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Background

Blunt abdominal trauma is the leading type of traumatic injury in pregnancy, with motor vehicle crashes, falls,
and assault being the most common etiologies. Several adverse outcomes can occur in pregnancy, including
placental abruption, preterm labor and preterm delivery, uterine rupture, and pelvic fracture. An algorithm for
management of trauma in pregnancy should be used at all sites caring for pregnant women (Figures 1 and
Figure 2). An alignment of policies within each system optimizes appropriate triage, integration of care,
management, and monitoring of pregnant trauma patients and their fetuses.” Management of penetrating
injuries (stabbing, gunshot wound, impaled by object) will depend largely on the entrance location of the wound
and the gestational age. Visceral injuries are less likely when the entry site is anterior and below the uterine
fundus. Penetrating injuries are more likely to affect the fetus, especially those anterior and below the uterine
fundus.?

If there is penetrating trauma or major blunt trauma that results in injury of the patient greater than minor
bruising, lacerations or contusions (such as gross injury or deformity, concern for head or spinal injury, loss of
consciousness, or severe neck or back pain), the patient should be evaluated first in the Emergency Center for
trauma survey and clearance; they should not be bedded initially in Ob triage.

e At TCH, the patient should be evaluated first in the West Tower Emergency Center (Eigure 3, which
can be found at
http://connect2depts.texaschildrens.org/depts/1/Emergency%20Medicine %20Physicians/SitePages/Ph
ysicians.aspx). Following EC evaluation and clearance, the patient can be transferred to WAC for
further evaluation and monitoring by the Obstetric team.

¢ At Ben Taub Hospital, the patient should be evaluated first in the Emergency Center (refer to Ben Taub
Hospital Department Guideline No: T-12 on the pregnant trauma patient at
https://apps.hchd.local/sites/dcc/Policy/Departmental/\lWomen%20Infants%20and%20Children/T-
12%20Pregnant%20Trauma%20Patient-BT.pdf). Following EC evaluation and clearance, the patient
can be transferred to OBI for further evaluation and monitoring by the Obstetric team.

e The Obstetric team should evaluate the patient in the EC upon arrival and prior to transfer to WAC or
OBI and initiate continuous fetal heart rate monitoring in pregnancies of at least 24 0/7 weeks gestation.

o Patients who suffered minor trauma (minor bruising, lacerations or contusions) will be evaluated and
treated exclusively in WAC and OBI.
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Figure 1. Evaluation and Management of Trauma in Pregnancy in Viable Gestations'
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Fig. 1. Evaluation and management of trauma in pregnancy in viable* gestations. *Viable defined as 22-24 weeks of
gestation; varies by region. YABCD: airway, breathing, circulation, displacement (ensure left lateral tilt of patient). *Unstable:
cardiac arrest, unresponsive, loss of airway or respiratory arrest, blood pressure less than 80/40 or heart rate less than 50 or

reater than 140 beats per minute (bpm), viable fetus with fetal heart rate (FHR) less than 110 or greater than 160 bpm.
Laboratory values: if unstable: complete blood count, coagulation profile, fibrinogen, fetal maternal hemorrhage screen,
type and screen, creatinine*arterial blood gas; if stable: complete blood count, coagulation profile, fibrinogen, fetal
maternal hemorrhage screen, type and screen. ATLS, Advanced Trauma Life Support; 1V, intravenous; FAST, focused
abdominal sonography for trauma; CT, computed tomography; FHT, fetal heart tone.

Greco. Management of Abdominal Trauma in Pregnancy. Obstet Gynecol 2019.




