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Data Protection Act 2018 (UK General Data Protection Regulation — GDPR)
Legislation.

The Trust has a duty under the Data Protection Act 2018 and UK General Data Protection
Regulations 2016/679 to ensure that there is a valid legal basis to process personal and
sensitive data. The legal basis for processing must be identified and documented before
the processing begins. In many cases we may need consent; this must be explicit,
informed, and documented. We cannot rely on opt out, it must be opt in.

Data Protection Act 2018 and UK General Data Protection Regulations 2016/679 is
applicable to all staff; this includes those working as contractors and providers of services.

For more information about your obligations under the Data Protection Act 2018 and UK
General Data Protection Regulations 2016/679 please see the Information Use Framework
Policy or contact the Information Governance Team.

Royal Cornwall Hospital Trust rch-tr.infogov@nhs.net
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1. Introduction

1.1.

1.2.

1.3.

1.4.

1.5.

This document is designed to provide information on the processes within the
Royal Cornwall Hospitals NHS Trust (RCHT) for the completion of a Trauma
Tertiary Survey (TTS) in patients admitted with traumatic injuries and identified as
a ‘major trauma outlier’. This guide is to support the undertaking of a Trauma
Tertiary Survey by appropriate senior clinicians listed in section 3.2.

The Trauma Tertiary Survey should be completed for all major trauma patients
within 24 hours of admission and should form a comprehensive patient review
taking into account radiological injury, laboratory investigations, age, frailty,
mechanism of injury, comorbidities and venous thromboembolism (VTE)
prophylaxis.

Trauma Tertiary Surveys are designed to identify occult injuries 24 hours after
injury presentation once initial obvious significant injuries have been identified.

The completion of a Trauma Tertiary Survey should be undertaken in both children
AND adults.

The responsibility for the completion of the Trauma Tertiary Survey remains with
the primary owning specialty team. This can be shared with the Major Trauma
Service as clinically appropriate.

2. Purpose of this Standard Operating Procedure

2.1.

2.2.

Clinical pathways aim to improve the quality, continuity and co-ordination of care
for the patient across different clinical disciplines by applying a multidisciplinary
team approach.

The Trauma Tertiary Survey is a structured, comprehensive review of an individual
patient who is admitted to RCHT having sustained traumatic injuries.

2.1.1 Patients will be identified to the Major Trauma team by either the National
Major Trauma Registry (NMTR) coordinators or by senior clinical teams.

2.1.2 The purpose of the TTS is to exclude secondary injuries through a structured
and methodical patient assessment, ideally within the first 24 hours of
admission, replicating the same process as initial primary admission surveys.

2.1.3 Trauma Tertiary Surveys should be undertaken by a senior experienced
clinician familiar with their completion. For staff who require guidance in the
completion of the TTS, a systematic form (Appendix 3) is available to ensure
key anatomical areas are reviewed to identify injury.

2.1.4 |If patients are non-compliant due to reduced level of consciousness,
intubation +/- sedation or delirium, a tertiary survey should be completed at
the earliest opportunity once awake or existing confusion is resolved.

2.1.5 The TTS will include the review of clinical observations and the latest
imaging reports, blood results and review of VTE prophylaxis and printed
advice from specialist services (for example, Neurosurgical or
Cardiothoracics).
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3. Ownership and Responsibilities
3.1 Lead Professional

e Clinical Lead for Major Trauma.
3.2 Specialist Staff

e Major Trauma Practitioner/Coordinator.
e Major Trauma Rehabilitation/Coordinator.
e National Major Trauma Registry Coordinators.
e Major Trauma and Transfer Consultant (TTC).
e Trauma and Orthopaedic Advanced Clinical Practitioner.
e Advanced Clinical Practitioners.
e Paediatric team.
e Surgical team.
e Acute and specialist medical teams.
e Eldercare team.
e Critical Care Unit Team.
3.3 Role of the Managers

Line managers are responsible for ensuring this guideline is disseminated to the
relevant staff and reviewed at the appropriate time.

3.4 Role of the Major Trauma Review Group (MTRG)

3.4.1 The Major Trauma Review Group is responsible for reviewing this
guideline and monitoring its implementation.

3.4.2 The completion of the TTS will be recorded in medical patient records
and/or Nerve Centre (see Appendix 4) or the future eCare patient record
and will be audited on a bi-annual basis by the Major Trauma Team and
presented to appropriate clinical governance boards.

3.5 Role of Individual Staff completing a Trauma Tertiary Survey

3.5.1 All staff members undertaking a TTS should be competent to assess,
investigate and initiate action for any injuries identified. The examination
should be a comprehensive whole-body assessment to enable review of
associated injuries. Whilst not prescriptive, examples of suggested key
areas for clinical assessment are detailed below. This should be
completed as clinically indicated.
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3.5.1.1. Head and face

3.5.1.2.

3.5.1.3.

Face, scalp and skull (i.e., bleeding laceration, bruising,
swelling, depression/irregularities of the skull, bruising behind
the ears, periorbital bruising).

Eyes (observing through palpation of bony margins for evidence
of fracture; test eye movement, pupillary reflexes and vision;
inspect for penetrating injury, irregular iris, foreign bodies and
subconjunctival haemorrhage).

Ears (bleeding, blood behind tympanic membrane or
perforation, assess hearing).

