. Gunshot wound abdomen 
8. Evisceration 
9. Free fluid (Blood) in the abdomen on a trauma CT without solid organ injury 
 

All unstable patients or patients with peritonitis and evidence of abdominal injury require 
an immediate laparotomy  
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Patient in CT scan with history of head trauma for CTB 

Neuroradiological evidence of TBI 
e.g. contusions, SAH, acute 

subdural<1.5, depressed skull 
fracture or  no radiological 
abnormality and GCS <13  

Acute subdural blood clot > 1.5cm 
thickness 

or 
Extradural blood clot >1.5cm thickness 

 

GCS < 9 

o Call 0151 529 4455 to inform WCFT patient fulfils 
criteria and is ready for transfer. 

o Complete “AT MIST” rapid handover proforma –Fax to 
WCFT 0151 529 5510 (prior to transfer) 

Complete full trauma CT while in scanner 

Exclusion criteria 
 Severe co-morbidities e.g. severe cardiorespiratory 

disease 

 Severe extracranial injury e.g. life threatening or 
leading to cardiovascular instability. 

 Fixed and dilated pupils 

 Haemodynamic instability 
 

*Discuss with neurosurgical reg on-call  

GCS 9-14 
 

*Discuss with 
neurosurgical registrar on-

call via switch 0151 525 
3611 

 

 

 

Walton Guidelines for Head Injured Patients 
 

Consider transfer via 
Aintree ED if no 
urgent neurosurgical 
intervention 
required. 
01515292325 

Accepted for 
transfer Walton 

Not accepted 
for transfer 

Refer Walton 
Neurotrauma 
clinic for follow 
up 

ACTIVATE WALTON RAPID ACCESS PROTOCOL 
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SECTION 9: BOAST 2: SPINAL CLEARANCE IN THE TRAUMA PATIENT 
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SECTION 10: MANAGEMENT OF OPEN FRACTURES IN CHESHIRE AND MERSEY 

Principles 
 

1. Initial treatment should be given as recommended by BOAST 4. 

2. A combined plan for the management of both the soft tissues and bone is formulated by the 

plastic and orthopaedic surgical teams and clearly documented 

3. Centres that cannot provide combined plastic and orthopaedic surgical care for severe open 

tibial fractures require protocols for the early transfer of the patient to an appropriate 

specialist centre 

4.  Operation should occur  on a scheduled trauma list within normal working hours and within 

24 hours of the injury, unless there is marine, agricultural or sewage contamination 

Assessment 
Assessment classification is by Gustillo as per table below: 
Gustillo Grade Definition 

I Open fracture, clean wound <1cm in length 

II Open fracture, wound 1-10cm in length without extensive soft-tissue damage, flaps, avulsions 

III Open fracture with extensive soft-tissue laceration (>10cm), damage, or loss or an open 
segmental fracture. This type also includes open fractures caused by farm injuries, fractures 
requiring vascular repair. 

IIIA Type III fracture with adequate periosteal coverage of the bone despite the extensive soft-
tissue laceration or damage. 

IIIB Type III fracture with extensive soft-tissue loss and periosteal stripping and bone damage. 
Usually associated with massive contamination. Will often need further soft-tissue coverage 
procedure 

IIIC Type III fracture associated with an arterial injury requiring repair, irrespective of soft-tissue 
injury 

 
Proposed Treatment Pathway 

 Initial treatment should be given as recommended by BOAST 4. 

 Heavily contaminated wounds require urgent washout in theatre at the admitting 

hospital unless immediate transfer to another unit is planned and time to theatre will 

not exceed 6 hours from time of injury 

 The majority of type I and II injuries are currently treated in the receiving hospital by the 

attending orthopaedic team; no change to this process is required 

 Type IIIC injuries require vascular surgery input, and therefore if this facility is not 

available within the admitting hospital, the patient should be sent to an appropriate 

centre 

 Type III B injuries should be managed in a centre with both expert orthopaedic and 

plastic surgeons in the management of these injuries 

 Type IIIA injuries need to be assessed by the admitting Orthopaedic team, and if they do 

not feel able to offer the expertise required to manage the patients injuries, the patient 

should be transferred as for a type  IIIB 
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SECTION 11: BOAST 4: MANAGEMENT OF OPEN FRACTURES AND COMPARTMENT 
SYNDROME 
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SECTION 12: TRAUMATIC CARDIAC ARREST GUIDELINE 
 
