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SECTION 1: ASSESSMENT

INJURY EPIDEMIOLOGY

1. Describe the epidemiology of injury in your region and unique features of:
This data on the leading causes of injury deaths is from 2006 Vital Records
information.

a. Children
The leading causes of death in ND children from the ages of birth to 12
years old are motor vehicle crashes (car/van/pickup) and homicide.

b. Adolescents
The leading causes of death in ND adolescents from the ages of 12 to 19
years ofage are motor vehicle crashes (car/van/pickup) and suicide.

c. Elders
The leading causes of death in the ND elderly are falls, motor vehicle
crashes, and suffocation.

d. Other special populations
In ND we have a significant tlee American population and il been
noted thathe majority of theideathsare from motor vehicle crashes
(car/van/pickup) and other traffic incidents.

2. Describe the databases that are used to formulate the injury epidemiology
profile (e.g., populationbased and clinical).
Currently there is not one database but multiple data sources that are being
evaluated to determinghere the problem areas arelhese data bases include:

CDC Wisqars

DOT data for MVC

ND Vital Records

NorthDakot a Council on Abused Womenos

Sexual Assault in ND for domestic violence and sexual violence stats

Some hospital discharge data (Altru from SafeKids)

Trauma Registries

Youth Risk Behavior Survey

Behavior Risk Factor Surveillae Survey

Ambulance Run data

Hennepin County Regional Poison Center

Local Safe Community Groups also use police repantdbulance trip

tickets and child passenger safety information collected through Click It for

Kids programs.

i ND Child Fatality Reviewanel Annual Report
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3. Have system epidemiology profile results (e.g., mortality rates, distribution of
mechanism, or intent) been compared to benchmark values? If so, please
provide comparisons and origins of the benchmarks.

Seatbelt usage has been compamedenchmark values. Thationalbenchmark
IS 92%. In 1998 69% of North Dakotans were using seatbelt and in 2007 82%
wereusing seatbelts.

Heal thy People 20106s benchmar k for fADeat
reduceo (rate peisl?75ih00ONDQvasmto3f.YUdndin i o n)
2004 ND was38.8

Al so from Health People 2010 wias fAPhysi ca
reduceo t he be 200, MEwak28% and iB Z004.it was R796.

4. Describe how emerging injury control patterns(e.g., from trend or
surveillance data) were identified and acted upon.
The North Dakota State Injury Prevention Coalition has written a stateysisgy
the top 5 unintentional and intentional injury deaths with strategies to reduce the
deaths. The datased to write the state plan was from 2@0D5. No decisions
have been madeom the planbut the coalition is working on its next action
steps. The mission statement from the coalitightee North Dakota Injury
Prevention Coalition is a mutdisciplinary partnership to reduce unintentional
and intentional injuries and death. o

Local Safe Community Groups also asssthe area data to make their action
plans for the following year.

North Dakotabds Attorney Gener al has 1 nst.i
Sobriety in 12 counties in the sowdéntral part of the state. In 2006 there were

over 6,000 people arrested for drunk driving. Over 2,000 of those were repeat

offenders. Withtsi pr ogram t he offender will be or
department twice a day fortaeathalyzetest. If any trace of alcohol is detected,

he/'sheis immediately taken to jail. This program has been in place in South

Dakota and99.8% of the offerats have shown up and 99.3% have passed their

breath test. This program was discussed at a State Trauma Coniviet&iag

and was presented at the 2007 State Trauma Conferernbe $guth Dakota

Attorney General

5. Describe how ongoing and routine injurysurveillance is completed and how
results are shared with constituent groups.
Injury surveillance is worked on through thévBion. of Health Vital Records.
The Injury Prevention isionis working on developing a system for
surveillance but it is slowvith limited funding.



6. List organizations dedicated to injury prevention within the region and the
issues they address (e.g., MADD, SADD, SafeKids Worldwide, Injury Free
Coalition for Kids, ATS, university -based injury control programs).

There arenunerousorganizations active in ND, many of whom work together
under the Safe Community umbrella. These granpssome of their activities
include:
1 Health Unitsi Child Passenger Safety, Bicycle Safety
T Law Enforcement (Hi ghwayCityPalica)-ol , Sher.i

Underage DrinkingSeat Belt Usage, Speeding, and Driving Under the

Influence

Trauma Center$ Many Injury Prevention Projects

Schools (Private, Public, and Secondarynderage Drinking, Seatbelt

Usage, Bullying, Suicide Prevention

Judicial Systems (Juvenile CouftlUnderage Offenses

Military 7 Child Passenger Safety Seats and Domestic Violence

Local Government (Mayors and City Engineér$§)edestrian Safety

Fire Departments Fire Prevention

Ambulance ServicésUnderage drinking, Moto¥ehicle Safety

Mental Healthi Suicide Prevention

Addiction Services Underage Drinking, Drinking and Diving

Mediai They are involved in most projects

Community Actiofi Youth Programs

Private Citizen§ Assists with many injury prevention projects

Busiresses/retailers Supports many injury prevention projects

Ligquor industryi Underage Drinking and Drinking and Driving

Civic Groupsi Youth Projects

MADD Drinking and Driving

SADDI Impaired Driving and Underage Drinking and Drug Usage

Emergency Nursesssociatiori Impaired Driving, Child Passenger

Safety Seats, and Seat Belts

E |
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Other organizations include:

Safe Kidg Youth Safety

4-H 1 Animal and Household Safety

FCCLAT Family Career and Community Leaders of America

Farm Safety Just 4 KidsFarm Safgy

Nodak Mutual Farm Safety Program

AAAT Motor Vehicle Safety

ND Parks and RecreationSafety Certification for ATV for kids 12 and

older

1 ND Game and Fish Becoming an Outdoors Woman, Boating & Water
Safety Education, Hunter Education, and the Natigwrahery in the
Schools Program
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Documentation Required:
Prior to Site Visit
& No additional documentation required



I NDICATORS AS ATOOL FOR SYSTEM ASSESSMENT

1. Has a multi-disciplinary stakeholder group participated in the scoring and
consensus process associated with the BIS tool? If not, are there plans to do
s0?

A face to face meeting was held and the 16 indicanataded with this document
werepresented to the State Trauma Commifié®scores weredetermined by
consensus

2. If the process has been completed, how were the findings used?
Thisprocess has not been completed. 4usintent to use the BIS tool to
developa system plan after recommendations r@eeived fronthe ACSSystem
Consult.

3. Is there a date (year/month) set for a reassessment using the BIS to mark
progress toward agreed upon goals or benchmarks?
No specific date has been specified for thagsesment of the state trauma
system plan. It is the intent to implement the recommendations provided by the
ACS consultation in the revised pldarhe State Trauma Committee will be
involved with thee-assessmerndrevisionof thecurrenttrauma system plan.
Within the process of threvision, timelinesvill be developed to monitor goal
achievements and benchmarks.



Documentation Required:
Prior to Site Visit
& No additional documentation required.



SECTION 2: PoLicY DEVELOPMENT

STATUTORY AUTHORITY & ADMINISTRATIVE RULES

1. Describe how the current statutes and regulations allow the state or region
to:

a. develop, plan, and implement the trauma system
North Dakota Century Code ZBL.2 was enacted in 1995 and bedgaa
establishment of our current trauma system. North Dakota has an integrated
comprehensive state trauma system designed to be inclusive of alldaalth
providers in the state. The trauma system provides a state of readiness or a
preplanned responder care of the injured victim. This response requires the
use of coordinated communications, accurate identification of the level of
care required and rehabilitation services.

b. monitor and enforce rules

The State Health Council establishes the standandsregulations for the

state trauma system and the North Dakota Department of He8lthision of
Emergency Medical Services maintains and enforces them within system. The
State Trauma CoordinatpBtate Trauma Committegnd state site review

teams catinuously monitor standards and rules when doing designation visits
and regional trauma meetings. Any issues are discussed at quarterly State
Trauma Committee meetingsd rule changes go through the State Health
Council and Public Hearings.

c. designatethe lead agency

The North Dakota department of Health (DOH) under the auspices of the
State Health Council is the lead agency for the state trauma system. The
Division of Emergency Medical Services (DEMS) is the department in which
the trauma system isamaged. DOFDEMS has the authority to oversee the
trauma system plan, emergency medical services profdicelssingof
ambulanceshospital trauma standards, trauma registry, ahdquality
improvement program.

d. collect and protect confidential data
The state trauma system contains a state trauma registry. Designated
trauma centes must participate in the trauma registry. A hospital not
designated as a trauma center must also provide to the registry a
minimum set of data elements for all trauma gats as determined by the
state

Data in the registry is not subject to subpoena or discovery or
introduction into evidence in any civil action. Information may not be
released from the state trauma registry except as permitted by North
Dakota century cde section 231-15.



North Dakota Century Code ZRBl-15 Research studies confidential
Penalty

1.

All information, records of interviews, written reports, statements,
notes, memoranda, or other data procured by the state department of
health, inconnection with studies conducted by the state department of
health, or carried on by the department jointly with other persons,
agencies, or organizations, or procured by such other persons,
agencies, or organizations, for the purpose of reducing the idityrb

or mortality from any cause or condition of health is confidential and
must be used solely for the purposes of medical or scientific research.

Such information, records, reports, statements, notes, memoranda, or
other data is not admissible as evide in any action of any kind in
any court or before any other tribunal, board, agency, or person. Such
information, records, reports, statements, notes, memoranda, or other
data may not be exhibited nor their contents disclosed in any way, in
whole or in part, by any officer or representative of the state
department of health, nor by any other person, except as may be
necessary for the purpose of furthering the research project to which
they relate. No person participating in such research project may
disdose, in any manner, the information so obtained except in strict
conformity with such research project. No officer or employee of said
department may interview any patient named in any such report, nor a
relative of any such patient, unless the consenthef attending
physician and surgeon is first obtained.

The furnishing of such information to the state department of health or
its authorized representative, or to any other cooperating agency in
such research project, does not subject any person, hgspit
sanitarium, rest home, nursing home, or other person or agency
furnishing such information, to any action for damages or other relief.

. protect confidentiality of the quality improvement process

It is in North Dakota Century Code Z8..2 that the proceedings and
records of the quality improvement program are not subject to subpoena
or discovery or introduction into evidence in any civil action arising out of
any matter that is the subject of calesiation by the program.



2. Describe the process by which trauma system policies and procedures are
developed or updated to manage the system including:
a. the adoption of standards of care

Policies and procedures are developed or updated according to new
standards published by the ACS in the Optimal Care of the Injured
Patient, and when issues arise during site visits. The State Trauma
Committee discusses new developments and changes and makes the
decision on whether to implement them within the state traystam.
The State Trauma Coordinator implements the changes within the system,
and updates all State Trauma Coordinators, Trauma Program Managers,
and other trauma stakeholders.

b. designation or verification of trauma centers
Level |, I, and Il traumeacentes are verified under the auspices of the
American College of Surgeons and receive a state designation
automatically once the verification has been approved by the American
College of Surgeons Committee on Trauma. The guidelines for levels |, I,
and Il are taken from theurrentResources for Optimalate of the
Injured Patient

The requirements for the Level I’V and
originated from the American College of Surgeons, Committee on

Traumads AResources foPaOpéenmal 1€8a8eé. o
Since then the requirements have been updated and revised and are found

in the Trauma System Regulations ChapteB8®1-13 and 14.

c. direct patient flow on the basis of designation
All ND ambulances are required to have transport plavisch is a
method to preplan who will care and transport the pati€tdmpliance,
although mandated, it is not followed in communities with nondesignated
hospitals.

d. data collection, and
All hospitals, whether designated as trauma centers otthydgware
required to submit their trauma data to the state trauma registiiygthe
inclusioncriteria. The State Trauma Committee is responsible for the
State Trauma Registry. They have asked the State Trauma Coordinator
and the Level Il Trauma Program Magers to define the data to be
collected. This group distributed the ND Data Dictionary, which complies
with ACS National Data Trauma Bank, at the 2007 State Trauma
Coordinators Meeting. Earlier this group also made recommendations for
inclusion criteriafor the State Trauma Registry.



e. system evaluation
It is in trauma system regulatioriBat a quality improvement process shall
be established by ttfate TraumaCommittee. The process includes
evaluation criteria that provide guidelines for acceptablendtads of
care. RegionaCommittees also evaluate the trauma system within their
region based upon the evaluation criteria. The regional committees make
recommendations to emergency medical services and trauma centers in
the development of plans to impeothe trauma system. Our trauma
system has been weak in this area due to inconsistent data from the
trauma registry. Currently we are working at improving our registry
we can begino use the datéor quality improvement issues.

All trauma progranmanagers and EMS personnel in the state are

encouraged to bring any issues or concerns in regards to the trauma

system to the State TrauBa@o or di nat or 6 s attenti on. T
Coordinator then brings those concerns and issues to the State Trauma

Comnittee for discussion and action.

It is also the intent of the State Trauma System to use the ACS consultation
report to address and improve on issues stated in the report and include
them into the future ND trauma system plan.

3. Within the context of statutes and regulation, describe how injury
prevention, EMS, public health, the needs of special populations and
emergency management are integrated or coordinated within the trauma
system.

Injury Prevention/Public Health

1 There areno specific statutes or regulations requiring injury
prevention/public healtiwvithin the trauma systerhpwever it is part of
the State Trauma Committeeds responsi b
prevention and public educational needs.

1 The state trauma system supports public education and trauma prevention
programs throughout the state.

91 Our level Il trauma program managers along with the State Trauma
Coordinator work closely with respective regions in providing resources
and ideas fornjury prevention at the State Trauma Coordinators
Workshop which precedes the Statewide Trauma Conference.

1 The Level Il and Il Trauma Program Managers work closely with the
Safe Community coalitions in their communities. Public Health is also
closely irvolved with these groups. The Safe Community Coordinators
have astatewide working relationship and theirgects have been
brought to the State Trauma Committee for their support and involvement;
i.e. 2007 Seat Belt Law changgglATVO6s on hi ghways




i State Trauma Coordinator is a part of the ND State Injury Prevention
Coalition. Ths is a multidisciplinarycoalition that has begun to revamp
its mission and goals. Once goals and objectives have been established the
State Trauma Coordinator will givee quarterly report to the State Trauma
Committee on the coalition activities.

1 Hospitals are encouraged to participate in injury prevention and public
education specifically related to trauma. This is reviewed and encouraged
at eachtrauma designatiosite visit.

1 The ND State Injury Prevention Department participated in the annual
trauma conference as a vendor to provide resources and information to
conference participants from all over the staléne director of the ND
Injury/Violence Prevention Program also presented injury statistics and
resources at the State Trauma Coordinator Workshop.

