
 

  

Trauma Services B.C. 

CLINICAL GUIDELINE                                                                     
Recommendations for Major Trauma Management                        
During the COVID-19 Pandemic 
Revised: August 25, 2021 

B.C. Trauma Medical Directors Group 

Revised: August 25, 2021 
 

These recommendations have been developed to provide rapid guidance on major trauma management to 

trauma receiving hospitals in the B.C. during the COVID-19 pandemic. As new knowledge and updated guidelines, 

procedures and protocols from authoritative sources become available, it is anticipated that recommendations for 

major trauma care may evolve. In this event, these guidelines will be updated accordingly. 
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PREAMBLE 

The severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) pandemic currently threatening 

communities around the world is reasonably expected to infect 30-70% of affected populations, cause 

severe respiratory illness requiring hospitalization in up to 10%, and result in death in approximately 1%.  

In these early days, the trajectory of pandemic’s impact cannot be predicted and mindful caution must be 

exercised as the health system adjusts to manage the influx of new patients while maintaining continued 

services, particularly for urgent conditions. While the trauma system should continue to function as usual 

in providing optimal care to severely injured patients1,2, it is important that providers make every 

reasonable effort to mitigate risk to themselves, their colleagues, their patients and the system in which 

they work during trauma team activations.  

These recommendations are advanced by the Regional Trauma Medical Directors Group of Trauma 

Services B.C. to outline preferred practice of trauma teams in the initial assessment and management of 

major trauma presenting in trauma referral centres across British Columbia during the Covid-19 pandemic. 

These guidelines are predicated on the assumption that all trauma patients potentially pose a risk of 

COVID-19 transmission.  The aim of these recommendations is to minimize the risk of unnecessary COVID-

19 exposure, preserve workforce, resources, supplies and equipment, and maintain acceptable standards 

of care for major trauma patients. These guidelines focus on the provision of emergent clinical care to 

adult and pediatric trauma presenting for emergency care and are intended to complement existing 

institution-based practice changes enacted in response to the coronavirus pandemic. A number of existing 

guidelines and protocols have been considered in the creation of these recommendations.   

 

PRINCIPLES   

1. Protect the patient 

2. Maintain an acceptable standard of care  

3. Manage the risk of COVID-19 transmission 

4. Protect workforce 

5. Minimize contamination of shared spaces  

6. Minimize contamination of equipment 

7. Preserve critical supplies 

8. Anticipate the need for surge response planning 

9. Ethical approach to rationing 
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SUMMARY OF RECOMMENDATIONS (ABBREVIATED) 

1. The provincial trauma system should continue to function by usual processes. 

 

2. Major trauma patients arriving in the emergency department who will likely require AGMP 

should be directed to a negative pressure isolation area if available and if appropriate for care, 

otherwise use a private resuscitation room/area. Initial management should be by an attending 

trauma team observing PPE appropriate for AGMPs. Gloves, gown, N95 respirator and face 

shield/goggles must be worn.  

 

3. All providers involved in the care of major trauma must be familiar with institutional infection 

control practices and successfully complete N95 respirator fit testing. 

 

4. Where access to a negative pressure isolation area is limited or PPE for airborne transmission is 

rationed, major trauma patients arriving to ED should be immediately triaged by an emergency 

physician or similarly qualified provider to a low risk or high risk response for initial assessment 

and management. 

 

5. A low risk response directs patients who are stable, alert and cooperative with no clear need for 

AGMP (intubation, chest tube) to initial management with contact and droplet precautions in an 

appropriate assessment area. Negative pressure isolation is not required.  

 

6. A high risk response directs patients who are unstable, agitated, uncooperative, have a potential 

lung injury open to the environment, have high oxygen requirements, demonstrate altered LOC, 

or are likely to need an urgent high-risk AGMP (intubation, chest tube) to initial management in 

a negative pressure isolation area (if available) with a minimized trauma team of experienced 

personnel. Appropriate PPE must be worn, specifically gloves, gown, N95 respirator and face 

shield/goggles.  

 

7. Strategies to preserve and protect supplies, equipment and personnel should be implemented.  

 

8. Diagnostic and other procedures unlikely to direct decision making should not be performed.  

 

9. Acceptable standards of care should be pursued, although consideration should be given to 

modifying procedures (as per established guidelines) that pose a high risk for airborne 

transmission (CPR7, intubation8) and/or forgoing those that offer negligible benefit (ED 

thoracotomy in blunt trauma).  