 
 
 
 

 

 

 

 

 

 

 

 

                                              No 
 
 
 
 
 Yes ** 
                                                                      
                                                                Yes 
          
   
                                                                     No 
                                                                      
        No 
 
 
 
 Yes 
                                                                                
Yes                                                               No      
   
                                                                                          Yes 
                                                                                           
                                             
                                                                     No 
  
 
 
*Consider non traumatic arrest if a clear medical cause or if evidence of only minor 
trauma is evident. Continue with ALS guidelines in these cases 

  

Traumatic* Cardiac Arrest 

 

PENETRATING 
with loss of vital 
signs <10mins or 
Imminent arrest 
            or 
BLUNT trauma 
with loss of vital 
signs in ED 
 

Consider stopping 
resuscitation 

Bilateral thoracostomies 
ROSC? 

Resuscitative thoracotomy  
Following the ODN thoracotomy 

SOP 

Simultaneous Actions 
 
1. Endotracheal 

intubation & IPPV 
 

2. Haemorrhage 
control 

 

3. Activate Major 
Haemorrhage 
Pathway 

 

4. Inform Consultant 
Trauma Surgeon 
 

5. Liaise with LHCH 
 

Aims of Thoracotomy 
 
1. Identify & treat 

cardiac tamponade 
 

2. Identify & treat lung 
or hilar injuries 

 
3. Aortic compression 

 

4. Internal cardiac 
compressions 

 

 

Continue trauma 
management 

ROSC? Transfer to theatre 

Evidence of cardiac 
activity? 

Stop Resuscitation 

Consider damage 
control surgery 

     Do not give adrenaline 
No chest compressions 

 

** Think REBOA 
Proceed to REBOA if 
indicated and trained  
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SECTION 13: BURNS GUIDELINE 

Patients suffering from significant burn injury without airway or circulatory compromise will 

bypass local hospitals and be taken directly to Whiston hospital if within 45 minutes transfer 

time.  

Burns greater than 15% Total Body Surface Area require intra venous fluid resuscitation.  

Please refer to Appendix 3, National Burn Care Referral Guidance for guidance on the most 

clinically appropriate level of Specialised Burn Service for treating burn injuries of varying 

severities. 

See Appendix 4 and Appendix 5 respectively for National Burns Referral forms for Complex 

and Non-complex burns. 

THE BURN TEAM (SHO AND REGISTRAR) CAN BE CONTACTED FOR ADVICE AND REFERRAL 

VIA WHISTON SWITCH BOARD ON 0151 426 1600 
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SECTION 14: VASCULAR TRAUMA 

 
Guidelines on requesting a Vascular Surgery opinion  
Major vessel injury requiring repair will usually present with either ischaemia or haemorrhage 
 
 
KEY POINTS: 
 

Ischaemia  
- Hypotension and stress response will shorten tissue tolerance of ischaemia. 

- May occur with open or closed injury mechanisms. 
- Colour/temp/capillary refill: all reduced in shock, compare sides. 
- Absent distal pulses on palpation and asymmetry suggest vascular injury. 
- Major vascular injury is less likely with an ABPI measurement of >0.9.  
- Identifying a distal Doppler signal does not confirm an adequate circulation. 
- Neurological loss: may be ischaemic or associated nerve injury. 
 

Haemorrhage  
- May stop temporarily due to arterial spasm, look for associated ischaemia. 

- Active extremity bleeding can usually be controlled with correctly placed manual pressure. 
- A large, expanding or pulsatile haematoma suggests major bleeding. 
 

Information to have when contacting vascular surgeons  
- Mechanism of injury. 

- Time since injury and / or tourniquet application. 

- Site of injury. 

- Haemodynamic status of patient & treatment undertaken. 

- Appearance & basic vascular examination findings. 

 

Management 
Avoid delay. 
Early vascular referral to plan management. 
Correctly placed manual pressure to control haemorrhage. 
Multi-disciplinary approach to peripheral injuries between Vascular, Plastics, Orthopaedic and 
Trauma Surgery. 
CT Angiogram (especially if doing a CT for other indications). 
High index of suspicion for injuries involving joint dislocations and penetrating injury next to major 
vessel. 
Early correction of deformity with reassessment of vascular status. 
Consider compartment syndrome particularly with crush injury or complex fractures. 
 
