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[bookmark: _Toc323203318]Acronyms

ABCDE	Airway, Breathing, Circulation, Disability, and Exposure/environment control
AHA		American Heart Association
ATLS		Advanced Trauma Life Support
AVPU		A-Alert; V-Verbal; P-Pain; U-Unconscious 
BLS		Basic Life Support 
CPR		Cardio Pulmonary Resuscitation
CT		Computed Tomography
FAST		Focused Abdominal Sonography for Trauma
GCS 		Glasgow Coma Scale
HBV		Hepatitis B Vaccine
LOC		Level of Consciousness
PHC		Primary Health Care
PPE		Personal Protective Equipment
PR		Per-rectal examination
SAMPLE	Symptoms, Allergies to medications, Medications taken, Past medical/surgical history, Last meal - Important to determine risk of aspiration, Events leading up to trauma
TBI	Traumatic Brain Injury


Clinical Guideline for Trauma Management
I. [bookmark: _Toc307144849][bookmark: _Toc323203319]General Information
Trauma is the leading cause of death for people between ages 1 to 44 years and is exceeded only by cancer and atherosclerotic disease in all age groups.[footnoteRef:1]  Emergency units play a key role in saving the lives of poly-traumatized patients.  Teams in the Primary Health Care (PHC) centers including trained physicians and nursing staff should be available in order to optimize patient care. Each person on the team should be familiar with the basics of trauma resuscitations as outlined below. [1:  Journal of Pakistan Medical Association, 2005.  ] 


All resuscitations should be performed using Basic Life Support (BLS) and Advanced Trauma Life Support (ATLS) guidelines. For the individual physician, assessment of the poly-traumatized patient is performed using a multistep approach, in which the airway is handled first and no other procedures are initiated until the airway is secured. Then, breathing and circulation are addressed (referred to as the ABCs of stabilization).  Using the trauma team approach, each team member should be assigned a specific task or tasks so that each of these can be performed simultaneously to ensure the most rapid possible treatment.

II. [bookmark: _Toc323203320]Patient Management
[bookmark: _Toc323203321]Primary Survey
[bookmark: _Toc323203322]A.  Assessment
In the primary survey, airway, breathing, and circulation are assessed and immediate life-threatening problems are diagnosed and treated. An easy-to-remember mnemonic is ABCDE: airway, breathing, circulation, disability, and exposure/environment control. The primary survey usually takes no longer than a few minutes, unless procedures are required. The primary survey must be repeated any time a patient's status changes, including changes in mental status, changes in vital signs, or the administration of new medications or treatments.

[bookmark: _Toc323203323]	i.	Airway Maintenance and Cervical Spine Protection
An obstructed airway is one of the most immediate and deadliest threats to life. The goals are to provide a patent airway and to protect the airway from future obstruction by blood, edema, vomitus, or other possible causes of blockage. The physician must also assure that in-line cervical stabilization is maintained for any patient with suspected or confirmed cervical spine fracture. 
Steps of Airway Rescue 
· Ask the patient a question; for example, ask how he or she is feeling. If the patient responds verbally, he or she has an intact airway, therefore, has a pulse. Also, the patient's level of consciousness can be briefly assessed. 
· Inspect for foreign bodies and facial, mandibular or tracheal/laryngeal fractures that may result in airway obstruction, measures to establish a patent airway should be instituted while protecting the cervical spine. 
· Snoring or gurgling suggests partial airway obstruction. A hoarse voice, subcutaneous emphysema, or a palpable fracture may indicate laryngeal trauma such a sign should be anticipated and dealt with.
· Assess the ability to protect the airway by checking the gag reflex. Touch the posterior pharynx with a tongue blade to initiate the gag response. If the patient is alert, the best way to check for the ability to protect the airway is to witness swallowing. Patients without a gag reflex cannot protect themselves from aspirating secretions into the lungs; these patients should be intubated. 
Treatment
· The jaw-thrust maneuver may be necessary. The most common airway obstruction is the base of the tongue falling backward into the posterior pharynx. The jaw thrust is performed by placing the fingers behind the angle of the mandible and lifting anteriorly. This is uncomfortable and may awaken an obtunded patient. 
· A possible alternative to the jaw thrust is the chin-lift maneuver. The chin of the patient is lifted superiorly, hyperextending the neck and opening the airway. This is dangerous in trauma patients because it may exacerbate a cervical spine injury. Its use is restricted to those patients in whom cervical spine injury has been excluded. 
· Remove any foreign bodies that are seen, including dentures. Do not perform a blind mouth sweep because this may push the obstruction farther down the pharynx. 
· Suction to remove secretions and blood.
· An oropharyngeal airway is for use only in unconscious patients. It is easily inserted to ensure airway patency while using a bag-valve mask ("bagging" the patient) or while preparing for endotracheal intubation. 
· A laryngeal mask airway is a simple airway device inserted through the mouth, with a mask that covers the larynx. It comes in different sizes, so check the package to choose the appropriate size for the patient. After inflating the cuff, the airway is secured. A laryngeal mask airway is very useful as a rescue airway, but it does not protect the patient from aspiration and should be considered only a temporary measure until definitive airway management is possible or it’s possible to use a more advanced airways if available like the Combitube and King Tube.

