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The State of Michigan (SOM) Level IV Trauma Facility Criteria Guidelines 
have been adapted in part from the American College of Surgeons 
Committee on Trauma Resources for Optimal Care of the Injured Patient 
2022 Standards. To maintain consistent formatting the SOM standards are 
numbered in the same format as the ACS standards but not always the 
same number or sequence. There are criteria specific to Level IV, they are 
numbered with the criteria number and a 4 in parenthesis. The 
Administrative Rules criteria is noted as “MI-CD” followed by a number. 
 
The graphics and tools included are from several sources and the links for 
those sources have been included in the document. MDHHS will not be 
responsible for links that are not active, or references and sources that 
have not been maintained or updated after the publication date of this 
document. Document updates and changes will be published in a change 
log.  
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Level Requirements Description of Requirements Type 
IV Administrative 

Commitment 
MI 1.1 

In all trauma centers, the institutional governing body, hospital leadership, 
and medical staff must demonstrate continuous commitment and provide 
the necessary human and physical resources to properly administer trauma 
care consistent with the level of verification throughout the verification cycle. 

I 

 Additional 
Information  

1. Human resources include physicians, registered nurses, advanced 
practice providers (APPs), physician assistants, coordinators, and 
so forth. 

2. This standard fully encompasses all staffing needs, physical 
structures, space allotments, and equipment needed for a trauma 
center to function optimally. 

 

 Measures of 
Compliance 

• Hospital administrative governing authority approval of the 
establishment of the trauma center at the level specified and of the 
application for verification. 

• Commitment to adherence to the standards required for the level of 
verification. 

• Commitment to ensuring that the necessary personnel, facilities, 
and equipment are made available to support adherence to the 
standards. 

• Signed letter of support from administrative governing authority that 
is dated during the designation cycle. 
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Level Requirements Description of Requirements Type 
IV State and 

Regional 
Involvement  
MI 2.1 

All trauma centers must participate in the regional statewide trauma 
system. 

II 

 Additional 
Information 

Examples of participation may include, but do not need to be all of the 
following: 

1. Participation in state and regional trauma advisory committees. 
Committees 

2. Leadership in regional/state committees and RPSRO committee 
as appointed. 
Regional Trauma Networks 

3. Collaboration with regional trauma advisory committees, EMS, 
and/or Medical Control Authorities to promote the development of 
state and regional systems. 
Medical Control Authority Resources 

4. Participation in education to promote and develop trauma 
systems. 

5. Participation in state and regional trauma needs assessment or 
injury surveillance. 
System Resources and Reports 

6. Participation in the development of a state or regional trauma plan 
or state trauma registry. 
Trauma Registry 

7. Sharing of best practices, technical assistance and educational 
offerings to hospitals and their providers within the region to 
improve system performance. 

 

 Measures of 
Compliance  

Written documentation that demonstrates participation: 
• Meeting agendas 
• State and regional committee appointments 
• Examples of regional participation in education, data sharing, 

injury prevention initiatives and performance improvement 
projects. 

 

IV  Hospital 
Regional 
Disaster 
Committee  
MI 2.2 

All trauma centers must participate in regional disaster/emergency 
management committees, health care coalitions, and regional mass 
casualty exercises.  
ASPR TRACIE | Healthcare Emergency Preparedness Information 
Gateway (hhs.gov) 

II 

 Additional 
Information 

The trauma program must participate in one hospital drill or disaster plan 
activation per verification cycle that includes a trauma response and are 
designed to refine the hospital’s response to mass casualty events. 
Tabletop exercises are acceptable for the hospital drill. 
Health Care Preparedness Planning (michigan.gov) 

 

 Measures of 
Compliance  

• Attendance records from: 
• Disaster/emergency management committee meetings 
• Health care coalition meeting 
• Regional mass casualty exercises  
• Proof of attendance in one regional exercise                          

 

https://www.michigan.gov/mdhhs/doing-business/trauma/committees
https://www.michigan.gov/mdhhs/doing-business/trauma/regional
https://www.michigan.gov/mdhhs/inside-mdhhs/legislationpolicy/ems/np-medcontrol
https://www.michigan.gov/mdhhs/doing-business/trauma/systemsupport
https://www.michigan.gov/mdhhs/doing-business/trauma/registry
https://asprtracie.hhs.gov/
https://asprtracie.hhs.gov/
https://www.michigan.gov/mdhhs/safety-injury-prev/publicsafety/ophp/healthcareplanning
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IV Disaster 
Exercise 
Participation  
MI 2.3 (4) 

The facility must participate in regional disaster management plans and 
exercises. 

II 

 Additional 
Information 

Proof of attendance in one regional exercise could be included in the site 
visit presentation. 

 

 Measures of 
Compliance  

• Attendance records for hospital exercises 
• Information included in site visit power point presentation 

 

IV Trauma 
Multidisciplinary 
Performance 
Improvement 
(PI) Committee 
MI 2.4  

All trauma centers must have a trauma multidisciplinary performance 
improvement committee chaired by the Trauma Medical Director (TMD).  

I 

 Additional 
Information 

1. Meetings do not have to be in person. 
2. Attendance records and minutes separate and specific to the 

trauma PI meeting must be kept, even if it is part of overall hospital 
PI meetings. 

 

 Measures of 
Compliance 

• A guidance document that defines the committee’s scope, 
membership, frequency of meetings, and decision-making 
process. 

• Meeting minutes and attendance records from the trauma 
multidisciplinary PI committee meetings during the reporting 
period.  

 

IV Trauma Medical 
Director 
Requirements 
MI 2.5 

A TMD and TPM/TPC knowledgeable and involved in trauma care must 
work together with guidance from multidisciplinary PI committee to: 

• Identify events 
• Develop corrective action plans 
• Ensure methods of monitoring and reevaluation 

 
The TMD must have sufficient authority to:  

• Set the qualifications for physicians, including individuals in 
specialties that are routinely involved with the care of the trauma 
patient.    

II 

 Measures of 
Compliance 
 

• Written documentation of roles and responsibilities of the TMD 
• Evidence of ATLS certification 
• Schedules showing TMD participating in care of patients at center 

they direct 
• Pre-review questionnaire documentation 
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IV Trauma Medical 
Director 
Responsibility 
and Authority  
MI 2.6 

In all trauma centers, the TMD must be responsible for and have the 
authority to: 

1. Develop and enforce policies and procedures relevant to care of 
the injured patient. 

2. Ensure providers meet all requirements and adhere to institutional 
standards of practice. 

3. Work across departments and/or other administrative units to 
address deficiencies in care. 

4. Chair of the Multidisciplinary Performance Improvement committee 
with 50 percent attendance.  

5. Determine (with their liaisons) provider participation in trauma 
care, which might be guided by findings from the PI process or an 
Ongoing Professional Practice Evaluation (OPPE). 

6. Oversee the structure and process of the trauma PI program. 
• Regular dedicated time with TPM/TPC for case review. 
• Thorough secondary review of cases with documentation 

and recommendations.  
• Advancement of cases to tertiary review. 
• Preparation of case review for multidisciplinary committee. 
• Evidence of timely performance improvement 

documentation to assist with loop closure/event resolution 
after the secondary review. 

• The TMD should not review their own cases. These 
reviews should be done by another physician on the panel.  

 
The TMD and the TPM/TPC must have the authority and be 
empowered by the hospital governing body to lead the program. 

II 

 Measures of 
Compliance 

• Written documentation of roles and responsibilities of the TMD  
• Proof of participation in OPPE 
• Meeting attendance records  
• Scheduled/allotted time for PI review with TPM/TPC 
• Clear documentation of PI review/input 
• Evidence of participation in loop closure/event resolution 
• Pre-review questionnaire documentation 

 

IV Trauma 
Program 
Manager/ 
Coordinator 
Requirements 
MI 2.7 

The trauma program manager/coordinator must be either a registered 
nurse, paramedic, or advanced practice provider with emergency 
and/or trauma care experience. The manager/coordinator’s job 
description must define the roles and responsibilities for the management 
and leadership of the trauma program and the trauma performance 
improvement process. 
 
In all trauma centers, the TPM/TPC should fulfill the following 
requirements: 

1. Have staff commitment* to the trauma program. 
• In programs with 200 - 300 registry entries meeting 

NTDS/State criteria, the TPM/TPC must dedicate 0.5 FTE 
to trauma program management responsibilities. 
 

II 
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• In programs with greater than 300 registry entries meeting 
NTDS/State criteria, the TPM/TPC must dedicate a 1.0 
FTE to trauma program management responsibilities. 

 
*At least 50 percent of the TPM/TPC’s time must be spent on TPM/TPC 
related activities as outlined below (this should exclude clinical hours). 
The remaining time must be dedicated to other roles within the trauma 
program. 
 
TPM/TPC Multiple Facility Management Responsibilities: 

1. It is recommended that a Level III TPM/TPC should not manage 
more than one Level III facility. If they are directed by their health 
system to manage additional programs it is recommended that 
they only manage one additional Level IV facility. 

2. It is recommended that a Level IV TPM/TPC should not manage 
more than 2 Level IV facilities. 

3. Factors to consider when determining staffing assistance for a 
TPM/TPC managing more than one program: 

• Patient volume 
• Duties required outside of trauma program activities (ER 

manager, disaster preparedness, nursing supervisor, etc.) 
• Trauma registry work and number of entries meeting NTDS 

criteria 
• Time needed for PI activities 
• Time needed for PI meetings for each site (4 meetings per 

site) 
• Time needed for injury prevention activities 
• Participation in regional meetings and activities 
• Drive time to individual facilities/ability to spend time with 

each trauma program 
4. Staffing for the trauma registry and performance improvement 

must be based off a combined total number of registry entries 
for all programs managed. 

5. There must be at least a 0.5 FTE dedicated performance 
improvement personnel* when the annual registry entries 
meeting NTDS/State criteria exceed 500 patients (this may be 
the TPM/TPC).  

6. If the combined facility registry entries exceed 1000 registry 
entries meeting NTDS/State criteria, the trauma center must have 
a 1.0 FTE PI personnel. This cannot be the TPM/TPC. 
 

 Additional 
Information 

1. The TPM/TPC assumes day-to-day responsibility for process and 
PI activities as they relate to nursing and ancillary personnel 
involved in the care of trauma patients.  

2. The TPM/TPC’s role also includes partnering with the TMD in the 
development of policies and oversight of the program.  

3. A TPM/TPC that manages more than one facility needs to 
consider staffing assistance for either registry or PI. 
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 Measures of 
Compliance 

• Written roles and responsibilities of the TPM/TPC. 
• Written document that outlines the percentage of time TPM/TPC is  

 spending on key job elements:  
o Administrative time 
o Operational duties (day to day) 
o PI activities 
o Education 
o Injury prevention 
o Registry work 
o Regional activities 
o Non-trauma activities 

• Trauma Registry entry concurrent, defined as having a minimum 
of 80 percent of patient records completed within 60 days of the 
patient discharge date. 

• Time for review to closure of non-complex PI cases should be 90 
days    

• Attendance records from regional meetings 
• Evidence of participation in regional and community injury 

prevention. 
• Evidence of updated policies, procedures and clinical guidelines 

per hospital policy. 
• Pre-review questionnaire documentation 

 

IV Injury 
Prevention 
Program  
MI 2.9 

1. There must be someone that has injury prevention as part of his or 
her job description. This may include the TPM/TPC. 

2. Must have an organized and effective approach to injury 
prevention and must prioritize those efforts based on local trauma 
registry and epidemiologic data.  

3. The program should implement at least two activities over the 
course of the verification cycle; one regional project and one 
facility project. 

II 
 
 
 
 

 

IV MI CD 3-1 Failure of the healthcare facility to participate in the Regional Trauma 
Network Injury Prevention work plan and initiatives is considered a critical 
deficiency. 

I 

 Additional 
Information 

Examples of injury prevention areas of focus could include: 
1. Fall prevention 
2. Motor vehicle occupant safety 
3. Child passenger safety seat education 
4. Distracted driving 
5. Violence intervention and screening programs 
6. Firearm injury prevention programs 
7. Motorcycle and bicycle safety/helmet initiatives 
8. Pedestrian safety 
9. STOP THE BLEED® program as a community engagement 

strategy 
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 Measures of 
Compliance 

• Program objectives and deliverables for each injury prevention 
activity. 

• Any materials (including posters, flyers, press releases, etc.) 
relevant to the injury prevention initiatives. 

• Evidence of participation in at least 1 regional injury prevention 
activity and/or meeting attendance, along with facility injury 
prevention programs. 

• Provide documentation from any regional IP activities the center 
participated in. 

 

IV Organ 
Procurement 
Program  
MI 2.10 

In all trauma centers, an organ procurement program must be available 
and consist of at least the following: 

1. An affiliation with an organ procurement organization (OPO). 
2. A written policy for notification of the regional OPO. 
3. Protocols defining clinical criteria and confirmatory tests for the 

diagnosis of brain death. 

II 

 Measures of 
Compliance 

• OPO affiliation agreement 
• Regional OPO notification policy 
• Protocol for brain deaths 
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Level Requirements Description of Requirements Type 
IV Blood Products/ 

Laboratory  
MI 3.3 

24-hour availability of a laboratory capable of: 
• Equipment available for analysis of blood, urine, and other body 

fluids, including micro sampling 
• If utilizing point of care testing the facility must have a policy for 

lab analysis off site for those tests not available by point of care 
testing. 

 
Facilities must have the ability to perform all labs needed for the 
trauma patients. 

I 

 Measures of 
Compliance  

• Evaluated during the site visit process 
• Equipment and staff capable of meeting requirement 
• Blood product availability supports MTP  

 

 

IV Medical Imaging 
MI 3.4 

Conventional radiography must be available in all trauma facilities 24/7.  
 

I 

 Additional 
Information 

Timeliness in which the study is performed depends on patient need. 
Review of delays in imaging that might have affected patient care are a 
component of the PI program. 

 

 Measures of 
Compliance  

• Equipment evaluated during site visit process. 
• Policies and procedures ensuring availability of services 
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Level Requirements Description of Requirements Type 
IV Trauma 

Surgeon 
Requirements  
MI 4.1 

Trauma surgeons who are involved in the care of trauma patients must 
meet the following qualifications: 

1. Complete the ATLS course at least once. 
2. Have privileges in general surgery. 
3. Hold current board certification or board eligibility in general surgery 

or have been approved through the Alternate Pathway. 
4. For the highest level of activation, at least 80 percent of the time, the 

trauma surgeon must be at the patient’s bedside within 30 minutes 
of patient arrival.  
 