Majority of aortic transections are co-managed with Thoracic Aortic Team at the LHCH. If there is a 
high index of suspicion of a thoracic aortic injury a CT angiogram should be performed. These 
injuries are often associated with other major injuries and a thorough assessment is critical.  The 
transaction should not detract from other life threatening injuries, as these should often be 
addressed first.  
Emergencies with a predominantly vascular element should be directed to RLUH where the Liverpool 
Vascular and Endovascular Service (LiVES) is centred. Patients with complex injuries may not be 
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suitable for transfer to the RLUH vascular centre, and the vascular surgeon will travel to the 
appropriate centre to manage the patient.  
 
Point of contact: Both the vascular registrar and consultant on call are available through RLUH 
switchboard; 0151 706 2000. Or directly via Aintree switchboard for Aintree based referrals. 
 
If a vascular opinion is required in the SMART centre area (Chester, Wirral, Warrington) there is a 
vascular surgeon based in the Countess of Chester Hospital contactable via switchboard (COCH) on 
01244 365000. Leighton patients should be referred to the Royal Stoke University Hospital MTC. 

 
(If there is any uncertainty about the transfer or management of a patient with a 
suspected vascular injury we would encourage early discussion with the appropriate 
vascular team on call) 
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SECTION 15: PELVIC TRAUMA 
 

 
 

Initial approach 

Apply 
pelvic 
Binder  

Look at major 
haemorrhage 

protocol 

Tranexamix 
Acid 

Trauma 
team 

Establish IR 
capabilities 

Shock assessment 

Haemorrhagic? 

CXR, Pelvic XR, FAST 

 

Non haemorrhagic? 

Pneumothorax? 

Tamponade (FAST) 

Myocardial contusion 
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Imaging 

Pelvic xray 

Be aware that 
this may be 
normal once 
pelvic binder 

is placed 

FAST  

Only to be used by 
credentialed staff. 

Positive in unstable 
patient = Laparotomy 

Negative is NOT RELIABLE 

 

    CT scan 

In patients who are stable 
enough CT head to pelvis is 

the trauma GOLD  STANDARD 

Care to be coordinated by team leader 
. 

 

CT may indicate the need for 
Interventional Radiology input.  A 

pathway is in place to activate this. 

DPA 

Diagnostic Peritoneal 
Aspiration without lavage by a 

senior surgeon via a supra-
umbilical approch is the best 

test for excluding 
intraperitoneal haemorhage  
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Further management options 

Consider  discussing 
patient with on call 

Pelvic Consultant via 
Aintree Switchboard on 

 

0151-525-5980 

 

 

Standards for IR 

Anaesthetic team will 
provide patient care 

in IR suite 

 

Senior (Reg or above) 
General and 
Orthopaedic 

Surgeons to be in IR 
suite to liaise with 

interventionist 

 

 

 

Theatre 

Extraperitoneal pelvic 
packing (EPP) 

Quickest option for major 
haemorrhage if IR not 

available 

(requires discussion with 
surgical teams) 

Damage control Laparotomy 
if: 

FAST positive 

DPA positive 

Unstable despite EPP 

 

 

 

 

Interventional Radiology (IR) 

Indicated if: 

unstable and non pelvic bleeding 
excluded 

Contrast extravasation on CT 

Bleeding after EPP 

Bleeding after IR if initially 
negative 

Consider if age >60 and complex 
fracture, even if stable (odds ratio 

15 for intervention) 
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SECTION 16: MASSIVE HAEMORRHAGE PROTOCOL (ADULTS) 
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SECTION 17: MASSIVE HAEMORRHAGE PROTOCOL (CHILDREN) 
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SECTION 18: REVERSE TRANSFER POLICY 

 
 
 

 
 
 
 

 
CHESHIRE AND MERSEYIDE 
MAJOR TRAUMA NETWORK 

 
STANDARD OPERATING PROCEDURE FOR  

REVERSE TRANSFER  
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Version 1 
July 2014  

Cheshire and Mersey Major Trauma Network 
 Reverse Transfer Pathway 

July 2014 
Introduction: 

Following a suspected major trauma, patients are either taken directly to one of the major trauma 

centres in the Cheshire & Mersey major trauma centre collaborative (MTCC) or if they are too 

unstable or under triaged to one of the major trauma units. The patients who arrive at a trauma unit 

are then assessed, stabilised and if deemed major trauma sent immediately to the MTCC for acute 

ongoing management. The trauma units access the MTCC via contact with the trauma team leader 

and this is a call and send service, not a referral request in the same way that the ambulance service 

uses a paramedic pathfinder tool to determine whether the patient should bypass their local trauma 

unit and go directly to the MTCC. The MTCC accepts all suspected major trauma patients irrespective 

of their current bed status. In order for the MTCC to provide this service it is essential that when 

patients have completed their acute care needs in the MTCC and are fit for an inter-hospital transfer 

that they are transferred back to their local trust for on-going care in a timely fashion.  

