L
d

AN August 1, 2020
Mm Volume 1, Issue 3
METROLINA TRAUMA n

ADVISORY COMMITTEE

The MTAC Monthly Review

Welcome to the “MTAC Newsletter.” Regional trauma care is a remarkably intricate sys-
tem of protocols, resources, and most importantly, personnel. That care begins with the
911 call through the prehospital phase, to the ED, into the hospital which may include the
ICU, OR, and the medical surgical floors. For the trauma centers, the entire hospital is
engaged in the trauma response including the labs, radiology, respiratory care, and even
housekeeping requires the training to manage blood and fluid contamination to the hos-
pital from the resuscitations. Being discharged is not the end of trauma care, but in many
cases the beginnings of prolonged rehabilitation. Our purpose with the MTAC Newsletter
is to update and disseminate the activities and accomplishments without our region.

@MetrolinaTrauma
Metrolina Trauma Advisory Committee is one
of eight North Carolina Regional Advisory
Councils (RACs), dedicated to working with its
regional emergency & trauma care providers,
hospitals, & agencies in efforts of con-
structing & maintaining a coordinative, evi-
dence based process for the delivery of con-
sistent, quality trauma care.

Upcoming Education around the Region

Brenda Medlin

Brenda Medlin—her name is synomous with
teacher, mother, wife, team leader and exempla-
ry employee.

° MTAC Monthly Trauma Conference at CMC
**NH Trauma Talks at NH Presbyterian Medical
Center

Brenda has working in the Registry at CMC/
Atrium for 12 years, the entire time with Trauma
Services. She has grown the Registry Team over
those 12 years from two Registrars to today’s
total of 15 and now oversees data collection at
THREE Trauma Centers. Can you imagine what
she has seen in those 12 years? She is respected
among her peers not only within the Atrium fam- - e Interested in knowing what the clinical outcome
ily, but within the Trauma Community across ?Ifutr@ﬁ?,an%aatl’?.ﬂtm“éaesaﬁtiegfg Ui D UB &L
both North and South Carolina. Her knowledge of TQIP (Trauma o

Quality Improvement Program) is amazing—those of us that work \\

For more event info, go to www.metrolinatrauma.org

Special points of interest

e Do you have a trauma course coming up & need it

’ advertised? We can use our website or social
media to help market it.
/ e Want to say good job to an EMS crew or another

hospital for their excellent patient care? Let us
know!

with her refer to her as the “Human Data Dictionary and the Mas-
ter of All Reports.”

Comments from some of Brenda’s team say it all:
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I've never worked with a group of people more passionate, more dedicated A5y a
or more helpful than this team and it all trickles down from our fear s i

less leader, Brenda! She’s the absolute best!”

“Brenda is a wonderful, patient supervisor for whom | am proud to work. Her
extensive knowledge of trauma registry data is sought not only from
those of us in our registry but from those around the state.”

“Brenda is the heart and soul of the registry.” “You find value in what you do
but the bigger part is that you love and feel supported by your team
and your boss. Brenda is smart, patient and a tireless champion for us
and the Trauma Department.”

“Brenda is a huge advocate for quality for our trauma department and we
could not ask for a better leader.”

“Not a week, and often not a day, passes where | don’t turn to Brenda for
guidance, ideas or an answer to a data question. She is the all-
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knowing Yoda of this trauma program!”

“It’s quite an honor to work with someone like Brenda. Not only does she know her job inside and out, she has a true heart for
her job and her team. She takes great pride in what she does and it resonates onto the team. I’m so thankful to be
apart of this team!”

“I have grown personally and professionally under Brenda’s leadership. She gave me the encouragement | needed to believe
that | could be a STAC sub-committee chair. She transforms my mistakes into valuable lessons. She allows me to main
tain a healthy work/life balance and the flexibility to be successful at both She has assembled a TEAM that is dedicated
to excellence and to each other’s success. | am humbled by her confidence in my abilities which makes we want to
work harder for her and our Team. Thank you, Brenda, for all you have done for this Team and for your exemplary
leadership.”

When Brenda is not educating, running multitudes of reports people have requested or answering questions regarding the Trauma
Registry, she could be found at home or in the great outdoors with her husband, her loving goldendoodle, or planning family outings
with her 3 children and her 5 grandchildren.

@ The June refresher course for existing certification holders has been rescheduled
for August 12th. For more info, email lori.gottlieb@atriumhealth.org or go to the

MTAC website.

ADVANCED TRAUMA LIFE SUPPORT

Regional Pediatric Trauma Transfer and Management

MTAC Pediatric Transfer Guideline

Major trauma patients should be transferred within 2 hours of injury.
All other trauma patients needing transfer should ideally occur within 4 hours of injury.

Optimal care of pediatric trauma patients may require transfer to a Level 1 Pediatric Trauma Center.