EMS

EMS Ground Ambulance Services Chapted331-.2-14 states that major

trauma patierg must be transpited to a designated trauma center as per

N.D.A.C 3338. EMS Ground Ambulance Services Chaptet B81.215 state

when it does not delay transport time, basic life support ambulance services must
call for a rendezvous with an advanced life support graambulance, or an
advanced life support or critical care air ambulance if the basic life support
ambulance is unable to provide the advanced life support interventions needed to
fully treat a patient exhibiting a major trauma, cardiac chest or acute myladar

infarction, cardiac arrest, or severe respiratory distress or respiratory arrest.

Trauma System Regulation Chapd&38-01-04 requires that all emergency
medical services licensed by the ND Department of Health establish trauma code
activation protocols, trauma patient care protocols that have been reviewed and
approved by a medical director, and local emergency ca¢dervices transport
plans.

Trauma System Regulation Chapd&38-01-05 requires Emergency Medical
Services to develop local emergency medical services transport plans for the
transport of the major trauma patients by appropriate means to the nearest
designated trauma center. EMS may bypass the nearest designated trauma center
for a higher level trauma center, provided that it does not result in an additional
thirty minutes or more of transport time. If there are multiple trauma centers in
the commuity, the major trauma patient meeting the criteria in steps one or two
of the field triage decision scheme, provided by the ACS Resources for Optimal
Care of the Injured Patient: 1999, should be taken to the trauma center with the
highest level of designah. The plans are subject to approval to the regional
trauma committees. Following the approval, the local emergency medical
services transport plans must be filed with the department and distributed to
participating dispatch centers.



The EMS MedicdDirectors have scheduled an annual meeting in conjunction
with the ND State EMS Conference for mgears, bubeen poorly attended

The State EMS Director has been working to improve participation. He is striving
to change the meeting to be in conjunatwith the ND State Trauma Conference,
as many physicians attend and have the opportunity to earn Trauma CME.

Special Populations

There are no statutes or regulations that specifically address special popslat
within our trauma system. Within thegulations ar StateTrauma Committee
mustconsistof amember representingdian Health Servicegndin addition an
Ad-Hoc Pediatric representative was appointedlso within the trauma system
regulations regional committees must have a member regnegdndian Health
Service or Tribal Government.

Emergency Management

There are no statutes or regulations that specifically address Emergency
Management within our trauma systef@ne of the ad hoc members of the State
Trauma Committee represertimergency Preparedness and Respouse.
representative was also invited to be part of each of the Regional Comm#itees.
sectionin the trauma designation application was added to address the hd@spital
Mass Casualty/Disaster protoca@sd thesite visitteam reviews the protocols

and plans at the trauma designation site visit.




Documentation Required:

Prior to Site Visit:
B Trauma system statutes and regulations
¥ EMS statutes and regulations



SYSTEM L EADERSHIP

1. How does the lead agency bring constituency groups together to review and
monitor the trauma system throughout each phase of care?
EMSI Prehospital care is reviewed during designation visits by looking at trip
tickets on charts.

Hospital Care is reviewedhtough the designation processgery threg/ears.

Any care issues outside of the designation review brought formally to the State
Trauma Coordinatordéds attention are taken
evaluation and action.

Rehabi We do not monitoor review at this time.

2. Describe the composition, responsibilities and activities of the
multidisciplinary trauma system advisory committee (s) and its working
relationship with the trauma lead agency and the EMS lead agency, if they
are different.

The Sate Trauma Committee is responsible for activities of the state trauma
system and works in conjunction with the Director of the Division of Emergency
Medical Services and the State Trauma Coordinator. State Trauma Committee
responsibilities include:
1. Monitors the standard of care of the trauma system as defined by
requirements:
1 Prehospital triage of the major trauma victim
1 EMS transport plans
1 Emergency department, hospital care, rehabilitation
2. Addresses systems issues, such as:

1 Quality of care

1 Patientoutcomes

i Education needs

1 Prehospital issues

1 Trauma injury prevention

Provides a forum for:

1 Establishing policy/guidelines

1 Problem solving

1 Identification of issues

3.



4. Reviews designation of trauma centers:
1 Reviews applications and site visit reportsifevel IV and V Trauma
Centers
1 Recommends approval or denial of trauma center designation based
on trauma system criteria provided by North Dakota Administrative
Code 3338-01-13 and-14. Trauma Center designation is provided by
North Dakota Department ¢iealth.
1 Evaluates and conducts provisional designation site visits for Level I,
I, or Ill Trauma Centers
T Reviews any oOplan of correctiond sub
an appropriate course of action
5. Monitors the effectiveness of the trauma systeough:
1 A periodic review of ongoing Quality Improvement
1 Quality outcomes based on the data submitted to the state trauma
registry.
6. Supports public education atichumaprevention programs and is
involved in legislative activities affecting the trauma plan.
7. Defines four trauma regions of the state and oversees the functions of the
regional trauma committees.

a. ldentify pediatric representatives on the multidisciplinary trauma
system advisory committee ad any pediatric advisory groups that
provide input into trauma system development.
Waldemar Storm, MOMer i t Car e Chi,lsthe pedialris Hospi t al
representative to the State Trauma Committee.

The State Trauma Coorditor ison the Emergency Medical Services for
Children (EMSC) advisory boardl'he State Trauma Coordinator also
works closely with the EMSC coordinator in looking at and resolving
issues concerning pediatric injurieRight nomthe EMSC program is
working on performance measures required by the HRSA .g8ante
specific measures currently being addressed dealing with trauma system
development for pediatric patients are:

1 Online and offline medical direction for pediatric emergencies

1 Appropriate pediatriccquipment in hospitals and ambulances for

pediatric injuries
1 Pediatric transfer agreements

The ND Child Fatality Review Paneithin the ND Department of

Human Servicereviews deaths of all children (under 18 years of age)
which occur in the state. Bharing information and reviewing data,

panel members review the circumstances surrounding the deaths and look
for patterns or trends to identify possible prevention strategies.



b. Describe the process of involving experts in, and advocates for, special
populations, and how they help drive regional trauma system policy
Members of the State and Regional Trauma committees include
representatives from the Indian Health Servidemerican Academy of
Pediatrics(State Committee onlygnd hospital and EMS repredatives
from rural and frontier areas of the staM/hen issues with specific
special populations arise, the State Trauma Committee relies on the
knowledge and expertise of the representative from that special population
to guide with system changes anghiovements.

c. Describe how the multidisciplinary advisory committee is involved in
trauma system performanceevaluation (e.g., review of system
performance reports).

We currently do not have a formal performance process in place. This is
an area we havemiggledwith in the pastdue to an incomplete trauma
registry. After many yearall ND Hospitalsnowhave the same Trauma
Registry There are still problems with the Trauma Registry that we are
working with the vendor to correct. In the meantingearelooking at

what filters to includdor a more thorough evaluation of our trauma
systen, oncevalid data is available

Our State Trauma Committelees revievall the trauma site visit reports

written by the state team for the Level IV and V facilitiesaddtesses

any issues that may arise from those repfréstime in the rural hospital

before transfer, appropriate trauma team activation, and appropriate

labs, xrays, and CT performed before trangfefheState Trauma
Committeaalsoreviewsany defciencies from the Level Il facilities and

approveghe Trauma@nt er 6s pl an to i mprove and

Two years ago at the Trauma Coordinators Wor k shop, PI and
Benchmarkingverediscussed. Severaiel IV and V Trauma Centers

gathereddata and the Trauma Program Manager from one of the Level

|l 1 6s put the i nfor mathefalowingyea atthber and
Trauma Coordinatorsdé Workshop.



3. Provide examples of how the lead agency and trauma system leadership (e.qg.,
trauma centers, trauma medical director, nurse coordinator, trauma
administrator, and other stakeholders) inform and educate policy makers,
elected officials, community groups, and others about the trauma system, its
strengths, and its improvement opportunities.

State Trauma Coordinatonasgiven presentations of the trauma system to
multiple groups throughout the state some including the NAtiverican Health
Summit, ND Injury Prevention Coalition, and Safe Communities Coordinators.

Trauma Leaders from North DakoTrauma Centers have also done
presentatios to their communities on the Trauma System and how it benefits
them all.

Trauma Leaderbave also testified at state and local levels to legislators on bills
related to trauma, such as the primary seatbeit, IATV use ohighwaysand
Trauma System Consultatiby the American College of Surgeons.

TheVice Chair ofthe State Trauma Committee serves as the trauma
representative on the ND Healthcare 2020 committee.

Members of the ND State Trauma Commitide trauma information to the
groups they represent.

The North Dakota Trauma Coordinators have a newsletter that is sent to all
Trauma Coordinators in the state and to other stakeholders that includes injury
prevention information and updates from thetN®dakota State Trauma
Committee and Regional Committees.



4. Describe the process to build or expand effective trauma leadership within
the trauma system (e.g., succession planning, leadership courses, workshops,
etc.), including the lead agency and traum centers
During the time that the North Dakota Trauma System was being formed, the
meetings were all face to face. Since the rbdage beemput into place
communications arprimarily telephone conference calls. Once every year or
two we try to hava long face to face working meeting. This usually includes an
educational topic and discussion about the ND Trauma System and improvements
that could/should be made to it.

The North Dakota Health Departmemtovides ATLS/TNCC reimbursement for
physiciansand midleviest nondesi gnated hospitals and

For seven yearsthe day before the State Trauma Conference, the State Trauma
Coordinator and the Trauma Program Managers from the Level Il and I
Trauma Centers developed a Workshop forTite@ima Coordinators from the

Level IV and Yand nordesignatedospitals This has been a mentoring process
for new and experienced Trauma Coordinators

The North Dakota Trauma Foundation, in conjunction with the Level 1l and Il
North Dakota Trauma Geersand the North Dakota Health Department
sponsors the Annual North Dakota Trauma Conference.

ND COT representative andice Chairof the STC has been working with
surgeons throughout trstateto encourage their involvemenith trauma issues
and thestate system.

The North Dakota and South Dakota @hersof the ACSCOT have agreed to
sponsor a National Trauma Speaker the North Dakotd South Dakota
American College of Surgeons Conferentbe North Dakota AGEOT has also
agreed to sponsor andidvanced Airway Course to be taught in conjunction with
the 2008 ND Trauma Conference.



Documentation Required:

Prior to Site Visit

i1 A comprehensive organizational chart that identifies the lead agency staff
(including contract employees) assigned totthama program (full or pattime)

x  Provide a copy of the most recent trauma system aggregated performance
improvement report generated by the lead agéndie do not have a generated
performance improvement report.

i Organizational chart that illustrates the system oversight committee, its
subcommittee, and its relationship to the lead agency



SYSTEM OVERSIGHT COMMITEES

ND Health Council

ND Department of HealthDivision of
Emergency Medical Services

State Trauma Committee

NW Regional
Trauma Committee

NE Regional
Trauma Committe

D

SE Regional
Trauma Committee

SW Regional
Trauma Committee

ND Trauma
Coordinator
Committee

ND Urban Trauma
Coordinator
Commitee

ND Health Council i the health council in conjunction with the state department of health maintains the
comprehensive trauma system for the state.

State Trauma Committeei serves as the advisory committee to the lead agency.

Regional Committeed report to the State Traun@ommittee on activities relating to trauma in respective
regions.

ND Trauma Coordinator Committee i involved trauma coordinators from all hospitals both trauma
designated and nondesignated. Lead agency provides information on policies, proceduresigasd ch
within the trauma system.

ND Urban Trauma Coordinator Committee i involves trauma program managers from the level Il and
[l trauma centers. Its main focus is to provide resources, guidance, education, and outreach to the level IV,
V, and nondesignated hospitals.



Lead Agency Trauma Program Staff

Terry Dwelle
State Health Office

Arvy Smith
Deputy State Healt

Health Resources
Section Chief

Tim Meyer
BS, NREMP
State EMS Directo

Amy Eberle, RN, B!

State Trauma
Coordinator

Lindsey Narloch
Research Analyst




COALITION BUILDING AND COMMUNITY SUPPORT

1. What is the status of the trauma systemobs

and building coalition; is it a strong and active coalition; does the coalition
need new energywhich not currently involved should bea part of your
coalition)?

Within the trauma system rulespresentation for the State Trauma Committee is

specifieddTher e hasndét been a groemiteedasal of ut
formed. We have very dedicated members who are active in trauma system
activities. We have come to realize that there is no real succession plan in place.
Currently the State Trauma Committdeesnot have a member representing
Injury Prevention. Thisouldbe addressed when the rulgsverning the
membershipf the State Trauma Committeee revised In the meantima, weare
inviting an injury prevention representative to attend the meetimgsyill not be
a voting member
a. What is the role of thecoalition members €onstituentsand
stakeholders) in promoting trauma system development?
From t he e athelND TrAuthd Systamnhwasrbeing develpped
the Level I 1 6s and the hospitals that
have been very active irauma system activitiesThese activities
included:
1 Hospitals sipportingther TP M6 s, Tr auma Surgeons,
Administrators to attend and participate in multitudes of
meetings and hearings.
1 When it was questionable whether there would be funding to
supportthe State Trauma Coomliat or 6 s posi ti on, h e

hospitalsand supporting organizations contributed motey
support theposition. When permanent state fundivess found
the moneyhat wascontributedbecame the beginning tife ND
Trauma Foumdation. TheFoundatian began funding rural
ambulance and hospitalquipment and educational needs
relating to trauma and also sponsors the annual State Trauma
Conference.

1 These hospitals worked very hard to become and maintain
verification as Level Il Traumadhters with no financial
incentives from the State.

9T For the first 8 to 10 years of
sent their Trauma Surgeon and Trauma Program Managers to
rural facilities to do site visits, without compensation. The Level

r

I I 6s mwmirtet @ t o ask the Level | V6s

reimbursement of mileage, food and lodging, but that has never
been requestedurrently the state reimburses a minimal amount
to the Level Il hospitals for doing the site visits.



1 Our state trauma committee membersvel || Trauma Hospitals
and TPMOs, ND Hospital Association
Medical Association, and the American Heart Association have
beenvery active with legislation ipromoting the trauma system.
For example the above stakeholders wangy active in
contacting legislators for appropriations to conduct the ACS
Trauma System consultation for the ND.
1 Consultationvisits are done by the State Trauma Coordinator,
Level Il TPM6s and trauma surgeons
hospitals to provide information and direction to get their
trauma programs started.
1 We have many coalition members that represent the rural and
frontier areas of the state and have been very active in promoting
the trauma system in their respective regions.

b. What is the method and frequency for communicating with coalition
members?
The State Trauma Committee meets at least quarterly via telephone
conference call ané once a year face to face meeting. Electronic mail is
utilized for additional communication. We do have the possibility of a
Statewide Trauma List Serve that has not been activated yet.