[bookmark: _Toc323203324]ii. 	Breathing
Airway patency alone does not assure adequate ventilation. Adequate gas exchange is required to maximize oxygenation and minimize carbon dioxide accumulation. Ventilation requires adequate function of the lungs, chest wall and diaphragm, each component must be examined and evaluated rapidly. 
Steps of Breathing Assessment
· Look at the skin, lips, and tongue for cyanosis, watch the patient breaths, listen and feel for both hands for equal bilateral chest expansion. 
· Check the pulse using a pulse oximeter; however, remember that pulse oximetry can be unreliable in patients with poor peripheral perfusion after trauma. Note: Pulse oximetry is a non-invasive method allowing the monitoring of the oxygenation of a patient's hemoglobin.[footnoteRef:2] [2:  www.nda.ox.ac.uk] 

Treatment
· Give Oxygen at 6-10 L/min via a non-rebreathing face mask. This is indicated for all patients suffering from polytraumatic injuries.
· Ventilate the patient with rescue breaths, a bag-valve device (bagging the patient), or a ventilator but put it in mind that if the ventilation problem is produced by a pneumothorax or tension pneumothorax, intubation with vigorous bag-valve ventilation could lead to further deterioration of patient .
· Treat open pneumothorax, tension pneumothorax, flail chest, and massive hemothorax.

[bookmark: _Toc323203325]iii.	Circulation and Hemorrhage Control
Hemorrhage is the predominant cause of post injury deaths that are preventable by rapid treatment. The level of consciousness, skin temperature and color, nail bed capillary refill time, rate and quality of the pulses are all markers for adequate circulation. 
Steps of Circulation Assessment
· Identify and control external bleeding with direct pressure. Include a log roll of the patient to identify posterior bleeding and perform per rectal examination (PR).
· Cardiac and blood pressure monitoring is indicated.
· Draw blood for basic laboratory studies, including hematocrit and a pregnancy test for all females of childbearing age.
· Intra-abdominal hemorrhage is a common life-threatening source of bleeding, and it must be considered in any hypotensive patient and can be assessed quickly with focused abdominal sonography for trauma (FAST) and per rectum examination (PR).
Treatment
· Resuscitate with 2 large-bore (14- to 16-gauge) intravenous catheters, using warmed fluids.
· Control hemorrhage by direct pressure over the wounds; tourniquets should be considered only in very limited circumstances (e.g., traumatic amputation).
· Perform Cardio-pulmonary resuscitation (CPR) if needed.
· Use the left lateral recumbent position for all pregnant patients to relieve pressure on the inferior vena cava.
[bookmark: _Toc323203326]iv.	Disability
During the initial rapid assessment of the critically ill patient, it is helpful to use the Alert, Verbal, Pain, Unconscious (AVPU) scale with an examination of the pupils; and the Glasgow Coma Scale (GCS) should be used in the full assessment. The AVPU scale is a quick and easy method to assess level of consciousness. It is ideal in the initial rapid ABCDE assessment:

· A-Alert: able to answer questions
· V-Verbal: responds to verbal stimuli 
· P-Pain: responds only to pain stimuli and there is need to protect patient’s airway
· U-Unconscious: there is need to protect patient’s airway and considering intubation
[bookmark: _Toc323203327]v.	Exposure/Environment Control
Expose the patient by removing all of his or her clothes. Hypothermia is a frequent complication of trauma and is due to waiting on scene and peripheral vasoconstriction. Keeping the patient warm is often forgotten during the trauma resuscitation. Control hypothermia with adequate warming or blankets.
[bookmark: _Toc323203328]B.  Adjuncts to the Primary Survey
· Radiography: The "trauma triple" is a portable cervical spine, an anteroposterior chest, and an anteroposterior pelvis radiograph. These provide the maximum amount of information about potentially dangerous conditions in a minimum amount of time. 
· Laboratory studies: Obtain a complete blood cell count and chemistry, urinalysis and a beta-human chorionic gonadotropin value in all females of childbearing age. 
· Blood preparations: Order a type and screen, and consider cross-matching 2-4 units of red blood corpuscles (RBCs), depending on the severity of the trauma and shock. 
· Urinary and gastric catheterization
· Temperature monitoring
· Cardio pulmonary resuscitation (CPR): should follow the latest updated guideline; the following is recommended by the American Heart Association (AHA):
· Follow the C-A-B technique (compression – airway – breathing) 
· Compression should be in a rate of 100/min moving the chest inward at least 2 inches in adult and 1/3 of the chest diameter in children.
· Compression ventilation rate should be 30/2.
· Minimize interruption to the chest compression. 

[bookmark: _Toc323203329]Secondary Survey

The secondary survey is performed only after the primary survey has been finished and all immediate threats to life have been treated. The secondary survey is a head-to-toe examination designed to identify any injuries that might have been missed. 
Specialized diagnostic tests are performed to confirm potentially life-threatening injury only after the primary survey has been completed, all immediate threats to life are treated or stabilized, and hemodynamic and ventilation status are normalized. These tests include extremity radiography and formal ultrasonography.
The trauma patient must be re-evaluated constantly to identify trends from the physical examination and laboratory findings. Administer intravenous opiates or anxiolytics in small doses to minimize pain and anxiety without obscuring subtle injuries or causing respiratory depression.
A. [bookmark: _Toc323203330]Patient History
The history in the secondary examination is focused on the trauma and pertinent information if the patient is to be sent to surgery. The mnemonic SAMPLE covers the basics.
· Symptoms - Pain, shortness of breath, other symptoms 
· Allergies to medications 
· Medications taken 
· Past medical/surgical history 
· Last meal - Important to determine risk of aspiration 
· Events leading up to trauma
B. [bookmark: _Toc323203331]Physical Examination
[bookmark: _Toc323203332]I. 	Head and Skull Examination
Head trauma causes 50% of all trauma deaths[footnoteRef:3] and therefore should be of the highest priority during the secondary survey. Intracranial bleeding, including subarachnoid hemorrhage, intracranial hemorrhage, subdural hematoma, and epidural hematoma all can be identified by a neurologic examination and non-contrast head computed tomography (CT) scanning. Suspect intracranial injury in any patient with focal neurologic signs, altered mental status, loss of consciousness, persistent nausea and vomiting, or headache, even if those symptoms may be explained easily by other intoxications or injuries. Any patient with suspected intracranial injuries should undergo head CT scanning as soon as he or she is hemodynamically stable.  [3: Foundation for the Education and Research of Neurological Emergencies”] 

