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EL PASO COUNTY HOSPITAL DISTRICT POLICY: TR -A-2
TRAUMA DEPARTMENT MEDICAL STAFF EFFECTIVE: 09/1997
REVISION: 12/2020

TRAUMA PROVIDER CREDENTIALS
POLICY PURPOSE:

Provide a description of authority and process for providers to participate in the care of
the trauma population.

1 Granting of privileges is €linical Chief Department (medical staff) function
overseen by the Hospital Districtds Boa

1 The Trauma Medical Director has authority to set the qualifications for the trauma
service members that are routinely involved with the care ofdlenta patient.

1 Review includes evaluation of trauma specific Ongoing Professional Practice
Evaluation (OPPE) and applicable Focused Professional Practice Evaluation
(FPPE) to include practitioneros contin

REFERENCE:

American College of Surgeoi@ommittee On Trauma (2014Resources
for optimal care of the injured patienAmerican College of Surgeons. Chicago:
IL.

RESPONSIBLE:

Trauma Medical Director (TMD)
Associate Trauma Medical Director
Assistant Trauma Medical Director
Medical Staff Services

Medical Staff

Trauma Program Director (TPD)

PROCEDURE:

A. Medical Staff Services will initiate documentation of adherence to the requirements
using the AMedical Staff Trauma Credenti a

B. The Trauma Medical Director (TMD) or designee will complete and return the
AMedi cal Staff Trauma Credentialso form t

C. Listed below are the preliminary requirements to participate and maintain trauma
privileges. Services identified thia symbol (*) have additional requirements and/or
clarification outlined.

D. Preliminary requirements include:



EL PASO COUNTY HOSPITAL DISTRICT POLICY: TR -A-2
TRAUMA DEPARTMENT MEDICAL STAFF EFFECTIVE: 09/1997
REVISION: 12/2020

TRAUMA PROVIDER CREDENTIALS

a. Privileged and credentialed within applicable department service.

b. All participating physicians must be in good standing with the hospital and
have active admitting/practicing privileges.

c. Current board certification, lifetime board certification or board eligible
within five (5) years of successful completion of an approved residency
program. (*Anesthesiology and **Alternate Pathway).

d. Succestll completion of an Advanced Trauma Life Support (ATLS) course
within one (1) year of beginning participation on the trauma call schedule, and
maintain current ATLS provider status (***Emergency Medicine).

e. Satisfactory completion of trauma specific ORREer to attachment B).

f. Must obtain an average of nine (9) hours of trauma related CME hours
annually or 27 hours over a three (3) year period. At least half must be
obtained outside of Paul L. Foster School of Medicine and/or University
Medical Centeof El Paso (****Trauma Surgery and **Alternate Pathway).

i. Outside credit may be obtained when outside speakers present on
campus.

i. Provi der 60s +emlatqduCGME bodrs dre pgatedreeccording
to their start date.

g. Physician liaison, designated aitate liaison and trauma surgeons must
complete a physician liaison commitment resolution every three (3) years
(refer to attachment A).

E. Itis expected that physicians participating on the trauma call schedule maintain
current credentials and participatethe Trauma Performance Improvement and
Patient Safety process.

F. At the discretion of the TMD, criteria outlined may be waived under extraordinary
circumstances.

G. Participation on the trauma call schedule is a privilege extended to qualified
physicians by the TMD and Clinical Chief of each department.

1. *Anesthesiology:



EL PASO COUNTY HOSPITAL DISTRICT POLICY: TR -A-2
TRAUMA DEPARTMENT MEDICAL STAFF EFFECTIVE: 09/1997
REVISION: 12/2020

TRAUMA PROVIDER CREDENTIALS

a. Board Certified or Board Eligible is only required for the liaison and
designated alternate liaison.

2. **Alternate Pathway:
a. 36 hours of external traunralated CME over thre8) years.

b. Performance improvement assessment by TMD to ensure patient
outcomes compare favorably to other members of the trauma call panel.

3. ***Emergency Medicine (EM):

a. Successful completion of ATLS at least once and submit documentation to
Trauma Sevices Department or Trauma Program Director (TPD).

4, **Trauma Surgery

a. Successful completion of PALS or equivalent course within one (1)
year of beginning participation on the trauma call schedule.

b. Annual participation in the care of approximatelyddnore trauma
patients with immediate life threatening or urgent injuries otherwise
categorized by an Injury Severity Score (ISS) greater than 15.

c. Three (3) traumaelated CME hours annually or 9 hours over three (3)
years of the total required traurmgated CME hours must focus on
pediatric trauma.

d. The TMD must have:

I. 36 traumarelated CME hours over three (3) years. 9 hours of
the 36 must focus on pediatric trauma.

ii. participation in the care of approximately 35 or more trauma
patients with immediatife threatening or urgent injuries (ISS
greater than 15).

F. In regards to Allied Health Professionals (AHPs) in Trauma, Orthopedics, Neurosurgery
and Anesthesiology Services the requirements are:

1. Current ATLS or acquire within the first year@hployment. Anesthesiology
Services meets requirement with Advanced Trauma Care Nurses (ATCN).
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TRAUMA DEPARTMENT MEDICAL STAFF EFFECTIVE: 09/1997
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TRAUMA PROVIDER CREDENTIALS
2. 13.5 traumaelated CME hours over three (3) years.

3. Satisfactory completion of annual OPPE process.

4. No peer review issues via the TPIPS process.

ATTACHME NTS:

Attachment A:  Physician Liaison Commitment Resolution
Attachment B: OPPE Trauma Specific Indicators
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TRAUMA PROVIDER CREDENTIALS

Trauma Program Director Date

Trauma Medical Director Date

Revised/Reviewed

02/2000
07/2004
05/2008
12/2010
03/2014
03/2017
05/2019
02/2020
12/2020




EL PASO COUNTY HOSPITAL DISTRICT POLICY: TR -A-2
TRAUMA DEPARTMENT MEDICAL STAFF EFFECTIVE: 09/1997
REVISION: 12/2020

TRAUMA PROVIDER CREDENTIALS

ATTACHMENT A: PHYSICIAN LIASON COMMITMENT RESOLUTION

Resolved, thaPHYSICIAN NAME, NAME OF SERVICE Trauma Liaison, acknowledge and
commit to the criteria expectations for a Level | trauma center. This includes but is not limited to
credentialing, certification, continuing education and adequate involvement in performance
improvement.The multidisciplinary trauma performance improvement program has the authority
to evaluate care across disciplines, identify opportunities for improvement and implement
corrective actions.

Printed Physi@n Name Date
Discipline Department Name Trauma Liaison

Alan. H. Tyroch, M.D., F.A.C.S., F.C.C.M. Date
Trauma Medical Director

Sandra Gonzalez, RN, MSN, TCRN Date
Trauma Program Director
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TRAUMA PROVIDER CREDENTIALS

ATTACHMENT B: INDICATORS BY SERVICE

Service Indicators

T Surgeonds bedside presencd
arrival forlevel | activations.
1 Annual attendance to Multidisciplinary Peer Review
(MPR) committee meetings.
1 Annual attendance to Trauma Performance Improveme
and Patient Safety (TPIPS) committee meetings.
1 Trauma registry hospital identified events based off the
National Trauma Data Dictionary.
1 Mortality Review:
0 Mortality without opportunity for improvement
0 Mortality with opportunity for improvement
0 Unanticipated mortality with opportunity for
improvement

Trauma Surgery

Orthopedic Surgery| 1 Liaison or Designated Alternatéaison annual attendanc
to MPR and TPIPS committee meetings.

Neurosurgery

1 Trauma registry hospital identified events based off the
Emergency Medicing National Trauma Data Dictionary.

_ _ 1 Response to trauma performance improvement referra
Anesthesiologist

1 Per Quality Management Dept. (Surgery, Neurosurgery
and Orthopedics)

AHPs o Consultation Notes
o Discharge Documentation
0 Progress Notes

o0 Pre, Intra and PosDperative/Procedure Notes
(Anesthesia Services)




EL PASO COUNTY HOSPITAL POLICY TR -A-3
TRAUMA DEPARTMENT EFFECTIVE DATE: 08/96
REVISION DATE: 03/2021

TRAUMA PROGRAM PERFORMANCE IMPROVEMENT PLAN

POLICY PURPOSE:

T The Trauma Performance | mprovement (PIl)

process evaluating patient care, outcomes and measures to reduce unplanned
complications.

1 Trauma Pl is a continuous and systematic process that analyzes data objectively
andiden i fi es opportunities through phases

RESPONSIBLE

Trauma Medical Director (TMD)

Associate Trauma Medical Director (ATMD)

Pediatric Trauma Medical Director and Assistant TMD
Physicians and Allied Health Professionals (AHPS)
TraumaProgram Director (TPD)

Injury Prevention and Education Manager

Trauma Service Coordinators (TSC)

Trauma Registrars

Injury Prevention and Education Division

LITERATURE REFERENCES

Committee on Trauma American College of Surgeons. (2014). Resourcgsifioal care of the
injured patient. American College of Surgeons. Chicago:lL.

Society of Trauma Nurses. (2020). Trauma Outcomes and Performance Improvement Course
Manual. Society of Trauma Nurses. Lexington: KY.

PERFORMANCE IMPROVEMENT PROGRAMS

Adult and Pediatric Trauma Quality Improvement Program (TQIP)
National Trauma Data Bank (NTDB)

Texas State Trauma Registry

Texas TQIP Collaborative

New Mexico State Trauma Registry

New Mexico Trauma Performance Improvement Committee (TPIC)
Border Rgional Advisory Council (RAC)

Border RAC Trauma Systems Pl Committee

Border RAC Physician Advisory Group (PAG)

Southern New Mexico Regional Trauma Advisory Council (ReTrAC)

10



EL PASO COUNTY HOSPITAL POLICY TR -A-3
TRAUMA DEPARTMENT EFFECTIVE DATE: 08/96

REVISION DATE: 03/2021

TRAUMA PROGRAM PERFORMANCE IMPROVEMENT PLAN

Hospital Committees:

SubTrauma Performance Improvement and Patient SédetyTPIPS)

Pediatric subTPIPS

Trauma Performance Improvement and Patient Safety (TPIPS)
Adult
Pediatric

Trauma Multidisciplinary Peer Review (MPR)

Medical Staff Performance Improvement (MSPI)

Patient Safety Committee (PSC)

Performance Improvemeno@imittee (PIC)

Medical Executive Committee (MEC)

Board of Managers (BOM)

Trauma Program Oversite Committee (TPOC)

PROCESS

A. The Trauma Program has a formal internal PI process that allows for a
multidisciplinary approach beginning with problédentification, data driven
analysis to resolution.

B. The TSCs review one hundred percent of trauma patient admissions, acute transfers

in/out and mortalities. Cases with identified performance improvement triggers
reviewed by the TSC are brought forththe Trauma Medical Director (TMD) and

Trauma Program Director for further review (refer to Attachment A for entire process

flow).

C. Corrective actions may include the following: focused education and monitoring,
revision or development of guideline/poli@gunseling, enhanced resources or
methods of communication, external review or referral to peer review.

PRIMARY LEVEL OF REVIEW

A. The TSC will complete the initial case review for:

PwnPE

All trauma admissions;
Transfer out(s) and transfer in(s);
Mortalities ircluding hospice discharges;

Emergency resuscitative procedures performed in the Emergency Department

(ED), Post Anesthesia Care Unit (PACU) and/or Intensive Critical Care Units
(ICUs);

. Level I and Il trauma activations discharged from the ED;

Level 11l trauma transfers discharged from ED.

11



EL PASO COUNTY HOSPITAL POLICY TR -A-3
TRAUMA DEPARTMENT EFFECTIVE DATE: 08/96
REVISION DATE: 03/2021

TRAUMA PROGRAM PERFORMANCE IMPROVEMENT PLAN
7. Trauma registry Pl indicators/triggers (refer to Attachment B).
B. Initial case review identifying opportunities include participating in:

Daily morning report with physicians and AHPs;

Daily multi-disciplinary patientounds;

Trauma Performance Outcome Assessment Tool (TPOAT);

Trauma registry indicator review: National Trauma Data Standards (NTDS),
TQIP and State (Texas/New Mexico);

5. Practice management guideline compliance review.

PwpdPR

C. If the primary level review is compled, validating clinical care is appropriate and no
provider or systems issues are identified, the case does not require additional review
excluding emergency resuscitative procedures performed in the ED, PACU and ICUs.

D. If the primary level review as detained by the TSC affirms opportunities are
identified a formal referral is sent to the involved department, physician service
liaison or outside agency requesting their further investigation and review of
opportunity identified.

E. The TSC will also enter &htified filters into the trauma registry.

F. Outside agency system related referrals are also sent to Border RAC Executive
Director.

G. Trauma registry will send monthly audit filters identified to TSC for foHapv

H. Referrals sent with returned replies eaeiewed during weekly subPIPS meetings
with TMD, ATMD or Pediatric TMD.

|. Department leadership, resident and/or physician service liaison are invited to
subTPIPS to review case together when TMD, ATMD or Pediatric TMD requests.

J. Referrals are reviewadith TMD and TPD. Determination is made for any of the
following by the TMD:

1. Case warrants additional investigation by department involved.
2. Acceptance of action taken and/or

a) Additional monitoring (for a deemed amount of time or volume
based) to ensuiacident does not repeat.

12



EL PASO COUNTY HOSPITAL POLICY TR -A-3
TRAUMA DEPARTMENT EFFECTIVE DATE: 08/96
REVISION DATE: 03/2021

TRAUMA PROGRAM PERFORMANCE IMPROVEMENT PLAN
b) No additional monitoring, case is closed.
3. Implement additional action to send for secondary level of review.

K. Regional trauma system opportunities referred to Border RAC executive director are
determined for secondary level eview with Systems Pl Chair.

1. SECONDARY LEVEL OF REVIEW
A. A secondary level of review is required when:

1. Issues in the clinical care or when provider and/or system issue is identified.
2. Emergency resuscitative procedures are performed in the ED, PACUsr

B.The TMDO6s expertise and judgment deter min
Case Review (QCR).

1. A QCR is coordinated by the trauma office inviting providers involved in case
as soon as schedule permits (optimal 24 to 72 hours).
2. QCR discussions Wilnclude decisions for immediate actions and further
secondary level review.
3. Standing members to Trauma QCRs are:
a) TMD, ATMD, Pediatric and Assistant TMD
b) TPD and TSCs
c) CMO and MSPI Chair
d) Hospital Patient Safety Coordinator and Quality Manager and
DirectorRisk Management (UMC and Texas Tech University
Health Sciences)
e) Involved department physician liaison(s)
f)  Involved department(s) leadership
g) Involved individual(s)

C.The TMDO6s expertise and judgement deter mi
Morbidity and Mortality (M&M) or Multi-disciplinary M&M presentation by the
resident involved for educational benefits.

D.The TMDG6s expertise and judgement det er mi
disciplinary Peer Review (MPR). If event is systems related, TMD &l will
determine to refer case to Adult and/or Pediatric TPIPS and TPD will present to
Hospital Patient Safety committee.

13
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TRAUMA DEPARTMENT EFFECTIVE DATE: 08/96
REVISION DATE: 03/2021
TRAUMA PROGRAM PERFORMANCE IMPROVEMENT PLAN
1. MPROsS purpose is to evalwuate the care
systems perspective to perform interdisciplinarylangentation of

improvement strategies.

2. Monthly MPR cases are referred to the service liaison(s) or trauma surgeon
involved by the TMD for their review prior to meeting date.

a) MPR committee members include service trauma liaisons (or
designated altert@), TMD, ATMD, Pediatric TMD, trauma
surgeons, Chief Medical Officer, TPD, TSCs, Hospital Patient
Safety Coordinator and Hospital Risk Manager.

b) Case(s) is reviewed and discussed for determination.

c) Recommendations and action plans with associategateiation
is made when areas needing improvement are determined such as:

i. Judgement:
a. Mortality without opportunity for improvement;
b. Mortality with opportunity for improvement;

c. Unanticipatednortality with opportunity for
improvement.

ii. Referral to TPIPS or for tertiary review.

iii.  Teaching opportunities identified for multidisciplinary M&M
or Trauma Grand Rounds.

3. Monthly TPIPS committee members are department leaders and/or designee.
a) Thereare two TPIPS committees, Pediatric and Adult.
i.  Members are Pediatric Department leaders or designee.
ii.  Members are Adult Department leaders or designee.

b) Scheduled reports are presented by participating department
representative.

14
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c) Opportunities for impsvement are reviewed and discussed.
d) Caseleventis either:

i.  Closed with no further followup;

ii.  Closed with continued monitoring validating actions taken
resolved from event repeating;

iii.  Referred to Patient Safety Committee.
IV.  TERTIARY LEVEL OF REVIEW

A. Tertiary level of review involves case summary presentation by either the TMD or
TPD pending committee.

1. TPD presents to Hospital Patient Safety Committee.

a) Patient Safety Committee determines acceptance of action taken
or refers to PIC.

b) PIC Char reports to the BOM.

2. TMD presents to MSPI committee.
a) MSPI determines acceptance of action taken or refers to MEC.
b) MEC Chair reports to BOM.

B. Annually TMD and TPD present to the Trauma Program Oversite Committee
demonstrating quality measureglembers include:

1. CEO, COO, CNO, CFO and CMO

2. Physician department liaisons

3. Injury Prevention and Trauma Education Manager

V. QUATERNARY LEVEL OF REVIEW

A. Quaternary level of review involves external committees. This level of review occurs
at a rate much lowehan the previous levels of review described above.

1.Border RAC System PI:

15
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TRAUMA PROGRAM PERFORMANCE IMPROVEMENT PLAN

a) Case is reviewed between Executive Director and System PI Chair to
determine scheduling a formal review with committee.

b) Committee members include:

i. Participat i nbvDtamddrauma Proageamt er 6 s
(Coordinator, Manager, Director or Hospital System Director).
ii.  Prehospital agency designee and Medical Director
lii.  Any additional hospital and outside agency designee involved
in trauma system.
c) Presentations include:
i.  Timeline of events;
ii.  Actions taken
iii.  Additional committee action recommendations.

2.Southern New Mexico ReTrAC:
a) Case is identified and presented to participating trauma center Trauma
Program (Coordinator, Manager or Director) and if applicable the pre

hospital agency coordinato

b) Collaboratively the case is requested for presentation at the next
scheduled ReTrAC meeting.

c) Committee members include all regional participating hospital and
pre-hospital representatives.

d) Presentations are brief and include the following:

i. Pl reasorfor review identifying opportunities;
ii.  Recommended actions or actions already implemented.

VI. CONFIDENTIALITY PROTECTION

A. Data related to quality improvement and risk management activities, such as patient
information is maintained in a confidential manner.

B. Data and patient information utilized to reduce M&M shall not be subject to

discovery, subpoena or other means of legal compulsion for release to any person or
entity.

16



EL PASO COUNTY HOSPITAL POLICY TR -A-3
TRAUMA DEPARTMENT EFFECTIVE DATE: 08/96
REVISION DATE: 03/2021

TRAUMA PROGRAM PERFORMANCE IMPROVEMENT PLAN

C. Other trauma PI related documents are considered confidential and protected as
definad by the Health Insurance Portability and Accountability Act of 1996 (HIPAA),
protected by Texas Health & Safety Code 161.031; Texas Medical Practice Act,
Texas Occupations Code 151.001 et. seq.; N.M. Laws 1979, ch. 169. Information is
confidential and/oprivileged.

VIl.  RESOLUTION (LOOP CLOSURE) AND RE -EVALUATION

A. Any identified issue/event will be subject to a primary, secondary, tertiary or
guaternary review that may result in the formation of an action plan.

B. In order for loop closure to occur the outcome of the corrective action plan will:
1. Be monitored for the expected change or
2. Re-evaluation process will demonstrate a measure of performance or

3. Change to an acceptable level

a) Determined by frequency trackingenchmarking and variance
analysis.

b) Acceptable level determined by TMD/TPD.

c) Acceptable level if Pl process involved tertiary and/or quaternary
review is determined by committee members.

4. Integrate with Trauma Specific @oing Professional Practice
Evaluation/Focused Professional Practice Evaluation (OPPE/FPPE).

C. Loop closure determination is updated in either of the applicable following: trauma
registry, TPIPS, MPR, Hospital Patient Safety Committee, MSPI, BorderRAC
Systems Pl and TPOC.

VIIl.  INTEGRATION INTO HOSPITAL PERFORMANCE IMPROVEMENT
PROCESS

A. The Trauma Program collaborates with multiple disciplines, departments and
agencies to review the quality of patient care.

B.The hospital ds Ri sk Management associ ate
meeting such as Multdisciplinary M&M, Trauma M&M, MPR and TPIPS.

17
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TRAUMA PROGRAM PERFORMANCE IMPROVEMENT PLAN

C.The hospital 6s Patient Safety Coordinator
Reviews, MPR and TPIPS.

D.The TPD or designee also respond to hospi
Occurrene (PRO) electronic system that tracks events entered by hospital associates
requesting review.