 

10. Blood conservation strategies should be pursued and platelets and O-negative red cells used 

sparingly. Fibrinogen concentrate is preferred to cryoprecipitate when required and where 

available.  
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11. During periods of constrained blood product, triage exclusion criteria for the initiation of 

massive transfusion based on negligible likelihood of favourable outcome should be applied.  

 

12. Trauma receiving sites should remain up to date on advisories from the National Emergency 

Blood Management Committee and Canadian Blood Services.  

 

13. If CT imaging will be performed in the assessment of adult major trauma, whole body CT is 

recommended to simplify and expedite diagnostic work up and disposition planning. In pediatric 

patients, usual imaging practices aimed at minimizing radiation exposure should pertain.  

 

14. Reporting on chest CT, if performed, should include comment on whether findings are 

compatible with COVID-19 pneumonia using standard language.  

 

15. Usual definitive care should continue to be provided to major trauma patients managed within 

the trauma system. Operative care should be conducted respecting institutional operating room 

policies regarding COVID-19 risk management which currently includes gloves, gown, N95 

respirator and face shield/goggles for all surgical procedures. 

 

16. Once stabilized and controlled, with or without intubation, disposition to inpatient care after 

initial management and/or surgery should be determined by risk assessment for COVID-19 (if 

able). Admitted major trauma patients should continue to be managed under contact and 

droplet precautions with relocation to a private room wherever possible. As for surgical 

procedures, further AGMP’s in any patient, if required, should ideally be performed in a 

negative pressure room or as per health authority procedure with appropriate PPE, namely 

gloves, gown, N95 respirator and face shield/goggles.  

 

17. In the event of a need for resource rationing, hospitalized high-risk major trauma patients 

should undergo re-assessment to determine risk for COVID-19 transmission and need for 

isolation and PPE based on institutionally approved guidelines involving clinical screening, 

laboratory testing (NP swab on admission), chest CT imaging, etc.  

 

18. Authoritative guidelines on the ethical restriction of usual care should be consulted in the event 

of a need for resource rationing that impacts importantly on patient outcomes, particularly 

survival. 

 

19. Structured on-site team-based interdisciplinary simulation exercises should be planned and 

undertaken regularly to consolidate COVID-19 modified approaches to trauma management. 

 

20. Coordinated surge capacity planning to support emergency trauma care should be undertaken 

and implemented if demand for clinical care will exceed the availability of resources. 
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COVID-19 TRANSMISSION 

COVID-19 is transmissible by droplet spread of secretions from the lungs and airways of infected 

patients, and via direct and indirect contact with surfaces contaminated by droplets from infected 

patients, notably by inadvertent hand-to-face transmission. Contact and droplet precautions are 

therefore sufficient to prevent transmission in these instances.  

Transmission can also occur via airborne spread of aerosolized secretions. A natural cough is not an 

AGMP. If the cough is assisted by a manual thrust (manual cough assist) or using a cough assist machine 

(MI-E), it then becomes an AGMP. Infected patients undergoing aerosol generating medical procedures 

(AGMP)3 present a high risk of transmission. Precautions using gloves, gown, face shield/goggles and an 

N95 respirator or other appropriate device are required to minimize the chance of transmission.  Major 

trauma patients frequently present an urgent need for AGMP during initial management. Common at-

risk procedures include: intubation/extubation, laryngoscopy/bronchoscopy, chest tube insertion or 

emergency thoracotomy (particularly with open lung laceration) and cardiopulmonary resuscitation 

(CPR). 

COVID-19 is not spread through contact with blood or urine. While SARS-CoV-2 is possibly shed in feces, 

the risk of transmission by this route is unknown. It is also not known whether SARS-CoV-2 is shed in 

CSF. It is known that there is significant environmental contamination with SARS-Cov-2 for both 

symptomatic and asymptomatic COVID-19 patients, therefore the use of additional precautions 

including hand washing with soap and water or an alcohol-based hand rub (ABHR) is essential to prevent 

transmission.  

A rapid assessment of the risk of COVID-19 transmission should be made before initial management of 

the major trauma patient so that appropriate protective measures can be instituted prior to direct 

contact, namely directing the patient to a negative pressure isolation area if available.  Otherwise 

patients should be managed using contact and droplet precautions. The risk of COVID-19 transmission is 

determined by: 

1. The probability that the patient is infected or contaminated (community prevalence); and 

2. The probability that the patient will liberate aerosolized viral particles through laboured 

breathing, open exposure of injured lung, or the need for an urgent AGMP. 