Nose (bleeding, septal haematoma, evidence of CSF leak,
assess for bony crepitus or deformity).

Mouth (wounds to the lips, gums, tongue or palate, evidence of
foreign body).

Teeth (subluxation, damaged or missing teeth).

Jaw (site of pain; palpation for bony step; observing for trismus
- restriction of movement or tightness).

Neck

Maintain in-line stabilisation as clinically appropriate if C-spine
not cleared.

Palpate cervical spine, observing for either bony or
musculoskeletal tenderness.

Assess range of motion as clinically appropriate.

Inspect neck for blunt or penetrating trauma (including but not
limited to tracheal deviation; wounds; subcutaneous
emphysema, laryngeal tenderness or crepitus, oesophageal

injury).

Chest

Respiratory assessment including recording observation,
palpation and percussion; haemodynamic monitoring i.e.,
NEWS.

If insitu, monitor indwelling chest drains.

Inspect for signs of external injury such as seatbelt bruising,
bruising, wounds.

Palpate and inspect chest wall to identify obvious chest wall
tenderness.
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Observe for additional common bony injuries (i.e., clavicular
tenderness.

3.5.1.4. Abdomen

Palpate abdomen to observe for tenderness to liver, spleen,
kidneys and bladder and to exclude guarding and rigidity
indicative of peritonism.

3.5.1.5. Pelvis

Through gentle palpation feel for pain or crepitus over bony
prominences.

Inspect for grazes, wounds, swelling and deformity, with focus
on the iliac crests.

Consider additional genital examination if clinically indicated
and qualified to do so.

3.5.1.6. Limbs

Inspect for wounds, bruising, abrasions and foreign bodies.

Feel for soft tissue and bony tenderness or swelling, joint
movement and stability.

Examine pulses and capillary refill time.

Examine motor and sensory power of all four limbs,
documenting deficits as clinically appropriate on additional
detailed charting (i.e., ASIA chart).

Assess gait and mobility if clinically appropriate and patient able
secondary to injury.

Inspect for reduced ranges of movement and tenderness in
shoulders to observe for rotator cuff or brachial plexus injury.

3.5.1.7. Back and spine

If spinal precautions required, alternative log roll may be
clinically indicated to perform inspection.

Inspect full length of spine, palpating and percussing to assess
for tenderness.

Inspect for sacroiliac joint tenderness.

Inspect for tenderness or abnormality to scapulae.

3.5.2 For other injuries, not identified within the recommended areas in 3.5.1,
clinical expertise and judgment should be applied to identify or exclude
additional injury.
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3. Standards and Practice

4.1 The performance of a Trauma Tertiary Survey should be documented in the
patient’s clinical record contemporaneously. The Trauma Tertiary Survey (TTS)
proforma (Appendix 3) may be useful for those with less experience in
performing these assessments to provide structure and as an aide memoire.
Experienced clinicians need not complete this for each TTS — a concise entry in
the medical notes and/or Nerve Centre (see Appendix 4) or the future eCare
patient record will suffice.

4.1.1 Clinical staff whose core role includes the management of patients
following traumatic injury and performance of physical examinations
have the core skills required to perform a TTS and are encouraged to
perform these assessments on their patients. The TTS should be seen
simply as a formal, detailed approach to comprehensive assessment of
acute trauma patients and review of relevant investigations.

4.1.2 Clinical staff seeking training in recording and/or completion of Trauma
Tertiary Surveys are encouraged to approach the RCHT Major Trauma
Service.

4.2 National Major Trauma Registry (NMTR) data recording the completion of the
Trauma Tertiary Survey will be completed by NMTR coordinators employed
within the Major Trauma Service, liaising with Major Trauma
Practitioner/Coordinators as appropriate.

4.3 Exclusion Criteria:

Patients are deemed not clinically appropriate fora TTS if:
¢ Intubated and ventilated.

e Deemed End of Life or for palliative care only.

e Cognitive impairment, for example with a head injury or patient is
non-compliant.

¢ Patients have capacity and do not provide consent.

¢ Limitations of clinician experience examining clinically complex patients (will
require escalating to appropriate senior clinician to ensure complete).

4. Dissemination and Implementation

This pathway will be disseminated via the Major Trauma Review Group and once
approved it will be published on the Document Library and cascaded to relevant
clinical areas.

Trauma Tertiary Survey (TTS) Standard Operating Procedure V1.0
Page 7 of 32



5. Monitoring Compliance and Effectiveness

Information
Category

Detail of process and methodology for monitoring
compliance

Element to be

Compliance with the NMTR guidance for completion of Trauma
Tertiary Survey within 24 hours of admission.

monitored Internal 6 monthly RCHT audit of missed injuries and documented
tertiary survey. After initial pathway commenced, interval audit
may be decreased to 12 to 24 monthly.

Lead Clinical Lead for Major Trauma.
Local electronic documentation of completed Trauma Tertiary
Survey.

Tool , .
Completion of Tertiary Trauma Survey paperwork.
NMTR dashboard of patients with submitted tertiary survey.
6 monthly monitoring of electronic/paper documentation of Trauma

Frequency Tertiary Survey - presented bi-annually at MTRG meetings to key
stakeholders.

Reporting NMTR daShboard.

arrangements MTRG meetings.