2. Describe how the trauma system leadership mobides community partners to
improve the trauma system through effective communication and
collaboration.
a. How has the community been approached to identify injury control
concerns?
Trauma designated hospitals are encouraged by the lead agency and
Regionaland State Traum&ommittees to provide education on injury
prevention throughout their communities. Many hospitals use local
newspapers, churches, schools, and health fairs within their community to
be a resourcandprovideeducation.

Regional Safe Commity groups have worked with the Level 1l and I
Trauma Centers to obtain yearly injury data for prioritizing injury control
projects for their groups.

The Safe Community groups are also working withTtla@ma Centerso
provide resources for their SBrograms.



b. What key problems has the community identified?
North Dakotads seat belt | aw is one wi
the 2007 Legislative session the Safe Community groups, together with
many organizations support, including members of taeeSrauma
Committee, brought forth a bill fatandardenforcement. It failed, but
with a smaller margin and more support than in previous attempts.

In late 2007 the North Dakota Injury Prevention Coalition discussed the
increasing number of road fdttes related to intoxication and lack of
seatbelt use. A subcommittee was fortoeatidress thesissues.
Representation on the committee incluthesState Trauma Coordinator,

a Level Il Trauma Program Manager, a Level Il Trauma RegiStiary
Prevertion Coordinator State Highway Patrobnd the Highway Traffic
Safety Division.

There was a bill in front of the | ast
operate on highways in North Dakota. Representatives from the ND

Hospital Association and a Pediecian from a Level Il Trauma Center

testified against passage of the bill. Unfortunately it did pass and did

become law.

We have also identified other problems in North Dakota including:

1 We do not have a motorcycle/ATV helmet law

1 A law was passed blg¢ 2007 Legislative Session that allows
ATVO6s that are equipped with a mirr
odometer, brake ligkt lighted headlamp, and a motor of at least
350 cubic centimeters to operate on a paved highypatp 55
mph. Adriver over 16 years aige may operate a registered Class
[l off-highway vehicle on a paved highway up to 65 mph.
Drinking and Driving continues to be a problem
A graduated licensing law was passed for young drivéra/as a
good first step, but does not include provisiars 301 50 Hours
of Supervised Driving, Nighttime Restriction, and a Cell Phone
Use.
1 Suicide rates are high in some parts of the state

T
T



c. How do stakeholders bring system challenges or deficiencies to the
attention of the lead agency?
Stakeholders arencouraged at trauma and EMS regional meetings and
trauma coordinator meetings to bring any system issues to the lead
agencyo6s attention. The State Tr auma
State Trauma Committee for discussion and actions.

Also any gstem ballenges or deficiencies that ai@und during the
designation proced®r all levelsare discussed at the State Trauma
Committee. The State Trauma Coordinator is also a member of the site
visit team and is able to bring critical information prompththe

Director of the Division of Emergency Medical Services.



Documentation Required:
Prior to Site Visit
i Provide a list of and organizations represented for trauma system planning or
injury control (e.g., multidisciplinary State advisory commitaéycommittees,
and other groups supporting trauma system development)



ND State Trauma Committee

ND Medical Association

Kent Hoerauf, MD

West River Regional Medical Center
Hettinger ND

UND School of Medicine
David Antonenkdo, MD
Grand Forks ND

ND Chapter, American College of Emergency Physicians
Craig Lambrecht, MD

Medcenter One

Bismarck ND

ND COT, American College of Surgeons
SW Regional Chair

Steve Hamar, B

Mid Dakota Clinic

Bismarck ND

Accredited Rehabilitation Facilities
Shelly Killen, MD

St. Alexius Physical Medicine Clinic
Bismarck ND

SE Regional Trauma Committee Chair
Dan Hunt, MD

Innovis Health

Fargo ND

Ad-Hoc American Academy of Pediatrics
Waldemar Storm, MD

MeritCare Childrends Hospital

Fargo ND

Indian Health Service
Diana Larocque
Aberdeen Area Office
Aberdeen SD

American Health Care Association
Terry Hoff, Administrator

Trinity Medical Center

Minot ND

NW Regional Trauma Committee Chair
Sandy Boschee

Trinity Health

Minot ND

ND EMS Associationi ALS
Wayne Fahy

St. Aloisius Hospital
Harvey ND

ND EMS Associationi BLS
Derek Hanson

St. Alexius Medical Center
Bismarck ND

NE RegionalTrauma Committee
Chair

Cheryl Korsmo

Northwood Deaconess Health
Northwood ND

ND Emergency Nurses Association
Mary Jagim

MeritCare Medical Center

Fargo ND

Trauma Consultant
Rhonda Bugbee
Minot ND

Ad-Hoc Emergency Preparedness
and Response

CherylUnderhill

Southwest Central Health
Bismarck ND

Ad-Hoc Legislative Representative
Todd Porter
Mandan ND

ND Nurses Association
Kathy Seidel

St. Alexius Medical Center
Bismarck ND

ND Trauma Coordinator Committee
Chair

Shelly Arnold

Medcenter One

Bismarck ND




NW Regional Trauma Committee

ND Committee on Traumai ACS
Lane Lee, DO, FACOS
Trinity Health

ND Chapter, American College of Emergency Physicians

Jeff Sather, MD
Trinity Health

Rural Hospitals
Gwen Wall

St. Andrews Medical Center
Bottineau, ND

Gail Raasakka
Mountrail County Medical Center
Stanley, ND

Mary Haugland
St. Lukeds Hospital
Crosby, ND

Bev Heninger
Kenmare Community Hospital
Kenmare, ND

Mary Jo Miller
Tioga Medical Center
Tioga, ND

Jana Michels
Heart of America Medical Center
Rugby, ND

Sally Eberle
Garrison Memorial Hospital
Garrison, ND

Carrie Heinz
Presentation Medic&enter
Rolla, ND

Sherry Risovi
Towner County Medical Center
Cando, ND

Shareen Parisian
Quentin Burdick Health Care Facility
Belcourt, ND

Level Il Trauma Coordinator
Karen Zimmerman

Trinity Health

Minot, ND

Accredited Rehabilitation Facility
Marcel Young, MD

Trinity Health

Minot, ND

Indian Health Services
Chris Lee
Rolla, ND

EMS Representatives

Greg Anderson

Community Ambulance Service
Minot ND

Sandy Boschee (Aeromedical)
Trinity Health
Minot, ND

Rural Physicians

Penny Wilkie, MD

Quentin Burdick Health Care Facility
Belcourt, ND

Michael Questell, MD
Rolla Clinic
Rolla, ND

Greg Culver, MD
Towner County Medical Center
Cando, ND

Disaster Preparedness
Position not filled at this time




NE Regional Trauma Committee

ND Committee on Traumai ACS
David Antonenko, MD

UND School of Medicine

Grand Forks, ND

ND Chapter, American College of Emergency Physicians

Chris Boe, MD
Altru Hospital
GrandForks, ND

Rural Hospitals
Michelle Hoffman

Cavalier County Memorial Hospital
Langdon, ND

Deb Stark
Pembina County Memorial Hospital
Cavalier, ND

Jim Restemayer
Unity Medical Center
Grafton, ND

Cheryl Korsmo (Chair)
Northwood Deaconess Health Center
Northwood, ND

Deb Zieman
Mercy Hospital
Devils Lake, ND

Bette Messner
Nelson County Health System
McVille, ND

Level Il Trauma Coordinator
Vicky Black

Altru Hospital

Grand Forks, ND

Accredited Rehabilitation Facility
Karla Bruce, MD

Altru Hospital

GrandForks, ND

Indian Health Services
Steve Cartier

EMS Representatives
Sandi McDonald
Cavalier Ambulance
Cavalier, ND

Joy Hillukka
Pembina Ambulance Service
Cavalier, ND

Rural Physicians
0O.S. Omotunde, MD




SW Regional Trauma Committee

ND COT-American College of Surgeons
Steve Hamar, MD

Mid Dakota Clinic

Bismarck ND

Jeanette Viney, MD
Medcenter One
Bismarck, ND

ND Chapter, American College of Emergency Physicians
Craig Lambrecht, MD

Medcenter One

Bismarck ND

Benedict Roller, MD
St. Alexius Medical Center
Bismarck ND

Indian Health Services
Holly MayerTaft

Fort Berthold Service Unit
New Town, ND

Jackie Quisno
US Public Health Service
Fort Yates, ND

Accredited Rehabilitation Facility
Douglas Eggert, MD

Medcenter One

Bismarck ND

Shelly Killen, MD
St. Alexius Medical Center
Bismarck ND

Rural Hospitals
Deb Grabow

Sakakawea Medical Center
Hazen ND

Chuck Nyjus, MD
St. Aloisius Medical Center
Harvey ND

EMS Representation

Dan Schaefer
Metro Ambulance Service
Bismarck ND

Penny Lewis
Dickinson Ambulance Service
Dickinson ND

Mark Haugen
St. Alexius Medical Center
BismarckND

Level 1l/lll Trauma Coordinators

Howard Walth
St. Alexius Medical Center
Bismarck ND

Shelly Arnold
Medcenter One
Bismarck ND

Becky Elkins

St. Josepho6s Hosp

Dickinson ND

Rural Physicians

Kent Hoeraruf, MD

West River Regional Medical Center

Hettinger ND

James Brooke, MD

St. Josephdés Hosp

Dickinson ND

Emergency Preparedness
Brad Erickson

Medcenter One

Bismarck ND

Derek Hanson
St. Alexius Medical Center
Bismarck ND



SE Regional Trauma Committee

ND COT- American College of Surgeons
Rober Chamber$/D

MeritCare Clinic

Wahpeton ND

Gary Kubalak, MD
Broadway Health Center
Fargo ND

Timothy Mahoney, MD
Innovis Health
Fargo ND

ND Chapter, American College of Emergency Physicians
Daniel Hunt, MD

Innovis Health

Fargo ND

Troy Schaff, MD
Broadway Health €nter
Fargo ND

Rural Physicians

Dr. Luithle

Hillsboro Medical Center
Hillsboro ND

Rural Hospitals
Bruce Bowersox

Hillsboro Medical Center
Hillsboro ND

Judy Anderson
Mercy Hospital
Valley City ND

EMS Representatives
Wade Mitzell

FM Ambulance Service
Fargo ND

Rodney Wirth
Glyndon MN

Accredited Rehabilitation Facility
Jane Olson

MeritCare Medical Center

Fargo ND

Level Il Trauma Coordinators
Deb Syverson

MeritCare Medical Center
Fargo ND

Toby Jezzard
Innovis Health
Fargo ND

Emergency Preparedness
Mary Jagim

MeritCare Medical Center
Fargo ND

Indian Health Services
Not filled at this time




ND Trauma Coordinators

ASHLEY - ASHLEY MEDICAL CENTER
Eric Heupel

BELCOURT - QUENTIN BURDICK HEALTH CARE FACILITY
Shareen Parisien

BISMARCK - MEDCENTER ONE HEALTH SYSS
Shelly Arnold

BISMARCK - ST ALEXIUS MEDICAL CENTER
Howard Walth

BOTTINEAU 7 ST ANDREWS MEDICAL CENTER
Gwen Wall / Jodi Atkinson / Jeanne McGuire

BOWMAN 1 SW HEALTH CARE SERVICES
Gaye Olson / Kim Norton

BRECKENRIDGE, MN - ST FRANCIS MED
Nancy Nordick/Pat Krebs

CANDO - TOWNER COUNTY MEDICAL CENTER
Sherry Risovi

CARRINGTON - CARRINGTON HEALTH CENTER
Billie Jo Neumiller

CAVALIER - PEMBINA COUNTY MEMORIAL HOSPITAL
Deb Stark

COOPERSTOWN - GRIGGS COUNTY HOSPITAL
Nicki Johnson

CROSBYI ST LUKE®6S HOSPI TAL
Mary Haugland

DEVILS LAKE - MERCY HOSPITAL
Deb Zieman

DICKINSON -ST. JOSEPHO®6S HOSPI TAL
Becky Elkins

ELGIN - JACOBSON MEMORIAL HOSPITAL & CARE CENTER
Dana PolkSimmers

FARGO - MERITCARE HOSPITAL
Deb Syverson

FARGO i INNOVIS HEALTH
Toby Jezzard



FORT YATES - STANDING ROCK HOSPITAL
Valerie Eagleshield

GARRISON - GARRISON MEMORIAL HOSPITAL
Sally Eberle

GRAFTON - UNITY MED CENTER
Jim Restemayer

GRAND FORKS - ALTRU HOSPITAL
Vicky Black

HARVEY - ST. ALOISIUS MEDICAL CENTER
Marjorie Kleinsasser/Elanor Sieglock

HAZEN - SAKAKAWEA MEDICAL CENTER
Robert Volk

HETTINGER - WEST RIVER REGIONAL MEDICAL CENTER
Lani Schultz

HILLSBORO - HILLSBORO MEDICAL CENTER
Phyllis Moen

KENMARE i KENMARE COMMUNITY HOSPITAL
Beverly Heninger

JAMESTOWN - JAMESTOWN HOSPITAL
Sue Lunde/Barb Monson

LANGDON - CAVALIER COUNTY MEMORIAL HOSPITAL
Michelle Hoffman

LINTON - LINTON HOSPITAL
Nolan Anderson NREMP

LISBON 7 LISBON AREA HEALTH SERVICES
Michelle Smith

MAYVILLE - UNION HOSPITAL
Doris Vigen

MCVILLE TNELSON CO HEALTH SYS
Bette Messner

MINOT - TRINITY HEALTH
Karen Zimmerman

NORTHWOOD - NORTHWOOD DEACONESS HEALTH CENTER
Cheryl Korsmo

OAKES - OAKES COMMUNITY HOSPITAL
Kris Malheim

PARK RIVER i First Care Health Center
Kerry McCoy NREMT-P/Nancy Carda



RICHARDTON i RICHARDTON HEALTH CENTER
Cyndy Schneider

ROLLA - PRESENTATION MEDICAL CENTER
Carrie Heinz

RUGBY - HEART OF AMERICA MEDICAL CENTER
Jana Michels /Julie Baustad

STANLEY 7 MOUNTRAIL CO MEDICAL CENTER
Gail Raasakka

TIOGA -TIOGA MEDICAL CENTER
Mary Jo Miller

TURTLE LAKE - COMMUNITY MEMORIAL HOSPITAL
Jason Ladenberger/Cheryl Helm

VALLEY CITY - MERCY HOSPITAL
Judy Anderson

WATFORD CITY - MCKENZIE COUNTY HEALTHCARE SYSTEMS HOSPITAL
Cheryl Faulkner

WILLISTON T MERCY MEDICAL
Carol Ventsch / Karen Bercier

WISHEK - WISHEK COMMUNITY HOSPITAL
Calli Klusmann



ND Urban Trauma Coordinators

BISMARCK - MEDCENTER ONE HEALTH SYSS (Level Il)
Shelly Arnold

BISMARCK - ST ALEXIUS MEDICAL CENTER (Level Il)
Howard Walth

FARGO - MERITCARE HOSPITAL (Level ll)
Deb Syverson

FARGO i INNOVIS HEALTH (Level )
Toby Jezzard

GRAND FORKS - ALTRU HOSPITAL (Level II)
Vicky Black

MINOT - TRINITY HEALTH (Level ll)
Karen Zimmerman

DICKINSON -ST. JOSEPHO S (Lev®IHIPI TAL
Becky Elkins



L EAD AGENCY AND HUMAN RESOURCESWITHIN THE L EAD AGENCY

1. Describe the number position titles, and percent of full time equivalency
(FTE) of all personnel within the lead agency or contract personnel who have
roles or responsibilities to the trauma program.