1. Each PRO is reviewed by the hospital Patient Safety Coordinator.

2. The Patient Safety Coordinator refers events that involve trauma services to
TPD.

3. TPD or degnee respond with trauma PI process.

4. Patient Safety Coordinator reports to Quality Management Director who then
reports to Chief Nursing Officer.

5. The Patient Safety Coordinator presents PRO summary events during monthly
PSC meetings.

E. The Trauma Pl Prognais integrated with the Hospital MSPI, PIC and PSC.

F. Attachment A illustrates PI process in a flowchart format.

18



EL PASO COUNTY HOSPITAL
TRAUMA DEPARTMENT

TRAUMA PROGRAM PERFORMANCE IMPROVEMENT PLAN

POLICY TR -A-3

EFFECTIVE DATE: 08/96
REVISION DATE: 03/2021

Trauma Program Director

Date

Pediatric Trauma Medical Director
Assistant Trauma Medical Director

Date

AssociatelTrauma Medical Director

Date

Trauma Medical Director

Reviewed/Revised

02/2017

02/2020

03/2021

Date

19
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TRAUMA PROGRAM PERFORMANCE IMPROVEMENT PLAN

ATTACHMENT A:
TRAUMA SERVICES PI PROCESS AND REPORTING STRUCTURE

Primary Level of Review

-

Trauma Service Coordinator affirms opportunity

.

® Formal Referral sent to involved service or department(s) or outside agency
requesting their further investigation and review of opportunity identified.
¢ Filters/Triggers entered into trauma registry.

* Outside agency system related referrals sent to Barder RAC Executive Director

!

Referrals are reviewed by TMD and TPD

Determination:

1) Warrants additional investigation by
department involved;

2) Mo additional monitoring, case closed;

3) Implement additional action for

secondary review.

Referral for

Secondary
Review

20
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TRAUMA DEPARTMENT EFFECTIVE DATE: 08/96
REVISION DATE: 03/2021

TRAUMA PROGRAM PERFORMANCE IMPROVEMENT PLAN

Secondary Level of Review

L 2

TMD’s expertise and judgement determines if case/issue warrants:

1) Trauma Quality Case Review

2) Presentation to Trauma M&M and/or Multi-disciplinary M&M with
resident involved and/or MPR

3) Referred to Multidisciplinary Peer Review and/or TPIPS

4) Outside agency involvement: refer to RAC System Pl

3 3 13

Trauma :}Trauma MEM MPR Outside

Agency
Review
Presentation Multi-Disciplinary M&M
to Adult or

Pediatric
Referral for
Tertiary (
Review

TPIPS
In order for resolution to occur, the outcome of the corrective action plan will:

* Be monitored for the expected change or

® Re-evaluation process will demonstrate a measure of performance or change to
an acceptable level;

* Determined by frequency tracking, benchmarking and variance analysis.

* Acceptable level determined by TMD/TPD;

* Acceptable level determined by MPR and/or TPIPS committee members.

Loop Closure determination is updated in the trauma registry
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TRAUMA PROGRAM PERFORMANCE IMPROVEMENT PLAN

Tertiary Level of Review
TPD presents to TMD Outside agency
Hospital Patient presents to response
Safety Committee MSPI reviewad and if
Committee determined by
TMD referred
for Quaternary
Hospital Patient Safety Revi
eview
Committee determines MSPI
acceptance of action Committee
taken and/or refers to determines Trauma specific
Hospital PIC acceptance of

OPPE/FPPE shared with
action taken “:> QM MSPI Coordinator

and/or refers to and Medical Staff Office.

Medical
i i Executive
Hospital PIC Chair . MIEC Chatr reports to
reports to BOM Committee I “om

In order for resolution to occur, the outcome of the corrective action plan will:
* Re-evaluation process will demonstrate a measure of performance or change to an
acceptable level
* Determined by benchmarking analysis.
* |Integrated in Providers OPPE/FPPE.
* Acceptable level determined by M5PI and/or Hospital Patient Safety committee

members

Loop Closure determination is updated in the trauma registry
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TRAUMA PROGRAM PERFORMANCE IMPROVEMENT PLAN

Quaternary Level of Review

]

TMD/TPD referral to TPD referral to
Border RAC for Southern NM
System Pl review ReTrAC

Actions Taken Accepted and/or

Additional Recommended Actions by Committee

Loop Closure determination is updated in the trauma registry
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TRAUMA PROGRAM PERFORMANCE IMPROVEMENT PLAN

ATTACHMENT B:
TRAUMA REGISTRY PERFORMANCE IMPROVEMENT INDICATORS/TRIGGERS

It
E This is the favorites speed screen. Go to the menu to set your favorites/frequently used menu items.

g

| E— — —

I S cene Patient without EMS Runsheet [ Referring hospital mizsing documentation [~ Readmiszion to the Hopital within 30 days
[~ Trauma Admission to Mon-Surgical Service [ Level 2 Trauma Consult > 30 minz. post ED arrival [ Delays in Identification of Injuries
[ ED ta Critical Care » 2hrs. [ Self Extubation [ Absence of Trauma Team Member(s) Response Times
[ ED ta Floor > dhrs. [ Megative Ex- Lap Meceszary [ InHouse Consult Fesponse > 10 Minutes
[ Trauma Death [ Discharged fram ED. Readmitted <= 72 Houwrs Later
[ LOS at Refering Facility > 2 hrs [ Failed Intubation
[~ Other I Trauma Codeldlert and Trauma Triage Decision S cher
Select Additional Filters Date

| | Q& Tracking |

V0K | X Cancel

ACS Questions =] *
Record Edit Mavigate

2|1 ibzence of Houwly Witals

2| [ SDH/EDH with Craniotomy > 4 hrs after Srrival

2| [ Comatose Patient Left ED befare Definitive Ainway E stablizhed

2 | | Reintubation within 48 hrs of Extubation

7| | Abdominal Injuries and Hypatenzion vaithout a Laparotomy within T hr of Arrival

2| [ Laparotomy > 4 hrs after Arival

7 | | Monfixation of Femaral Diaphwzeal Fracture

7| | G5w to Abdomen Managed Mon-operatively

7 | | Initigion of Debridement of Open Tibal Fx » 3 hrs after Arval

7| | Abdominal, Thaoracic, Wascular, ar Cranial Surgem » 24 hrs after Arrival
7| [ HIV Positive

Date f G4 Tracking [
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TRAUMA PROGRAM PERFORMANCE IMPROVEMENT PLAN

MTDE

B ?,-’-‘u:ute Eidrey Injurye [4E1]

[ &cute Respiratorny Distress Syndrome [ARDS]
Cardiac Armest with CPR

Decubituzs Uleer (Retired 2017)

Deep Surgical Site Infection

Dirug or Alcohol wWithdrawal 5 pndrome (R etired 2017)
Deep Yein Thrombosiz

Extremity Compartment Syndrome
[Eraft/prostheszizflap failure [Retired 2016)

M yacardial Infarction (k1]

QOrgans/Space Surgical Site [nfection

Preumnonia [Retired 2016)

Pulmonary Embaolism (PE]

Stroke/Cva

Superficial Surgical Site |nfection [Retired 2017
Unplanned Intubation

Urinary Tract Infechon [Retred 2016)
Catheter-Related Blood Stream Infection [Retired 2018]
Osteomyelitiz

Unplanned Return to the Operating Boom [Retred 2020)

N L L LI T L L L L L I L B

Unplanned Admizsion ta [CL

Date f

G Tracking

" 0K | > Eancel‘

-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-

Severe Sepsis

Other [Retired 2019)

Abdaminal Compartment Sendrome (Fetired 2011]
Abdaminal Fazoia Left Open [Retired 20011)

Baze Deficit [Retred 2011)

Bleeding [Retred 2011)

Coagulopathy [Retired 2011)

Coma [Retired 2011)

Intracranial Pressure (Retied 2011)

Syztemic Sepziz (Retired 2011)

Wwiound Dizruption (A etired 2011)
Catheter-azzociated Urinary Tract Infection [CALTI)
Central Line-Aszociated Blood Stream Infection [CLAES])
Wentilator-bsgociated Preumaonia VAP

Alcohaol Withdrawal Syndrome

Prezsure Ulcer

Superficial Incizional Surgical Site Infection

Deliriurm

Unplanned Yisit to the Operating Room
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EL PASO COUNTY HOSPITAL POLICY TR -A-4
TRAUMA DE PARTMENT EFFECTIVE DATE: 12/2017
REVISION DATE: 12/2019

NEURO TRAUMA CONTINGENCY PLAN
POLICY PURPOSE

Outline contingency plan in the event the primary and back up neurosurgeons are
encumbered upon arrival of additional neuro trauma cases.

RESPONSIBLE

Trauma Medical Director

TraumaFaculty, Residents, and Advanced Healthcare Practiti¢gA&tBs)
Neurosurgery Faculty and Advanced Healthcare Practitioners
Emergency Medicine Physicians

Anesthesiologists and Certified Registered Nurse Anesthetists (CRNAS)
Trauma Program Direot

Perioperative Services Director

PI TRIGGERS FOR REVIEW
1 Craniotomy >4 hours after arrival, excluding invasive monitoring procedure (ICP)
1 Treatment protocols not followed
1 On-Call Consult Response >30 Minutes

PROCEDURE

A. The neurosurgery service lipeactice manager (or designee) will release a

published neurosurgery call schedule on a monthly basis. The call schedule will
include the primary, back up neurosurgeon and scheduled nurse practitioner(s).

B. Revision(s) to the call schedule will be releaasdoon as change(s) is made.

C. When the primary neurosurgeon is encumbered with a patient, either the primary

neurosurgeon, nurse practitioner or trauma attending will inform the backup
neurosurgeon with an estimated timeframe the primary neurosurgéde wil
encumbered.

D. When the backup neurosurgeon and primary neurosurgeon are encumbered, the

nurse practitioner or trauma attending will inform'&f@ll time neurosurgeon
who is scheduled as primary neurosurgeon the next day.

1. If necessary, the additionlll time neurosurgeons will be notified of
situation.
2. In addition to notifying the additional neurosurgeons, the following are

options to consider:
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NEURO TRAUMA CONTINGENCY PLAN

a. The neurosurgery medical director has credentialed trauma
surgeons to provide initial assessment and gemant of the
neuro trauma patients.

b. Neurosurgery nurse practitioners may facilitate patient evaluation,
communication with plan of care and patient throughput. They are
also:

I. Credentialed to insert ICP and external ventriculostomy
monitoring catheters.

ii. Current with ATLS.

C. On campus outpatient clinic hours may need to be suspended or
postponed.
d. Elective cases may be placed on hold or rescheduled for a later
time.
e. Neurosurgeon on call for ndrauma services may be notified.
E. If any of the above options are not sustainable, EMResources and BorderRAC

executive director will be updated describing limited neurosurgical capability.
Notification to the regional Level Il trauma center will also be made by either the
TMD or TPD.

F. Patents may require transfer to next closest Level | trauma center in Lubbock or
Albuquerque.

G. The regional military based trauma center may also be considered if any of the
neuro trauma patients are active military personnel.

H. Contingency plan activatioreaching to the point of three or more neurosurgeons
at the same time will be reviewed following trauma PIPS process.

PI triggers identified will be reviewed following trauma PIPS process with
neurosurgery trauma liaison(s).
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NEURO TRAUMA CONTINGENCY PLAN

Trauma Program Director Date
Neurosurgery Medical Director Date
Trauma Medical Director Date

Reviewed/Revise(

12/2019
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EL PASO COUNTY HOSPITAL DISTRICT POLICY: TR -A-5
TRAUMA DEPARTMENT EFFECTIVE: 09/2017
REVISION: 02/2021

TRAUMA REGISTRY GUIDELINE
POLICY PURPOSE:
Providedescription of data abstraction and quality process to ensure accuracy.

Facilitate accurate trauma data reporting to regulatory agencies (Texas and New Mexico
Department of Health and Trauma Quality Improvement Program (TQIP)).

To assist trauma serviceentify trends for opportunities for improvement.
RESPONSIBLE:

Trauma Medical Director (TMD)

Associate Trauma Medical Director (ATMD)

Assistant Trauma Medical Director and Pediatric Trauma Medical Director
Trauma Program Director (TPD)

Lead Traumd&egistrar

Trauma Department Associates

PROCEDURE:
A. Trauma Registrar Education:

1. Each trauma registrar within a year of hire will successfully complete the
following educational courses:

a. Association for Advancement of Automotive MediciAbbreviated
Injury Scale (AAAMAILS).

b. Trauma Registry Course sponsored by the American Trauma Society
(ATS).

2. Subsequent education for all trauma registrars will be on a rotational basis based
on availability:

a. TQIP annual conference and other sponsored educatinsties (ie.
Quizzes, webinars).

Digital Innovations /ESO annual conference

ATS registry courses

ICD-10 trauma coding course

Regional and other national trauma registry or Pl related conferences

cooo
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EL PASO COUNTY HOSPITAL DISTRICT POLICY: TR -A-5
TRAUMA DEPARTMENT EFFECTIVE: 09/2017
REVISION: 02/2021
TRAUMA REGISTRY GUIDELINE
B. Trauma Registrar Orientation:
1. The Lead Trauma Regrist will facilitate orientation to new hires.

a. New registrar will:

I. Become familiar with EMR system and initiate trauma patient
census list for distribution by 08:30 Monday through Friday.

ii. Collect, abstract and enter clinical data completing a minimum of
five to seven charts per week with one to two day length of stays.

iii. Gradual increase in length of stays will be adjusted pending Inter
Rater Reliability review (IRR) and progress. Refer to section F
regarding registry audit process.

b. By 90 to 120 days, thtrauma registrar is expected to:
i. Participate ofline or in person educational courses.

ii. Abstract three charts per day with length of stays between one to
four days.

iii. By the end of year one, longer length of stays and routine report
writer reports will ke assigned.

C. Trauma Registry Patient Entry Criteria follows the National Trauma Data Dictionary
Inclusion Criteria.

D. Data submissions:

1. End of month closing to quarterly reports:
a. BorderRAC
b. Texas and New Mexico state registries
c. TQIP

E. Routine Reports:

Weekly data abstraction by registrar
Demographic

Comorbidities and complications (PI filters)
Over and Under Triage

Trauma Attending Response within 15 minutes

arwnE
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EL PASO COUNTY HOSPITAL DISTRICT POLICY: TR -A-5
TRAUMA DEPARTMENT EFFECTIVE: 09/2017
REVISION: 02/2021

TRAUMA REGISTRY GUIDELINE

6. Non Surgical Admissions
7. Others reports periodically requested by TPD or TMD.

F. Trauma Registry Qality Verification Process (Audits):
1. Validation will occur at multiple points in data abstraction and reporting.

2. Completion benchmark: 80% (minimum) of patient charts within 60 days of
discharge.

3. Assigned registrar will audit 5 to 10% of montlalyarts. Findings will be
reviewed with fellow registrars for education purposes and corrections made. An
electronic abstraction audit spreadsheet is utilized and kept up to date.

4. The abstraction audit tool is used to demonstratieabstraction procesmnd
record errors.

5. Lead Registrar will report summary findings to TPD.
6. Data quality will be determined by:

a. >90% accuracy (# elements agreed upon divided by # validated x 100)
b. Zero events with Asignificant erroro

7. TPD follow up with registrar treds and if necessary provide additional focus with
education or counseling.

G. Trauma Registry Data Request:

1. Requested and data release will be vetted by the lead trauma registrar, trauma
program director and research compliance manager.

2. Refer toAttachment B related to data request form.
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TRAUMA REGISTRY GUIDELINE

Trauma Program Director Date

Trauma Medical Director Date

Revised/Reviewed
02/2021
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EL PASO COUNTY HOSPITAL POLICY: TR -S1
TRAUMA DEPARTMENT EFFECTIVE DATE: 12/1994
LAST REVISION DATE: 12/2020

TRAUMA TEAM ACTIVATION AND ADMISSION

POLICY PURPOSE

9 Outline communication to key personnel of an impending trauatiant arrival.

91 Outline the team activations for Level 1 and Level 2 trauma patients and define
activity for Level 3 patients.

RESPONSIBLE

Trauma Medical Director

Associate Trauma Medical Director

Assistant Trauma Medical Director

Emergency MedicineOrthopaedicSurgeons and Trauma Surgeons
Allied Health Professionals (AHPS)

Trauma Program Director

Administrator on Duty

Emergency Departmerssociates

Nursing Associates

LITERATURE REFERENCES

Centers for Disease Control and Prevention (CDC). (2@uiflelines for Field Triage
of Injured Patients Recommendations of the National Expert Panel on Field
Triage Retrieved from
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr6101al.htm#Box2

Committee @ Trauma American College of Surgeons. (20BR&sources for

Optimal Care of the Injured PatienAmerican College of Surgeons. Chicago:
IL.

Committee on Trauma American College of Surgeons. (2&MBxnced Trauma Life
Support. Student Course Manudld" Ed. American College of Surgeons.
Chicago: IL.
POLICY REFERENCES

NC-ED-36  Nursing care of the trauma patient in the ED
TR-P-5 Physician guideline for the care of the pregnant patient
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EL PASO COUNTY HOSPITAL POLICY: TR-S1
TRAUMA DEPARTMENT EFFECTIVE DATE: 12/1994

LAST REVISION DATE: 12/2020

TRAUMA TEAM ACTIVATION AND ADMISSION

Pl TRIGGERS

= =4 -4 -4 A -

Trauma Code/Alert and Trauma TriaDecision Scheme
Level 2 Trauma Consult > 30mins post ED arrival
Absence of Trauma Team Member(s) Response Times
Resuscitation Protocols not Followed

In-house Consult Response > 10 Minutes

Trauma Surgeon not Present at Time of Arrival

PROCEDURE

A.

Prehospital Emergency Medical Seres (EMS), Emergency Medicine (EM)
Physician, Emergency Department (ED) Registered N&&g, ED
Tech/Paramedior Trauma Surgeon has the authority to activate teembers
based on the trauma activation criteria

Once the EM Faculty, Resident, ED RIXM ED Tech/Paramedieceives
notification from EMS or transferring facility @n incoming trauma patient, this
individual will determine the appropriate trauma level activation (refer t&1R
AttachmentA).

For Levell Activations the following will occur:
(Refer toAttachment Afor activation criteriq

1. ED Health Unit Coordinator (HUC) or designee will contact the hospital
operator requesting Levelttauma team activan be initiated via group
communication systa and will institute an ED overhead announcemditite

Maternal Response Team will require activation notification inclusion if the

patient is> 20 weeks pregnant.

a. The following informations provided: Level 1 traumadult or pediatric,

blunt or penetating injury, by air or land, and estimated time of arrival to

UMC. Notification will also include trauma bay location and if patient is
pregnant.

b. Refer to TRS-1 Attachment B related to roles and responsibilities.

2. All team members are expectedomphysically presenipon the patient's
arrival or within five minutes of a STA{how) call Refer to Attachment B
related to roles aneksponderesponsibilitiesnsideand outside oRed Zong.

34
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TRAUMA TEAM ACTIVATION AND ADMISSION

3. The Trauma Attending iexpected to be physically presenthie traumaay
within 15 minutes of patient arrival.

4. The ED HUC assigned to the Levetrhuma team activation will request
additional pages to teamembers who are not presemnto consultants as
requested by Trauma Nurse Scribe as delegated by thmaraead Surgeon
such as:

a. Pediatric Intensivists andeBiatriclntensiveCareUnit (PICU) RN.
b. Neurosurgeon.
D. For Level 2 activation arriving from scene:
1. Prior to arrival, the ED HUC will announcwerheadi L e v e | 2 Tr auma
Activationo and provide estimated ti me

related to roles and responder responsibilities).

2. If patient pregnancy is known, the Maternal Response Team will also be
activated.

3. The RN will notify the ED faculty when Level 2 trauma patient arrives.

4. The ED Faculty or Senior ED resident will complete the primary and
secondary survey immediately upon arrival.

5. The ED Faculty for the majority of the patients will determine appatgri
patient disposition plans within 30 minutes of the evaluation (i.e. trauma
consult for admission, extended observation or discharge).

6. If it is determined that the patient requires a trauma consultation, the Trauma
Faculty and the Trauma Resident diAwill be paged notifying them of a
Level 2 Trauma and patient location.

7. TheTrauma Servicewill physically respond to the trauma consult within 10
minutes from notification.

a. TheTraumaResident will inform the trauma attending within 10
minutesfrom performing a primary and secondary survey.
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b. Itisthe TraumaAt endi ngds discretion when h
will take place.

E. For Level 2 trauma transfers:

1. The ED HUC or designee wilhmounceo ver head fdLevel 2 Tr a
Transf er 0 tmatedtimedcarrivad e e s

2. Upon patient arrival, the HUC or designee will notify communications
(operator) to page the Trauma Attending and the Trauma Senior notifying the
providers of the Level 2 Trauma transfer arrival and patient location.

3. The HUC ordesignee will notify communications (operator) to activate the
Maternal Response Team of the Level 2 pregnant trauma transfer arrival and
patient location.