Acting on

recommendations
and Lead(s)

This is the responsibility of the Major Trauma Review Group.

Change in practice
and lessons to be
shared

Required changes to practice will be identified and actioned
following audit and shared to relevant stakeholders.

6. Updating and Review

This policy will be reviewed every 3 years.

7. Equality and Diversity

8.1

This document complies with the Royal Cornwall Hospitals NHS Trust service

Equality and Diversity statement which can be found in the Equality Diversity
And Inclusion Policy or the Equality and Diversity website.

8.2 Equality Impact Assessment

The Initial Equality Impact Assessment Screening Form is at Appendix 2.

Trauma Tertiary Survey (TTS) Standard Operating Procedure V1.0

Page 8 of 32



https://doclibrary-rcht.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/HumanResources/EqualityDiversityAndInclusionPolicy.pdf
https://doclibrary-rcht.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/HumanResources/EqualityDiversityAndInclusionPolicy.pdf
http://intranet-rcht.cornwall.nhs.uk/shelf/equality-and-diversity/

Appendix 1. Governance Information

Information Category

Detailed Information

Document Title:

Trauma Tertiary Survey (TTS) Standard Operating
Procedure V1.0

This document replaces (exact
title of previous version):

New Document

Date Issued/Approved: February 2026

Date Valid From: March 2026

Date Valid To: March 2029

Author/Owner: Dr Mike Prosser, Clinical Lead for Major Trauma

Contact details:

rcht.majortrauma@nhs.net

Brief summary of contents:

Standards and expectations for the completion and
documentation of a Trauma Tertiary Survey in
patients admitted with acute traumatic injuries.

Suggested Keywords:

Trauma Tertiary Survey, major trauma, injuries,
fracture, spinal cord, chest wall, poly trauma, frailty,
silver trauma, head injury, orthopaedics.

Target Audience:

RCHT: Yes
CFT: No
CIOS ICB: No

Executive Director responsible
for Policy:

Chief Medical Officer

Approval route for consultation
and ratification:

Major Trauma Review Group (MTRG)

Manager confirming approval
processes:

Roz Davies

Name of Governance Lead
confirming consultation and
ratification:

Natasha Andrews

Links to key external standards:

National Major Trauma Registry (NMTR) NHS
England » National major trauma reqistry (NMTR)

Related Documents:

National Institute for Health and Care Excellence
(NICE). (2016) Major Trauma: assessment and initial
management Overview | Major trauma: assessment
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Information Category Detailed Information

and initial management | Guidance | NICE. NG39.
NICE guideline.

National Institute for Health and Care Excellence
(NICE). (2016). Major trauma: service delivery.
NG40. Overview | Major trauma: service delivery |
Guidance | NICE

British Orthopaedic Association (BOA). Clinical
BOASts. Clinical BOASts

Le, K.D.R; wang, A.J and Carpio, J. (2025).Clinical
Outcomes of trauma tertiary surveys conducted by
allied health and non-medical health care
professions: a scoping review. Accessed via:
https://doi.org/10.1016/j.injury.2025.112402

None — All staff members undertaking a Trauma
Tertiary Survey should already be competent to
assess, investigate and initiate action for any injuries
identified.

Training Need Identified:

Publication Location (refer to
Policy on Policies — Approvals Internet and Intranet
and Ratification):

Document Library Folder/Sub

Folder: Clinical / Major Trauma

Version Control Table

Version Changes Made
Date Number Summary of Changes by
Emma Harrison,
3/11/2025 | V1.0 Initial issue Major Trauma
Practitioner

All or part of this document can be released under the Freedom of Information Act
2000.

All Policies, Strategies and Operating Procedures, including Business Plans, are
to be kept for the lifetime of the organisation plus 6 years.

This document is only valid on the day of printing.
Controlled Document.

This document has been created following the Royal Cornwall Hospitals NHS Trust The
Policy on Policies (Development and Management of Knowledge Procedural and Web
Documents Policy). It should not be altered in any way without the express permission of
the author or their Line Manager.
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Appendix 2. Quality and Equality Impact Assessment (QEIA)

Guidance Form

The QEIA process allows RCHT to monitor the impact of changes to its policies and
services, ensuring that nobody is unduly disadvantaged.

For guidance, please contact the Equality, Diversity and Inclusion Team at

rcht.inclusion@nhs.net

1. About the Policy / Service Change:

Information Category

Detailed Information

Individual completing QEIA:
(Name, Role, Email)

Dr Mike Prosser, Clinical Lead for Major
Trauma

rcht.majortrauma@nhs.net

Service Area:
(Department, Care Group)

Major Trauma, Medicine Care Group.

Name of document:

Trauma Tertiary Survey (TTS) Standard
Operating Procedure V1.0

Type of document:
(Policy, Strategy, Service Change)

Policy.

Policy / Service Change Objective(s):

(What should it achieve, and for
whom?)

Improved quality of care for patients,
identification and treatment of missed
injuries.

Does this Policy / Service Change:
(Select all that apply)

Eliminate Discrimination? Yes
Advance Equal Opportunity? Yes
Foster Good Relations? Yes

Which Groups are impacted by this
policy?

(Select all that apply)

No — Workforce.

Yes — Patients.

No — Visitors.

No - System Partners.