Note: This criterion applies to trauma facilities that have trauma surgeons on 
their trauma call panel.  

II 

 Additional 
Information 

If general surgeons participate in trauma care this should be defined in the 
center’s policies. 
Non-Board-certified surgeons and physicians that have not received their 
training in the US or Canada must be able to document the following to be 
included on the trauma panel: 

• Training program is consistent with the length of training in the US 
• Current in Advanced Trauma Life Support training 
• 48 hours in trauma related CME within the past three years 
• Present for at least 50 percent of the trauma education and 

performance improvement meetings 
• Participate in local, regional (Michigan Criteria) or national meetings 
• Provide a list of patients treated for injury in the last year with 

corresponding injury severity  
• score and outcome data 
• Morbidity and mortality results compared against other members of 

the call panel (report card) 
• Licensed and approved for full unrestricted privileges by the facilities 

credentialing committee 
• Care given is deemed adequate by the site reviewer 

 

 Measures of 
Compliance  

• Evidence of ATLS certification 
• Credentialing letter 
• Evidence of board certification, board eligibility, or Alternate 

Pathway approval 
• Pre-review questionnaire documentation 

 

IV Emergency 
Department 
Physician 
Requirements  
MI 4.7 

In all trauma centers, emergency medicine physicians involved in the care 
of trauma patients must have completed the ATLS course at least once. 
Physicians who are board certified or board-eligible in a specialty other than 
emergency medicine must hold current ATLS certification. 

1. A Level IV facility must have 24-hour emergency coverage by a 
physician or advanced practice provider. 

2. The emergency department at Level IV centers must be 
continuously available for resuscitation, with coverage by a 
registered nurse and physician or advanced practice provider, and it 
must have a physician director. 

II 
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 Measures of 
Compliance  

• Evidence of ATLS certification (taken once) for board 
certified/eligible emergency department physicians.  

• Evidence of current ATLS certification for physicians who are board 
certified or board-eligible in a specialty other than emergency 
medicine. 

• Pre-review questionnaire documentation 

 

IV Allied Health 
Services - 
Respiratory 
Therapy  
MI 4.16 

Level IV trauma centers must have the staff to provide respiratory services 
24 hours a day.                                                                                                                                                 

II 

 Measures of 
Compliance 

• Description of the model of coverage. Does not need to be a 
registered respiratory therapist 24 hours a day. 

• Training provided to those staff, other than licensed RT staff, 
responsible to provide respiratory services. 

 

IV Advanced 
Practice 
Providers  
MI 4.18 

In all trauma centers, surgery and/or emergency department APPs who are 
clinically involved in the initial evaluation and resuscitation of trauma 
patients during the activation phase must have current ATLS certification. 

II 

 Additional 
Information 

This standard is not applicable to the following: 
1. APPs for orthopedic surgery 
2. CRNAs 

 

 Measures of 
Compliance 
 

• List of trauma/emergency department APPs 
• Evidence of current ATLS certification for each trauma/ emergency 

department APP listed 
• Pre-review questionnaire documentation 

 

IV Trauma 
Registry 
Staffing 
Requirements  
MI 4.19 

Each healthcare facility is required to designate a person responsible for 
trauma registry activities. This person should have minimal training 
necessary to maintain the registry.  This need not be a dedicated position.   

• There should be at least a 0.5 FTE hours dedicated to the trauma 
registry if the combined facilities have 200-300 annual registry 
entries meeting NTDS/State criteria.  

• If the annual combined facility registry entries meeting NTDS/State 
criteria exceeds 300, staffing should be adjusted accordingly. 

II 

IV MI CD 1-4 Failure of the healthcare facility to designate a person responsible for 
trauma registry activities shall be considered a critical deficiency. 

I 

 Additional 
Information 

1. Trauma centers must take into account the additional tasks, beyond the 
abstraction and entry of patient data, that are assigned to the registrar. 
Processes such as report generation, data analysis, and meeting 
various submission requirements will decrease the amount of time 
dedicated to the meticulous collection of patient data. 

2. Electronic downloads into the trauma registry also create additional 
tasks, as does ongoing data validation before data acceptance.  

3. Additional staff may be required to perform these tasks to ensure the 
integrity and quality of registry data, which are used for prevention, PI, 
and other essential aspects of the trauma program.  

 

 Measures of 
Compliance 

• Staff assigned to registry activities or percentage of time TPM/TPC 
spends performing registry duties. 

• Evidence of registrar or TPM/TPC attendance at registry course.  

 



Patient Care
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Level Requirements Description of Requirements Type 
IV Clinical Practice 

Guidelines 
MI 5.1 

All trauma centers must have evidence-based clinical practice guidelines, 
protocols, or algorithms that are reviewed at least every three years. The 
hospital must have a policy describing: 

1. The types of trauma patients considered for admission. 
2. The specialties responsible for admitting and providing consults. 
3. Guidelines that focus on managing different types of injuries and 

patient populations. 
4. The expectations for monitoring patients for deterioration. 
5. Procedures to ensure that, in the event of deterioration, patients 

admitted for trauma care are transferred to an appropriate 
tertiary facility for care. 

II 

 Additional 
Information 

Trauma programs must use clinical practice guidelines (CPG), protocols, 
and algorithms derived from evidenced-based validated resources.  
Institutional guidelines should be established according to the most 
current available peer-reviewed literature and clinical experience and/or 
recommendations from the State Trauma Advisory and Designation 
committees. Once implemented, trauma programs should track 
compliance with their clinical practice guidelines, protocols, and/or 
algorithms and ultimately monitor them for effects on outcome. Examples 
of such activities include the following: 

• Massive transfusion 
• Assessment and clearance of the cervical spine 
• Management of severe traumatic brain injury 
• Reversal of oral anticoagulants 
• Antibiotic administration 
• Geriatric trauma care 
• Pediatric trauma care 

 
The hospital must have a policy describing: 

• The types of trauma patients considered for admission. 
• The specialties responsible for admitting and providing consults. 
• The expectations for monitoring patients for deterioration. 
• Procedures to ensure that, in the event of deterioration, patients 

admitted for trauma care are transferred to an appropriate tertiary 
facility for care. 

 
The American College of Surgeons has resource materials to help 
trauma centers develop CPGs. These resources can be found at: 
 
 ACS TQP Best Practices Guidelines | ACS (facs.org) 
 

 

 Measures of 
Compliance 

Clinical practice guidelines, protocols, or algorithms with date of last 
revision. 

 

https://www.facs.org/quality-programs/trauma/quality/best-practices-guidelines/
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IV Levels of 
Trauma 
Activation 
MI 5.3 
 

In all trauma centers, the criteria for tiered activations must be clearly 
defined. For the highest level of activation, the following eight criteria 
must be included: 

1. Confirmed blood pressure less than 90 mm Hg at any time in 
adults, and age-specific hypotension in children 

2. Gunshot wounds to the neck, chest, or abdomen 
3. GCS less than 9 (with mechanism attributed to trauma) 
4. Transfer patients from another hospital who require ongoing 

blood transfusion. 
5. Patients intubated in the field and directly transported to the 

trauma center. 
6. Patients who have respiratory compromise or are in need of an 

emergent airway. 
7. Transfer patients from another hospital with ongoing respiratory 

compromise (excludes patients intubated at another facility who 
are now stable from a respiratory standpoint) 

8. Emergency physician’s/Advanced Practice Provider’s discretion 

II 

 Additional 
Information 

1. The trauma program may include additional criteria such as: 
o Geriatric specific criteria 

                                best-practices-guidelines-geriatric-trauma.pdf  
o Pediatric specific criteria 

Field Triage Guidelines | ACS  
2. If utilizing one level of activation it will be important to have clear 

guidance on identification, rapid assessment and treatment, and 
timely transfer of patients defined as serious impairment of bodily 
function, serious dysfunction of a body organ or injury placing the 
health of the individual in serious jeopardy.  

3. Once the decision to transfer has been made, the focus is on 
resuscitation and stabilization with the goal of minimizing the 
patient’s length of stay at this facility. 

4. For patients who do not meet activation criteria, the hospital 
should still have criteria defined to more clearly establish risk of 
injury and define how providers will be triaged to multiple trauma 
patients with potentially varying levels of acuity.   

5. Notification for this level could be internal to the ED staff only and 
would alert the ED physician that the patient is in the department, 
and they must be seen within a determined time frame (1 hour for 
example).  

 

 

 Measures of 
Compliance 

List of criteria for each tier of activation.  
• Level IV facilities may, at a minimum, have one level of 

activation but should carefully consider that the level of trauma 
activation must be clearly defined using at least the required 
elements defined above.  

 

 

https://www.facs.org/media/ubyj2ubl/best-practices-guidelines-geriatric-trauma.pdf
https://www.facs.org/quality-programs/trauma/systems/field-triage-guidelines/
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IV Physician 
Response to 
Highest Level of 
Activation 
MI 5.4 

1. For Level IV trauma centers, it is expected that the physician (if 
available) or advanced practice provider (APP) will be in the 
emergency department on patient arrival, with adequate 
notification from the field.  

2. The maximum acceptable response time is 30 minutes for the 
highest level of activation, tracked from patient arrival. If the 
facility only has one level of activation it is expected the physician 
or advanced practice provider will meet this benchmark for all 
activations. 

3. The PI program must demonstrate that the physician’s (if 
available) or advanced practice provider’s presence complies at 
least 80 percent of the time. 

I 

 Additional 
Information 

If the facility only has one level of activation it is expected the physician 
will meet the 30-minute benchmark for all activations. 

 

 Measures of 
Compliance 

• Documentation of individual response times by physician or APP 
• Must meet 80 percent compliance 

 

IV Assessment of 
Children for 
Nonaccidental 
Trauma 
MI 5.6 

All trauma centers must have a process in place to assess children for 
nonaccidental trauma.  
 
 

II 

 Additional 
Information 

1. The Michigan Child Protection Law requires mandated reporters 
to report suspected child abuse and neglect by a parent/caregiver 
to Child Protected Services.  
In the Michigan Child Protection Law Act 238 of 1975, 
722.623 Sec. 3 states: an individual is required to report under 
this act as follows: (a) A physician, dentist, physician's assistant, 
registered dental hygienist, medical examiner, nurse, person 
licensed to provide emergency medical care, audiologist, 
psychologist, marriage and family therapist, licensed professional 
counselor, social worker, licensed master's social worker, 
licensed bachelor's social worker, registered social service 
technician, social service technician, a person employed in a 
professional capacity in any office of the friend of the court, 
school administrator, school counselor or teacher, law 
enforcement officer, member of the clergy, or regulated child care 
provider who has reasonable cause to suspect child abuse or 
child neglect. 

2. Suspected abuse/neglect of a child by a person other than a 
parent/caregiver (teacher, coach, etc.) should be reported to law 
enforcement. 

3. The process should demonstrate evidence of integration with 
child protective service, child advocacy center, law enforcement, 
etc. 

               Abuse & Neglect (michigan.gov) 
            Pediatric Education and Advocacy Kit (PEAK): Child  
            Abuse - Search • EIIC  

 

 Measures of 
Compliance 

Nonaccidental trauma protocols/policies  

https://www.michigan.gov/mdhhs/adult-child-serv/abuse-neglect
https://emscimprovement.center/education-and-resources/peak/child-abuse/
https://emscimprovement.center/education-and-resources/peak/child-abuse/
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IV Massive 
Transfusion 
Protocol 
MI 5.7 

All trauma centers must have a massive transfusion protocol (MTP) that 
is developed collaboratively between the trauma service and the blood 
bank. The policy must include pediatric dosing.  

I 

 Additional 
Information 

According to the ACS TQIP Massive Transfusion in Trauma Guidelines: 
1. An MTP should be a written document, accessible to all, and 

adopted by the center. All staff should be familiar with the 
procedures. Initial training and subsequent regular drills are 
recommended to maintain competency. This process is especially 
important in trauma centers where MTP initiations are rare, for 
example, smaller centers. 
 

2. Massive transfusion protocols should be developed by a 
multidisciplinary committee that includes, at a minimum, 
representatives from transfusion service/blood bank, emergency 
department, anesthesia, and the trauma service.  
 

3. Level IV facilities that activate the MTP should work to expedite 
the transfer of the patient to a tertiary center. 

 
4. The massive transfusion protocol should address: 

• Triggers for initiating massive transfusion in trauma 
• Resuscitation in the trauma bay, including: 
o MTP product availability 
o MTP product delivery 
o MTP blood product transfusion 

• Continuing MTP in the OR, and/or the intensive care unit if 
appropriate 

• Transfusion service processes for delivery of blood products 
• Transfusion targets 
• The use of adjuncts for massive transfusion patients 
• Termination of the MTP 
• Performance improvement monitoring 

 
5. An example of pediatric MTP dosing can be found at: 

           EIIC: Hemorrhagic Shock & Massive Transfusion   
           Protocol (MTP) • EIIC  
 
Policy may be called massive transfusion, rapid transfusion, or 
emergency release policy.  

 

 Measures of 
Compliance 

• Massive Transfusion Protocol 
• MTP training, education, mock activations 
• MTP policy matches blood bank availability 

 
 
 

 

https://www.facs.org/media/zcjdtrd1/transfusion_guildelines.pdf
https://emscimprovement.center/education-and-resources/peak/multisystem-trauma/hemorrhage-transfusion/
https://emscimprovement.center/education-and-resources/peak/multisystem-trauma/hemorrhage-transfusion/
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IV Anticoagulation 
Reversal 
Protocol MI 5.8 

All trauma centers must have a rapid reversal protocol in place for 
patients on anticoagulants.  

II 

 Additional 
Information 

1. The frequent use of anticoagulants in the elderly puts them at 
higher risk for significant bleeding events, even with what appears 
to be a minor injury. Additionally, with the exception of warfarin, 
an assessment of the level of anticoagulation is not possible with 
laboratory investigations that are routinely part of the initial 
evaluation of the injured patient.  

2. Therefore, a protocol for the reversal of anticoagulants is 
essential to ensure appropriate management of this patient 
population.  

