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ABOUT THIS PLAN

The Montana Emergency Medical Services and Trauma Sy$EMEST Section of the

Montana Department of Public Health and Human Services (DR$ith&yged with the
authority to plan, develop and maintain a statewide system of care coordination for patients
suddenly stricken by serious traumatic injury. Getting to the right place at the right time to
receive the right care is a matter of life or dedtin these patients. All hospitals involved in
treating injured patients, particularly those in rural aresispuld be involved in an inclusive
trauma system. Each facility should provide the level of care within its capability.

A statewide system of trauma care coordination is continuously being developed and refined
based on the nationally recognized trauma system principles and guidance created by the
American College of Surgeons
Committee on Trauma (AGSOT). ACS
COT stratified trauma centers based orjUENeICRURRIMEE S

resource availability and defined and requires a system approach to

redefined those activities (prevention, ensure optimal care.

access to cargre-hospitalcare,

hOSpita| care. and rehabilitation) Resources for Optimal Care of the Injured Patient 2014

Committee on Trauma

necessary to maintain excellence in
trauma patient careMontana was e
first date to receive an ACEOT
trauma system consultatiom 1999

American College of Surgeons
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build and maintain an inclusive comprehensive system that addresses theldaipnds of
traumatic injury in MontanaMontana hospitals must be able to provide optimal care for the
injured and to function within a regionalized system of care to facilitate rapid transfer to
definitive care when appropriate. The obstacles that health care professionals and patients face
inrural areas are vastly different than those in urban areas. Rural trauma care in Montana is
complicated by geographic isolation, time between injury and discovery, extrication issues,
distance to immediate healthcarnd local health care resource availability. Due to the vast
distances between health care facilities in Montanapedthospitalproviders and even some
rural clinics must be prepared to provide initial care to injured patients while simultaneously
expediting their transfer to definitiveare. It is this level of preparation and organization that
has been proven nationally t®@duce the number of preventable deaths and disabilities.

A trauma system is a partnership between public and private entities to address injury as a
community health problem. A fulljeveloped statewide trauma care system has many
components; requiring a multidisciplinary team approach that allows all involvedithcare
providers to function in prplanned concert.

A trauma system is organized to protect the people from unnecessary deaths and morbidity due
to trauma. Mature trauma systems encompass a full continuum of service comparfeons

injury research and prevention, pt@ospital care, and hospital cacgo rehabilitative services

and performance improvement activities.
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ThisMontanaTraumaSystenPlanwascreatedasa masterguidefor understandingviontana
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organized intden major sections:

1. Trauma Systerdevelopment

Authority andLeadership
Pre-hospital TraumaCare
Definitive Card-acilities
Statewide Traum&egistry
Performance Improvement
Injury Prevention

Disaster Preparedness & Response

© 0 N o o bk~ 0w DN

Financial
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and planned next steps in the continued developmentmfreclusivestatewidetrauma system

for Montana.
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SECTIONDNE TRAUMA SYSTEM DEVELOPMENT

Montana Trauma System is using the trauma system material developed by HRSA and ACS to
help guide the building of aimclusivestatewide trauma system in Montana. Thelusive

trauma system model recognizes the full continuum of injury severity and utilizes all acute care
facilities to get the injured patient tthe right dace at the right tme, to receive theight care.

The Need for Organized Trauma Care Systems
The argument for developing and maintaining organized trauma care systems is perhaps best
made through a presentation of trauma statistics.

1 Traumatic injuries comprise 40% of visits to emergency departnients.

1 Traumatic injury is the leading cause of deathdbildren in the US. In fact, trauma
is the #1 cause of death for the 1 to 46 years old age gcaagrounting for 47% of
all deaths in this age range. Trauma is the third leading cause of death for the
whole US populatior?.

1 There are 200,006auma deaths annually. 20% of these deaths could be
prevented with optimal trauma care in a systém

Trauma

TRAUMA

Heart Disease
11%

Cause of
Death

(Age 1-46)

I Trauma: A Neglected Global Epidemic BWH Harvritis://steppingstrong.bwh.harvard.edu/trauma-
neglectedglobalepidemic/

2 National Center for Injury Prevention and Control (NCIPC)
% National Academies Report, June 2Qibéernet] https://www.nationalacademies.org/news/2016/06/ufn-20-
percentof-ustrauma-deathscouldbe-preventedwith-better-care
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Trauma accounts for more years of potential life lost before age 75 than any other cause,
including cancer or heart diseade.

