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FEATURES OF EMERGENCY MEDICAL CARE FOR PREGNANT
WOMEN WITH MECHANICAL INJURIES

Hnidash Yana

V year student

speciality “General medicine”

Kucherenko Bohdan

Assistant of the Department of emergency and urgent medical care,
orthopedics, traumatology and prosthetics

Trauma during pregnancy creates unique challenges for medical providers
across emergency settings worldwide. Mechanical injuries continue to rank among
the most common causes of maternal mortality globally. According to World Health
Organization data collected between 2015-2020, vehicle collisions, accidental falls,
and domestic violence represent the predominant mechanisms of these injuries [7].
Healthcare facilities throughout various regions report similar patterns in admission
statistics.

Pregnancy induces numerous physiological alterations that complicate trauma
management significantly. Blood volume typically increases 45-50% by the third
trimester. Internal organs experience substantial displacement as pregnancy
progresses. Pulmonary capacity diminishes gradually due to upward diaphragmatic
pressure from the expanding uterus. These normal adaptations necessitate specialized
approaches to trauma assessment and treatment, requiring clinicians to
simultaneously address maternal stabilization while preserving fetal viability.
Unfortunately, many standard hospital protocols inadequately address these critical
differences.

Guidelines published by the American College of Obstetricians and
Gynecologists emphasize two parallel priorities: implement early fetal monitoring
while pursuing aggressive maternal resuscitation measures [3]. Clinical outcomes
data supports this dual-focus approach. Despite demonstrated efficacy,
implementation varies considerably between healthcare institutions and regions, with
teaching hospitals typically showing better adoption rates than community facilities.
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Mechanical trauma during gestation potentially triggers several life-threatening
complications. Placental abruption may occur following blunt abdominal impact.
Uterine rupture represents another catastrophic possibility, particularly after
high-energy impacts. Premature labor frequently begins following significant trauma.
All these conditions threaten fetal survival rates substantially [4]. Further
complicating matters, normal pregnancy-related changes frequently mask traditional
trauma indicators, making assessment challenging even for experienced practitioners.
Senior clinicians often recognize subtle presentation differences that less experienced
providers might overlook during initial evaluation.

Emergency management begins with comprehensive dual assessment
addressing both maternal and fetal status simultaneously. This approach identifies
Immediate life threats before arranging transport to specialized care facilities. Since
maternal survival represents the primary determinant of fetal outcome, stabilizing the
mother remains the foremost priority throughout treatment. Assessment typically
begins with maternal consciousness evaluation through verbal and painful stimuli
application. Unresponsiveness potentially indicates airway compromise, creating
immediate oxygen deprivation risks for both patients. Suspected airway obstruction
requires immediate intervention, though practitioners must exercise appropriate
caution when spinal injury possibilities exist, as improper manipulation potentially
worsens neurological injuries [4].

Respiratory function assessment deserves particular attention during pregnant
trauma evaluation. Pregnancy significantly reduces respiratory reserve capacity,
making pregnant women vulnerable to hypoxemia. Inadequate ventilation patterns
require immediate oxygen supplementation and possibly assisted ventilation
initiation. Prolonged maternal hypoxia creates substantial fetal compromise risks
through reduced placental oxygen transfer. During maternal cardiac arrest situations,
standard resuscitation protocols require pregnancy-specific modifications, including
manual left uterine displacement techniques that relieve inferior vena cava
compression and improve venous return [3]. Simulation-based training programs

demonstrate improved provider performance during these relatively rare but critical
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scenarios.

Hemorrhage control represents another fundamental principle in managing
pregnancy-related trauma cases. Uncontrolled bleeding remains among the leading
mortality causes in obstetric trauma. Direct wound pressure application, appropriate
pressure dressing placement, and judicious tourniquet use for severe arterial
hemorrhage should receive prioritization to minimize blood volume loss. Field
providers sometimes improvise with available materials, though application duration
requires careful monitoring to prevent ischemic complications. Normal pregnancy
adaptations, particularly increased blood volume and altered coagulation parameters,
potentially mask early hemorrhagic shock manifestations, necessitating increased
vigilance among treatment providers [6]. Many modern trauma centers now maintain
specialized obstetric hemorrhage management Kkits within emergency departments.