 

Not all patients that arrive at the MTCC with suspected major trauma will require transferring back 

to their local hospital and there are several pathways which patients can take following assessment 

by the trauma team leader; 

 

Options are: 

 Discharge home, following a period of ward based observation. 

 Admit for short or long stay care at the MTCC. 

 Transfer to a more appropriate tertiary care facility, e.g. burns or cardiothoracic centre 

 Reverse transfer to a designated Trauma Unit for inpatient care. 

To facilitate this decision will be made by the MTCC Multidisciplinary team to request 
reverse transfer of patients back to their local trauma unit once the following points have 
been achieved. 

 Once Immediate acute/ definitive care needs as provided by specialist teams within the 

MTCC have been completed 

 On-going care and intervention can be appropriately and safely provided  at on-going unit 

identified 

 Patient is stable enough to undergo inter-hospital transfer.  

 

This decision is the responsibility of the consultant with primary responsibility for the on-going care 

of the patient. 

 

 A reverse transfer may thus be for acute care, or planned care with rehabilitation. 
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Cheshire and Mersey Major Trauma Reverse Transfer Pathway  

 

1. Following consultant review the patient is deemed suitable and fit for transfer back to   their 

local hospital and on-going clinical needs identified. 

2. The MT nurse coordinator contacts the trauma unit switchboard/ bed management team to 

establish which speciality team and consultant the patient needs to be transferred under.  

3. The MTCC consultant contacts the Trauma Unit consultant at the proposed destination 

organisation to discuss the patient’s care needs and handover. 

4. The consultant in the Trauma Unit ensures that the wider receiving team are aware of and 

prepared to receive the patient.  

5. Following the consultant to consultant handover the medical referral document is 

completed and faxed to the receiving speciality team  

6. The MTCC will contact the bed management team at the receiving hospital and clearly state 

that this is a major trauma reverse transfer and the patient has been accepted by consultant 

“X”  

7. The Trauma Unit bed management team will allocate a bed and accept the patient within 

48hrs. 

8. Following a bed being allocated the MTCC will then contact NWAS to request an appropriate 

vehicle to transfer the patient.  

9. The transfer should take place between 08:00 – 20:00. 

10. Prior to transfer the discharging unit/ inpatient team should ensure that the following 

documentation is ready to accompany the patient. 

 Copy of all medical documentation. 

 Discharge summary including detail of current medication 

 Rehabilitation Prescription/ passport 

 Transfers of imaging will be arranged by Trauma Coordinator if receiving unit does not 

have access to regional PACS system. 

 The above will be further supported by verbal handover from the nursing and therapy 

teams. 

11. The MTCC has prime responsibility for the provision of a suitably trained and equipped 

transfer team (adhering to current critical care network standards) to 

 Supervise the care of the patient during transfer,  

 Handover to receiving staff, with a complete patient documentation set, results 

of investigations,  

 Handover the agreed treatment plan and rehabilitation prescription, including 

any plans for review at the MTCC. 

12. Once the patient has left the care of the MTCC, the MTCC inpatient teams will continue to 

be available to provide additional information and advice/ instruction regarding the on-going 

management of the patient if this should be required.  
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Audit 
The MTCC will maintain a database recording the date and time that all reverse transfer 
requests are registered with the TU bed management team and the date / time the patient 
leaves the MTCC. Reports from this database will feed in to the ODN and MTCC Boards and 
the annual re-accreditation process for the TU’s. 
 

 

Cheshire and Mersey Major Trauma Reverse Transfer Pathway 

Escalation plan 
It is well recognised that all trusts in the Cheshire & Mersey major trauma network have 
constant bed pressures throughout the year and at times accepting patients that are in a 
bed, in a place of safety back into a trust that is under high pressure with competing 
priorities can be challenging. It is essential therefore that there is clear guidance for trusts to 
escalate during periods of high pressure to ensure that major trauma patients are prioritised 
in order to continue providing major trauma care as a network. All patients once accepted 
by the “home” consultant should be transferred in less than 48hrs. In instances when this 
does not occur the following process should be followed. 