Examination of the head involves assessing the level of consciousness, eyes, and skull. The level of consciousness can be quickly quantified using the GCS.
The Glasgow Coma Scale (GCS) is the most commonly used rating system. The GCS is used to measure eye opening, gross motor function, and verbalization of the patient. Each category has a point score, and the sum of the 3 scores is the total GCS rating. The GCS is as follows:
Eye opening (E) 
· Spontaneous - 4 points
· To speech - 3 points
· To painful stimulus - 2 points
· No response - 1 point
Movement (M)
· Follows commands - 6 points
· Localizes to painful stimulus - 5 points
· Withdraws from painful stimulus - 4 points
· Decorticate flexion - 3 points
· Decerebrate extension - 2 points
· No response - 1 point

Verbal response (V)
· Alert and oriented - 5 points
· Disoriented conversation - 4 points
· Nonsensical words - 3 points
· Incomprehensible sounds - 2 points
· No response - 1 point
Altered level of consciousness can be due to multiple factors, including intoxication, hypoxia, hypotension, or cerebral injury.
Head injury management involves aggressive treatment of hypoxia and hypotension to prevent secondary brain injury and an immediate referral of the patient to a neurosurgeon. Maintain the mean arterial blood pressure at 90 mm Hg or above in patients with suspected intracranial injury in order to maintain cerebral perfusion pressure. Methods to treat intracranial hypertension, such as raising the head of the bed, hyperventilation, furosemide (Lasix), and mannitol, may be considered before referring the patient in addition to other life saving measures.
The Traumatic Brain Injury (TBI) scale is as follows: 
· Mild TBI: GCS rating of 14-15
· Moderate TBI: GCS rating of 9-13; requires careful monitoring to avoid hypotension or hypoxia
· Severe TBI: GCS rating of 8 or less; requires careful monitoring to avoid hypotension or hypoxia, but also requires intubation and admission to an intensive care setting
[bookmark: _Toc323203333]II. 	Maxillofacial Examination
Injuries to the face are rarely life threatening unless they involve the airway. Look inside the mouth and nose for bleeding or hematomas. Examine the maxilla and mandible for instability. Consider early intubation to protect the airway, which may become compromised later because of tracheal swelling or excessive secretions.
[bookmark: _Toc323203334]III. 	Neck Examination
The neck contains three very important structures anteriorly (i.e., trachea, pharynx/esophagus, great vessels) and holds the spine posteriorly. All these structures must be evaluated in patients with penetrating trauma to the neck. Any patient with penetrating trauma to the neck in which the superficial fascia and muscles are penetrated should be referred to a facility where an otolaryngologist and vascular surgeons available.
Cervical spine clearance
All patients with any possibility of cervical spine fracture based on history, physical examination findings, or mechanism of injury must be immobilized with a hard collar until a proper examination can be performed. Patients who can be considered for clinical cervical spine clearance must meet the following criteria: 
· No focal neurologic deficits
· No distracting injuries, e.g., gunshot wound, pelvic fracture, long bone fracture
· No intoxications (e.g., alcohol, opiates)
· Full orientation and awareness
· No midline neck tenderness

Instruct the patient to slowly rotate the head from side to side. If this is performed without pain or tingling sensations or numbness of the extremities, the cervical spine fractures are excluded.  Do not leave patients on the long board with a hard collar in place longer than necessary. The limitation of movement causes both anxiety and musculoskeletal pain, which distress the patient and can obscure follow-up examinations.
[bookmark: _Toc323203335]IV. 	Chest Examination
Thoracic injuries account for 25% of the trauma-related mortality rate. Of thoracic injuries, only 15% of all thoracic injuries require surgical treatment, such as a thoracotomy and/or specialized surgical procedures; thus, most cases of thoracic trauma can be managed by any ATLS-trained physician  (Mathox)[footnoteRef:4].  [4:  Department of Surgery, Baylor College of Medicine and Emergency Surgical Services, Ben Taub General Hospital, Houston, Texas, USA.] 