Figure 2. Evaluation and Management of Trauma in Pregnancy in Non-Viable Gestations'
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Fig. 2. Evaluation and management of trauma in pregnancy in nonviable gestations. *ABC: airway, breathing, circulation.
TUnstable: cardiac arrest, unresponsive, loss of airway or respiratory arrest, blood pressure less than 80/40 or heart rate less
than 50 or greater than 140 beats per minute (bpm), viable fetus with fetal heart rate (FHR) less than 110 or greater than 160
bpm. *Laboratory values: if unstable: complete blood count, coagulation profile, fibrinogen, fetal maternal hemorrhage
screen, type and screen, creatinine*arterial blood gas; if stable: complete blood gas, coagulation profile, fibrinogen, fetal
maternal hemorrhage screen, type and screen. ATLS, Advanced Trauma Life Support 1V, intravenous; FAST, focused
abdominal sonography for trauma; CT, computed tomography.

Greco. Management of Abdominal Trauma in Pregnancy. Obstet Gynecol 2019.



Figure 3. Management of the Pregnant Trauma Patient at Texas Children's Hospital

Pregnant Trauma Patient: Tricampus EC

Irauma Transfer Requests

Pregnant trauma patients >16 years
should be referred to adult trauma
center.

WAC Charge RN
notifies OB
Hospitalist &
House Supervisor

Page EC Response
Team via *9999 to
Transfer Patient

Requires
trauma

evaluation? trau

Transfer to adult Level | Trauma Center

(Ben Taub/ rigl Hermann TMC)

Gestational Age Special Considerations

Order 1™ trimester Ultrasound: IMG 2567

Transvaginal: patient transport
You do not need to consult with /send to WAC.
=23 wes

OB RN sent to WT EC for fetal monitoring until cleared from trauma perspective

to WT EC?

WAC transports
patient to EC for

ma evaluation

Trauma Cleared
Needs OB Evaluation

Needs Trauma Admit__ |
Age: >f=16 yo

Needs Trauma Admit |
Age: <16 yo

Arrives to Main Campus EC

EC activates
appropriate trauma
level response and

trauma consult if
indicated®

Page delivery response
team via *9999 for
imminent delivery

Contact Private OB or
PFW OB Hospitalist [2-
£049] if stable

Management per
standard, including
necessary imagin g5

Cleared from
trauma AND OB
perspective?

NO

Arrives to

Patient <16
years old?

. Major Trauma:
Intubated/Respiratory compromise
Hypotension/vital sign instabllity
Altered mental status, G5 3-8
Gunshot wounds
Penetrating injuries
MNeurologic deficits
Or per OB hospitalist discretion

® @ @ @ @ 8 |

2. EC Response Team will respond to WAC
and transport major trauma patients to
WT EC if requested by WAC. WAC may
transport to EC per provider discretion

3. Trauma will engage appropriate
pediatric sub-specialties for evaluation and
treatment as indicated

Trauma Resident/APP should discuss
patient with trauma fellow/attending to
assist with atimely disposition

4. Closest Level I/ll Truma Centers to
community campuses

Woodlands: Memoral Hermann The
Woodlands & HCA Houwston Healthcare
Conroe
West: Ben
ThAC

Taub & Memorial Hemmann

5. Imaging should NOT be withheld dueto
radiation concerns. Refer to ACOG and
TCH radiclogy policy

d to PFW rad for imaging and retumned to WT EC for evaluation completion.




References

References
1. Greco PS, Day LJ, Pearlman MD. Guidance for Evaluation and Management of Blunt Abdominal
Trauma in Pregnancy. Obstet Gynecol. Dec 2019;134(6):1343-1357. doi:10.1097/A0G.0000000000003585
2. Mendez-Figueroa H, Dahlke JD, Vrees RA, Rouse DJ. Trauma in pregnancy: an updated systematic

review. Am J Obstet Gynecol. Jul 2013;209(1):1-10. doi:10.1016/j.ajog.2013.01.021



	Trauma in Pregnancy
	Background
	Figure 1. Evaluation and Management of Trauma in Pregnancy in Viable Gestations1
	Figure 2. Evaluation and Management of Trauma in Pregnancy in Non-Viable Gestations1
	Figure 3. Management of the Pregnant Trauma Patient at Texas Children's Hospital
	References