• The protocol should include therapeutic options and 
indications for the use of each reversal agent. 

• The facility should utilize reversal therapy per their 
formulary.  

• It is suggested that a rapid anticoagulation reversal 
protocol be developed in each center based on the 
availability of products, costs, and preferences. 

ACC Consensus on Management of Anticoagulant-Related Bleeding - 
American College of Cardiology 
 
best-practices-guidelines-geriatric-trauma.pdf 

 

 Measures of 
Compliance 

Rapid reversal protocol/plan 
 

 

IV Pediatric 
Readiness 
MI 5.9 

In all trauma centers, the emergency department must evaluate its 
pediatric readiness and have a plan to address any deficiencies. 

II 

 Additional 
Information 

1. Children who require emergency care have unique needs, 
especially when the emergency is serious or life-threatening. The 
American Academy of Pediatrics has stressed the importance of 
all hospital emergency departments having the appropriate 
resources and staff to provide emergency care for children. 

2. The National Pediatric Readiness Project noted that most 
children seeking emergency care (69.4 percent) are cared for in 
EDs that have seen fewer than 15 pediatric patients per day, 
highlighting the need to provide additional pediatric emergency 
resources to smaller and rural emergency departments. 

3. There are seven categories addressed in the recommendations 
and ideas on how to achieve the goals. The categories include: 

• Administration and coordination for the care of children in 
the emergency department 

• Competencies for physicians, advanced practice 
providers, nurses, and other health care providers 

• Quality improvement and/or performance improvement in 
the emergency department 

• Policies, procedures, and protocols for the emergency 
department 

• Pediatric patient and medication safety in the emergency 
department 

 

https://www.acc.org/latest-in-cardiology/ten-points-to-remember/2020/07/10/11/26/2020-acc-expert-consensus-decision-pathway-on-bleeding#:%7E:text=Use%20of%20an%20anticoagulant%20%E2%80%9Creversal%E2%80%9D%20or%20hemostatic%20agent,for%20most%20patients%20with%20a%20nonmajor%20bleeding%20event.
https://www.acc.org/latest-in-cardiology/ten-points-to-remember/2020/07/10/11/26/2020-acc-expert-consensus-decision-pathway-on-bleeding#:%7E:text=Use%20of%20an%20anticoagulant%20%E2%80%9Creversal%E2%80%9D%20or%20hemostatic%20agent,for%20most%20patients%20with%20a%20nonmajor%20bleeding%20event.
https://www.facs.org/media/ubyj2ubl/best-practices-guidelines-geriatric-trauma.pdf
https://emscimprovement.center/domains/pediatric-readiness-project/
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• Support services for the emergency department 
• Equipment, supplies and medications 

 
Pediatric Readiness in the Emergency Department | Pediatrics | 
American Academy of Pediatrics 
 

4. Pediatric readiness should consider the following: 
• Policies, procedures, and protocols for the emergency 

care of children are age-specific and include neonates, 
infants, children, adolescents, and children with special 
health care needs. Staff are educated accordingly, 
monitored for compliance, and periodically updated. 

 Measures of 
Compliance 

• Gap analysis with plan to address deficiencies in pediatric 
readiness which is based off the center’s Pediatric Readiness 
Score. 

• Mechanisms in place to monitor professional performance, 
credentialing, continuing education, and clinical competencies, 
including the integration of findings from QI audits and case 
reviews for pediatric emergency care. 

 

IV Emergency 
Airway 
Management 
MI 5.10 

All trauma centers must have a provider and equipment immediately 
available to establish an emergency airway. 

I 

 Additional 
Information 

The emergency airway provider must be capable of advanced airway 
techniques, including surgical airway. 

 

 Measures of 
Compliance 

• Written plan for emergency airway management that specifies 
provider and means of escalation. 

• Equipment evaluated during the site visit process 

 

IV Transfer 
Process/ 
Protocols 
MI 5.11 

All trauma centers must have clearly defined transfer guidance that 
includes: 

• Considerations regarding the types of patients to be transferred. 
• Predetermined referral centers for outgoing transfers. 

 
The guidelines should direct caregivers on the emergent transfer of a 
trauma patient from the emergency department or an in-patient area to 
an appropriate tertiary facility that lists: 

• The anatomical and physiological criteria that, when present, 
result in immediate transfer. 

• The levels of EMS agencies and aeromedical services available 
and appropriate for patient transfers.  

• Consider a checklist or guidance on what to include in the 
medical record, medications needed during transport or special 
needs of patient.  

II 

 Measures of 
Compliance 

Transfer process guidelines  

https://publications.aap.org/pediatrics/article/142/5/e20182459/38608/Pediatric-Readiness-in-the-Emergency-Department
https://publications.aap.org/pediatrics/article/142/5/e20182459/38608/Pediatric-Readiness-in-the-Emergency-Department
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IV Decision to 
Transfer 
MI 5.12 

In all trauma centers, the decision to transfer an injured patient must be 
based solely on the needs of the patient, without consideration of their 
health plan or payor status. A door to transfer benchmark time for the 
most critical patients should be established and monitored. 

II 

 Additional 
Information 

1. Trauma patients who will be transferred to a tertiary trauma 
center must be identified and rapidly assessed, treated quickly 
and transferred efficiently to provide the best possible outcome. 

2. Patients to be transferred can often be identified before they 
arrive in the emergency department. Arrangements for emergent 
transfer can often begin the moment the emergency department 
is notified by EMS that they are enroute with a major trauma 
patient.  

3. All trauma patients will receive a medical screening examination 
and stabilizing treatment, within the hospital’s capabilities, before 
the transfer is made. 

4. Once the decision to transfer has been made, including the 
method (ground vs. air) the focus is on resuscitation and 
stabilization with the goal of minimizing the patient’s length of stay 
at this facility. 

5. Consideration should be given to whether the patient will be 
transferred via ground or air. 

 

 Measures of 
Compliance 

• Evaluated during the site visit process 
• Facility transfer policy/guidelines 

 

IV Transfer 
Communication 
MI 5.13 

In all trauma centers, when trauma patients are transferred, the 
transferring provider must directly communicate with the receiving 
provider to ensure safe transition of care. This communication may occur 
through a transfer center. 

II 

 Additional 
Information 

1. The physician initiating the transfer should speak directly to the 
physician accepting the patient at the tertiary center. 

2. Information regarding the patient’s condition and care needs 
during transport should be communicated to EMS. 

3. The medical record, test results, and radiology reports should be 
sent to the tertiary facility with the patient.  

 

 Measures of 
Compliance 

• Transfer communication documentation. 
• Examples of communication documentation may include call logs, 

emails, and patient summary reports. 

 

IV Trauma 
Diversion 
Protocol 
MI 5.14 

In all trauma centers, diversion protocols must be approved by the TMD 
or designee and include: 

1. Agreement of the ED Provider in the decision to divert. 
2. A process for notification of dispatch and EMS agencies. 
3. A diversion log to record reasons for and duration of diversions. 

II 



26 
 

 Additional 
Information 

Trauma center diversions may occur due to the following (this is not an 
exhaustive list): 

1. Equipment failure (CT scan down) 
2. Critical infrastructure failure (weather, electrical, IT) 
3. Lack of essential services (physician/staff encumbered) 
4. Bed availability 

 

 Measures of 
Compliance 

Diversion protocols that include the reasons for diversion and how the 
diversion will be communicated to partners. 

 

IV Trauma 
Diversion Hours 
MI 5.15 

All trauma centers must not exceed 400 hours of diversion during the 
reporting period. 

II 

 Additional 
Information 

“Diversion” is defined as the time during which the trauma center is not 
accepting trauma patients from the scene or via interfacility transfer. 

 

 Measures of 
Compliance 

• Trauma diversion report including total hours on diversion during 
the reporting period. 

• Pre-review questionnaire documentation 

 

IV Communication 
of Critical 
Imaging Results 
MI 5.24 

In all trauma centers, documentation of preliminary diagnostic imaging 
must include evidence that critical findings were communicated to the 
trauma team. The final report must accurately reflect the chronology and 
content of communications with the trauma team, including changes 
between the preliminary and final interpretations. 

II 

 Measures of 
Compliance 

Evaluated during the site visit process  

IV Alcohol Misuse 
Screening 
MI 5.29 

All trauma centers must screen all admitted trauma patients greater than 
12 years old for alcohol misuse with a validated tool or routine blood 
alcohol content testing. Programs must achieve a screening rate of at 
least 80 percent. 

II 

 Additional 
Information 

1. This standard applies to all admitted trauma patients, regardless 
of activation status. 

2. Trauma centers should select an evidence-based screening 
method and identify who will do the screening. Screening 
methods are at the discretion of the individual center. 

3. Some examples of screening tools can be found at: 
Screening, Brief Intervention, and Referral to Treatment (SBIRT) | 
SAMHSA 
CRAFFT_2.1_Provider-Manual_2021.10.28.pdf 

 

 Measures of 
Compliance 

Alcohol misuse screening report that includes criteria outlined in the 
standard. 

 

 
 

 

 

 

 

https://www.samhsa.gov/sbirt
https://www.samhsa.gov/sbirt
https://crafft.org/wp-content/uploads/2021/10/CRAFFT_2.1_Provider-Manual_2021.10.28.pdf


Data and
Surveillance
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Level Requirements Description of Requirements Type 
IV Data Quality  

MI 6.1 
All trauma centers must have a data quality plan that, at a minimum, 
requires quarterly data validation. 

II 

 Additional 
Information 

The Society of Trauma Nurses state that “The key to the success of a 
trauma center is excellent clinical care and a strong infrastructure. The 
trauma registry is recognized as the foundation of an excellent trauma 
center. Resources dedicated to concurrent accurate data abstraction, 
validation and utilization are essential for driving enhancements and 
advancements in clinical care delivery, research and injury prevention. 
Trauma registry data is vital for performance improvement efforts to effect 
change and improve patient outcomes.” 
 
2023-Trauma-Registry-Work-Group-Recommendations-and-Best-
Practices.pdf 
 
To achieve this, it will be important that each facility develops a process 
to help ensure the highest level of data quality. The data quality plan: 

1. Should allow for a continuous process that measures, monitors, 
identifies and corrects data quality issues and ensures the fitness 
of data for use. 

2. Ensures data validity is an important part of a data quality plan. 
Validation may be internal or external. 

3. Allows for high-quality data that is necessary for focused quality 
improvement efforts. 

 

 Measures of 
Compliance 

• Written data quality plan 
• Written results summarizing internal/external data validation. 
• Trauma center’s trauma registry data validation report(s) 

 
The process can be included in the Performance Improvement plan.   

 

IV Trauma Registry 
Patient Record 
Completion 
MI 6.2 

In all trauma centers, the trauma registry must be concurrent, defined as 
having a minimum of 80 percent of patient records completed within 60 
days of the patient discharge date. 
 

II 

 Additional 
Information 

1. A completed record is one where all data elements as defined in 
the most current version of the Michigan Data Dictionary have 
been entered into the registry and the record has been closed in 
the registry. 

2. Timeliness of data collection is necessary so that centers can 
validate their data and identify opportunities for improvement at 
the earliest possible time. 

 

https://www.traumanurses.org/_resources/documents/resources/position-papers/2023-Trauma-Registry-Work-Group-Recommendations-and-Best-Practices.pdf
https://www.traumanurses.org/_resources/documents/resources/position-papers/2023-Trauma-Registry-Work-Group-Recommendations-and-Best-Practices.pdf
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 Measures of 
Compliance 

Registry report covering the reporting period demonstrating that data for 
80 percent of patient records are completed within 60 days of discharge 
date. 

 

IV Trauma Registry 
Data Collection 
and Submission 
MI 6.3 

In all trauma centers, trauma registry data must be collected in 
compliance with NTDS/State inclusion criteria and data element 
definitions in the current version of the Michigan Data Dictionary and 
must have been submitted to the State of Michigan for quarterly data 
submissions.   

II 
 
 
 

IV MI CD 1-1 Failure of the healthcare facility to participate in the submission of data on 
patients who meet trauma inclusion criteria as defined in this section shall 
be considered a critical deficiency. 

I 

IV MI CD 1-2 Failure of the healthcare facility to submit data into the State Trauma 
Registry shall be considered a critical deficiency. 

I 

IV MI CD 1-3 Failure of the healthcare facility to continue to submit data into the State 
Trauma Registry on a regular basis after submission of the initial twelve 
(12) months of data shall be considered a critical deficiency. 

I 

 Additional 
Information 

1. The “most recent call for data” is defined as the most recent call 
for data that occurred more than 30 days prior to the site visit. The 
State of Michigan dates are: 
• March 15 
• June 15 
• Sept 15 
• December 15 

2. Data collection using standard definitions drives uniformity.  
Timelines of data collection and submission ensure the 
opportunities for improvement are readily identified. The Michigan 
criteria data submission language is intended to:  
• Provide data that supports care delivery 
• Provide the essential data needed to monitor system 

functioning.  
3. Data collection using standardized definitions is necessary to 

allow centers to compare their processes and outcomes with other 
centers. Timeliness of data collection and submission is 
necessary to ensure that opportunities for improvement are 
readily identified. 

 

 Measures of 
Compliance 

• Submission of all records meeting inclusion criteria as defined in 
the Michigan Data Dictionary. 

• All submitted records must pass the validation requirements 
(containing no level I or II flags). 

• Submitted records must include at least 12 continuous and 
complete months of trauma registry data eligible for submission in 
the most recent call for data (defined above). 

• The state sponsors the SOC registry. All required trauma data 
must be capable of upload to the state SOC registry. 
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IV Registry Use in 
Performance 
Improvement 
MI 6.4 
  

The trauma registry is essential to the performance improvement (PI) 
program and must be used to support the PI process. The trauma PI 
program must be supported by a registry and a reliable method of 
concurrent data collection that consistently obtains information necessary 
to identify opportunities for improvement. 

II 

 Measures of 
Compliance 

Evidence of performance improvement activities  

 

 
 
 
 
 
 
 
 
 



Performance
Improvement
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Level Requirements Description of Requirements Type 
IV Performance 

Improvement (PI) 
Plan 
MI 7.2 

All trauma centers must have a written PI plan that: 
1. Specifies the processes for event identification.  
2. The scope for event review must extend from prehospital 

care to hospital discharge. 
3. Includes a list of audit filters, event review, and report 

review that must include, at minimum, those listed in the 
Audit Filter section. 

