
 
 
 
 
 
 

 
 
 
  
 
 

Trauma Nursing Assessment Record (TNAR) 

Guide for Use 
 

BACKGROUND 
 
Development of the Trauma Nursing Assessment Record (TNAR) was designed to mirror the 
language and a systematic approach of the Trauma Nursing Core Course (TNCC) and Advanced 
Trauma Life Support (ATLS) curriculum.  

This document is an interdisciplinary tool that aids in identification of life-threatening injuries and 
prompts supporting interventions outlined in these. Using the C_ABCD format, this document 
guides the assessment, interventions, and diagnostics that are imperative to safe and timely care of 
the injured patient. 

Population for Use:  
The TNAR assessment tool should be used for both Adult and Pediatric patients (less than 17 years 
of age) with a Canadian Triage and Acuity Scale (CTAS) acuity Level 1-3 with a major mechanism of 
injury as outlined by the Centers for Disease Control and Prevention) CDC Field Triage Guidelines 
(2012)  
 
Rationale for the use of TNAR:  

• To establish a comprehensive baseline assessment with guidance of appropriate clinical 
interventions  

• To standardize information collection to communicate relevant findings across disciplines in 
a quick and efficient manner  

• To reinforce a standard of trauma nursing assessment framework for trauma patient 
assessment at both rural and urban trauma centres  

 
TNAR use and completion will be evaluated by Trauma Services BC (TSBC) and BC Trauma Registry 
(BCTR) to establish performance and compliance metrics will be collected and monitored for 
alignment with intent and outcome.  
 
Black or Blue ink ONLY is to be used for documenting on this form. 
 
 
Reference: CDC; Guidelines for field Triage of Injured Patient’s-Recommendations of the National expert Panel on Field 

Triage. 2011; Morbidity and Mortality Weekly report: January 13. 2012; page 8, BOX 2. 

 

https://www.cdc.gov/mmwr/pdf/rr/rr5801.pdf
https://www.cdc.gov/mmwr/pdf/rr/rr5801.pdf
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1. Patient Identification 

2. Every page the health record must include a minimum of four (4) recognized patient identifiers. 
a. Name 
b. Date of Birth 
c. PHN 
d. MRN (Medical Record Number)  

 

 
 
3. Prehospital information 

• Clearly document incident date and time and mode of arrival for the patient. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

communication with trauma assigned team 
members, specific services and departments 

physiological, anatomical and mechanism of 

reach definitive care.

It is imperative to 

collision details 
and whether any 

Images maybe 
used to support 
MOI description. 
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4. Trauma Team Activation 

The trauma team activation is required for any patient who meets (assumed, suspected, or confirmed) the 

following criteria: 

• An adult that has met the major Mechanism of Injury (MOI) criteria within the last 24 hours with one 

or more of the physiological and /or anatomical criteria.  

• A child (less than 16 years of age) that has met major trauma MOI criteria within the last 24 hours or 

any trauma mechanism with one or more physiological and/or anatomical criteria. 

• Patients who meet TTA criteria MUST have a TTA initiated within 30 min of the patient arrival to the 

emergency department. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

information
care of the injured trauma 
patient prior to arrival at 

interventions will be 

assessing for uncontrolled 

tourniquet, pelvic binding 

hospital setting. 

•

•

•

•

• Multispecialty team plus or minus a specialist 
involvement and specialist services such as transfusion, 

o

o

o

o

http://www.phsa.ca/Documents/Trauma-

Services/Provincial%20Trauma%20Team

%20Activation%20Standard.pdf 

http://www.phsa.ca/Documents/Trauma-Services/Provincial%20Trauma%20Team%20Activation%20Standard.pdf
http://www.phsa.ca/Documents/Trauma-Services/Provincial%20Trauma%20Team%20Activation%20Standard.pdf
http://www.phsa.ca/Documents/Trauma-Services/Provincial%20Trauma%20Team%20Activation%20Standard.pdf
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5. Primary Survey   

The time of the primary assessment is 

documented here and is ideally done within 15 

min of arrival of the patient. 

 

6. Airway Assessment and Interventions. 

The airway assessment is completed on the left side of the TNAR, and any corresponding airway 

interventions are documented on the right.  

 

7. Breathing Assessment and Interventions 

The breathing assessment is completed on the left side of the TNAR, and any emergent 

or life-threatening interventions are documented on the right. I 

 

8. Circulation Assessment and Interventions 

Early identification of massive hemorrhage is critical in trauma. If any Massive Hemorrhage Protocols,   

Assessing for uncontrolled external bleeding is done 
immediately and any necessary lifesaving interventions  

Ensuring spinal motion restrictions is imperative in 
high MOI trauma patients. Identify time and type of 

 

 

If needle 
thoracostomy’s or 
chest tubes are needed 
ensure to document 
size, location and who 
has performed the 
procedure in this  
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pelvic binding or tourniquets are required, ensure to document time of initiation and location.  

 

9. Disability Assessment and Interventions 

Ensure AVPU is clearly documented on the TNAR if there are any behavioral changes. Baseline extremity 

movement is imperative when caring for patients who are at risk for spinal trauma. NEW-disability 

interventions including any seizure precautions initiated or Head of Bed elevation for those patients who 

may have a suspected traumatic brain injury. 

 
 

10. Expose and Environment Assessment and Interventions 

If clothing has been removed for any reason during the trauma resuscitation you must 

indicate where these items have been stored. Consider items for Forensic Evidence and 

ensure they are properly stored and documented and whether any police involvement has 

occurred. 

 

11. Secondary Survey 

A secondary survey must be completed on all CTAS 1-3 injured patients. This provides a comprehensive 

look at all bodily systems and helps to prevent missed injuries from occurring. This is routinely done by 

the trauma team leader, designated team lead or ED physician.  