State Trauma Coordinator (1.0 FTE)
Research Analyst (.5 FTE)
StateEMS Diredor (.2 FTE)
Administrative Assistar{t4 FTE)

2. ldentify other personnel resources that support the trauma program
activities of the lead agency (e.g., epidemiology support from other units
within the health department, public health interns)
State InjuryPrevention Prograni share information and resources between
departmentaindthey worktogether to assist hospitals and communities with their
injury prevention education

Level Il TraumaCenters; trauma directors (surgeons) and trauma program

managerd conduct all sight visits for level IV andTWaumaCenters. The

Trauma Surgeon volunteers their time for
Center gets $200.00 in reimbursement for the visits.

The Level Il Trauma Center Trauma Program Managers have been very
supportive and active in the development and activities of the State Trauma

SystemAl | the | evel I'l TPMOés and registrars

Coordinator and Research Analystassishe st at eb6s rur al hospi't

registry questions and problem solving with the regisiiyey assist with injury

prevention ideas and resourceEh e L ev el 'l TPM6s and thei-

Directorsalso consult with the rural designated and designated hospitals

within the state to encourage participat:i
State Trauma Coordinator also coordinate thenual $atewide Trauma

Conference which has beéeldfor 10 years.



3. Describe the adequacy of personneksources available to the lead agency to
sustain trauma program assessment, policy development, and assurance
activities.

a. ldentify impediments or barriers that hinder system developmeh

Understaffed The state trauma coordinator is responsible for ngang all
of the Trauma System activities.

Funding: There is $30,000/year from general funds that is dedicated for the

Trauma Systemdés basic operational funct
for hospitals are very minimal; Level Il trauma surgeonsmtger time to do

site visits and Level l'1ds get mini mal

in site visits. The State Trauma Committee operates on a volunteer basis as do

t he Regional Committees. Level Il V and

and TNCCcourses taken by physicians and midlevels, but no other incentives
are given for being trauma designated. There are no reimbursements for
uncompensated care to the Trauma Centers. Trauma centers are required to
pay their own yearly trauma registry mainence fees to participate in the

State Trauma Registry.

Turnover of the State Trauma Coordinator

The State Trauma Coordinator position has been open three times since 2001.
There have been periods of time when this position was not filled. There is an
orientation/learning time before he/she is productive.

No Trauma or EMS Medical Director

We donét have a Trauma or EMS Medi cal D
Lambrecht serves as the Chief Field Medical Officer for the Department of

Health. He represents tidD Chapter of the American College of Emergency

Physicians on the State Trauma Committee.

Lack of Good Statewide Dasand Pl

Aftermany years all the hospitals in North Dakota all have the same vendor
for their Trauma Registries. We thought that once this happened, we would
have good data to do Pl with. Now we have found there are still problems.
The State Trauma Coordinator anésearch Analyst are addressing these
problems with the vendor

We have also identified that we do not include data from Rehab facilities

The Regional System is Underutilized
The function of the Regional Trauma Committees is to work on PI. Since
there isno data,the Regional Trauma Committees are not able to do this.




Voluntary Designations

North Dakota rules include voluntary designation of hospitals to become

Trauma centers. Since 1995 when the rules were approved all hospitals have
been encouragedyp t he St ate Trauma Coordinator
region to become Trauma CentefBhere areeight hospitals that are not

designated.

We have a 95% Voluntary EMS System

We have a very dedicated group of EMS providers, many of whom have been
volunteers for a number of years and are graying. Many ambulance services
are having a difficult time recruiting new volunteers and services are in
danger of closing.

Injury Prevention is not represented on the State Trauma Committee

TNCC, or gmilar education is not required for ED nurses in designated
Trauma Centers

Lack ofsuccessioln the State Trauma Committee
There is no plan of succession for most members of the State Trauma
Committee

UND School of Medicine underutilized
The UND School d¥ledicine and their Surgical Residency Program are
underutilized in the ND State Trauma System

Major Trauma Patients are Transferred to Undesignated Hospitals
There are 8 ND hospitals that are not designated. The local volunteer BLS
Ambulance services Btiake seriously injured patients to these hospitals.

When a Level Il Trauma Center requires a transfer, in state resources at other
Level |l 1 6s are often not uti lized.

a)



Documentation Required:
Prior to Site Visit
i A comprehensive organizatiorghiart that identifies the position of the lead
agency within the broader governmental authority (e.g., health department).
B A job description for the trauma program manager and the trauma medical
director



State Health Coumctl
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North Dakota Department of Health
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INSTRUCTIONS

Please review these instructions before completing the PIQ.

The Position Information Questionnaire (PIQ) is
used for the following purposes:

a) to classify a position into an existing class;
b) to evaluate a class to determine the pay
grade.

Because the information is extremely important, it
must be completely accurate. Read the
instructions on the PIQ and refer to the additional
instructions which follow.

An_organizational chart must accompany each
P1Q. The chart must show the position under
review, all positions supervised (if applicable),
and all positions that the position under review
reports to (up to and including the agency head).

Do not use acronyms unless defined within the
information provided.

PART A
IDENTIFICATION, DUTIES/RESPONSIBILITIES,

AND TASK INVENTORY

PART A will be completed by the employee unless
position is new or vacant, in which case it would be

completed by the superais

A-1171 Enter the eleven digit position code which is
the primary means of identifying documents
relating to a position. The first three digits are the
agency code; the last eight, the assigned position
number. The position number can be obtained
from your personnel officer/representative or from
Human Resource Management Services.

A-13 1 Include a brief statement of the function of
the work unit using items A-3, A-4, A-5 and a-6 as

a guide. If an entry is made in A-6, describe the

Duty/Responsibility — Secretary to the Director

Examples of Tasks: Typing correspondence

Taking dictation
Arranging appointments,
etc.

Duty/Responsibility
Administration

Program

Examples of Tasks: Preparing policies

Implementing policies

Reviewing application for

determining eligibility
Approving payment of

assistance funds, etc.

Duty/Responsibility Supervision of Staff

Examples of Tasks: Determining work schedule

Counseling
Evaluating performance

Reviewing work, etc.

In the examples above, the duty/responsibility shown would n
probably be only one of a number assigned to a position, eac
with its own set of tasks. Also, similar tasks may be reflected
different duties. An individual who has the duty to complete a
pat i cul ar report may show fit
the same individual will show another duty as preparing
correspondence and refl ect

In the classification process, the tasks are used
to compare one duty to another to reflect the
variety involved. The duty/responsibility will be
used to compare with other positions for the
purpose of grouping similar positions into the
same class.

Each major duty/responsibility should be
numbered  consecutively  beginning  with
duty/responsibility no. 1. This provides an easy
reference in subsequent communications,
updates, etc.



function of that unit; if there is no entry in A-6, use
A-5, etc. These four items relate to the levels
within a standard organization structure.

A-14 i This provides important information for
classification purposes. There may be some
difficulty in breaking down a duty or responsibility
into specific tasks, but individuals should use their
best judgement in completing this item. The
pattern is to go from a brief, general statement of
duty or responsibility to a specific statement of
the tasks(s). See the examples that follow:

Use additional copies of page 2, if needed, to
have adequate space to include data on all
duties/responsibilities  associated  with  this
position.

A-15 i Enter the individual qualifications of the
person currently occupying the position. If the
position is new or vacant, leave this section
blank.



Part B
WORKING ENVIRONMENT DATA
To Be Completed By Supervisor

GENERAL: The items in PART B will provide the information
needed to support the level of a class. A class level will not b
determined on the basis of one position (unless that position

only one in a class) but will be based on the normal or averag
the information reported for a number of similar posis.

Items in PART B are generally self-explanatory.
Those that are not are explained below. Caution
should be taken to consider the normal work
environment. Do not report data as it may be
during an excessively slow period or a peak rush
period, as this may understate or overstate
requirements.

It is also very important to consider the position,
not the individual. How well the individual
performs the duties is a matter of performance
evaluation and not classification or class
evaluation. The questionnaire must reflect the
requirements for the position as designed by
management. |t i s managdg
determine that the duties/responsibilities and
tasks being performed by the employee are those
required and intended, i.e., for which
management intends to compensate the
employee.

B-2 i Do not overstate this item. Note the
emphasis is on minimum knowledge required. It
provides another way to look at knowledge
levels. The emphasis is still on minimum
knowledge required to do the job acceptably.

B-6 - Guidelines may be considered as policy or
procedure manuals, laws, rules, desk manuals,
operating instructions, etc., but do not include
direct supervision that is covered elsewhere in
the PIQ. NOTE: This item (as do other items)
requires the supervisor to identify the specific
duties/responsibilities from PART A, which
reflects the choice made. The reason for this is
to allow the evaluator specific examples of
duties/responsibilities which can be referred to in
an effort to visualize more clearly the work
environment of the position.

B-13 - Refers to the authority over and amount

B-14 - This item deals with the management of
other persons, not with the
management/administration of programs,
services, etc. For the purpose of this item, the
terms &6dmanagement 6 and
synonymously.

Identifying positions of individuals managed is
required to establish management responsibility
and to track changes in responsibility within work
units. Cross-referencing is possible and where
doubt exists, actual documents can be reviewed
to determine that the management function is
formally conducted. If more than ten positions
are supervised directly, they should be listed on
a separate sheet and attached to the PIQ.

The tot al included
SUPERVI SI ONO represent
within the total of the work unit and subordinate
work unit(s) for which overall responsibility
(accountability) rests with the incumbent but the
Adirecto cont r oebatedhta sa
subordinate supervisor.

EXAMPLE: A section supervisor directly
manages three individuals. Those three
positions in turn directly supervise a total of five
other positions. The incumbent in this example
would be accountable for a total of eight
positions - three supervised directly and five
indirectly.

B-15 - If there is any doubt as to whether a
working condition is unusual or hazardous, it
should be listed; however, generally this item
deals with conditions that place the individual in
an unusually hazardous condition even when
normal  safety precautions are taken.
Additionally, the conditions cannot be avoided in
that the work must be performed as a
requirement of the job.

PART C
DUTY/RESPONSIBILITY CHANGE ANALYSIS

PART C should be completed jointly by the
employee and the immediate supervisor.

Items in PART C must be completed unless:
-the position is new, or



of annual budget dollars delegated to the
position. Generally the authority over funds is
documented by an indiywv
purchase orders, travel vouchers, etc.
Commitment of funds means that when the
authority is exercised, the unit, agency, State,
etc., will be committed eventually to pay the
funds. The commitment authority also exists,
however, when a manager has the final approval
to determine a salary increase, promotion, etc.,
which ultimately results in the expenditure of
budget dollars. Note that most often the
commitment of salary dollars rests with the
agency head, and subordinate managers have
an indirect or shared responsibility through their
input to the budget proposal process or their
involvement in determining who is to be
promoted, receive merit increases, etc.

-the position has not been reviewed within
the past five (5) years.

Although not required, completion of PART C for
positions reviewed more than five years ago can
provide useful information to facilitate the review.

C-2 - Provide analysis of the change to prior
Duties/Responsibilities. Either a change overall
to the Duty/Responsibility or significant change
in task(s) making up the Duty/Responsibility.

The remaining sections of the form are self-
explanatory.

A precapproved, agency
Analysis Formd may be
An Organizational Chart must be included with
the PIQ.



POSITION INFORMATION QUESTIONNAIRE (PIQ) For HRMS Use Only

NORTH DAKOTA HUMAN RESOURCE MANAGEMENT SERVICES
SFN 2572 (3-04)

INSTRUCTIONS:

1 This Position Information Questionnaire (P1Q) is used as the basis for job analysis when determining position classifications and pay grades, essential
functions, performance standards, etc.

1 Please be completely accurate as you fill out this form; the information is extremely important. Do not use acronyms or abbreviations.

1 An organizational chart must accompany each submitted PIQ. The chart must show this position, any positions supervised, and all positions that it
reports to, up to and including the agency head.

PIQPARTA - IDENTIFICATION, DUTIES/RESPONSIBILITIESAND TASK INVENTORY
INFORMATION

PART A SHOULD BE COMPLETEDBY THE EMPLOYEE OR EMPLOYEE AND SUPERVISOR UNLESS THE POSITDN IS
NEW OR VACANT, IN WHICH CASE IT SHOULD BE COMPLETED BY THE SUPERMSOR.

1. Position Number 2. Type of Position: X Full Time [ Part Time (Full Time Equivalent Percentage _____ %)
3. Department, Agency or Institution 4. Division or Equivalent
North Dakota Department of Health Health Resources Section
5. Section or Equivalent 6. Unit or Equivalent
Division of Emergency Medical Services
7. Work Address (Room No. & Building) 8. Street Address & City 9. Telephone No.
Judicial Wing of Capitol Room 309 600 East Boulevard Avenue, Bismarck ND 701-328-2388
10. PIQ Prepared By 11. Name & Classification of Supervisor
[J Employee X Supervisor/Management Tim Meyer, Director of Emergency Medical Services
12. Name of Employee
Vacant

13. What is the function, product, or service of the work unit referred to in #6 above? (If #6 is blank, provide the
function, product, or service for blocks 5 or 4, as appropriate.)