4. Defines levels of review (primary, secondary, tertiary, 
and/or quaternary), with a listing for each level that 
clarifies: 

• Which cases are to be reviewed, including guidance 
on which cases should always receive a tertiary 
case review. 

• Who performs the review. 
• Documentation of each level of review, 

discussion/minutes, actions taken, and loop closure. 
5. Specifies the members and responsibilities of the trauma 

multidisciplinary performance improvement committee. 
6. Outlines an annual process for identification of priority 

areas for PI, based on audit filters, event reviews, and PI 
committee guidance. 

I 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

IV MI CD 2-3 Failure of a facility requesting in-state verification to provide a written 
performance improvement plan which meets state of Michigan criteria 
shall be considered a critical deficiency. The plan must include a 
process of event identification and levels of review which result in the 
development of corrective action plans, methods of monitoring, re-
evaluation, and the process being reviewed and updated annually. 

I 

 Additional  
Information 

1. The PI Plan is designed to ensure efficient, cost-effective, high-
quality patient care. Patient care is facilitated by continuous, 
systematic, and objective data analysis, along with 
multidisciplinary peer review to identify opportunities to improve 
patient safety through all phases of trauma care. 

2. Authority/Scope of Trauma Performance Improvement 
• The trauma performance improvement program crosses 

many specialty lines and must be empowered to address 
events that involve multiple disciplines.  

• The PI program needs to be integrated with the hospital 
quality and patient safety efforts and have a clearly 
defined reporting structure and method for provision of 
feedback. 

• The hospital’s trauma program needs to be integrated into 
the hospital’s organizational structure with sufficient 
authority to effect change across several departments. 

• The Trauma Program has a formal performance 
improvement process that allows for a multidisciplinary 
approach to problem identification, data driven analysis 
and resolution of issues.  
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• Patient care should be monitored utilizing guidance from 
the American College of Surgeons Committee on Trauma, 
guidance from the State of Michigan and the facility’s 
Trauma Performance Improvement Committee. 

• All cases or systems issues that are identified must be 
reviewed by the Trauma Program Manager and elevated 
to the Trauma Medical Director as directed in the Trauma 
Program PI Plan. 

 Measures of 
Compliance 

PI plan that meets criteria outlined in this standard. Performance 
Improvement documentation including: 

• Peer review minutes 
• Loop closure documentation 
• Monitoring of event rates 
• OPPE 
• Other relevant data to inform and evaluate performance 

improvement 

 

IV Documented 
Effectiveness of 
the Performance 
Improvement 
Program 
MI 7.3 

All trauma centers must have documented evidence of event 
identification; effective use of audit filters; demonstrated loop closure; 
attempts at corrective actions; and strategies for sustained 
improvement measured over time. The process of event identification 
and levels of review must result in the development of corrective action 
plans, and methods of monitoring, and reevaluation must be present. 
 
Time for review to closure of non-complex PI cases is 90 days 

II 

 Measures of 
Compliance  

PI documentation including: 
• Peer review minutes 
• Loop closure documentation 
• Monitoring of event rates 
• OPPE 
• Other relevant data to inform and evaluate PI 
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IV Trauma 
Multidisciplinary 
Performance 
Improvement 
Committee 
Attendance and 
Physician 
Participation in 
Performance 
Improvement  
MI 7.6 

In Level IV trauma centers, there must be a minimum of 3 physicians 
that participate in the multi-disciplinary meetings.  

• One must be the trauma medical director 
• One must be an emergency medicine physician 
• The third could be an emergency department provider or an 

APP from the ED or another service.  
 
The following providers are also required if caring for trauma patients: 

1. General Surgeon (if indicated/ad hoc) 
2. Orthopedic Surgeon Liaison (if indicated/ad hoc) 
3. Hospitalist/Internal Medicine/Admitting Provider (if the facility 

admits trauma patients a provider from a service that admits 
patients to the hospital should be included) 

4. Anesthesia Liaison (if indicated/ad hoc) 
 
The trauma program manager/coordinator is also required to attend. 
 
Other service lines that are highly recommended, but not required are: 

• Radiology - Attendance of a radiology provider at PIPS meetings 
is especially important if the facility is experiencing delays in 
radiology reads or misreads. There should be a process to send 
cases with radiology issues for PI review. 

II 
 

 Additional 
Information 

1. All trauma centers must meet the following trauma 
multidisciplinary PI committee meeting attendance thresholds: 

• 50 percent of meetings for the TMD  
• 50 percent of meetings for emergency medicine liaison 

2. Multidisciplinary trauma peer review committee must meet 
regularly. In Level IV facilities it is expected the committee 
will meet a minimum of 4 times a year (1 meeting per 
quarter). 

3. Results of the trauma case reviews that identify opportunities to 
improve clinical care must be communicated with the medical 
providers for each service line. 

 

 Measures of 
Compliance 

• Dates of PI committee meetings throughout the reporting period.  
• PI committee meeting attendance records. The attendance 

records should include attendees’ first and last name and title.  
• Evidence of tertiary reviews including service line providers 

participating in the care of the patient being reviewed.  

 

IV MI CD 2-1 
 

Failure to participate in the Regional Trauma Networks performance 
improvement workplan and initiatives shall be considered a critical 
deficiency. 

I 



35 
 

 Additional 
information 

1. Performance improvement is integral in ensuring a highly 
functioning trauma program and a statewide trauma system. 
The Michigan Administrative Rules reflect this emphasis on 
continually evaluating performance as does the American 
College of Surgeons Committee on Trauma (ACS-COT), and 
the respective accrediting, certifying bodies. Healthcare facilities 
seeking designation as a Michigan trauma facility must do so in 
accordance with the following expectations. 

2. Participation in Regional Performance Improvement includes: 
• Providing data/information for regional the RPSRO 

inventory as needed 
• Participation in regional PI projects 
• Attendance at the RPSRO committee meetings 

 

 Measures of 
Compliance 

• Demonstrate participation in the regional performance 
improvement process as described in the Regional SOC 
Network workplan by participating/attending 50 percent of the 
regional meetings as documented on the attendance roster 
maintained by the Regional Trauma Coordinator. 

• Successfully meeting the audit of participation when included in 
the random sample conducted annually. 

• Documentation of regional participation in the required Facility 
Introduction Power Point presented at the verification site visit. 

 

IV Trauma Mortality 
Review 
MI 7.7 

In all trauma centers, all cases of trauma-related mortality and transfers 
to hospice must be reviewed and classified for potential opportunities 
for improvement. Deaths must be categorized as: 

1. Mortality with opportunity for improvement 
2. Mortality without opportunity for improvement 
3. Transfers to hospice – with opportunities for improvement 

identified 
 
In Level IV facilities all trauma deaths need to be reviewed at the 
multi-disciplinary PIPS meeting.  

II 
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 Additional 
Information 

1. Mortalities include: 
• DOA – This is defined as declared dead on arrival with 

no or minimal resuscitative attempts. This is usually 
construed to mean no invasive procedures. Note: DOA’s 
only need to be reviewed at the multi-disciplinary level if 
resuscitation was attempted. 

• DIED - This is a death within 15 minutes of arrival and 
does include invasive procedures. 

• All trauma deaths in the Emergency Department 
• Inpatient deaths for patients who were traumatically 

injured 
2. The goal of reviewing events is to identify potential opportunities 

for improvement. 
 A death should be designated as “mortality with opportunity 
for improvement” if any of the following criteria are met: 

• Anatomic injury or combination of severe injuries but 
may have been survivable under optimal conditions.  

• Standard protocols were not followed, possibly resulting 
in unfavorable consequence. 

• Provider care was suboptimal. 
4. Reviewing each mortality and transfer to hospice provides the 

greatest assurance that the trauma program will identify 
opportunities for improvement.  

5. Transfers to hospice require review to ensure there were no 
opportunities for improvement in care that might have 
significantly changed the clinical course that ultimately led to the 
decision for hospice care. Patients who are placed in hospice 
need to be reviewed up to the point of transfer. 

 

 Measures of 
Compliance  

Trauma multidisciplinary PIPS committee meeting minutes documenting 
review of mortalities. This may be accomplished through a consent 
agenda if a tertiary level of review is not required. 
 

 

IV Nonsurgical 
Trauma 
Admissions 
Review  
MI 7.8 

1. In all trauma centers, all nonsurgical trauma admissions must be 
reviewed by the trauma program. 

2. NSA without trauma or other surgical consultation, with ISS > 9, 
or with identified opportunities for improvement must, at a 
minimum, be reviewed by the TMD in secondary review. 

3. NSA with trauma or other surgical consultations, with ISS ≤ 9, or 
without other identified opportunities for improvement may be 
closed in primary review. 

II 
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 Additional 
Information 
 
 
 
 
 
 
 
 
Example of an 
optional tool for 
reviewing 
nonsurgical 
admissions 

Many Level IV facilities admit patients to nonsurgical services. A few 
examples are pain control, observation, next day surgery and patient 
safety. This also occurs when patients have medical comorbidities that 
are possibly related to the accident that led to their injuries. 
 
Facilities should review these NSAs to ensure that trauma patients are 
being appropriately placed on a nonsurgical service versus 
admission/transfer to trauma surgery. Trauma involvement provides an 
injury focus that could have an impact on mortality and morbidity. 
 
A study in the Journal of Trauma Nursing (Journal of Trauma Nursing | 
JTN) showed using the Nelson tool, scores resulted in appropriate 
admission service in over 90 percent of cases. The use of the Nelson 
tool is not required. It is offered as an example for evaluating admitted 
patients.  

 
1. A score of 7 is considered appropriate for NSA 
2. Scores of 4-5 should have an in-depth PI review  
3. Scores of 3 or less should have been a trauma admission 

 

 Measures of 
Compliance  

• Written PI plan that includes NSA review process  
• Report on all NSA 
• Documentation that the cases were reviewed 

 

 

IV Trauma 
Diversions 
Review 
MI 7.9 

All instances of diversion must be reviewed by the TMD.  II 

 Measures of 
Compliance 

Documentation of review by TMD   

https://journals.lww.com/journaloftraumanursing/abstract/2022/09000/validation_of_the_nelson_tool__a_scoring_tool_for.10.aspx
https://journals.lww.com/journaloftraumanursing/abstract/2022/09000/validation_of_the_nelson_tool__a_scoring_tool_for.10.aspx
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IV Prehospital Care 
Feedback 
MI 7.10 

All trauma centers must have a process of reviewing and providing 
feedback to the Medical Control Authority regarding: 

1. EMS agencies, related to accuracy of triage and provision of 
care. 

2. Referring providers, related to the care and outcomes of their 
patients and any potential opportunities for improvement in initial 
care. 

II 

 Measures of 
Compliance 

• Documentation of the process for reviewing and providing 
feedback. 

• Evidence of communication (feedback) between trauma center, 
EMS agencies, and referring providers. 

 

IV Trauma Transfers 
MI 7.11 (4) 

All transfers must be reviewed by the TMD.  

 Measures of 
Compliance 

• Documentation of case reviews 
• Report out on transfers at PIPS 
• Feedback from receiving facilities 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Education and
Community
Outreach
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Level Requirements Description of Requirements Type 
IV Public and 

Professional 
Trauma 
Education 
MI 8.1 

All trauma centers must support public and professional trauma 
education. 

II 

 Additional 
Information 

Examples of public and professional trauma education include: 
1. Advanced Trauma Life Support® (ATLS®) 
2. International Trauma Life Support© (ITLS©) 
3. Prehospital Trauma Life Support® (PHTLS®) 
4. STOP THE BLEED® 
5. Trauma Evaluation and Management™ (TEAM™) 
6. Rural Trauma Team Development Course (RTTDC) 

 

 Measures of 
Compliance 

Schedule for trauma education provided by the trauma center 
Show documentation of courses center personnel attended based on 
availability.   

 

IV Nursing 
Trauma 
Orientation and 
Education 
MI 8.2 

All trauma centers must provide trauma orientation to new nursing staff 
caring for trauma patients. 

II 

 Additional 
Information 

Examples of orientation may include: 
1. Center-developed educational program that integrates PIPS-

identified issues. 
2. Education specific to patient population served. 
3. Nursing orientation may include simulation sessions, online 

learning, conferences, and annual training events. 
 
Examples of nursing education may include: 

1. ATCN—Advanced Trauma Care for Nurses 
2. TNCC—Trauma Nursing Core Course 
3. PCAR—Pediatric Care After Resuscitation 
4. TCAR—Trauma Care After Resuscitation 
5. TNATC—Transport Nurse Advanced Trauma Course 

 

 Measures of 
Compliance 

Documentation of educational offerings and orientation process.  

IV Prehospital 
Provider 
Feedback and 
Education 
MI 8.3 

The trauma program must participate in feedback to prehospital 
personnel related to trauma care and opportunities to educate on trauma 
program.  

II 

 Measures of 
Compliance 

Documentation demonstrating training of prehospital personnel. This may 
include center activities that include/incorporate EMS in educational 
opportunities. 
 

 

 
 



41 
 

Audit Filters – the audit filters included in this document are the minimum number of 
required filters. Facilities are encouraged to add any audit filters needed to enhance the 
performance improvement program. 
 