4. The Traum&esidentor AHP will physically respond within 10 minusef
notification.

a. TheTraumaResidentor AHP will inform the trauma attending within
10 minutedrom performing a primary and secondary survey.

b. 1t i s the Trauma Attendingés discret
will take place.

5. Refer to Attachment B: Roles and Responsibsgifor Level 2 Trauma Team
Members.

F. Inter-facility (Satellite) transfers:

1. Provider and/or designedll proceedwith the following when patient
arrives exceeding capability due to multiple high acuity injuries:

a. Stabilize patient as a triageea.
b. Coordinate transport to main campus using 911 dispatch for complex

injured and critical patients. Transport arrangements for lower acuity
patients are to be made using other appropriate modes.
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C.

Satellite physician will telephone main ED EM Faculhd provide
verbal report.

. Satellite RN will telephone main ED Charge RN and provide verbal

report. Documentation will be completed using the medical flow sheet.

The main ED RN will enter Patient Status Order (PSO) order via
patients EMR.

Upon mainED receiving prenospital (ambulance) radio report, the
appropriate trauma level team will be activated.

2. Satellite physician or AHP will proceed with the following for patients
arriving with low impact and isolated injury:

a.

b.

Triage and stabilize.

If the provider determines the patient requires admission, the provider
will consult trauma services.

TraumaAttendingwill provide patient disposition recommendation by
either accepting transfer or follow up in clinic.

. If TraumaServicesaccepts patient admissigrovider from trauma

services will proceed with entering a Patient Status Order (PSO) via
pati ent 0s delMBRNwildootdihage transport
arrangementt main ED.

Satellite RN will telephone main ED Charge RN @mndvide verbal

report. Documentation will be completed using the medical flow sheet
or EMR.

Upon main ED receiving preospital (ambulance) radio report, the
appropriate trauma level team will be activated.

Upon patient arrival to main ED ti&N page Traum&erviceson call
notifying provider of patient arrival with location.
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EL PASO COUNTY HOSPITAL POLICY: TR -S1
TRAUMA DEPARTMENT EFFECTIVE DATE: 12/1994
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TRAUMA TEAM ACTIVATION AND ADMISSION

h. Trauma Services will placadditional orderas needed andimission
orders

G. Trauma Service Admission Guidelines:

1. All patients with traumatic injuriesequiringadmissionareadmitted under
Trauma Services with the exceptionisdlated hip fractures.

a. Isolated hip fracture patients not requiring critical care admission are
admitted bya nonsurgical service (i.e. Family Medicine).

b. Trauma Services will admit isolated hip fracture patients requiring
critical care status admission.

2. All Trauma patients must remain under the Trauma service. The following
reasons suppopatient medical managemedrdnsfer to a nosurgical
service(Pediatrics, Hospitalists, Neurologists, etnglude the following:

a. No trauma injuries identified.

b. Resolution of traumatic injuries.

3. Discrepancies with trauma service admission guideline will fottuav
trauma PIPS process involving the servicesbai
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Trauma Program Director Date

Trauma Medical Director Date

Review/Revision History

07/1996
06/1998
07/1999
10/2000
02/2003
03/2005
04/2009
05/2010
08/2013
02/2014
09/2015
02/2017
09/2017
02/2018
02/2019
08/2019
07/2020
12/2020
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EL PASO COUNTY HOSPITAL POLICY TR -S-3
TRAUMA DEPARTMENT EFFECTIVE DATE: 02/1996
LAST REVISION DATE: 03/2020

TRAUMA 1 -800 TRANSFER LINE NUMBER

POLICY PURPOSE:

1 The purpose of this policy is to ensure injured patients within our trauma service
area receive timely access to the appropriate level of trauma care.

1 Trauma transfers excluding isolated hips are accepted by the Trauma Attending
on call.

1 The Orthopedic Surgeon on call is contacted for the isolated hip fracture patient
transfer requests.

RESPONSIBLE:

Trauma Medical Director (TMD)

Associate Traum®ledical Director

Assistant Trauma Medical Director

Physicians

Allied Health Professionals (AHPS)

Trauma Program Director (TPD)

Emergency Department and AOD Administrative Director
Trauma Service Coordinators

Administrator of the Day (AOD)

EmergencyDepartment Nursing Associates

DEFINITIONS:

Border RAC (Regional Advisory Council):
Is relied upon to unite regional medical providers and serve as a strategic partner
for the Texas legislature, state and local agencies, and most importantly for the
health and welfare of our region. BorderRAC is integral to helping hospitals and
other healthcare organizations in emergency preparedness to respond to a wide
scale natural disaster or terrorism attack. It is also a healthcare coalition with a
comprehensivanterprofessional membership of hospitals, EMS, and other
healthcare agencies and has expanded it
injury, illness and preventable deaths in the areas of trauma, stroke, heart disease,
pediatrics, and neonates. BofdAIC is a 501 (c) (3) neprofit organization
dedicated to helping residents of our region in the education and prevention of
injury and disease and healthcare emergencies and disaster preparedness.
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TRAUMA 1 -800 TRANSFER LINE NUMBER

Pl TRIGGERS FOR REVIEW

Acute Trauma Transfers In afut
Trauma Transfer Denial

Other: Lack of Communication

Delay in Trauma Transfer Acceptance

= =4 =4 -4

PROCEDURE:

A. The AOD is responsible for managing trauma related telephone calls received
on the 1800-4RETGHO (1-800-473-8440) or (915) 527200 transfer reques
line.

B. Upon receipt of the telephone call, the AOD obtains pertinent information
from the transferring facility/physician (see Attachment A) and a decision
regarding the appropriate level of trauma care required is made.

C. The AOD will proceed with commicating to the trauma surgeon on call
regarding patient transfer request. If there is no response from trauma surgeon
on call within five minutes, the AOD will proceed with accepting transfer and
update the trauma surgeon as soon as possible (withirexhé5 to 30
minutes).

D. The transferring facility/physician requesting the transfer will be provided
with a response within 15 minutes from initial request to AOD.

E. If the patient has a specialty care issue (i.e. major to severe isolated burn), the
patient will be stabilized and transferred to the nearest, appropriate, specialty
center by the originating facility.

a. The AOD receiving the call will assist originatifegility with the
coordination of transfer by:

I. Provision of telephone numbers of burn centers in the region;
li. Provision of guidance in transfer process.
F. Transfer requests for patients requiring specialty care for tnalaad burns are
calledto the trauma surgeon -@all and the TMD will be notified of transfer
request for acceptance or denial.

G. If at any time there is a question regarding which traveheted patient with
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specialty care (other than burns) is requested to bsfénaied out from the
Emergency Department, the TMD or TPD and/or designee must be notified
before making any transfer out arrangements.

H.  The 2800 transfer line number also serves as phone consultation service to assist
outlying areas with initial trauma resuscitation/stabilization and transfer
concerns/questions.

If the transferring facility is requesting to speak to the trauma surgeon regarding
transfer request, the AOD will connect the two phgsis to speak to one another.

It is the trauma surgeons discretion to request the AOD connect to the specialist
directly should it be deemed appropriate (i.e.: microvascular hand surgeon).

J.  AOD transfer line conversations are recorded randitored for quality assurance
purposes.

K.  All transfer requests are entered into an electronic database to track trends and to
initiate process performance improvement measures.

L. The AOD will initiate the prearrival forminthep at i ent 6 s el ectroni c
record with the transferring facility patient information. The Emergency
Department RN will complete the pegrival form after RN telephone report is
received from transferring RN caring for patient.

M. Trauma transfer declines are to be reported to TMD and/or TPD immediately by the
AOD. Transfer declines are also reported by the AOD to Chief Nursing Officer,
Chief Compliance Officer, and if necessary Chief Medical Officer for additional
guality assurarereview.
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TRAUMA 1 -800 TRANSFER LINE NUMBER

Emergency Department and AOD Date
Administrative Director

Trauma Program Director Date

Trauma Medical Director Date

Review/Revision
History
02/2000
02/2003
03/2005
04/2008
2/2010
03/2014
03/2017
03/2020
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EL PASO COUNTY HOSPITAL POLICY TR -S4
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TRAUMA PATIENT ADMISSION

POLICY PURPOSE:

The below policy outlines the process of accommodating trauma patients to inpatient care
service areas within the campus.

RESPONSIBLE

Trauma Medical Director

Physicians and Allied Health Professionals (AHPS)
Trauma Program Director

Administrator of Day (AOD)

Nursing Associates

POLICY REFERENCES
NC-B2-4 Admission of Patient

NC-NS-10 Overload to EMS
NC-CC-45 Admissions Process to Medical and Surgical ICU

P-5 Admission

TR-S-18 Optimizing Pediatric Operative Resources

TR-P-4 Physician Guideline for Trauma Patient Admission
Pl TRIGGERS

1 Trauma Admission to NonSurgical Service
1 Emergency Surgical Procedures Not Performed in Main OR
1 Pediatric Admissions to UMC

PROCEDURE
A. Emergency Department
1. Six trauma bays are available for adult and pediatric resuscitations.

2. The availability of trauma bays are maintained with timely evaluati@ge, and
movement of patients.

3. Trauma patients are prioritized for admission or final disposition. Refer to policy:
NC-NS-1 0Ovérload to EMS 0

B. Perioperativdbepartment
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1. Perioperative services will hold a suite with each Level | trauma activation.
2. In the event the trauma surgeon released the suite and subsequent studies deem for

surgical intervention, the trauma surgeon will notify the anesthesiologists of
immediate need for suite.

3. Perioperative services will immediately provide the first suite available.

4. For a pediatric trauma patient, refer to policy-$R 8 Opfimizing Pediatric
Trauma Operative Resoureées f or det ai | s.

C. Adult Critical Care and Intermediate Care (IMC) Areas
1. Reference policy: N&CC-4 5Adimi ssi ons process to Medica
2. Trauma patients are accommodated based on their acuity and with the collaboration
of Post Anesthesia Care Unit (PACWB)euroscience Intensive Care Unit and
Cardiovascular Intensive Care Unit services during times of critical care bed capacity.

D. Adult Non-Critical Care Areas

1. Trauma patients are admitted to Surgical/Orthopedic/Trauma units based on the
specialty of care uired as ordered by the admitting trauma service.

2. Reference NéB2-4 Afil mi s si o n , TiRP-4 Playsiciae @uidéline for
Trauma Pati eandP5 Ad@mi ssii mma o

3. During times of high census or extenuating circumstances, a trauma patient may be
admitted as an overflow to another designated unit.

E. Pediatric Trauma admission is as follows:

1. The trauma surgeon will notify the listed individuals belovdetision to admit
patient:

a. AOD;
b. Pediatric Intensivists (if admitting to PICU);

c. Pediatric Hospitalists or Resident (if admitting to Pediatric Floor).
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2. If admitting to PICU or Pediatric Floor, the AOD will request:
a. Transfer to PICU or Pediatric Floor;
b. A new Financial Institution Number (FIN);

c. Room assignment.

3. Upon receipt of new FIN from AOD, the trauma surgeon will enter admission
orders and complete history and physical.

4. The Emergency Department Nursing Associates will initiation the Memorandum
of Transfer (MOT). The AOD will review the MOT for completion and approve
patient transfer to designated unit.

F. When there are limited patient rooms available with multiple pending admissions, the

Surgical ICU and/or PICU Medical Director or designee willmd with the Critical Care
Directors or designee and AODs to triage patients and accommodate admissions.
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Trauma Program Director Date

Trauma Medical Director Date

Reviewed/Revise(
10/02
03/05
03/10
12/13
12/16
02/2020
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TRAUMA DEPARTMENT EFFECTIVE DATE: 03/1998
CASE MANAGEMENT LAST REVISION DATE: 02/2020

TRAUMA CASE MANAGEMENT SERVICES

POLICY PURPOSE:

Policy purpose is to describe the multidisciplineogrdinated plan of care for injured
patients and their families through the full continuum of care.

RESPONSIBLE:

Trauma Medical Director (TMD)
Associate Trauma Medical Director
Assistant Trauma Medical Director
Trauma Program Director (TPD)
TraumaService Coordinators (TSCs)
Trauma Registrars

Case Management Associates
Physicians

Advanced Healthcare Providers (AHPS)
Nursing Associates

PROCEDURE:

1. Trauma patient listing is verified using national and trauma program criteria by
Trauma Services.

2. The Trauma Department releases the trauma patient listing electronically every
business day.

3. Trauma patients are defined as patients who meet the National Trauma Data
Standard criteria for trauma registry inclusion. Other patients who are also kept in
the trauma registry include:

Subacute or chronic subdural hematomas;

Re-admissions for complications related to their original traumatic injury
disease process within 30 days of discharge;

Transfers in and out;

Hangings;

Submersions;

Burns

oo

~® Qo

If at any timethere is a question regarding the status of a patient (i.e. trauma vs.
norttrauma), the TSC or TPD should be contacted for clarification.
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4. Trauma patients are followed from admission through discharge by the assigned
Case Manager (CM) and if consulted 8wcial Worker (SW) of the respective
nursing department where the patient is admitted.

5. CM reviews all trauma admits and refers to the SW as deemed necessary.

6. Consults for the SW are entered using the electronic medical record order set as
ASocirakerWoConsultdé by the ordering physi

a. SW will be paged for emergent consults.
b. After hours or holiday consults for SW will be placed via operator to the
SW oncall.

7. The CM, SW, AHPs, TSCs and Unit Charge Nurses attend daily discharge rounds
in themulti-purpose room in Thomason towé? fioor Monday through Friday at
09:00 a.m.

8. The primary nurse will communicate to the patient/family which physician
providers they are to follow after hospital discharge.

a. The primary nurse will ensure tiki scharge orders and |
number are forwarded to the appropriate clinic(s).

b. Discharge orders must have the name of the admitting and discharging
faculty physician, including the name of the faculty physician from another
service. The dischging physician will be responsible for documenting the
appropriate faculty physician(s) for folleup.

C. Upon receipt for discharge orders, the discharging nurse will contact the
respective clinic for patient follow up appointment. This information will
bedocumented as part of the patientds

d. Upon the receipt of the discharge orders, the representative clinic will be
contacted and provide the patients with appointment dates.

9. The CM/SW will be responsible for making the clinic folkap appointment(s)
for the following patients:

a. Patients who do not have a legal guardian or family contact;

b. Patients who are discharged to foster homes and/or shelters;
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C. Other high risk patients.

10.  The primary nurse and/or the CM/SW will documscheduled appointment(s).

11.  For Emergency Department patients:

a. Discharge process is completed in the electronic medical record depart
process.
b. For downtime purposes, discharge orders are to reflect clinic referral and

reason for referral.

12. Insurance cadl for medical necessity will be received by the Care Management
Department associates. The utilization review representative will contact
insurance carrier to provide required medical information.

13.  Admitted patients will be reviewed by the Case Managemsstciates to
determine admissions status for documentation and will complete any insurance
reviews necessary within one business day.

14.  For Level 1 Trauma activations, or any other special case, where the patient
receives an alias name for gegistraton purposes, the CM and/or SW assigned

to the patient will <coll aborate with re
identity.
a. The name change will take place until the critical phase is over, which

may take up to 24 hamurs after patien

b. This name change will be done by registration associate and be reflected
on the patientdéds medical record.
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Director of Case Management Date
Trauma Program Director Date
Trauma Medical Director Date

Reviewed/Revise(
02/21/00
03/2007
09/2009
08/2013
12/2016
02/2020
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TRAUMA DEPARTMENT EFFECTIVE DATE: 05/99
LAST REVISION DATE: 01/2020

SAFETY SEAT PROGRAM
POLICY PURPOSE

University Medical Center of El Paso Trauma Injury Prevention Car Safety Seat
Programds purpose is to reduce injuries an
within the El Pas&@ounty and surrounding trauma service area.

RESPONSIBLE

Trauma Medical Director

Trauma Program Director

Trauma Education, Injury Prevention, SANE Manager
Nursing Associates

LITERATURE REFERENCES

e Control and Preventi on

Centers for Di S
p:// www. cdc. gov/ motorvehi

s
Get the Facts. o h
_safety/cpdactsheet.html.

Safe Kids Worldwide. (2018). National Child Passenger S&ettification
Training Program. DOT HS 810 731. Washington: D.C. Retrieved from
http://lwww.cert.safekids.org.

Texas Child Fatality Review Team Annual Report.(2015). Retrieved from
http://lwww.dshs.texas.gov/Legislative/Reperts
2016.aspx?terms=texas@ehild%20fatality%20review%20team%20annual%20r
eport%202015.

U. S. Department of Transportation National Highway Traffic Safety
Administration (NHTSA), (2019). Traffic Safety Facts: 2017 Data. DOT HS

812 315. NHTSAGs Nat idanalgsis. V@ashingtexr f or S
D.C.
DEFINITIONS
A Car Safety Seat:An approved device for the transportation of infants and

children while secured in a motor vehicle.

A Car Safety Seat Program:A program sponsored by the Trauma Department to
provide car seat resources to those persons in need of a safety seat.

A Child Restraint Agreement: A Child Restraint Agreement and Release of
Liability Form must be submitted to participate in the Car Sa®&tgt Program.
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SAFETY SEAT PROGRAM

PROCEDURE
A. Education
1 Associates who have completed a safety seat instructional course

developed by Trauma Services and approved by the National Child
Passenger Safety Technician Certification Program. (NCPSTP) will
provide instruction on the proper use of safety seats.

2. All patients and community members are eligible to attend instruction on
safety seats in addition to unrestrained child and seatbelt classes.

Eligibility

Individuals wishing to participate in the program will be screened for the need of
a safety seat. Wse individuals recommended for assistance will receive
instruction on the Safety Seat Program and may participate in the program.
Note: Receipt of a safety seat is contingent upon the availability of safety seats
and attendance at safety seat classes.

Participation

Individuals who request assistance and attend the instruction on the proper use of
the safety seats may elect to participate in the program. In order to participate in
the program, individuals must agree to comply with the terntiseoprogram.

This is evidenced by the completion of the required form. Attachment A:
Arequired for mo

Documentation and Record Keeping by Safety Technician:

1. Type of safety seat provided, based on appropriate age, height, weight, and
developmental needs

2. Name of person who received the safety seat.
Inspections
1. Used safety seats and those that do not meet the qualifications of safety

seats will e destroyed in accordance with (NCPSTCP) guidelines.

2. Program participants will be referred to safety seat inspection sessions
based on availability. .
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SAFETY SEAT PROGRAM

Trauma Education and Injury Prevention Date
Division Manager

Trauma Program Director Date

Trauma Medical Director Date

Review/Revision History
02/2003
03/2005
06/2008
12/2010
01/2014
01/2017
01/2020
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ALCOHOL SCREENING AND BRIEF INTERVENTION FOR TRAUMA  PATIENTS
POLICY PURPOSE

This policy outlines screening process to identify trauma patient risk for: 1) alcohol use
disorder; 2) substance use disorder and/or 3) suicide. Appropriate interventions will be
initiated with each patient as determir®dthe screening outcomes. Options for
treatment and educational material will be made available to each patient meeting
criterion by the screening outcomes.

RESPONSIBLE

Trauma Medical Director (TMD)

Associate Trauma Medical Director
AssistanfTrauma Medical Director
Physicians

Allied Health Professionals (AHPS)

Trauma Program Director (TPD)

Trauma Education and Injury Prevention, SANE Manager
Care Management Director

Screening and Brief Intervention Coordinator
Social Workers

Nursing Associates

BACKGROUND

Approximately one in eight visits to Emergency Departments (EDs) in the United States
involves Mental and Substance Use Disorders (M/SUDs). These potentially preventable
M/SUD-related ED visits also affect hosgli#, because M/SUitelated ED visits are

more than twice as likely to result in hospital admission compared with ED visits that do
not involve M/SUDs. (Weiss, Barrett, Heslin, Stocks, 2016)

Addiction specialist frequently find themselves faced with saldi@havior in their
addictions patients. Although many addiction treatment programs will not accept clients
with recent suicidal behavior, up to 40% of patients seeking treatment for substance
dependence report a history of suicide attempts. (YueBkliss, Ries 2015). An
unprecedented amount of research has validated the relevance and effectiveness of the
guestions used in the Columkstalicide Severity Rating Scale&SRS) to assess suicide
risk, making it the most evidendrased tool of its kind. (C$FS5.Columbia.edu,
http://cssrs.columbia.edu/t#fdlumbiascalec-ssrs/evidenceAccessed February 2,

2017)

CAGE-AID: Conjoint screening questions are defined as questionstipate
simultaneously and in aggregate about experiences with alcohol and other drugs.
Conjoint questionnaires can allow patients who have problems related to multiple
substances to more readily respond positively to a conjoint question than to separate
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guestions on individual substances, patients may be less likely to conceal affirmative
answers to questions that inform clinicians about their use of illegal drugs, in addition,
conjoint questions allow clinicians to screen for drug and alcohol issugsidly es they
can screen for alcohol problems (Brown, et. al, 2001).

