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This manual establishes the operational ,  c l inical ,  and managerial  standards for the 

Center for Trauma, Emergency,  and Crit ical  Care (the Center)  at  Demartino Public  

Hospital .  I t  serves as the single,  authoritat ive source for al l  procedures and policies 

governing the care of  acutely i l l  and injured patients.  I ts  purpose is  to standardize 

care,  ensure accountabil i ty,  and al ign the Center 's  functions with national  health 

priorit ies  and international  best  practices,  thereby fostering a culture of  excellence 

and saving l ives.

H.E: Dr Hassan Sheikh Mohamud
President Of Somalia



To be the leading public-sector provider of  integrated,  l i fe-saving care for the 

acutely i l l  and injured,  el iminating preventable death and disabil i ty in our 

community.

Char ter  and Mandate of  the Center for 
Trauma, Emergency,  and Cr itical  Care

1.1 Vision Statement

To deliver t imely,  evidence-based,  and patient-centered trauma, emergency,  and 

crit ical  care services through a coordinated,  multidisciplinary system, continuous 

professional  development,  and a steadfast  commitment to quality and equity.

1.2 Mission Statement
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Section One



The operat ions of  the  Center  are  founded upon a  set  o f  core  principles  that  re�ect  i ts  

profound publ ic  health responsibi l i t ies .

Timeliness as a 
Dimension of  Qual ity

Integration

The e�ectiveness of  many l i fe-saving health 

interventions is  cri t ical ly t ime-dependent,  

decl ining with every delay.  The Center is  

therefore structured to maintain an unbroken 

chain of  care,  from the community and 

pre-hospital  environment,  through the 

emergency unit ,  to de�nitive operative and 

crit ical  care,  and �nally to rehabil i tat ion.  

This  principle acknowledges that  organized 

emergency care systems save l ives by 

ensuring early recognit ion of  acute 

conditions and t imely access to the necessary 

interventions.

Equity and Universal  
Access
As a public  insti tution,  the Center is  

committed to providing non-discriminatory 

access to al l  persons in need of  t imely care,  

without regard to their  abil i ty to pay or other 

socio-cultural  factors.  I t  functions as the 

health system's primary safety net ,  of ten 

serving as the �rst  point  of  contact  for  

marginalized and vulnerable populations 

who may only seek care when acutely i l l .  This  

commitment ful�lls  the obligations of  

numerous rights-based treaties concerning 

women, children,  and people with 

disabil i t ies .

The Center does not  operate as an isolated 

department but as a fully integrated hub 

within Demartino Public  Hospital  and the 

broader regional  health system. This 

integration spans the entire continuum of 

care,  encompassing pre-hospital  services,  

primary care referrals ,  emergency unit  

stabil ization,  operative and crit ical  care,  

ward-level  management,  and rehabil i tat ive 

services.  This  systemic approach ensures 

continuity of  care and safe transit ions for 

patients between di�erent levels  and 

departments.

System Resi l ience 
A robust ,  well-organized daily emergency 

care system is  the essential  foundation for an 

e�ective response to mass casualty events,  

natural  disasters,  and disease outbreaks.  By 

maintaining the capacity to manage everyday 

emergencies,  the Center provides the surge 

capacity and skil led workforce necessary to 

l imit  direct  mortal i ty from a major event and 

prevent the "secondary mortal i ty"  that  occurs 

when routine emergency services collapse.

1.3 Guiding Principles
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The Center 's  mandate is  strategical ly posit ioned as a crit ical  asset  for  the 

national  health system, directly contributing to both national  and global  public  

health objectives.  This  al ignment provides the strategic justi�cation for the 

Center 's  resource al location and policy support ,  framing it  not  as a cost  center 

but as a vital  engine for public  health value.

The Center 's  act ivit ies  are explicit ly designed to advance the goal  of  Universal  

Health Coverage (UHC) by providing an essential  package of  t ime-sensit ive 

health services.  I ts  function is  cri t ical  to reducing the signi�cant burden of  

disease in the region,  where an estimated 54% of  al l  deaths are due to conditions 

that  are addressable by e�ective pre-hospital  and emergency care.

Furthermore,  the Center 's  mandate is  directly al igned with the United Nations 

Sustainable Development Goals  (SDGs).  By providing e�ective post-crash care,  

the Center is  a  key mechanism for achieving SDG 3.6 (halve deaths and injuries 

from road tra�ic crashes) .  By treating obstetric  emergencies and acute pediatric  

i l lnesses,  i t  contributes to SDG 3.1 (reduce maternal  mortal i ty)  and SDG 3.2 (end 

preventable deaths of  newborns and children).  By managing acute exacerbations 

of  noncommunicable diseases and acute infections,  i t  supports  SDG 3.4 and SDG 

3.3.  By ensuring access to essential  healthcare services,  i t  underpins SDG 3.8 

(achieve UHC).  Finally,  i ts  role in disaster  response is  integral  to SDG 11.5 

(reduce the impact  of  disasters) .

Operationally,  the Center adheres to the principles and frameworks established 

by the World Health Assembly,  particularly resolutions WHA72.16 on 

Emergency Care Systems for UHC and WHA76.2 on Integrated Emergency,  

Crit ical  and Operative Care.

1.4 Al ignment with National  and Global  Health Imperatives
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E�ective governance is  the bedrock of  a  high-functioning cl inical  center.  A clear 

leadership structure with de�ned roles,  responsibil i t ies ,  and formal committee 

oversight ensures accountabil i ty,  faci l i tates inter-departmental  collaboration,  and 

drives strategic al ignment with the Center 's  mission.

The Center is  managed by a dedicated leadership team that  reports  to the executive 

leadership of  Demartino Public  Hospital .  The organizational  structure is  designed 

to promote clear l ines of  authority and faci l i tate integrated decision-making across 

the di�erent cl inical  areas.

(An i l lustrative organizational  chart  would be inserted here,  showing the Hospital  

Director at  the top,  fol lowed by the Center Director,  who oversees the Medical  

Directors of  Trauma, Emergency,  and Crit ical  Care,  as  well  as  the Head of  Nursing.  

Dotted l ines would show collaborative relationships with heads of  Surgery,  

Anesthesia,  Radiology,  etc . )

2.1 Organizational  Char t

Gover nance and Leadership 
Str ucture
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2.2 Leadership Roles and Responsibi l i t ies

The leadership team is  responsible  for  the  strategic ,  c l inical ,  and administrat ive  oversight  

o f  the  Center.

Center Director

Possesses overall strategic, 
�nancial, and administrative 
responsibility for the Center. 
This individual serves as the 
primary l iaison to hospital 
executive leadership, advocates 
for necessary resources, and 
chairs the Trauma Systems 
Steering Committee to ensure 
high-level programmatic oversight.