Inspect the chest for tracheal deviation, bruising, deformity, and motion of the chest wall during respiration. Auscultate the heart for muffled heart sounds. Auscultate the lungs for breath sounds. Palpate the chest for tracheal deviation which may indicate the presence of hemothorax or pneumothorax, subcutaneous emphysema or bony crepitus, which may indicate tracheobronchial disruption or rib fractures, respectively.
[bookmark: _Toc323203336]V. 	Abdominal Examination
Abdominal trauma is separated into blunt and penetrating injuries. Patients are indicated for referral to a higher level immediately if any of the following are present:
1.  Evisceration
2.  Penetrating injuries caused by firearms or objects
1. Any abdominal trauma accompanied by shock
2. Free air under the diaphragm on chest radiographs, and/or peritoneal signs
Blunt abdominal injuries can be subtle. Solid organ damage that is causing occult bleeding into the abdomen can be overlooked in patients with other injuries that distract attention. Most patients with blunt abdominal trauma who are hemodynamically stable and have no evidence of intra-abdominal bleeding can undergo ultrasonography, and many are treated with conservative measures. 
Examine the abdomen for surgical scars, contusions (seatbelt sign), or lacerations. Listen for bowel sounds. Feel gently for tenderness; exclude intra-abdominal bleeding which need aggressive management. 
[bookmark: _Toc323203337]VI.	Spinal Cord/Vertebral Column
Palpate every spinous process to assess for point of tenderness. Any point tenderness, bony step-offs, or abnormalities should prompt immediate spinal radiography to evaluate the damage. Management of spinal fractures includes total immobilization of the spine and referring the patient to a neurosurgical specialist. The use of high-dose methylprednisolone is no longer recommended. Any patient with hypotension and a bradycardia should be assessed for neurogenic shock and a high spinal cord injury. 
Afterwards, complete the neurologic examination, including motor and sensory examinations and reflexes.
[bookmark: _Toc323203338]VII. 	Genitourinary Examination
Perform a rectal examination, examine the perineum, and perform a genital/vaginal examination. Rectal tone is an indicator of spinal cord function, and a patient with poor rectal tone should be considered to have a spinal cord injury until proven otherwise. The stool is assessed for fresh blood that might indicate an open pelvic fracture or other injury that has lacerated the rectum. A vaginal or genital examination is performed. A foley’s catheter is placed unless contraindicated by signs of urethra injury, such as a high-riding prostate, blood at the meatus, or scrotal/perianal hematoma.
[bookmark: _Toc323203339]Pitfalls in Trauma patient management:
1. When intubation and ventilation are necessary in the unconscious patient, the procedure itself may cause pneumothorax, and the patient`s chest must be re-evaluated and chest x-ray must be performed as soon as possible.
2. The pulse oximeter sensor should not be placed distal to the blood pressure cuff, misleading information regarding hemoglobin saturation and pulse will be generated.
3. Some maxillofacial fractures are difficult to be identified early in the evaluation. Therefore, frequent assessment is crucial.
4. Elderly patients are not tolerant of even relatively minor chest injuries. Progression of acute respiratory insufficiency must be anticipated and support should be instituted before collapse occurs.
5. Blood loss from pelvic fractures can be difficult to control and fatal hemorrhage may result. A sense of urgency should accompany the management of these injuries.
6. Needle stick injuries and accidental exposure to blood and body fluids: This is one of the most common occupational accidents to the health care workers and they should be familiar in preventing and dealing with such accidents.
Prevention:
a. Use the special needle disposal containers to avoid needle sticks.
b. Use proper personal protective equipment (PPE) such as gloves and mouth masks.
c. Health care workers should receive vaccination specially hepatitis B vaccine (HBV).