LITERATURE REFERENCES

American College of Surgeons Committee on Trauma. Alcohol Screening and Brief
Intervention for Trauma Patients: Committee on Trauma Quick Guide. Retrieved
electronically on January 20, 202®ps://www.facs.org/~/media/files/quality
programs/trauma/publications/sbirtguide.ashx

American College of Surgeons Committee on Trauma. (2&REHources for Optimal
Care of The Injured Patienfp.141). Chicago, IL.

Brown, R.L., Rounds, L.A.. (1995). Conjoint screening questionnaires for alcohol and
other drug abuse: criterion validity a primary care practic®isconsin Medical
Journal, 94(3), 138.40. (Validates CAGE AID screening tool utilized).

Substance Abuse and Mental Health Service Administration. (2019). Enhancing
Motivation for Change in Substance Use Disorder Treatrnieeatment
Improvement Protocol (TIP) Series No. 35. SAMHSA Publication No. PER19
01-003. Rockville, MD Retrieved electronically on January 24, 2020 from:
https://store.samlasgov/system/files/pepi@2-01-003 0.pdf

The Lighthouse Project: Evidence. Proof Positive: The Evidence Supports Using the C
SSSRS to Assess Risk. Retrieved electronically on February 2, 2020 from:
http://cssrs.columbia.edu/to®lumbiascalec-ssrs/evidence(Validates the
Columbia Suicide Severity Rating Scale tool utilized)

Parker,G., Libart, D., Fanning, L., Higgs,T., Dirickson, C. (2012). Taking on substance
abuseintt emer gency room: One hospital dés SB
of Mental Health and Addiction, 10:9880 DOI 10.1007/s1146912-93941
(Validatestheevidendeased criteria for why 100% of
screened)

Weiss, A.J, Ph.D., Barrett, M. Heslin, K.C, and Stocks. C. (2016) Trends in Emergency
Department Visits Involving Mental and Substance Use Disorders; 200&
Retrieved electronically on February 2, 2020 frénttps://www.hcup
us.ahrg.gov/reports/statbriefs/sb2¢i@ntal SubstancéJse DisorderED-Visit-
Trends.jsp?utm_source=AHRQ&u medium=EN
1&utm_ term=&utm_content=1&utm_campaign=AHRQ EN1 10 2017

YuodelisFlores, C., Ries, R.K., (2015)\ddiction and suicide. The American
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Journal of Addictions. (24)2 pp. 94. Retrieved electronically on January 20,
2020.

TOXICOLOGY

Laboratory Alcohol (ETOH) testing is done using serum. Most ranges are for whole
blood alcohol. To convert serum ETOH to whole blood ETOH, the following formula is
used: The result from the laboratory is divided by 1000 to calculate weight by volume
percentage (w/v).

SCREENING AND BRIEF INTERVENTION

A.Qualifying Trauma patients are screened
Screening and Brief Intervention (SBI) Coordinator (LMFT/LPC, or LCSW)
Monday through Friday for at risk alcohol use disordahstance use disorder,
and suicide.

1. Objective Assessment: Include toxicology results showing the presence of
alcohol or noted smell of alcohol to breath on arrival to facility.

2. Subjective Assessment: The Consumption Questions, CGAIBECut
down, Annged, Guilty, Eye opener)Adapted to Include Drugs, and the
CRAFFT (Car, Relax, Alone, Forget, Family/Friends, Trouble) instrument
tools will be utilized to conduct age appropriate brief screening.

a. The Consumption Questions plus CA@ID instrument quesons
will be completed for patients 21 years of age and above and the
CRAFFT instrument questions will be completed for patients 12 to 20
years of age as they are under the legal age for drinking. Instrument
guestions will be available in the MIDAS syste A Word document
for data gathering before computer system entry has been developed
for bedside data collection.

b. One or more positive responses to the CAM3B conjoint
guestionnaire is a positive screen.

c. A positive CRAFFT screening is indicatbg, refer to section H.

d. The Columbia Suicide Screening Questionnaire will be utilized to
screen for suicidality among youth and adults, as recommended by
age.

B. The SBI Coordinator will oversee the administration of screening and brief
intervertion process.
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C. The SBI Coordinator reviews the daily trauma patient listing released by the
trauma department. The SBI Coordinator will collaborate with the floor social
workers and other trained SBI associates to ensure qualifying patients are
screened.

D. The SBI Coordinator initiates the screening process when the adult trauma patient
has been stabilized as demonstrated by not having life threatening injuries or
illness and who is mentally competent on floor status. Adult patients may decline
screenindgor any personal reason or if the attending physician determines the
individual is medical unstable, in extreme pain, or emotionally unable to
participate in the brief screening process.

E. After utilizing the Consumption Questions, the CAGID instruments a brief
intervention for adult patients will be completed by the SBI Coordinator, the
social worker, or other trained SBI associates.

1. The brief intervention consists of Motivational Interviewing (M), and a
referral package is provided to the patehich provides information on
treatment and/or recovery services.

2. A referral will be made to the Region 10 OSAR (Outreach, Screening,
Assessment and Referral) Office located at Emergence Health Network as the
regionbdbs ment al heal th authority.

3. The Region 10 OSAR Office provides outpatient clients a comprehensive
intake and detailed screening/assessment. If determined necessary post
screening/assessment, referrals are made-foatient and/or ogpatient
alcohol and drug treatment and/or méhtalth recovery support services.

F. Screening and Brief Intervention can be completed once, every thirty days upon re
admission.

G. For the pediatric trauma patients who are between the ages 12 to 20 years, the SBI
Coordinator initiates the screening process wherequest for consultation is
received from the provider and the pat
screening.

1. Pediatric patient indicates alcohol and/or drug disorder use during the
admission process.

2. Pediatric patient has a positive toxiogjareport.

H. The screening process will be initiated when the pediatric trauma patient has
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been stabilized and moved from the critical care unit to the floor.

Legal guardians of patients under the age of 18 may decline screening for any
personal reason, or if the provider determines the individual is medical unstable;
in extreme pain, or emotionally unable to participate in the brief screening process

J. Pediatric patients will be screened for alcohol and substance use utilizing only the
CRAFFT instrument. If the CRAFFT screening is positive, indicated by
answering fiyeso to any of the questions
pediatric patnt and their legal guardian.

1. The brief intervention for pediatric patients consists of Motivational
Interviewing, the provision of aga@ppropriate referrals to treatment and
recovery services.

2. Patients who are 12 years and older in need of compigbentake,
screening and assessment services will be referred to the Region 10 OSAR
Office or other resources as identified for patient or legal guardian as
necessary.

3. Pediatric patients will be screened for suicide risk, utilizing the age
appropriateColumbiaSuicide Severity Rating Scale, upon determination
and request of attending physicians and medical care team, and with
parental/guardian consent.

K. The SBI Coordinator will enter the gathered data into the hospitals quality
management electronicggm (MIDAS).

1. The SBI Coordinator will supply the social workers and other trained SBI
associates with current literature (educational materials, readings) and
information concerning this process.

2. SBI Coordinator and Trauma Education and Injury Prevention associates
will work with Human Resources Training and Development to provide
training and continuing education modules for UMC associates.

F. SBI reports will be provided at the Traumarfdrmance Improvement Patient
Safety (TPIPS) committee on an annual basis or as requested by TMD or TPD.
G. The Manager of the Trauma Education and Injury Prevention Division will be the

primary licensed clinician respob# for program oversight.

1. The Manager of Trauma Education, Injury Prevention and SANE services
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will monitor and evaluate program activities.
2. Annual reports of patients at risk with positive BAC and/er re

admissions will be provided at the Trauma Performance Improvement
Patient Safety committee.

FORMS:

Alcohol Screening and Brief Intervention (SBI) for Trauma Patients

Data Gathering Tool

Consumption Questions: CABEID, and CRAFFT Questions
The ColumbiaSuicide Severity Rating Scale{&€SRS)
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Trauma Education, Injury Prevention and Date
SANE Manager

Director Case Management Date
Trauma Program Director Date
Trauma Medical Director Date
Reviewed/Revise(

02/08

01/11

01/14

02/17

02/20
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CARE OF THE PEDIATRIC TRAUMA PATIENT GUIDELINE

PURPOSE:

1 To ensure the pediatric injured patient receives a timely and appropriate
evaluation in an organized and coordinated manner to maximize the outcome for
the pediatric patient. Refer to Attachménand B: Key Points and
Considerations.

RESPONSIBLE

Trauma Attending and Residents
Neurosurgeons

Emergency Medicine Attending and Residents
Allied Healthcare Practitioners (AHPS)
Pediatric Intensivists and Hospitalists
Registered Nurse

Pharmacist

Respiratory Therapist

POLICY REFERENCES

TR-P-1 Physician Protocol for the Assessment and Resuscitation of the
Trauma Patient

TR-P-35 Acute Management of Severe Traumatic Brain Injury in Infants,
Children, and Adolescents

TR-S-18 Optimizing Pediatric Trauma Operative Resources

TR-P-39 Pediatric Diagnostic Imaging Guideline
TR-P-40 Non Accidental Trauma Management Guideline
ED-16 Trauma Patient Presenting to the Emergency Department (EPCH)

Pl TRIGGERS

Trauma Code/Alert and Trena Triage Decision Scheme

Level 2 Trauma Consult > 30 mins Post ED Arrival

In-house Consult Response > 10mins

Treatment Protocols not Followed

Pediatric Admission to UMC

Trauma Admission to NeSurgical Service

Pediatric Patient <15yo without PediatEgaluation within 24hrs

= =2 =4 _-8_-9_-9_-°
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LITERATURE REFERENCES

American College of Surgeons Committee on Trauma. (2@&Bjanced Trauma Life
Support for Doctors Course Manudl0" ed. American College of Surgeons.
Chicago: IL.

American Heart Associatio2020).PALS: Pediatric Advanced Life Support
American Academy of Pediatrics. American College of Emergency Physicians.
Jones & Bartlett. Boston: MA.
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Pediatric Trauma Evaluation

A. Level 1 Trauma Activation: Patient will be evaluated upon arrival to
trauma bay.
B. Level 2 and 3: Trauma Resident will evaluate patient within 10 minutes

of receiving consult.

C. Consultations from HBPCH) &R ®efeCtbi | dr end s
EPCH ED16).

1. Level 1 Trauma Criteria: Upon identification, transfer
immediately to UMC ED.

2. Level 2 and 3 trauma consul t: It
discretion to transfer patient to UMC after evaluation of resources
neeckd to optimally care for the patient are considered.

I. Airway and Breathing Management

A. Orotracheal intubation is the most reliable means of establishing an airway
and ventilations. Refer to Attachment C: Pediatric Equipment Sizes.

1. In general, uncuffed endotracheal tubes are used in infants because
of the anatomic differences.
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Cuffed endotracheal tubes are used in toddlers and small children.
Nasotracheal intubation should not be performed in children.

The followingequations can be used to determine the size and
depth of the endotracheal tube:

o0 Internal diameter size= (Age + 16) / 4
o0 Depth= Size of endotracheal tube x 3

Bag valve ventilations should be delivered at a rate as follows:
a) Infants= 3640- breaths/minute
b) Older children= 130 breaths/ minute

Tidal volumes also vary with age. Visualizing good chest rise and
fall is a proper assessment tool to assess proper delivery of oxygen.

a) For infants and children: volumestdb 6 ml/kg should be
sufficient.

b) Larger volumes of 10ml/kg may also be needed.
A surgical airway is rarely indicated for the infant or small child

and a surgical cricothyroidotomy should only be performed on
children greatethan 12 years.

Il Fluid Resuscitation Management

A. Obtaining vascular access. Refer to Attachment D: Central Venous
Catheter Sizes.

1.

Peripheral access will be attempted initially, however if no access
obtained within 2 attempts, proceed to otheress means.

Intraosseous lines should be obtained if no peripheral access is
obtained after 2 attempts on an unstable patient.

Central venous catheters are preferred in children with no

peripheral access and in those who may requiretemg 1V
acess (refer to Attachment D for central venous catheter sizes).
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B. Initial bolus at 20ml/kg of Normal Saline

1. Patient may require a total of 60ml/kg to achieve replacement
(three boluses of 20ml/kg).

2. Consider the use of packed red blood cells when 60ml/kg
replacement is achieved (3:1).

3. Blood product administration replaced at 10ml/kg.

C. Monitor urine output to verify systemic perfusion. Refer to Attachment E:
Pediatric Vital Sign Parameter

1. Infants and children should have a minimum of 1 to 2 cc/kg/hr.
2. If output is less than 1cc/kg/hr communicate findings to physician.
3. Monitor vital signs for trends by referring to Attachment E for

vital sign parameters.

V. Pediatric Head Trauma Management

A. Consult Neurosurgery Services as soon as possible if a head injury is
suspected.
B. Measure head circumference at minimum of every four hours in

children less than 3 years old.

C. Monitor neurological status utilizing the giatric Glasgow Coma
Scale (GCS). Refer to Attachment F: Glasgow Coma Scale.

D. Monitor medication administration levels appropriately.
E. Monitor for signs of increased intracranial pressure (refer t&*-38).
1. Persistenvomiting or vomiting that becomes more frequent is a

concern and mandates CT of the head.
2. All seizure activity requires investigation by CT of the head.

V. Pediatric Abdominal Trauma Management
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A. Gastric decompression should be completed during the resuscitation phase
and maintained as needed.

B. Monitor abdominal girths frequently in children less than 3 years of age to
assess for increasing distention.

C. Ensure proper diagnostic measuaies completed. Refer to TIR39
Pediatric Diagnostic Imaging Guideline.

VI. Pediatric Thermoregulation Management

A. Utilize heat lamps, warmers, warm blankets, and/or increase room
temperature during the resuscitation phase.

B. Utilize warm fluids and warrblood products during the
resuscitation phase.

C. Monitor electrolytes during the resuscitation phase and during
hospitalization.

VII.  Child Maltreatment Considerations: Refer to TRP-40 Non Accidental
Trauma Management Guideline.

ATTACHMENTS:

A KEY POINTS

B CONSIDERATIONS

C PEDIATRIC EQUIPMENT SIZES

D CENTRAL VENOUS CATHETER SIZES

E PEDIATRIC VITAL SIGN PARAMETERS

F PEDIATRIC GLASCOW COMA SCALE,AND G40
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ATTACHMENT A: KEY POINTS
KEY POINTS:
1 The pediatric trauma patient is defined as newborn to less than 18 years of age.

1 Pediatric Advanced Life Support (PALS) guidelines are applied to those who
weigh less than 40 kilograms (kg).

o0 Attachment C describes age and weight appropriate equipment sizes.

o Pharmacist calculates continuous and scheduled interval weight based
medcation drips and doses for patients who weigh less than 50kg.

1 Pediatric intensivist is available to assist with pediatric level one activation
resuscitations.

1 Patients admitted to University Medical Center under the age of 18 and weigh
greater than 40lgyare at the discretion of the trauma surgeon.

o Pediatric admissions to UMC are reviewed as part of the trauma
Performance Improvement (PI) process.

1T Pediatric patient admissions to EI Paso C

o Trauma is the primary admitting servicghwco-management from
pediatric hospitalists for those younger than 15 years of age.

o Pediatric floor patients under the age of 15 years old will have a pediatric
consultation within 24 hours.

o Patients 15 years of age and older will have a pediatriuitation at the
discretion of the trauma surgeon.

o All pediatric trauma patients admitted to the pediatric intensive care unit
are comanaged with pediatric intensivists.

o Trauma Services wil/ complete the H&P
Hospital patienEIN.

o Pediatric Services will complete a consult note.
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T Communication:

o Floor admissions: Trauma resident will contact the Pediatric resident for
new admissions and consults.

0 PICU admissions: Trauma resident will contact the pediatric intensivist
for new admissions and transfers.

o Consult order will be entered by trauma services.
o Trauma services will contact the pediatric floor hospitalist every morning
to provide patient plan of care updates. Discharge orders have a target

time by 12 noon.

o The PIQJ intensivist will contact the Pediatric hospitalist for all trauma
patients transferring from the PICU to the pediatric floor.

1 Refer to TRS-18 (Optimizing Pediatric Trauma Operative Resources) when
evaluating a child for operative services.
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ATTACHMENT B: CONSIDERATIONS

Airway
1 The larynx and vocal cords are more anterior and cephalad.

1 The cricoid is the narrowest portion of the airway versus the vocal cord in adults.
1 The pediatric patient has a pliable chest waidich increases the risk of injury to
the lung as well as the liver and spleen. Furthermore, the presence of rib fractures

indicates great force exertion to torso.

1 Children are more prone to develop a tension pneumothorax due to a mobile
mediastinum.

Fluid Resuscitation
1 Infant blood volume is estimated to be 80ml/kg.

1 Child blood volume is estimated to be 70ml/kg.
1 Tachycardia is the primary response to hypovolemia.
1 Hypotension in a child is a late sign of compensatory mechanisms.

1 A state of decompensated shock indicates severe blood loss of greater than 45%
of the circulating blood volume.

Abdominal Trauma
1 Abdominal muscles are thinner, weaker and less developed.

1 The liver is more anterior and less protected by the ribs.
1 Thekidneys are more mobile and not protected by fat.
Thermoregulation
1 Pediatric patients have increased metabolic rates, thin skin and lack substantial
subcutaneous tissue which contribute to increase heat loss and calorie

expenditure.

1 Hypothermia can kd the child to prolonged coagulation times and negatively
affect central nervous function
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ATTACHMENT C: PEDIATRIC EQUIPMENT SIZES
(UTILIZE BROSELOW PEDIATRIC EMERGENCY TAPE)

Airway and Breathing Circulation Supplemental Equipment
AGE AND
WEIGHT ; ;
Oral Laryngo . \Y OG/NG Chest Urinary Cervical
QZEs Airway -scope =il S Sieiey EIP Cii Catheter Tube Tube Catheter Collar
Premie Premie, 0 25 Premie, 1014 5Fr
3kg neonatal Infant Straight | 3.0 6 Fr 68 Fr Newborn | 22249 8Fr Fr feeding
0-6 months Neonatal/ne| Infant 1 3.0 6 Fr 8 Er Newborn, 22 10 Er 12-18 6 I;r E: 5
3-5kg wborn Small Straight Bi5 Infant 9 Fr .
feeding
6-12 months . 1 35 6 Fr Infant, 14-20
7kg Pedi Small Straight 40 8-10 Fr Child 229 12 Fr Fr 8 Fr Small
1-3yrs . 1 4.0- 6 Fr . 12 Fr 14-24
10-12kg Pedi Small Straight 45 10 Fr Child 20-22¢g Er 10 Fr Small
2
4-7 yrs . . Straight 5.0- . 12 Fr 20-28
16-18kg Pedi Medium or 55 14 Fr 14 Fr Child 20g Fr 10-12 Fr Small
Curved
2-3
8-10 yrs Medium Straight 55 Child, 28-38 .
24-30kg Adult Large ar 6.5 14 Fr 14 Fr Adult 18-20g 14 Fr Fr 12 Fr Medium
Curved
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ATTACHMENT D: CENTRAL VENOUS CATHETER SIZES

Weight (kg) Age (years) Size (French)
<5 0-0.5 3or4
>5 0.5-15 Sor7
> 15 5 - adult 5-11
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ATTACHMENT E: PEDIATRIC VITAL SIGN PARAMETERS

AGE WEIGH HEART RATE BLOODPRESSURE RESPIRATORY | URINARY
GROUP T (beats/min) (mm hg) RATE OUTPUT
RANGE | Awake Sleeping| Systolic Diastolic MAP,  (breaths/min) (ml/kg/hr)
(kg)
'\éfeorﬂ%te 22t05  100t0205 90to160 @ 67 to 84 35 to 53 45 to 60 30 to 60 2.0
Infant
L1 0-10 | 100t0180| 90t0 160 | 72t0104 | 37t056 50 to 62 30 to 53 2.0
Toddler 1014 | 9810140 | 8010120 @ 8610106 & 421063 | 4910 62 22 t0 37 15
1-2 years
Preschool 1418 | 8010120 | 65t0100 | 89to112 | 46to 72 58 to 69 20 to 28 1.0
3-5 years
School Age
&
Pre- 1836 | 75t0118 | 58t090 | 9710120 | 571080 66 to 79 1810 25 1.0
Adolescent
6-12 years
Adolescent | 5000 | 6010100 | 501090 | 11010131 | 641083 | 73t084 12 t0 20 05
>13 years

73




EL PASO COUNTY HOSPITAL POLICY: TR -S17
TRAUMA DEPART MENT EFFECTIVE DATE: 04/08

Eye Opening

Best Verbal
Response

Best Motor
Response

LAST REVISION DATE: 02 /2020
CARE OF THE PEDIATRIC TRAUMA PATIENT GUIDELINE

PEDIATRIC GLASGOW COMA SCALE & G40

Spontaneous

To Speech

To Pain Only

No Response

_ Eye Opening Score (E =)

Oriented Coos and babbles

Confused Irritable cry

Inappropriate Words

Cries to pain

Moans to pain

Incomprehensible Sounds

No response
No Response

_ Best Verbal Response Score (B =)

Moves Spontaneously &
Obeys Commands Purposefully

IH N w e U'III—‘I\JOO#

Localizes Painful Stimulus Withdraws to Touch

Withdraws to Response
Withdraws in Response to Pain to Pain

Abnormal Flexion
Flexion in Response to Pain Posture to Pain

Abnormal Extension
Extension to Response to Pain Posture to Pain

No Response

_ Best Motor Response Score (M =)
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OPTIMIZING PEDIATRIC TRAUMA OPERATIVE RESOURCES

POLICY PURPOSE:

1 Our goal is to maximize our campus resources and optimize pediatric patient care
by means of a seamless process between University Medical Center of El Paso
(UMC) and EI Paso Childrenés Hospital

1 A required component for a verified Level | TraurGanter by the American
College of Surgeons (ACS) is havinghouse anesthesia providers and immediate
Operating Room (OR) availability.