Suicide Homicide
Cancer

Heart Disease
Chronic Lower

Respiratory 2.9%
Disease
Liver Disease 2.8%

Diabetes 2.7%

Percentage Contribution to Total Years
of Potential Life Lost Before Age 75

Montana has one of the highest trauma death rates in the nafidrere was a total of 1,117

injury deaths in Montana during 2020, resulting in an-aggisted death rate of 96.@-igure 1)
deaths per 100,000 residents. The fatality rate was over 2 times higher for males than females
(135.7 vs 57.3 deaths per 100,000), and 3 times higher among Al/AN people than white people
(233.2 vs 85.1 per 100,000). Residents of the most rural countiea hagher rate of all injury
related death than those who lived @&ither micropolitan or small metro countie3

Figurel. Ageadjusted death rate due to all injury in Montana and United States -20PD
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4CDCGYears of Potential Life Lost (YPLL) before Age 75 for 10 Leading Causes of Death
2015- 2020, United States, Both Sexes, All RAoésrnet)https://wisgars.cdc.gov/data/

5Montana Injury Prevention Annual Rep@rtSummanpf 2020 Injury Indicator Data
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Ages 75 and older had significantly higher deathsdige to injury than younger age groups.

In 2020, 9% of all deaths in Montana were due to an injury and unintentional injuries were the
fourth-leading cause of death for all Montanans after heart disease, malignant neoplasms, and
COVIBL9 ©

Top Sleading causes of death by age group, Montana, 2020

<1 14 59 1014 1524 2534 3544 4554 5564 65+ | All Ages
1 Congenitg Homicide|UnintentiorjUnintentior|UnintentiorjUnintentiorjUnintentior] Malignanf Malignan{ Heart Heart
Anomalie Injury Injury Injury Injury Injury | Neoplasm| Neoplasm| Disease | Disease
2 Short  [Unintentior] Congenitg Suicide | Suicide | Suicide | Suicide Heart Heart | Malignani Malignant
Gestation|  Injury | Anomalieg Disease | Disease | Neoplasm| Neoplasm
Placenta| Congenitg Homicide] Homicide| Homicide| Homicide| Liver |Unintentiof COVIEL9 | COVIEL9 | COVIEL9
3| Cord | Anomalies Disease Injury
Membrang
4Unintentior Malignan{ Malignant Heart | Malignan{ Liver Malignan{ COVIEL9 [Unintentiof CLRD |Unintentior|
Injury | Neoplasm| Neoplasm| Disease | Neoplasm| Disease | Neoplasm Injury Injury
5 SIDS Septicemij  Heart Heart Heart Liver CLRD | Cerebro CLRD
Disease | Disease | Disease| Disease vascular

Source: WISQARS, CLRD = Chronic Low Respiratory Disease

Unintentional transportatiorrelated injuries were the leading cause of injugfated death,
followed by unintentional falls, and then firearm suicide. Unintentional falls were the leading
cause of injuryrelated hospitalizations and ED visits, followgdumintentional transportation
related injuries.

All' Injury Key Points’

1 Tworthirds of injuries arainintentional.

1 The top causes of fatal and nonfatal injury are unintentional motor vehicle crashes and
unintentional falls

1 American Indian/Alaska Native people have higher rates wiai$e injury fatalities and
nonfatal injuries than otheraces.

1 Males are over twice as likely to die from an injury than females. They also have higher
rates of nonfatal hospitalization and ED visits

1 The most rural counties have the highest injury fatality rate compared to micropolitan
or small metrocounties.

1 Residents of more disadvantaged counties experience higher injury dateth

1 There are spikes in nonfatal injury hospitalizations and ED visits at ag€s a8 well as
over 75 years.

8 Montana Injury Prevention Annual Rep@rtSummanpf 2020 Injury Indicator Data
”Montana Injury Prevention Annual Report A Summary of 2020 Injury Indicator Data
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History of Trauma System Development in the US

The beginnings of modern trauma systems in the US can be traced to federal legislation,
specifically the Highway Safety Act of 1966 andEheergency Medical Services Systems Act of
1973. These acts represent initial efforts to apply the emergency medical and trauma care
lessons learned by physicians serving in the US military during the Vietham and Korean Wars.
Those initial federal acts léd education and training programs for emergency medical
technicians (EMTs) and initial model development of regional trauma and emergency medical
services.