No - External Organisations.
Yes — Contractors.

2. About the impact:

For each characteristic, please indicate whether you think the impact will be positive,
negative or unknown, and provide a brief explanation:

Note: Stating ‘This document has no impact on this group’ for all characteristics will result

in the document not being approved.
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Characteristic Impact Explanation
Age Positive
Sex Positive
Gender Reassignment Positive
Race, Ethnicity, Culture Positive
DI T Ren o™ Posiive
Religion or Belief Positive
Pregnancy and Maternity Positive
Sexual Orientation Positive
Armed Forces Community Positive
Low Income Households Positive

A consultation must take place with appropriate groups to clarify unknown impacts and
recommend mitigation of negative impacts.

3. About the Consultation

Information Category

Detailed Information

Which bodies have been
consulted?

(Not all will be required)

No Service Employees.

No Employee Network Groups.
No Union Representatives.
No EDI Team.

No Patient / Service Users.
No Patient Advisory Group.
No Patient Representatives.
No Local / National Charities.
No System Partners.

No External Organisations.
Yes Other.
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Information Category Detailed Information

Please list the individuals / Major Trauma Review Group
groups who have been
consulted:

(Role, Organisation, Email. Avoid
using individual names)

Consultation Outcomes: Ratification of this Standard Operating Procedure

(Positive feedback, new negative
impacts, recommendations)

What action will you now take? | Continue without Amendments

Provide Details: N/A
Do any negative impacts No
remain?

Explain rationale for N/A
proceeding with negative

impacts:

| am confident that this QEIA is an honest reflection of my efforts to comply with the Public
Sector Equality Duty, and that all appropriate, necessary actions have been taken to
mitigate any negative impacts as far as practicable.

Clinical Lead for Major

Name: | Dr Mike Prosser Role:
Trauma
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Appendix 3. Trauma Tertiary Survey (TTS) Proforma
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Trauma Tertiary Survey
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Injury Management Summary
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Clinical
Speciality

Initial Management Plan
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Appendix 4. Electronic Documentation of Trauma Tertiary
Survey via Nerve Centre

N ETIETMERTVE]
Assessments

Core Mursing Paeds Reason to Reside

Alcohol Screening

Bedrails Risk Assessment Patient Property Disclaimer

Holistic PCA Chart

SDSA Triage

Tertiary Trauma

Initial Discharge

Mouthcare

Tertiary Trauma
ESTING, Dummy Patient
All consultants
Consultant Injury
Radiological Review

Al episode radiological studies and reports reviewed

Yes J No J Awaiting Reports J

Spinal Clearance

Clearance Details

Spine not cleared or confirmed unstable spine: Full precautions J Spine cleared on CT but not clincially: Careful handling J Spine fully cleared: No precautions J

VTE Prophylaxis

VTE Prophylaxis plan documented

Yes No

Injury Management Plan

New injuries reported or identified after secondary survery
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Appendix 5. National Major Trauma Registry Inclusion Criteria
From 1 January 2026

Include: Patients with at least one AlIS3+ injury who meet current NMTR LOS criteria*,
which is:

e Admitted for 23 overnight stays or,

e Admitted to critical care (for any length of time) or,

e Transfers who total LOS =3 overnight stays or are admitted to critical care or,
e Died.

*With the exception of children (under 16 years old) who can be included with an AIS3+
injury and any LOS from 1 January 2026.

Exclude: Patients 60+ with femur fracture (any part of femur) captured by the National Hip
Fracture Database (NHFD) i.e. where the femur fracture is the primary injury and drives the
care.

Head

Included -in isolation Excluded -in isolation

(except where specified) {except where specified)

All brain injuries Loss of consciousness

MNerve injuries specified below Injuries to scalp

All base of skull fractures Simple skull vault fractures
Complex/comminuted/open skull vault fractures Minor nerve injuries not specified below

AIS 3+ Injuries — Head

Scalp contusion, subgaleal hematoma blood loss =20% by volume in infants <6 months old

Scalp laceration, blood loss = 20% by volume

Scalp avulsion, blood loss > 20% by volume

Scalp avulsion, total scalp loss

Crush - Massive destruction of both cranium (skull) and brain

Scalp degloving major (=50%)

Anyvascular injury in Head including thrombosis/occlusion/laceration

Cranial nerve VIl (Facial nerve) laceration, bilateral

Cranial nerve VIl (Acoustic nerve, including auditory and vestibular nerves) laceration, bilateral

Any injury to the cerebrum, cerebellum or brainstem

Any base of skull fracture

Skull vault fracture, comminuted /compound /depressed fdisplaced/complex/large area depressed =2cm

Trauma Tertiary Survey (TTS) Standard Operating Procedure V1.0
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Face

Included -in isolation
(except where specified)

Lefort Il fractures

All Panfacial fractures

Bilateral eye avulsion

Bilateral optic nerve avulsion or laceration

AlS 3+ Injuries — Face

Excluded - in isolation
(except where specified)

All facial fractures except Le fort Il and panfacial
fractures.

