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AVOID: hypoxaemia, hypercapnia, hypovolaemia and hypoglycaemia

Airway patency 
and cervical 

spine 
immobilisation

Breathing

Circulation and 
haemorrhage 

control

Disability

Exposure

Airway: Airway has priority over c-spine
Open airway
Jaw thrust, but not head tilt/chin lift until cervical spine cleared
Suction if necessary under direct vision
If unconscious: consider oropharyngeal airway or intubation OR if not 
possible consider surgical airway
Be aware of potential for possible later airway obstruction with facial injuries 
when oedema sets in.  If unconscious and airway unprotected and intubation 
not possible - recovery position to prevent aspiration of vomit

Cervical spine:
Immobilise neck (collar, bags of fluid and tape)

100% oxygen.  Avoid underventilation - hypercapnia (especially if head injury)
Orotracheal intubation and ventilatory assistance if hypoventilation (if intubation 
not possible, bag-valve-mask ventilation)
Do not place nasal airways if possibility of fractured base of skull
Consider pneumothorax/ tension pneumothorax  – needle thoracocentesis and 
then chest drain
Flail chest – intubate and ventilate

Stop obvious bleeding by direct pressure, raise legs/foot of bed
2 large bore IV cannulae (IO if IV access not possible, or external jugular or 
central venous or long saphenous)
20ml/kg 0.9% saline initially.  If bleeding, give X matched blood if shock 
controlled or group specific or O negative blood if shock severe/worsening
Urgent surgical opinion if shock
Consider haemothorax and pericardial tamponade

AVPU

Avoid hypothermia
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History (mechanism of injury, resuscitation given, past medical history, drugs, time 
last meal)
Blood for x-match, FBC, clotting
Exclude/treat hypoglycaemia 5ml/kg 10% glucose
Analgesia - if severe pain morphine IV 100 micrograms/kg

Secondary survey pathway


