POLICY MEMORANDUM

	POLICY SUBJECT:
	CHEST TRAUMA - PENETRATING

	POLICY NUMBER:
	NSG-115

	JCAHO FUNCTION AREA:
	CARE OF THE PATIENT

	POLICY EFFECTIVE DATE:
	7/96

	POLICY REVIEWED:
	7/98; 5/99; 2/04; 7/06

	POLICY REVISED:
	7/98; 5/99; 2/04; 7/06

	POLICY STATEMENT:
	

	
To provide guidelines for the management of chest injuries due to penetrating 
trauma.



	PROCEDURE:

1. Observe and utilize Standard Precautions.  All protective equipment should be used when caring for the trauma patient.

2. Perform a primary assessment.  Initiate interventions for all life threatening conditions.  See Multiple Trauma Protocols.

3. Obtain a history to include the mechanism of injury.  If the penetrating object is still lodged in the patient’s chest, do not remove.  The object may be acting to tamponade any bleeding.  Stabilize the object and restrain the patient as needed to prevent any movement of the object.

4. Stabilize the patient’s neck according to policy until the patient’s cervical spine has been cleared per protocol.  Assess the patient’s neurological status before and after stabilization.

5. Administer high flow oxygen via non-rebreather mask if the patient is breathing on his own.  If the patient is not able to breathe effectively, he should be intubated and given 100% oxygen.  Place on pulse oximeter to monitor oxygen saturation.
6. Assess the patient’s respiratory effort for abnormal chest wall movement, abnormal or absent breath sounds, surface trauma, accessory muscle use, and agitation/restlessness.  

7. Obtain an order for a portable chest x-ray.

8. Apply three-sided non-porous dressing to any open chest wound.
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9. Assess the patient for a tension pneumothorax by observing for tracheal deviation, distended neck veins, or increasing respiratory distress.  If tension pneumothorax occurs, remove the dressing immediately.  Prepare for needle decompression thoracostomy or chest tube insertion.  Do not wait for a chest x-ray to confirm the presence of a tension pneumothorax.  

10. Start two large bore IVs (14-16 gauge) with Ringer’s Lactate or Normal Saline.  Start one line with blood tubing.  If possible, the fluid should be warmed to prevent the added complication of hypothermia.

11. Draw blood for Trauma Profile (CBC, CMP-Comprehensive Metabolic Profile, Clotting Profile, Type & Cross, Drug Screen).

12. Prepare for blood transfusion if indicated by excessive blood loss.  See Policy and Procedure for Emergency Autotransfusion.

13. Place the patient on cardiac monitor and blood pressure monitor.

14. Obtain a complete set of vital signs including oxygen saturation, Glasgow Coma Scale, and Revised Trauma Score.  Reassess as patient’s condition warrants.
15. Insert indwelling Foley Catheter with urometer to monitor the patient’s hourly urinary output unless contraindicated.

16. Insert a nasogastric tube if indicated.  Maintain NPO status.

17. Obtain a baseline EKG.

18. Perform a secondary assessment and initiate interventions for concurrent injuries.  Since chest trauma tends to be associated with abdominal trauma, careful assessment of the abdomen should be done.  See Policy and Procedures for Abdominal Trauma - Blunt/Penetrating.

19. Document on the Trauma Flow Sheet all assessments, vital signs, procedures, and changes in the patient’s condition.

20. Coordinate transfer to a higher-level facility if the patient’s condition warrants.



	END OF POLICY
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