Level Description of Criteria Minimum 
Level of 
Review 

IV All trauma patients who are diverted or transferred during the acute phase of 
hospitalization to: 

• Another trauma center 
• Acute care hospital, or specialty hospital (for example, burn center, 

re-implantation center, pediatric trauma center)  

Level 2 

IV Delayed recognition of or missed injuries  Level 2 
IV Significant complications and adverse events Level 2 
IV All deaths: inpatient, died in emergency department (DIE), DOA  Level 3 – if 

resuscitation 
attempted 

IV Delays or adverse events associated with prehospital trauma care  Level 2 
IV Compliance of trauma team activation, as dictated by program protocols  Level 2 
IV Accuracy of trauma team activation protocols (over/under triage) Level 1 
IV Delays in care due to the unavailability of emergency department physician  Level 2 
IV Lack of availability of essential equipment for resuscitation or monitoring  Level 2 
IV Radiology interpretation errors or discrepancies between the preliminary and 

final reports  
Report to 
Level 3 

IV Delays in access to time-sensitive diagnostic or therapeutic interventions  Level 2 
IV Pediatric trauma activations  Level 3 
IV MTP activations  Level 3 
IV All nonsurgical admissions (excludes isolated hip fractures)  Level 2 
IV Transfers to hospice Level 1 
IV Inadequate or delayed blood product availability Level 2 
IV Screening of eligible patients for alcohol misuse  Level 1 
IV Compliance with prehospital triage criteria Level 1 

 
 
            References: 
            Resources for Optimal Care of the Injured Patient 2022 Standard 
                https://www.facs.org/quality-programs/trauma/vrc/resources  
 
            Resources for Optimal Care of the Injured Patient 2014/Resources 
                https://www.facs.org/quality-programs/trauma/vrc/resources 
 
           Michigan Criteria for Trauma Facility Designation 
               http://www.michigan.gov/documents/mdch/Michigan_Criteria_FINAL.8.6.14_465535_7.pdf  

 

 

 

https://www.facs.org/quality-programs/trauma/vrc/resources
https://www.facs.org/quality-programs/trauma/vrc/resources
http://www.michigan.gov/documents/mdch/Michigan_Criteria_FINAL.8.6.14_465535_7.pdf
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Level Requirements Description of Requirements Type 
IV Administrative 

Commitment  
MI 1.1 

In all trauma centers, the institutional governing body, hospital leadership, and 
medical staff must demonstrate continuous commitment and provide the 
necessary human and physical resources to properly administer trauma care 
consistent with the level of verification throughout the verification cycle. 

I 

IV State and Regional 
Involvement   
MI 2.1 

All trauma centers must participate in the regional statewide trauma system. II 

IV  Hospital Regional 
Disaster Committee  
MI 2.2 

All trauma centers must participate in regional disaster/emergency management 
committees, health care coalitions, and regional mass casualty exercises.  

II 

IV Disaster Exercise 
Participation  
MI 2.3 (4) 

The facility must participate in regional disaster management plans and 
exercises. 

II 

IV Trauma 
Multidisciplinary PI 
Committee MI 2.4 

All trauma centers must have a trauma multidisciplinary performance 
improvement committee chaired by the Trauma Medical Director (TMD). 

I 

IV Trauma Medical 
Director 
Requirements  
MI 2.5 

A TMD and TPM/TPC knowledgeable and involved in trauma care must work 
together with guidance from multidisciplinary PI committee to: 

• Identify events 
• Develop corrective action plans 
• Ensure methods of monitoring and reevaluation 

 
The TMD must have sufficient authority to:  

• Set the qualifications for physicians, including individuals in 
specialties that are routinely involved with the care of the trauma 
patient.    

II 

IV Trauma Medical 
Director 
Responsibility and 
Authority  
MI 2.6 

In all trauma centers, the TMD must be responsible for and have the authority 
to: 

1. Develop and enforce policies and procedures relevant to care of the 
injured patient. 

2. Ensure providers meet all requirements and adhere to institutional 
standards of practice. 

3. Work across departments and/or other administrative units to address 
deficiencies in care. 

4. Chair of the Multidisciplinary Performance Improvement committee with 
50 percent attendance.  

5. Determine (with their liaisons) provider participation in trauma care, 
which might be guided by findings from the PI process or an Ongoing 
Professional Practice Evaluation (OPPE). 

6. Oversee the structure and process of the trauma PI program. 
• Regular dedicated time with TPM/TPC for case review. 
• Thorough secondary review of cases with documentation and 

recommendations.  
• Advancement of cases to tertiary review. 
• Preparation of case review for multidisciplinary committee. 
• Evidence of timely performance improvement documentation to 

assist with loop closure/event resolution after the secondary review. 
• The TMD should not review their own cases. These reviews should 

be done by another physician on the panel.  
 

The TMD and the TPM/TPC must have the authority and be empowered by 
the hospital governing body to lead the program. 

II 
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IV Trauma Program 
Manager/ 
Coordinator 
Requirements  
MI 2.7 

The trauma program manager/coordinator must be either a registered 
nurse, paramedic, or advanced practice provider with emergency and/or 
trauma care experience. The manager/coordinator’s job description must 
define the roles and responsibilities for the management and leadership of 
the trauma program and the trauma performance improvement process. 

In all trauma centers, the TPM/TPC should fulfill the following requirements: 
1. Have staff commitment* to the trauma program.

• In programs with 200 - 300 registry entries meeting NTDS/State
criteria, the TPM/TPC must dedicate 0.5 FTE to trauma
program management responsibilities.

• In programs with greater than 300 registry entries meeting
NTDS/State criteria, the TPM/TPC must dedicate a 1.0 FTE to
trauma program management responsibilities.

*At least 50 percent of the TPM/TPC’s time must be spent on TPM/TPC
related activities as outlined below (this should exclude clinical hours). The
remaining time must be dedicated to other roles within the trauma program.

TPM/TPC Multiple Facility Management Responsibilities: 
1. It is recommended that a Level III TPM/TPC should not manage more

than one Level III facility. If they are directed by their health system to
manage additional programs it is recommended that they only manage
one additional Level IV facility.

2. It is recommended that a Level IV TPM/TPC should not manage more
than 2 Level IV facilities.

3. Factors to consider when determining staffing assistance for a
TPM/TPC managing more than one program:

• Patient volume
• Duties required outside of trauma program activities (ER

manager, disaster preparedness, nursing supervisor, etc.)
• Trauma registry work and number of entries meeting NTDS

criteria
• Time needed for PI activities
• Time needed for PI meetings for each site (4 meetings per site)
• Time needed for injury prevention activities
• Participation in regional meetings and activities
• Drive time to individual facilities/ability to spend time with each

trauma program
4. Staffing for the trauma registry and performance improvement must be

based off a combined total number of registry entries for all
programs managed.

5. There must be at least a 0.5 FTE dedicated performance
improvement personnel* when the annual registry entries meeting
NTDS/State criteria exceed 500 patients (this may be the TPM/TPC).

6. If the combined facility registry entries exceed 1000 registry entries
meeting NTDS/State criteria, the trauma center must have a 1.0 FTE PI
personnel. This cannot be the trauma program manager.

II 



45 

IV Injury Prevention 
Program 
MI 2.9 

1. There must be someone that has injury prevention as part of his or her
job description. This may include the TPM/TPC.

2. Must have an organized and effective approach to injury prevention and
must prioritize those efforts based on local trauma registry and
epidemiologic data.

3. The program should implement at least two activities over the course of
the verification cycle; 1 regional project and 1 facility project

II 

IV MI CD 3-1 Failure of the healthcare facility to participate in the Regional Trauma Network 
Injury Prevention work plan and initiatives is considered a critical deficiency 

I 

IV Organ Procurement 
Program 
MI 2.10 

In all trauma centers, an organ procurement program must be available and 
consist of at least the following: 

1. An affiliation with an organ procurement organization (OPO).
2. A written policy for notification of the regional OPO.
3. Protocols defining clinical criteria and confirmatory tests for the

diagnosis of brain death.

II 

IV Blood Products/ 
Laboratory  
MI 3.3 

24-hour availability of a laboratory capable of:
• Equipment available for analysis of blood, urine, and other body fluids,

including micro sampling
• If utilizing point of care testing the facility must have a policy for lab

analysis off site for those tests not available by point of care testing.

Facilities must have the ability to perform all labs needed for the trauma 
patients 

I 

IV Medical Imaging 
MI 3.4 

Conventional radiography must be available in all trauma facilities 24/7. I 

IV Trauma Surgeon 
Requirements  
MI 4.1 

Trauma surgeons who are involved in the care of trauma patients must meet the 
following qualifications: 

1. Complete the ATLS course at least once.
2. Have privileges in general surgery.
3. Hold current board certification or board eligibility in general surgery or

have been approved through the Alternate Pathway.
4. For the highest level of activation, at least 80 percent of the time, the

trauma surgeon must be at the patient’s bedside within 30 minutes of
patient arrival.

Note: This criterion applies to trauma facilities that have trauma surgeons 
on their trauma call panel. 

II 

IV Emergency 
Department 
Physician 
Requirements 
MI 4.7 

In all trauma centers, emergency medicine physicians involved in the care of 
trauma patients must have completed the ATLS course at least once. 
Physicians who are board certified or board-eligible in a specialty other than 
emergency medicine must hold current ATLS certification. 

1. A Level IV facility must have 24-hour emergency coverage by a
physician or advanced practice provider.

2. The emergency department at Level IV centers must be continuously
available for resuscitation, with coverage by a registered nurse and
physician or advanced practice provider, and it must have a physician
director

II 

IV Allied Health 
Services-Respiratory 
Therapy MI 4.16 

Level IV trauma centers must have staff to provide respiratory services 24 hours 
a day.         

II 

IV Advanced Practice 
Providers 
MI 4.18 

In all trauma centers, surgery and/or emergency department APPs who are 
clinically involved in the initial evaluation and resuscitation of trauma 
patients during the activation phase must have current ATLS certification. 

II 
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IV Trauma Registry 
Staffing 
Requirements  
MI 4.19 

Each healthcare facility is required to designate a person responsible for trauma 
registry activities. This person should have minimal training necessary to 
maintain the registry.  This need not be a dedicated position.   

• There should be at least 0.5 FTE hours dedicated to the trauma
registry if the combined facilities have 200-300 annual registry entries
meeting NTDS/State criteria.

If the annual combined facility registry entries meeting NTDS/State criteria 
exceeds 300, staffing should be adjusted accordingly. 

II 

IV MI CD 1-4 Failure of the healthcare facility to designate a person responsible for trauma 
registry activities shall be considered a critical deficiency. 

I 

IV Clinical Practice 
Guidelines 
MI 5.1 

All trauma centers must have evidence-based clinical practice guidelines, 
protocols, or algorithms that are reviewed at least every three years. The 
hospital must have a policy describing: 

1. The types of trauma patients considered for admission.
2. The specialties responsible for admitting and providing consults.
3. Guidelines that focus on managing different types of injuries and patient

populations.
4. The expectations for monitoring patients for deterioration.
5. Procedures to ensure that, in the event of deterioration, patients

admitted for trauma care are transferred to an appropriate tertiary
facility for care.

II 

IV Levels of Trauma 
Activation 
MI 5.3 

In all trauma centers, the criteria for tiered activations must be clearly defined. 
For the highest level of activation, the following eight criteria must be included: 

1. Confirmed blood pressure less than 90 mm Hg at any time in adults,
and age-specific hypotension in children

2. Gunshot wounds to the neck, chest, or abdomen
3. GCS less than 9 (with mechanism attributed to trauma)
4. Transfer patients from another hospital who require ongoing blood

transfusion.
5. Patients intubated in the field and directly transported to the trauma

center.
6. Patients who have respiratory compromise or are in need of an

emergent airway.
7. Transfer patients from another hospital with ongoing respiratory

compromise (excludes patients intubated at another facility who are
now stable from a respiratory standpoint)

8. Emergency physician’s/Advanced Practice Provider’s discretion

II 

IV Physician Response 
to Highest Level of 
Activation 
MI 5.4 

1. For Level IV trauma centers, it is expected that the physician (if
available) or advanced practice provider (APP) will be in the emergency
department on patient arrival, with adequate notification from the field.

2. The maximum acceptable response time is 30 minutes for the highest
level of activation, tracked from patient arrival. If the facility only has one
level of activation it is expected the physician or advanced practice
provider will meet this benchmark for all activations.

3. The PI program must demonstrate that the physician’s (if available) or
advanced practice provider’s presence complies at least 80 percent of
the time.

I 

IV Assessment of 
Children for  
Nonaccidental 
Trauma MI 5.6 

All trauma centers must have a process in place to assess children for 
nonaccidental trauma.  

II 
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IV Massive Transfusion 
Protocol 
MI 5.7 

All trauma centers must have a massive transfusion protocol (MTP) that is 
developed collaboratively between the trauma service and the blood bank. The 
policy must include pediatric dosing. 

I 

IV Anticoagulation 
Reversal Protocol 
MI 5.8 

All trauma centers must have a rapid reversal protocol in place for patients on 
anticoagulants.  

II 

IV Pediatric Readiness 
MI 5.9 

In all trauma centers, the emergency department must evaluate its pediatric 
readiness and have a plan to address any deficiencies. 

II 

IV Emergency Airway 
Management 
MI 5.10 

All trauma centers must have a provider and equipment immediately available to 
establish an emergency airway. 

I 

IV Transfer 
Process/Protocols 
MI 5.11 

All trauma centers must have clearly defined transfer guidance that includes: 
• Considerations regarding the types of patients to be transferred.
• Predetermined referral centers for outgoing transfers.

The guidelines should direct caregivers on the emergent transfer of a trauma 
patient from the emergency department or an in-patient area to an appropriate 
tertiary facility that lists: 

• The anatomical and physiological criteria that, when present, result in
immediate transfer.

• The levels of EMS agencies and aeromedical services available and
appropriate for patient transfers.

• Consider a checklist or guidance on what to include in the medical
record, medications needed during transport or special needs of patient.

II 

IV Decision to Transfer 
MI 5.12 

In all trauma centers, the decision to transfer an injured patient must be based 
solely on the needs of the patient, without consideration of their health plan or 
payor status. A door to transfer benchmark time for the most critical patients 
should be established and monitored. 

II 

IV Transfer 
Communication 
MI 5.13 

In all trauma centers, when trauma patients are transferred, the transferring 
provider must directly communicate with the receiving provider to ensure safe 
transition of care. This communication may occur through a transfer center. 

II 

IV Trauma Diversion 
Protocol 
MI 5.14 

In all trauma centers, diversion protocols must be approved by the TMD or 
designee and include: 

1. Agreement of the ED Provider in the decision to divert.
2. A process for notification of dispatch and EMS agencies
3. A diversion log to record reasons for and duration of diversions

II 

IV Trauma Diversion 
Hours 
MI 5.15 

All trauma centers must not exceed 400 hours of diversion during the reporting 
period. 

II 

IV Communication of 
Critical Imaging 
Results 
MI 5.24 

In all trauma centers, documentation of preliminary diagnostic imaging must 
include evidence that critical findings were communicated to the trauma team. 
The final report must accurately reflect the chronology and content of 
communications with the trauma team, including changes between the 
preliminary and final interpretations. 

II 

IV Alcohol Misuse 
Screening 
MI 5.29 

All trauma centers must screen all admitted trauma patients greater than 12 
years old for alcohol misuse with a validated tool or routine blood alcohol 
content testing. Programs must achieve a screening rate of at least 80 percent. 