All other facial injuries including the eye

Face - Skin laceration, avulsion or penetrating injury with blood loss = 20% by volume

Face degloving, major

External carotid artery branch(es) laceration, major (blood loss = 20% by volume)

Face - Optic nerve laceration, bilateral

Face - Optic nerve avulsion, bilateral

Eye avulsion (enucleation), bilateral

LeFort Il fracture

LeFort lll fracture, bloed loss = 20% by volume

All Panfacial fractures

Neck

Included - in isolation
(except where specified)

Any OIS Grade 3-5 organ injury or vascular injury listed
below
Bilateral phrenic nerve injury

AlS 3+ Injuries — Neck

Excluded -in isolation
{except where specified)

Isolated nerve injuries

Hyoid fracture

Skin injuries

Minor organ or vascular injury not listed below (OIS
Grade 1 or 2)

Skin laceration, avulsion, penetrating injury with blood loss = 20% by volume

Decapitation

Meck degloving, major

Commeon/internal Carotid artery intimal tear, laceration or thrombosis

Major External Carotid artery laceration (transection/blood loss »20%)

Major Jugular vein, external laceration (transection/blood loss =20%)

Major Jugular vein, internal laceration {transection/blood loss =20%)

Vertebral artery intimal tear or minor laceration with neurological deficit. Or Major laceration (transection/blood

loss =20%) Or thrombosis

Trauma Tertiary Survey (TTS) Standard Operating Procedure V1.0
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Vertebral artery intimal tear or minor laceration with neurological deficit. Or Major laceration (transection/blood
loss =20%) Or thrombosis

Phrenic nerve injury - bilateral

Oesophagus laceration, perforation, avulsion or ingestion injury

Larynx laceration, puncture, perforation, avulsion, crush, rupture, transection with or without vocal cord
involvement

Pharynx or Retropharyngeal area contusion - major

Pharynx or Retropharyngeal area laceration, puncture, no perforation; mucosal tear

Salivary gland with ductal involvement or transection

Trachea laceration, perforation, avulsion, laryngeal/tracheal separation

Vocal Cord injury bilateral

Thorax

Included -in isolation Excluded -in isolation

(except where specified) (except where specified)

All OIS Grade 3-5 organ injuries Minor organ injuries (OIS Grade 1 and 2)
3 or more rib fractures (flail or simple) Minor soft tissue injury
Complex/comminuted/open/massively displaced rib 1 or 2 simple rib fractures

fractures Sternal fractures

Pneumaothorax

Haemothorax Any other injury not listed below

All other thoracic injuries listed below

Skin laceration or avulsion with blood loss = 20% by volume

Thorax - (Crush) Bilateral obliteration of a substantial portion of the chest cavity

Thorax degloving, major

Open (sucking) chest wound

Thorax - penetrating injury, with blood loss > 20% by volume

Inhalation injury with at least one of the following: erythema, bronchorrhea, carbonaceous deposits, bronchial
obstruction, hypoxemia, mucosal sloughing, necrosis or endoluminal obliteration. OR Carboxyhaemoglobin
=15%

Any thoracic aorta injury

Any Brachiocephalic (innominate) artery injury

Any Brachiocephalic (innominate) vein injury

Any Coronary artery laceration or thrombosis

Any Pulmonary artery injury

Any Pulmonary vein injury

Any Subclavian artery injury

Any Subclavian vein injury

Any Subclavian vein injury

Any Vena Cava injury

Major laceration (transection/blood loss >20%) of a named thoracic artery

Major laceration (transection/blood loss >20%) of a named thoracic vein

Any main stem Bronchus injury

Bronchus distal to main stem laceration (puncture), perforation — fracture, complex injury or separation injury

Chordae tendinae laceration (rupture)
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Diaphragm laceration/rupture with or without herniation

Desophagus laceration or ingestion injury (also in neck)

Heart (myocardium) contusion (haematoma), severe

Any Heart ([myocardium) laceration/perforation/avulsion

Intracardiac valve laceration (rupture)

Heart - Intracardiac septum laceration (rupture)

Any Lung contusion, laceration or blast injury

Pericardium laceration, hemopericardium

Haemothorax

Haemothorax, major

Tension haemothorax

Pneumothorax

Pneumaothorax, major

Tension pneumothorax

Haemopneumothorax

Haemopneumothorax, major

Air Embolus

Haemomediastinum

Pneumomediastinum

Any Trachea injury

ribs fractures in more than one place)

Fracture 23 ribs; complex/comminuted/open/massively displaced rib(s) (any number); flail ribs (23 consecutive

Thoracic wall avulsion

Abdomen

Included = in isolation
(except where specified)

015 Grade lll-V injury to any of the following major organs:

Bladder, Colon, Duodenum, Gallbladder, Jejunum-ileum
(small bowel), Kidney, Liver, Pancreas, Rectum, Spleen,
Ureter, Uterus.

Any injury resulting in retroperitoneal haemorrhage.

All other abdominal injuries listed below.

AIS 3+ Injuries — Abdomen

Excluded - in isolation
(except where specified)

Minor soft tissue injury

OIS Grade Il injury to any of the following major
organs: Bladder, Colon, Duodenum, Gallbladder,
Jejunume-ileum (small bowel}, Kidney, Liver,
Pancreas, Rectum, Spleen, Ureter, Uterus.

Any other injury not listed below.