Medical  Director,  
Emergency Services

M a n a g e s a l l c l i n i c a l a n d 
administrative functions of the 
Emergency Department (ED). 
This individual is responsible 
for overseeing the triage process, 
directing initial resuscitation 
e � o r t s fo r a l l n o n - t ra u m a 
emergencies, managing patient 
�ow, and ensuring the 24/7 
readiness of the ED.

Head of Nursing,  
TECC
Manages all nursing and technical 
sta� within the Center's units 
(ED, ICU, Wards). 
This leader is responsible for 
nurse sta�ing, scheduling, 
competency assessment, 
professional development, and 
e n s u r i n g a d h e r e n c e t o a l l 
nursing-speci�c protocols and 
standards of care.

Medical  Director,  
Crit ical  Care 
Manages the Intensive Care 
Unit (ICU), Critical Care Unit 
(CCU), and Neurotrauma ICU. 
This director is responsible for 
the care of all critically ill 
patients admitted to the Center, 
developing and implementing 
evidence-based critical care 
protocols, and leading daily 
multidisciplinary rounds.

Medical  Director,  
Emergency Services:  
M a n a g e s a l l c l i n i c a l a n d 
administrative functions of the 
Emergency Department (ED). 
This individual is responsible 
for overseeing the triage process, 
directing initial resuscitation 
e � o r t s f o r a l l n o n - t r a u m a 
emergencies, managing patient 
�ow, and ensuring the 24/7 
readiness of the ED.
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Trauma Systems 
Steering Committee

Chaired by the  Center  Director,  this  
high-level  committee  includes  the  Center's  
medical  leadership and representat ives  from 
Surgery,  Anesthesia ,  Orthopedics ,  
Neurosurgery,  Radiology,  the  Blood Bank,  
and hospital  administrat ion.  I t  meets  
quarterly  to  review the  Center's  overal l  
performance,  address  systemic chal lenges ,  
guide  strategic  planning,  and approve major  
changes  to  pol icy or  resource  a l locat ion.

Inter-depar tmental  Coordination 
Protocols

This  is  the  primary operat ional  body for  
qual i ty  assurance.  Chaired by the  Medical  
Director  o f  Trauma Services ,  i t  is  
responsible  for  the  functions detai led in 
Sect ion 3 of  this  manual .

Performance Improvement and 
Patient Safety (PIPS) Committee

The Center's  leadership is  responsible  for  establ ishing 
and maintaining formal  Service  Level  Agreements  
(SLAs)  and communicat ion protocols  with al l  anci l lary 
and support  services .  This  ensures  seamless  pat ient  care  
by de�ning expectat ions for  response  t imes and service  
del ivery from Radiology,  Laboratory,  Blood Bank,  
Pharmacy,  and other  essential  departments ,  thereby 
operat ional iz ing a  key component of  the  WHO 
Emergency Care  System Framework.

The operat ions of  the  Center  are  founded upon a  set  o f  core  principles  that  re�ect  i ts  

profound publ ic  health responsibi l i t ies .

1.3 Guiding Principles

1

3
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Using data from the Trauma 
Registry and other sources 
to monitor key processes and 
outcomes.

Systematic 
Monitor ing

Implementing targeted 
changes to protocols, 
training, or resource 
allocation to address 
identi�ed problems.

Corrective 
Action 

Analysing data to identify 
preventable deaths, 
complications, or deviations 
from best practice.

Problem 
Identi�cation 

Re-monitoring the data to 
determine if the corrective 
actions were successful and 
resulted in improved 
performance, a step often 
referred to as "closing the 
loop".

Evaluation

Quality Improvement and 
Per for mance Management

A commitment to quality is  not  passive;  i t  is  an active,  data-driven process of  

continuous evaluation and improvement.  The Center 's  quality program is  designed 

to move beyond simple case review to a systematic  approach that  identi�es trends,  

corrects  systemic de�ciencies,  and measurably improves patient  outcomes.  This  

system creates a powerful ,  unbreakable l ink between data collection,  formal 

analysis ,  and mandated action,  transforming the quality improvement process from 

a theoretical  exercise into an engine for tangible change.

The Center  adopts  the  WHO-endorsed model  o f  performance improvement.  This  is  a  cycl ical  
process  that  involves :

3.1 Continuous Quality Improvement (CQI)  Framework
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The Trauma Registry is  the  cornerstone of  the  entire  CQI program. Its  maintenance and use  

are  not  opt ional  but  are  a  core  function of  the  Center.

3.2 The Demartino Trauma Registry
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Mandate:  The registry is  mandated for the t imely,  accurate,  and 

complete data collection on al l  patients admitted with a 

diagnosis  of  trauma.

Data Elements:  The registry wil l  capture a standardized dataset  

including:  patient  demographics,  mechanism of  injury,  

pre-hospital  care provided,  physiologic parameters upon arrival  

(GCS,  vital  s igns) ,  al l  diagnoses coded using ICD-10,  al l  

procedures performed, length of  stay in the ED, ICU, and 

hospital ,  and �nal  patient  outcome (discharged,  transferred,  

died).

Responsibility:  A designated and trained Trauma Registrar wil l  

be responsible for data abstraction,  entry,  and management to 

ensure data integrity and consistency



Data from the  registry direct ly  fuels  the  Center's  formal  review processes ,  which are  

designed to  be  non-punit ive  and focused on system improvement.

3.3 Cl inical  Audit  and Review Processes

Morbidity & Mortal i ty  (M&M) Conference :  This is  a mandatory,  monthly,  

mult idiscipl inary conference chaired by the Medical  Director of  Trauma 

Services.  Al l  trauma deaths and selected cases with signif icant complications 

are presented for  peer review. The discussion wil l  focus on identifying 

oppor tunit ies for  improvement in cl inical  judgment,  technical  ski l l ,  or  system 

processes.  The f indings and action i tems from the M&M conference are 

formally documented and tracked by the PIPS Committee.

Audit  Fi l ters :  The PIPS Committee wil l  continuously monitor a set  of  key 

performance indicators based on international  standards.  Cases that fal l  

outside these predefined f i l ters automatical ly  tr igger a detai led char t  review 

to determine if  a  correctable qual ity issue occurred.  

In i t ia l  audit  f i l ters for  Demar t ino Hospital  wi l l  include :

Time from ED arrival to 

laparotomy for patients with 

penetrating abdominal trauma 

and hypotension (>1 hour).

Unplanned return to the 

Operating Theatre within 

48 hours.

Development of hospital-acquired 

complications such as 

ventilator-associated pneumonia 

or deep vein thrombosis

Time from ED arrival to 

craniotomy for patients with 

epidural or subdural 

hematomas (>4 hours).

Any trauma death in a patient 

with a low Injury Severity 

Score (ISS).

1 2 3

54
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The Center's leadership will conduct a 
biennial, comprehensive self-assessment 
using the WHO Emergency Care System 
Assessment Tool. This standardized 
instrument helps to identify systemic gaps 
across the entire care continuum from 
governance and �nancing to scene care and 
facility-based services and provides a 
roadmap for setting strategic priorities.