Because routine screening for COVID-19 is not feasible at initial presentation, it is presently prudent to 

consider major trauma patients COVID-19 positive on arrival in emergency. Consequently, because they 

require inter-facility transfer in 40-50% of cases, interface with many consulting teams, access multiple 

hospital areas (ED, OR, ICU, radiology), need urgent AGMP’s (intubation, suctioning, NIPPV), and 

commonly require one or more planned surgical or radiologic procedures4, major trauma patients pose 

an elevated transmission risk if carriers prior to injury. For this reason, sound strategies are needed to 

determine when to rescind maximal precautions against viral transmission. This will be based on 

institutionally recognized expert consensus around algorithms assimilating information on community 

prevalence, screening effectiveness, test availability, test characteristics (eg. sensitivity, specificity and 

pre/post-test probability) and, most importantly, the need to ration services due to overwhelming 
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demand for care. At the time of release, it should be stated that a negative result of COVID-19 

laboratory testing is not sufficient to assure providers that the risk of exposure is negligible, especially if 

AGMP’s are to be undertaken. As testing tools evolve, this consideration may change.  

RECOMMENDATIONS 

1. The provincial trauma system should continue to function according to established processes and 

protocols (triage, transport5, referral patterns, care standards) with local modifications implemented 

to reduce COVID-19 transmission as recommended by appropriate authorities. 

 

2. It is recognized that trauma teams may struggle with a difficult choice of an enhanced location for 

infection control (a negative pressure room) which may have limitations for trauma resuscitations, 

versus a trauma resuscitation space which better serves patient acuity. Major trauma patients 

arriving in the emergency department who will likely require AGMP should be directed to a negative 

pressure isolation area if available and if appropriate for care, otherwise use a private resuscitation 

room/area. Initial management should be by an attending trauma team observing PPE appropriate 

for AGMPs which comprises gloves, gown, face shield/goggles and a N95 respirator or other 

appropriate device must be worn.  

 

3. All Trauma Team members must be familiar with institutional infection prevention and control 

practices 6, including risk assessment, implementation of appropriate protection, and proper 

personal protective equipment (PPE) donning/doffing procedures. Also, providers should 

successfully complete N95 respirator fit testing prior to participating in the initial management of 

major trauma. 

 

4. Where access to a negative pressure isolation area is limited or PPE for airborne transmission is 

rationed, major trauma patients arriving to ED should be immediately triaged by an emergency 

physician or similarly qualified provider to a low risk or high risk response for initial assessment and 

management. 

 

5. A low risk response directs patients who are stable, alert and cooperative with no clear need for 

AGMP (intubation, chest tube) to initial management with contact and droplet precautions in an 

appropriate assessment area. Negative pressure treatment area is not required.  

 

6. A high risk response directs patients who are unstable, agitated, uncooperative, have a potential 

lung injury open to the environment, have high oxygen requirements, demonstrate altered LOC, or 

are likely to need an urgent high-risk AGMP (intubation, chest tube) to initial management in a 

negative pressure isolation area (if available) with a minimized trauma team of experienced 

personnel. Appropriate PPE must be worn, specifically gloves, gown, N95 respirator and face 

shield/goggles.  

 

The following additional measures are recommended during a High Risk response: 
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a. Only a small group of highly experienced providers should initiate initial management; 

the initially responding trauma team should include: 

 

 Trauma team leader (Emergency physician)  

 Trauma surgeon (if available) or second emergency physician 

 Trauma nursing staff (lead and bedside) 

 Respiratory therapist 

 

b. Clear leadership by the Trauma Team Leadership (TTL) is paramount 

c. Consultation should be limited to immediately essential specialists 

d. The role of trainees or inexperienced personnel should be minimized 

 

 

Two-Tiered Response for Initial Management of Major Trauma  

Low Risk Response 

 Physiologically stable  

 Controllable and 
cooperative 

 Low probability of AGMP 

Contact + Droplet precautions 

 Gown, gloves, eye/face protection 

 Surgical mask 

 Patient masked if able, especially if coughing 

High Risk Response 

 Physiologically unstable  

 Uncontrollable or 
agitated 

 Altered level of 
consciousness (GCS<15) 

 High probability of AGMP 

Droplet + Contact + Airborne Precautions; Minimize exposure   

 Scrubs  

 Gown, gloves, eye/face protection 

 N95 respirator (with confirmed fit test) 

 Negative pressure isolation  

 AGMP by most experienced 

 Essential personnel only 

 Essential procedures only  

 

 

 

7. Efforts should be made to preserve and protect supplies. In order to prevent potential 

contamination of unused supplies, consideration should be given to the use of a mobile 

dispensing cart staffed by a single ‘runner’ to hand off supplies needed by the Trauma Team, 

particularly in high risk cases. 