Skin laceration, avulsion or penetrating injury with blood loss > 20% by volume

Torso transection

Abdominal degloving, major

Any Abdominal Aorta injury

Any Coeliac artery injury

Any lliac artery (or named branches) injury
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Any injury to Commen |liac vein

Iliac vein (internal, external) laceration, major (transection/blood loss=20%)

Any Superior mesenteric artery injury

Any inferior Vena cava injury

Any injury to a named abdominal artery

Any injury to 2 named abdominal vein

Adrenal gland laceration, massive

Anus laceration with perforation; avulsion; complex laceration; rupture; major tissue loss

Bladder (urinary) laceration, extraperitoneal wall,>2cm or intraperitoneal wall. OR rupture, avulsion

Colon perforation, avulsion or transection

Duodenum laceration, disruption 50-100% of D1/>50%of D2

Gallbladder laceration - massive OR with common or hepatic bile duct transection

Jejunum-Ileum (small bowel) perforation

Jejunum-Ileum (small bowel) laceration, massive

Kidney contusion (haematoma) =30% surface area or expanding (OISII)

Kidney laceration or rupture (OIS Il or above)

Liver contusion {haematoma), major (OISIII)

Liver laceration (OIS Ill or above)

Liver rupture NF3

Mesentery laceration, major

Mesentery laceration, massive

Omentum laceration, major (013 Il) or rupture

Pancreas contusion (haematoma), major (OIS 111}

Pancreas laceration (OI3 Il or above)

Perineum laceration (perforation), massive

Prostate laceration involving urethra

Rectum full thickness perforation (OIS Il and abowve)

Retroperitoneum haemaorrhage or haematoma MFS

Spleen contusion (haematoma), major (0I5 1Il}

Spleen laceration (OIS Il or above) or rupture

Any Stomach ingestion injury

Stomach perforation; avulsion; complex; rupture; tissue loss

Ureter perforation (full thickness)

Urethra rupture or laceration with posterior tissue loss (OIS V)

Uterus perforation or placental abruption <50% (OIS Il and above)

Vagina perforation (OIS IV or V)

Vulva laceration (OIS IV or V) or rupture
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Spine

Included -in isolation
(except where specified)

Cord or Cauda equina injury

C2 odontoid fracture

Bilateral facet dislocations
Atlanto-axial dislocation

Disc or nerve root injury listed below

AlS 3+ Injuries — Spine

Excluded -in isolation
{except where specified)

Spinal strain or sprain

Ligament injuries

Simple vertebral fractures

Unilateral dislocations

Atlanto-occipital dislocation

Minor disc or nerve injuries not listed below

Multiple cervical nerve roots - laceration or avulsion

Multiple thoracic nerve roots - laceration or avulsion

Multiple lumbar nerve roots - laceration or avulsion

Any complete Brachial plexus injury

Any Cauda equina injury

Any spinal cord injury

Disc herniation with nerve root damage or ruptured disc

Atlanto-axial (odontoid) dislocation

Bilateral facet dislocation

Cervical spine Odontoid (dens) fracture

Major compression fractures (>25% height loss)

Upper Extremities

Hands and Fingers

Included -in isolation
(except where specified)

Mone

Upper Limb
(not including hands/fingers)

Included -in isolation
(except where specified)

Any Open fractures listed below

Excluded - in isolation
{except where specified)

All hand injuries, even if multiple
Allinjuries to digits, even if multiple

Excluded - in isolation
(except where specified)

Any Closed unilateral or bilateral fractures
Any dislocations
Any open fractures not listed in below
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. | Proximal

Humerus — Shaft
Distal
ﬁ Proximal

Radius —' Shaft

Unha —— | _
»4 J Distal

AlS 3+ Injuries — Upper Extremities

Upper limb - Skin laceration, avulsion or penetrating injury with blood loss = 20% by volume

Upper limb - Skin avulsion, blood loss = 20% by volume

Upper limb amputation (traumatic) at or above the wrist

Crush injury at or above wrist

Degloving injury - upper extremity - entire extremity

Axillary artery laceration, major (transection or blood loss =20%)

Axillary vein laceration, major (transection or blood loss =20%)

Brachial artery laceration, major (transection or blood loss =20%)

Brachial vein laceration, major (transection or blood loss =20%)

Mamed upper limb artery laceration, major (transection or blood loss =20%)

Mamed upper limb vein laceration, major (transection or blood loss =20%)

Proximal humerus fracture - extraarticular bifocal, open

Proximal humerus fracture — complete articular, open

Humerus shaft fracture — complex/comminuted, open

Humerus shaft wedge fracture - open

Distal humerus fracture - partial or complete articular - open

Proximal radius fracture - partial or complete articular, open

Distal radius partial or complete articular fracture - open

Radius complex fracture - open

Radius shaft wedge fracture - open

Proximal ulna fracture — partial or complete articular, open

Distal ulna partial or complete articular fracture - open

Ulna complex fracture - open

Ulna shaft wedge fracture - open
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Lower Extremities

Feet and Toes

Included - in isolation Excluded - in isolation
(except where specified) (except where specified)
Mone All foot injuries, even if multiple

All injuries to digits, even if multiple

Lower Limb — below knee
(not including feet/toes)

Included - in isolation Excluded - in isolation
(except where specified) {except where specified)
Open bimallecloarftrimalleolar fractures Any Closed/simple unilateral or bilateral injury
Any open tibia fracture (including multiple closed fractured bones)
. Any comminuted tibia fracture (closed or open) Any dislocation (closed or open)

Fibula ——

Tibia 7

Lateral

.Posterior Malleolus

~111¢
E0LUS

Trauma Tertiary Survey (TTS) Standard Operating Procedure V1.0
Page 25 of 32



Femur

Included -in isolation
(except where specified)

England, Wales and Northern Ireland:

®  Patients aged 60+ with a Femur fracture not
captured by the NHFD (i.e. patients where Femuris
not the primary injury & care is not driven by Femur
fracture).

