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The Victorian State Trauma System (VSTS) provides support and retrieval services for 
critically injured patients requiring definitive care, transfer and management. This 
preparation for retrieval guideline provides advice on the initial management and transfer of 
major trauma patients who present to Victorian health services. 
 
This guideline is developed for all clinical staff involved in the care of trauma patients in 
Victoria. It is intended for use by frontline clinical staff that provides early care for major 
trauma patients; those working directly at the Major Trauma Service (MTS) as well as those 
working outside of a MTS. 
 
These guidelines provide the user with accessible resources to effectively and confidently 
provide early care for critically injured patients. They provide up-to-date information for 
front-line healthcare clinicians. The guideline is evidence based, has followed the AGREE II 
methodology for guideline development and is under the auspice of the Victorian State 
Trauma Committee (VSTC).1 

 Adult Retrieval Victoria (ARV) is the single contact point for adult major trauma 
advice, critical care advice, critical care bed access and retrieval of critical care adult 
patients state-wide. 

 Paediatric Infant Perinatal Emergency Retrieval (PIPER) is the point of contact for 
paediatric major trauma advice and retrieval of critical care paediatric patients 
state-wide. 

 Final preparation of a patient for transfer should be made well ahead of the actual 
move, with conscious anticipation of clinical needs. 

 The patient must be reassessed before transport begins, especially after being 
placed on monitoring equipment and the transport ventilator (if used). 

 Checklists are a valid and effective way to ensure all key points are covered, risks 
anticipated and mitigated, and all clinical priorities are addressed. 

 If unsure or in doubt about any aspect of preparation for retrieval, contact ARV. 

 Contact retrieval services immediately if there is significant deterioration in clinical 
status or if the patient requires additional or unplanned interventions or treatment. 

 



 

 

 

 

 

This page is being held to contain an updated one-page 
summary of the guideline, intended for real-time clinical 

access and use. 

It will be sent as an out of session document for final revision. 
  



 

 

Retrieval generally involves transferring patients with critical illness or life-threatening injury 
– situations where the patient requires the highest levels of clinical care and vigilance. 
Transfers are required when the needs of the patient exceed the resources of the hospital2. 
Retrieved patients are often unstable, at the margin of physiological compensation, and in 
need of specialised investigation and intervention. They are often at that phase of an 
emergency presentation where diagnosis is incomplete, treatment is problem-focused and 
risk is high. This setting therefore requires special expertise, risk-averse processes and fail-
safe systems characterised by anticipation, redundancy, rapid response and reliability. If 
executed poorly, the transfer of critically ill patients is potentially hazardous. It is important 
to focus on pretransfer stabilisation, the anticipation and management of hazards and the 
selection of the correct personnel and equipment3. 

Retrieval is a coordinated process that provides specialised assessment and management, 
prior to and during transfer of critically ill patients from situations where resources or 
services are inadequate to a destination where definitive care can be provided.  

The approach aims to deliver the same or higher level of clinical care than that available at 
the point of referral, ensuring the patient is not exposed to any reduction in the quality of 
clinical care despite the inherent risks of the transport environment. 

The need for retrieval is related to the limitations of health facilities, the geography of 
populations as well as the patient’s injuries4. Rural communities have a right to equitable 
and timely access to critical care medicine; however, it is recognised that there is often an 
urban–rural divide in regard to the accessibility of healthcare generally and to specialised 
critical care in particular. Key clinical ‘gap’ areas exist at both urban and rural and regional 
levels regarding trauma, neurosurgery, cardiac, neonatal and paediatric critical care. 
Advances in medicine and technology are unavoidably concentrated in major metropolitan 
centres, increasing the need for critical patient transport (such as coronary percutaneous 
procedures and interventional radiology such as angio-embolisation) to an MTS, and 
paediatric tertiary and quaternary care hospitals. Given that such divides exist and that 
critical care transfer is inevitable, retrieval medicine aims to ensure quality of care in 
transfer in distinction to the somewhat ad hoc approach to irregular critical care transfers 
that otherwise may be the case in less systemised approaches. 

The retrieval of injured patients from a referring health facility has the primary objective of 
improving patient outcomes through the coordinated support and timely transfer of major 
trauma patients by highly capable transfer teams, to an appropriate trauma service.  

  



 

 

ARV provides a centralised hub for communication and coordination for the trauma retrieval 
system with the dispatching of appropriately qualified personnel and a transport-
appropriate platform. Ideally, interhospital transfers should be initiated with a single 
telephone call, followed by ready acceptance of the transfer, timely arrival of transport and 
an uncomplicated journey to the receiving hospital5. 