The early efforts were a huge step forward, but the model of trauma care developed was
limited, emphasizing hospitdlased acute care. A second major step forward in trauma care
policy was the development of thdodel Trauma Care Systems Filar1992 by HRSA in
collaboration with provider stakeholder groups. The new model that was created called for an
inclusivetrauma care system. This neaclusiverauma system model included not only

trauma centers, but all healthcare facilities according to availghofitrauma resources.

In 2002, HRSA conducted tNational Assessment of State Trauma System Development,
Emergency Medical Services Resources, and Disaster Readiness for Mass CasualihiBvents
study demonstrated mch progress but also revealéelw states could boast of trauma systems
GKIFG AyOfdzZRSR |t idcKSver@ny syemIngdelaNoesdrprisingly, ! Q &
this assessment also demonstrated that states with the most comprehensively developed
trauma systems were better prepared to medically handle disasteadl types.

In 2006, HRSA updated its trauma system model with the publicatiModél Trauma Systems
Planning and Evaluatiofhis update to the model utilizes a public health framework that views
traumatic injury as aiseasehat can be prevented or managed in a way that reduces severity
and improves ultimatgatient outcome.

Today, the nationally recognized resource for development of trauma centers and statewide
trauma systems iResources for Optimal Care of the Injured Patigrthe American College of
Surgeons Committee on TraunESCO7). ACSCOT recognizkthe importance of trauma
systems and in 1999 started consuffion trauma system development based on that current
version of the guidebook.uErently, in its 2022standardsthe revisionprovidesdetailed
descriptions of the organization, staffing, facilities, and equipment needed to provideditate
the-art treatment for the injured patient at every phase of trauma system participa#h@S
COTstratifies trauma centers based on resource availability and defines those activities
(prevention, access to carpre-hospitalcare, hospital care, and rehabilitation) necessary to
maintain excellence in trauma patient cafiéhis document is used in a consultation/verification
processvhereby a hospital can be evalted to determine if these ACS criteria are being met.



The first state to receive aACSCOTtrauma system consultation was Montamal1999 The
recommendatons made during that review have beased to continually develop and adjust
az2yidlylrQa GNIYdzyYl acgadsSvyo

System Evaluation Preventable Mortality
The evaluation goal is for the trauma system to be driven by data and based on
quality/performance improvement

“The ultimate evaluation outcome of trauma system
implementation is a reduction in morbidity and mortality.”

Montana has performed three retrospective analysis studies reviewing all traumatic deaths in
the state occurring during specified time framé&$e objective of these studies wasdompare

the preventable death ratealong with the number and type of opportunities for improvement
(OFI) in a rural stat@ndto evaluate the effectivengs of a voluntary trauma system.

The firststudyreviewed deaths from Octady 1,1990,to September 30, 199 Jyrior to the
trauma systendevelopment and implementatiarMontana is the only state that has
conducted a statewide mortality study prior to tlemactment of a trauma systerithe study
revealed an overall preventable trauma death rate of 13%.

A subsequent study was conducted1998 FiG SNJ G KS AYyAGALFIGA2Yy 27
implementation. The overall preventable death rate from this foHopvstudy showed the
preventable death rate had decreased to 8%. This second gtrdpnstrated efforts to

initiate a voluntary state trauma system had a positive eftatthe preventable death rate and
inappropriate care.