Serve as the lead Emergecny Medical jServices (EMS) agency producing the following work outputs:
Establish EMS sytem design, administration and operational policies

License ambulance services and certify quick response units and rescue services

Update and maintain training, testing and certification programs for Emergency Medical Services personnel
Administer an EMS grant program

Provide technical assistance to local EMS services regarding patient care issues

Operate an EMS personnel data system

Operate an ambulance run report data system

Provide critical incident stress debriefing services to public safety entities engated in EMS

Conduct emergency vehicle operations courses for ambulance personnel

Implement and maintain a statewide trauma system

e I I I e I I |




14. DUTIES/RESPONSIBILITIES/TASKS

1 Provide a general statement of each major duty or responsibility you have and list the task(s) involved in accomplishing each one. Indicate the
percent of time that is spent on each major duty or responsibility and the frequency of each.

1 FREQUENCY should be coded as follows: D=Daily, W=Weekly, M=Monthly, Q=Quarterly, A=Annually, SA=Semi-annually.

1 Attach additional copies of page 2, if needed, for adequate space to include all information on your duties and responsibilities.

1

DUTY/RESPONSIBILITY NO. Statement of duty/responsibility

Conduct designation of Trauma Centers

Percent
15

Frequency

= =

= =a =a =

Tasks involved in fulfilling above duty/responsibility

Train and maintain four regional level IV and V Trauma Center Designation Teams comprised of physicians and nurses

Receive Trauma Center applications, conduct a paper review and based upon the paper review decide if the application should be rejected
or if an on site designation visit should be scheduled

Coordinate the designation visit or communicate the application rejection and assist the facility in obtaining compliance

Remove all information from written applications which indicates the identiy of the facility

Present applications to the State Trauma Committee for review and generate Trauma Center designation rejection notices

Provide technical assistance to Trauma Center regarding standards and compliance

P1Q Part A - 14. Duties/Responsibilities/Tasks (continued)

DUTY/RESPONSIBILITY NO. Statement of duty/responsibility

2 Maintain a statewide trauma registry and trauma quality improvement process
Percent Frequency
40 D

1
1
1
1
1
1
1
1

Tasks involved in fulfilling above duty/responsibility

Receive and process electronic trauma registry data submission from hospitals

Generate trauma incidence reports which include the quantiy and types of trauma

Create severity reports using revised trauma scoring and injury servertiy scoring

Generate preventable trauma death reports

Conduct quality improvement audits

Review ambulance run report data and trauma registry data and identify outliers based on audit filters

Analyze hospital and prehospital trauma outlier information and present the analysis to the regional trauma committees for quality
improvement action

Monitor ourlier corrective activity and feedback improvements or degradation

DUTY/RESPONSIBILITY NO. Statement of duty/responsibility

Provide trauma system technical assistance to emergency medical services organizations and hospitals

3
Percent Frequency
40 D




Tasks involved in fulfilling above duty/responsibility
Respond to requests for technical assistance from hospitals, ambulance services, quick response units and rescue services for the following:

Trauma transport plans

Trauma Triage

Interfacility transfer protocols

Major trauma definition and trauma code activation protocols

=a =4 =4 =

DUTY/RESPONSIBILITY NO. Statement of duty/responsibility
4 Coordinate and staff state and regional trauma committee meetings

Percent Frequency
5

Tasks involved in fulfilling above duty/responsibility

1  Develop and distribute meeting agendas, meeting nocitecs, and minutes
1  Secure meeting facilities and equipment
1  Generate correspondence and other communications resulting from the meetings




PIQ Part A - 14. Duties/Responsibilities/Tasks (continued)

DUTY/RESPONSIBILITY NO. Statement of duty/responsibility

Percent Frequency

Tasks involved in fulfilling above duty/responsibility

DUTY/RESPONSIBILITY NO.

Statement of duty/responsibility

Percent Frequency

Tasks involved in fulfilling above duty/responsibility

15. PERSONAL QUALIFICATIONS/CREDENTIALS OF CURRENT EMPLOYEE

Provide the education level, degree(s), major area of study, certifications, and number of years experience. This information is used to develop or
revise classes, not to classify a position or to evaluate an employee.

16. Use this space for comments on any of the foregoing items, if space provided above did not allow you to adequately express your position.




responsibilities.

17. The information in PART Ais a
true, accurate, and complete
description of my duties and

Signature of Employee

Date

PIQ PART B - WORKING ENVIRONMENT - to be completed by supervisor

1 Report what is considered as a norm for the position, not as it may be during excessively slow or busy periods. Consider the position, not the
individual or performance level. It is management's responsibility to determine duty and responsibility assignments and ensure those being
performed are those required and intended.

1 Review Part A to assure it is accurate and complete. The supervisor who signs the form accepts responsibility for the accuracy and completeness
with which Parts A and B describe this position. If Part A does not express your understanding of the duties/responsibilities assigned to the position,
qualify or elaborate in Item 1 below. Do not change entries the employee has made in Part A.

1. Supervisor's additions and/or exceptions to Part A - Duties, Responsibilities, and Task Inventory

(check all that apply):

2. TECHNICAL KNOWLEDGE REQUIREMENT - Minimum knowledge required to perform adequately in position, reasonably attained only by

a. ON THE JOB

[Osix months or less

X six months to a year

[J more than a year

[ post-graduate degree

TRAINING
b. FORMAL [ eight years or less
EDUCATION/ [ high school diploma or GED
X college level [O1iyear [J2year [ 3 year X 4 year
TRAINING [ graduate level O1year []2year

Associate, etc.)
Registered Nurse, BSN

Type of degree required (Bachelor's,

O General
[ Vocational (specify)

Subject knowledge or major required

X Specialized (specify) Trauma care, and trauma system s development

c. WORK
EXPERIENC
E
IN ADDITION TO
FORMAL
EDUCATION/

TRAINING

[ Task Related

[ less than 1 yr

X one year

[ two years

[ three years

[ more than 3 years

[J Management Related  [] one year
[ two years
[ three years
[J more than 3 yrs

d.LICENSE/CERTIFE
ICATION
required to

perform any
duties/

(List or explain):

North Dakota Registered Nurse




3. TECHNICAL
KNOWLEDGE
REQUIREMENT
RELATIVE TO
NATURE OF
WORK

Assume that orientation
to organization, standard
instructions, and initial
on-the-job training have
been accomplished

Minimum knowledge required to perform adequately in this position will require knowledge of (check one):

a
g
g
a
X

a
a

relatively simple, routine, repetitive tasks;

basic, common rules, procedures, practices, or operation;

specialized rules, procedures, practices, or operations acquired through substantial training or experience;

rules, procedures, practices or operations acquired through considerable specialized training or experience;

basic principles, concepts and methodology of a professional or administrative occupation;

advanced principles, concepts and methodology of a professional/administrative field acquired through substantial
work experience or additional study at graduate level;

mastery of specialized field requiring knowledge obtainable only through extensive post masters level education

4. SPECIFIC
SKILLS REQUIRED

Requires operation of: (check all that apply)

X

a

standard office equipment such as telephone, intercom, photocopier, calculator, dictating machine, personal
computer, etc.

specialized equipment such as a cash register, business machines, laboratory equipment, motorized heavy
equipment, etc.

(List equipment):

PIQ PART B (continued)

5. INTERPERSONAL
SKILLS REQUIRED

Requires: (check one)

(|
X

a

common courtesy in dealing with clients, coworkers, general public, etc.

interpersonal skill in dealing with others to encourage participation, cooperation, compliance, etc.

ability to motivate or convince others, and/or change own behavior, to meet specific requirements of organizational
objectives

6. GUIDELINES

Guidelines are: (check one)

a
a
a
X

a
a

a

specifically provided for each task

specifically provided for each duty and responsibility

specifically provided but require individual to apply appropriate guidelines to appropriate duties

generally available but require some judgment in selecting and applying most appropriate ones

generally available but require interpretation or adaptation for application to assigned duties

generally available but require significant analysis to determine application to a variety of situations

generally available, broadly stated, e.g., policy and legislation requiring extensive interpretation, analysis and
determination of applicability to a variety of situations

Give examples of guidelines utilized by position in performance of work (policies, rules, laws, desk manuals, etc.):

7. MENTAL
CHALLENGES
CREATED BY
WORK
STRUCTURE

Work consists of: (check one)

a
a

X

a
a

standardized tasks, generally repetitive and directly related; little or no choice in deciding what needs to be done
duties involving related steps, processes or methods. Decisions involve choices among easily recognizable
situations or alternatives

different and unrelated processes and methods. Decisions regarding what needs to be done involve analysis of the
subject or issues and selection from a variety of approaches

varied duties requiring many different and unrelated processes and methods applied to a broad range of activities or
requiring a substantial depth of analysis

broad functions and processes requiring continuing efforts to establish procedures to resolve problems

Give examples of analysis required:




8. METHODS AND Methods and procedures for performing work of this position are determined by: (check one)
PROCEDURES [ lead worker/supervisor in all cases
FOR PERFORMING | [T worker for recurring activity, lead worker/supervisor for non-recurring activity
WORK ASSIGNED | x  worker for all activity except the most unusual or problem situations
THIS POSITION [ worker in all cases

[ other (specify)

9. OBSERVATION OF | Work activity of this position is observed by: (check one)

WORK ACTIVITY lead worker/supervisor located within the immediate work area
lead worker located in the immediate work area and supervisor located in the general work area
supervisor located in the general work area
supervisor located at location other than general work area (specify)

oo>=od

other (specify)

Work activity is observed: (check one) [ daily [ weekly [ Other (specify)

10. ASSIGNMENT OF Work is assigned this position by identifying: (check one)
WORK [ work to be done and defining tasks involved
X work to be done without defining tasks involved
[ overall organizational goals and objectives and defining specific share of responsibility
[ overall organizational goals and objectives without defining specific share of responsibility

[ other (specify)

11. REVIEW OF Completed work of this position is reviewed by: (check one)
COMPLETED [ lead worker/supervisor upon completion of a specific segment
WORK [ lead worker/supervisor at periodic unscheduled intervals or upon completion of group segments
X supervisor upon completion of a specified stage, objective, milestone, or other established review point
[ supervisor in periodic discussion, staff meetings, or incidental contacts
[ supervisor through analysis of outcome of work activity as compared to previously established goals, objectives,
etc., of the work unit
[ supervisor through analysis of outcome of work activity as compared to overall organizational goals and objectives
[ other (specify)
PIQ PART B (continued)
12. EFFECT ON In relation to decisions made regarding the work unit goals and objectives, assigned work of this position: (check one)
DECISIONS [J produces a product or provides a service used by others in making decisions

X produces an analysis, recommendation, or significant advice used by others in making decisions

[ produces decisions on significant portions of the overall goals and objectives of the work unit; decisions may be
made in conjunction with the work of others

[ involves making final decisions and provides control of the outcome of those decisions

13. BUDGET Refers to the authority of this position over and the amount of annual budget dollars delegated to the position, generally

RESPONSIBILITY documented by an individual's authority to sign purchase orders, travel vouchers, etc. and/or the approval of a salary
increase, promotion, etc., which ultimately results in the expenditure of budget dollars. Note that most often the
commitment of salary dollars rests with the agency head, and subordinate managers have an indirect or shared
responsibility through their input to the budget proposal process or their involvement in determining who is to be
promoted, receive merit increases, etc.

Responsibility for Commitment $0 Up to $500,000 to $10,000,000 Over $1
of Budget Dollars $500,000 $10,000,000 to $1 Billion Billion

No budget responsibility X

Indirect advisory effect

Shared decision making with higher level
approval

Direct obligation authority

14. RESPONSIBILITY Individual's responsibility for management of other persons is: (check all that apply)

FOR MANAGE- [ none

MENT OF OTHER [ [ determines goals and objectives of work unit

AF\)ERShONS [ divides total work load of the work unit into segments and determines who will perform each segment
ac

[J completes a formal (written) evaluation of persons in the work unit
[ trains and/or motivates persons in the work unit
[ holds staff advisory position which does not lend itself to management of others

organizational
chart showing
positions.

RESPONSIBILITY FOR DIRECT SUPERVISION OF THE FOLLOWING POSITIONS
(Include temporary, seasonal, contingent, etc.)

POSITION NUMBER CLASSIFICATION TITLE OF POSITION OR PERSON WHO IS SUPERVISED FTE %




INDIRECT SUPERVISION (Indicate the total number of positions in the work unit and subordinate work units for which overall

responsibility rests with this incumbent but "direct" control is delegated to a subordinate supervisor. >
15. HAZARDOUS Indicate unusual or hazardous working conditions related to performance of duties, even when normal safety
WORKING precautions are taken:
CONDITIONS

Indicate precautionary measures taken to avoid those unusual or hazardous working conditions:

Freguency of occurrence of unusual or hazardous working conditions:

hours per day; or, hours per week; or, other

All information on this Position Information Questionnaire is true and accurate and is a complete description of the duties and responsibilities
assigned to the position.

Supervisor's Signature Date

All information on this Position Information Questionnaire is a true and accurate reflection of the duties and respsnsibiliti
assigned to the position ielation to the overall goals and objectives of the agency.
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PIQ PART C - DUTY/RESPONSIBILITY CHANGE ANALYSIS

Items in this section must be completed unless the position is new or the position has not been reviewed within the past five years.

The purpose of Part C is to identify changes in duties and/or responsibilities of the position. This part should be completed jointly by the employee
and supervisor to ensure complete consideration of the magnitude of changes in the job.

1-Position Number Name: Current Classification:

2-Explain briefly why the changes were made (i.e. Improve operations, new federal requirements, statutory changes, etc.):

3-List the Duties/Responsibilities that have changed and explain the type and extent of change. (Attach additional sheets if necessary.)

PREVIOUS DUTIES/RESPONSIBILITIES CURRENT DUTIES/RESPONSIBILITIES




4-Have new duties been taken from other positions? If so, identify duties and positions.

Have previous duties been assigned to other positions? Identify duties and positions.

[ Yes [ No

[ Yes [ No

PIQ PART C (continued)

5-Do new duties require additional technical knowledge and skills? If yes, explain below:

O Yes

[ No




6-Do new duties require more decision making responsibility? If yes, what decisions are made without supervisory approval?

[ Yes O No
What decisions require supervisory approval?
7-Do new duties include supervisory responsibility? If yes, explain below:

[ Yes [ No
8-Do new duties require additional judgment and/or creativity? If yes, explain below:

[ Yes [ No
9-Do new duties increase the complexity of the job? If yes, explain below:

[ Yes [ No

The information indicated on this form is a true, accurate, and complete description of the change in duties/responsibilities.

