TRAUMA IN
PREGNANCY

· Maternal survey and
stabilization
· OB alerted on arrival
· Airway, breathing, circulation
done by Emergency Medicine
or Trauma Surgery

Penetrating
Abdominal Trauma
(includes stab and
gunshot wounds)

Exploratory laparotomy with trauma surgery team,
neonatology and pediatric surgery teams notified
and available 1

Blunt Trauma
(includes falls and
motor vehicle
accidents) 3

Stable

> 24 hours
elapsed since
trauma

· Previous tetanus series & < 5 yrs – no tetanus
prophylaxis needed
· Previous tetanus series & > 5 yrs – give tetanus toxoid
· No previous tetanus series – give tetanus toxoid and
250 U tetanus immune globulin IM 2

< 24 hours
elapsed since
trauma

Unstable
Signs of acute uterine
rupture or large abruption
such as acute abdomen,
hemorrhagic vaginal
bleeding, maternal
hemodynamic instability
or non-reassuring fetal
status

· Exploratory laparotomy
with trauma surgery
and uterine evacuation
(location determined by
trauma team: either
L&D or main ORs)
· Labs: CBC, type and
cross, fetal cell stain

Rhesus immune
globulin if Rh neg
Uterine injury

· CBC, type and screen
· Draw and hold blood for
fetal cell stain 4,5

Uterus uninjured

Telephone call
Assess need for
hysterotomy or
hysterectomy based
on viability and
maternal condition

Inadequate visualization
OR
maternal hemodynamic
instability secondary to
uterine compression

Hysterotomy
with uterine
evacuation
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L&D Triage
Confirm FHR or
reactive NST

· Normal fetal
movement
· No contractions

Decreased fetal
movement

>24 wks’ gestation
· 4 hrs monitoring
from the trauma
event with a
minimum of 1 hr
monitoring 6,9
· Serial abdominal
exams 7,8

< 24 wks’ gestation
· Check heart tones
by Doppler
· Serial abdominal
exams 7,8

Adequate visualization
FHR monitoring only if
viable and patient stable
enough 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

Follow-up in clinic
Non-reassuring
fetal testing

Delivery

> 6 contractions in
any of the first four
hours

< 6 contractions
per hour

· 24 hours continuous fetal monitoring 6
· Corticosteroids for fetal lung maturity if
24 - 34 weeks’ gestation
· Limit tocolysis to magnesium sulfate
· Ultrasound examination with careful evaluation
of gestational age
· For Rh negative patients only: send fetal cell stain to
quantify possible fetomaternal hemorrhage and
calculate dose of Rh immune 4

Stable
· Rh immune globulin
if Rh negative
· Discharge after 4 hrs
observation
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