 

8. In an effort to limit the use and cleaning of equipment, diagnostic and other procedures unlikely 

to direct decision making should not be performed. In particular, if CT imaging is to be 

undertaken promptly, commonly performed bedside diagnostic tests (eFAST, CXR, pelvic XR) 

should be omitted at the discretion of the TTL.  
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9. Procedures during trauma resuscitation:  Every effort should be made to maintain a reasonable 

standard of care in the conduct of major trauma resuscitations. In order to mitigate the risk of 

COVID-19 transmission and limit wasted resources, however, strong consideration should be 

given to modifying procedures that are high risk and forgoing those that offer negligible benefit 

during the initial management of major trauma. 

 

a. Cardiopulmonary Resuscitation (CPR) 7 

 

i. CPR should not be performed in acute major trauma (blunt or penetrating), 

unless a medical event such as dysrhythmia, myocardial infarction or pulmonary 

embolism may have directly preceded or precipitated the injury. 

 

ii. If undertaken, CPR should be conducted according to modified guidelines which 

include the following: 

 

 Do not manually ventilate or commence chest compressions until 

responding providers are protected with contact and airborne PPE. 

 Position a BVM with high efficiency hydrophobic filter or other clear 

plastic cover over the airway to passively oxygenate, but do not 

ventilate before starting chest compressions. 

 Intubation should be performed by the most experienced provider using 

video laryngoscopy if available. 

 Gloves, gown, face shield/goggles and a N95 respirator or other 

appropriate device must be worn 

 Clamp ETT if circuit if disconnect is required (ie. for suctioning, 

transport). 

 

http://www.bccdc.ca/Health-Info-Site/Documents/COVID_Adult_CPR_Protocol.pdf 

 

 

b. Intubation / Extubation 8,9 

 

i. Adopt a lower threshold for early intubation in patients likely to require it 

(elderly with multiple rib fractures) in order to promote early containment of 

aerosolization.  

 

ii. Considerations regarding indications for intubation include: 

 Obvious airway compromise 

 Respiratory distress with a moderate-high probability of intubation or 

need for extensive supportive pulmonary care (eg. rib fractures) utilizing 

non-invasive positive-pressure ventilation (NIPPV). 

http://www.bccdc.ca/Health-Info-Site/Documents/COVID_Adult_CPR_Protocol.pdf
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 Agitation impeding care or posing a high risk of aerosolization 

 Severe uncontrollable pain 

 

iii. Intubation should be performed by the most skilled operator available with the 

following recommendations when COVID-19 infection is proven or suspected: 

 

 Gloves, gown, face shield/goggles and a N95 respirator or other 

appropriate device must be worn 

 Negative pressure isolation room 

 Rapid sequence intubation (full dose paralytic) 

 Video laryngoscopy 

 Avoid high-flow 02 (BIPAP, nebulizers, high-flow nasal 02 (>6L/min)) 

 Non-critical staff excluded 

 Avoid bagging 

 Avoid prolonged intubation attempt  

 Avoid open circuit 

 PPE not to be worn outside room 

http://www.bccdc.ca/Health-Info-Site/Documents/Intubation-Checklist-COVID-19.pdf 

 

c. Emergency room thoracotomy (ERT) 

 

i. Adopt the higher acceptable threshold for emergency room thoracotomy to 

limit exposure for procedures with very low probability of benefit 

 Penetrating trauma - loss of vital signs within 15 minutes 

 Blunt trauma – no indication 

 

d. Surgical airway 

 

i. As for intubation, emergent or planned surgical airway access should be 

performed by the most experienced operator available with gloves, gown, face 

shield/goggles and a N95 respirator or other appropriate device worn. 

 

e. Chest tube insertion 

 

i. Thoracostomy drain insertion should be considered an AGMP, especially if 

associated with open lung injury. Positive pressure ventilation further elevates 

this risk. 