WHO System Assessment
The Center's capabilities will be continuously 
benchmarked against the criteria outlined in 
foundational documents such as the 
"Guideline for Establishing Emergency 
Medical and Trauma Centers" and WHO's 
"Guidelines for essential trauma care". This 
allows for a transparent determination of the 
Center's functional level (e.g., Level I, II, or 
III) and helps identify speci�c, targeted 
investments needed to achieve a higher level of 
care.

EMTC Level Benchmarking 

To ensure  the  Center's  development al igns with establ ished best  pract ices ,  i t  wil l  engage in 

regular,  structured se l f -assessment.

3.4 System Assessment and Benchmarking
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This table provides a clear summary of  the Center 's  current resources and services,  

benchmarked against  internationally recognized standards for di�erent levels  of  

trauma centers.  This  serves as a strategic tool  for  self-assessment,  gap analysis ,  and 

planning for future upgrades.

Table 1:  Demar tino EMTC Capabil i t ies Benchmark

Infrastructure

Sta�ing (24/7 Availability)

Diagnostic Services (24/7)

Level I 
Requirement

Service/Resource Level II 
Requirement

Level III
Requirement

Demartino 
Hospital Status

Resuscitation  
Room EssentialEssential Essential Available

Operating 
Theatre (24/7) EssentialEssential Essential Available

Trauma 
Registry EssentialEssential Essential Available

General  
Surgeon

In-house/
On-callIn-house On-call Available (On-call)

Orthopaedic
Surgeon

In-house/
On-callIn-house On-call Available (On-call)

Emergency 
Physician DesirableEssential Desirable Available (In-house)

Intensivist DesirableEssential Desirable Available (In-house)

X-Ray EssentialEssential Essential Available

Ultrasound (FAST) EssentialEssential Essential Available

Blood Bank 
(MTP capabil i ty) EssentialEssential Essential Available

Arterial  Blood
 Gas (ABG) EssentialEssential Desirable Available

CT Scanner DesirableEssential Desirable Available (On-call  
Technician)

Anaesthesiologist In-house/
On-callIn-house On-call Available (On-call)

Neurosurgeon ReferralIn-house/
On-call Referral Available (On-call)

Intensive Care 
Unit  ( ICU) DesirableEssential Desirable Available 

(CCU/NeurotraumaICU)

Source :  Adapted from.
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P a r t  Tw o

THE PATIENT CARE CONTINUUM:  
OPER ATIONAL PROTOCOLS

This part  provides the detai led Standard Operating Procedures (SOPs) for each 

phase of  the patient 's  journey.  These protocols  are designed to be prescriptive,  

ensuring that  every patient  receives a standardized,  high-quality level  of  care from 

the moment of  entry into the system unti l  discharge.

D e  M a r t i n o  P u b l i c  H o s p i t a l

RA TIM NE O
D

DMHP LU AB TIL PI C S H O

Page |  13



Pre-Hospital  and 
Transfer  Ser vices

Section Four

While Demartino Hospital  does not  directly operate pre-hospital  ambulance 

services,  i ts  function as a designated trauma center necessitates seamless 

integration with these providers.  The fol lowing protocols  operationalize the crit ical  

"Scene" and "Transfer"  components of  the WHO Emergency Care System Framework,  

ensuring the chain of  survival  begins before the patient  reaches the hospital  doors.

A direct  and re l iable  l ine  o f  communicat ion is  essential  for  pre-arrival  preparat ion and 

team act ivat ion.

A dedicated,  24/7 communicat ion channel  (e .g . ,  radio  frequency or  

dedicated mobi le  phone l ine)  wil l  be  maintained in the  ED and 

monitored by the  Triage Nurse  or  a  designated communicat ion o�icer.

EMS crews are  required to  provide  a  pre-arrival  not i�cat ion for  a l l  

pat ients  meet ing trauma act ivat ion cr i ter ia .

The pre-arrival  report  must  fo l low the  

standardized MIST format:

4.1 Scope of Integration

4.2 EMS Communication Protocol

M
I
S
T

= Mechanism of in jury

= Injur ies suspected

= Signs (v i ta l  s igns,  
GCS)
= Treatment provided
in route
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Based on the  pre-arrival  report ,  the  Triage Nurse  or  ED physic ian wil l  act ivate  the  Trauma 

Team according to  a  t iered system:

Demartino Hospital  serves as a referral  center for the region.  Formal protocols  

are essential  for  managing incoming transfers

The Center wil l  maintain formal transfer agreements with designated Level  II  

and III  hospitals  in the region.

4.3 Trauma Team Activation Protocol

4.4 Inter-Faci l i ty  Transfer Protocol

Full  Trauma 
Team Activation

Triggered by high-acuity criteria 
(e.g., penetrating torso injury, 
GCS <9, hemodynamic 
instability, airway compromise). 
This summons the entire Inner 
Core team to the Resuscitation 
Room.

Tiered 
Trauma Aler t

Triggered by moderate-acuity 
criteria (e.g., isolated femur 
fracture, high-risk mechanism 
without instability). This 
summons a smaller, designated 
subset of the team.

These agreements will  de�ne:

Clinical  cr i ter ia  for  pat ient  transfer.

A s ingle  point  o f  contact  ( the  on-cal l  Trauma Surgeon or  delegate)  for  accepting 

transfers .

Required documentat ion to  accompany the  pat ient  ( transfer  summary,  imaging) .

Communicat ion procedures  during transport  to  ensure  continuity of  care .
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Patient Reception and Initial  
Management (The "Golden Hour")

The period immediately fol lowing arrival  is  the most  crit ical  for  identifying and 

treating l i fe-threatening injuries.  The physical  layout and cl inical  processes of  the 

ED are optimized for speed,  e�iciency,  and patient  safety.
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Section Five

Patient  �ow is  managed through dist inct ,  c learly marked entry points  to 

prevent congestion and ensure rapid access for the most  crit ical  patients.

5.1 Patient Arr ival  and 
Entry Points

A designated,  covered ambulance bay 

provides direct ,  weather-protected,  and 

unobstructed access to the Resuscitation 

Room. The bay is  designed for one-way 

tra�ic �ow to faci l i tate rapid ambulance 

turnaround.

A separate entrance for ambulatory 

("walk-in")  patients is  provided,  leading 

directly to the Triage Area.  This  

segregates lower-acuity patients from 

major resuscitat ions.



Tr i a g e  i s  t h e  p r o c e s s  o f  r a p i d ,  d y n a m i c  s o r t i n g  t o  e n s u r e  t h e  m o s t  

c r i t i c a l l y  i n j u r e d  p a t i e n t s  r e c e i v e  c a r e  � r s t .