 

 

 

Hypothermia can 
be detrimental to 
trauma patients. 

thermodynamic 
monitoring is 
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12. Head, Face and Neck Assessment and Interventions 

Any injuries identified on the head, face and neck should be recorded here.  

 
 

13. Chest Assessment and Interventions 

Chest wall integrity and movement and any associated interventions are documented in this section 

including heart and breath sounds. NEW- Focus Assessment with Sonography in Trauma (FAST) or point 

of care ultrasound (POCUS) has been added here. This will help clinicians determine injury severity and 

findings should be documented accordingly.  

 

14. Abdomen/Flank and Pelvic and Genital Injuries 

 

 

Any signs of physical 
abuse must be 
documented i.e. 
Frenulum Bruising in 

spinal immobilization 
should be 

The identification of 
chest injuries is often 
missed. If multiple rib 
fractures are suspected 
document in trauma 

If an ECG or cardiac 
monitoring is required 
attach the strip to the 

All injuries that are 
identified should 
be documented 
here as described 
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A comprehensive abdominal assessment is required in all trauma patients. Many trauma patients can 

exsanguinate into their abdominal cavity resulting in hypovolemic shock. The absence of abdominal pain 

or tenderness does not exclude injury. NEW FAST/POCUS 

 

15. Extremity Assessment and Interventions 

Musculoskeletal injuries are very common in trauma patients. Often these are time 

sensitive and can impede life or limb functions.  

 

16. Back (Posterior Surfaces) Assessment and Interventions 

Time of log roll and posterior assessment is documented here. Removal of spinal immobilization 

precautions will be determined by the severity of injuries and associated symptoms. 

 

 

 

 

17. Clinical Graphics Record 

The documentation of vital signs, neurological status, Glasgow Coma Scale, pain neurovascular status of 

all 4 limbs and the ability to move should be assessed and recorded every 15 min for the first 2 hours. 

Additionally, this should also be assessed and documented before and after every transition in care (i.e. 

before leaving the trauma bay for imaging, after moving to CT table and after moving back to the 

stretcher and upon return to the trauma bay).  This may be done more frequently depending upon the 

patient’s acuity level and injury severity. Once the initial resuscitation period is finished assessments 

maybe done every 30 min for the next 4 hours. If the patient is less than 16 years of age or younger age-

appropriate Pediatric Early Warning System (PEWS) forms may be used upon cessation of the initial 

resuscitation period. 

Unexplained hypotension 
is strong indicator of pelvic 
fracture. Pelvic binding or 
assessments should have 
been completed in the 
primary assessment but 
could be done here if not 

Time of limb or joint 
reductions should be 

Time of tourniquet 
application or release 
should be documented 

Discontinued 
SMR should 
be charted 



 
  
 
   
  

8 
 

 

 

18. Consulting Services 

The timely response and assessment of trauma patients by specialty services is critical to improving 

patient outcomes. The required response time for specialties is defined by the American College of 

Surgeons Committee on Trauma but will be 

defined in your local Trauma Team Activation 

Standard Operating Procedure. 

 

19. Medication Administration 

The medication section is designed to prompt the administration of commonly prescribed medications for 

trauma patients. If additional medications are required, they should be documented in the narrative 

nursing notes. 

 

 

 

 

 

 

 

20. Fluid Balance 

This section should be used for documenting any PVAD or CVAD attempts and locations. In addition, any 

fluid administration or loss during the resuscitation can be documented here.  The administration of 

blood products can be recorded here unless a health authority specific blood administration form exists. 

 

The Richmond 

Score (RASS) is to 
be documented 
only if its standard 
practice with your 
facility. 

If pediatric (PEWS) 
documentation is 
being used 

GCS is 
required on 
all patients 
with an 
altered LOC 
or suspected 
brain injury 

The patients 
“best effort 
or response” 

Neurosurgery within 30 min of patient arrival or initial 

Orthopedics within 30 min of patient arrival or initial 
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21. Nursing Record and Observations 

Nursing observations need to be recorded frequently as determined by the patient’s severity, however a 

every 30 minutes has been determined as the minimum standard requirement. Once the patient has 

reached hemodynamic stability or has been transferred to another location or department, the frequency 

can be decreased.  

 

 

 

 

 

 

22. Safety Screening 

Safety screening within the trauma environment is essential. Many of our patients are at risk for 

increased substance use, abuse or violence. Once screening or potential risk has been assessed, refer to 

the associated health authority or site-specific resources to assist with ongoing care needs. 

 

23. Personal Belongings 

In this section ensure that the disposition of belongings is recorded here. If the clothing was cut off 

indicate where this occurred and if they were kept for forensic evidence. If forensic evidence is required 

refer to local or regional health authority policies.  

If additional 
patient resources 
and supports are 
required refer to 
the following list 

policies to 
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22. Disposition 

Indicate the time that the patient left the Emergency Department, identify the time, that the patient 

was ADMITTED, TRANSFERRED, DECEASED or Discharged (D/C) Home. 

 

 

 

 

Developed By Revised By Date Approved By 

Interdisciplinary Trauma 
Network of BC Working 
Group 

Interdisciplinary Trauma 
Network of BC Working 
Group 
 

June 2017 TSBC-2017 

Interdisciplinary Trauma 
Network of BC Working 
Group 
 

Interdisciplinary Trauma 
Network of BC Working 
Group 
 

March 2018 TSBC-2018 

Interdisciplinary Trauma 
Network of BC Working 
Group 
 

Interdisciplinary Trauma 
Network of BC Working 
Group 
 

April 2025 TSBC-2025 
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