II 

IV Data Quality 
MI 6.1 

All trauma centers must have a data quality plan that, at a minimum, requires 
quarterly data validation. 

II 

IV Trauma Registry 
Patient Record 
Completion MI 6.2 

In all trauma centers, the trauma registry must be concurrent, defined as having 
a minimum of 80 percent of patient records completed within 60 days of the 
patient discharge date. 

II 
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IV Trauma Registry 
Data Collection and 
Submission 
MI 6.3 

In all trauma centers, trauma registry data must be collected in compliance with 
NTDS/State inclusion criteria and data element definitions in the current version 
of the Michigan Data Dictionary and must have been submitted to the State of 
Michigan for quarterly data submissions.  

II 

IV MI CD 1-1 Failure of the healthcare facility to participate in the submission of data on 
patients who meet trauma inclusion criteria as defined in this section shall be 
considered a critical deficiency. 

I 

IV MI CD 1-2 Failure of the healthcare facility to submit data into the State Trauma Registry 
shall be considered a critical deficiency. 

I 

IV MI CD 1-3 Failure of the healthcare facility to continue to submit data into the State Trauma 
Registry on a regular basis after submission of the initial twelve (12) months of 
data shall be considered a critical deficiency. 

I 

IV Registry Use in 
Performance 
Improvement 
MI 6.4 

The trauma registry is essential to the performance improvement (PI) program 
and must be used to support the PI process. The trauma PI program must be 
supported by a registry and a reliable method of concurrent data collection that 
consistently obtains information necessary to identify opportunities for 
improvement. 

II 

IV PIPS Plan 
MI 7.2 

All trauma centers must have a written PI plan that: 
1. Specifies the processes for event identification.
2. The scope for event review must extend from prehospital care to

hospital discharge.
3. Includes a list of audit filters, event review, and report review that

must include, at minimum, those listed in the Audit Filter section.
4. Defines levels of review (primary, secondary, tertiary, and/or

quaternary), with a listing for each level that clarifies:
• Which cases are to be reviewed, including guidance on

which cases should always receive a tertiary case review.
• Who performs the review.
• Documentation of each level of review, discussion/minutes,

actions taken, and loop closure.
5. Specifies the members and responsibilities of the trauma

multidisciplinary performance improvement committee.
6. Outlines an annual process for identification of priority areas for

PI, based on audit filters, event reviews, and PI committee
guidance.

I 

IV MI CD 2-3 Failure of a facility requesting in-state verification to provide a written 
performance improvement plan which meets state of Michigan criteria shall be 
considered a critical deficiency. The plan must include a process of event 
identification and levels of review which result in the development of corrective 
action plans, methods of monitoring, re-evaluation, and the process being 
reviewed and updated annually. 

I 

IV Documented 
Effectiveness of the 
PIPS Program 
MI 7.3 

All trauma centers must have documented evidence of event identification; 
effective use of audit filters; demonstrated loop closure; attempts at corrective 
actions; and strategies for sustained improvement measured over time. The 
process of event identification and levels of review must result in the 
development of corrective action plans, and methods of monitoring, and 
reevaluation must be present. 

Time for review to closure of non-complex PI cases is 90 days 

II 
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IV Trauma 
Multidisciplinary 
PIPS Committee 
Attendance and 
Physician 
Participation in 
Performance 
Improvement 
MI 7.6 

In Level IV trauma centers, there must be a minimum of 3 physicians that 
participate in the multi-disciplinary meetings. 

• One must be the trauma medical director
• One must be an emergency medicine physician
• The third could be an emergency department provider or an APP from

the ED or another service. 

The following providers are also required if caring for trauma patients: 
1. General Surgeon (if indicated/ad hoc)
2. Orthopedic Surgeon Liaison (if indicated/ad hoc)
3. Hospitalist/Internal Medicine/Admitting Provider (if the facility admits

trauma patients a provider from a service that admits patients to the
hospital should be included)

4. Anesthesia Liaison (if indicated/ad hoc)

The trauma program manager/coordinator is also required to attend. 

Other service lines that are highly recommended, but not required are: 
• Radiology - Attendance of a radiology provider at PIPS meetings is

especially important if the facility is experiencing delays in radiology
reads or misreads. There should be a process to send cases with
radiology issues for PI review.

II 

IV MI CD 2-1 Failure to participate in the Regional Trauma Networks performance 
improvement workplan and initiatives shall be considered a critical deficiency 

I 

IV Trauma Mortality 
Review 
MI 7.7 

In all trauma centers, all cases of trauma-related mortality and transfers to 
hospice must be reviewed and classified for potential opportunities for 
improvement. Deaths must be categorized as: 

1. Mortality with opportunity for improvement
2. Mortality without opportunity for improvement
3. Transfers to hospice – with opportunities for improvement identified

In Level IV facilities all trauma deaths need to be reviewed at the multi-
disciplinary PIPS meeting. 

II 

IV Nonsurgical Trauma 
Admissions Review 
MI 7.8 

1. In all trauma centers, all nonsurgical trauma admissions must be
reviewed by the trauma program.

2. NSA without trauma or other surgical consultation, with ISS > 9, or with
identified opportunities for improvement must, at a minimum, be
reviewed by the TMD in secondary review.

3. NSA with trauma or other surgical consultations, with ISS ≤ 9, or without
other identified opportunities for improvement may be closed in primary
review.

II 

IV Trauma Diversions 
Review 
MI 7.9 

All instances of diversion must be reviewed by the TMD. II 

IV Prehospital Care 
Feedback 
MI 7.10 

All trauma centers must have a process of reviewing and providing feedback to 
the Medical Control Authority regarding: 

1. EMS agencies, related to accuracy of triage and provision of care.
2. Referring providers, related to the care and outcomes of their patients

and any potential opportunities for improvement in initial care

II 

IV Trauma Transfers 
MI 7.11 (4) 

All transfers must be reviewed by the TMD. II 
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IV Public and 
Professional Trauma 
Education MI 8.1 

All trauma centers must support public and professional trauma education. II 

IV Nursing Trauma 
Orientation and 
Education 
MI 8.2 

All trauma centers must provide trauma orientation to new nursing staff caring 
for trauma patients. 

II 

IV Prehospital Provider 
Feedback and 
Education 
MI 8.3 

The trauma program must participate in feedback to prehospital personnel 
related to trauma care and opportunities to educate on trauma program  

II 
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The Basics of Performance Improvement 
In Meat and Potatoes” of the Trauma Program; Montana Trauma Coordinator Course 
2015, Alyssa Johnson RN, MSN, CEN shared that the focus of trauma PI is different for 
each level of trauma facility. She stressed that “the key is to remember that the trauma 
program looks at the entire spectrum of care provided to the injured patients that arrive 
at your facility”, and that “PI at all levels will include process evaluation on what 
happens before the patient enters your ED and subsequent ED resuscitation”.1  
 
Performance must be measurable and objective. The measures should be based on 
standards or evidence-based practice. Once the measures are set, it is imperative they 
are monitored for compliance.  
 
Basic Components of Performance Improvement - should be done regularly through 
chart reviews, patient rounding, team and committee meetings, and reporting. 
Patient Identification – a process must be in place to identify trauma patients for 
review and entry into the trauma registry 

• Those patients meeting criteria for entry into the statewide trauma registry should 
be entered into the PI process. 

• This includes, but is not limited to, patients with trauma injury codes, trauma 
team activation, surgery, admission, inter-facility transfer, or who died. 

Audit Filters (ACS Resources for Optimal Care 2014) 2 – The trauma program 
should have knowledge of audit filters that must be reviewed, as well as audit filters 
specific to the program. Audit filters may include: 

• Surgeon arrival time for the highest level of activation 
• Delayed recognition of or missed injuries 
• Compliance with prehospital triage criteria, as dictated by regional protocols 
• Delays or adverse events associated with prehospital trauma care 
• Compliance of trauma team activation, as dictated by program protocols 
• Delays in care due to the unavailability of emergency department physician  
• Transfers out of the facility for appropriateness and safety 
• All nonsurgical admissions (excludes isolated hip fractures) 
• Radiology interpretation errors or discrepancies 
• Delays in access to time-sensitive diagnostic or therapeutic interventions 
• Lack of availability of essential equipment for resuscitation or monitoring 
• MTP activations/ Inadequate or delayed blood product availability 
• Significant complications and adverse events 
• Transfers to hospice 
• All deaths: inpatient, died in emergency department (DIED), DOA 
• Screening of eligible patients for alcohol misuse 
• Pediatric patients 

 
1 “Meat and Potatoes” of the Trauma Program; Montana Trauma Coordinator Course 2015 
2 https://www.facs.org/media/yu0laoqz/resources-for-optimal-care.pdf  

https://www.facs.org/media/yu0laoqz/resources-for-optimal-care.pdf
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Patient Care Review – The trauma staff should have a process and a form used for 
chart review and data abstraction. 
Data Abstraction for Trauma Registry – a data abstraction tool should be created to 
allow for easy entry of information into the trauma registry. 
 
Event Identification 
The trauma program should have a process for identification of events. Once an event 
is identified, the trauma PIPS program must be able to verify and validate that event. 
These events may be brought forth by a variety of sources including, but not limited to, 
individual personnel reporting, case abstraction, registry surveillance, use of clinical 
guideline variances, or risk management.  
The scope for event review must extend from prehospital care to hospital discharge. 
The tertiary review is a multidisciplinary review. The goals of multidisciplinary review are 
as follows: 

• Review the efficacy, efficiency, and safety of the care provided by the trauma 
center 

• Provide focused education 
• Provide peer review 

Based on this review process: 
• Both the appropriateness and timeliness of care should be reviewed. 
• Opportunities for improvement (for example, errors in judgment, technique, 

treatment, or communication, along with delays in assessment, diagnosis, 
technique, or treatment) should be determined and documented. 

• When an error can be attributed to a single credentialed provider, use of the 
departmental or institutional formal medical peer review process should be 
considered. 

• Corrective action 

Levels of Review  
The Michigan Trauma Coalition’s Performance Improvement Course3 outlines the levels 
of review needed for a successful and thorough performance improvement program. 
“Once an event is identified, the trauma PIPS program must be able to review the case. 
The trauma program manager or designee usually performs this function. This process 
constitutes the first level of review, or the primary review. In some instances, immediate 
feedback and resolution may be possible at this level. Even if event resolution occurs 
during the primary review, the activity should be documented for ongoing monitoring 
and trend analysis.” 

 
3  https://www.michigan.gov/-
/media/Project/Websites/mdhhs/Folder3/Folder93/Folder2/Folder193/Folder1/Folder293/PIPS_Plan_Templa
te_-_MTC_PI_Course.pdf?rev=98dd73866ef143e1b00a0d21796c082b 

https://www.michigan.gov/-/media/Project/Websites/mdhhs/Folder3/Folder93/Folder2/Folder193/Folder1/Folder293/PIPS_Plan_Template_-_MTC_PI_Course.pdf?rev=98dd73866ef143e1b00a0d21796c082b#:%7E:text=Primary%20review%20is%20defined%20as%20finding%20and%20validating,occurred%20and%20determination%20of%20a%20level%20of%20harm.
https://www.michigan.gov/-/media/Project/Websites/mdhhs/Folder3/Folder93/Folder2/Folder193/Folder1/Folder293/PIPS_Plan_Template_-_MTC_PI_Course.pdf?rev=98dd73866ef143e1b00a0d21796c082b#:%7E:text=Primary%20review%20is%20defined%20as%20finding%20and%20validating,occurred%20and%20determination%20of%20a%20level%20of%20harm.
https://www.michigan.gov/-/media/Project/Websites/mdhhs/Folder3/Folder93/Folder2/Folder193/Folder1/Folder293/PIPS_Plan_Template_-_MTC_PI_Course.pdf?rev=98dd73866ef143e1b00a0d21796c082b#:%7E:text=Primary%20review%20is%20defined%20as%20finding%20and%20validating,occurred%20and%20determination%20of%20a%20level%20of%20harm.
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The Washington State Department of Health’s Trauma Quality Improvement Guide 
(2021)4 outlines the Levels of Review as below: 
Primary – this is done by the Trauma Program Manager/Trauma Program Coordinator 
or PI Personnel 

• Thorough issue identification needed 
• May be able to provide immediate resolution and feedback 
• Primary level of review must be documented in PI process 
• May be closed at this level 

Events that require further investigation should be reviewed in a systematic fashion with 
the trauma medical director or designee. This process constitutes a secondary review. It 
should include review of the pertinent portions of the medical record, confirmation of all 
individuals involved, development of a timeline of the event, and review of any other 
pertinent documentation. 
Secondary – this is done by the Trauma Program Manager/Trauma Program 
Coordinator and Trauma Medical Director 

• Joint investigation of issue 
• Review may lead to initial action plan 
• May need to refer to Multidisciplinary Trauma Peer Review 
• May be closed at this level 
• Secondary level of review must be documented in PI process 

 
Tertiary – this is done at the committee level. The multidisciplinary trauma committee or 
the operations committee meeting is where issues for the care of the trauma patient are 
reviewed, and determinations made about what needs to be done. The issues are 
process-focused, and the meeting provides a forum to address and correct system and 
operational issues. 

• Review the efficacy, efficiency, and safety of the care provided by the trauma 
center 

• Provide focused education related to the identified event 
• Tertiary level of review must be documented in PI process 
• Event may be closed or have an action plan that must be monitored until 

resolved 
It is important to have all the disciplines involved in the case being reviewed at the 
tertiary level attend the meeting, even if they are not required to attend normally. For 
example, a case involving a radiology delay which led to a delay in identifying an injury 
would benefit from having a Radiologist at the meeting to speak to the cause of the 
delay.  
The knowledge and expertise each service line brings to the case review are integral to 
identifying opportunities for improvement and developing a plan of action to address the 
issues identified. 