1. MTCC nurse coordinators to escalate to appropriate operational manager internally that 

patient is about to breach the 48hr timescale detailing all actions and communication to 

date 

2. MTCC operational manager to contact divisional manager at receiving site 

3. If no acceptable outcome then MTCC operational manager to escalate internally to 

executive team 

4. Executive team at MTCC to contact executive team at receiving site 

5. MTCC operational manager to inform clinical leads at both site and major trauma network 

 
In order to reduce the number of patients that breach the 48hr timescale it is vital that the 
MTCC nurse coordinators highlight that this is a major trauma transfer at each point of 
communication and that the bed management teams at the trauma units are well briefed 
on the 48hr timescale for major trauma patients. 
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SECTION 19: TRANSFERRING MAJOR TRAUMA PATIENTS TO THE MTC 

 

 

 

Transferring Major Trauma Patients to the MTC 

Patient accepted for transfer to the MTC 

Contact NWAS control on 0800 032 3240 

Request ‘Trauma Blue’ Transfer 

Prepare and package patient for 
transfer including all relevant 

documentation and appropriate 
personnel 

Contact Trauma Cell on 01772 867604 and inform 
that a ‘Trauma Blue’ Transfer has been arranged 
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SECTION 20: CHEST INJURIES PAIN MANAGEMENT (RIB FRACTURE SCORING) 
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SECTION 21: ACUTE PAIN MANAGEMENT FOR THORACIC INJURIES 
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SECTION 22: NETWORK INCIDENT GOVERNANCE PROCEDURE              
 

 
Incident Reporting Procedure and Governance Process Flowchart 

 

 

 
 

 

 

 

 

 

 

Incident raised with ODN Quality 
Improvement Lead via Incident Report 

(Form 1.) 

Receipt of incident recorded by QIL and 
recorded on CMMTN governance 

database 

Incident Response proforma (Form 2.) 
and Incident Report sent to Trust Major 

Trauma Coordinator for completion 
and return within 14 days 

Report is brought to next Clinical 
Governance group and discussed 

ODN Actions form (Form 3.) completed 
and database updated 

Remedial actions taken and lessons 
learned shared and recorded 

Incident closed, summary of any 
emerging themes reviewed 

If more 
information is 
required form is 
returned to Trust 
for additional 
comment 
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SECTION 23: SPINAL CORD INJURY 
Guidelines for referral of spinal trauma to the Walton Centre 
 
WCNN will welcome and encourage referral of all patients with spinal fracture, generally will accept 
all spinal trauma patients with unstable injuries, and all patients with stable injuries with neurologic 
deficits.  
 
Patients without significant spinal injury ex: patients with chip fracture of vertebral body or spinous 
process fracture usually will not require transfer to WCNN but can be discussed in the acute phase 
and reviewed at neurosurgical spinal outpatients. 
In cases of Multi-trauma: discuss between units at consultant level to agree a management plan. 
Criteria for suspicion of spinal injury 

 Patients with altered consciousness suspect spinal injury if: NICE 2007 
1- fall > 1 metre or 5 stairs 
2- axial load on head 
3- Rollover motor accident 
4- Ejection from a motor vehicle 
5- Accident involving a motorised recreational vehicle 
6- Bicycle collision 
7- Diving accident    

 Spinal pain and tenderness               

 Neurologic deficit 

 Distracting painful injury 

 Suspicion of intoxication                         
Imaging 
* X-rays of suspicious spinal region.  
* Thin slice 1.5mm CT scan with sagital and coronal reconstruction indicated when: 
   - No adequate visualisation on x-ray. 
   - Patients with altered consciousness. 
   - A spinal injury is detected on X-ray to evaluate details of injury. 
When a cervical spine CT is requested we recommend extending study down to T4 level particularly 
in unconscious patients. 
 
* Once proven spinal injury on imaging refers for spinal neurosurgical opinion, meanwhile maintain 
spinal precautions. Discuss need for MRI at time of referral. 
 
* Spinal MRI indicated if  

 CT reveals fracture involving more than 1 column. 

 Significant soft tissue abnormality. 

 High risk for disc, ligament, vascular injury such as dislocation, or fracture   through foramen 
magnum. 

 Any neurologic deficit (root or cord lesion). 

 If MRI indicated then whole spine MRI need to be carried out. 