5.2 Triage Protocol

▪ Le vel  1  (Red -  Resuscitation):  Life-threatening condition.  Patient  proceeds 

immediately to the Resuscitation Room. Examples:  cardiac arrest ,  major trauma 

with shock,  compromised airway.

▪ Le vel  2  (Orange -  Emergent) :  Potential  threat  to l i fe  or  l imb.  Patient  proceeds 

to the Treatment Room (Yellow Area) .  Examples:  chest  pain suspicious for ACS,  

multiple fractures.

▪ Le vel  3  (Yellow - Urgent) :  Condition requires urgent evaluation,  but not  

immediately l i fe-threatening.  Patient  proceeds to the Treatment Room or Green 

Area.  Example:  isolated closed fracture with stable vitals .

▪ Le vel  4  (Green -  Less Urgent) :  Minor injury or i l lness.  Patient  proceeds to the 

Green Area/Minor Care.  Example:  s imple laceration.

▪ Le vel  5  (Blue -  Non-Urgent) :  Condition could be managed in a primary care 

sett ing.

Process:  The tr iage assessment is  a  rapid evaluation of  airway,  

breathing,  circulation,  and a brief  mental  status evaluation (e.g. ,  asking 

"What is  your name?")  to quickly establish a baseline GCS or AVPU 

score.

Triage is not a waiting 
process; it is an 
immediate clinical 
assessment performed 
upon patient arrival by a 
dedicated, experienced 
Triage Nurse.

Immediate 
Sor ting Methodology

The Center will utilize a 
standardized, �ve-level, 
evidence-based triage 
system. This system 
categorizes patients 
based on acuity and 
resource needs, 
assigning them to a 
speci�c treatment area.
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T h e  R e s u s c i t a t i o n  R o o m  ( R e d  A r e a )  m u s t  b e  i n  a  c o n s t a n t  s t a t e  o f  

r e a d i n e s s .

5.3 Resuscitat ion Room Preparation and Activation

The Trauma Primary 

Nurse is responsible for 

conducting a 

c h e c k l i s t - b a s e d 

inventory of the 

Resuscitation Room at 

the start of every shift, 

ensuring all equipment 

is present and 

functional.

Upon receiving a 

pre-arrival noti�cation 

for a major trauma, the 

Trauma Team Leader 

and all Inner Core team 

members are paged and 

must respond 

immediately to the 

Resuscitation Room.
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Resuscitation and 
Stabilization Protocols

Section Six

The init ial  management of  the severely injured patient  fol lows a structured,  

priorit ized sequence to address l i fe-threatening conditions �rst .

This  is  a  rapid,  systematic ,  hands-on evaluation led by the  Trauma Team Leader,  with tasks  

performed s imultaneously by the  trauma team members .

6.1 The Primary Survey and Resuscitat ion (ABCDE Approach)

A - Airway with Cervical Spine Protection
The Airway Physician assesses for airway patency while another team member maintains in-line spinal 
immobilization. Obstructions are cleared, and a de�nitive airway (endotracheal intubation) is established if 
the patient is unable to maintain their own airway, has a GCS of 8 or less, or has impending airway 
compromise.

D - Disability (Neurologic Status) 
A baseline neurologic exam is performed, consisting of the Glasgow Coma Scale (GCS) score and an 
assessment of pupillary size and reactivity. A decreasing GCS score is a critical indicator of worsening 
intracranial injury.

B - Breathing and Ventilation
The chest is exposed, inspected, auscultated, and palpated to assess for adequacy of ventilation and to 
identify and treat life-threatening thoracic injuries. A tension pneumothorax is treated immediately with 
needle decompression followed by chest tube insertion. An open pneumothorax ("sucking chest wound") is 
covered with a three-sided occlusive dressing. High-�ow oxygen is administered to all major trauma patients.

E - Exposure and Environmental Control
The patient's clothing is completely removed to facilitate a thorough head-to-toe examination and identify all 
injuries. Simultaneously, warming measures (e.g., warmed blankets, warmed IV �uids) are initiated to 
prevent hypothermia, a key component of the "lethal triad" of trauma.

C - Circulation with Hemorrhage Control
• Gross external hemorrhage is the �rst priority and is controlled with direct pressure, pressure dressings, 

or tourniquet application for extremity bleeding.
• Two large-bore (14-16 gauge) peripheral IV lines are established by the nursing team.
• For patients in hemorrhagic shock (tachycardia, hypotension, poor perfusion), resuscitation is initiated 

with warmed crystalloid �uids (e.g., Lactated Ringer's solution), and the Massive Transfusion Protocol 
(MTP) is activated immediately

A

B

C

D

E
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These diagnostic  procedures are performed concurrently with or immediately af ter  

the primary survey to identify sources of  occult  bleeding.

◦ FAST Scan:  A portable ultrasound is  used to perform a Focused Assessment 

with Sonography for Trauma to rapidly identify free �uid (blood) in the 

pericardium, peritoneal  cavity,  or  pleural  spaces.

◦ Pelvic X-ray and Binder:  An anteroposterior (AP) pelvis  X-ray is  obtained in al l  

patients with major blunt trauma. If  a  fracture is  suspected or identi�ed,  a  

pelvic  binder is  applied to reduce the pelvic  volume and control  hemorrhage.

◦ Chest X-ray:  An AP chest  X-ray is  obtained to con�rm endotracheal  tube and 

chest  tube placement and to identify hemothorax,  pneumothorax,  or  other 

thoracic  injuries.

6.2 Adjuncts to Primary Survey

6.3 The Secondary Survey

Once the primary survey is  complete,  

resuscitat ion is  underway,  and vital  

functions are stabil izing,  a  

comprehensive head-to-toe secondary 

survey is  performed to identify al l  other 

injuries.  This  is  a  systematic  examination 

of  each body region (head,  maxil lofacial ,  

neck,  chest ,  abdomen, pelvis ,  perineum, 

extremities,  and back).
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6.4 Specif ic Cl inical  Management Guidel ines

The Center formally adopts the evidence-based protocols  from the MOH Pocket  

Manual in Crit ical  Care as i ts  standard for managing speci�c traumatic  conditions.

The TBI protocol will be initiated for 
all patients with a GCS <13. This 
includes measures to prevent 
secondary brain injury by 
maintaining systolic blood pressure 
>90 mmHg and PaO_2 >60 mmHg. 
The protocol includes indications for 
ICP monitoring and the 
administration of hyperosmolar 
therapy (mannitol or hypertonic 
saline) to control elevated ICP. 
Neurosurgery is consulted 
immediately for any patient with a 
GCS \le 8 or with focal neurological 
de�cits.

Traumatic Brain Injur y (TBI)

Protocols for the management of 
hemothorax, pneumothorax, �ail 
chest, and cardiac tamponade are 
clearly de�ned, including indications 
for tube thoracostomy and emergent 
thoracotomy.