ARV encourages early consultation and activation. Contact ARV on 1300 368 661. 

Preparation for retrieval is the responsibility of both the referring health facility and retrieval 
specialists, facilitated by effective communication and handover procedures. This may 
include updating information regularly to identify changes in patient condition and 
requirements. 

The transfer of critically ill patients is improved by the use of appropriately trained specialist 
retrieval teams, such as ARV and PIPER. Staff on these teams are specially trained in the 
process of retrieval, have access to high standards of transfer equipment and ensure that 
the patient is properly assessed prior to transfer6 7.  

The process of patient retrieval either by helicopter, fixed-wing aircraft or by road vehicle 
requires effective coordination, communication and organisation between hospital staff, 
ARV coordinators, the retrieval team and receiving hospital. Additionally, the patient’s 
condition needs to be accurately assessed and treated. It needs to be stabilised as much as 
possible, with preparation of appropriate equipment, medication administration and 
invasive line management prior to the arrival of the retrieval team.  

Specifically trained personnel are required for the transport of neonates, infants and young 
children, and are provided by Paediatric Infant Perinatal Emergency Retrieval (PIPER) teams. 

 

This is influenced by a range of factors and will be facilitated by ARV and Ambulance Victoria 
coordination staff. Factors include8: 

 Nature of trauma. 

 Possible clinical impact of the transport environment. 

 Urgency of intervention. 

 Location of patient. 

 Distances involved. 

 Number of retrieval personnel and volume of accompanying equipment. 

 Road transport times and road conditions. 

 Weather conditions and aviation restrictions for airborne transport. 

 Aircraft landing facilities. 

 Range and speed of vehicle. 



 

 

 Telephone or videoconference the referrer, gather a history, conduct an exam, 
check vital signs and initiate investigations. 

 Accept the transfer. Discuss the patient with referring and receiving senior medical 
staff and agree that transfer is feasible and beneficial and should proceed. 

 Provide stabilisation advice and institute any additional management. 

 Agree on the required medical and/or nursing attendants during transport. 

 Decide the appropriate mode and timing of transportation. Factors to consider 
include: 

o Patient condition, age and size. 

o Urgency of transfer. 

o Medical interventions anticipated. 

o Personnel and other resource availability. 

o Time of day. 

o Weather and/or traffic conditions. 

o Geographical considerations. 

 Make a decision regarding the required monitoring, equipment and medication. 

Final preparation of the patient should be made before the actual move, with conscious 
anticipation of clinical needs. Patients should be appropriately resuscitated and stabilised 
prior to transfer in order to reduce the physiological disturbance associated with movement 
and reduce the risk of deterioration during the transfer9. Examples include giving 
appropriate doses of muscle relaxants or sedatives, replacing near-empty inotropic and 
other intravenous (IV) solutions with fresh bags, and emptying drainage bags. 

The patient will need to be “packaged” prior to retrieval.  

The packaging procedure aims to:  

 Minimise clot disturbance and repeated blood loss by reducing patient movement, 
application of pelvic binder or limb splints and limiting repeated log rolls. 

 Minimise spinal movements. 

 Minimise cytokine release. 

 Maintain normothermia. 

 Prevent pressure induced skin injuries. 

Vacuum mats will often be used to facilitate this.  

Haemostatic packaging is based on the concept of “First clot is best” with any further 
bleeding depleting coagulation factors and resulting in worse patient outcomes10.  

The patient must be reassessed before transport begins, especially after being placed on 
monitoring equipment and the transport ventilator (if used). Transport preparations must 
not overshadow or neglect the patient’s fundamental care.  

An example of a brief check on the patient is: 

 Airway is secured and patent. 



 

 Ventilation is adequate; respiratory variables are appropriate. 

 All equipment alarms are switched on. 

 The patient is haemodynamically stable. 

 Vital signs are displayed on transport monitors and are clearly visible to transport 
staff. 

 PEEP/CPAP (if set) and FiO2 levels are correct. 

 All drains (urinary, wound or underwater seal) are functioning and secured. 

 The underwater seal drain is not clamped. 

 Venous access is adequate and patent. 

 Blood products and IV fluids are available. 

 IV drips and infusion pumps are functioning properly. 

 The patient is safely secured on a trolley. 

 The charge status of all electrical equipment has been checked. 

 

 

Ensure patient airway safety 

Assess airway stability for all patients. 