Employee Date Supervisor Date



TRAUMA SYSTEM PLAN

1. Describe the process for the development or revision of the trauma system
plan.
The ND Trauma Rules are based on our trauma system plan. Wh8tate
Trauma Committee, the State Trauma Coordinator, and the DEMS Director agree
that changes are needealthe State Trauma Ruldbeyare drafted discussed,
agreed onand taken to the State Health Council for approval. Following
approval there are public and legislative hearings. If approved the changes
becomeAdministrative Rule.

We have a Trauma StgmPlanthatwas written in 1995We are anticipating
suggestions fomakingthe plancurrent will be one of th@utputsthat result

from this visit. Based on your recommendations, this would be one of the State
Trauma Committee and Division Bmergency Services top priorities

In 2004 a group of Level Il Trauma Program Managers and the State Trauma
Coordinator developed the North Dakota Trauma Guidelines Manual to assist the
Trauma Centers and State Trauma Committee in system operations.

Our system plan has evolved through changes in our trauma rules and guidelines.

a. Include the role of advisory and stakeholder groups in the process
The need for change usually is identified during State Trauma Committee
meetings. Members of the Statauma Committee may be called upon to
testify at the hearings.

Is there ongoing assessment of trauma resources and asset allocation within
the system?

During the Level IV and V site visits the reviewers assesses the hisspéad for
additionaleducation, equipment, and other resources. This is included in their
report and discussed at the State Trauma Committee and recommendations are
made to the Trauma Center.

When we were creating the North Dakota TreuSystem, having 4 regions was a
naturd fit and went along with the EMS Regions that had been in place for a
number of yearsAfter agreat deal of discussiahwas decided not tmit the
number of Level Il Trauma Centers in each regiémom the beginning all
hospitals have been encousato participate as a Trauma Center.

We have not assessed the distribution of population and types of trauma. We are
still working on getting state wide trauma data from the Trauma Registry.



North Dakota currently has 2 helicopter air ambulances apeg, one in Fargo
and one in Minot. Mer@tareLife Flight in Fargo covers the eastern half of the
state. NorthStar CriticCare from Trinigovers much of the western part of the
state. There is some overlap to some araad,lack of service in othgr
particularly in thearea aroundBismarck

There are 2 fixed wing air ambulances in North DakdtaritCare Life Flight in
Fargo and Medcenter Oria Bismarck. These services covtire entire state.

. Describe the process used to determine trauma systestandards and trauma

system policies

When ND drafted the Trauma System Pl an
to use the American College of Surgeons, Committee on Trauma, as the standard
for Trauma Center designation

The ND Trauma Planwasbae d on HRSAO6s Model Tr auma
September 30, 1992.

a. How are they reviewed and evaluated?
When the American College of Surgeons, Committee on Trauma releases
a new edition of the Resources for Optimal care of the Injured Patient the
Level I'l and I1116s are expected to

The Level IV and V standards are dis@agsat the State Trauma

Committee, often during the Designation review. When it is determined
that changes need to be made, they are made in by the appropriate method
in the Administrative Rules or in the Guidelines.

b. What standards and policies exist foispecial populations, including
rural and frontier regions?
There are no specific policies/standards for special populations in place.

Much of ND is considered rural and frontier and includes small hospitals.
Many of these small hospitals have becomedatidccess Hospitals and

do not always have a physician available. At times they are staffed with a
midlevel practitioner. We developed a Level V Trauma Centgch

allows midlevels current in ATLS to assume the team leader rdleese
hospitalsmay bencluded in the State Trauma System.

c. How are specialized needs addressed, including burns, spinal cord
injury, traumatic brain injury, and reimplantation?
Our Level lll, IV, and VTrauma Centerare required to have transfer
agreements with a LevBlTrauma Center.The Level Il Trauma Centers
are able to care for many spinal cotdaumatic brain injuriesand some

upd



burn injuries. For reimplantation and injuries that the Level Il Trauma
Centers arendét comfortablvelTraummat i ng,
Centers they have transfer agreements .with



Documentation Required:
Prior to Site Visit
i1 Copy of the written trauma system plan
1 The complete trauma system plan document will be available on site.



Executive Summary
North Dakota Trauma System Care Plan
September 1993

Since early 1993, a Trauma Advisory Committee (TAC) of the North Dakota
State Health Council has been developing a statewide trauma care system plan. The
Trauma Advisory Committee regsents the major health organizations in the state,
including the North Dakota Medical and Hospital Associations, the North Dakota
chapters of the American College of Emergency Physicians and the American College of
Surgeons, the North Dakota Nurses Assian, the North Dakota EMT Association, and
Native American representation.

The Trauma Advisory Committee, in the spring of 1993, published a summary for
public comment of the proposed trauma care system plan. Public hearings on the
proposed plan weneeeded in May and June in Bismarck, Fargo, Grand Forks, and
Minot.

The North Dakota Statewide Trauma Care System Plan includes the following
major elements:

l. REGIONALIZATION OF TRAUMA SYSTEM

A regionalized system development approach will be takeevelop a trauma

care system in the state. This will include appointment of trauma system
committees to oversee trauma care issues and the implementation and operation
of the system in each region. Each committee will include both prehospital and
hospitd members from each respective region. The statewide trauma care system
will include regions around the four major cities in the state, i.e., Bismarck,

Fargo, Grand Forks, and Minot.

II. CITIZEN ACCESS AND EMERGENCY DISPATCH

The trauma care system will incle emphasis on implementingl4, the

universal emergency telephone number, for 100% of the population of North
Dakota and the training of emergency dispatch personnel handling EMS calls to
provide prearrival instructions to callers. Also, the planlwihcourage the radio
dispatch of EMS personnel and vehicles, including those in communities served
by volunteers, in order to expedite the emergency response.



[I. QUICK RESPONSE UNIT (QRU) NETWORK

The trauma care system plan supports development of QagpoRse Unit
organizations in all urban and rural areas of the state, in order to achieve an
emergency response time objective of 5 minutes in urban areas and 10 minutes in
rural areas for initial EMS response to 90% of-tlieeatening emergency cases.

V. GROUND/AIR EMS TRANSPORT UNIT NETWORK

The trauma care system will support placement of ground and air EMS transport
units in a network throughout the state to meet defined response time objectives
of 10 minutes in urban areas and 20 minutes in rural ar€¥®s of life

threatening cases for ground units. Also, the plan supports the provision of air
medical response capability to reach 90% of emergency cases needing secondary
transfers to trauma centers within the system in less than 90 minutes.

V. RESCUEEXTRICATION UNIT NETWORK

The trauma care system will support the development of resdteation units
in all areas of the state to provide basic resextacation capability within 20
minutes in 90% of extrication situations, and hesascueextrication service
within 30 minutes in 90% of extrication situations as needed.

V1. DISTRICT TRAUMA TRANSPORT PLANS

Each regional trauma system area will include trauma districts that correspond to
ambulance service areas. Trauma transport pldhbendeveloped for all

districts by the ambulance service and its medical director, and then be submitted
to the regional trauma committee for approval using standards from the Division
of Emergency Health Services (DEHS). The trauma transport planptonce
includes the provision of eline medical direction 24our physician staffed
emergency departments.

VIl.  DEFINITION OF THE MAJOR TRAUMA PATIENT

A standardized, statewide definition, for prehospital purposes within the system,
for the major trauma patientill be issued by the Division of Emergency Health
Services (DEHS) to all EMS provider organizations in the state. This definition
and the associated criteria will be used by EMS personnel to declare that they
have a major trauma situation. Declaratibmajor trauma situations by

prehospital personnel will result in the activation of the trauma care system at the
local and/or the regional levels.



VIII.

XI.

TRAUMA PROTOCOLS

Standardized prehospital protocols, at the basic and advancsdgjfert levels,
will be issued for triage, treatment and transport of trauma patients, along with
protocols for the intehospital transfer of trauma patients.

RURAL TRAUMA INCIDENTST STATE RADIO CONTACT

A standard protocol will be issued by DEHS for rural trauma disticthe state.

The protocol will include a provision that when an EMS unit arrives at the scene

of a major trauma case in a rural area, the EMS personnel will contact State Radio
and declare they have a major trauma case to activate the trauma syhtem at

local and regional levels. The State Radio communications center will use
standardized procedures for each of the identified trauma districts in the state to
carry out trauma system activation procedures. State Radio will also use radio
telephone pah capability to obtain ctine medical direction for EMS responders
when appropriate and when identified in the EMS district trauma system plan.

PREHOSPITAL TRAUMA DATA

As part of the Division of Emergency Health Services (DEHS) EMS run report
(scannal# form) analysis system, prehospital providers will submit run sheets or
transfer run report data by electronic means to DEHS. The resulting data will
then be incorporated into the overall trauma care system data analysis and the
quality improvement (Qlprocess carried out by the regional trauma committees.

HOSPITAL TRAUMA DATA

The trauma plan includes the provision that all levels of trauma facilities in the
state collect specified trauma register data points. A statewide and regional
hospital traumauality improvement process will take place involving physicians,
nurses and other hospital provider personnel.



XIl.

HOSPITAL TRAUMA FACILITY DESIGNATION

American College of Surgeons (ACS) criteria will be utilized to designate
hospital trauma facilities in the state. For levels |, I, and Ill ACS verification will
be required. An instate process will be used for level IV (i.e. rural trauma
hospital) fadities. DEHS oversight will also occur. The requirements will range
from ATLS training for physicians who provide care for trauma patients, to
participation in the hospital trauma data system. Major trauma facilities will be
required to fill certain defied roles in the system, including EMS physician
medical direction, outreach education, quality improvement and other similar
regional trauma system programs. Each facility that voluntarily decides to
participate in the North Dakota statewide trauma sgstem will be required to
develop a trauma teach approach to meet the patient upon arrival in the
emergency department. Only rural trauma facilities (level IV) will not be
required to have surgical capabilities.



SYSTEM INTEGRATION

1. Whatisthetraumasy st emdés col |l aboration and integ
health, and emergency management and programs such as:
On a local level most of the Trauma Centers are integrated with EMS, public
health, and emergency management. The State Trauma Committee has
representation from many of thedisciplines involved, but not integrated.

a. prevention programs
On a statewidéevel,t he ND Tr auma -Eonferendeat i onds Pr
Workshop for Trauma Coordinators has included an injury prevention
topic for several years.

Locally there are many opportunities for Trauma Centers to collaborate
and integrate with EMS, public health, and emergency management,
including:
1 Infant/child car seat checks, often held at auto dealerships and
body shops
Bike rodeos
Summer safety program
Parish nurses
Falls prevention program for the elderly
Be Amazed program that targets teens
Other Safe Community activities
Farm safety programs for kids

E IR

b. mental health
Trauma Centers provide referrals to Psychiatric Services and Drug and
Alcohol Treatment for trauma patients on a local level. Drug and alcohol
treatment programs are part of the Safe Community groups.

Trauma Centers have been involved in the areasttiegtserve to reduce
suicide rates. They have also had speakers at their EMS Appreciation
Banquets speak about suicide prevention.

c. social services
Trauma Centerodés soci al workers are inv
patients and services after dischafgem the hospital.

Community social service groups, such as Homeless Coalitions are
involved with local Safe Community Coalitions.



d.

law enforcement

In 2007 Trauma, EMS, Law Enforcement, and public health all teamed up
to try and change the ND Seat Bledtw from a secondary to standard
enforcement.

Law enforcement officers, local, state, and federal, are trained to activate
the ND Trauma System by calling for a ground ambulance and/or
helicopter.

All North Dakota Law Enforcement Officers become Fiesgdnders at
their training at the ND Law Enforcement Academy. Maintaining their
certification is up to the individual officer and his/her employer. The ND
Highway Patrol Officers are required to maintain their certification.

Dive Rescue Services arssaciated with and often sponsored by law
enforcement agencies.

SANE nurses in Emergency Departments work closely with law
enforcement in sexual assault cases.

child protective services
Three of the Level Il Trauma Centers in the state are representie on
Statewide Child Fatality Review Panel.

Trauma Centers are observant looking for cases of suspected child abuse
and taking appropriate steps to protect the child. Many of the Trauma
Centerdos Trauma Committees sussed’e as
at the QI/Pl meetings that suspected abuse has been reported.

public safety (e.qg., fire, life guard, mountain rescue, and ski patrol)
Many of these organizations are part of the local Safe Community
Coalitions.

The CERT Program is active in ND.

There is a Ski Patrol Unit out of Bismarck that is licensed as a Quick
Response Unit and is trained to activate the Trauma System.



Documentation Required:
Prior to Site Visit
& No additional documentation required

OnSite:
& No additional documentatiaequired



FINANCING

1. How does the lead agency track and analyze internal trauma system
finances?
Financial budget reports are generated by the accounting division within the
Departmenpf Healthand are available electronically to approved department
personnel. These reports are regularly accessed and reviewed by the State
Trauma Coordinator and EMS Director on regular intervals and adjustsne
can be made to the budgetidgemed necessary.

a. How does the advisory committee participate in the financial review
process?
The State Trauma Committee has not been involved in the budget process.

b. How frequently are trauma system financial reports published?
The NDDepartmenbf Healthuses a standarderl accounting system used
by the state agencies for state expenditures. It is not linked throughout the
health care delivery system, such as with EMS or hospitals within the
state. Trauma system financial reports agreducedmonthlyquarterly by
the NDDepartmenbf Health Accounting Division to the State Trauma
Coordinator and EMS director to review.

c. Which financial data are reported (lead agency data, health facility
data, or both)?
Currently reports are generated from lead agency data only.

2. Whatis t he | ead agencyo6és budget for the tr:

NORTH DAKOTA TRAUMA SYSTEM BUDGET 08/01/2007 i 07/31/2008
EMS GENERAL FUNDS
7 State Trauma Coordinator (includes salary/benefis§3,000

EMS GENERAL FUNDS ALLOCATED SPECIFICALLY FOR TRAUMA
$30, 000/year

Out-of-state Trave- $5,000

In-State Travet $4,500

Printing/Duplication/Mailings- $5,500

Office Supplies $1,000

Communications and Meeting$5,000

Trauma Registry Yearly Suppei$9,000
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3.

DEPARTMENT OF TRANSPORTATION GRANT
ATLSTNCCReimbursement$17,000

Research Analyst (Responsible for both EMS and Trauma B&ié),746.96
(total includes salary/benefits and operating expenses)

Other expenses such as land phone and office spaet aeatbudgeted within
the EMS general budget.

What is the source of funding available to support the development,
operations, and management of the trauma system (e.g., general funds,
dedicated funds)?
Trauma is not a line iterappropriation in the Health Department Budget.

The State Trauma Coordinator salary is funded by EMS general funds and
operations is supported by general funds allocated in the amount of $30,000/year
towards the trauma system.