 

ii. All chest drains should connect to a closed system, with brief tube clamping if 

the circuit is temporarily interrupted. 

http://www.bccdc.ca/Health-Info-Site/Documents/Intubation-Checklist-COVID-19.pdf
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iii. Pigtail chest drainage is preferred for management of pneumothoraces without 

hemothorax in stable patients. 

 

f. Wound management 

i. Open and bleeding wounds do not require airborne precautions when actively 

managed.   

 

 

g. Procedural sedation 

i. Procedural sedation in suspect or confirmed COVID-19 patients should be 

managed anticipating potential need to intubate and appropriate precautions 

taken as noted above. 

 

10. Because of the reduced availability of blood products, blood conservation strategies should be 

pursued aggressively.  A group and screen should be obtained as soon as possible, even after 

transfusion.  O-negative red blood cells should only be used for women of childbearing potential 

with an unknown blood group and/or known O-negative patients. Platelet transfusion should be 

goal directed as soon as possible. Fibrinogen concentrate is preferred to cryoprecipitate when 

required and where available.  

 

11. It is strongly recommended that during periods of constrained blood product availability 

(especially Red Advisory Phase for Blood Products), triage exclusion criteria for the initiation of 

massive transfusion based on negligible likelihood of favourable outcome should be applied in 

collaboration with the local blood bank which can redirect provincial blood supply. 

  

12. Trauma receiving sites should remain up to date on advisories from the National Emergency 
Blood Management Committee and Canadian Blood Services through regional transfusion 
services. 10   
 

13. If CT imaging will be performed in the assessment of adult major trauma, whole body CT 
(WBCT) is recommended to simplify and expedite diagnostic work up and disposition planning. 
In pediatric patients, usual imaging practices aimed at minimizing radiation exposure should 
pertain.  
 

14. If CT imaging will be performed, it is recommended that any included CT chest be evaluated for 

radiologic findings compatible with COVID-19 pneumonia 11,12. While major trauma patients 

frequently present with pulmonary consolidation of numerous causes, recent information 

suggests that typical findings increase the probability of accurately discerning the presence of 

COVID-19 infection when taken in clinical context. Radiologists are urged to report on the 

appearance of pulmonary findings in terms of their specificity for COVID-19 pneumonia using 

standard language recommended by the Radiologic Society of North America (see references) 
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which describes findings as typical, atypical, indeterminate and negative for COVID-19 

pneumonia. 

 

15. Usual definitive care should continue to be provided to major trauma patients managed within 

the trauma system. Non-urgent care should be deferred where there will be minimal impact to 

patient outcomes in accordance with institutional policies. Operative care should otherwise 

continue as required respecting institutional operating room policies regarding COVID-19 

management. At present, it is strongly recommended that intubation, all surgical procedure and 

extubation follow the IPC Algorithm for Operative Management of Adult and Older Adult 

Surgical Patients during COVID-19 Pandemic 13. Currently, this includes the use of gloves, gown, 

N95 respirator and face shield/goggles for all surgical procedures. 

 

Thoracic, tracheobronchial, oropharyngeal and craniofacial procedures should be considered 

highest risk for airborne viral transmission. Operative bleeding in and of itself should be 

considered a negligible risk for viral transmission. Exposure to the open gastrointestinal tract 

poses an uncharacterized risk of transmission given reports of viral shedding into feces. As there 

exist concerns about pneumoperitoneum-induced aerosolization, laparoscopic surgery with any 

possibility of enteric breach should also be considered an elevated risk for transmission that 

warrants the use gloves, gown, face shield/goggles and a N95 respirator or other appropriate 

device. 

 

16. Once stabilized and controlled, with or without intubation, disposition to inpatient care after 

initial management and/or surgery should be determined by risk assessment for COVID-19 (if 

able). Admitted major trauma patients should ideally continue to be managed under contact 

and droplet precautions with relocation to a private room wherever possible. Patients 

considered high likelihood for COVID-19 are those who are a suspect or confirmed COVID-19 (if 

previously tested positive) case, a close contact with a confirmed case, a returning traveler, 

those patients with recent respiratory or gastrointestinal symptoms suggestive of COVID-19, 

however mild, and patients with CT chest findings consistent with COVID-19 pneumonia. These 

patients, and those unable to be risk assessed, should be managed with droplet and contact 

precautions in an isolation room or private room.  