Examples will be provided prior to any change going
live.

®  All Femurs fractures aged <60

ROI:

®  Patients aged 60+ with a Femur fracture not
captured by the IHFD.

®  All Femurs fractures aged <60

Excluded -in isolation
{except where specified)

England, Wales and Northern Ireland:

®  Patients aged 60+ with Femur fracture
captured by the NHFD (any part of
Femur) i.e. where Femur is the primary
injury & care is driven by the Femur
fracture.

Examples will be provided prior to any change
going live.

These patients are already collected by the
NHFD

ROI:

®  Patients aged 60+ captured by the IHFD,
i.e those diagnosed, with either a hip
fracture or other specified fracture (e.g.
intracapsular, intertrochanteric or
subtrochanteric) other than
periprosthetic fractures.

Greater Trochanter

Head—i—: - Proximal
Neck _Jintertrochanteric Area
_~"_/_. .
Lesser — | JSubtrochanteric Area
Trochanter
Shaft

Medial
Epicondyle

Medial  Lateral
Condyle Condyle

Distal

Lateral Epicondyle
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Pelvis

Included -in isolation Excluded -in isolation

(except where specified) (except where specified)

Patients (any age) with any open or partially or totally | Patients (any age) with any stable pelvic ring or
unstable pelvic ring or open acetabular fracture. closed acetabular fracture

NHFD: Are not yet commissioned as 2 mandatory national clinical audit for pelvic fracture, although they have
developed a mechanism for local teams to start collecting data on their patients with pelvic fracture and strongly
encourage sites to collect the data in anticipation that it will become a mandatory part of NHFD in the future.

Therefore, please enter any patients with any AlS3+ pelvic or Acetabular fracture (as defined above) onto
NMTR.

®  Stable pelvic fracture (posterior arch is intact) = Type A, AP1

#  Partially unstable (incomplete disruption of posterior arch) = Type B, AP2, LC1, Open book.

#  Totally unstable (complete disruption of posterior arch) = Type C, LC2, LC3, AP3, Vertical shear (V5)

Combined Mechanism (CM), Malgaine, lumbopelvic dissociation

Patients can be considered to have some pelvic instability if they are either: Fixed in theatre or bladder
displacement/disruption. However, grades of pelvic ring fractures will be required to determine eligibility

Sacroiliac Joint

rum 3
Secru Iliac Crest

Superior \ Isch|al Spine

Pubic Ram: "\ Acetabulum

Coccyx

Ischium ~— Femur
Pubic

Inferior Pubic Symphysis

Rami

Arrows represent the
direction of force

Lateral ; . - a—
Compression (LC)

Partially Unstable Totally Unstable Totally Unstable

sl

Anterior-posterior
Compression (AP)

T

AP1 AP2 AP3

Stable Partially Unstable Totally Unstable
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Vertical Shear (VS)

Totally Unstable

Case courtesy of Matt Skalskl, Radiopaedia.org, riD: 37824

AlS 3+ Injuries — Lower Extremities

Lower limb - Skin laceration, avulsion, penetrating injury with blood loss = 20% by volume

Amputation (traumatic) partial or complete, at or above the ankle

Lower limb Crush injury at or above the ankle

Degloving injury lower limb, entire extremity

Any Femoral artery injury

Femoral vein laceration, major (transection or blood loss =20%)

Popliteal artery laceration, major (transection or blood loss =20%)

Popliteal vein laceration, major (transection or blood loss =20%)

Mamed lower limb arteries laceration, major (transection or blood loss =20%)

Mamed lower limb veins laceration, major (transection or blood loss =20%)

Sciatic nerve laceration (incomplete or complete)

Any Femur fracture in patients <60years old

Tibia Fracture - Open

Tibia Fracture, Complex - closed or open

Bimalleolar or Trimalleolar fracture - Open

Pelvic ring fracture, open OR bloed loss »20% (regardless of stability)

Partially unstable or completely unstable pelvic ring fractures (open or closed) - LC1-3, AP2-3, open book, VS,
CM, lumbopelvic dissociation, Malgaine

Acetabulum Fracture - open

Nerves

. Included - in isolation Excluded - in isolation
(except where specified) (except where specified)

Injuries to the sciatic, facial, cranial nerve or brachial plexus ' All other nerve injuries, single or multiple not listed
listed below below
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AlS 3+ Injuries — Nerves

Cranial nerve VIl (Facial nerve) laceration, bilateral

Cranial nerve VIl (Acoustic nerve, including auditory and vestibular nerves) laceration, bilateral

Face - Optic nerve laceration, bilateral

Face - Optic nerve avulsion, bilateral

Phrenic nerve injury, bilateral

Any complete Brachial plexus injury

Sciatic nerve laceration (incomplete or complete)

Vessels

Included —in isolation Excluded - in isolation

(except where specified) (except where specified)

Injuries to femoral, neck, facial, cranial, thoracic or Intimal tear or superficial laceration or perforation
abdominal vessels listed below to any limb vessel.

