
Traumatic Arrest

SC C.O.G. 300-004 2025

History
Traumatic Injury

Signs and Symptoms
Unresponsive
Pulseless
Apneic
No electrical activity on EKG
Ventricular fibrillation/
ventricular
tachycardia

No auscultated heart tones

Differential (Life threatening)
Medical/trauma
Hypoxia/pulmonary
Potassium (hypo/hyper) 
Drug overdose 
Acidosis
Hypothermia
Device error/artifact 
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Does the patient meet 
criteria for 

Termination on Scene C.O.G.?
On Scene Termination 

C.O.G.
On Scene Termination 

C.O.G.
On Scene Termination 

C.O.G.YES

WITNESSED NOT WITNESSED

Trauma Center 
< 20 minutes

Rapid Transport 
to appropriate destination using 

EMS System Trauma Plan
Limit Scene Time

Provide Early Notification

Remain on Scene

Initiate Traumatic 
Arrest Treatment 

Bundle

Consider Chest Decompression
Needle Procedure if indicatedP

Consider Chest Decompression
Needle Procedure if indicatedP

Cardiac Arrest C.O.GCardiac Arrest C.O.G

Age Appropriate 
Major Trauma C.O.G.

if indicated

Age Appropriate 
Major Trauma C.O.G.

if indicated

Consider Pelvic BindingB Consider Pelvic BindingB

NO

NO

Vascular Access C.O.G.

Hemorrhage Control C.O.G.

Airway C.O.G

Blood Administraton C.O.G.Blood Administraton C.O.G. O+ Whole Blood may 
be administered

AT ANY TIME
Return of Spontaneous 

Circulation

Go to Post 
Resuscitation 

C.O.G.

AT ANY TIME
Return of Spontaneous 

Circulation

Go to Post 
Resuscitation 

C.O.G.

Notify Destination or
Contact Medical Control

Notify Destination or
Contact Medical Control
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Head Trauma

SC C.O.G. 300-101 2025

History
Time of injury
Mechanism (blunt vs. penetrating)
Loss of consciousness
Bleeding
Past medical history
Medications
Evidence for multi-trauma

Signs and Symptoms
Pain, swelling, bleeding
Altered mental status
Unconscious
Respiratory distress / failure
Vomiting
Major traumatic mechanism of injury
Seizure

Differential
Skull fracture
Brain injury (Concussion, Contusion, 
Hemorrhage or Laceration)
Epidural hematoma
Subdural hematoma
Subarachnoid hemorrhage
Spinal injury
Abuse

YES

NO

NO

YES

Monitor and Reassess Q 5 minutes

YES
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Seizure ?

Notify Destination or Contact Medical ControlNotify Destination or Contact Medical Control
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GCS ≤ 8
OR

Airway Compromise

Assess Blood Glucose
B

Maintain Normothermia

Assess Blood Glucose
B

Maintain Normothermia

Maintain Pulse Ox >       92          %
Target EtCO2 35B Maintain Pulse Ox >       92          %
Target EtCO2 35B

Vascular Access C.O.G.

Spinal Motion Restriction C.O.G.Spinal Motion Restriction C.O.G.

Elevate HOB to 30 O as Spinal Precautions 
Allow

Vascular Access C.O.G.

Spinal Motion Restriction C.O.G.

Elevate HOB to 30 O as Spinal Precautions 
Allow

NO
Treatment per 

appropriate 
Trauma C.O.G.

Treatment per 
appropriate 

Trauma C.O.G.
Isolated 

Head TraumaNO
Treatment per 

appropriate 
Trauma C.O.G.

Isolated 
Head Trauma

Airway C.O.G.Airway C.O.G.

Seizure C.O.G.Seizure C.O.G.

Glucose Management 
C.O.G.

Glucose Management 
C.O.G.
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PEARLS
Recommended Exam: Mental Status, HEENT, Heart, Lungs, Abdomen, Extremities, Back, Neuro
If GCS < 12 consider air / rapid transport
In the absence of Capnography, hyperventilate the patient (adult: 20 breaths/min, child: 30, infant: 35) only if ongoing 
evidence of brain herniation (blown pupil, decorticate or decerebrate posturing, or bradycardia)
Increased intracranial pressure (ICP) may cause hypertension and bradycardia (Cushing's Response).
Hypotension usually indicates injury or shock unrelated to the head injury and should be aggressively treated.
The most important item to monitor and document is a change in the level of consciousness.
Consider Restraints/Sedation if necessary for patient’s and/or personnel’s protection per the Restraint Procedure.
Limit IV fluids unless patient is hypotensive.
Concussions are periods of confusion or LOC associated with trauma which may have resolved by the time EMS arrives. 
Any prolonged confusion or mental status abnormality which does not return to normal within 15 minutes or any 
documented loss of consciousness should be evaluated by a physician ASAP.
In areas with short transport times, RSI/Drug-Assisted Intubation is not recommended for patients who are 
spontaneously breathing and who have oxygen saturations of greater than 92% with supplemental oxygen
KEY DOCUMENTATION ELEMENTS:

High-flow oxygen with non-rebreather (NRB) mask
Airway status and management
EtCO2 monitored and documented for all traumatic brain injury (TBI) patients with advanced airway and strict 
avoidance of hyperventilation, overventilation, and hypocapnia
Neurological status with vitals: AVPU, GCS
Exams: Neurological and Mental Status Assessment pre- and post-treatment

KEY PERFORMANCE MEASURES:
No oxygen desaturation less than 92%
No hypotension:

Adults: less than 110 mmHg
Pediatrics:

Age less than 1 month: less than 60 mmHg
Age 1–12 months: less than 70 mmHg
Age 1–10 years: less than 70 + 2x age in years

Assess the patient’s blood pressure prior to the administration of any medication that may cause hypotension.
EtCO2 target 40 mmHg (range 35–45 mmHg). Meticulous prevention of hypocapnia in all patients
Triage to the appropriate level hospital within the local trauma system
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