1 Attending Trauma Surgeon will collaborate with other surgical services and
clinically decide declaration of emergenmyses while optimizing resources.

RESPONSIBLE:

Trauma Medical Director

Trauma Program Director

Orthopaedic Faculty and Residents

Surgery Faculty and Residents

Emergency Medicine Faculty and Residents
Anesthesiologists

Allied Health Professionals (AHPS)
Perioperative Associates

Nursing Associates

Pl TRIGGERS FOR REVIEW
1 Emergent Pedi to EPCH OR >2hrs from arrival
REFERENCES:

Committee on Trauma American College of Surgeons. (2014). Resources for
Optimal Care of the Injured Patient (pp.-76). Chicago, IL: American
College
of Surgeons.
PROCEDURE:

A. UMC perioperative services maintains the capability dfonse anesthesia
and prompt OR availability 24/365. The following are a listing of examples
of surgical interventions to consider for emergent surgical intervention.

1. Laparotomy with unstable vital signs within one hour.
2. Laparotomy within two hours.
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3. Emergent craniotomies within two hours.
4. Risk of vision or limb loss/function within two hours.

B. Consider the following for utilizati on
1. Maximizing available services.
2. Surgeries that can wait two hours as determined by the surgeon.

3. The surgeon will communicate with the EPCH Administrator On Duty
(AQOD) to activatehhe EPCH perioperative team.

4. The EPCH AOD will contact perioperative services including
anesthesiologist regarding request by surgeon.

5. The EPCH AOD will communicate with the UMC AOD regarding the

A

acceptance patientdés need for wutiliz

6. Process will follow as referenced in TR4 Trauma Patient
Admission, TRS-17 Care of the Pediatric Patient2F5creening and
Treatment for Emergency Medical Conditions Including Active Labor
(EMTALA), P-7 Patient Transfers.

C. All emergent surgical cases performed at EPCH (See Section A) will be
reviewed.
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Trauma Program Director Date
Trauma Medical Director Date
Reviewed/Revise(
06/2013
12/2016
02/2020
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MASSIVE HEMORRHAGE GUIDELINE IN TRAUMA
POLICY PURPOSE

The purpose is to outline initiation and discontinuation criteria to massive blood
product transfusions.

1 Uncrossmatched (O Rh negative or O Rh positive pRBC) will be available
immediately.

1 Group O Rh negative pRBC will be reserved for women of childbearing age
(younger than 50 years of age).

1 Patients will receive crossmatched pRBC as soon as available.

RESPONSIBLE

Trauma Medical Director

Associate Trauma Medical Director
Assistant Traum&ledical Director

Surgery Faculty and Residents

Emergency Medicine Faculty and Residents
Anesthesiologists

Allied Health Professionals (AHPS)

Trauma Program Director

Nursing Associates

Trauma Service Coordinators

REFERENCES

Committee on Trauma (2014)eBources for Optimal Care of the Injured Patient
(p. 85). Chicago, IL: American College of Surgeons.

Committee on Trauma (2014). ACS TQIP Massive Transfusion in Trauma:
Guidelines.
Chicago, IL: American College of Surgeons.

Giancarelli,A., Birrer, K. L., Alban, R. F., Hobbs, B. P., & LiiDeRyke, X.
(2016). Hypocalcemia in trauma patients receiving massive
transfusionJournal of Surgical Resear@02(1), 182187.
dio.org/10.1016/}.jss.201.12.036

POLICY REFERENCES
PA-IH-048 Blood prodicts for mass transfusion
P-33 Blood component administration

TR-P-26 Traumatic Coagulopathy Factor Vlla guidelines
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TR-P-33 Traumatic Hemorrhage: Antifibrinolytic Control Tranexamic acid
(TXA)

PERFORMANCE IMPROVEMENT TRIGGERS:
M1 Treatment Protocols nébllowed
M Trauma Death

DEFINITIONS

Assessment of Blood Consumption (ABC) score: Consists of 4 variables, each is
assigned a point, which includes:

1  Pulse 120 or greater

1  Systolic blood pressure (SBP) 90 mmHg or less

1  Positive Focused Assessment wiibnography for Trauma (+ FAST)
1  Penetrating torso injury

Indications to trigger MTG include one or more of the following:

ABC score of two or more points

Persistent hemodynamic instability (estimated blood loss1&00mI)
Active bleeding requiringperation or angioembolization

Blood transfusion of greater than 3 pRBCs in the trauma bay
Preadmission blood loss of of 1000m|

Coagulopathic patient

Attending discretion

=4 =42 =4 -8 -8 -9 -9

Administer one (1) gram of calcium gluconate 1V if:
1 Patient was transfused twao more blood products prior to arrival (pre
hospital or at transferring facility).

1 Patient was transfused two or more blood products in the ED.
1 lonized calcium level is less than (<) 1.18.

PROCEDURE

A. The trauma attending or designee will activate massivod transfusion based on
the indications listed above.
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1. Transfuse universal pRBC (packed red blood cells) and plasma in a ratio
between 1:1 and 1:2.

2. Transfuse one single donor apheresis or random donor platelet pool for each
four (4) units of pRBCs.

3. Process for obtaining blood products to the originating patient care area will
follow PA-IH-048.

4. Refer to attachment A for blood product delivery and assignments.

5. pRBCs are transfused using a warming rapid infuser. Platelets and
cryoprecipitate are n@dministered through rapid infuser.

6. pRBCs and plasma will be delivered and kept in temperature controlled coolers.
Platelets and cryoprecipitate should not be placed in coolers.

7. Upon termination of massive blood transfusion, all remaining blood products
and coolers will be returned to blood bank within 15 minutes by unit designated
staff. Refer to attachment A.

B. Mass transfusion in the Intensive Care Unit (ICU)

1. Upon arrival to ICU, obtain baseline laboratory and repeat the listed tests as
needed:

International Normalized Ratio (INR)/Partial thromboplastin time (aPTT)
Fibrinogen level

Hemoglobin or hematocrit

Platelet count

lonized Calcium

Blood gas including lactate

Point of Care Testing (POCT)/Rotational Thromboelastometry (ROTEM)

= =4 =4 -8 _48_9_-°

2. Immediately corregp at i ent 6s hypothermia, acidosi s

3. Continue with mass transfusion adhering to 1:1 pRBC/Plasma ratio by using
contents in mass transfusion box.

4. Once laboratory results are available, direct goal based on findings and clinical
evidence of ogoing bleeding.
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5. If massive bleeding persists despite normalized coagulation results, patient may
require prompt return to the operating room.

C. End points of transfusion

1. Discontinue goadtlirected transfusion based on laboratory findings if surgical
bleedng has been controlled by the surgeon in the operating @R1there is
radiographic and physiologic evidence of bleeding control after
angioembolization.

2. Massive transfusion will also be discontinued when there is recognition that
further resuscitatiorsifutile.

D. The following will be used as a guide to stop blood component transfusion in a
patient who is not actively bleeding and still in the acute resuscitation phase:

pRBCs transfusion for hemoglobin of 10 g/dl or greater

INR less than 1.5

Platelettransfusion for platelet count greater than 150% 10

Cryoprecipitate or fibrinogen concentrate for fibrinogen level >180 g/L
Rotational Thromboelastography (ROTEM) levels:
o Plasma for CT exTEM>100 seconds and/or CT inTEM>230seconds
o Cryoprecipitate (fibrimgen concentrate) and/or plasma for MCF

fibo TEM<8mm

o Platelets for MCF exTEM<45mm and MCF fibTEM>10mm
o Anti-fibrinolytics for ML exTEM>15percent

= =4 =4 -8 A

E. Therapeutic adjuncts to Massive Transfusion Guideline (MTG)

1. Refer to policy TRP-33 Traumatic Hemorrhage: Antfinolytic Control
Tranexamic acid (TXA).

2. Refer to Policy TRP-26 Traumatic Coagulopathy Factor Vlla guidelines.

3. Refer t o hospital intranet applicatior
Management . O

4. Refer to attachment B: Andexanet Alfa (Andexxa) administration guideline.

F. Upon termination of massive transfusion, all remaining blood products and
coolers/boxes will be returned to blood bank promptly.
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Trauma Program Director Date
Dir. Pharmaceutical Clinical Services Date
Trauma Medical Director Date
Reviewed/Revise(

02/2014

11/2016

06/2018

10/2019

06/2020
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ATTACHMENT A

MASS HEMORRHAGING
BOX FLOW

BOX 1:
« 4 pPRBC O(+),
« 2 pRBC 0Of-),
» 2 AB thawed plasma Blood Bank (BB)

Delivers initial trauma cooler to ED

Delivers box 1 to Mass Transfusion

originating unit (ED, OR, ICU, IR)

Addilior!al Boxes to be picked up by BOX 2:

each unit 4 DPRBC 0[_'_]’

2 pRBC O(-)

4 AB thawed plasma

1PLT pack

Cryo 10 units upon request

. H
e Box fransfers
» X trans . OR
.” w‘ﬂl patem : *. '
» . "
. -
Patient and .
ED/Trauma Bay [ Box are N [ ICU L ST LIE T
{ED Tech/Nursg) Transported : [HUCICNATech) returned
Together . to BB with box

Things to consider:

+ BB Staffing after hours (2)
Responsible staff for box
Keep cooler closed (products OK up to 4 hours)
Attending Physician Initiates/Discontinues Mass Transfusion
20 minutes between boxes
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ATTACHMENT B: ANDEXANET ALFA (ANDEXXA) ADMINISTRATION
GUIDELINE
Andexanet Alfa (Andexxa) administration orderestricted to only Trauma and
Neurology attending physicians when intracranial bleeding is determined by CT or MRI.

Estimated dose cost: $14,00$37,000.

Dosing Andexanet Alfa (Andexxa)

Dose Initial IV Bolus Follow-On IV Infusion

LOW Rivaoxaban € 10mg  400mg-Target rate (30mg/minute) 480mg over 120 minute
Apixaban < 5mg 400mg-Target rate {30mg/minute) A480mg over 120 minutes
Dose Unknown Pill ingested 8 or more hours ago USE LOW DOSE

HIGH Rivaoxaban > 10mg* 800mg-Target rate [30mg/minute) 960mg over 120 minutes
Apixaban > 5mg* 800mg-Target rate (30mg/minute) 960mg over 120 minutes
Dose unknown Pill ingested Jess than 8 hours ago USE HIGH DOSE

*NOTE: ANY dose taken over 8 hoursago USE LOW DOSE

NO serious adverse events w/Andexxa Reversal% 92% Apixaban
Events that did occur DVT, Pulmonary Embolism 97% Rivaroxaban

Use of Andexxa is for INTRACRANIAL BLEEDING patients:
Restricted to Trauma/Neurology Attending

Potentially life threatening symptoms of Hemodynamic compromise, i.e. Severe Hypotension,

poor skin perfusion, mental confusion, low unexplained urine output; failure to reverse WILL
result in death or permanent disability. Factor 10a reversal agent.
INTRACRANIAL bleeding must have undergone a CT or MRI to determine new/expanding
INTRACRANIAL bleeding FIRST.
85% of patients got low dose (Annexa-4 Stud

Restart antithrombotictherapy as soon as medically appropriate

84



EL PASO COUNTY HOSPITAL POLICY TR -P-1
TRAUMA DEPARTMENT EFFECTIVE DATE: 12/1994
LAST REVIEW DATE: 04/2020

PHYSI CI AN GUI DELI NE FOR THE TRAUMA PATI
INITIAL ASSESSMENT AND RESUSCITATION

POLICY PURPOSE

This guideline describes a systematic approach for expeditious trauma care to the injured
patient.

Systematic approach includes:

Preparation,

Triage,

ABCDEs (primary survey),

Immediate resuscitation with IH#reatening injuries,
Adjuncts to prinary survey,

Need to transfer considerations,

Head to toe evaluation (secondary survey),
Adjuncts to secondary survey,

Post resuscitation monitoring,
Reevaluation and definitive care.

=4 =4 -0_9_9_9_95_42_2._-2-

RESPONSIBLE

Trauma Medical Director

Associate Trauma Medical @ictor

Assistant Trauma Medical Director

Trauma Faculty, Residents, and Advanced Healthcare Practitioners (AHPS)
Emergency Medicine Faculty, Residents and AHPs

Trauma Program Director

Trauma Service Coordinators

Nursing Associates

Pl TRIGGERS

TraumaCode/Alert and Trauma Triage Decision Scheme
Level 2 Trauma Consult >30mins post ED arrival
Absence of Trauma Team Member(s) Response Times
Resuscitation Protocols not Followed

In-house Consult Response>10 Minutes

= =4 -8 -4 A

LITERATURE REFERENCE

American College of Surgeons, Committee on Trauma. (2018). Advanced Trauma Life
Support: Initial Assessment and Managemerit,éf) Chicago, IL.
American College of Surgeons.

85
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TRAUMA DEPARTMENT

EFFECTIVE DATE: 12/1994
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PHYSI CI AN GUI DELI NE FOR THE TRAUMA PATI
INITIAL ASSESSMENT AND RESUSCITATION

PROCEDURE

Follow Advanced Trauma Life Support (ATLS) (Pany and Secondary Survey)

principles.

L. Primary Survey:

1. Airway

a.

d.

Patients are presumed to have cervical spine injury until proven
otherwise (use techniques: fdrust or chidlift maneuver).

An adequate airway must be obtained and maintained.
Establish and secure a definitive airway for patients with a GCS
less than or equak] to eight (8). Endotracheal oral intubation is

preferred (unless contraindicated).

All patients are to receive supplemental oxygen.

2. Breathing

a. Assessment of adeacy and symmetry of respirations.

b. Visually inspect chest wall, Jugular Venous Distention (JVD) and
position of trachea.

C. Intervene and correct any major abnormalities interfering with
patientds breathing.

3. Circulation

a. Quickly control externahemorrhage (direct pressure and/or use of
tourniquet).

b. Quickly assess for internal hemorrhage such as performing a
Focused Assessment with Sonography for Trauma (FAST).

C. Apply pelvic and/or longbone stabilizing devices if necessary.

d. Assess central pulseheart sounds, Blood Pressure (BP), and

capillary refill to nail beds or hypothenar eminence.
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PHYSI CI AN GUI DELI NE FOR THE TRAUMA PATI
INITIAL ASSESSMENT AND RESUSCITATION

e. Establish vascular access: two lalgee peripheral catheters or if
unsuccessful, intraosseous or central venous access.

f. Initiate warm fluid therapy. Onléer crystalloid, if no response
proceed with blood products and consider coagulant agents such as
Tranexamic Acid (TXA).

g. A rapid neurologic exam is perfor
consciousness.

4, Disability

a. Perform a rapid neurologic evaluat:.
consciousness and pupillary assessment, GCS.

b. Any changes in LOC indicates need t
(oxygenation, ventilation and perfusion status).

c. Remember hypoglycemia, aladhntoxication, narcotics or other
drugs can alter patients LOC.

5. Exposure/Environmental Control

a. Completely remove all patient worn garments to identify all
injuries (including examination of the back).

b. Prevent hypothermia by administering warmdg) application of
warm blankets, increase room temperature and/or application of
external warming device such as a bair hugger.

M. Adjuncts from Primary Survey may include the following:

Cardiac monitor;

Pulse Oximetry;

Carbon Dioxide (C®) monitoring;

Arterial Blood Gas (ABG) lactate included,;
Gastric catheter to decompress gastric distention;
Chest and Pelvis plain films;

FAST.

NoohswNE

N. Secondary Survey: History and head to toe examination to assess for further injuries.
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10.

INITIAL ASSESSMENT AND RESUSCITATION

History includes the AMPLE mnemonic:

a. Allergies

b. Medications

C. Past illnesses/Pregnancy

d. Last meal

e. Events/Environment related to injury. Mechanism of injury can

lead to suspected injury patterns.
Examination of scalp to include inspection of open injuries.
Palpation for fracture of the heddce, jaw and neck.

Examination of the eyes for function, dilation of pupils, reaction to light,
and examination of fundus. Include assessment of ocular mobility.

Examination of ears with particular attention to the tympanic membranes
checking for bloodehind the drums.

Examination of the oral cavity: teeth, maxilla, mandible and soft tissue.

Necki Cervical spine injury is presumed until a complete cervical spine
series is completed or after a reliable clinical exam can be performed.
Neck examinatio includes inspection, palpation, and auscultation (Refer
to TR-P-8 for cervical spine clearance guideline).

Chest

a. Reassess patients breathing adequacy.

b. Assess for blunt injuries that interfere materially with the airway.

C. Continuous ECG monitoring orl &rauma patients.

Abdomen

a. _C_he_ck for distention, abdominal sounds, external evidence of
injuries.

b. Palpation for intreabdominal masses and areas of tenderness.

Pelvisi pressure over the pelvic and pubic area to elicit tenderness to
suggest fracture.
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11.

12.

13.

14.

INITIAL ASSESSMENT AND RESUSCITATION
Rectali examination to check for intactness of prostate, rule out bleeding,
and check sphincter tone.

Genitaliai assess for urethral blood. If prostate is intact, then may
proceed with indwelling bladder catheter.

Extremitiesi assess for intact neavascular supply, obvious injuries,
palpable fractures, and motor function.

Neurologic:

a. Reassess LOC, GCS and pupillary size and response.

b. Include assessment of motor and sensory evaluation of extremities.
C. If suspected spinal cord injury, administiends judiciously and

begin vasopressor infusion to manage hypotension from
neurogenic shock.

D. Adjuncts from Secondary Survey may include the following:

1. Labs (if serum samples not already drawn), for example typess,
drug toxin screen and if applicable a pregnancy test for female of
childbearing age.

2. Chest, pelvic xays, and EKG, if not already performed. Cervical,
thoracic, lumbar and/or extremity plain films if applicable.

3. A nasol/oral gastric (NG/OGbe placements if not contraindicated or not
already performed.

4. CT scans and/or ultrasounds should be considered at this time.

5. Decision to forgo diagnostic imaging is made by trauma surgeon with
hemodynamically unstable patients needing immediate surgica
intervention. Diagnostics are completed postoperatively in such cases.

E. Consultation: Appropriate service consultation(s) is initiated according to the

priorities of patient injuries.
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Trauma Program Director Date

Trauma Medical Director Date

Review/Revision History:
Trauma
Department
03/97
02/00
04/03
03/06
04/08
10/10
03/14
03/17
04/20
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PHYSICIAN PROTOCOL FOR EMERGENCY THORACOTOMY
POLICY:

To provide guidelines for the appropriate use of resuscitative thoracotomy in the
Emergency Department (ED) setting.

RESPONSIBLE:

Surgery Faculty and Residents

Emergency Medicine Faculty and Residents
Trauma Medical Director

Trauma Program Director

REFERENCE:

Seamon, M. J., Haut, E. R., Van Arendonk, K., Barbosa, R. R., Chiu, W. C., Dente, C. J.,
... & Magnotti L. J. (2015). An evideneleased approach to patient selection for
emergency department thoracotomy: a practice management guideline from the
Eastern Association for the Surgery of Traudwurnal of Trauma and Acute
Care Surgery791), 159173.

OBJECTIVES:

o] Improve selection of patients who undergo resuscitative thoracotomy to improve
survival and neurologically intact survival

0 Maintain coronary and cerebral perfusion by relieving cardiac tamponade or
restoring efficient cardiac contractility viaternal/open cardiac massage.

o] Control hemorrhage by cardiorrhaphy and compression of bleeding intrathoracic
vessels.
0 Reduce intreabdominal hemorrhage by exposure of the descending thoracic aorta
for crossclamping.
OVERVIEW:

The three most ingrtant prognosticators of survival after an ED Thoracotomy are the
mode of injury, anatomic location of injury and the physiologic status of the patient on
arrival to the Emergency Department. Utilizing level 3 evidence for patient selection for
resuscitave thoracotomy vs. resuscitation without ED thoracotomy to improve survival
and neurologically intact survival.
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PROCEDURE:

Note:

Patients who preseRULSELESSto the Emergency Department:
After Penetrating Thoracic Injury

1 With signs of life Strongly recommendresuscitative ED thoracotomy

1 Without signs of life Conditionally recommend resuscitative ED
thoracotomy. Conditional recommendation based orapreal CPR time
less than 15 minutes

After Penetrating Extra-Thoracic Injury

1 With signs of lie- Conditionally recommend resuscitative ED
thoracotomy

1 Without signs of life Conditionally recommend ED thoracotomy.
Conditional recommendation based on-araval CPR time less than 15
minutesandexcluding isolated cranial injuries.

