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Aim: 
• Early identification and treatment of life threatening conditions e.g. uncontrolled haemorrhage, or dislocation 
• Early identification of limb at risk ie compartment syndrome 
• Early initiation of treatment/clinical care and symptom management within benchmark time. 
Assessment Criteria:  On assessment the patient should have one or more of the following signs / symptoms: 
 Swelling to limb 
 Point tenderness over bone 

 Pain associated with the injury 
 Loss of function to part of that limb  Obvious deformity 

Escalation Criteria:  Immediate life-threatening presentations that require escalation and referral to a Senior Medical Officer (SMO): 

 Presentation meets trauma criteria 
 Altered sensation/loss of movement 

 Patients in whom a pain scale cannot 
be accurately determined 

 Compound fracture 

 Intoxicated or drug affected patients 

Primary Survey: 
• Airway: patency • Breathing: resp rate, accessory muscle use, air entry, SpO2.  
• Circulation: perfusion, BP, heart rate, temperature • Disability: GCS, pupils, limb strength 

Notify CNUM and SMO if any of the following red flags is identified from Primary Survey and Between the Flags criteria.1 
    Airway – at risk 
• Partial / full obstruction 

    Breathing – respiratory distress 
• RR < 5 or >30 /min 
• SpO2 <90% 

    Circulation – shock / altered perfusion 

• HR < 40bpm or > 140bpm  
• BP < 90mmHg or > 200 mmHg  

    Disability – decreased conscious level 

• GCS  ≤ 14 or any fall in GCS by 2 
points  

 Fluids 
• Hydration status- In/Out 
• Urinary symptoms 

    Exposure 
• Temperature < 35.5°C or > 38.5°C  
 Glucose 
• BGL < 4mmol/L or > 20mmol/L 

• Capillary return > 2 sec 
• Postural Drop >20mmHg 

History: 
• Presenting complaint 
• Allergies 
• Medications: Warfarin, Aspirin, Anti-hypertensives, Diabetic meds, Analgesics, Inhalers, Chemotherapy, Non-prescription meds, 

any recent change to meds 
• Past medical history e.g. arthritis, osteoporosis, prosthetic joint or surgical pins etc. 
• Last menstrual period, last ate 
• Events leading to presentation e.g. recent trauma, mechanism of injury, timing, associated Sx. 
• Onset of symptoms  
• Pain history (pain scale, PQRST) 
• Associated symptoms e.g. pop / click / snap heard with injury, locking / giving way of joint, ability to weight bear. 

Systems Assessment: (comparing throughout the assessment to opposite unaffected limb)2 
Inspection 
• Bruising / Swelling  • Skin tenting or skin mottling 
• Deformity / Scares / Wounds • Cyanosis 

Palpation 
• Palpate over scapular  
• Sternoclavicular joint 

• Lateral and medial epicondyle 
• Olecranon 

• Clavicle 
• Acromioclavicular joint 

• Proximal radial head 
• Anatomical snuff box (scaphoid) pain 

• Coracoid process • Wrist/metacarpals/fingers 
• Upper of humerus • Distal pulse 
 • Capillary return <3 secs 

Movement 
• Can shrug shoulders against resistance (CN11) 
• Flexion and extension of arm 
• Adduction and abduction of arm 
• Internal and external rotation 
• Flexion and extension at elbow >90o 

• Supination and pronation of lower arm 
• Can spread fingers against resistance (ulnar nerve) 
• Can extend wrist against resistance (radial nerve) 
• Can keep tip of thumb and index finger together against 

resistance (median nerve) 

Sensation 
• Sensation felt over deltoid (axillary nerve) 
• Thumb and index finger web-space (radial nerve)  

• Little finger (ulnar nerve) 
• Tip of index finger (median nerve) 
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Pain  
• Location of pain (PQRST)  

Notify CNUM and SMO if any of the following red flags is identified from History or Systems Assessment.  
 Mechanism of major trauma  Severe pain   Neurovascular compromise 

 Gross deformity / Open Fracture  Acutely absent pulse  Uncontrollable bleeding 

Investigations / Diagnostics: 
Laboratory / Radiology:  
• Pathology: Not generally indicated unless surgery 

Refer to local nurse initiated STOP 
• Urine βHCG if suspected pregnancy prior to X-ray 

• Radiology: Refer to local nurse initiated STOP  

Nursing Interventions / Management Plan: 
Resuscitation  / Stabilisation: Symptomatic Treatment: 
• Oxygen therapy and cardiac monitor (as indicated) 
• IV cannulation (if IV analgesia required) 
• Hourly neurovascular observations 

• RICE  / Splinting /  X-ray  
• Analgesia:    as per district standing order 
• Antiemetic:   as per district standing order 

Supportive Treatment:  
• Nil By Mouth (NBM) if for OT • Monitor neurovascular  status (hourly or as clinically indicated) 
• Monitor vital signs as clinically indicated  

(BP, HR, T, RR, SpO2) 
• Monitor pain assessment / score 
• Splint or apply back-slab to limb (as indicated) 

Practice Tips / Hints: Google Images – Nerve Assessment 

 
Further Reading / References: 
1. Deteriorating Patient - CERS for the Managementof Adult and Maternity Patients 
 
   
2. Purcell, D., Minor injuries: a clinical guide. 3rd ed. 2016, London: Churchill Livingstons. 
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