STATE TRAUMA ADVISORY COUNCIL
MEETING MINUTES

April 4, 2012
Sheraton-Madison
Noon – 2:00pm

STAC Members Attending:  Ann O’Rourke, MD, Jason Selwitschka, EMT-P, Cheryl Paar, RN, Dan Diamon, EMT-P, Paul Reckard, MD,  Tom Thelen, RN, Marshall Beckman, MD, Dave Schultz, MD., Brenda Fellenz, RN, Alex Beuning MD, Mary Anderson RN, Annette Bertelson RN, Thomas Derrig MD.
STAC Members Absent:  None
STAC Vacancies:  None 
DHS Representatives:  Jenny Ullsvik, Section Chief, Emergency Health Care and Preparedness, Marianne Peck RN, State Trauma Coordinator; Kevin Wernet, Director, Wisconsin Hospital Emergency Preparedness Program (WHEPP); Diane Christen, Director, Bureau of Communicable Diseases and Emergency Response; Brian Litza, EMS Unit Supervisor, Helen Pullen, EMS Licensing Specialist, Chuck Happel EMS, Paul Wittkamp EMS, Ray Lemke EMS, Fred Hornby (live-meeting), EMS.
I. Introductions:  Meeting called to order by Marshall Beckman and Troy Haase (Co-Chairs for joint EMS/STAC meeting) at 1210pm.  Introductions of EMS Board and STAC around the table.  STAC recognized the addition of three new members:  Mary Anderson RN, Pediatric Trauma Coordinator, American Family Children’s Hospital, Annette Bertelson RN, Trauma Program Manager, Froedtert Hospital, Milwaukee and Thomas Derrig MD, Trauma Medical Director, Aurora-Summit.
II. New Triage and Transport Guidelines:  
Presentation: Brooke Lerner, PhD. Associate Professor and Research Director, Department of Emergency Medicine, Medical College of Wisconsin. CDC/ACS “2011 Guidelines for Field Triage of Injured Patients” with a comparison to Wisconsin’s guidelines.  
Disclosure:  Brooke received funding from Zoll Medical, the Department of  Defense, HRSA and the State of Wisconsin, none of which is relevant to the presentation.  She also received grant funding from CDC to study trauma triage in both adults and children and is a co-author of the 2012 MMWR which presents the new 2011 triage guidelines of which she served on the expert panel. 

History:  Originally created in1987 and updated regularly in conjunction with the ACS Resources for Optimal Care manual.  In 2005 the CDC partnered with the ACS Committee on Trauma (COT) to update the guidelines and review literature by convening a national expert panel that represented all aspects of trauma as individuals not as representatives of any organization. The 2005-2006 recommendations were released 2009.  CDC continued to work with stakeholders compiling research and created the new guidelines released in January, 2012.    
A. Changes:  (not all of them)
· Step 1:  Physiologic criteria: 
· GCS changed from < 14 to <13.  

· Added “need for ventilatory support.”  
· Step 2:  Anatomy criteria: 

· “Chest wall instability or deformity” rather than flail chest which is not always identified in the field.
· Clarification of the “transition boxes.”  What to do when the answer is “yes” to the criteria.  What if a trauma center is not readily available?  What does higher level of trauma center mean?  The criteria identifies the most severely injured patients.  Highest level of care should be defined in the regional trauma system.  
Step 3:   Mechanism Criteria:  Most of mechanism changes occurred in 2005-2006 guidelines. 

· Intrusion includes the roof, mechanism goes into the compartment.

· Transition box:  Depending on the defined regional trauma system, the patient may not be transferred to a highest level trauma center.

Step 4:  Special patient or system considerations:
· Recent data comparing young adults to the older adult with the same injury, the older adult tends not to be transferred to a trauma center.  This section serves as a reminder that low impact and normal vitals may be significant for older adults as well as traumatic brain injured patients at a high risk for rapid deterioration if on anticoagulants.  
· Last transition box is more about special considerations rather than trauma centers.  

B. Endorsement:  Federal Interagency Committee on EMS (FICEMS) (which includes EMSC) as well as 37 national and regional organizations endorsed these guidelines.  NHTSA is not an endorsing agency.  
C. Guidelines versus protocol:  New guidelines created with “one size does not fit all” mentality based on previous guidelines, research and science.  The federal level cannot address all unique issues for each state; for example, Colorado’s mountains or Hawaii’s islands.  The intention is for states to adopt the 2011 guidelines and develop local and regional protocols based on their own uniqueness.  RTACs should create and adopt a field triage guideline that meets the needs of their areas and include EMS medical directors in those discussions (which is challenging).  The guidelines may be more restrictive but not less than the new 2012 Wisconsin guidelines.   According to Brian Litza, each service must have a protocol they follow in their operational plan.  
D. Under-triage:  Brooke interviewed 11, 892 EMS providers who brought injured patients to one of three trauma centers in Milwaukee, Rochester and outside Detroit. Applying 1999 criteria and then 2006 criteria, 12% fewer people using 2006 criteria are selected for transport to a trauma center.  Looking at the use of resources at a trauma center, for example, did the patient have surgery in the first 24 hours, did they get admitted to an ICU or did they die, there was approximately a 6% under-triage rate out of the 11,892.  The goal is a 5% under triage rate-a mark rarely hit. According to Mackenzie’s article (see attachment), mortality is significantly lower when care for a severe trauma occurs at a trauma center.  Another example:  Brooke’s data had 623 rollovers.  When you take out the physiologic and anatomic criteria you are left with 523 who met just mechanism of injury and 25 of those needed the resources of a trauma center. Twenty would have been picked up by other mechanisms. Removing the rollover criteria reflected less than 1% under-triage rate by removing rollover.  Same results when examining number of quarter turns – reflected in other criteria. Bottom line, roll-over is not a good predictor.