Transection or major disruption of any other named vessel Injuries to unnamed branches

(excluding vessels in the hands, feet and digits).
Vesselinjuries not listed below

AIS 3+ Injuries — Vessels

Any wvascular injury in Head including thrombosis/occlusion/laceration

External carotid artery branch(es) laceration, major (blood loss > 20% by volume)

Commeon/internal Carotid artery intimal tear, laceration or thrombosis

Major External Carotid artery laceration (transection/blood loss =20%)

Major Jugular vein, external laceration (transection/blood loss =20%)

Major Jugular vein, internal laceration (transection/blood loss =20%)

Vertebral artery intimal tear or minor laceration with neurological deficit. Or Major laceration (transection/blood
loss =20%) Or thrombosis

Any thoracic aorta injury

Any Brachiocephalic (innominate) artery injury

Any Brachiocephalic (innominate) vein injury

Any Coranary artery laceration or thrombosis

Any Pulmonary artery injury

Any Pulmonary vein injury

Any Subclavian artery injury

Any Subclavian vein injury

Any Subclavian vein injury

Any Vena Cava injury

Major laceration (transection/blood loss =20%) of a named thoracic artery

Major laceration (transection/blood loss =20%) of a named thoracic vein
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Any Abdominal Aorta injury

Any Coeliac artery injury

Any lliac artery (or named branches) injury

Any injury to Gommon lliac vein

Iliac vein (internal, external) laceration, major (transection/blood loss=20%)

Any Superior mesenteric artery injury

Any inferior Vena cava injury

Any injury to a named abdominal artery

Any injury to a named abdominal vein

Axillary artery laceration, major (transection or blood loss =20%)

Axillary vein laceration, major (transection or blood loss =20%)

Brachial artery laceration, major (transection or blood loss =20%4)

Brachial vein laceration, major (transection or blood loss =20%)

Named upper limb artery laceration, major (transection or blood loss =20%)

Named upper limb vein laceration, major (transection or blood loss >20%)

Any Femoral artery injury

Femoral vein laceration, major (transection or blood loss =20%)

Popliteal artery laceration, majer (transection or blood loss =20%)

Popliteal vein laceration, major (transection or blood loss =20%)

Named lower limb arteries laceration, major (transection or blood loss =20%)

Named lower limb veins laceration, major (transection or blood loss =20%)

External

Skin
Included - in isolation Excluded -in isolation
(except where specified) (except where specified)

Laceration or penetrating skin injuries with blood loss =>20% | Simple skin lacerations or penetrating injuries with
(=1000mls) blood loss < 20% (<1000mls); single or multiple.
Contusions or abrasions: single or multiple.
Major degloving injury (>50% body region)
Minor degloving injury (<50% body region)

Burns and Inhalation

Included -in isolation Excluded -in isolation

(except where specified) (except where specified)

2n4/3" degree burn 10-19% TBSA in patients <Byears Any burn referred to a Burns unit.
2n473" degree burn =>19% TBSA any age All burns =10% TBSA

NOT referred to a Burns unit All burns <20% in patients =5years old
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Frosthite

Included -in isolation
(except where specified)

Full thickness frostbite across multiple body sites

Asphyxia and Drowning

Included - in isolation
(except where specified)

With loss of consciousness, neurological deficit or cardiac
arrest

Explosion

Included - in isolation
(except where specified)

Whole body (explosion-type) injury affecting >25% TBSA skin

injuries, multiple fractures and or organ injuries

Hypothermia

Included - in isolation
(except where specified)

Accompanied by another MMTR eligible injury

Electrical

Included - in isolation
(except where specified)

Electrical injury with muscle necrosis or cardiac arrest

Excluded - in isolation
(except where specified)

Superficial frostbite
Any frostbite affecting a single body site (eg toes

only)

Excluded -in isolation
(except where specified)

Without a loss of consciousness

Excluded -in isolation
(except where specified)

Minor soft tissue injuries with or without minor
fractures

Excluded -in isolation
{except where specified)

Hypothermia in isolation

Excluded - in isolation
{except where specified)

Minor electrical injuries without muscle necrosis

or cardiac arrest
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AIS 3+ Injuries — External

External, burns - 2° or 3° (partial or full thickness), 10-15%, < 5 years old

External, burns - 2° or 3° (partial or full thickness), 20-29% Total Body Surface

External, burns - 27 or 3° (partial or full thickness), 20-29%, < 5 years old

External, burns - 2° or 3° (partial or full thickness), 30-39% Total Body Surface

External, burns - 2° or 3° (partial or full thickness), 30-39%, < 5 years old

External, burns - 2° or 3° (partial or full thickness}, 40-89% Total Body Surface

External, burns - 2° or 3% including incineration, = 90% Total Body Surface

Frosthite multiple body sites

Asphyxia/Suffocation with at least loss of consciousness

Drowning/near drowning with at least loss of consciousness

High voltage electrical injury, with muscle necrosis or cardiac arrest

Whole Body (explosion type) injury, major or extensive to skin, tissue and muscle with multiple fractures &/or
multiple organ injuries.
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