A third preventable death studgeviewedthe trauma deatts from 2008and showed the
preventable death rate again had decreased to 5%. This third study cothpeesystem to
10-yearpost-trauma system implementatiorissues with airway and chest injury management
continue to be the leading type @FI The most common phase for occurrence of anywzis!

in the Emergency Department (ED slight increase in OFI in the post ED phase of care was
noted in comparison to 199% was noted that noving forward, $sues pertaining to falls in the
elderlywith more timely decisions on provision of definitive care versus comfort care oy,
hospitaland hospital documentation, futile resuscitation and resource utilization will need to
be addressed.
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Preventable 1990 (Pre-system) | 1998 (Post-system) | 2008 (10 yearsinto

Deaths for All trauma system
Cases development)

Frankly 5 (2%) 2 (1%) 5 (1%)
Potentially 36 (11%) 23 (7%) 18 (4%)
Non-preventable | 283 (87%) 322 (93%) 407 (95%)
Total Cases 324 347 430
Total Preventable 41/13% 25/ 8% 23/ 5%
Deaths

-1T1T OAT A 40AO0I A 3U0OAI 60 300A0OACEA 0OET OEOE
A list of strategic priorities has been determined to guide organizational planning and decision

making across the major components of Montana Trauma System activitytatedi@uma

Care Committee reviews the strategic priorities and updates the priorities as necessary to

F OOdzNy G Sfeé& NBTFESOl GKS 321 fa +FyR Glala-2F GKS
year 0242029 trauma system strategic priorities include the following items.

1. { iNBYy3GKSYy GKS adzailAylroAftAdGe 2F az2yidlyl ¢

effective administration of state office operations and the continued development of

an ideal statewide network of designated trauma centers

1 Develop legislative education and awareness strategies that demonstrate Montana
¢NF dzYlk {2adSyQa OdzNNBy(d @I fdzS® t dzZNBdzS> | 3
administrative and/or legislative changes that secure recurring, alternative funding
for operations angrovide incentives for the development of an ideal statewide
trauma and other timesensitive illness networks.

T /2yGAydz2S YSRALF OIF YLI ATYy SYLKFAATAYy3 azzyil
GFr3tAyS G¢NIdzYl {@adSvya {I @S [AQBSa¢ o

1 Continue to engage key stakeholders to create greater awareness of Montana
¢ NI dzYl {@adsSYQa @AraArzy FyR LRGSYOGAlLfT (G2 a
build support for practical alternative sources of recurring funding for the trauma
system.

11
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2. Build support for the development and maintenance of an idesihtewide network of
designated trauma centers in Montana which includes the goal of at least 80% of all
facilities becoming designated trauma centers.

T

Continue to engage trauma center priority prospects to facilitate new commitments
to pursue trauma center designation.

Engage with tribal/Indian Health Service facilities to encourage increased
participation in the trauma system.

Continue to facilitate information exchange relative to best practices and shared
challenges across the state.

Continue to provide trauma trainingnd educatioropportunities to providers,

nurses and EMTs and facilitate the implementation of national and statewide
initiatives.

3. Establish statewide trauma registry data consistent with national standards for
facilitating statewide and regional injury prevention efforts and trauma system
performance improvement.

1

Expand the trauma registry data reporting capabilities to allow for performance
measure benchmarking and dataking with EMS and crash records to provide for
more comprehensive understanding of injuries.

Support continued development of the comprehensive EMSsRgdo include data
reporting.

Continue to provide support and training tuma center registrarsoordinators to
ensure consistent data collection at the facilities



SECTIONNWQO AUTHORITY AND LEADERSHIP

This section defines the basic elements of the Montana Trauma Sys Qa | dzi K2 NR& § &

leadershipjncluding enabling legislation, vision and mission, governing commeéteestaff.

Enabling Legislation
In Montana, a state task force comprised of representatives fromhmspital, nursing and

physician professions, hospital administration, Indian Health Services and state legislators met

Y
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department implemented a statewide trauma registry database to guide hospital, regional and

statewide performance improvement activities.

The initialMontana Trauma System Plaras published in 1994 and authorizing legislation was
passed in 19982-15-2216) Both called for the formation of a State Trauma Care Committee
(STCC) and three specified trauma regions, based upon patient referral patterns. The
Emergency Medical Services and Trauma SystEMSTS$ection provides leadership, with

input from these regional and state trauma care advisory committees. This legislation allowed

adoption of administrative rules regarding trauma centesnation classification, data
collection, triage criteria and quality assurance/improvement activities. It allowed for trauma
data confidentiality and legal protection of performance improvement surrounding trauma
care.

