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Development of Clinical Nursing Practice Guideline of Warning
Sign Assessment for Traumatic Patients at Traumatic

Department, Maharat Nakorn Ratchasima Hospital

Titapa Namkoa B.A.* Siriporn Chitsungnoen M.N.S.** Numkang Boonkong B.N.Sc.***

Abstract

The objective of this study was to develop the clinical nursing practice guideline (CNPG) of warning sign

assessment for traumatic patients. A research & development method was applied by using action research.The
samples were 125 traumatic patients and 40 registered nurses.Data was collected using warning sign assessment
for traumatic patients and personnel satisfaction evaluation questionnaire during October 2009 to September 201 2
at Traumatic department, MaharatNakornRatchasima Hospital. Data was analyzed using descriptive statistics.

The CNPG of warning sign assessment for traumatic patientsderived from research process, which was
designed to cover everyaspect of traumatic patients care. It consisted of 1) Warning sign assessment in traumatic
patients 2) Doctor notification process and 3) Caring for traumatic patient in crisis process. Result of this CNPG
implementation showed that the percentage of preventable deathreduced from 38.099% to 8.17%. The percentages
of CNPG adherence and feasibility of implementation were 97.92 and 52.50, respectively.

In conclusion, the CNPG of warning sign assessment for traumatic patientsresulted in reducing
preventable death. Therefore, it is suggested that the CNPG should be utilized in routine clinical care for traumatic

patients.

Keywords: clinical nursing practice guideline; warning sign assessment, traumatic patients;preventable death
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