Chest Trauma

Hemorrhagic Shock: The priority is 
aggressive volume resuscitation with 
blood products via the MTP and 
rapid surgical intervention to control 
the source of bleeding.
Septic Shock: For trauma patients 
who develop sepsis, the protocol 
mandates aggressive �uid 
resuscitation, early administration of 
broad-spectrum antibiotics, and 
vasopressor support (starting with 
norepinephrine) to maintain a mean 
arterial pressure (MAP) of \ge65 

Shock:The management of  
shock is  et io logy-speci�c.  
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De�nitive and Specialized 
Care Pathways

Section Seven

Following init ial  resuscitat ion and stabil ization,  patients are moved along a 

de�ned pathway to receive the de�nitive care required for their  injuries.

Activation and Readiness: The on-call OT 
Supervisor is noti�ed as part of the initial 
Trauma Team activation for any patient 
likely to require surgery. A designated 
trauma operating room must be available 
24/7, with the surgical team able to begin an 
operation within 30 minutes of the decision 
to operate.

Prioritization: The 
emergency operating list is a 
dynamic document. The 
Trauma Surgery Attending 
Physician, in consultation 
with the on-call 
Anaesthesiologist, has the 
�nal authority to prioritize 
the surgical schedule, 
ensuring that patients with 
ongoing haemorrhage or 
other immediate life threats 
receive precedence over 
more stable cases, even if 
those cases were booked 
earlier.

Post-Operative Disposition: Following 
surgery, patients are transferred to the 
Post-Anesthetic Care Unit (PACU) for 
recovery. Patients who remain critically ill, 
require ongoing mechanical ventilation, or 
have unstable hemodynamics are 
transferred directly from the OT to the CCU 
or Neurotrauma ICU.
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T h e  a b i l i t y  t o  p r o v i d e  r a p i d ,  l i f e - s a v i n g  s u r g e r y  i s  a  c o r e  f u n c t i o n  o f  t h e  

C e n t e r .

7.1 Operating Theatre (OT) Pathway



7.2 Intensive Care Unit  ( ICU) /  Crit ical  Care Unit  (CCU) Pathway

T h e  I C U  p r o v i d e s  a d v a n c e d  o r g a n  s u p p o r t  a n d  c o n t i n u o u s  m o n i t o r i n g  f o r  

t h e  m o s t  s e v e r e l y  i n j u r e d  p a t i e n t s .

7.3 Ward-Level  Care Pathway

P a t i e n t s  a r e  t r a n s i t i o n e d  t o  a  s p e c i a l i z e d  t r a u m a  w a r d  w h e n  t h e y  a r e  

m e d i c a l l y  s t a b l e  a n d  n o  l o n g e r  r e q u i r e  t h e  l e v e l  o f  m o n i t o r i n g  p r o v i d e d  i n  

t h e  I C U .

Admission Cr iter ia:

• Crit ical  Care Unit  (CCU):  Located on the 1st  Floor,  the CCU is  for  patients in the 

most  crit ical  condition,  requiring advanced interventions such as mechanical  

venti lat ion,  continuous vasopressor infusions,  or  special ized hemodynamic 

monitoring.

• Neurotrauma ICU: Also on the 1st  Floor,  this  unit  is  for  patients with severe TBI 

or spinal  cord injuries who require frequent neurological  assessments and ICP 

monitoring but may not need multi-organ support .

• Care Model :  The ICU operates on a team-based model  led by a full- t ime Sta� 

Intensivist .  Mandatory daily multidisciplinary rounds are conducted at  each 

patient 's  bedside,  involving the intensivist ,  bedside nurse,  pharmacist ,  

respiratory therapist ,  and representatives from the primary surgical  service (e .g. ,  

trauma surgery,  neurosurgery).

• Protocols :  Care in the ICU is  guided by a suite of  evidence-based protocols ,  

including low-tidal-volume venti lat ion for ARDS, sedation and analgesia 

guidelines,  sepsis  management bundles,  and nutrit ional  support  protocols .

• Transition Cr iter ia :  A patient  is  deemed 

ready for transfer to the ward when they 

are hemodynamically stable without 

vasopressors,  have a secure airway ( i f  

extubated),  and do not require invasive 

monitoring.

• Care Model:  Care on the trauma ward is  

provided by a team of nurses with 

special ized training in trauma care,  

overseen by the trauma service 's  residents 

and attending physicians.  The 

nurse-to-patient  ratio is  maintained to 

al low for close monitoring of  recovering 

trauma patients.
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P a r t  T h r e e

TEAM STRUCTURE AND HUMAN 
RESOURCE MANAGEMENT

The expertise,  coordination,  and continuous development of  the cl inical  team are 

the most  crit ical  determinants of  patient  outcomes.  This  part  de�nes the structure of  

the trauma team, the responsibil i t ies  of  each member,  and the framework for 

ensuring al l  sta� possess and maintain the requisite  skil ls .

8.1 Team Philosophy
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The Trauma Team: 
Roles and Responsibilities

Section Eight

The resuscitat ion of  a  severely injured patient  is  a  complex,  high-stakes endeavor 

that  occurs in a t ime-crit ical  and of ten chaotic  environment.  The Center 's  

philosophy is  that  an organized,  systematic  approach with pre-assigned roles is  

essential  to ensure an e�icient  and e�ective delivery of  care.  This  structure 

reduces confusion,  minimizes errors of  omission,  and al lows the team to function 

as a cohesive unit .

T h e s e  t e a m  m e m b e r s  a r e  d i r e c t l y  e n g a g e d  a t  t h e  p a t i e n t ' s  b e d s i d e  d u r i n g  t h e  

r e s u s c i t a t i o n .

8.2 Inner Core Team (Direct  Patient Care)

Trauma Team Leader (Attending 
Surgeon or EM Physician): The 
designated leader and single point of 
authority in the resuscitation room. 
This individual stands at the foot of 
the bed to maintain a global view, 
directs the primary and secondary 
surveys, makes all critical decisions 
regarding interventions and 
consultations, and serves as the 
primary communicator with the 
patient's family.

Airway Physician (Anesthesia 
Specialist or Pulmonology 
Specialist): Positioned at the head of 
the bed, this individual is solely 
responsible for assessing and 
managing the airway and providing 
cervical spine stabilization. This 
includes all advanced airway 
procedures like endotracheal 
intubation.

Primary Survey Physician (EM 
Resident or Surgical Resident): 
Positioned on the patient's right side, 
this physician performs the 
hands-on ABCDE assessment as 
directed by the Team Leader

Trauma Resuscitation Nurses (2): 
One nurse assists the Primary Nurse 
with procedures, �uid 
administration, and documentation. 
The second nurse functions as a 
recorder, documenting all vital signs, 
interventions, and times on the 
trauma �ow sheet.

ED Technologist: Provides 
procedural support, including 
performing vital sign assessments, 
obtaining point-of-care lab tests (e.g., 
I-stat), applying warming measures, 
and assisting with CPR if needed.