Immediate Transfer Criteria Primary Management Introducing the new Regional Pediatric Trauma Trans-
(Any one of these, transfer to pediatric trauma center. Cdlfarvarde(shuifhe Ain:neﬁgl(:ﬂ:‘;m i - o . .
e —— e e fer and Management Guidelines!
e e
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1.5 T ST SEU ik g | £ 80 or, 2 160 ?;mmsﬂmmismpalpaﬂe&mal.brwul.ormidpdseEHwain . . . . .
TmoSyr SBP <7D mmHg HR <S0 or>140 i After review and input from multiple pediatric trauma
(1;.;;:; i;’::g«:;zr:;oohﬂo -;;g’v;d::s;nmmmionmewmdmmm.cw . .
4 Requiig anyHood ansuson * Hamorag: oot sty (CAT s my ik corl esingn st and emergency medicine physicians, nurses, and oth-
Anatomic Criteria; . s
1 Parsig ey s, ek st e i, UM GON . ot R i kot ke, O PG er team members at our region’s Pediatric Level 1
ﬁmmxﬁmﬁwwmewwwﬂw ::f@dnwwmsuﬂmwﬁmew T C t .d I. t f .t . .
et U rauma Center, guidelines on transfer criteria, prima-

or fracture of the axial skeleton

- DO NOT PERFORM BABYGRAM OR SKELETAL SURVEY for suspected child abuse d d t t t . f ti
5. Spinal cord or column injuries |
e . o [ P —— ‘ ry and secondary management, contact informaton,
extremity Focused Assessment: . . .
7. Headinkay when accompanied by inactaial hemortoge, CSF leaks,or - O wbe  nbated and a supplemental guide with other useful infor-
goa\sg:ﬁd;n blunt ::n to the chest, abdomen or neck (including hanging : :'e:"’;s;:’:""‘“ i
o i ' g - Docus il skin findi . .
rowning, o cothesine MOTs) T o e mation has been published.
Other Criteria: *Check for hypoglycemia; infants have decreased glucose stores
1. Patients 0-17 requiring ICU or admission for traumatic injuries **Spleen injuries do not require operative intervention, unless hemodynamically unstable
2. Clinical suspicion for Child Maltreatment with “Red Flag Injuries” (See Chart) _3fter fluid AND blood administration.
3. Any child who may benefit from consuitation with, or transfer to, a Pediatric Contact Info @ | h | d b
Trauma Center or requires pedatric sub-specialty services. Regi :
Seths For questions or transferto the Level | Pediatric Trauma Center, egional hospitals and Emergency Departments, be
s Comsigr vt rtrto s e s e e o o [ g P gency bep ,

on the lookout for virtual meeting opportunities to

Modified Glasgow Coma Scalefo Infants and Children . . — .
M review with your team as well as giving an opportuni-
NON-ACCIDENTAL TRAUMA (NAT) SCREENING
e opening . . .
ty to ask questions of the pediatric trauma team.
“Red Flag” History of Present Injury
*  No History or Inconsistent History *  Domestic Violence in Home Best verbal
+ Changing History o Premature Infant (<37 weeks) e
+ Unwitnessed Injury *  Low Birth Weight/IUGR ’ H H
* Delay in Seeking Care o Chronic Medical Conditions P If yo u d | I ke a CO pyl p I e a Se e m a I |
* Prior ED Visits * Multiple BRUE response* . .
scott.wilson@atriumhealth.org or check them out on

“Red Flag” Physical Exam Findings H
g the MTAC website.
* Failure to Thrive .
Any bruise in non-ambulating child - “if you don’t cruise you don’t bruise” S
* Any bruise in a non-exploratory location (TENS-4FACES)
. B.mises, marf(s, scars or other wounds in panemsth.?:t sugges.tinghmmgwhhanobjen(ie hand prints, General Vital Signs and Guidelines WWW.metrO“natra uma .org —_> About MTAC >

bite marks, ligature marks, loops marks, or symmetrical bruising or burns
o Burns with no splash marks or stocking/glove distribution pattern Heart Rate Blood Pressure  Respiratory Rate . .
N e mig Gy Trauma Transfer Guidelines
Premature 110-170 SBP 55-75 DBP 35-45 40-70

“Red Flag” Radiographic Findings 0-3months 110-160 SBP 65-85 DBP 45-55 35-55
o Children <1 with a fracture or fracture in non-ambulatory child 36 months 110160 SBP 7090 DBP 50-65 3045
Femur, Humerus, Rib and Metaphyseal fractures in non-mobile children 6-12months 90-160 SBP 80-100 DBP 55-65 238
«  Any fracture in a non-ambulating infant 13 years 80150 $BP 90-105 DBP 5570 230
 Anundiagnosed healing fractures, multiple fractures 36 years 70-120 SBP 95-110 DBP 60-75 2024
« Unusual fractures: scapula, sternum, spinous process 6-12years 60-110  SBP100-120 DBP 60-75 1622
+  SDH and/or SAH on neuro-imaging in young children, particularly in absence of skull fracture <1 year > 12years 60100 SBP110-135 DBP 6585 1220

For questions or transfer to the Level | Pediatric Trauma Center, please call the PCL at 704-512-7878/ 877-492-9680 Atrium Heal
Lev ne Ch Idren’s
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