Sample Pediatric Trauma Activation Criteria # 4

Michigan Trauma Coalition Trauma Activation Criteria Disclaimer Statement

The Michigan Trauma Coalition (MTC) is a non-profit, membership organization comprised of trauma
centers, health care professionals and organizations dedicated to reducing traumatic injuries while developing better
care and treatment for trauma patients in Michigan. The trauma activation criteria presented on MTC's website are
for informational purposes only and are not meant as advice of any kind. Please consult your legal counsel before
implementing any trauma activation criteria or guidelines.  The trauma activation criteria presented on MTC's

website are examples only and are not intended to replace clinical judgment.

MTC makes no representations or warranty, express or implied, about the trauma activation criteria or any
other items used either directly or indirectly from MTC’s website, and reserves the right to makes changes and
corrections at any time, without notice. MTC accepts no liability for any inaccuracies or omission in the trauma
activation criteria or in MTC’s website. Any decisions you make based on information contained in the guidelines or
MTC’s website are solely your responsibility. MTC accepts no liability for any direct, indirect, special, consequential
or other losses or damages of whatsoever kind arising out of access to, or the use of the trauma activation criteria or
MTC’s website. MTC does not assume any legal liability or responsibility for the accuracy, completeness, clinical
efficacy, and effectiveness of the trauma activation criteria hosted on MTC’s website. The hosting of these activation
criteria should not be considered an endorsement of its content, product, or apparatus or refutation of any alternate

management strategy.

By using MTC's website, you agree that the exclusions and limitations of liability are reasonable. If you do
not agree, you must not use the MTC website, including the activation criteria. No materials, including the activation
criteria from the MTC website, may be reproduced, republished, posted, transmitted, or distributed in any way. The
use of any such material for any other reason, on any other website, or the modification, distribution, or republication

of this material without prior written permission of MTC, is strictly prohibited.

Clinical Guideline

Subject: Pediatric Trauma Activation Criteria
Last Reviewed / Revised Date:6/19/14




Purpose: Define criteria and processes for pediatric trauma activation; applies to any pediatric trauma
patient under the age of 18 years.

Responsibility: Physicians, physician assistants, nurse practitioners, registered nurses, unit secretaries
Guideline Content

Level 1 trauma team activation “Trauma Code” criteria:

Intubated, assisted ventilation, or respiratory distress

Confirmed hypotension

Transfer patients requiring blood or with persistent hypotension/tachycardia
Glasgow Coma Score <12

Presence of paralysis or loss of sensation

Penetrating injury to the head, neck, torso and/or abdomen

Partial or complete amputation proximal to wrist or ankles and/or loss of distal pulse
Discretion of ED physician or designee

Level 2 trauma team activation criteria:

Does not meet any Level 1 criteria, plus any of the below:

Two or more long bone fractures

Pregnancy greater than 20 weeks (notify Maternal-Fetal Medicine staff (XXXX) prior to arrival)

Ejection from vehicle . }

. : Resp distress:
Death of occupant in same vehicle 0-5 months: RR<20
Auto versus pedestrian or bike/motorcycle > 6 months — 12 yrs: RR<16
Falls > 10 feet (or twice patient’s height) >13yrs: RR<12
Discretion of ED physician or designee Hypotension:

0-5 months: SBP<60

Level 3 trauma team “Evaluation” criteria: 26 months — 5 yrs: SBP< 70
Does not meet any Level 1 or Level 2 criteria 26 vrs:  SBP<80

Consult the pediatric trauma service for any patient with multisystem trauma injuries requiring trauma
evaluation, including suspected non-accidental trauma, non-isolated severe traumatic brain injury, and
injured patients requiring admission to non-surgical services. Any patient with a trauma mechanism
transferring from the scene or an emergency department should be seen first in the Emergency
Department.

Activation Process:

Upon receiving notification of a patient meeting criteria for pediatric trauma activation, a trauma team
activation process will be implemented. The pediatric group paging system will be used. The emergency
department unit secretary will send the activation page at the direction of the emergency department




physician or charge nurse. The group page message will identify “PEDIATRIC TRAUMA GROUP” and
include a numeric code for trauma activation level, destination, and estimated arrival time.
Example: 1*1680*2130 — Level 1 Trauma Code at Trauma Bay arriving at 2130
2*71090*0100 — Level 2 activation at ED arriving at 0100

Level 1 trauma team activation “Trauma Codes” with advance notice will be directed to and initially
managed in the XXXX Trauma Bay. The adult trauma surgeon and trauma team will respond to all Level 1
Trauma Codes to the department indicated by the pager and will manage patient care. The adult trauma
surgeon will be relieved after giving report to the pediatric trauma surgeon. When the pediatric trauma
surgeon is physically present, the location of the trauma code may be at their discretion, in consultation
with the ED physician. A patient may be upgraded at any time using the above process.

Response Times:

Level 1 trauma team activation “Trauma Code:”

Pediatric trauma surgeon and trauma team must report to the bedside immediately. If unable to
immediately attend the activation, the pediatric trauma surgeon must call the adult trauma surgeon (XXX-
XXXX) to communicate his or her arrival time.

Level 2 trauma team activation “Immediate Trauma Consulit:”

Trauma team must report to the bedside immediately. Discussion of the patient will then occur within 15
minutes of notification, directly between the trauma surgeon, the emergency attending, and the trauma
resident. The emergency department physician will manage patient care until relieved by the pediatric
trauma surgeon or another admitting physician. Patient may only be downgraded to an evaluation or
consult by the attending present at the bedside of the patient. Documentation of the notification and
response from the trauma surgeon will be documented in the EMR by the emergency department team for
performance tracking.

Level 3 Evaluation “Trauma Consult:”

Response to trauma evaluation will be per Medical Staff Rules and Regulations for consults.

Triage:

Triage decisions should be documented by attending physician making the decision. Over-triage, under-
triage, response times, and other performance improvement measures will be reviewed according to the
American College of Surgeons recommendations and the pediatric trauma program performance
improvement plan.
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