Trauma Primary Nurse: Positioned 
on the patient's left side, this nurse is 
the leader of all nursing 
interventions. Responsibilities 
include preparing the trauma bay, 
establishing IV access, administering 
all medications and blood products, 
and attaching monitoring 
equipment.
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8.3 Outer Core Team (Suppor t  Roles)

T h e s e  t e a m  m e m b e r s  p e r f o r m  e s s e n t i a l  s u p p o r t i v e  t a s k s  b u t  d o  n o t  t y p i c a l l y  

h a v e  d i r e c t  p a t i e n t  c o n t a c t  u n l e s s  r e q u e s t e d .

Operating Room Supervisor

Upon activation, ensures a designated trauma OT is prepared and sta�ed for 
immediate surgical intervention.

Medical Students/
Interns

May be present as 
observers or assist with 
basic, supervised tasks 
such as haemorrhage 
control or running 
errands, while 
maintaining 
professionalism and not 
impeding the core team.

Blood Bank 
Sta�

Upon activation of the 
MTP, prepares and 
expedites the delivery of 
pre-de�ned coolers of 
blood products to the 
resuscitation room.

ED Registrar
Facilitates prompt patient registration, 

either at the bedside for critical patients 
or in the triage area, to ensure a medical 

record is generated without delay.

Radiology Technologist
Brings a portable X-ray machine to the 
resuscitation room and performs all 
required imaging immediately
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INNER CORE 

TRAUMA FLOW SHEET.

Pre-Arrival 
Phase

Team Role Primary Survey
(ABCDE) Phase

Secondary Survey &
Disposition Phase

Trauma Team 
Leader

Reviews pre-hospital  
report .  Con�rms team
activat ion

Directs  and supervises  entire  
resuscitat ion.  Makes  a l l  
cr i t ical  decis ions

Conducts/delegates  secondary 
survey.  Formulates  de�nit ive  care  
plan.  Communicates  with family.

Resuscitat ion 
Nurse  1

Assists  Primary Nurse Assists  with procedures  
(e .g . ,  chest  tube) .  Draws 
blood samples .

Documents  a l l  interventions,  
vital  s igns,  and t imes on 

Resuscitat ion 
Nurse  2

N/A Applies  monitoring equipment 
(ECG, SpO2,  BP cu�) .  
Exposes  pat ient .

Applies  dressings and spl ints .  
Ensures  pat ient  is  kept  warm.

Blood Bank 
Sta�

Noti�ed of  MTP 
act ivat ion.

Prepares  and del ivers  init ia l  
MTP cooler.

Continues to  prepare  and del iver  
subsequent  coolers  as  requested.

ED Registrar N/A Obtains pat ient  demographics  
for  bedside  registrat ion

Final izes  registrat ion and ensures  
pat ient  identi�cat ion band is  in 
place .

ED 
Technologist

N/A Obtains init ia l  and ser ia l  
vital  s igns.  Performs 
point-of-care  test ing.

Assists  with pat ient  transfer.  
Cleans and restocks  the  bay 
post-resuscitat ion

OR 
Supervisor

Noti�ed of  act ivat ion.  
Places  trauma OR on 
standby.

N/A Prepares  OR, cal ls  in surgical /
anesthesia  team upon request  from
Team Leader.

Primary 
Survey 
Physic ian

N/A Performs hands-on ABCDE 
assessment.  Inserts  chest  
tubes .  Performs FAST scan.

Performs detai led head-to-toe  
secondary survey.  Inserts  
catheters .

Airway 
Physic ian

Prepares  a irway 
equipment.

Assesses  and manages  a irway.  
Maintains C-spine 
stabi l izat ion.

Monitors  a irway patency.  Assists  
with central  l ine  placement i f  
needed.

Trauma 
Primary 
Nurse

Ensures  trauma bay is  
stocked and ready.  
Prepares  IV �uids/meds.

Establ ishes  large-bore  IV 
access .  Administers  a l l  
�uids ,  b lood,  and medicat ions.

Manages  ongoing infusions.  
Prepares  pat ient  for  transport  to  
CT/OT/ICU.

Radiology 
Technologist

Brings portable  X-ray 
to  trauma bay.

Performs chest  and pelvis  
X-rays on command.

Accompanies  pat ient  to  CT 
scanner.  Priorit izes  trauma 
imaging.

OUTER CORE

Table 2:  Trauma Team Roles and Responsibi l i t ies Matrix

Source :  Adapted from.
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Sta�ing,  Credentialing,  
and Education

Section Nine

T h e  C e n t e r  w i l l  m a i n t a i n  a  s t a � i n g  m o d e l  t h a t  e n s u r e s  i m m e d i a t e  

a v a i l a b i l i t y  o f  e x p e r t  p e r s o n n e l  2 4 / 7 .

9.1 Staff ing Model

In-house Coverage

T h e  E D  w i l l  b e  s t a � e d  2 4 / 7  

w i t h  a n  i n - h o u s e  A t t e n d i n g  

E m e r g e n c y  P h y s i c i a n  a n d  a  

t e a m  o f  r e s i d e n t s .  T h e  I C U  

w i l l  b e  s t a � e d  2 4 / 7  b y  a n  

i n - h o u s e  I n t e n s i v i s t .

On-call  Roster :  

A  f o r m a l ,  t i e r e d  o n - c a l l  

r o s t e r  w i l l  b e  m a i n t a i n e d  

f o r  a l l  e s s e n t i a l  s p e c i a l t i e s ,  

i n c l u d i n g  Tr a u m a  S u r g e r y ,  

O r t h o p e d i c s ,  N e u r o s u r g e r y ,  

a n d  A n e s t h e s i a .  A t t e n d i n g  

s u r g e o n s  o n  c a l l  m u s t  b e  

a v a i l a b l e  t o  r e s p o n d  t o  t h e  

h o s p i t a l  w i t h i n  3 0  m i n u t e s  

o f  b e i n g  c a l l e d .
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To ensure a consistent  and high standard of  care,  al l  c l inical  sta� working within the 

Center must maintain speci�c,  role-dependent cert i�cations.  This  is  a  condition of  

employment and credential ing for work in the Center.

Basic  Life Support  (BLS):  All  c l inical  sta�,  including physicians,  nurses,  and 

technicians,  must hold a current BLS cert i�cation.

Advanced Trauma Life  Suppor t (ATLS®):  Mandatory for al l  Attending 

Physicians and senior residents in Trauma Surgery,  Emergency 

Medicine,  and Anesthesia.  This  course provides the foundational ,  

systematic  approach to trauma resuscitat ion.

Advanced Cardiac Life  Suppor t (ACLS):  Mandatory for al l  physicians 

and lead nurses working in the ED and ICU, providing the skil ls  for  

managing cardiovascular emergencies.