After Blunt Inj ury

1 With signs of life Conditionally recommend resuscitative ED
thoracotomy.
Conditional recommendation based on expected poor neurologically intact
survival.

1 Without signs of life Recommend againstesuscitative ED thoracotomy.

All ED Thoracotomies will be reviewed through the trauma performance
improvement process

. Signs of life are defined as follows: pupillary response, spontaneous ventilation, presence

of carotid pulse, measureable or palpable blood pressure, extremity movement, or cardia
electrical activity.

. Any decision outside these recommendations is under the discretion of the Trauma

surgeon
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PHYSICIAN PROTOCOL FOR EMERGENCY THORACOTOMY

Trauma Medical Director Date

Trauma Program Director Date

Reviewed/Revised History:

10/1997
02/2000
07/2003
05/2006
04/2008
10/2010
01/2013
01/2016
12/2018
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EL PASO COUNTY HOSPITAL POLICY: TR -P-3
TRAUMA DEPARTMENT EFFECTIVE DATE: 04/10
REVISION DATE: 01/2021

CARE OF THE GERIATRIC TRAUMA PATIENT

POLICY PURPOSE

1 Guideline outlines process when caring for injured patients 65 yeargeatdr to receive
timely and appropriate evaluations in an organized and coordinated manner.

RESPONSIBLE

Physicians, Residents & Allied Healthcare Professionals (AHPS)
Trauma Medical Director

Associate Trauma Medical Director

Assistant Trauma Medicalif2ctor

Trauma Program Director

Case Managers and Social Workers

Nursing Associates

Pharmacist

Respiratory Therapists

Rehabilitation Services (Physical, Occupational and Speech Language Pathology
Therapists, PT, OT, SLP)

Dieticians

LITERATURE REFERENCES

American College of Surgeons, Committee on Trauma. (2018). Advanced Trauma Life
Support. 18 ed. Chicago, IL. American College of Surgeons.

American College of Surgeons Trauma Quality Improvement Program. Geriatric Trauma
Management Guidelines (2Pl Accessed May 4, 2020https://www.facs.org/
/media/files/qualityprograms/trauma/tgip/geriatric_guidelines.ashx

American College of Surgeons Matal Surgical Quality Improvement Program and
American Geriatric Society. (2012). Best Practices: Optimal Perioperative
Management of the Geriatric Patient. Accessed May 4, 2020:
https://www.facs.org/~/media/files/quality%20programs/geriatric/acs%20nsqip%
20geriatric%202016%20guidelines.ashx

American Geriatric Society. (2019). Updated AGS Beers Criteria for potentially
inappropriate medication use in older adults. Journal of American Geriatric
Society. 67 (4): 674694. Accessed October 8, 2020 at
https://geriatrictoolkit.missouri.edirug/BeersCriteria AGS-2019.pdf
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l. Resuscitation/Initial Consult Phase

A. Team members will follow Advanced Trauma Life Support (ATLS) primary and
secondary survey principles.

B. The secondary survey requires heightened awareness as patients have an increased
vulnerability due to age, comorbidities and results of frailty. Consider the below
during secondary survey. Refer to Attachment A: Background, Key Points and
Considerations.

1. Medication history.

2. Nontraumatic existing conditions.

3. Laboratory assessmieand parameters.

4. Diagnostic imaging with application of renal dose contrast guideline criteria.

5. Evaluate anticoagulation and administer applicable reversal agents.

C. Arterial or Venous Blood Gas, (ABG or VBG) and Electrocardiogram (EKG) will be
obtainedn the Emergency Department or upon arrival to admitting unit.

D. Consider ICU admission for geriatric patients with any of the following:
1. Base deficit equal or greater than negative fed).(
2. Systolic blood pressure less than 110 mmHg.
3. Any co-morbidity.
4. High-risk mechanism of injury.
5. Two or more rib fractures.
E. For ICU admissions consider placing an arterial line and/or minimally invasive
continuous cardiac output/stroke volume device particularly if patient is intubated
(i.e. FloTrac).

1. Monitoring will facilitate correcting hypovolemia or volume overload.

2. Al so monitor | &06s and daily weight.
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CARE OF THE GERIATRIC TRAUMA PATIENT

F. Continuous pulse oximetry monitoring will be ordered for Level 1 and 2 trauma
patients going to units other than the critical care areas.

G. Itisimportanttog at her i nf ormati on regarding the p
condition and functional status soon after admission during the tertiary survey.

Pulmonary disease

Chronic renal failure

Chronic anemia

Depression

Baseline cognitive/functional impaient and nutritional status
Thyroid dysfunction

Glucose intolerance

Decubitus pressure injury

ONOOA~WNE

H. Consider Geriatrician service consult. Refer to Attachment B: Geriatric Trauma
Consultation.

. Utili ze the updated AGS Beers Criteria wh
regimen. Access viattps://geriatrictoolkit.missouri.edu/drug/Bedtsiteria AGS-
2019.pdf

J. Successful and effective patient pain management drives improvements for patients
pulmonary function, optimizes mobility and mitigate delirium. Refer to Attachment
C for overall geriatric trauma program goal and process.

K. The pati ent 0 sancpuognostsshouldcbe cledrly tcommumicated with
the patient and their family or individua
decisions.
1. Important decisions will need to be made regarding treatment.

2. Treatment burden and potential functional oatecare to be considered and
part of the decision making process.

L. Providers are to document in the medical record discussions and decisions made
between the healthcare team and patient/family members within 72 hours of
admission.

1. Treatment options.

2. Risk of complications, mortality and temporary/permanent functional decline.

3. Advanced directive.
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CARE OF THE GERIATRIC TRAUMA PATIENT

4. Identification of surrogate decision maker.
5. Palliative care options.
II.  In-patient management with early mobilization:
A. Assess for fall risk and address wi#l risk precautions.
B. Ambulate patient within 12 hours of admission if not contraindicated.
C. Institute aspiration precautions.
1. Head of the bed elevation.

2. Evaluate swallowing deficits. Patients have an increased risk for decreased
cough reflex & mucodiary clearance.

3. Sit patient upright for meals and for two (2) hours after completion of meal.
D. Have respiratory therapist assist with chest physiotherapy treatment with use of
incentive spirometer (I1S). If patient cannot tolerate IS, use appsbpriate acapella
device (green or blue).
E. Place on bowel regimen.
F. Daily skin integrity assessments and documentation.
G. Dietary Consultation.

II. Discharge Planning:

A. Begin developing plan for transition soon after post injury and resuscitation period
within 24 hours.

B. Assess:

1. Home environment, social support and possible medical equipment home
health needs.

2. Social services to assist with options for:

a) In-patient or oupatient rehabilitation services
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b) Nursing home placement or return
c) Skilled nursing facility placement or return
C. Provide patient or caregiver with written discharge document that includes:

Discharge diagnosis

Medication instructions

Wound care

Diet

Need for PT/OT

Contact with patients continuity physician/clinic
Follow-up appointment instructions

Pending laboratory or diagnostic studies

ONOOA~WNE

Attachment A: Background, Key Points and Considerations
Attachment B: Consultation Process
Attachment C: Overall Geriatric Trauma Program Objectives
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Trauma Program Director Date

Trauma Medical Director Date

Review/Revision History:

04/2010
03/2014
05/2017
01/2021
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CARE OF THE GERIATRIC TRAUMA PATIENT

ATTACHMENT A: BACKGROUND, KEY POINTS AND CONSIDERATIONS

BACKGROUND
1 Geriatric trauma population is defined 65 years of age and greater.
1 Trauma mortality increases with age and is higher than all other age group.

1 Patients over the age of 85 years hiawe timeshigher mortality rate than those 65 to 74
years of age.

1 Geriatric trauma patients with significant underlying physiologic abnormalities and/or
presence of prexisting conditions may adversely affect artee and be at greatest risk
for mortality.

KEY POINTS

1 Level 1 activation criteria includes systolic blood pressure less than (<) 110 mmHg for
patients 65 years of age and greater.

1 Be aware of vital signs associated with aging;gxisting disease, emorbidities and
current medication use (e.g., Clopidogrel, Aspirin, Warfarin and Beta Blockers).

1 Maintain appropriate level of pain control with muttiodal analgesia, especially in
patients with rib fractures, pelvic/long bone fractures or after adbtmany or
laparotomy.

M Be cautious with sedatives.

1 Physiologic changes with aging need to be considered as well. Resting organ function is
often preserved but the ability to augment performance in response to stress is greatly
compromised. Therefore tii@lowing are also important factors to consider:

0 Aggressive pulmonary toilet/early ambulation.

0 Adequate nutritional support.

0 Adequate thromboembolic prophylaxis.

o Proper attention to skin integrity/bowel regimen/bladder catheter care.

Be cautious and caider geriatric abuse and or neglect.
Plan early for disposition needs: Inpatient rehabilitation, Edagn Acute Care/Skilled

Nursing Facility/Nursing Home.
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CONSIDERATIONS
The Secondary Survey awareness is heightened for the following:

1 Medicationhistory that may affect initial evaluation and care.

1 Considernot r aumati c existing conditions that
Acute coronary syndrome
Hypovolemia/dehydration
Urinary tract infection
Pneumonia

Cerebrovascular event
Syncope

O 0O O0OO0OO0Oo

71 Laboratory assessment and parameters facilitate providers with identifying patients who
may benefit from aggressive resuscitation:

a) Base Deficit of greater than negative fivés)
b) Renal function (BUN, Cr, estimated GFR)
c) Blood alcohol level

d) Urine toxicology screen

e) Serum electrolytes

M. Diagnostic imaging should include all CT scans needed to rule out injury in appropriate
areas at risk. Renal dose contrast guideline is applied by diagnostic imaging
department.

N. Consider the following withelation to injuries:

a) For each rib fractured, risk of pneumonia increases by 27% and mortality by
19%.

b) A GCS less than (<) 8 is associated with a dismal prognosis. If substantial
improvement in GCS is not realized within 72 hours of injury, consideratiould
be given to limiting further aggressive therapeutic interventions.

1 Anticoagulation assessment and reversal considerations:

c) ROTEM

d) Platelet transfusion

e) Tranexamic acid (TXA)

f) Prothrombin Complex Concentrate (PCC)
g) Andexxa (Factor Xa)
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ATTACHMENT B: GERIATRIC TRAUMA CONSULTAION

Patient Arrival to ED/ASU

l

Trauma Services

will consider Icu Floor Non-Surgical
consulting | Admission Admission Admission
Genatrician or
Family Medicine
Service for * high
nsk patients : : Family Medicine and
Trauma Services will .
. .. Orthopedics co-
consider Genatrician or ge. Geriatrician
“Hen ek Family Medicine may be-consulted for
* poly pharmacy consult for * high risk L :
e delirium and/or e i | *high risk patients
* behavioralissues hours £ o

Once stable,
disposition

patient to most
optimal setting.
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ATTACHMENT C: GERIATRIC TRAUMA PROGRAM OBJECTIVES

ED disposition to ICU for those with the following:

Q Base deficit equal or greater than negative fed) ( @ High risk mechanism
Q Systolic blood pressure less than 110 mmHg Q Any co-morbidity
@ Uncontrolled glucose levels requiring insulin drip @ > 3 Rib fracture(s)

ED disposition to floor:

1 Family Medicinewill co-managasolated hip fracturpatients with Orthopedic
ServicesRefer to Code Hip Guideline.

1 ConsiderGeriatrician (Geriatric Servicey Family Medicineconsultfor those
categorized as high risk.

Treatments:

1 Institute aspiration precautions.

Institute use of incentive spirometer.

Place on bowel regimen.

Daily skin integrity assessment and documentation.

Assess for fall risk and address with fall risk precautions.
Expeditepre-procedure medical clearance for surgical intervention wbihours
from presatation to emergency departmersalated hip fraatres within24 hours.
1 Patient ambulation within 48 hours from admission if not contraindicated.

= =4 4 -4

Providers are to document in the medical record discussions and decisions made between the
healthcare team and patient/family members within 72 hours of admiss

Disposition and discharge within 5 days from arrival to emergency department for those with
isolated injuries.

Trauma Performance Outcome Assessment Tool (TPOAT) data entry:

ABG/EKG upon unit arrival

Medical clearance within 2 to 36 hours

Geriatrigan consult when stable

Speech evaluation for aspiration precautions
Ambulate patient within 48 hours of admission
Address end of life decisions within 24 to 48 hours

= =4 =4 -8 8 9

Trauma registry inclusion criteria: Primary diagnosis for an initial admission of & acu
identifiable injury, occurring within 14 days of arrival to the emergency department.

103



EL PASO COUNTY HOSPITAL POLICY TR -P-4
TRAUMA DEPARTMENT EFFECTIVE DATE: 12/1994
LAST REVISION DATE: 02/2020

PHYSICIAN GUIDELINE FOR TRAUMA PATIENT ADMISSION
POLICY PURPOSE:

To ensure that the injured patient receives quality care in an organized and coordinated
fashion to maximize patient outcomes.

RESPONSIBLE:

Physicians

Advanced Healthcare Practitioners (AHPS)
Administrator of the Day (AOD)

Nursing Associates

Pl TRIGGERS FOR REVIEW
1 Trauma Admission to NeBurgical Service
PROCEDURE:

O. Allinjured patients requiring admission are admitted to the trauma surgical
service.

1. If there are patients admitted to a reurgical service, those patients will be
reviewedand monitored through the trauma performance improvement
process.

2. Isolated hip fracture patients not requiring critical care services with
orthopedic service consult are admitted to asmrgical service (i.e. Family
Medicine).

B. After the first 24hours of care and completion of tertiary assessment, a patient
may be transferred to another service if the attending surgeon deems transfer of
care to be in the best interest of the patient. (i.e,soogical interventions for
isolated injury and patigs have history of chronic renal failure requiring dialysis;
cardiac cemorbidity; stable isolated hip injury; multiple -enorbidities).

C. All pediatric trauma patients under the age of 15 require a pediatric Hospitalist
consult and must be seen by Hitslst within 24 hours of admission.

D. All admitted pregnant trauma patients require an OB consult (Refer to policy TR
P-5 Physician Guideline for Care of Pregnant Trauma Patient).
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PHYSICIAN GUIDELINE FOR TRAUMA PATIENT ADMISSION

Trauma Program Director Date

Trauma Medical Director Date

Reviewed/Revise(
09/97
02/00
03/03
08/06
04/08
04/10
03/14
03/17
02/2020
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EL PASO COUNTY HOSPITAL POLICY TR -P-5
TRAUMA DEPARTMENT EFFECTIVE DATE: 07/1995

LAST REVISION DATE: 11/2020

CARE OF THE PREGNANT TRAUMA PATIENT

POLICY PURPOSE

Guideline toensure that the pregnant injured patient receives a timely and appropriate
evaluation in an organized and coordinated manner to maximize patient outcome.

RESPONSIBLE

Trauma Medical Director
Associate Trauma Medical Director
Assistant Trauma Medic@lirector
Acute Care/Trauma Surgeons
Emergency Medicine

OB-GYN

Neonatology Faculty & Residents
Allied Health Professionals (AHPS)
Trauma Team Activation Members
Trauma Program Director

Nursing Associates

Patient Access Associates
Maternal Responseeam
Administrators of the Day (AODS)

LITERATURE REFERENCES

American College of Surgeons (201&merican College of Surgeons Committee on
Trauma: Advanced Trauma Life Support for Doctors: Student Course Mdlrihl
Ed. Chicago: IL.

Barraco, R.D., Chiu, W. C., Clancy, T. V., Como, J. J, Ebert, J.B., Hess, L.W., Hoff,
W.S., Holevar, M.R., Quirk, J.G., Simon, B. J. and Weiss, P. M. (2010). Practice
management guideline for the diagnosis and management of injury in the pregnant
patient: The EAST practice mangement guideline work group. The Journal of
Trauma Injury, Infection and Critical Care. 69 (1): pp-214.

Pl TRIGGERS FOR REVIEW

= =4 =4 -8 -

In-House consult response more than (>) 10 minutes

Mass transfusion protocol activation

Traumacode/alert and trauma triage decision scheme
Laparotomy >1 hour with abdominal injury and SBP <90mmHg
No trauma team activation for major trauma patient
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1 Delays in identification of injuries

GUIDELINE

P. Resuscitation of the pregnant patient will follow #h@vanced Trauma Life Support
(ATLS) guidelines to include Primary and Secondary assessment with its respective
resuscitation measures (Refer to Attachment A: Physician Guiding Principles for
Care of the Pregnant Trauma Patient).

Q. Maternal Response Teameactivated for a known Pregnant Trauma patient with an
estimated pregnancy gestation of 20 or greater weeks. Upon patient arrival
pregnancy term and gestational viability will be assessed.

R. A Kleihauer Betke (KB) test is a recommended serum labor&styjuantitating
fetakmaternal hemorrhage. The KB test is used to determine the presence of fetal
blood in maternal circulation.

PROCEDURE

1) When aknown pregnant trauma patient with an estimated gestation of
greater than 20 weekss pending arrival fvm the scene, or intéacility transfer,
the Maternal Response Team will be paged via operator (Refer to Attachment B
and C and policy TR5-1).

2) The Maternal Response Team include the @8N faculty physician, the senior
OB-GYN resident, Registered Clyar Nurse from Labor and Delivery (L&D)
department, Neonatologists, Neonatal Services AHP, Respiratory Therapist and
Neonatal Intensive Care Registered Nurse (RN).

3) The Maternal Response Team will rapidly evaluate the matttadistatus:
physical exam, édside ultrasound examination, and electronic fetal monitoring.
The Maternal Response Team will provide assistance and recommendations to the
Trauma Team concerning the ongoing evaluation and management of the
maternaffetal status.

4) The primary admittingervice is per Trauma Attending discretion for patients
requiring trauma consults. Otherwise discretion between EM and OB Services.

5) ED nursing associates will be responsible to set up trauma bay with external fetal
monitoring device and for possible emency delivery. L&D charge nurse or
designee as part of the Maternal Respon
section kito is required (stocked in su
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6) In the event of labor delivery or emergency caesarean, neonatal services will
provide cared the neonate in a separate trauma bay with the newborn warmer
and neonatal resuscitation code cart.

7) A Patient Access Associate will register the neonate as a University Medical
Center of El Paso patient. In the event the neonate requires intensitieecapy,
a Memorandum of Transfer (MOT) will be completed and the neonatal services
will transport neonate to the Neonatal Intensive Care Unit (NICU).

a. Initial patient (mother) will remain in the trauma bay and the second
patient (neonate) in anothigauma bay to allow providers ample space
to work with their respective patient in separate bays.

b. Neonatal services will assess neonate and document findings.

ATTACHMENTS
Attachment A: Physiciatuiding Principles

Attachment B: Team Roles and Resgpibilities
Attachment C: Maternal Response Team Members
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Trauma Program Director Date

Trauma Medical Director Date

Reviewed/Revise(
09/1997
02/2000
06/2003
07/2006
04/2008
12/2010
03/2014
09/2015
01/2020
11/2020
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ATTACHMENT A: PHYSICIAN GUIDING PRINCIPLES

Cardiovascular

O  After the 10" week of pregnancy, cardiac output can increase by 1.0 to 1.5L/min.
As pregnancy progresses, supine position causes vena cava compression and can
decrease cardiac output by 30% because of decreased venous return from the lower
extremities

0  Pregnancy blood pressure results fall 5 to 15mmHg in systolic and diastolic
pressures during the second trimester, then returns to normal levels at term.
Hypertension may represent preeclampsia if accompanied by proteinuria.

0  The resting heart taincreases 05 beats/min over baseline by the third trimester.

0  Electrocardiograph may demonstrate with axis shift leftward by approximately 15
degrees. Flattened or inverted T waves in leads Ill and AVF may be normal.
Ectopic beats increase duripgegnancy.

Hematologic

0  Healthy pregnant patients can lose 1,200 to 1,500 mL of blood before exhibiting
signs and symptoms of hypovolemia. This amount of hemorrhage may be reflected
by fetal distress as evidence by an abnormal fetal heart ratermitetédiematocrit
of 31 to 35% is acceptable.

0  The leukocyte count increases during pregnancy to 12,000amenas high as
25,000/mms3 during labor.

0  The platelet count and bleeding time are not affected. Fibrinogen increases to 100
to 108 mm Hg.

Pulmonary
0 The diaphragm is displaced upward 5cm near term, which results in decreased

O«

residual volume.

Minute ventilation increases due to increase in tidal volume. Hypocapnia £@&CO
35 to 40mm Hg may indicate impending respiratory failure during pregnancy.

Patients with advanced pregnancy requiring chest tube placement should have chest
tube positioned higher to avoid iriedddominal placement given the elevation of the
diaptragm.
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Administer supplemental oxygen to maintain a saturation of 95%.