 

Patients considered low likelihood to have COVID-19 do not require isolation nor testing and can 

be transferred to an appropriate non COVID -19 inpatient unit. They do not require isolation if 

unavailable and may be managed using routine precautions as judged appropriate for clinical 

condition (see p 7).   Routine COVID-1 9 testing should only be carried out as directed by 

institutional policy. Negative testing should never be considered definitive without correlative 

risk assessment. If testing is done it should not delay treatment or transfer to an inpatient unit.  

As for all surgical procedures, further AGMP’s in any patient, if required, should ideally be 

performed in a negative pressure room or as per health authority procedure with appropriate 

PPE, namely gloves, gown, N95 respirator and face shield/goggles.In low-risk patients, an AGMP 



15 
 

 
 
Medical Directors Group                  FINAL 
Trauma Services B.C.         Version 2.0 
CoV-19 Pandemic Guideline       Aug. 25, 2021 
  

conducted under high-risk precautions does not require ongoing isolation and N95 respirator 

use once the procedure is safely completed, nor is COVID-19 testing required to determine 

subsequent disposition. 

 

17. In the event of a need for resource rationing, hospitalized high-risk major trauma patients 

should undergo re-assessment to determine risk for COVID-19 transmission and need for 

isolation and PPE based on institutionally approved guidelines involving clinical screening, 

laboratory testing (NP swab on admission), chest CT imaging, etc.  

 

18. In the event of severe resource rationing likely to impact clinical outcomes, and particularly 

patient survival, authoritative guidelines on the ethical restriction of usual care should be 

consulted. 

 

19. Structured team-based interdisciplinary simulation exercises should be planned and 

undertaken regularly on site to consolidate COVID-19 modified approaches to trauma 

management. 

 

20. Coordinated surge capacity planning to support emergency trauma care should be undertaken 

and implemented if clinical demand for care is anticipated to severely exceed resource 

availability and overwhelm the health care workforce.  At the direction of local emergency 

departments, contingency measures to offload trauma team leadership responsibility to 

appropriately skilled physicians (surgeons, anesthetists, intensivists, etc.) should be 

implemented. Planning should include measures to update or upgrade skills, support 

performance, facilitate credentialing and manage liability. 
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http://www.phsa.ca/our-services-site/Documents/TSBC_Annual%20Report_2017-18.pdf
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https://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/covid-19/ppe_allocation_framework_march
https://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/covid-19/ppe_allocation_framework_march
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https://www.mja.com.au/journal/2020/212/10/consensus-statement-safe-airway-society-principles-airway-management-and
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APPENDIX 1 MAJOR TRAUMA DEFINITION 

Physiologic Criteria 

 Adult 

o GCS ≤ 13; SBP < 90; RR < 10 or > 30  

 Pediatric 

o Abnormal vital signs for age; need for ventilatory support 

Anatomic Criteria 

 Open or depressed skull fracture  

 New paralysis or neurological deficits  

 Major penetrating injury (head, neck, torso and extremities proximal to elbow or knee)  

 Facial injury with potential airway compromise  

 Chest wall instability or deformity (e.g. flail chest) 

 Two or more proximal long-bone fractures  

 Crushed, de-gloved, mangled or pulseless extremity 

 Amputation proximal to wrist or ankle 

 Mechanically unstable pelvic fractures 

 Major burn  

Mechanism Criteria 

 High fall  

o Adults (6 metres) 

o Pediatric (3 metres) 

 High risk automobile crash 

o Compartment intrusion; Ejection; Occupant death 

 Auto vs Pedestrian/Cyclist  

 Motorcycle crash 

Special considerations 

 Age 

o Adult > 55 

o Children 

 Anticoagulation 

 Pregnancy > 20 weeks 

 Clinical judgment 

 

http://www.phsa.ca/our-services-site/Documents/Pre-hospital%20Triage%20and%20Transport 

%20Guidlines.pdf 

http://www.phsa.ca/our-services-site/Documents/Pre-hospital%20Triage%20and%20Transport%20%20Guidlines.pdf
http://www.phsa.ca/our-services-site/Documents/Pre-hospital%20Triage%20and%20Transport%20%20Guidlines.pdf
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APPENDIX 2 AEROSOL GENERATING MEDICAL PROCEDURES 

 

Aerosol Generating Medical Procedures include:  