Pediatr ic  Advanced Life  Suppor t (PALS):  Mandatory for al l  sta� who 

regularly care for pediatric  patients in the ED and ICU.

Prehospital  Trauma Life  Suppor t (PHTLS):  While not  mandatory,  i t  is  

highly recommended for ED sta� who l iaise with EMS to foster  a  better  

understanding of  the pre-hospital  environment.

9.2 Mandatory Training and Cer t if ication

Advanced Certi�cations:
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E x p e r t i s e  i n  t r a u m a  a n d  c r i t i c a l  c a r e  i s  p e r i s h a b l e  a n d  r e q u i r e s  c o n s t a n t  

r e i n f o r c e m e n t  a n d  u p d a t i n g .

The Center wil l  conduct 

monthly,  multidisciplinary 

trauma simulation dri l ls  in the 

resuscitat ion bay to practice 

teamwork,  communication,  

and complex cl inical  

scenarios.

Regular in-service training 

sessions wil l  be held on topics 

identi�ed through the PIPS 

process,  such as new 

equipment,  updated protocols ,  

or  areas needing improvement.

Participation in the monthly 

M&M conference is  a  

mandatory component of  the 

CPD program for al l  core 

medical  and nursing sta�.

9.3 Continuous Professional  Development (CPD) Program

The Center wil l  act ively support  sta� in attending 

relevant national  and international  conferences and 

wil l  seek to al ign i ts  internal  training with 

WHO-endorsed programs l ike the Basic  Emergency 

Care (BEC) course to ensure global  standards are 

met.
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Table 3:  Staff  Training and Cer t if ication Matrix

Sta� Role BLS ACLS ATLS® PALS PHTLS®
PHYSICIANS

NURSING

OTHER CLINICAL STAFF

Attending  (Trauma Surgery)

Attending (Emergency Med)

Attending (Anesthesia)

Attending (Intensivist)

Resident (Surgery/EM)

ED Lead Nurse / Charge Nurse

ED Sta� Nurse

ICU Lead Nurse / Charge Nurse

ICU Sta� Nurse

ED Technologist

EMS Liaison

+ + + = =
+ + + + =
+ + + = X

X

X

XX
X

+ + + +
+ + + + =

+ + = + =
+ + = +
+ + = +

X++ + =

+ = +
+ + + +

Source :  Adapted from. + Required = Desirable X Not Avai lable
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P a r t  F o u r

ANCILL ARY SERVICES AND 
PATIENT SUPPORT

A holist ic  approach to trauma care extends beyond the immediate resuscitat ion and 

surgical  phases.  I t  requires the seamless integration of  essential  support  services 

and a deep commitment to the needs of  patients and their  families  throughout their  

journey to recovery
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Staff Role

ED Technologist

EMS Liaison

Integrated Suppor t 
Ser vices

T h e  C e n t e r ' s  a b i l i t y  t o  f u n c t i o n  e � e c t i v e l y  i s  d e p e n d e n t  o n  t h e  t i m e l y  a n d  

r e l i a b l e  p e r f o r m a n c e  o f  k e y  a n c i l l a r y  d e p a r t m e n t s

24/7 Availabil i ty:  Portable X-ray and 

portable ultrasound (for FAST scans)  

must be available in the ED 24/7.  A CT 

scanner and a quali�ed technician must 

be available 24/7,  with a mandated target  

of  less  than one hour from the t ime a scan 

is  ordered to i ts  completion for a 

crit ical ly injured patient .

Image Review:All  trauma-related 

imaging must be reviewed immediately 

by the on-call  Radiologist ,  with a formal 

report  available in the electronic medical  

record within one hour.

24/7 Capabil i ty:  The hospital  laboratory 

must have 24/7 capabil i ty to perform 

essential  tests ,  including blood typing 

and cross-matching,  a  full  coagulation 

panel  (PT/INR, aPTT, �brinogen),  and 

arterial  blood gas analysis .

Massive Transfusion Protocol  (MTP):  The 

Blood Bank wil l  maintain pre-packaged,  

refrigerated coolers containing a 

balanced ratio of  packed red blood cel ls ,  

fresh frozen plasma,  and platelets .  Upon 

MTP activation by the Trauma Team 

Leader,  the �rst  cooler  must be delivered 

to the resuscitat ion room within 10 

minutes.

10.1 Radiology and Diagnostic 
Imaging

10.2 Laboratory and Blood 
Bank

D e  M a r t i n o  P u b l i c  H o s p i t a l

RA TIM NE O
D

DMHP LU AB TIL PI C S H O

Page |  33

Section Ten



10.3 Pharmacy

The hospital  pharmacy must  provide  24/7 

access  to  a l l  essential  medicat ions for  

trauma and cri t ical  care .  This  includes  

analgesics  (especial ly  narcot ics) ,  

antibiot ics ,  sedat ives ,  paralyt ics ,  

vasopressors ,  and other  resuscitat ion 

drugs.

A cl inical  pharmacist  wil l  be  a  member of  

the  ICU mult idisc ipl inary team and wil l  

part ic ipate  in dai ly  rounds to  opt imize  

medicat ion therapy,  prevent  adverse  drug 

events ,  and ensure  appropriate  dosing.

2 4 / 7  A c c e s s C l i n i c a l  P h a r m a c i s t
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Staff Role

ED Staff Nurse

ICU Staff Nurse

ED Technologist
EMS Liaison

Patient and 
Family-Centered Care

A  t r a u m a t i c  i n j u r y  i s  a  p r o f o u n d l y  d i s t r e s s i n g  e v e n t  f o r  b o t h  p a t i e n t s  a n d  

t h e i r  l o v e d  o n e s .  T h e  C e n t e r  i s  c o m m i t t e d  t o  p r o v i d i n g  c o m p a s s i o n a t e ,  

s u p p o r t i v e ,  a n d  c o m m u n i c a t i v e  c a r e .

11.1 Communication 
Protocols

11.2 Psychosocial  and Spir i tual  
Suppor t

Designated Communicator:  The Trauma Team 

Leader,  or  a  designated senior physician,  is  

responsible for providing clear,  honest ,  and 

regular updates to the family.  This  should occur 

af ter  the init ial  stabil ization and at  key transit ion 

points (e .g. ,  before going to OT, af ter  surgery) .

The Center recognizes that  recovery from 

trauma is  not  only physical  but also 

psychological .  Social  workers and/or hospital  

chaplains wil l  be consulted early for al l  major 

trauma patients to provide support  to both the 

patient  and their  family.

Patients and families  wil l  be provided with 

information explaining the common physical ,  

emotional ,  and behavioral  responses to trauma, 

such as anxiety,  �ashbacks,  and sleep 

disturbances,  to normalize these reactions and 

encourage help-seeking.