Secure the endotracheal tube (ETT). Ensure the tapes are firm and intact. If there is a 
suspected head injury the tapes should not occlude venous drainage, preventing increases in 
intracranial pressure (tapes may need to be tied above the ears and secured with tape). 

Record the length and diameter. Ensure a chest x-ray has been performed at the current ETT 
length. 

Insert the orogastric tube. Ensure it is not secured to the ETT (so is independently secure) 
and aspirate prior to transport. 

It is preferable to replace hard (extrication) cervical collars with a Philadelphia collar to 
minimise the risk of a pressure injury. A cervical collar must remain in situ during transfer to 
a MTS, regardless of spinal clearance. 

 

Ensure optimised oxygenation 

Observe the patient’s respiratory rate and its character. 

Measure the oxygen saturation (SpO2) and end-tidal carbon dioxide (ETCO2). 

Administer oxygen using the correct delivery device.  

Check arterial blood gases. If a head injury is suspected, ensure the partial pressure of 
carbon dioxide (PaCO2) is between 35 and 40 mmHg. This will optimise cerebral perfusion. 

Secure an intercostal catheter (ICC) if present. Ensure the dressing is dry and intact and 
drainage system is functioning and not clamped/kinked.  

Ventilation considerations: 



 

 If a head injury is suspected and the patient is receiving positive pressure 
ventilation, maintain PEEP levels below 10 cm of water to minimise the impact of 
increased intrathoracic pressures on intracranial pressure.  

 If there are known or suspected chest injuries ensure the tidal volume is 4–6 mL/kg 
to prevent an acute lung injury. 

 Avoid high peak inspiratory pressures. 

 If a flail segment is involved, consider early ventilation and utilise PEEP levels higher 
than usual. 

Ensure IV access and management 

Insert a minimum of two large-bore peripheral IV lines. 

Secure all lines, ensuring the injection ports are accessible. 

Attach a rapid infuser pump line and fluid for transfer. 

Record all IV fluids. Ensure accurate documentation of all blood products administered. 

Monitor vital signs for evidence of developing haemorrhagic shock. 

Utilise serial blood gases to monitor Hb and lactate and consider serial coagulation screens 
to identify coagulopathy and guide blood product administration. 

Transduce/monitor all arterial and central venous lines. Ensure lines are anchored 
appropriately and transducers are aligned with the phlebostatic axis. 

Ensure complete patient documentation 

Provide copies of all medical and nursing clinical notes and charts. 

Include all investigation results – pathology and ECG. Check the coagulation status and 
platelet count for all trauma patients. 

Provide digital copies of all imaging – films, scans, MRI. 

Advise of any ‘limitations of treatment’ orders. 

Include the contact details of next of kin. 

Include contact numbers for staff at the referral centre 

Ensure patient belonging/valuables are documented and included with the transfer. 

It is important that you notify the ARV coordinator of significant deterioration in: 

 Conscious state. 

 Blood pressure. 

 Heart rate. 

 Respiratory status. 

 Oxygenation. 

 Major clinical developments such as significantly abnormal diagnostic tests or new 
clinical signs. 



 

 The need for major interventions prior to the retrieval team arriving 11 (for example, 
intubation and surgery). 

Maintain body temperature 

Hypothermia contributes to poor outcomes for trauma patients. Warm the patient to 
achieve normothermia and package to prevent heat loss.  

Insert an in-dwelling catheter  

Be mindful of potential bladder injuries – maintain a strict fluid balance chart.  

Empty drainage bags prior to transport 

Ensure clear documentation of fluid loss. 

Administer antiemetic 

Maintain spinal precautions if indicated 

In a major head injury, ensure the bed is tilted to 20–30 degrees to reduce intracranial 
pressure. 

Stabilise or splint fractures 

Pelvic injuries should be stabilised with a pelvic binder or bed sheet. If an unstable pelvic 
fracture is suspected, treat it with strict spinal precautions and do not log roll; use a Jordan 
frame or spinal board for transfers.  

If limb immobilisation devices are applied, ensure there are no areas of potential pressure 
injury. 

Check lab results and modify treatment if needed 

Check all limbs for potential compartment syndrome 

Maintain neurovascular observations, elevate the affected limb and consider fasciotomy if 
circulation is compromised. 

Ensure all open wounds are cleaned and covered 

Be mindful that trauma patients are highly susceptible to infection and severe sepsis.  

Impaled objects should not be removed but stabilised for transport to ensure no further 
movement or manipulation of the object is likely during transit. 

Ensure adequate analgesia is in progress prior to transport 

Notify the patient’s family or next of kin of the trauma transfer and ensure all patient 
property is identified and secured12. 
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