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Fig. 1. Approach to penetrating abdominal trauma (ATLS = advanced trauma life support; FAST/USS = focused assessment with sonography in trauma/
ultrasound scan; EUA = examination under anaesthesia; CT = computed tomography; NG = nasogastric; SAMPLE = signs and symptoms, allergies, 
medications, pertinent medical history, injuries, illnesses, last meal/intake, events leading up to the injury and/or illness). 
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Fig. 2. Approach to blunt abdominal trauma (ATLS = advanced trauma life support; FAST/USS = focused assessment with sonography in trauma/ultrasound 
scan; CT = computed tomography; SAMPLE = signs and symptoms, allergies, medications, pertinent medical history, injuries, illnesses, last meal/intake, 
events leading up to the injury and/or illness).
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Fig. 3. Approach to penetrating chest trauma (central chest wall) (ATLS = advanced trauma life support; ICD = intercostal drain; FAST/ECHO = focused 
assessment with sonography in trauma/echocardiography; CXR = chest X-ray).
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Fig. 4. Approach to penetrating chest trauma (lateral chest wall) (ATLS = advanced trauma life support; ICD = intercostal drain; FAST/ECHO = focused 
assessment with sonography in trauma/echocardiography; CXR = chest X-ray).

 

 

 

 

Approach to penetrating neck trauma
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Fig. 5. Approach to penetrating neck trauma (ATLS = advanced trauma life support; ICD = intercostal drain; CT = computed tomography; C-spine = cervical 
spine; BP = blood pressure).



CONTINUING MEDICAL EDUCATION

505       June 2015, Vol. 105, No. 6

Observe and manage
as appropriate

Angiogram

>0.9 <0.9

Yes

No

Emergency limb
exploration

Approach to penetrating limb trauma

Yes

No

Measure Doppler pressures (ankle
brachial index) and compare

with una�ected limb 

ATLS principles − A, B, C, D & E

Multiple sites of entry
Extensive bone and soft tissue damage

Pre-existing vascular disease

Any hard signs

Any evidence of distal ischaemia
Absent or diminished pulses

Active bleeding
Expanding or pulsatile haematoma

Audible bruit
Palpable thrill

Fig. 6. Approach to penetrating limb trauma (ATLS = advanced trauma life support).

 

 

 

Approach to frank haematuria in trauma (bladder and renal injuries)
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Fig. 7. Approach to frank haematuria in trauma (bladder and renal injuries) (ATLS = advanced trauma life support; IV = intravenous; FAST/USS = focused 
assessment with sonography in trauma/ultrasound scan; CT = computed tomography).
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Fig. 8. Approach to frank haematuria in trauma (urethral injuries) (ATLS = advanced trauma life support; SAMPLE = signs and symptoms, allergies, 
medications, pertinent medical history, injuries, illnesses, last meal/intake, events leading up to the injury and/or illness). 
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Fig. 9. Approach to head injury (ATLS = advanced trauma life support; CXR = chest X-ray; FAST/USS = focused assessment with sonography in trauma/ultrasound 
scan; ICD = intercostal drain; GCS = Glasgow Coma Scale; LOC = loss of consciousness; CT = computed tomography; C-spine = cervical spine). 
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