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Penetrating
Abdominal Trauma
{includes siab and
gunshot wounds)

+—1

Exploratory laparotomy with trauma surgery team,
neonatology and pediatric surgery teams notified
ard available

.

=+ Previous tetanus series & < 5 yrs — no tetanus

prophylaxis needed

« Previous tetanus series & = 5 yrs — give tetanus toxoid

+ Mo previous tetanus series — give telanus toxoid and

250 1 tatanus immane globulin 1M *

¥

¥

Uterine injury

Uierus uninjured

}

Aggacs need for
hystarctomy or
hysterectomy based
on wviability and
matemal condition

Y

« Matemal survey and
stabilization
« OB alerted on arrival
+ Alrway, breathing, circulation
done by Emergency Medicine
or Trauma Surgery

Blunt Trauma
(includas falls and
motor vehicle
accidents) ?

¥

* h J

Inadequate visualization
OR

maternal hemodynamic

instability secondary to

uterine comgpression

h 4

Hystarotonmy
with uterine
evacuation
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Adequate visualization

FHR monitaring only if
viable and patient stable
enpugh for cesarean
delivery for non-reassuring
testing

+ Post-op evaluation in
Special Care unit on
Labor and delivery if
viable

« Steroids if =24 weeks'
gestation

. Uristabla . + Exploratory laparoiomy
Stable Signs of acute uterine with trauma surgery
r:&{ar:;;glgeazwnﬁgﬁ" and uterine evacuation
d location determined by
~ hemnrrhaglc vaginal Erauma team: either %
> 24 hours < 24 hours bleeding, matemal L&D or main ORs)
elapsad since elapsad since hemadynamic instability « Labs: CBC, lype and
trauma trauma of non-reassuring fetal cross, fatal cell stain
status ’
Fhesus immune
globulin if Rh neg
« CBC, type and screen
» Draw and held blood for
+ y - fetal cell stain **
L&D Triage |
Talephone call Confirm FHR or
reactive NST i ¥
=24 wks' gestation = 24 wks' gestation
» 4 hrs monitoring » Check heart tones
. J j. {FHR and TOCO) ® by Doppler
+ Mormal fatal « Serial abdominal « Serial abdominal
miovarment - DE;E:::TI exams exams
« Mo contractions |
¥
h 4 h 4 b
Folkow-up in dinic
No . = conlractions in <§ tracti
fgt'rr’fsiymg any of the first four cnn'_rgc ons
al testing Fioiré per hour
l h 4
Z iy Stable
« 24 hours continuous fetal monitoring ® . ’
Dalivary » Coricosteroids for fetal lung maturity if _.' ;{ELH;EEEW%MIIH
24 —_ 34 weeks' gestation « Discherge after 4 his
+ Limit iocolysis 1o magnesium sulfate it
« Ultrascund examination with careful evaluation Daoananan
of gestational age

calculate dose of Rhimmune *

= For Rh negative patients only: send fetal cell stain to
guantify possible fetomaternal hemorrhage and
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Notification to Users

These algorithms are designed to assist the primary care provider in the clinical management of a variety of problems that occur during pregnancy. They
should not be interpreted as a standard of care, but instead represent guidelines for management. Variation in practices should take into account such
factors as characteristics of the individual patient, health resources, and regional experience with diagnostic and therapeutic modalities.

The algorithms remain the intellectual property of the University of North Carolina at Chapel Hill School of Medicine. They cannot be reproduced in whole
or in part without the expressed written permission of the school.
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