Actions after the injury:
a- Let the wound bleed for a moment and then clean thoroughly with water or saline solution, disinfect the wound using soap and water followed by 70% alcohol. In case of contact with mucus membrane, it is important to rinse immediately and thoroughly using water or saline solution only. 
b- Report the incident immediately. 
c- If the source of blood is known, a blood sample should be taken for HIV and Hepatitis B and C tests.
d- For additional information please refer to Care of Health care Workers of the Infection Prevention and Waste Disposal Guidelines for PHCs/Iraq.[footnoteRef:5]  [5: MoH/Iraq. Infection Prevention and Waste Management Guideline. ] 

[bookmark: _Toc323203340]Indication of referral to a higher level:
Dealing with trauma patients at the Primary Health Care Centers needs to be done with caution, as it is the physician’s responsibility to identify patients who need to be referred to higher level. In general the following points should be considered when referring the patient:
1. The receiving facility should have a clear idea about the patient condition, type of care needed, availability of care, before referring the patient.
2. The physician must be sure that all the available measures had been taken before referring the patient.
3. Life threatening emergencies should be referred by ambulance.
4. The decision of where to refer the patient is the physician’s role as the physician knows the type of services available in the receiving facility.
5. The physician should explain to the patient and/or family the reason for referral and answer any other questions.
The indication for referral to higher level can be summarized as follows:
1. Patient needs advanced care that is not available in the Clinic: this includes surgical interventions that need to be done urgently; care at an intensive care unit and by other specialist that is not available at the PHC level. However, it is hoped that, in the future simple lifesaving procedures should be performed in the PHC emergency department.
2. If there is a lack of skills, instruments or equipment, then patient should be referred immediately after performing the ABC lifesaving measures.
3. Lack of radiology services.
[bookmark: _Toc323203341]Contraindication of referral to higher level:
1. Patients whose vital signs are unstable due to active bleeding, multiple fractures or suspicion of internal bleeding: such patients should not be referred unless the physician is sure that a proper resuscitation measures have been performed.
2. Patient with minor trauma not requiring any advanced medical support should not be referred; however making an accurate diagnosis is essential to ensure that the patient’s life is not threatened.

Figure 1: Algorithm of Assessment of polytraumatized patient
[bookmark: _Toc323203342]Algorithm: Assessment of Polytraumatized Patient 
 (
Primary Survey
)
 (
*Whenever you reach a level in the algorithm w
here the skills, instruments or
 equipment is not available
,
 refer the patient immediately after ABCDE
) 
 (
Airway and C spine protection stabilization
)


 (
* Remove visible foreign body 
*Jaw thrust or chin lift 
*Suction of fluid and blood 
*Use of pharyngeal or nasopharyngeal tubes
* Use advanced airway e.g.: L mask, 
Combitube
, King 
tube
 if available 
  
) (
Patent
) (
Obstructed  
) (
Is the patient breathing?
) (
Look , Listen ,Feel
)
 (
Airway
) (
Airway
)  
 (
Check circulation
Pulse Rate, BP, Skin color,  Skin temperature, check for posterior bleeding-per rectal exam 
If there are signs of shock: 
*control hemorrhage 
*draw blood sample
*start 2 large port IV lines
*start IV fluid
*give packed RBS
*send for FAST to exclude intra-abdominal hemorrhage 
) (
After air way 
) (
Give the Pt.
*O2 6-10 L/M
*Rescue breaths 
) (
No 
) (
YES 
) yy[image: ]

 (
Stabilization 
)

 (
After air way 
)
 (
Treat the pt accordingly except Tension pneumothorax *Refer to RCU if needed
) (
Stabilization 
)












 (
After ABC check
And 
if patient
 is vitally stable
)
 (
Maxillofacial examination
Look inside the mouth and nose 
for 
bleeding and hematoma 
*check for fractures
) (
Consult the neurology team 
If not available refer the patient
) (
Head and Skull examination
) (
Secondary survey 
) (
Consider TBI and consult the neurology team 
) (
Exclude:
Hypoxia, hypoglycemia, hypothermia or hyperthermia  
) (
Decreased LOC 
)

 (
Check for Disability
Assessed by AVPU
)


 (
Normal GCS
)
 (
Exposure and Environmental control
) (
Normal LOC 
)
 (
Still decreased LOC
)




 (
Patient history if to be sent for surgery 
)


 (
Assess patient LOC by GCS
) (
Any abnormal finding
)

 (
No Abnormal findings
)