Trauma administrative rules were adopted in 2006 that defined the process for Montana
Trauma Facility Designation including criteria for program components by level of trauma
center¢ Trauma Receiving Facility, Community Trauma Hospital, Area TraumaaHasgit
Regional Trauma Centers. Designation site reviews began in 200&w level of center,
Comprehensive Trauma Center, was added id232the system continues to grow and
expand.

A copy of the current Montana Trauma System state statutes is providédpandix Aand a
copy of the current Trauma Facility Designation Criteria Agpjmendix E.

Vision and Mission

az2zyidlyl ¢NYdzyl {2a0SYQa @GAaAiAz2y YR YAadaAirzy
02

f SaAratlraAaAzy | yR ( kflda{compreh@nsived@usivésiaiewide yaiie
coordination system that meets nationally recognized standards and requirements.

Our Vision

The vision for the Montana Trauma System is to be a
statewide system of high quality, cost effective,
emergency medical services and trauma care floadllt
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and pediatric residents ariddian Nations within the state
borders and visitors to the state.

Our Mission
The mission of the Montana Trauma Systemo is
implement a sustainable, comprehensive emergency
medical and trauma system for Montanans that
measurably prevents and reduces morbidity amattality.

State Trauma Care Committee

Montana Trauma System is governed by andémber State
Trauma Care Committee (STCC) that represents a diverse ¢
alilr1SK2t RSNE® az2yildlyl ¢N
legislation (215-2216) specifies a member from each
stakeholder organization to nominate glified candidates for
eachSTCGeat.Nominees are submitted to theogernor for
consideration and appointment to serve a feygar term. The
following stakeholder organizations nominate qualified
committee candidates:

27

)l
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Montana Committee on Trauma of the American College of Surgeons Committee on
Trauma, who shall serve as presiding officer ofdcbmmittee

Two members from each Regional Trauma Advisory Committee

A member of the Montana trauma coordinators

A representative of the Montana Hospitassociation

A member of the Montana Medical Association

A member of the American College of Emergency Physicians, Montana chapter
A member of the Emergency Nurses Association

A member of the Montana Emergency Medical Services Association

A nurse ophysician representing the Indian Health Service

An individual who is or who is employed by a Montana private ambulance operator

A current list of Montana Trauma System board members is provided okldmeana Trauma
System websiteMontanaEMS.mt.gov

The purpose of the STCC is to reduce the incidence of trauma injuries in Montana and to
promote and advance excellence in the care of the injured patient. The STCC serves as advisor

14
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http://montanaems.mt.gov/

to the EMSTS Section and the DPHHS on medical and administrative goals of the trauma
system.

The duties of the STCC are provided for in statu6-804 and include:
1. Provide recommendations and guidance to the department concerning:

a. Trauma care, including suggestions for changes to the statewide trauma care
system;

b. Implementation of a hospital data collection system; and

c. Design and implementation of a statewide and regional quality improvement
system for trauma care that considers the standards recommended by the
American College of Surgeoas accrediting entity approved by the U.S. Centers
for Medicare and Medicaid Services;

2. Assist the department in conducting statewide quality improvement and peer review
functions by regularly analyzing the effect of the statewide trauma care system on
patient care, morbidity, and mortality;

3. Provide recommendations to and oversight and coordination of the activities of the
regional trauma care advisory committees; and

4. Provide recommendations concerning the statewide trauma care system and the
integration of trauma care with the emergency medical services delivery system.

Regional Trauma Advisory Committees

Administratively, the statewide trauma system is divided into three regions (Western RTAC,

Central RTAC and Eastern RTAC) each with a regional committee. These geographic regions are
based on patient referral patterns. NBLINBa Sy dF 6 A @S 2F SIFOK Tl OAfA

Central Trauma Region

Scobey |  Plentwood
Cutbank m H]
- avre

nnnnnn

ox \
Conrad H} Malta 2

Region

Anaconda

Western Desr
.
Trauma vamtion . Philpabura )
i H]
H

Eastern Trauma Region
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on the Regional Trauma Advisory Committee (RTAC) for the region in which the facility is

f20FGSR® we¢! / Qa 6SNB YI yRIGSB6MIRNdB@12 Sa OKI N
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Establish standards, policies, procedures, and protocols for the regional trauma care
system;

Conduct regional trauma care quality improvement, including receipt of reports
prepared by the department containing trauma care data and making
recommendations to trauma care facilities within the region based upon those
reports;

Advise the trauma care committee concerning the statewide trauma care system;
Establish trauma education and injury prevention programs;

Provide advice concerning trauma care to health care facilities and other providers of
health care;

Perform other duties required by department rule; and

Conduct other activities needed to ensure optimal delivery of trauma care services
within the region.