  

Guidelines for referral of spinal trauma to the Walton Centre 
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APPENDIX ONE: NETWORK TRAUMA MORTALITY PROFORMA 

Mortality Review Proforma 

(For Trauma Related deaths) 
 

Review date   Ps 
 

A. FIRST STAGE: CATEGORISATION OF DEATH     

 
Patient Name……………  Sex M F Hospital CS No…………….    ISS  
 
                                                                                  TARN no…………………. 
 
Date of Birth………………….    Age……………. 
 
 
Admitting Consultant  
 
Date of Admission                                         Time of Admission   
 
Bypass                                                  Pre-alert   Y / N       Trauma team activated    Y / N 
 
APACHE 2 score   
 
Case summary including factors contributing to death 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Cause of Death (As on Death certificate) 

 
Post Mortem Findings 
 
 
 

1a  

1b  

1c  

2  

 
Fix Addressograph 
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Significant Co-Morbidities 
 

1  

2  

3  

4  

5  

6  
 
Significant Medications 
 
Steroids       Warfarin    Aspirin   Clopidogrel   
 
Immuno-suppressants             Insulin   
 
Organs supported on admission 
 
Advanced RS    Basic RS     Advanced CV    Basic CV 
  
 
Renal     CNS            GIT      Liver  
   
Surgery 
 

 
 
Hospital Acquired Infection 
 

 
 

Organism Site Resistance 

1 
 
 

  

 
Date / 
Time 

Procedure / ASA 
Surgeon / Grade / Level of 

Supervision /Degree of Urgency 
Anaesthetist / Grade / 
Level of Supervision 

1 
 
 

   

2 
 
 

   

3 
 
 

   

4 
 
 

   

5 
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2 
 
 

  

3 
 
 

  

 
 
DNAR   Yes    Reason     Date 
   

No      
 
 
Any Additional Information: 
 
 
 
 
 
 
 
 

 
 
 
Total Days in Critical Care  
 
 
 
Maximum Organ Support Before Death: 
 
Advanced RS    Basic RS     Advanced CV    Basic CV 
  
 
Renal     CNS            GIT      Liver  
  
 

  
 
Date or Death:     Time of Death: 
 
 
Coroner referral Yes      
   No     
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Categorisation of death by Mortality Review Team; 
 
1. Expected death from expected cause  
  
2. Expected death from unexpected cause  
  
3. Unexpected death  
    
4. Unexpected death due to a medical intervention  
 
 
Is this case a Missed Organ Donor   Yes  

 
No   

 
Does this case need a detailed case review  Yes  

 
No  

 
Issues for local log 
 
 

 
 
 
 
Governance Team Review / Recommendations 
 
 
 
 
 
 
 
 
 
Date of presentation at Network CG:  
 
Comments:  
 
 
 
 
 

B. SECOND STAGE: DETAILED CASE REVIEW & RECOMMENDATIONS  

 
Detailed Review Team:                                          Date of Review 
 
Chairperson: 
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Name Designation Department 

 
 

  

 
 

  

 
 

  

   

 
 

  

 
 
Case Review Outcome: 
 
1. Death in-spite of acceptable medical care. 
2. Death due to complications in-spite of acceptable medical care. 
3. Medical care that may have contributed to death 
4. Medical care directly resulting in death  
 
Does this case need Trust Clinical Governance Involvement:   Yes  

 
No  

 
Recommendations: 
 

1  

2  

3  

4  

5  

6  

7  

8  

9  

10  

 

C. THIRD STAGE: STATUS OF IMPLEMENTATION OF RECOMMENDATIONS: 
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Advanced Respiratory Support  
Indicated by;  
• Invasive mechanical ventilatory support (excluding mask / hood continuous positive airway pressure (CPAP) or mask 
pressure support ventilation (BiPAP) or CPAP applied via a trans-laryngeal tracheal tube).  
 
Extracorporeal respiratory support. 
 