High risk  

1. Bag mask ventilation  

2. Endotracheal intubation and extubation 

3. Surgical airway (cricothyrotomy)  

4. Laryngoscopy  

5. Bronchoscopy  

6. Positive pressure ventilation (BiPAP & CPAP)  

7. Chest drain insertion 

8. Thoracotomy 

Other  

9. Airway suctioning  

10. High-flow oxygen (including single and double O2 set ups, Optiflow and Airvo)  

11. Breaking closed ventilation system, intentionally (e.g., open suctioning), unintentionally (e.g., 

patient movement)  

12. Cardio-pulmonary resuscitation (CPR)  

13. Tracheostomy care  

14. Chest physiotherapy (manual and mechanical cough assist device (MI-E))  

15. Administration of aerosolizing or nebulizing medications  

16. Naso/orogastric tube insertion 

 

 

From 

Vancouver Coastal Health Infection Prevention and Control Committee Best Practice Guideline / Aerosol 

Generating Medical Procedures 

http://ipac.vch.ca/Documents/Acute%20Resource%20manual/Aerosol%20Generating%20Medical%20P

rocedures.pdf 

 

 

 

 

http://ipac.vch.ca/Documents/Acute%20Resource%20manual/Aerosol%20Generating%20Medical%20Procedures.pdf
http://ipac.vch.ca/Documents/Acute%20Resource%20manual/Aerosol%20Generating%20Medical%20Procedures.pdf
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APPENDIX 3 BC CDC ADULT CPR PROTOCOL FOR SUSPECT AND CONFIRMED COVID-19 CASES  
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APPENDIX 3    BC CDC ADULT CPR PROTOCOL FOR SUSPECT AND CONFIRMED COVID-19 CASES (CONT) 
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APPENDIX 4    BC CDC INTUBATION CHECKLIST FOR SUSPECT AND CONFIRMED COVID-19 CASES  
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APPENDIX 4    BC CDC INTUBATION CHECKLIST FOR SUSPECT AND CONFIRMED COVID-19 CASES  
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APPENDIX 5 BC CDC PROTOCOL FOR SURGICAL PATIENTS DURING THE COVID-19 PANDEMIC 
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APPENDIX 5    BC CDC PROTOCOL FOR SURGICAL PATIENTS DURING THE COVID-19 PANDEMIC (CONT) 
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APPENDIX 6   NATIONAL EMERGENCY BLOOD MANAGEMENT GUIDELINES 
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APPENDIX 6   NATIONAL EMERGENCY BLOOD MANAGEMENT GUIDELINES (CONT) 

NATIONAL EMERGENCY BLOOD MANAGEMENT GUIDELINES 
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Proposed reporting language for 

CT findings related to COVID-19 

Proposed reporting language for 

CT findings related to COVID-19, 

including rationale, CT findings and 

suggested reporting language for 

each category. Suggested reporting 

language includes coding of CT 

findings for data mining. 

Associated CT findings fir each 

category are based on available 

literature at the time of writing in 

March 2020, noting the 

retrospective nature of many 

reports, including biases related to 

patient selection in cohort studies, 

examination timing, and other 

potential confounders. 

From: Simpson S, Kay FU, Abbara S, 

et a. Radiological Society of North 

America Expert Consensus 

Statement on Reporting Chest CT 

Findings Related to COVID-19. 

Endorsed by the Society of Thoracic 

Radiology, the American College of 

Radiology, and RSNA. Radiology: 

Cardiothoracic Imaging 2020 2:2 

(open access) 

https://pubs.rsna.org/doi/10.1148

/ryct.2020200152 

 

 

 

APPENDIX 7   CT CHEST FINDINGS RELATED TO COVID-19   

https://pubs.rsna.org/doi/abs/10.1148/ryct.2020200152
https://pubs.rsna.org/doi/abs/10.1148/ryct.2020200152
https://pubs.rsna.org/doi/abs/10.1148/ryct.2020200152
https://pubs.rsna.org/doi/abs/10.1148/ryct.2020200152
https://pubs.rsna.org/doi/abs/10.1148/ryct.2020200152
https://pubs.rsna.org/doi/abs/10.1148/ryct.2020200152
https://pubs.rsna.org/doi/abs/10.1148/ryct.2020200152
https://pubs.rsna.org/doi/10.1148/ryct.2020200152
https://pubs.rsna.org/doi/10.1148/ryct.2020200152