RTACs provide a forum to ensure a regional approach to the delivery of trauma care with
continuous system evaluation based upon quality/performance improvement and trauma

registry data. The RTACs assist in developing local solutions to improve trauraactare

consistency. RTACs establish and recommend to the STCC standards of care and performance

criteria. RTACs are responsible for writing goals for quality/performance improvement,

establishing regional standards of performance, and establishing aueisfdr indicators to

monitor system performancdPhysicians, and trauma coordinatamespresenting

Comprehensive, Regional and Area Traweratersprovideadministrativeleadership for the

RTAC activities. The RTACs meet quarterly and have been instrumental in providing creative

solutions to regional trauma neesd

16



Staff

Montana Trauma Systertocated within the EMS & Trauma System Section at Dept. of Public

Health & Human Servicestilizes a small staff of experienced healthcare professionals to

administer statef S@St 2LISNI GA2yaz YIFylF3aS az2yidlyl ¢NI dzy
statewide injury prevention activities and oversee the Montana Violent Death Reporting System.

EMS & Trauma Systems
Section Supervisor

Trauma System EMS System Epidemiology/Data
Manager Manager Manager
1
| 1 1
MT-VDRS Injury Prevention . | . . | . . .
Croseieter Program Trauma Coordinato EMS Licensing Epidemiologist
Opioid Prevention . MT-VDRS Data
Specialist el Abstractor
Opioid Education .
Specialist EMSC Coordinatol
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SECTION THREE: PREOSPITAL TRAUMA CARE

Pre-hospital providers, protocols, and communication systems are critical to the effective
delivery of prehospital care and transport services for trauma patients. Rural trauma care in
Montana is complicated by geographic isolation, time between injudydiscovery, extrication
issues, distance to immediate healthcare and local health care resource availability. Due to the
vast distances between health care facilities in Montangyrathospitalproviders must be
prepared to provide initial care to injad patients while simultaneously expediting their

transfer to definitive care.

EMS Providers

Thepre-hospitalcontinuum encompasses all events from notification of an injured peSMs
communications, medical direction pfe-hospitalcare, triage of the patient, and patient care

at the scene of the injury and during transportation. Efforts continue to bring comprehensive,
criteria-based dispatciemergency medical dispat¢lCBBEMD)to the entire state. The
population per square mile, seasonal population peaks and decline in EMS service numbers
make the speedaccuracyand clarity of the initial notification essential.

The EMSTS Section of the DPHHS has broad statutory authority for licensing ground, air,
transporting and nortransportingEMSunits. In addition to its regulatory role, the EMS System
staff supportsEMS service by providing free or loweost continuing education and by
supporting EM$®erformance improvement programs

Montana has both transporting and ndransporting services and there are state requirements
for dispatch protocols that assure a transporting unit will respond with eachtrasrsporting

unit in case they are needed. There is no state rule or policy coimggair/ground service
dispatch,coordination,and rendezvous. There are also no statewide standards for interagency
agreements with public safety agencies regarding scene safety and security. These mutual aid
and interagency agreements are set betweenvices and are essential in the coordination of
patients and in the event of a mass disaster with multiple casualties.

The Montana Board of Medical Examiners (BOME) has the statutory authority to license and
regulate the practice of Emergency Care Providers in the state, including Emergency Medical
Responders (EMR), Emergency Medical Technicians (EMT), Advanced Emeegkcely M
Technicians (AEMT) and Paramedics. This office is also responspyeHospitalmedical
direction to provide professional and public accountability for medical care provided jpréhe
hospitalsetting. Approved protocols are available to assigproviding established and

approved guidelines for individual providers functioningige-hospital transport,and

emergent conditions. The locBMSmedical director may choose whether to utilize the
protocols. The Board authorizes the medical director to use the Board approved protocols in
their entirety or may determine to limit the service or individual EMT providers function /

18
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community they serve.