Basic Respiratory Support.  
Indicated by one or more of the following:  
• More than 50% oxygen delivered by face mask. (Note, 50% has been chosen to identify the more seriously ill patients in 
a hospital and should not be recorded for short term increases in FiO2 such as for transfers or physiotherapy).  
• Close observation due to the potential for acute deterioration to the point of needing advanced respiratory support. (e.g. 
severely compromised airway or deteriorating respiratory muscle function).  
• Physiotherapy or suction to clear secretions at least two hourly, whether via tracheostomy, minitracheostomy, or in the 
absence of an artificial airway.  
• Patients extubated for a period ≤24rs after a period of intubation and/or mechanical ventilation via an endotracheal tube 
for more than 24hrs, • Mask CPAP or non-invasive ventilation.  
• Patients who are intubated to protect the airway but needing no ventilatory support and who are otherwise stable. 
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Advanced Cardiovascular Support:  
Indicated by one or more of the following:  
• Multiple intravenous vasoactive and/or rhythm controlling drugs when used simultaneously to support or control arterial 
pressure, cardiac output or organ / tissue perfusion, (e.g. inotropes, amiodarone, nitrates).  
• Patients resuscitated after cardiac arrest where critical care is considered clinically appropriate.  
• Continuous observation of cardiac output and derived indices (e.g. pulmonary artery catheter, lithium dilution, pulse 
contour analyses, oesophageal Doppler, impedance and conductance methods).  
• Intra aortic balloon pumping and other assist devices.  
▪ Insertion of a temporary cardiac pacemaker (criteria valid for each day of therapeutic connection to a functioning external 
pacemaker unit).  
 
Basic Cardiovascular Support.  
Indicated by one or more of the following:  
• Use of a CVP line for monitoring of central venous pressure and /or provision of central venous access to deliver titrated 
fluids to treat hypovolaemia.  
• Use of an arterial line for monitoring the arterial pressure and/or sampling of arterial blood.  
• Single intravenous vasoactive drug used to support or control arterial pressure, cardiac output or organ perfusion  
• Intravenous drugs to control cardiac arrhythmias 
 
Renal Support.  
Indicated by:  
Acute renal replacement therapy (e.g.haemodialysis, haemofiltration etc.) or provision of renal replacement therapy to a 
chronic renal failure patient who is requiring other acute organ support in a critical care bed. 
 
Neurological Support.  
Indicated by one or more of the following:  
• Central nervous system depression sufficient to prejudice the airway and protective reflexes, excluding that caused by 
sedation prescribed to facilitate mechanical ventilation or poisoning (e.g. self administered overdose, alcohol, drugs etc.). 
• Invasive neurological monitoring or treatment e.g. ICP, jugular bulb sampling, external ventricular drain.  
• Continuous intravenous medication to control seizures and / or continuous cerebral monitoring.  
-Therapeutic hypothermia using cooling protocols or devices 
 
Dermatological Support.  
Indicated by one or more of the following  
• Patients with major skin rashes, exfoliation or burns. (E.g. greater than 30% body surface area affected).  
• Use of complex dressings (e.g. large skin area greater than 30% of body surface area, open abdomen, vacuum 
dressings or, large trauma such as multiple limb or limb and head dressings). 
 
Gastrointestinal Support Indicated by:  
Feeding with parenteral or enteral nutrition. (implies methods of feeding other than normal oral intake 
 
Liver Support.  
Patients should fulfil one of the following categories:  
 a) Acute on chronic Hepatocellular failure requiring management of coagulopathy and/or portal hypertension 
(including hepatic purification and detoxification techniques). or  
 b) Primary Acute Hepatocellular failure patients who are being considered for transplantation and require 
management of coagulopathy and / or portal hypertension (including hepatic purification and detoxification techniques).  
 
 
 
 
Classification of operation (NCEPOD definitions) 
EMERGENCY: Immediate life-saving operation, resuscitation simultaneous with surgical treatment (e.g. trauma, ruptured 
aortic aneurysm).  
Operation usually within one hour. 
URGENT: Operation as soon as possible after resuscitation (e.g. irreducible hernia, intussusception, oesophageal atresia, 
intestinal obstruction, major fractures). Operation within 24 hours. 
SCHEDULED: An early operation but not immediately life-saving (e.g. malignancy). Operation usually within three weeks. 
ELECTIVE: Operation at a time to suit both patient and surgeon (e.g. cholecystectomy, joint replacement). 
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APPENDIX TWO: TRAUMA CT IMAGING PROTOCOL 

 
 

Non-contrast-enhanced MDCT is of no value in trauma imaging.  
 