The Department of Transpotitan grants fund the Research Analyst position
including salary and operations, ATLS and TNCC reimbursement for our Level
IV, V and non designated hospital physicians and midlevels, and reimbursement
to the Level Il hospitals for trauma designation siwtsiconducted by the TPMs.

. What financial incentives and disincentives exist to encourage trauma

center participation in the trauma system?
There arereimbursementdom Medicare fotrauma activations whetne

hospital isdesignatechs a trauma centerNorth Dakota BCBS has also recently
approved this reimbursement to designated Trauma Centers.

There is also partial reimbursemeotLevel IV and V hospitals amebn
designated trauma hospitdiar physicians and midlevels participate INnTNCC
and ATLS cousss.

The North Dakota Flex Program administered by the UniversitMafth Dakota Center

for Rural Health, School of Medicine and Health Sciences has offered a grant in the
amount of $9,000.00 for three ntiauma designated critical access hospitals to become
trauma designated by August 2008. The goal of the flex pragremoffer this grant

again in 2009 for three more hospitalat the time of the trauma system site visit we may
be able to provide the reviewers with a list of CAH that have submitted an application.

a. Specifically include arrangements for uncompensateand under-
compensated care
There are none



Documentation Required:
Prior to Site Visit
M A copy of the | ead agencyds budgets, i den
goals and objectives of the trauma plan
B A recent trauma system financial report



EMERGENCY MEDICAL SERVICES 12338

Expenditure Summary for Grant Period 7/1/07 to 6/30/09

Appropriation Jul-07 Jan-08 Jul-08 Exp Balance
Budget Jul-07 Aug-07 Sep-07 Oct-07 Nov-07 Dec-07 to Dec-07 to Jun-08 to Dec-08 To Date Remaining
Salaries $  277,000.00 $ 9,775.00 $ 9,860.21 $ 964751 $ 9,679.24 $ 9,775.00 9,775.00 $ 58,511.96 $ - $ - 58,511.96 $ 218,488.04
Fringe Benefits 113,600.00 3,957.88 3,978.34 3,917.51 4,082.63 3,951.52 3,978.43 23,866.31 - - 23,866.31 89,733.69
Travel 60,750.00 - 1,891.58 616.29 811.85 2,284.53 837.64 6,441.89 - - 6,441.89 54,308.11
Communications 28,900.00 - 611.71 683.76 613.89 680.84 552.86 3,143.06 - - 3,143.06 25,756.94
Supplies 62,000.00 - 2,275.44 2,451.69 4,321.17 1,155.88 581.30 10,785.48 - - 10,785.48 51,214.52
Office Space 10,500.00 - - - - - - - - - - 10,500.00
Equipment 6,500.00 - - - - - - - - - - 6,500.00
Other 166,950.00 1,000.00 41.51 - 2,687.07 8,810.90 1,075.05 13,614.53 - - 13,614.53 153,335.47
Professional fee: 22,450.00 - - - 2,000.00 31,082.60 9,500.00 11,257.60 - - 11,257.60 11,192.40
Grants 1,240,000.00 5.00 91,900.00 157,525.00 71,125.00 31,875.00 5,075.00 357,505.00 - - 357,505.00 882,495.00
Total Direct Cos! $ 1,988,650.00 14,737.88 $ 110,558.79 $ 174,841.76 $ 95,320.85 $ 89,616.27 31,375.28 $ 485,125.83 $ - $ - 485,125.83 $ 1,503,524.17
Indirect Costs $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 $0.00
Total Costs $ 1,988,650.00 14,737.88 $ 110,558.79 $ 174,841.76 $ 95320.85 $ 89,616.27 31,375.28 $ 485,125.83 $ - $ - 485,125.83 $ 1,503,524.17
General $ 1,688,650.00 14,737.88 $ 104,608.79 $ 174,841.76 $ 86,695.85 $ 85566.27 29,800.28 $ 496,250.83 $ - $ - 496,250.83 $ 1,192,399.17
Special 300,000.00 - 5,950.00 - 8,625.00 4,050.00 1,575.00 20,200.00 - - 20,200.00 279,800.00
Total Costs $ 1,988,650.00 14,737.88 $ 110,558.79 $ 174,841.76 $ 95320.85 $ 89,616.27 31,375.28 $ 516,450.83 $ - $ - 516,450.83 $ 1,472,199.17




EMS - STATE TRAUMA PROGRAM  12338-03
Expenditure Summary for Grant Period 7/1/07 to 6/30/09

Appropriation Jul-07 Jan-08 Jul-08 Exp Balance

Budget Jul-07 Aug-07 Sep-07 Oct-07 Nov-07 Dec-07 to Dec-07 to Jun-08 to Dec-08 To Date Remaining
Salaries $ 75,000.00 $ 3,096.00 $ 3,096.00 $ 3,096.00 $ 3,096.00 $ 3,096.00 $ 3,096.00 $ 18,576.00 $ - $ - $ 18,576.00 $ 56,424.00
Fringe Benefits 29,000.00 1,178.98 1,180.89 1,179.94 1,178.98 1,178.98 1,190.83 $ 7,088.60 $ - $ - $ 7,088.60 21,911.40
Travel - - - - 986.02 30745 $ 1,293.47 $ - $ - $ 1,293.47 (1,293.47)
Communications 3,200.00 - 104.69 169.99 138.22 111.02 98.28 $ 622.20 $ - $ - $ 622.20 2,577.80
Supplies 4,000.00 - 75.40 144.66 3,024.14 436.20 4169 $ 3,722.09 $ - $ - $ 3,722.09 277.91
Office Space - - - - - -8 -8 - 8 - 8 - -
Equipment - - - - - - 8 - $ -8 - 8 - -
Other - - - - 7,375.00 280.00 $ 7,655.00 $ - $ - $ 7,655.00 (7,655.00)
Professional fee: 22,450.00 2,000.00 3,257.60 6,000.00 $ 11,257.60 $ - $ - $ 11,257.60 11,192.40
Grants - - - - - - 8 - 8 - 8 - 3 - -
Total Direct Cosl $ 133,650.00 $ 427498 $ 4,456.98 $ 459059 $ 943734 $ 16,440.82 $ 11,01425 $ 5021496 $ - $ - $ 50,214.96 $ 83,435.04
Indirect Costs - - - - - $ - $ - $ - $ - -
Total Costs $ 133,650.00 $ 427498 $ 4,456.98 $ 459059 $ 943734 $ 16,440.82 $ 11,01425 $ 5021496 $ - $ - $ 50,214.96  $ 83,435.04
Gene_ral $ 133,650.00 $ 427498 $ 4,456.98 $ 4,590.59 $ 943734 $ 16,44082 $ 1101425 $ 50,21496 $ - $ - $ 50,214.96 $ 83,435.04
ioptea(ln(agosts $ 133,650-.00 $ 4,274-.98 $ 4,456?98 $ 4,590j59 $ 9,437?34 $ 16,440-.82 $ 11,014-.25 i 50,214?96 : : : 50,214?96 $ 83,435-.04

50,214.96 Accounting Reports
0.00 Difference




SECTION 3: ASSURANCE

PREVENTION AND OUTREACH

1. List organizations dedicated to injury prevention within the region and the
issues they address (e.g., MADD, SADBafeKids Worldwide, Injury Free
Coalition for Kids, ATS, university-based injury control programs).

There are numerous organizations active in ND, many of whom work together
under the Safe Community umbrella. These groups include:

1
1

E
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Health Unitsi Child Pasenger Safety, Bicycle Safety

Law Enforcement (Highway Patr-ol ,
Underage Drinking, Seat Belt Usage, Speeding, and Driving Under the
Influence

Trauma Center$ Many Injury Prevention Projects

Schools (Private, Public, arfecondary)- Underage Drinking, Seatbelt
Usage, Bullying, Suicide Prevention

Judicial Systems (Juvenile Coduirtnderage Offenses

Military 7 Child Passenger Safety Seats and Domestic Violence
Local Government (Mayors and City Engineér$§)edestriarSafety

Fire Departments Fire Prevention

Ambulance ServicésUnderage drinking, Motor Vehicle Safety
Mental Healthi Suicide Prevention

Addiction Services Underage Drinking, Drinking and Diving

Mediai They are involved in most projects

CommunityActioni Youth Programs

Private Citizen§ Assists with many injury prevention projects
Businesses/retailefisSupports many injury prevention projects

Liguor industryi Underage Drinking and Drinking and Driving

Civic Groupsi Youth Projects

MADD Drinking and Driving

SADDI Impaired Driving and Underage Drinking and Drug Usage
Emergency Nurses Associatibtmpaired Driving, Child Passenger
Safety Seats, and Seat Belts

Other organizations include:

E B

Safe Kidg Youth Safety

4-H 1 Animal and Household Saye

FCCLAT Family Career and Community Leaders of America

Farm Safety Just 4 KidsFarm Safety

Nodak Mutual Farm Safety Program

AAAT Motor Vehicle Safety

ND Parks and RecreationSafety Certification for ATV for kids 12 and
older

ND Game and Fish Bemming an Outdoors Woman, Boating & Water
Safety Education, Hunter Education, and the National Archery in the
Schools Program

Sher.i



2. Describe how the trauma lead agency has funded and coordinated system
wide injury prevention or outreach activities.
The traumdead agency has a partnership with the Injury Prevention Department
within the NDDepartmenbf Healthand is not directly involved with funding
outreach activities. The State Trauma Coordinator works closely with the Injury
Prevention Director in providig resources, injury data, and ideas for outreach
activities.

The State Trauma Coordinator is on the planning committee for the State Injury
Prevention Conference. This year will be the first year the conference is held
with plans to make it an annualri@rence.

The annual Trauma Coordinatorsé Workshop
as well as resources and ideas that can be utilized in their hospitals and
communities.

a. Which injuries (including pediatric injuries) have been identified and
prioritized for intervention strategies?
According to the North Dakota Injury Prevention Plan from 2005 there
were 5 priority areas identified

Motor Vehicle Crashes

Suicides

Falls

Poisoning

Domestic Violence and Sexual Assault
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3 Identify any dedicated lead agency or other agency staff member (full
or part- time) responsible for injury prevention outreach and
coordination for the trauma system

Director of Injury/ViolencePrevention Programs
North Dakota Department of Health
Division of Injury Preventiomnd Control

Director of Child Passenger Safety
North Dakota Department of Health
Division of Injury Preventiomnd Control

Domestic Violence Rape Crisis Program Directo
North Dakota Department of Health
Division of Injury Preventiomnd Control



4 What is the source of funding?
Funding for the ND Dept. of Health Injury Prevention Division and
Control comes from a variety of sources.
1 Child Passenger Safetyfisnded by North Dakota Department of
Transportation and Maternal and Child Health Block Grant
(MCH)

9 Suicide Prevention is by a Garrett Lee Smith Grant from
Department of Health and Human Services Substance Abuse and
Mental Health Services AdministrationdaMCH
Injury Prevention is funded by the MCH Block Grant
Rape Crisis and Domestic Violence are both funded through as
variety of Centers for Disease Control grants and Office of Justice
grants.

E |

The Safe Community Groups are funded through grants ardhe
Department of Transportation.

5 Explain the evaluation process for injury prevention projects that are
conducted by the lead agency, trauma facilities, or other communibpased
organizations.
There is not any conducted by the lead agencgura facilities and
communitybased organizations look at participation and injury rates
before and after programs/activities are offered.

6 ldentify any gaps in injury prevention efforts for population groups in

the State.
One of the lagest gaps is with statewide data for injury identification. We
are missing statewide data to determine what our leading cause of injury
is, however the ND &partmenbf HealthInjury PreventionCoordinatoris
working to bring together data sources to get a picture of injury in the
state



Documentation Required:
Prior to Site Visit
B A listing of the number and nature of injury prevention activities conducted
throughout the trauma systemtire past year (e.g., activities directed at what
mechanism/type of injury or what patient population, such as children and elders)



ND State Trauma System
2007 Injury Prevention Activities

=

State Trauma Coordinatorasmember of the ND Injury Prevention Coalition

2. State Trauma Coordinator serves on acuinmittee under the ND Injury
Prevention Coalition addressing primary seat belt law and driving under the
influence of drugs/alcohol

3. State Trauma Coordinator is on #visory board for the United Tribes
Technical College Injury Prevention Department.

4. Injury prevention activities are addressed quarterly at the regional trauma
committee meetings

5. Injury prevention topics/resources are provided quarterly in the Trauma
Coo dinator 6s Newsl etter

6.l njury prevention topic/resources provide
Workshop

7. ND Department of Health; Injury Prevention Program was a vendor at the State
Trauma Conference.

8. Region 7 Safe Communities provided the SIDNE (satedimpaired driving ge
car) at the State Trauma Conference.

9. State Trauma Coordinator along with EMSC provided a booth on Water Safety at
Summer Fun and Safety Day at Seratoma Park; Bismarck ND

10. State Trauma Coordinator presented trauma system acttoities Safe
Community Coordinators

11.Collaborates with the Safe Community Coordinators in providing information and
resources on alcohol screening and brief interventions to all ND hospitals.

12. State Trauma Coordinator is on the planning committee for the [Bfaty

Prevention Conference.



ND Department of Health Injury Prevention
2007 Injury Prevention Activities

1. The ND Injury Prevention Coalition is a group of injury prevention programs
operating across the state with a mission to reduce injury related deaths and
injuries due to intentional and unintentional injuries. It has representation from
Safe Kids coalition, Indian Health Services, Emergency Medical Services, ND
American Medical Association, hospitals, Department of Public Instruction, law
enforcement, Mental Health America ND, Suicide prevention program,
NDCAWS, AAA, to name a few. The Coalition met thtemes between 10/1/06
9/30/07. A mission statement was approved and is being used as the coalition's
primary reason for meeting. "The North Dakota Injury Prevention Coalition is a
multi-disciplinary partnership to reduce unintentional and intentionaliésjand
deaths." The members rely upon the meetings to network and collaborate on
projects.

2. ND DoH in conjunction with the Hennepin County Poison Control Center
maintain a website for educators, parents and the general public with poison
prevention infomation available in a downloadable format.

Injury Prevention Coalition and provided technical assistance. Collaboration also
occurred with Risk Watch, an injury preventiomgram located with the North
Dakota Fire Prevention Association. A member of the ND IPC staff is on the
steering committee for Safe Kids North Dakota. A member of the ND DoH IPC
staff serves on the advisory board for the United Tribes Technical Collegg Inj
Prevention Department. They are revising the curriculum to be a Wellness
program and the ND DoH IPC staff will continue to serve on the board. The ND
DoH IPC collaborates with the North Dakota Council on Abused Women's
Services/Coalition Against Sexuassault in ND to work towards primary
prevention of sexual assault. Many of the local agencies are using an approach to
anti-bullying as a means to prevent sexual assault.