Proper immobilization of injured extremities constitutes an essential
component of trauma management during pregnancy. This approach minimizes
secondary injury risks during patient movement and enables safer transport to
definitive care locations. Providers should utilize stabilization devices including
splints and pelvic binders when feasible, particularly when pelvic fracture suspicion
exists, given associated risks of catastrophic maternal hemorrhage and subsequent
fetal compromise. Continuous monitoring of maternal vital signs, fetal heart rate
patterns, and neurological status facilitates early identification of clinical
deterioration, enabling prompt intervention [4]. Newer wireless monitoring
technologies have improved capability in this area substantially.

The psychological impact of traumatic injury during pregnancy deserves
significant consideration within comprehensive treatment planning. Acute stress
responses and general maternal distress potentially contribute to various adverse
outcomes including premature labor onset and altered placental blood flow patterns
[6]. Forward-thinking institutions increasingly incorporate mental health
professionals within trauma response teams, acknowledging the interconnection
between psychological status and physiological outcomes throughout recovery.

The Queensland Clinical Guidelines for Trauma in Pregnancy provide
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structured management frameworks particularly valuable during situations involving
delayed definitive care access or obstetric intervention limitations due to geographic
or resource constraints. These protocols emphasize continuous maternal-fetal
monitoring focusing on respiratory function, circulatory status, and neurological
condition to facilitate early complication detection. Recommendations include
various advanced interventions when indicated: endotracheal intubation, mechanical
ventilation support, and volume resuscitation with appropriate blood products among
numerous other approaches. These guidelines have influenced trauma management
systems beyond Australian healthcare contexts.

Infusion therapy management requires careful balance between competing
risks. Inadequate volume replacement leads to hypovolemic shock, while excessive
administration creates pulmonary edema possibilities. International guidelines
frequently recommend blood product administration alongside targeted hemostatic
agents to optimize coagulation function and prevent disseminated intravascular
coagulation development, a recognized complication in severe obstetric trauma cases.
Antibiotic prophylaxis holds particular importance, especially involving open wounds
or penetrating abdominal injuries that significantly increase infection risks. Early
broad-spectrum antibiotic administration demonstrably reduces sepsis incidence
while improving maternal and neonatal survival statistics [4]. Medication selection
must consider pregnancy-specific contraindications that standard trauma protocols
might overlook.

Outcome analysis reveals substantial variation between different facility types.
Level | trauma centers with integrated obstetric capabilities generally demonstrate
superior maternal-fetal outcomes compared to facilities lacking specialized resources.
Some regions have developed targeted transfer agreements and consultation networks
attempting to address these disparities through improved resource utilization.

Ukrainian trauma management practices share fundamental principles with
international standards while reflecting specific resource availability challenges.
Traditional approaches including compression bandaging sometimes substitute for

newer hemostatic agents in certain clinical environments. Fetal monitoring
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implementation varies considerably between regions based on equipment availability
and provider training differences [1]. Rural facilities face particular challenges
maintaining appropriate expertise levels and equipment access for optimal care
delivery.

Professional education continues evolving through expanded training
opportunities and interdisciplinary collaboration between trauma specialists and
obstetric providers. Simulation exercises improve team coordination capabilities
during complex scenarios. Some institutions have implemented dedicated obstetric
trauma response teams with specialized protocols addressing unique patient needs
[2]. Emerging research suggests these focused approaches potentially improve
outcomes across multiple measures.

Technological advances continue influencing obstetric trauma care delivery
methods. Point-of-care ultrasound technology enables rapid assessment of fetal
viability while detecting concealed hemorrhage locations that physical examination
might miss. Telemedicine platforms increasingly connect remote providers with
specialists during critical case management. These innovations help standardize care
approaches across diverse clinical environments with varying resource availability.

Documentation challenges persist throughout obstetric trauma care. Standard
trauma registry systems typically lack specific fields capturing pregnancy-related
information, complicating quality improvement efforts. Professional organizations
continue developing enhanced data collection methodologies addressing these
information gaps.

Comprehensive emergency medical care for pregnant women experiencing
mechanical injuries requires rapid assessment, appropriate stabilization, effective
hemorrhage control, proper immobilization techniques, and integrated psychological
support services. The unique physiological environment necessitates team-based
approaches prioritizing maternal stabilization while monitoring fetal well-being
throughout treatment. Future care improvements will likely depend on standardized
monitoring implementation, modern hemostatic technique adoption, collaborative

care models, and continuous education programs for emergency providers across
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specialties. Recent systematic reviews suggest integrated care pathways consistently
yield superior outcomes compared with fragmented treatment approaches across

various healthcare settings and resource environments.
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