Gastrointestinal

0

Gastrointestinal motility and lower esophageal sphincter tone is diminished. This
increases the risk of aspiration so early gastric tube decompression may be
paricularly important

The small intestine is displaced upwards by the growing uterus

Gallbladder stasis is common.

The anterior parietal peritoneum is stretched and displace from the viscera, thereby
decreasing the sensitivity of the physieahmination.

Endocrine

The pituitary gland doubles in size. Shock may cause ischemia to the gland, resulting
in pituitary insufficiency (Sheehanés Syn

Despite increased cortisol production, diurnal variation is maintained.
Pancreatic lipse production is decreased, but amylase output is unaltered.

In the late stages of pregnancy, prolactin may be very high.

Genitourinary

0

O«

O«

A rising progesterone level reduces peristalsis of the ureters.

As a result of uterine compression on te&o peritoneum, the renal pelvis and
ureters dilate. This more pronounced on the right.

The urinary bladder is displaced upward and becomes araindi@minal organ in the
third trimester.

Renal blood flow and glomerular filtration are increased.

Glucosuria is common.
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Gynecologic

0 Atterm the uterus not only increases in size, but also becomes highly vascular. The
rate of blood flow through the organ increases from 60ml/min to 600ml/min. The
patientds entire bltheaorghn everyitan mi@utes.asses t hr o

Musculoskeletal

0 To facilitate delivery, the sacfibac ligaments and the pubic symphysis ligaments
loosen.

O«

The width of the pubic symphysis widens to 4 to 8mm as compared to trgraod
state.

Initial Assessment andResuscitation

1 In the initial evaluation and management of the pregnant trauma patient, priorities should
remain the same as the rpregnant patient. To ensure a good outcome for the fetus,
prompt resuscitation of the mother is essential to thelve#ilg of the fetus.

1 As in all potentially injured patients, a systemic approach begins with the primary survey
in which the airway, ventilation and circulation.

1 Since the oxyhemoglobin disassociation curve for fetal blood differs from maternal
blood, matenal hypoxia adversely affects fetal oxygen content. All patients, therefore,
should receive supplemental oxygen until shock, maternal hypoxia and fetal distress have
been ruled out.

1 With the larger blood volume that is present during pregnancy, hemodyna
fluctuations are late findings in hemorrhagic shock. Pregnant women can lose 30 to 35%
of her blood volume prior to developing tachycardia and hypotension. Furthermore,
uterine blood flow is reduced up to 20% even prior to a change in maternal blood
pressure. Blood flow is preferentially diverted to the mother at the expense of the fetus.

1 Fluid resuscitation, as in all trauma patients, begins with crystalloid. If blood is required
before the mother ds bl -piotcnsfusg erevensRhk n o wn , @)
isoimmunization.

1 After twenty weeks gestation, the patient is at risk of having uterine compression of their
inferior vena cava. By placing the patient in the left lateral decubitus position, caval
compression is alleviated. If a spimaury is suspected, the same effect can be
accomplished by inserting a wedge (roll of towels) under the right side of the long board
or by simply manually displacing the uterus to the left.
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1 A complete abdominal evaluation includes the perineum. Prédethb obstetrician
should perform the pelvic examination. Careful attention should be directed towards any
vaginal discharge or bleeding. The presences of amniotic fluid in the vagina, evidenced
by a pH of greater than 4.5, suggest ruptured choriodimm@mbranes.

1 As with any major trauma patient, radiographs are mandatory. If films are indicated,
radiographs should proceed as if in a4poegnant trauma patient. To provide protection
to the fetus, a lead apron is draped over the mother.

1 CT scansre performed if there is a significant concern for kaiopdominal injury. An
abdomen/pelvis CT scan radiation dose approaches 25 mGy, and fetal radiation doses
less than 50 mGy are not associated with fetal anomalies or higher risk for fetal loss.

1 In addition to the standard evaluation of the trauma patient, the fetus is evaluated for age,
viability, fetal heart tones and uterine irritability. The fetus is evaluated only after the
mother is stabilized. A gross estimate of fetal viability can bertaned if the dome of
the uterus can be palpated about the umbilicus.

1. Fetal heart tones can be auscultated with Doppler ultrasound by 10 weeks of
gestation.
2. Perform continuous fetal monitoring with a tocodynamometer beyond 20 to 24

weeks of gestation.

i. Patients with no risk factors for fetal loss should have continuous monitoring
for six (6) hours.

ii. Patients with risk factors for fetal loss or placental abruption should be
monitoring for 24 hours.

1 The Doppler ultrasound can detect fetal heart tonesudp as 10 weeks, whereas a
convention stethoscope is useful at approximately 20 weeks. Normal fetal heart rate is
120 to 160 beats per minute.

1 For a patient with a preiable fetus, intermittent monitoring of the fetal heart tones
suffices. On the o#r hand, a woman with a potentially viable fetus (>20weeks gestation)
requires continuous noninvasive fetal monitoring

i As little as 0.01mL of Ripositive blood will sensitize 70% of Riegative patients. All
pregnant Rinegative trauma patients shoulde®e Rh immunoglobulin therapy unless
the injury is remote from the uterus. Immunoglobulin therapy should be instituted within
72 hours of injury.

i Cesarean section is indicated when the risk of fetal distress exceed the risks of fetal
prematurity. Spetc indication include placental abruption, uterine rupture, the patient
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with an unstable pelvic/lumbosacral facture in labor, fetal malpresentation in labor or
inadequate exposure at time of laparotomy for other-attdlominal trauma.

1 Because the fetusan be considered a bioassay for impending hemodynamic compromise
to the mother, the trauma surgeon should be present for the cesarean section. The
procedure provides an excellent opportunity for identification of any maternal intra
abdominal injuries.

1 If a thoracotomy is performed, a left thoracotomy should be done with open cardiac
massage and without cross clamping of the descending aorta.

1 For cases of maternal cardiac arrest, perimortem cesarean section occasionally may be
successful if performed within 4 to 5 minutes of the arrest.

1 Perimortem cesarean delivery has limited data to support in pregnant trauma patients who
experience hypovemic cardiac arrest.
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POLICY TR -P-5
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ATTACHMENT B: T EAM ROLES & RESPONSIBILITIES

Pregnant Trauma Patient:
Pre-Hospital Report or ED Walk-in

<

<

Level 1 & 2 Activations (> 20 week gestation)

Include Maternal Response Team.

ATLS Principles
Primary Survey:
-Airesay
-Brezthing
~Circulation
-Deflect uterus [left
|aterzsl decubitus-lograll
& elevate rightsided — 6
inches)

“

Level 3 Activations [>20 week gestation)
EM wiill trizge and consult
OB-GYMN, LED Charge RN and if applicable Trauma

J

-Aszess maternzl stability
-Apply tocodynomometar
-Confirm fetal heart rate

Maternal Response Team to evaluate patient in ED

-Confirm gestational zge

-Perform bedside ultrasound

J

UNSTABLE & = 20 weeks GA

~

Trauma Team
-Continue resuscitative efforts
-IMaternzl Responza Team provide
=sdditionzl services if warranted.

Secondary Survey:
-Complete physical exam
-ldentify/stabilize serious injuries
-Asz=ss for vaginal bleeding, uterine

tenderness
-Perform necessary
[diagnostics/imaginglabs)

il

Fetal
Distress?

Mo

&

T v

“0B Trauma Kit"
- C-saction tray
- Surgical cap & mask
-Sterile gown & gloves
- Disposzble scalpal

Trauma and Maternal
Response Teams will

| |
h

Anticipate Caesarean
Delivery in Trauma Bay or
Main OR Suite.

-lmminent maternzl death

-4 minutes of ineffective CPRaftar matemal arrest

-5tzble mother with non- reassuring fetal status
-During laparotomy for maternzlinjuries

J

STABLE & > 20 weeks GA

24 haur continuous
EFMtocodynamometer

)

Admission once
cleared by Trauma

or EM Services
- 0B a5 Primary Team
-Mlimimwm 4 hours
continuous
EFM/ftocodynamometer
-Rhogam if Rh negative
-0B will consult the
M=onatal Provider & LED
Anesthesia Provider, if
neadad.

4

OB/L&D Monitoring
-Monitor for contractions,
ROM, vaginzl bleeding,

utering/abdominzl pain,
fetal tachycardia, MRFHT

d

Yes

Are any of the above
symptoms present?

e

Discantinue fetal
monitaring
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ATTACHMENT C: MATERNAL RESPONSE TEAM MEMBERS

The hospital operator will contact the following team members via the IPCelerate
(Dial Out) Application Communication System.

Maternal Response Team includes services for both pregnant paiidetus/neonate.

IPCelerate Application Team Members: Extensions/Numbers
OB/L&D & Neonatal High Risk
High Risk Respiratory Therapist 43095
Maternal Response Tea NICU Faculty 23638
NICU Jr. Resident 43696
NICU Sr. Resident 43697
Neonatal High Risk Nurse 43693
Neonatal Nurse Practitioner 43695
OB Faculty 44008
OB Sr. 44011
OB Boardrunner 44005
L&D Charge RN 44017
AOD UMC 4793484
AOD EPCH 996-:8174
OB Trauma Group 2 will include services for pregnant patient consults only (non level ones and
twos).
IPCelerate Application Team Members: Extensions/Numbers
OB/L&D

OB Trauma Group 2 OB Faculty 44008
OB Sr. 44011
L&D Charge RN 44017
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POLICY PURPOSE

To provide management guidelife patients who sustain blunt or penetrating injuries to
the thorax region.

RESPONSIBLE

Trauma Medical Director

Associate Trauma Medical Director

Assistant Trauma Medical Director

Trauma Program Director

Surgery Faculty, Residents and Allied HealtbfBssionals (AHPS)
Emergency Medicine Faculty, Residents and AHPs
Cardiothoracic Surgery Faculty

LITERATURE REFERENCE

American College of Surgeons Committee on Trauma (2@&B)anced Trauma Life
Support for Doctors Course Manual0" ed. American College of Surgeons.
Chicago, IL: American College of Surgeons.

POLICY REFERENCE

NC-B2-26  Chest tube management and autotransfusion.
TR-P-13 Guideline for blunt cardiac injury
TR-P-2 Physician guideline for emergency thoracotomy

PI TRIGGERS FOR REVIEW

Delays of Identification of Injuries

ED Thoracotomy

Resuscitation Protocols not Followed
Delay to Operating Room

= =4 =4 -4

GUIDING PRINCIPLES

i Follow Advanced Trauma Life Support (ATLS) guidelines for Airway, Breathing,
and Circulation (ABC).

i Base decisions on degree of hemorrhage (Class | to 1V).

i Unstable patients with a penetrating injury are to be managed surgically in the
Operating Room (OR).
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PROCEDURE:
S. Blunt chest trauma management for the following findings:
1. Widened mediastinumnochest plain film diagnostic (CXR):
1. Obtain Computed Tomography (CT) of thorax.
1. If there is a mediastinal hematoma, contact Interventional
Radiologist (IR) for consideration of aortogram, aortic stent, or
surgical intervention.
2. If concerning foraortic injury:
1. STAT IR consult
2. STAT cardiothoracic surgery consult

2. Pneumothorax (PTX):

a. For significant PTX, therapy is based on clinical findings (i.e. do
not wait for CXR results in patients with respiratory distress).

b. Tension pneumothorax islreved by performing a thoracostomy:
1) Perform thoracostomy with insertion of trocar into the
fourth or fifth intercostal space in the mid axillary line and

connect distal end of trocar to chest tube drainage system.

2) Secure proximal placement to patient and assess for air
leaks/drainage.

3. Small, isolated PTX or occult PTX detected on CT scan:
a. Admit patient under trauma services.

b. Repeat CXR six hours from initial diagnostic film and assess for
pneumothorax expansi@nd need for thoracostomy.

c. If pneumothorax expansion is determined and/or patient develops
respiratory distress, perform thoracostomy.

d. Thoracostomy with chest tube placement should be considered for:
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1) Positive pressure ventilation.
2) Prehospitalperformed needle chest decompression.
4. Hemothorax:

a. Perform thoracostomy with a large (36 or 40 French) trocar (chest
tube) insertion.

b. Operative management is indicated for:
1) Initial chest drainage greater than (>) 1,000 to 1,500 ml.

2) Drainage greater than (>) 200 ml/hr for three (3)
consecutive hours.

C. Consider auto transfusion, if capability available, for output is
greater than 300 ml. Reference policyI82-26 Chest tube
management and autotransfusion.

5. Cardiac tamponade:
a. Obtain echocardiogram.
b. Focused Assessment Sonography in Trauma (FAST).
C. Consider pericardiocentesis or resuscitative thoracotomy if

hemodynamically compromised.

d. Consider pericardial window for unstable patients.
e. STAT cardiothoracisurgery consult.
f. Performlifes avi ng procedure at patiento

STAT to the OR.

6. Flail chest:

a. Anticipate admission to Intensive Care Unit (ICU) or Intermediate
Care (IMC).
b. Closely monitor respiratory status with intubationd areserve

mechanical ventilation for impending respiratory failure.
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C. Order appropriate analgesia moni
Consider the following:

Patient Controlled Analgesic (PCAump;
Anesthesiology consult for analgesia;

Rib plating;

Continuous intercostal nerve block catheter insertion.

PwpNPE

7. Sternal fracture:

a. Obtain Electrocardiogram (EKG)

2. Anticipate admission to ICU or IMC if arrhythmias are present.
3. Consult cardiothoracic surgery for significantly displaced
fractures.
8. Blunt cardiac injury:

(Refer to TRP-13: Guideline for Blunt Cardiac Injury)

a. Urgent cardiology consult for patients with cardiac dysrhythmias
and/or significant EKG changes.

b. Obtaincardiac sonogram.
C. Anticipate admission to the ICU or IMC.
T. Order aggressive pulmonary toilet.
U. Order appropriate patient pain management such as PCA.
9. Sentinel injuries should maintain a high index of suspicion and are

frequent indicata of significant and/or potentially life threatening
injuries. Evaluate accordingly for any of the following:

I. First rib;
il Scapular;
iii. Sternal;
V. Bilateral rib and,
V. Lower rib fractures

10.  Tracheal injuries
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a. Secure airway.
b. Perform bronchoscopy for blunt injury.
B. Penetrating Chest Trauma
1. Neck wounds in Zone I:

1. Do not probe or explore penetrating wounds of the neck or thorax.

2. Consider Neck CT Angiogram if hemodynamically stable.

2. Pneumaand/or Hemothorax:

a.

Positive pressure ventilation may worsen a pneumothorax,
therefore, pleural cavity decompression assumes priority.

b. Perform thoracostomy.

C. Anticipate admission to ICU or IMC for at least 24 hour
observation for gunshot wousd ( GSW0O s ) .

3. Massive air leak:

a. Secure the airway (Consider use of double lumen endotracheal
tube (ETT).

b. ETT intubation with positive pressure ventilation may worsen a
major tracheobronchial injury. Consider emergent
cricothyroidotomy, tracheasiny or thoracotomy to secure the
airway.

C. Consider bronchoscopy.

d. Consider thoracotomy.

4, Transmediastinal injuries:
a. Consider thoracic CT scan if patient is stable.
b. Consider an aortogram, Gastrograffin Swallow, and

Bronchoscopy.
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C. Low threshold for performing a thoracotomy.
d. Management based on injuries identified.
5. Chest penetrations below the nipplesola line anteriorly and tip of

scapula posteriorly:

a. Presume thoracoabdominal injury, including diaphragmatic
lesions. Must objectively evaluate the abdomen.

b. Evaluate and manage accordingly.
6. Cardiac tamponade:
a. Consider pericardiocentesis/pericardial window/thorocotomy if

hemodynamically compromised.

b. Perform lifesaving procedure at patient bedside and/or transport to
OR STAT.
C. STAT cardiothoracic surgery consult.

7. Open pneumothorax:

a. Temporary closure of defect on chest wall with a secgiusive
dressing.

b. Immediate thoracasmy with placement of chest tube.

C. Surgical closure of the defect is frequently required.

8. Pulseless patients with penetrating injury over the pericardium require
emergency thoracotomy. (Refer to-PR2 Physician Guideline for
Emergency Thoracomy).

a. Avoid injury to phrenic nerves.
b. Evacuate tamponade.

C. Control cardiac hemorrhage.
d. Perform cardiac massage.

e. Cross clamp aorta.

122



EL PASO COUNTY HOSPITAL POLICY TR -P-6
TRAUMA DEPARTMENT EFFECTIVE DATE: 07/1995
LAST REVIEW DATE: 03/2020

PHYSICIAN GUIDELINE FOR THORACIC TRAUMA MANAGEMENT

f. Continue until cardiac chambers are filled.

g. Avoid this procedure in bluritauma.
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Trauma Program Director Date

Trauma Medical Director Date

Reviewed/Revise(
09/1997
02/2000
06/2004
04/2008
10/2010
03/2014
03/2017
03/2020
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HEAD INJURY MANAGEMENT GUIDELINE
POLICY PURPOSE

To provide emergency triage management for head injury patients and establish criteria
for neurosurgical service consultation.
additional factors in the decisianaking process thus altering maeagent schemes.

RESPONSIBLE

Trauma Medical Director

Associate Trauma Medical Director
Assistant Trauma Medical Director
Trauma Program Director

Trauma Service Coordinators
Neurosurgeons

Surgery Faculty and Residents
Emergency Medicine Faculty afksidents
Allied Health Professionals (AHPS)
Nursing Associates

LITERATURE REFERENCES

Americal College of Surgeons (2017American College of Surgeons Committee on
Trauma: Advanced Trauma Life Support for Doctors: Student Course MdrihIEd.
Chicago:lIL.

Barbosa, R., Jawa, R., Watters, J., Knight, J., Kerwin, A., Winston, E., Barraco, R., & Tucker, B.
(2012). Mild traumatic brain injury, management and evaluatiodoofrnal of Trauma
73(5), S307S314. Retrieved from
http://journals.lww.com/jtrauma/Abstract/2012/11004/Evaluation_and_management_of _
mild_traumatic_brain.6.aspx

Also refer to Attachments A and B related to Brdind/Key Points and Consulting Criteria.

Pl TRIGGERS:
1 OnCall Consult Response (Delay)
 Trauma Death
M1 Treatment Protocols not Followed

PROCEDURE:

A. Determine mechanism of injury.
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B. Calculate GCS and perform a pupillary and neurological examination to
determine focal neurologic deficit.

1. If the GCS idess thanor equal to eight (8), and there is a focal neurologic
deficit assume a mass lesion and perform the following interventions:

a.

d.

e.

Intubate and maintain partial arterial oxygenation (PaO2) greater
than 95 mm of Hg and a value of partial arterial carbon dioxide
(PaCQ) 35 to 45 mm of Hg.

STAT CT when hemodynamically stable.

Consider Mannitol 0.5 to 1.0 grams/kg IV over 20 minutes (blown
pupil, focal neurologic deficit finding).

Notify OR of a likelyneurosurgical case.

Prompt (STAT) Neurosurgery consult.

2. If the GCS idess thanor equal to eight (8) and therenig focal
neurologic deficit assume diffuse injury and perform the following
interventions:

a.

Intubate and maintain partial artereadygenation (PaO2) greater
than 95 mm of Hg and a value of partial arterial carbon dioxide
(PaCQ) 35 to 45 mm of Hg.

STAT CT of head when hemodynamically stable.

Prompt (STAT) Neurosurgery consult.

. Admit to ICU with neuro checks every hour.

If neurolagical deterioration (loss of 2 or more points on the GCS,
development of hemiparesis or new pupillary asymmetry), obtain a
STAT repeat CT scan of the head and notify Neurosurgeon with any
changes.

3. If the GCS igyreater than or equal to eight (8) and theiea focal
neurologic deficit, assume an expanding mass and possibility of rapid
deterioration.
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a. Intubate and maintain partial arterial oxygenation (Bafeater
than 95 mm of Hg and a value of partial arterial carbon dioxide
(PaCQ) 35 to 45 mm of Hg.

b. Prompt (STAT) neurosurgery consult.
c. STATCT.

d. Consider Bolus with Mannitol 0-:8..0 grams/kg IV over 20
minutes.

e. Notify OR of a likely neurosurgical case.

4. If GCS isgreater than or equal to 8 and there® focal neurologic
deficit, assume small contusion, hemorrhage, fracture, etc.

a. If there is a possibility of basilar skull fracture, penetrating injury, or
a suspicion of contusion, obtain STAT CT scan of head and consider
a neurosurgical consultation.

b. If possibility of concussion or skull fracture, with/without LOC; and
neurologically normal, obtain a CT scan of the head. Neurosurgical
consultation is at the discretion of the examiner. (Urgent/Non
urgent).