E. Initial airway for Wisconsin’s guidelines:  Airway was not a part of past CDC guidelines.  Brooke plans to share Wisconsin’s version with the expert panel.  Currently Wisconsin’s step 1 is:  “Assess airway:  Patient has a protected airway or able to insert a functioning advanced airway.”  This was added to ensure if a trauma patient cannot ventilate then should be transported to the closest facility regardless of the trauma level.  Further discussion included combitube, an advanced airway but may not be “protected” if it is in the esophagus vs. the trachea and may have a higher risk of aspiration.  Combitubes not used for pediatric patients and therefore would need to stop at the closest facility anyway.  Other considerations included transport times to a trauma center.  Not just ventilating but adequately ventilating is more important with an end tidal CO2 of 35 – must exchange gases. “Is the patient ventilating or can the patient be ventilated.”  

F. Pediatrics:  As a representative of EMSC, Dr. Michael Kim reminded the group that we need to factor in questions of equipment available for pediatrics and how to use the equipment in the field and hospital.  Question:  What is the defined age for pediatrics?  Many definitions-“it depends.”  Tend to refer to < 18 but consider size and weight.  Recommended to keep pediatric triangle in the guidelines.  
G. Motions made from STAC and EMS Board with a second, included: 
· Revise the current State of Wisconsin Trauma Field Protocol step 1 to:  “Is the patient ventilating or can the patient be ventilated?” 
· Adopt all red measures recommended in the review of the 2011 CDC guidelines.

· Retain all green measures in the review of the Wisconsin field triage protocol.  
· Include the new transition boxes. 

· The final document will be sent to all members of STAC and EMS Board with a turn-around time for approval of fifteen days; then guidelines will be considered approved by the boards.  
H. Discussion:  If the 2011 CDC guidelines are not adopted as is, we lose the ability to use the materials created for educational purposes.  There is also a Smart-application created.  We are establishing a standard of care in Wisconsin so regardless if you call it a protocol or guideline and who adopts them, if you deviate you should have a good reason for doing that and it is what services will be measured against.  
I. All motions approved by STAC and EMS Board.

III. EMS involvement in the Regional Trauma Advisory Councils (RTAC):
A. How do we engage EMS in the trauma system and RTAC’s?

B. What objectives/events would the EMS board like to see in the RTAC’s?

      Discussion around A, B and C were jointly discussed and included:
· The trauma registry data and the new field triage guidelines may encourage more EMS participation. 
· RTAC’s can serve as a conduit and opportunity for increasing communication and issues that occur particular to regions. Important to reach out to field providers not just service directors and more ED physicians could reach out to EMS Medical Directors.
· Treatment of the EMS providers upon arrival at facilities is very important.  It is imperative that hospital staff are respectful and listen to the EMS information.  EMS is an essential part of the patient’s “story.”  Multi-casualty events and training brings more people to the table.  Feedback to the EMS services is important and a reminder that EMS should be part of the hospital’s performance improvement program.  Some hospitals have reported they are receiving the pre-hospital reports in a more timely manner.
· Performance improvement should include cases across the whole spectrum of care and as Dr. Cady reminded the group, RTACs are an excellent foundation for projects to be accomplished for EMS and trauma.  In the future, the trauma system may be a role model of how stroke/cardiac response could play out regionally.  Important to engage field providers not just services.  RTAC coordinators already reach out using the Trauma Basics course as well as their website.  Further discussion included the difficulty these days to get volunteers to the table due to the demand EMS feel is placed on them to get to trainings, meetings and second jobs many have.  EMS Board has a recruitment/retention committee looking at some of these issues.
IV.  Future cross-cutting issues between EMS and Trauma:  
A. Performance Improvement for EMS in the trauma system.  
See information above
V. Next Joint Meeting:  October 10, Location to be determined.  Meeting adjourned at 1410.
VI. Next STAC Meeting:  June 6, 2012 at the Sheraton Hotel, Madison.  Topic:  Presentation of Trauma Activation Fees.
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