The availability of EMS services varies across the state. Community support and distribution of
LISNE2YY St YR YIe y2i 0SS YIFIGOKSR GMady O2dzyieQ
services remain volunteer and are not able to maintain staffing 24 hours/day. Because of the

varied skill levels in the response teams, triage decision schemes and trauma team activation

criteria must be consistent, so all responders assess patientsromiff@nd use the appropriate

transport units.

Trauma Decision Criteria

Traumais atimé SY AAGA GBS RA&SIFASP® C2NJ 2LIAYFE 2dzi02YS
advantage to receive definitive care as promptly as possible. Patients requiring transfer, either
from injury scene or between facilities, must be identified quiekig the transfer process

prompt. Standardized trauma transfer criteaasistall providers in rapid identification of

patients who need transfer. Protocols can be used to identify patients with injuries and
mechanismgshat warrant prehospitalcoordination with the trauma center At the facilitythe
successful management of trauma patients requires the accurate identification of injuries or
mechanisms likely to cause severe injury. Preparation should be standardized, prearranged and
streamlined so there is no delay for unnecessary workup or papgrv@etting policies and
procedures assist with this process.

The Montana Trauma System utilizes thiational Guideline for the Field Triage of Injured
Patientsto support the prehospital evaluation and expeditious delivery of trauma patients.

This protocolvasdeveloped by the Committee on Trauma, American College of Surgeons with
input from an expert panel representing EMS, emergency medicine, trauma surgery, and public
health. A copy of th&lational Guideline for the Field Triagelmured Patientss provided in
AppendixB. It is important to note that the Department does not regulate regional or local
trauma patient destination. It is encouraged fegions and communitie® work

collaboratively with all involved stakeholders to determine a protocol that best meets the

needs of all involved.

Another protocolthe Montana Air Medical Activation Guidelines Criteria for Consideration of
Air Medical Transporaims to streamline the decision for mode of transport to facilitate timely
transfers to definitive care of an injured patient. Factors of distance, injury severity, road
conditions, weather, geographtgrrain, and traffic patterns must be considered when choosing
between air or ground transport. The skill level of the transport team must also be considered.
Also, the State of Montana Air Meaxdil Transport Destination Guidelines were created in 2021
to assist air medical personnel in destination decisions based on patient presenfatiopy of
both the Montana Air Medical Activation Guidelines Criteria for Consideration of Air Medical
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Transportand State of Montana Air Medical Transport Destination Guidelareprovided in
Appendix C

To assisprovidersin the expedition and recognition of geriatric trauma victims, a guideline was
developedin 2018 The Montana Geriatric Early Trauma Activation Guidekegge to provide

basic physiologic, anatomic, mechanism of injury and special consideration critgor@for

hospitall YR K2 & LA GFf LINRPJARSNAE T2NJ (NI Movitana A Ol A Ya
Geriatric Early Trauma Activation Guidelimeprovided inPAppendixD.

Goals and Objectives
1. The Montana Trauma Registry apiee-hospitaldata will be used to evaluate the
effectiveness of triage schemes to
a. Determine the need for any revisions of or additional criteria for transport.
b. Develop decision schemes that incorporate emergent needs.

2. The EMSTS Section with the assistance of the STCC and the RTACs will explore EMS

guality/performance improvement plans and assist with selection of data reports most
useful to evaluatgre-hospitaltrauma care
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SECTION FOUR: DEFINITIVE CARE FACILITIES

The network of definitive care facilities that participate in Montana Trauma System represents
approximately 8% of all hospitals in Montana that possess an emergency department.