 (
Consult the maxillofacial team 
If not available refer the patient  
)
 (
Any Abnormal finding
)




 (
Evaluate the:
Trachea
Pharynx
Larynx
The great vessels
) (
Do the cervical clearance after applying the criteria 
) (
-Send for X-ray
-refer to a neurosurgery team
) (
Chest examination 
Inspection, palpation, auscultation 
) (
Penetrating trauma 
) (
to the neck  
) (
Neck examination
)               
 (
Any Abnormal finding
) (
No Abnormal findings
)
 (
Do proper lifesaving procedure 
)


 (
Refer the patient for cardiothoracic surgeon   
)
 (
Immediately refer to Otolaryngologist and vascular surgeon 
) (
Abdominal examination
)

 (
If there is suspicion of intra-abdominal hemorrhage and patient vitally stable send for FAST 
) (
No Abnormal findings
)
 (
If there is :
Evisceration, penetrating injury, air under diaphragm on CXR
)

 (
Spinal cord and vertebral column examination
-Palpation
-Neurological examination
)


 (
Immediately send for laparotomy 
)
 (
No Abnormal findings
) (
Any Abnormal finding 
)
 (
Genitourinary examination
)


 (
Any Abnormal finding
)
 (
Refer the patient to a Urologist 
)


[bookmark: _Toc323203343]
Emergency Care Performance Assessment Checklist 
Directions: Rate the performance by provider of each step or task using the following rating scale:

2 = Performs the step or task completely and correctly.
[bookmark: _GoBack]1 = Performance of Step or task could be performed better (needs improvement) 
0 = is unable to perform the step or task completely or correctly or the step/task was not observed.
N/A (not applicable) = Step/task was not needed.
	Skill 
	Score
	Comment

	
	0
	1
	2
	N/A
	

	Knows how to triage patients 
	
	
	
	
	

	Assesses pulse ( rate, rhythm, volume)
	
	
	
	
	

	Assesses any abnormal heart sounds 
	
	
	
	
	

	Assesses breathing sounds and rate
	
	
	
	
	

	Assesses the patient level of consciousness  according to Glasgow comma scale  
	
	
	
	
	

	Assesses the patient level of consciousness  according to AVPU
	
	
	
	
	

	Assesses abnormal neurological findings ( spinal injury, head injury )
	
	
	
	
	

	Assesses abdominal bowel sounds
	
	
	
	
	

	Classifies fractures (simple, compound)
	
	
	
	
	

	Splints fractures properly  
	
	
	
	
	

	Assesses the presences of vascular injury  
	
	
	
	
	

	Assesses the presence of nerve injury 
	
	
	
	
	

	Assesses the presence of vascular embarrassment associated with fractures (compartment syndrome )  
	
	
	
	
	

	Knows how to assess acute abdominal conditions:
· Abdominal trauma 
· Bowel obstruction 
· GI bleeding
	
	
	
	
	

	Knows the indication of the ACLS drugs 
· Atropine
· Epinephrine 
· Lidocaine
· Amiodarone  
· Sodium bicarbonate
	
	
	
	
	

	Interprets findings from a 12-lead ECG
	
	
	
	
	

	Interprets lab results 
· BUN and creatinine 
· Electrolytes   
	
	
	
	
	

	Manage endotracheal tube 
- Intubation
- Extubation  
	
	
	
	
	

	Manages chest tube 
· Insertion of the tube 
· Measuring the underwater seal 
· Removal of the tube 
	
	
	
	
	

	Inserts peripheral Intravenous line 
	
	
	
	
	

	Inserts central Venous line
	
	
	
	
	

	Inserts a nasogastric tube 
	
	
	
	
	

	Inserts a foley’s catheter  
	
	
	
	
	

	Performs gastric lavage  
	
	
	
	
	

	Performs eye irrigation 
	
	
	
	
	

	Performs nasal packing 
	
	
	
	
	

	Performs wound debridement
	
	
	
	
	

	Sutures wounds or applies staples 
	
	
	
	
	

	Removes sutures or staples 
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