 
4 Trauma Quality Improvement Guideline 

https://doh.wa.gov/sites/default/files/2022-02/530247-TraumaQIGuideline.pdf
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Conclusions/Evaluation  
The process of the PI review, no matter what level, should be included in the PI 
documentation. Contributory factors, explanations, special circumstances, etc. can all 
affect the outcome and might be included in the explanation or conclusion. 
Evaluation of the issue may include: 

• Contributory factors 
• Special circumstances 
• Lack of equipment 
• Limited experience  
• Inadequate education 
• No policy or guideline covering this situation 

Action Plan 
Examples of action plans may include: 

• Guideline, protocol, or pathway development and revision 
• Targeted education (for example, rounds, conferences, journal clubs) 
• Enhanced resources, facilities, or communication 
• Counseling 
• Peer review presentations 
• Change in provider privileges or credentials 
• External review 
• Track and Trend 

Evaluation/Loop Closure/Event Resolution 
Closing the Loop/resolving the event implies that the process or outcome has been 
measured after implementation of corrective action plan and improvement has been 
demonstrated. The actions put in place have resulted in improvement of processes or 
care. Consistent use of a clearly defined PI Process can demonstrate improvement, but 
more importantly, it will improve patient care. It is important to remember some process 
loops may never be fully closed or complete, but utilizing this process will help to 
demonstrate continuous focus and monitoring of performance improvement and patient 
safety. Documentation of the PI process should include at a minimum: 

 

• A summary of the case 
• What issues were identified 
• What level of review the case went through 
• What the review concluded about the patient care 
• Any corrective actions put in place 
• How the corrective actions were implemented 
• How and when the loop was closed. This should   

                                           include what further review helped to show the  
                                           problem was resolved. 
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https://www.health.state.mn.us/facilities/traumasystem/documents/resource_manual/piflowchart.pdf


57 
 

Developing Performance Improvement Plans 
Trauma performance improvement plan should be developed to ensure the 
trauma program provides timely, cost-effective, high-quality patient care. 
Patient care is improved by continuous and objective data analysis, along with 
multidisciplinary peer review to identify opportunities for improvement related to 
patient safety through all phases of trauma care. 
 
Authority/Scope of Trauma Performance Improvement 
 
Per the State of Michigan Performance Improvement Requirements:  

• The trauma performance improvement program crosses many specialty 
lines and must be empowered to address events that involve multiple 
disciplines.  

• The PI Program needs to be endorsed by the hospital governing body as 
part of its commitment to optimal care of injured patients. 

• The PI program needs to be integrated with the hospital quality and 
patient safety efforts and have a clearly defined reporting structure and 
method for provision of feedback. 

• The hospital’s trauma program needs to be integrated into the hospital’s 
organizational structure with sufficient authority to effect change across 
several departments. 

• The Trauma Program has a formal performance improvement process 
that allows for a multidisciplinary approach to problem identification, data 
driven analysis and resolution of issues.  

• Patient care should be monitored utilizing guidance from the ACS, the 
State of Michigan and the facility’s Trauma Performance Improvement 
Committee. 

• All cases or systems issues that are identified must be reviewed by the 
Trauma Program Manager and elevated to the Trauma Medical Director 
as directed in the Trauma Program PI Plan.  

 
Trauma Medical Director is responsible for chairing Multidisciplinary PI meetings 
and the initial review of all physician related issues including deaths and identified 
complications utilizing data support from the trauma registry. They are also 
responsible for developing/facilitating trauma protocols and guidelines, performance 
improvement initiatives and physician FPPE/OPPE. 
 
Trauma Program Manager/Coordinator is responsible for identification of issues 
and their initial validation, the maintenance of the trauma PI data, facilitating data 
trends and analysis, and for monitoring protocols and guidelines to assure standard 
of care is being met. They are responsible for developing/facilitating trauma 
protocols and guidelines, maintaining the Trauma PI process with data support from 
the trauma registry and development of PI initiatives based on data trends.  
 
Trauma Registrar should assist the Trauma Program Manager/Coordinator in activities, 
using registry indicators and compilation of reports to support the PI program. 
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Loop Closure/Event Resolution and Re-evaluation 
When an opportunity for improvement is identified, appropriate corrective actions to 
mitigate or prevent similar future adverse events must be developed, implemented, and 
clearly documented by the trauma PI program.  
 
Examples of corrective actions include the following: 

• Guideline, protocol, or pathway development or revision. 
• Targeted education (for example, rounds, conferences, or journal clubs) 
• Additional and/or enhanced resources 
• Counseling 
• Peer review presentation 
• External review or consultation 
• Ongoing professional practice evaluation 
• Change in provider privileges 

 
All loop closure must be documented, included when the corrective action is completed. 
It is important to capture all aspects of the process such as emails sent, responses, 
one-on-one conversations, education conducted, etc. 

Trauma PI Worksheet and Data Collection                         

Data Collection Tool 
When utilizing a data collection tool, it can be useful to include information you will need 
for the registry, as well as information pertinent to PI review. There are many examples 
of tools being used by trauma programs, but it is important for you to make the tool work 
for you. The tool should include basic information such as: 
 
Patient Demographics – name, age, sex, date and time of injury and identifiers like the 
medical record number 
 
Information on the mechanism of injury – motor vehicle crash, ATV accident, 
assault, shooting, fall, burns, seatbelt, car seat, helmet, chemicals involved 
 
EMS Information: ALS/BLS, treatments/interventions in the field, medications given, 
response times, vitals in the field, EMS report obtained 
 
Activation Information: arrival time, arrival mode, time of activation, team/physician 
arrival times, level of activation 
 
Patient assessment information: vital signs, pertinent medical history, drug/alcohol 
screen, medications, fluid resuscitation, blood products used, labs and radiological 
studies, procedures performed in the ED, injuries identified and ISS. 
 
Patient Disposition: admitted or discharged, transferred (including where and reason 
why), time to decision and time to physical departure from ED 
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Any complications that occurred while a patient: DVT, infection, pneumonia, 
pulmonary embolism, intubation, change in mentation 
 
Level of PI review: primary, secondary, tertiary along with documentation at each level 
of review 
 
Audit Filters addressed: death, pediatric, transfer, delay in care, missed injuries 
 
Contributing factors to patient outcome: delay or error in diagnosis, patient 
comorbidities, system failures, deviation from protocols, missed injuries, provider error 
 
Corrective Actions Taken: Policy/guideline/protocol creation or change, staff 
education, disciplinary action, chart reviews 
 
Deaths should include:  

• Anticipated mortality with opportunity for improvement 
• Anticipated mortality without opportunity for improvement 
• Transfers to hospice – with opportunities for improvement identified 

 
All PI forms should have signatures by the reviewers. Electronic signatures are 
acceptable. 

Loop Closure Documentation 

• Is this a Provider Issue or a System Issue? 
• A description of the issue identified 
• What changes were recommended and how it will be accomplished 

o Action Plan 
o PDSA Cycle 

• Who you spoke to and a brief description of the conversation 
• Any important additional information 
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The PDSA Cycle 

PDSA stands for (Plan-Do-Study-Act) is a 
systematic process used obtain information for 
the continual improvement of a process, such 
as the care of a trauma patient.   

The cycle begins with the Plan step.  

Plan - involves identifying a goal or plan to 
defining the desired goal or metrics and putting 
it into action.  

These activities are followed by the Do step. 

Do - the components of the plan are 
implemented, such as conducting an 
educational session or reviewing charts for the 
ETOH screening.  

Next comes the Study step. 

Study – this is where outcomes are monitored 
to ensure the plan shows signs of progress and 
success, or problems and areas for 
improvement.  

The Act step closes the cycle. 

Act – this involves integrating the knowledge 
generated by the process, which can be used to 
adjust the goal, change the components of the 
plan, or broaden the learning – improvement 
cycle from a small-scale process improvement 
goal to a larger process or policy change.   

 

 

Plan-Do-Study-Act (PDSA) Directions and 
Examples | Agency for Healthcare Research 
and Quality (ahrq.gov) 

 

 

 

 

 

https://www.ahrq.gov/health-literacy/improve/precautions/tool2b.html
https://www.ahrq.gov/health-literacy/improve/precautions/tool2b.html
https://www.ahrq.gov/health-literacy/improve/precautions/tool2b.html
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These four steps can be repeated over and over as part of a never-ending cycle of 
continual learning and improvement. 

 
Pdsa Cycle Healthcare 

 

From Chart Review to Loop Closure 

Investigate the Issue – make the issue a topic of exploration.  

• Learn all the facts.  
• Talk to EMS providers, nursing, physicians, and ancillary staff.  
• Ask for input on the issue.  
• Don’t make the fact finding about blame, but an effort to truly understand the 

issue 

Identify Specific Issues Impacting Care  

• Is there a lack of education or training? 
• Is there a lack of understanding of policies? 
• Is the process confusing or unclear? 

https://mavink.com/explore/PDSA-Cycle-HealthCare
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Take Appropriate Actions 

• If you discover the performance problem is a system or process issue, involve all 
EMS, providers and nurses in changing the system or process. 

• Provide necessary information, counsel, or education and training to ensure that 
necessary resources are available to meet the expected performance 

Close the Loop 

• After taking action and giving the action time to be incorporated, measure the 
performance again and see if the action improves the performance. 

• If performance is improved, document and continue the actions.  

If performance is not improved, once again investigate, identify issues and take 
appropriate action. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Clinical Practice
Guidelines
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Clinical Practice Guidelines 

The ACS notes that trauma programs need to ensure consistency in the care they provide to 
patients. To achieve this goal, a trauma program must use clinical practice guidelines (CPG), 
protocols, and algorithms derived from evidenced-based validated resources.5  

Institutional guidelines should be established according to the most current available peer-
reviewed literature and clinical experience and recommendations from the State Trauma 
Advisory and Designation committees. Once implemented, trauma programs should track 
compliance with their clinical practice guidelines, protocols, and/or algorithms and ultimately 
monitor them for effects on outcome. Examples of such activities include the following: 

• Massive transfusion 
• Assessment and clearance of the cervical spine 
• Management of severe traumatic brain injury 
• Reversal of oral anticoagulants 
• Antibiotic administration 
• Geriatric trauma care 
• Pediatric trauma care 

 
In the State of Michigan hospitals seeking Level III and Level IV SOM Verification and 
Designation must have clinical practice guidelines for the care of the trauma patient. The 
hospital must have a policy describing: 

1. The types of trauma patients considered for admission. 
2. The specialties responsible for admitting and providing consults. 
3. The expectations for monitoring patients for deterioration. 
4. Procedures to ensure that, in the event of deterioration, patients admitted for trauma 

care are transferred to an appropriate tertiary facility for care. 
 

Clinical practice guidelines, protocols, or algorithms may be developed or revised in response to 
new evidence or opportunities for improvement, findings/recommendations in the verification 
survey, or case review action plans. In the article Development of evidence-based clinical 
practice guidelines (CPGs): comparing approaches, Turner et al states “CPGs provide an 
opportunity to standardize practice, allows for auditing of practices, and tends to improve the 
quality of care. CPGs help to ensure standardized, evidence-based treatment for trauma 
patients. Many of these guidelines have been developed by experts in both military and civilian 
medical communities and are designed to improve patient outcomes through consistent and 
effective care practices. They also focus on managing different types of injuries and patient 
populations, ensuring that trauma care providers have access to the latest recommendations 
and research”6. 

The American College of Surgeons has resource materials to help trauma centers develop 
CPGs. These resources can be found at: ACS TQP Best Practices Guidelines | ACS (facs.org) 

 
5 resources-for-optimal-care.pdf (facs.org) 
6 https://pmc.ncbi.nlm.nih.gov/articles/PMC2584093/  

https://www.facs.org/quality-programs/trauma/quality/best-practices-guidelines/
https://www.facs.org/media/yu0laoqz/resources-for-optimal-care.pdf
https://pmc.ncbi.nlm.nih.gov/articles/PMC2584093/
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This document will provide examples of clinical practice guidelines that could be utilized in Level 
III and Level IV facilities. 

Rib Fractures  

The most common presentation of blunt chest trauma is rib fractures. With the significant 
amount of force required to break ribs and the associated energy transfer, damage to underlying 
tissues occurs resulting in injuries such as pulmonary contusions. Optimal management of rib 
fractures can prevent complications and reduce associated mortality.7 

The severity of chest injury is proportional to the number of ribs fractured. The baseline mortality 
for geriatric patients admitted to hospital following rib fractures is 10 percent, but this increases 
with each additional rib fractured, approaching 40 percent if > 6 ribs are fractured.8 

Trauma programs should develop guidance for providers related to what patients can be 
managed at the facility and what patients need to be transferred. If admitting patients with rib 
fractures, it is important that the guidelines address things like: 

• Monitoring of patient 
• Pain control 
• Pulmonary hygiene 
• Early mobility 
• Early transfer for patient deterioration 

 

9 

 
7 Chest Trauma: Current Recommendations for Rib Fractures, Pneumothorax, and Other Injuries - PMC (nih.gov) 
8 Half-a-dozen ribs: the breakpoint for mortality - PubMed (nih.gov) 
9 Initial evaluation and management of rib fractures - UpToDate 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7223697/#:%7E:text=Optimal%20management%20of%20rib%20fractures%20can%20prevent%20complications,importantly%2C%20excellent%20analgesia%2C%20which%20anesthesiologists%20can%20directly%20influence.
https://pubmed.ncbi.nlm.nih.gov/16269301/
https://www.uptodate.com/contents/initial-evaluation-and-management-of-rib-fractures
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Traumatic Brain Injuries 

Traumatic brain injuries can result from blunt or penetrating mechanisms. Things like falls and 
motor vehicle collisions are the most common causes. Per the Michigan State Trauma Registry, 
falls are the number one mechanism of injury for trauma patients, with many of these patients 
being on blood thinners. The addition of blood thinners with this MOI can lead to increased 
morbidity and mortality if not managed appropriately.   

The primary insult to the brain cannot be undone and can result in permanent damage due to 
injury related impaired cerebral blood flow or brain edema from metabolic changes, oxidative 
stress, and/or vasospasm10. An evolving a standard practice is any “positive” identification of a 
radiographic intracranial injury requires transfer of the patient to a trauma center for observation 
and repeat head computed tomography11. 

The most commonly observed clinical features of mild to moderate TBI are headache, 
dizziness, nausea and poor concentration. More severe injuries can lead to aphasia, seizures, 
amnesia, behavioral abnormalities and, in the worst cases, coma. These may manifest within 
seconds to minutes following TBI12. Many trauma facilities utilize guidance from the Brain Injury 
Guidelines. 