Trauma Center Designation Process

Montana DPHHS has the authority by statute to designate trauma hospitals/facilities. Minimum
acceptable standards (modified from the ACS) for facilities in the statergerauma center

status existMontana recognizes the importance and special needs shtller medical

facilities. TheMontana Trauma Facility Designation Critezan be found irAppendixE This
criterion details the essential and
desired human and material resources
required to tend to the emergent needs

e : hLla Yl ftes FifOAfAQdzbE GHNIK SV
of the injured patient at each RSLI NI YSyda aKz2df R 68 T2 NN
designation Ieyel. Tavoid _he concept OFNB F2NJ Ay2dNBR LI oSyida H
that one level is ngcgssarlly better_t_han NEZ2dNDSES GKSANI OF LI 6Af & o83
another, numeric indicators for facility
designation have been avoided. Rather, wSa2dNOSa FT2N) hLlYrt [/ FNBE 27
a descriptive title of the trauma care ' YSNAOIY /2ttS3S 2F { dz2NHS2y:

capabilities of the facility is usedive
levels of trauma designation exist:
Brief description of trauma designation

levels:

1 Comprehensive Trauma Centers (CTC): Definitive comprehensive care for complex
multisystem injured patients. Research conducted at facility. Residency program
affiliation. Leader in professional and community education and system planning.

1 Regional Trauma Centers (RTC): Initiate and provide definitive care for all injured
patients. Assists with leadership for a geographical area or in lieu of CTC, which includes
outreach to small facilities within the same service area.

1 Area Trauma Hospitals (ATH): Provide prompt assessment, resuscitation, surgery,
intensive care, and stabilization for most injured patients.

1 Community Trauma Facilities (CTF): Provide evaluation, stabilization, diagnostic
capabilities, and some surgical coverage for injured patients.

1 Trauma Receiving Facilities (TRF): Provide initial evaluation, stabilization, and diagnostic
capabilities prior to transfer to definitive care. No surgical capabilities at facility.

Onssite survey teams for trauma center designation may be from the ACS (for those seeking
verification) or selected by thelontana Trauma System offic€he site review team must be
composed of either oubf-state or instate surveyors from a trauma center that is not owned

or operated by the same entity as the applicant and must include a general surgeon, a trauma
nurse coordinator, department staff, arather members determined to be necessary by the
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department or requested by the health care facility being reviewed.

Designation review processes include interviews with staff, evaluation of medical records,
trauma registry, staff rosters and scheduleasequality/performance improvement loop
closure;trauma committee minutesinter-facility transfer agreements and other documents

that illustrate trauma patient care and response. The team prepares a confidential written
report for the facility, which is forwarded tihe STCC designation subcommittee for a
recommendation to DPHHS on trauma center designation. Full dgggras a trauma facility

is for 3 years. Provisional designation can be approved for shorter lengths of time and typically
require a followup review to evaluate progress made on recommendations to improve the
trauma program.

A link to the Trauma Facility Designation Administrative Rldeated at the endf Appendix
A

During its 1999 consultation review, the ACS advised the state trauma ststmct its

attention to expediting the transfer of all major trauma patients to higlearel trauma centers,

bypassing interim centers.fémainsii KS adlF §SQa FraasSaavySyd GKFG (K
dzy NBI t AAaGAO RdzS G2 az2yil ylI <hatraklb® AdNimitek € NI |j dzA N.
number of air ambulance servicebe predominance of BLS transport units, and potential for

frequent road and weather delays. It is impevatj therefore, that every facility in Montana be

able to participate effectively in the initial Ifgaving maneuvers of trauma care while initiating
expeditious transfers to definitive care. Designation encourages achievement of this goal.

Currently there are sixtfive acute care facilities eligible fdesignation in Motana. The goal
is to have all eligibl&acilities obtain designation as a Montana trauma cenisignation of
Comprehensive Trauma Centers began in 2024 after administratiee were approvedo
designate this new level.

Trauma Facilities by Region and Designation Level
Montana Trauma System, 2021

13 13
10
7 7
6
5 4 4
1 -2 1 11 -2 1 2

2/ Montana Regional 3/ Montana Area Trauma 4/ Montana Community 5/ Montana Trauma Non-Designated Facility
Trauma Center Hospital Trauma Facility Receiving Facility

Count of Facilities

Designation Level
M Central RTAC M Eastern RTAC [ Western RTAC

In addition to meeting designation criteriagsignated facilities arexpected to participate in
RTACs anstate level activities focusing on performance improvement and injury prevention
activities such athe Montana Trauma Systems Conference #melRocky Mountain Rural
Trauma Symposium.
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