Communicating Patient Death :  In the unfortunate 

event of  a  patient 's  death,  a  structured and 

compassionate protocol  wil l  be fol lowed. This 

includes assembling the appropriate team 

(physician,  nurse,  social  worker) ,  choosing a 

private sett ing,  using clear and direct  language,  

o�ering sincere condolences,  answering al l  

questions honestly,  and providing immediate 

access to support  services.
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The presence of  family is  a  crucial  component of  healing.  Visitat ion policies are 

designed to be as �exible as possible while ensuring patient  safety and providing an 

environment conducive to care.

11.3 Visitat ion Guidel ines

Family presence in the resuscitat ion room 

is  generally not  permitted to al low the 

team to work unimpeded.  A designated 

sta� member wil l  provide updates in the 

wait ing area.

Emergency Depar tment 

Visitation is  permitted but structured.  A 

maximum of two visitors are al lowed at  

the bedside at  one t ime.  To protect  

patient  privacy and faci l i tate nursing 

handovers,  visitat ion is  not  permitted 

during shif t  changes (e .g. ,  7 :30 a.m. to 

8:15 a.m. and 7:30 p.m. to 8:15 p.m.) .

ICU/CCU

More �exible visitat ion hours are in place 

on the trauma ward,  and families  are 

encouraged to participate in the patient 's  

care as appropriate.

Ward
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Resuscitation and 
Stabilization Protocols

Section Twelve

E�ective discharge planning is  a  crit ical  process that  begins early in the hospital  

stay to ensure a safe and smooth transit ion from the hospital  back to the 

community,  thereby preventing complications and readmissions.

Discharge planning is  a  collaborative e�ort ,  not  a  last-minute task.  A 

multidisciplinary team, including the primary medical  team, nursing sta�,  

physiotherapists ,  occupational  therapists ,  social  workers,  and the patient  and their  

family,  wil l  meet  regularly to develop a personalized discharge plan.

• Before discharge,  the patient and their  pr imar y caregiver will  receive detailed,  

wr itten instr uc`tions cover ing:

◦ Wound and incision care.

◦ A clear medication schedule,  including names,  purposes,  doses,  and potential  

s ide e�ects .

◦ Speci�c activity restrict ions and guidelines for gradual  return to normal 

function.

◦ Dietary recommendations.

◦ A l ist  of  "red �ag" signs and symptoms that  should prompt them to seek 

immediate medical  attention.

• The hospital  will  use standardized for ms,  such as the "Patient Summar y" and 

"Upcoming Appointments" templates,  to ensure this infor mation is  provided 

consistently and clearly.

12.1 Mult idiscipl inary Approach

E m p o w e r i n g  p a t i e n t s  a n d  f a m i l i e s  w i t h  k n o w l e d g e  i s  k e y  t o  a  s u c c e s s f u l  

r e c o v e r y  a t  h o m e .

12.2 Patient and Family Education
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C o n t i n u i t y  o f  c a r e  i s  e s s e n t i a l  f o r  o p t i m i z i n g  l o n g - t e r m  f u n c t i o n a l  

o u t c o m e s .

12.3 Rehabil i tat ion and Fol low-up

• Rehabilitation:  All  patients with injuries result ing in functional  de�cits  wil l  

have formal referrals  made to physiotherapy and occupational  therapy services 

before they leave the hospital .  This  is  essential  to minimize disabil i ty and 

maximize the patient 's  return to independence.

• Follow-up Appointments:  All  necessary fol low-up appointments with the 

trauma cl inic ,  surgical  special ists ,  or  other consultants wil l  be scheduled before 

the patient  is  discharged.  The patient  wil l  be provided with a clear,  written 

schedule of  these appointments.
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Appendix

A: Essential  Equipment Checkl ists

Table 3.1:  Resuscitat ion Room (Red Area) Equipment Checkl ist

To ensure a constant state of  readiness,  the fol lowing checklists  must be completed 

by the designated nursing sta� at  the beginning of  each shif t  and af ter  each major 

resuscitat ion.

Categor y
Air way

Breathing

Circulation

Monitor ing

General

Laryngoscope (handles  & blades :  Mac 3/4,  Mil ler  1/2)

Endotracheal  Tubes  (s izes  6 .0-8.5)

Bag-Valve-Mask (Adult  & Pediatr ic)

Suction Machine ( functional ,  with Yankauer t ip)

Oropharyngeal  & Nasopharyngeal  Airways (assorted s izes)

Surgical  Cricothyroidotomy Kit

Oxygen source  (wal l /cyl inder,  functional)

Non-rebreather  masks ,  nasal  cannulae

Chest  Tube Tray & Insert ion Kit  (assorted s izes)

Pleurovac/Underwater  Seal  Drainage System

Portable  Venti lator

IV Catheters  (14G, 16G, 18G)

IV starter  k i ts ,  tubing,  pressure  bags

Warmed Crystal lo id  Fluids  (NS/LR)

Blood/Fluid Warmer

Intraosseous (IO) Dri l l /Needle  Kit

Central  Venous Catheter  Kit

Cardiac  Monitor/De�bri l lator  with pacing capabi l i ty

ECG leads,  SpO2 probe,  BP cu�s (al l  s izes)

Thermometer  (core  temperature  capabi l i ty)

Trauma Shears ,  Spl ints ,  Pelvic  Binder

Emergency Crash Cart  (with al l  drugs veri�ed)

Source :  Synthesized from.

Items Check(  )
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Table 3.2:  Emergency Operating Theatre Trauma Car t  Checkl ist

Table 3.3:  ICU Bedside Readiness Checkl ist

Categor y Items Check(  )
Instr uments

Supplies

Equipment

Major Laparotomy Tray

Categor y Items Check(  )
Respirator y

Cardiovascular

Monitor ing

General

Mechanical  Venti lator  (se l f - test  complete)

Suction (wal l ,  functional

Bag-Valve-Mask and resuscitat ion suppl ies

Infusion Pumps (minimum 4)

Arterial  Line Transducer  Kit

Central  Line Transducer  Kit

Full  Hemodynamic Monitor  (ECG, SpO2,  NIBP,  IBP

End-Tidal  CO2 Monitor

Emergency Drug Box (sealed,  in date)

De�bri l lator  (avai lable  on unit)

Thoracotomy Tray with Rib Spreaders

Vascular  Clamp Set  (Debakey,  Sat insky)

External  Fixat ion Set  ( for  pelvic/ long bone stabi l izat ion)

Craniotomy Tray

Laparotomy Sponges (counted)

Abdominal  Packing Gauze

Vessel  Loops,  Sutures  (assorted)

Cel l  Saver  ( i f  avai lable)

Electrosurgical  Unit  (Bovie)

High-Powered Suction

Anesthesia  Machine (checked and ready)

Patient  Warming System (e .g . ,  Bair  Hugger)

Source :  Synthesized from.

Source :  Synthesized from.
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Address: 28HQ+VFP, 
Mogadishu

www.martino.gov.so
dg@martino.gov.so
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