 

 
10 Acute Management of Traumatic Brain Injury - PMC (nih.gov) 
11 The BIG (brain injury guidelines) project: defining the management of traumatic brain injury by acute care surgeons - PubMed (nih.gov) 
12 Mild-to-Moderate Traumatic Brain Injury: A Review with Focus on the Visual System - PMC (nih.gov) 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5747306/
https://pubmed.ncbi.nlm.nih.gov/24662858/
https://ncbi.nlm.nih.gov/pmc/articles/PMC9227114/
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Falls are the most common cause of minor head injury in children and adolescents, followed by 
motor vehicle crashes, pedestrian and bicycle accidents, sports-related trauma, and child 
abuse. The risk of brain injury varies with the severity of the trauma13. Low force injuries have a 
low risk of brain injury. Incidents that have a higher risk of brain injury include: 

• High speed motor vehicle accidents 
• Falls from great heights 
• Being hit by a high speed, heavy, or sharp object (e.g., baseball bat, golf club, bullet, 

knife) 
• Inflicted injury (abuse), such as vigorous shaking, typically causes severe injury 

 

The goal of the evaluation is to determine if there is serious brain injury. The evaluation will 
guide the provider in decision making regarding the need for immediate treatment, observation 
and follow up, or further testing like CT of the head. The evaluation should include: 

• Medical history and physical examination  
• Imaging tests - Many children with a minor head injury may not require an imaging test 

because the risk of a serious brain injury is small. 
• Observation of the child for development of symptoms post injury 

 

A head CT should be performed when there is concern about a serious brain injury. A head CT 
may be recommended if there are concerning signs or symptoms of brain injury during the 
examination. These include the following14: 

• Prolonged loss of consciousness 
• Persistent or severe memory loss, confusion 
• Persistent vomiting 
• Seizure 
• Severe, persistent, or worsening headache 
• Suspicion of intentional injury (abuse) 
• Behavioral changes (e.g., lethargy, decreased alertness, extreme irritability) 
• Signs of a skull fracture or bulging fontanel (soft spot on an infant's head) 
• Abnormal neurologic examination (e.g., numbness, tingling, weakness, off balance) 
• Significant scalp bruise or swelling in a very young infant 
• Bloody or clear fluid oozing from the ears or nose 

 

The EIIC (emscimprovement.center) has developed clinical guidance for the care of children 
with head injuries. 

 

 

 

 
13 Patient education: Head injury in children and adolescents (Beyond the Basics) - UpToDate 
14 Patient education: Head injury in children and adolescents (Beyond the Basics) - UpToDate 

https://emscimprovement.center/
https://www.uptodate.com/contents/head-injury-in-children-and-adolescents-beyond-the-basics
https://www.uptodate.com/contents/head-injury-in-children-and-adolescents-beyond-the-basics
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Pediatric TBI Guidelines 

15 

 
15 EIIC: Traumatic Brain Injury (TBI) Resuscitation Algorithm • EIIC (emscimprovement.center) 

 

https://emscimprovement.center/education-and-resources/peak/multisystem-trauma/brain-injury/
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16 

17 

 
 
 
16 CalACEP_PECARN_Card_Final_2Plus 
17 Infographic: Traumatic Brain Injury (TBI): Pediatric Causes and Prevention Strategies | NICHD - Eunice 
Kennedy Shriver National Institute of Child Health and Human Development 

https://cdn.ymaws.com/californiaacep.org/resource/resmgr/docs/PECARN/CalACEP_PECARN_Card_Final_2P.pdf
https://www.nichd.nih.gov/newsroom/digital-media/infographics/TBIinKids
https://www.nichd.nih.gov/newsroom/digital-media/infographics/TBIinKids
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Pediatrics 

The American Academy of Pediatrics’ Joint Policy Statement—Guidelines for Care of Children in 
the Emergency Department states that “Children who require emergency care have unique 
needs, especially when the emergency is serious or life threatening, as is the case in many 
trauma related visits. Many ill and injured children are brought to their community hospital 
emergency departments by virtue of geography within the community, and the community EMS 
agencies provide the bulk of out of hospital emergency care to children. It is imperative that all 
hospital emergency departments have the appropriate resources and staff to provide 
emergency care for children.”18 

The American Academy of Pediatrics (AAP), along with the American College of Emergency 
Physicians, the Emergency Nurses Association, and recently the American College of Surgeons 
have all highlighted the importance of pediatric readiness. There are seven categories 
addressed in the recommendations. The categories include: 

1. Administration and coordination for the care of children in the emergency department 
2. Competencies for physicians, advanced practice providers, nurses, and other health 

care providers 
3. Quality improvement and/or performance improvement in the emergency department 
4. Policies, procedures and protocols for the emergency department 
5. Pediatric patient and medication safety in the emergency department 
6. Support services for the emergency department 
7. Equipment, supplies and medications 

 

Policies, Procedures and Protocols 

Policies, procedures, and protocols for the emergency care of children are age-specific and 
include neonates, infants, children, adolescents, and children with special health care needs. 
Staff are educated accordingly, monitored for compliance, and periodically updated. These 
include, but are not limited to, the following: 

• Illness and injury triage 
• Pediatric trauma activation 
• Pediatric patient assessment and reassessment 
• Sedation for procedures and medical imaging 
• Social and behavioral health issues and care 
• Child maltreatment assessment, care, and mandated reporting 
• Death of a child in the emergency department 
• Care of children with special healthcare needs, including autism spectrum disorders, 

ventilator dependency, and use of other specialized medical equipment 
• Pediatric surge capacity for both injured and non-injured children 
• Decontamination and isolation of pediatric patients and families 
• Pediatric disaster drills 

 
18 Joint Policy Statement—Guidelines for Care of Children in the Emergency Department | Pediatrics | 
American Academy of Pediatrics 

https://publications.aap.org/pediatrics/article/124/4/1233/71861/Joint-Policy-Statement-Guidelines-for-Care-of?autologincheck=redirected
https://publications.aap.org/pediatrics/article/124/4/1233/71861/Joint-Policy-Statement-Guidelines-for-Care-of?autologincheck=redirected
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Each hospital should have transfer policies and procedures as well as transfer agreements with 
hospitals capable of providing a higher level of pediatric care. This is very important because 
being able to transfer a child to a higher level of care in a timely manner can make a difference 
in the outcome.  

All staff responsible for a part in the transfer process should know: 

• What facilities take your pediatric patients 
• What EMS agencies have the capabilities to transfer critically ill pediatric patients  
• Your facility process for transferring patients. 

 

Your emergency department should have some considerations for early transfer in their policy. 
This would include conditions the facility does not have the resources to care for. Conditions 
may include19: 

• Depressed or deteriorating neurologic status (GCS ≤14) with focus on changes in the 
motor function 

• Respiratory distress or failure  
• Children requiring endotracheal intubation and/or ventilatory support  
• Shock, uncompensated or compensated  
• Burns 
• Fractures of major long bones, spinal cord or fractures complicated by neurovascular or 

compartment syndrome 
• Penetrating wounds to the head, neck, thorax, abdomen, pelvis or groin 

 

20 

 
19 Texas Consideration for Pediatric Consultation and Transfer 
20 TEN-4-FACESp | Stanley Manne Children's Research Institute at Lurie Children's 

https://www.bcm.edu/sites/default/files/2016/b8/ped-txconsiderationpeditricconsultationtransferguidelines.pdf
https://research.luriechildrens.org/en/community-population-health-and-outcomes/smith-child-health-outcomes-research-and-evaluation-center/tricam/ten-4-facesp/
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21EIIC: Injury Evaluation in the Emergency Department • EIIC 

https://emscimprovement.center/education-and-resources/peak/child-abuse/injury-evaluation/
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Pediatric MTP Guidance 

22 

 

 
 
22 EIIC: Hemorrhagic Shock & Massive Transfusion Protocol (MTP) • EIIC 

https://emscimprovement.center/education-and-resources/peak/multisystem-trauma/hemorrhage-transfusion/#:%7E:text=This%20clinical%20resource%20offers%20evidence-based%20strategies%20for%20managing,administration%20to%20enhance%20patient%20outcomes%20and%20standardize%20care.
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Pediatric MTP Guidance 
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Pediatric MTP Guidance 
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23 

 
23 12x18_FINAL MTC-1237-Imaging_Guidelines_Infographic-Proof_5 

https://mitrauma.org/wp-content/uploads/2023/12/12x18_FINAL-MTC-1237-Imaging_Guidelines_Infographic-Proof_5-003.pdf
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Example Documentation for Level IV Audit Filters 

Audit Filter Definition Results 1st 
Quarter 

2nd 
Quarter 

3rd 
Quarter 

4th 
Quarter Total 

Pediatric 
Trauma 
Activations 

Pediatric cases 
reviewed and 
opportunities for 
improvement 
were identified 
and documented 
through the PIPS 
process. 

Total number 
of eligible 
patients 

     

Total number 
of patients 
where 
standard was 
met 

     

Delayed 
recognition 
of or missed 
injuries 

The patient had 
no missed injuries 
or delayed to 
diagnosis of their 
traumatic 
injuries. 

Total number 
of eligible 
patients 

     

Total number 
of patients 
where 
standard was 
met 

     

Compliance 
with 
prehospital 
triage 
criteria 

Prehospital triage 
criteria were 
followed as 
defined in the 
region. 

Total number 
of eligible 
patients 

     

Total number 
of patients 
where 
standard was 
met 

     

Prehospital 
delays or 
adverse 
events 

There were no 
delays on scene 
or during 
transport and/or 
no adverse 
events, i.e., 
missed intubation 
or inability to 
obtain venous 
access. 

Total number 
of eligible 
patients 

     

Total number 
of patients 
where 
standard was 
met 

     

Compliance 
of trauma 
team 
activation 

The required 
team all 
assembled at 
patient bedside 
within the 
defined time 
frame. 

Total number 
of eligible 
patients 

     

Total number 
of patients 
where 
standard was 
met 

     

  



78 
 

Audit Filter Definition Results 1st 
Quarter 

2nd 
Quarter 

3rd 
Quarter 

4th 
Quarter Total 

Accuracy of 
trauma team 
activation 
protocols 

Trauma team 
activation 
protocols were 
correctly followed. 

Total 
number of 
eligible 
patients 

     

Total 
number of 
patients 
where 
standard 
was met 

     

Delays in care 
due to 
unavailability 
of emergency 
department 
physician 

There were no 
delays in patient 
care due to the 
emergency 
department 
physician not 
being readily 
available. 

Total 
number of 
eligible 
patients 

     

Total 
number of 
patients 
where 
standard 
was met 

     

Transfers out 
of the facility 
 
 

All trauma patients 
who are 
transferred during 
the acute phase of 
hospitalization  

Total 
number of 
eligible 
patients 

     

Total 
number of 
patients 
where 
standard 
was met 

     

Facility 
Diversions 

All trauma patients 
who are diverted 
during the acute 
phase of 
hospitalization 

Total 
number of 
eligible 
patients 

     

Total 
number of 
patients 
where 
standard 
was met 
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Audit Filter Definition Results 1st 
Quarter 

2nd 
Quarter 

3rd 
Quarter 

4th 
Quarter Total 

All nonsurgical 
admissions 

Excluding isolated 
hip fractures, a 
review of all 
patients admitted 
to a nonsurgical 
service for 
appropriateness of 
care was 
completed. 
Consider Nelson 
Score. 

Total 
number of 
eligible 
patients 

     

Total 
number of 
patients 
where 
standard 
was met 

     

Radiology 
interpretation 
errors or 
discrepancies 

There were no 
incidences with 
errors or 
discrepancies 
between 
preliminary and 
final radiology 
interpretation 
reports. 

Total 
number of 
eligible 
patients 

     

Total 
number of 
patients 
where 
standard 
was met 

     

Lack of 
availability of 
essential 
equipment for 
resuscitation or 
monitoring 

There was 
essential 
resuscitation or 
monitoring 
equipment 
available as 
needed. 

Total 
number of 
eligible 
patients 

     

Total 
number of 
patients 
where 
standard 
was met 

     

MTP 
activations 

MTP met all 
defined standards 
for timeliness, 
appropriateness, 
and blood product 
ratios. 

Total 
number of 
eligible 
patients 

     

Total 
number of 
patients 
where 
standard 
was met 
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Audit Filter Definition Results 1st 
Quarter 

2nd 
Quarter 

3rd 
Quarter 

4th 
Quarter 

Total 

Significant 
complications 
or adverse 
events 

The patient 
experienced no 
significant 
complications or 
adverse events 
from pre-hospital 
through discharge. 

Total 
number of 
eligible 
patients 

     

Total 
number of 
patients 
where 
standard 
was met 

     

Transfers to 
Hospice 

Transfers to 
hospice were 
reviewed and 
deemed to be 
appropriate. 

Total 
number of 
eligible 
patients 

     

Total 
number of 
patients 
where 
standard 
was met 

     

All deaths Deaths were 
reviewed and 
opportunities for 
improvement 
were identified 
and documented 
through the PIPS 
process. 

Total 
number of 
eligible 
patients 

     

Total 
number of 
patients 
where 
standard 
was met 

     

Inadequate or 
delayed blood 
product 
availability 

Patient required 
transfusion and 
necessary blood 
components were 
readily available 

Total 
number of 
eligible 
patients 

     

Total 
number of 
patients 
where 
standard 
was met 
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Audit Filter Definition Results 1st 
Quarter 

2nd 
Quarter 

3rd 
Quarter 

4th 
Quarter 

Total 

Screening of 
eligible patient 
for alcohol 
misuse 

Eligible patients 
received alcohol 
misuse screening 
using a validated 
screening tool.   

Total 
number of 
eligible 
patients 

     

Total 
number of 
patients 
where 
standard 
was met 
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Hospital Specific Filters 
Add any additional filters based on PIPS (for example, time to antibiotics for open fractures, 
adherence to pain, DVT prevention or rib fracture protocols for inpatients) 

1. 
 
 
 
 

 

Total number 
of eligible 
patients 

     

Total number 
of patients 
where 
standard was 
met 

     

2. 

 

 

 
 
 
 
 
 
 

Total number 
of eligible 
patients 

     

Total number 
of patients 
where 
standard was 
met 

     

 3. 
 
 
 
 
 
 
 
 

 Total number 
of eligible 
patients 

     

Total number 
of patients 
where 
standard was 
met 

     

 

 

 
 
 

 