C. Determine and perform baseline head injury stree

1. Cognitive function:

orientation

mentation

speech

follow simple commands

apop

2. Cranial nerve function:

a. visual fields

b. extra ocular movements. Oculocephalics$ipine is cleared or
calorics.
if unable to rotate head
corneal reflex
pupillary function
facial motor function
tongue protrusion in midline
spontaneous ventilation
cough/gag reflex

mS@me a0
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3. Motor function: symmetric strength in extremities.
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ATTACHMENT A: BACKGROUND AND KEY POINTS
BACKGROUND:

The primary goal of head injury management in the Emergency Department (ED) is rapid and
complete resuscitation. Patients are managed according to Advanced Trauma Life Support
(ATLS) standards.

It is important to maintain a high index of suspiciondorgically correctable intracranial

lesions, including associated systemic injuries. Always anticipate the need for an early
computed tomography (CT) scan during the pat:i
arrival.

The brain has a very limidetolerance to decreases in oxygen or substrate delivery. Injury

further compounds this limitation of the brain by altering cerebral autoregulation. A

dysfunctional cerebral vascular autoregulation makes the brain prone to ischemia with decreases
in cerdoral perfusion pressure (CPP).

Secondary brain injuries are another factor to consider. The goal is to provide an optimal
environment for the brain to recover and minimize any factors, such as hypoxia, hypercapnea,
hyponatremia, or fever that may aggasevintracranial hypertension.

Management may include tracheal intubation to protect the airway; ventilator support to prevent
hypoxia and/or hypercapnea; sedation and analgesia administration; prevention of hyperthermia;
maintenance fluids to providermal intravascular volume and electrolytes; nutritional support;
prophylaxis for stress ulcer and thromboembolism.

Coagulopathy and thrombocytopenia are other conditions that complicate the care of the
traumatic brain injury (TBI) patient. Correcgirtoagulopathy and thrombocytopenia promptly is
recommended by administration of fresh frozen plasma, platelets, cryoprescipitate, vitamin K.
Also refer to the following policies for additional management guidelines related to head injury
patients:

1 TR-P-22 Adult Severe Traumatic Brain Injury Management Guideline
1 TR-P-35 Infant, Pediatric and Adolescent Guideline for Severe Traumatic Brain Injury

KEY POINTS:
1 All head injury patients should receive Glasgow Coma Score (GCS) evaluations.
1 Aninitial neurologic exam should be documented in all head injury patients.

1 Consider mechanism of injury and loss of consciousness duration.
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1 ACT of the head is indicated if there is a questionable neurologic exam for any of
the following:
A Positive history of Los of Consciousness (LOC).
A Inability to adequately assess neurologic status secondary to intoxication.
A GCS<15.
A Abnormal cranial nerve, motor or sensory functions.

1 The trauma attending surgeon is in house 24/7 to begin appropriate
neurosurgicatliagnosis and medical treatment of head injury patients.

1 All head injury patients are admitted to the trauma service for at least 24 hours to
rule out concomitant injuries.
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ATTACHMENT B: CONSULTING CRITERIA
CONSULTING CRITERIA:

A Neurosurgical consult is defined in three categories. They are as follows:

Non urgent: Consultation request with an anticipated response within 12 to 24
hours of neurosurgery consult.

Urgent: Consultation request with an anticipated response withmiBQtes.
Neurosurgeons evaluation/recommendations may be made via telephone and

review of PACOs system (i f applicable).
patientds condition/ prognosi s warrant).
within 6-12hours® consul tation, wunless patient 6

deteriorates which should be reported immediately for further
evaluation/recommendation/action.

Prompt (STAT): Consultation request with an anticipated bedside evaluation
within 30 minutes. (Patients with signs of neurological deterioration: GCS <9;
pupil asymmetry; abnormal flexion/extension; and initial GCS decreased by 2 or
more points).

1 Description of anon-urgent Neurosurgery consultation (12 to 24 hours):

Patients with a minor head injury and at least two of the following criteria require
anon-urgent Neurosurgery consultation:

1. Loss of consciousness

2. Failure of head injury screen (refer to sectiom@uideline).

3. Glasgow Coma Scale (GCS)S with negative CT

4. Minor head injury patients may need admission for observation if GCS is
persistently less thanl4, or there is persistent failure of head injury
screen in repeated exam.

5. Nondepressed linear sk fracture.

Intoxicated patients with normal neurologic exand head CT scan, including a
GCS greater than or equal to 14 may be observed in the ED electively.
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1 Description ofurgent Neurosurgical consultation (30 minutes response via telephone
with view of diagnostic images and recommendations. Bedside evaluation by
neurosurgery services within 6 to 12 hours):

Patients that require amgent Neurosurgical consultation include theldowv:

1. Lateralized focal neurologic deficit.

2. Basilar skull fracture.

1 Description ofprompt (STAT) Neurosurgical consultation (bedside evaluation
within 30 minutes unless injury is nonsurvivable. Neurosurgeon will provide
consultation note with findingand recommendations):

Patients that requingrompt (STAT) Neurosurgical consultation include the
following criteria:

1.

Abnormal CT scan as discussed above with potential surgical traumatic
lesion and patient with signs of neurological deteriorati@igns and
symptoms of brain herniation).

Significant finding on CT scan such as:

a. Acute Epidural Hematoma (EDH) greater than or equal to 5mm
in thickness.

b. Acute Subdural Hematoma (SDH) greater than or equal to 5mm
in thickness.

c. Midline Shift (MLS) greatethan or equal to 5mm with
compression of ventricle.

Depressed skull fracture (greater thanlcm).

GCS less than or equal to 8 (unless altered mental status due to
intoxicants).

In cases as described above, follow Management Guidelines for Severe

Traumat ¢ Brain I njury as applicabl e
Policy TR-P-22 or TRP-35.
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POLICY PURPOSE

1 To detect and stabilize any spinal column injury as soon as possible to prevent
spinal cord lesions or to relieve spinal cord compression that may be causing an

irreversible neurologic deficit.

1 To ensure immediate implementation of the treatment and education upon
diagnosis of Spinal Cord Injury (SCI).

RESPONSIBLE

Trauma Medical Director

Surgery Faculty and Residents
Emergency Medicine Faculty and Residents
Neurosurgery Faculty

Allied HealthProfessionals (AHPS)
Nursing Associates

Trauma Program Director
Trauma Service Coordinators
Case Management

Rehabilitation Services
Respiratory Therapy Services

Pl TRIGGERS FOR REVIEW
1 Delays in Identification of Injuries
1 Missed Initial Diagnosis ofervical Spine Injury
1 Treatment Protocols not Followed

LITERATURE REFERENCES

Americal College of Surgeons (2018 merican College of Surgeons Committee on
Trauma: Advanced Trauma Life Support for Doctors: Student Course MdrihIEd.
Chicago: IL.

Paralyzed Veterans of America (2014n Introduction to Spinal Cord Injury: Understanding
the Changes4™ Ed. Washington: DC.

National Institute on Disability and Rehabilitation Research (20WBderstanding Spinal Cord
Injury: Part 10 TheBody Before and After InjuryRetrieved: March 1, 2019 from
http://www.msktc.org/sci/modedystemcenters

POLICY REFERENCE
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Policy TRP-18 Prevention and/or Treatment of Venous Thromboembolic (VTE) Event
in Trauma Patients Guideline.

KEY POINTS:

1 Presume vertebral column injury in penetrating injuries that are in the vicinity of the
spine and in all blunt trauma patients

1 The cervical region is the most vulnerable part of the spine to injury. Most patients who
survive and arrive to the hospital with injuries to C2 are neurologically intacttirde
of patients with upper cervical spine and cord injuries die at #hreedftom apnea caused
from loss of central innervation of the phrenic nerves.

PROCEDURE:
A. A complete motor & sensory baseline exam will be documented on all patients
with suspected spine injuries (Refer to AttachmentSpinal Trauma
Evaluation).
B. Continuous complete spinal immobilization and placement of asgiuhi

cervical collar, such as an Aspen will be maintained until a vertebral column
injury is ruled out by clinical examination and/or diagnostic images (Refer to
Attachment A: Spinal Trauma Evaluatioi).

C. After the patientds cervical sgitne i s p
collar, proceed with four person logroll.

1. One person at the patientds head to
2. Second and third person on the same &idcontrol the body and

extremities.
3. Fourth person removes the backboard
4. Fifth person is required to secure airway if patient is intubated.

Note: Neither the slider or backboard provide spine protection. The boalyds o

assist in patient transfers. Every effort is made to remove the rigid spine boards as
early as possible to reduce the risk of pressure injury formation. Removal of
either board does not i ndicate the pat.i

D. Unresponsive patienthiguld have complete Computed Tomography (CT) films

of the cervical, thoracic and lumbosacral spine prior to transferring to another
level of care from the emergency department.
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1. Exceptions are patients with lifereatening injuries who require emergent

Proce dures or unstable patients requiring ongoing resuscitation in the
critical care unit.

2. Diagnostic images are completed after-tlieeatening conditions are
stabilized.
E. If a blunt cerebrovascular injury is suspected, then order a CT cervical

arteriography, MRA or arteriography of the carotid and vertebral arteries.
Patients at risk for cerebrovascular injury include those with the following:

Seat belt contusion across anterior neck/upper chest

Swelling or soft tissue injury of anterineck.

Fracture in proximity to carotid canal or vertebral artery foramen.
Severe maxillofacial injury.

Neurologic deficit not consistent with Closed Head Injury (CHI).
Violent neck hyperflexion/hyperextension.

ok wNE

F. CT scan of the cervical s with sagittal and coronal reconstructions from the
occiput to the top of T1 will be performed on intubated patients.

G. Patients undergoing a CT scan of the thorax, abdomen and/or pelvis, provider
should consider performing a CT scan of the thoracolusyiae with sagittal
and coronal reconstructions in lieu of plain films of the T/L spine. It should be
recognized that not all patients need radiographic films of the T/L spine (e.qg.,
awake, alert, sober, neurologically normal, no back pain or tendenoesack
contusion, and no distracting injury).

H. Patients with a spine fracture or spinal cord injury are to be repositioned by
following strict four person logroll every two hours, unless contraindicated by
neurosurgery.

A normal CT scan of the-€pine in an awake patient with no signs of
neurological deficits will suffice for clearance and removal of cervical collar.

J. In an unconscious patient, an MRI of the cervical spine is only considered if
reconstructed CT scan demonstrates an abnormal finding(s). If no abnormalities
are detected, this will suffice for clearance and removal of cervical collar.

K. Cervical spine clearance will be documented in the Electronic Medical Record

(EMR) as an ordr to remove the collar. An activity level order will also be
updated.
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L. I f the patientds cervical, thoracic & |
the patient cannot be clinically cleared, clarify patient activity level with surgeon
during ounds. Activity order will be entered in the EMR by physician or AHP

M. If there is a vertebral spine fracture or spinal cord injury, strong consideration will
be given to placing the patient on an advanced kinetic therapy rotating bed to
prevent and &rat pulmonary complications in immobile patients.

1.  This will be done after consultation with Neurosurgery Services.

2.  Mobility status will be documented by neurosurgery services on daily
progress notes.

3. If patient requires an orthotic brace such aharacolumbosacral Orthosis
(TLSO), order will be placed in the EMR by the neurosurgical service.

4. Bedside RN will place orthotic brace on patient as per neurosurgical
recommendations.

5.  Any requested diagnostfilms will be ordered by the neurosurgical

service.

N. The neurosurgery service is consulted for all patients with a neurologic deficit(s),
cervical/thoracic/lumbar spine pain, or abnormal/suspicious spine diagnostic
images.

O. Patients with confmed unstable vertebral spine fractures or neurologic deficits

will be admitted to the critical care unit for monitoring. Stable vertebral spine
fractures with no other critical injuries will be admitted to a-odtical care unit.

P. All patients with ptentially unstable vertebral spine fractures or neurologic
deficits will receive mechanical or chemical thromboembolic prophylaxis.
Consult neurosurgery services prior to medication administration. (Refer to
Policy TRP-18).

Q. RN will ensure approprta multidisciplinary consultation is initiated within 24 to
48 hours of admission for SCI patients.

1.  Multi-disciplines (nursing, respiratory therapy, physical therapy and case
management) will initiate education within 24 to 48 hours from pe i
consultation as per multiisciplinary patient care plans otherwise known as
IPOC (Refer to Attachment BPatient Education Documentation form:
ASpi nal C duringg EMIRndpwintime events).

2. RN caring for patient will provide patient/family with the education
material within 24 to 48 hours from admissi¢firauma Service
Coordinator will provide the education material supplied by the Trauma
Department).
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ATTACHMENTS:
Attachment A: Spial Trauma Evaluation

Attachment B: Patient Education Documentation Form: Spinal Cord Injury
602-016m1401 (rev. 03/19)
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ATTACHMENT A: SPINAL TRAUMA EVALUATION

Part One: National Emergency XRadiography Utilization Study
(NEXUS) Criteria

Meets ALL Low-Risk Criteria? NEXUS Mnemonic
N 7 Neuro deficit

1. No posterior midline cervicd pi ne t ender r E-EtOH (alcohol)/intoxication

2. Noevi dence of intoxicati ol XTi eXtreme distracting injury(ies)
3. A normal | evel of al ertne Ui Unabletoprovide history

4. No focal neurologic defic (altered level of consciousness)
5. No painful distracting injuries S1 Spinal tenderness (midline)

7

No Diagnostic Imaging | Diagnostic Imaging | Requires:

Cervical collar with spine precautions
CT of cervical, thoracic and lumbar
spine
(See Part Two)

Ny

Part Two: After Diagnostic Imaging

4 )

Altered Mental Status

If diagnostic images (Plain films/CT Cervical Spine Reconstruction) are normi

and there is no pain on physical exam:
Clinically clear cervical spine precaution and discontinue cervical collar.

-

J

Consult Neurosurgery for any of the following:
1 Neurologic Deficit

1 Abnormal/Suspiciou€T

1 Pain on Physical Exam

Coma
MRI of cervical, thoracic or lumbar spine |
other diagnostic images demonstrate inju 140
per neurosurgery service recommendatio




EL PASO COUNTY HOSPITAL POLICY TR -P-8
TRAUMA DEPARTMENT EFFECTIVE DATE: 07/1995
LAST REVIEW DATE: 05/2019

SPINAL TRAUMA EVALUATION & MANAGEMENT GUIDELINE
ATTACHMENT B: PATIENT EDUCATION DOCUMENTATION FORM

Pshient Populstion:  Spinal Cord Injury
ProblemiContent Area Intzreaniion Leam
LEARMNING DEJECTIVES
At conchusion of teaching, patiant, family
member, andér sgniicant other should be able
s

Evaluation

L]

Comment

Meads
Edusation
Teaching
2z
ent
Signicant
CRner
Werolizes
Uniderstanding
Cemonsitates
Uniderstanding

Cates Iniaks

*These '8 suggested educational inerventions Preferances for learming:

andt may be modiad 0 meet indidual patisnt BWVerbal BVrtian B Visual Bl Cther

reets. (Chapter referances refar to the book Damo dasirs and mativation to leam:

Teg, ¥ou Canl. O Yes BMo

1. ldentifyidemonsirate mowledge Barriers towarde lsaming: B Mone
RIT spinal cord funclioning & 0 Religion B EmationProicty B Cogrifive
efizcts trauma kas on kow the O Walues'Belisf=0) Support SystHome Emiron.
body works [see chapier 1), B Physical O Communication B Language

- , 0 Literacy O Cultwral B Financial

2 Lﬁ'z:_wmm £ Developmertl Stapes
= Decrezsed sensafion
= Motoe deficits

= (Crthostatic hypolension
(zee chapter 3)

= [Demonsirate
perfiormance of BP
reading.

3. Explain Auloromic Dysrefleds, its
symploms, preveniive measwes, &
intemventions [zes chapier 11).

4 Peform ADLs fo include:
= EBathirg
= Grooming
= Turmirg
= Feeding

= Cfher seff-care achivities
{corsult with 0.7,

Cemonstrateverbalize knowledge
RIT (ze= chapier 2):

= Maintenance of kealthy skin

*  Pressue ulcers & prevention

Identify'demorsirate mowledge

RIT bladder maragement (se=

chapter 6]

= S5UT

= Iriermitient urnary
cafthetenzation

= Indweliing foley care
SIGMATURETITLE INIT SIGNATURETITLE INIT SIGNATUREITITLE MIT

i

=4

INSTRUGTIONS: 1-Indicate sducational neade with a check 2-Data, initizl sach entry 3- If category not applicable, smtar N in approprizte column.
Trinchima Mslluss= A-Andin Yiaual D-T stion_E-Exnlanstian H-Handeut_F-Faater Lesws M=Motaer. F-Father_D-Tauchter_O-Sicnifisant Dther. SreSnmmc._

Patient Information Sticker

Patient Education Documentation Form
Spinal Cord Injury

G02-018m1 401 {rew 0310
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Patient Populstion:  Spinal Gord Injury
Problern/Caortert Area Imieroerfion | Leamer | Evaluation
LEARMIMG DEJECTIVES W en en
Bt comclusion of teaching, pasiant, family ZEl B | m | u ﬁ E ﬁ
membear, andior signifizant other should be ¥ 3 f -§ -E E -Eé = # B # Comments
able “E| B |EC| & |50 8 Eﬁ
=] =1 =1
*These @' suggested educationd inerventions
anil may be modiied i meet individual patient
reeds. (Chapder referances redar to the book
¥ea, You Canj.
7. ldentify'demorstrate mowledge
R'T bowel management (ses
chapter T):
= Admiristrsfion of suppositodes
= Digital stirwlstion
= lszof stool sofiznarsbulk
products
8. |dentifyiverbalize knowiedos BT
[Mutritional Senices] - (see chapler
v Mutrtiontfiuid intake/Cat+
*  Maragement of
constipation/diarhea (zee chapber
41)
*  Wizighi management
= Adeguabe profein
9. Peformidemonsirsie care of
= PEG (eee elactronic madical
racord)
10, Perfamnidemorsiratz (Rehab Sewicas)
— [see chapter I):
= ROM exemises
= Posifioning
= Prevention of foot deop
= Trarsfer izchniques
= Spliniing
= Adapive equipment
= Swallowing techmigues
= Techmigues to facilitsbe
phonation throwgh
manipulation of rach, ie
finger occlusion'speaking
vahe
SIGNATURETITLE INIT SIGMATURETITLE INIT SIGMATURETITLE BT
INSTRUCTIONS: 1-Indicats educational neads with a check 2-Date. inifial sach entry 3- If catapory not applicabls. smtar MIA in appropriate column.

Trichma Melbesls_A-Awdio Yiaual D= atinn E-Exznl zan. H-Handout F-Faatcr Levnsr M=Mether F-Tather D-Dapchter O-SieniSicant Other 3n-Snousr
=

Patient Information Sticker

Patient Education Documentation Form
Spinal Cord Injury
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Patient Populstion:  Spinal Gord Injury

ProblemiContent Area

Irizreanion

Lesmer

Evaluation

LEARMING OSJECTIVES
AL conchusion o teaching, patient, family
member, sndéar sgniicant other should be able
o

Meads

Education

Cates/ Inials

Teaching
2z
Ent

Criner

Signicant

Veradizes

Understancing

Cemonsirates

Understancing

Comments

*These o' suggested educafiona interventions
and may be modided 1o meet inividual patient

resas. (Chapter referencea refer to the book
Y&a, fou Canl.

1. ldentify/demorsirate nowledge
RIT spinal cord functioning &
effects rauma has on how the
body works (see chapisr 1),

2. ldentifpdemorsiate safetly
measwres AT

Preferances for lsaming:
Dertal @Writtzn B Visual B Other
Damo dagire and mativation to lsam:
B Yes BMNo
Barrisrs towarde bsaming: B Mons
B Religicn B Emation/Aroiety 0 Cogrifve
B Values/Belisf=0 Support SystHome Emiron.
B Physical O Commurication B Language
B Liézracy B Culhwal B Financial
B Developmental Stages

=  Decreased sensafion
= Nator deficits
= Crthostafic hypotension
(see chagher 3,
= Demonstrate
performance of P
reading.

3. Explan Autonomic Dyseeflexia, its
symploms, prevenive measwes, &
interventions (ses chapler 11).

4 Pesform ADLs fo include:
= Eathirg
= Grooming
= Turmirg
=  Feeding

= Crher seffcare achivities
{corsult with 0L.T )

Cemonstrateiverbalize knoaledge

RIT (ze= chapier 2):

= Mainbenance of kealthy skin

= Pressure ulcers & prevertion

|dentifyidemorsirate mowledge

RIT bladder management (se=

chapter 6

= S5UM

= IrieAmitient urnary
cafetenzation

= Indwelliing fioley care
SIGNATURETITLE INIT

w

=8

SIGHATURETITLE IMIT SIGHATURETITLE MIT

INSTRUCTIONS: 1-Indicats sducational neade with a check 2-Dats, imitizl each entry 3- If category not applicable. amtar NIA in approprizte column.
Truchizu Msllussz A-Ardis Miaual DT stinn. E-Eznl H-Hzndont_F-Faaker Lesmst M-Mother F-Father_D-Raurhter_Cr-Siznifiant Qther. Se-Snanss._

Patient Information Sticker

Patient Education Documentation Form
Spinal Cord Injury

802-018m14-0H {rev D318
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