Protocol: 
 
Clamp urinary catheter before patient leaves emergency department.  
Oral contrast: Not required for standard protocol and may mask extravasations. 
Rectal contrast: When there is penetrating trauma to the abdominal or pelvic cavity, there is a strong 
argument for using rectal and oral contrast to help detect bowel injury.  
Give 1000 ml 2% iodinated contrast delivered via a drip system and ballooned Foley catheter. 
Intravenous contrast: 150 ml @ 3 ml/sec. Venous access whenever possible should be via an antecubital fossa 
vein. Avoid small peripheral lines on backs of hands, central lines etc.  
Commence scanning at 25 seconds. 
Scan from C6 to groin: Thorax should be in arterial phase (25 secs), abdominal and pelvic imaging should then 
follow aiming to commence scanning the liver and spleen at 60 to 65 seconds. If there is concern for arterial 
bleed then arterial phase abdomen and pelvis followed by portal venous phase abdomen and pelvis. 
 
Modify times for the elderly.  
 
 
Trauma CT should be vertex of the skull to pubis symphysis in the absence of lower limb injury. 
 
In order 
1. Standard head CT (unenhanced) 
 
2. CT facial bones (unenhanced) if required 
Reformats: standard sagittal and coronal 
 
3. Cervical spine (unenhanced) 
 
Collimation: 1.25 mm Coverage: C0–bottom of T1  
Reformats: standard sagittal and coronal and soft tissue 
 
4. CT neck (arterial phase) if required 
Reformats: standard sagittal and coronal and soft tissue 
 
5. Chest, abdomen, pelvis:  
Collimation 2.5 mm. In obese patient or if other technical problems, 5 mm may be a compromise option.  
Reformats – reconstruct 2.5 mm sagittal and coronal reformats for dorsal spine and lumbar spine 
 
-Delayed phase. Abdomen and pelvis 60 seconds post-commencement portal venous phase if required 
-If concerned for bladder injury then CT cystogram can be performed 
 
If suspicious of pelvic trauma, reconstruct pelvic images at 2.5 mm then do coronal reformats.  
Coronal soft tissues reformat of chest, abdomen and pelvis often helpful, particularly when discussing findings 
with clinicians 
 
6.  In addition: 3D Reconstructions for rib fixation and complex fractures of a specific body part as required 
should be carried out 
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5. Guidance on the indications for interventional radiology (IR) in trauma 

patients 

Decisions regarding IR will be modified according to the facilities and staff available and the patient’s 
stability at presentation  
 
 

Site IR 
 

Thoracic aorta 
 

Stent graft for suitable lesions 
 

Abdominal 
aorta 
 

 
Occlusion balloon, stent graft for suitable 
lesions 
 

Peripheral or 
branch artery 
 

 
Occlusion balloon, stent graft or embolisation 
 

Kidney 
 

Active arterial bleeding, embolisation or stent 
graft 
 

Spleen Active arterial bleeding or false aneurysm 
Focal embolisation for focal lesion  
Proximal embolisation for diffuse injury 
 

Liver 
 

Active arterial bleeding Focal embolisation if 
possible 
Non-selective embolisation if multiple bleeding 
sites as long as portal vein is patent  

Pelvis 
 

Focal embolisation for arterial injury (bleeding, 
false aneurysm or cut-off) 

Intestine 
 

Focal bleeding with no evidence of ischaemia or 
perforation. Or, to stabilise patient, allowing 
interval laparotomy pending treatment of other 
injuries 
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Standard 17 RCR: IR trauma teams should be in place within 60 minutes of the patient’s 
admission or 30 minutes of referral. 

 
5. References: 
 
 “Standards of Practice and Guidance for Trauma Radiology in Severely Injured Patients” 
June 2011 
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APPENDIX THREE: NATIONAL BURN CARE REFERRAL GUIDANCE 
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APPENDIX FOUR: NORTHERN BURN CARE NETWORK REFERRAL FORM (COMPLEX BURNS) 
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APPENDIX FIVE: NORTHERN BURN CARE NETWORK REFERRAL FORM (NON-COMPLEX 

BURNS) 
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APPENDIX SIX: THE PREGNANT MAJOR TRAUMA PATIENT PATHWAY 
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APPENDIX SEVEN: ACUTELY UNWELL/ CRITICALLY ILL PREGNANT OR RECENTLY PREGNANT 
WOMAN PATHWAY 
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APPENDIX EIGHT: INTER-HOSPITAL TRANSFER FORM 
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APPENDIX NINE: WALTON NEURO RAPID ACCESS FORM 
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APPENDIX TEN:BOAST 8: MANAGEMENT OF SPINAL CORD INJURY 
 

 
 