4. A member of the ND IPC staff is on the Child Fatality Review Panel and works
with that panel to address leading causes of injury death. A group of Injury
Prevention specialists presented at the Coordinated School Health Roughrider
Health Conference regarding efforts in ND to reduce injuries and injury death.
Data was presented alongtlwinjury prevention programs available for local
schools to make available to teachers and staff.

Emergency Medical Services for Children staff were represented on the Statewide



5. Educational materials were distributed to physicians, public health, Safe
Communities programs, Safe Kids programs, law enforcement, Child Care
Resource rad Referral and other agencies that work with caregivers or parents
who have contact with children. Child passenger safety month was celebrated
across the state in February 2007, with 84 local agencies participating. 1,044
classroom presentations were céetgd in the schools, reaching 33,995 children
with the buckle up message. Child passenger safety law fact sheets and photo
frame magnets are distributed to agencies working with caregivers of young
children. Laminated child passenger safety law carddisnébuted to law
enforcement agencies to update law enforcement personnel on the child passenger
safety law.

6. Forty-one car seat distribution programs distributed 1,718 car seats. 232 car seats
were distributed to five reservations.

7. Car seat checkuppplies were updated and purchased statewide. The program
assisted with 91 car seat checks, inspecting 1,460 seats. Ongoing technical
assistance was provided to certified child passenger safety technicians and
instructors.

8. These educational efforts wgseomoted during child passenger safety month in
February 2007.
1 Three NHTSA Standardized Child Passenger Safety Courses were held,
resulting in the certification of 48 technicians.
1 Two child passenger safety certified technician refresher courses were
held, with 86 technicians participating.

9. Technical assistance is continued throughout the year. North Dakota has 176
certified child passenger safety technicians. The Buckle Up section was the
newsletter was written quarterly.
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11.
12.
13.
14.
15.

16.
17.
18.
19.
20.
21.

22.
23.
. Car Seat Technician training, continuing education, meetings.
25.
26.

24

27.
28.

29.
30.
31.
32.

33.
34.

St. Alexius Medical Center; Bismarck ND
Level Il Trauma Center
2007 Injury Prevention Activities

Risk Watch State Champion Management Team

Testified & sent letters to State Senate and House in support of primary seat belt law.
Innovative elderly fal prevention.

Monthly safety training hospital wide.

Teen Maze.

Teach trauma portion of PALS classes.

ETOH screening and intervention of hospitalized trauma patient.

Compile graphs from trauma registry data regarding injury causes, etc., presented at
various programs, meetings, etc.

Member Region VII Safe & Drug Free Communities.

. Summer Fun & Safety Day. 1l. Presented Injury Prevention points at PALS Instructor

Course.

Attended Forensic Nursing Conference.

Member Region VII Occupant Protection Cortie.

Member BismarcitMandan Safety Council.

Member North Dakota Injury Prevention Coalition.

Member Occupant Protection S@@mmmittee of North Dakota Injury Prevention
Coalition.

Member ATV SubCommittee of North Dakota Injury Prevention Coalition.
Coordinated presentation of Injury Prevention portions of ATLS courses.
Helped coordinate Region VII Safe & Drug Free Communities Dodge Ball Tournament.
Helped with "Click it or ticket" Campaign.

Employee health fair booth with injury prevention messafystatistics.

Car seat technician participates in monthly car seat checks and also individual requests

throughout the hospital.
Coordinated SD 24/7 Sobriety Project presentation at State Trauma Conference.
Coordinated SIDNE appearance at State TraGore#erence.

Bismarck Summer Safety Social at Sleepy Hollow Park.
Worked with Social Workers on what needs to be done to follow up with patients whosc
injury was ETOH related.

Participated ircar seat roundup and crushing.
Involved County Coroner and Medical Examiner in PIPS process to include methods of
injury and death prevention.

Participated in selection and distribution of Choices magazine.

Taught injury prevention portion of PHTLS.

Taught injury prevention pieces of TNCC.

Helped DOT with news conference to unveil "Designate a Driver and Live" campaign.
Supplied physician speakers, venue, etc.

ND Unveils 24/7 Sobriety Prgject!

Healthstream employee safety training.
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MeritCare Hospital; Fargo ND
Level Il Trauma Center
2007 Injury Prevention Activities

Teenage Seatbelt Injury Prevention Talks

CarFit Programii Hel pi ng Mature Drivers Fi
program created by the American Society on Agingdeeloped in
collaboration with AAA, AARP, and the American Occupational Therapy
Association.

Safe Kids Programis coordinator of local group is form MeritCare

Safe Communitie collaboration with local coordinator

Car Seat Checks

nd

Thei

I
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Medcenter One Health System
Level Il Trauma Center
2007 Injury Prevention Activities

Teen Maze at Horizon Middle SchdoR45 students

Teen Maze at Wachter Schao224 students

Teen Maze at Simle SchooR08 students

Car Seat Checks various locations throughout theiy2d0 seats checked
Bike Safety program in 10 Bismarck Public Schdodementary level 556
students

Safety Villagei 176 children

Kids in boats prograrm 38 kids, 24 parents

Grandparentig Circle Safety Faif 250 children, and adults

Walk your child to School Daly 250-300 children and adults

Elderly Falls Program
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Trinity Hospitals; Minot ND
Level Il Trauma Center
2007 Injury Prevention Activities

Click It or Ticket/Click It for Kids (press conferences/share stats and citation
numbers/seatbelt check points and local advertising.

Be A Better Biker

Operation Mugs 6n Hugs (coll aboration wit
Department)

The Traima Pr ogram Manager app
Homes/ Heal t hy Familybo er
prevention

The Paramedic Coordinator for Northstar Criticair and the Trauma Program

Manager travel to local highsahd s t o present a program ca
Tal ks Tough About Traumao. This program
students in the Minot and surrounding areas. Annually more than 600 kids are

reached.

ND Marketing Agency (deisingeampaignededd)o nd6t Bo o
Trinity is a sponsor of the annual Norsk Hostfest in October. This is the largest

gathering of Scandinavians in the country. Trinity provides nurses, including the

TPM, to be at the arena to provide fiestl if necessary.

e ed on a | oca
e she focused o
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Innovis Health; Fargo ND
Level Il Trauma Center
2007 Injury Prevention Activities

Active participant with Fargo Safe Communities

Involved in regular Child passenger Safety Seat Checks

CarSeat Safety classes to the public

Participation in yearly Farm Safety days

Members of Fargo/Moorhead Safe Kids Coalition

Adopt a School; every summer we provide Jligsaders with bike helmets,
properly fit each child and review importance of helmets. We also do a
presentation on pedestrian safety.

Community Bike Rodeos

Participate in Carand Kids Program

Distribute winter safety tips in employee paystoailing yearly as well as hand
out winter safety pamphlets.

The ER has a program in the summer months that nay child involved in a bicycle
accident is provided with a new properly fitted helmet and information on
importance of helmets to the parents.

Provide the First Aid at Rib Fest in Fargo, on an annual basis



10.

Altru Health Systems; Grand Forks ND
Level Il Trauma Center
2007 Injury Prevention Activities

Care Seat Checkup Events:

From January 2@through Decemb&007, 33 CaBeat CheclUp events were
held distributing 96 caseats and checking/installing 1005 car seats with an
overall misuse rate of 73%

Child Passenger Safety Trainings and Classes
Child Passenger Safety Informational Booths at Health and&ety Fairs
Child Passenger Safety Presentations

Motor Vehicle Occupant Protection Presentations

Multiple presentations and interviews have baene at high schools, health

fairs, and radio stations. Northern Valley Safe Communities partnetied wi
University of ND College of Nursing students to conduct a seat belt safety
campaign which included an observational survey, a poster campaign and seat
belt safety informational booths at UND Memorial Union.

Responsible Alcohol Server Training

Northern Valley Safe Communities partners with the Grand Forks Police
Department and the Larimore Police Department to corkRiesponsiblélcohol
Server Training Classes. 1327 licensed liquor establishment employees have
been trained.

Drunk and Drugged Driving Prevention Month

Did interviews with numerous radio stations. NVSCC members participated in
two National Night Out Evens in Grand Forks.

Alcohol Abuse and Underage Drinking Prevention Activities

Playground Safety

Fall Prevention
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St. Josephds Hospital,; Di cki
Level Ill Trauma Center
2007 Injury Prevention Activities

Fall prevention program for elderly

Safety City for 45 year olds for learning safety on many levels (bike, street,
poisons, stranger etc.)

Infant seasafety checks

CHOPS tours of hospital with injury prevention provided fi‘ﬁ’rgladers from all
over the region

Skateboard/Sledding Safety signs and brochures

Seat Belt Checks

nson



Emergency Medical Services

1. Provide information on the last assessment of EMS, including assessor and
date.
I n 1992 North Dakotads EMS System was revi
one scheduled for April i7 11, 2007. A preliminary report will be available at the
time of our review.

a. Describe the EMS system to include the number and competencies
(i.e. ALS or BLS) of ground transporting agencies, notiransporting
agencies, and aeromedical resources
Currently we have 4 ALS/Critical Care air ambulances licensédboirih
Dakotai roto-wing in Fargo and Minot and fixed wing in Fargo,
Bismarck, and Aberdeen SD

There are 18 ALS Ground Ambulances Services licensed in North Dakota
There are 118 BLS Ground Ambulance Services licensed in North Dakota
There are 58 Quick@&sponse Unites licensed in North Dakota.

b. How are these resources allocated throughout the region to service the
population?
Generally the ALS services are located in the larger communities in North
Dakota. Most ALS servicesork with the BLS services their areas to
provide intercept services.

If a paramedic is available on a BLS Service in North Dakota and the

Medical Director providesvritten authorizaion and the appropriate

equipment is available, tigaramedic may perform ALS procedures. This

is beneficial for small communities that have only 1 or 2 paramedics and

candédt guarantee that there wild/l be 24

c. Describe the availability of enhanced 911 and wireless®&lL1access in
your region.
All the counties in North Dakota have enhanced 911 availapland
line, except for 1. That county is in the process of activating it.

In North Dakota all wireless service across the state is Phase Il enhanced,
that is the latitude and longitude thfec a | lloeatiah & identified.



d. Identify any specialty pediatric transporting agencies and
aeromedical resources
There are no specialty pediatric transport agencies. All transport
agencies are expected to care for all ages of patients.
There ae two helicopter air ambulance services in the state. They are
sponsored by MeritCare in Fargo and Trinity Health in Minot.

Fi xed wing air ambulances based in Nor
MeritCare and one through Medoter One and BismardidandanMetro

AreaAmbulance based in Bismarck. There are other fixed wing air

services based in Minnesota that have been utilized to transfer patients to
Minnesota. There is also a fixed wing service based in Aberdeen, SD that

is utilized in some areas in North Dakot

e. Describe the availability of pediatric equipment on all ground
transporting units.
All ground ambulances are required to have the followdadiatric
equipment

Nasal Cannulas and Nemrebreather Masks

Bag valve mask resuscitation units in infant child sizes

Fracture splints

Nasopharyngeal airways

Oropharyngeal airways

Infant and child blood pressure cuffs
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All ground ambulances are encouraged to have the following pediatric
equipment:

1 Pediatric immobilizatiordevice

1 Pediatric traction splint

1 Infant/Child car seat

2. Describe the procedures for ofline and off-line medical direction, including
those for the pediatric population
All ambulance services are required to have off line medical control in the form of
protocols. Sample protocolgere sent oun 2007to the Medical Directors of the
ambulance services to assist them. The Medical Directors have the authority to
implement protocols they are comfortable with, as long as they fall within the
EMT 6 s s c op.eTheprotopols adeds bothexdult and pediatric
populations.



a. Describe how EMS and trauma medical direction and oversight are
coordinated and integrated
On a local level the ambulance services generally have one Medical
Director that includes trauma and pediatrics. Maofythese physicians
are also included on the Trauma Center
feedback on trauma issues.

On a State level we do not have either an EMS or Trauma Medical
Director.

3. Describe the prehospital workforce competencies in trauma:

a. Initial training and certification/licensure requirements
North Dakota utilizes thBlational Highway Traffic Safety
Admi ni strationds educational standards
NationalRe g i st r yStandardsHEsMifilidetbr both initid
certification andrecertificationtesting

b. Continuing education and recertification/relicensure requirements
North Dakota utilized the National Reg
testing They are required to take an approved recertification cqurse
based on the standards of the National Highway Traffic Safety
Administration have appropriate continuing education, and pass written
exams

c. Pediatric trauma training requirements for recertification
Il n North Dakota we ut indards.eThdrehissa Nat i on a
requirement in the EMT Refresher Course to include 2 hours of
information on OB, Infant, and Pediatric care.



Documentation Required:
Prior to Site Visit
i Guidelines for patient care delivery decisions (primary dieldl triage /
destination designation guidelines)
1 Map identifying the location of aeromedical resources in the region



ND Department of Health
Division of Emergency Medical Services
Trauma Transport Plan

Name of Service

Type of Service ®AL S ®BLS

Location of Service (City)

Name of Squad Leader/Manger

Adress City
County Zip Code
Phone Email

Name of Medical Director

Adress City
County Zip Code
Phone Email

ADDITIONAL AVAILABLE RESOURCES
A. Ground Ambulance Service

Location Service Type Contact Information

B. Quick Response Units

Location Contact Information

C. RescuéExtrication Units

Location Contact Information




D. Air Medical Services

Location

Contact Informatin

E. Biohazard Decontamination

Location

Contact Information

HOSPITAL RESOURCES

A. DesignatedUrban Trauma Centers

Level Il

Level Ill

B. Designated Rural Trauma Centers

Level IV




Level V




Trauma Transport Plan
Service Area Map

MAP

Zonel = Zone 3=
Zone 2 = Zone 4=



Trauma Transport Plan
Transport Zones

Zone Trauma Transport Protocol

Ambulance Services must include a copy of the criteria utilized to
activate/call a trauma code.




Return Completed Transport Plan to:
North Dakota Department of Health
Division of Emergency Medical Services
600 East Boulevard Ave Dept 301
Bismarck ND 585050200

For Any Questions Please Contact

Amy Eberle i State Trauma Coordinator at:
701-328-1026 or aeberle@nd.gov

Approved by Regional Trauma Committee

Not Approved by Regional Trauma Committee with
recommendations attached.

Trauma Regional Chair Signature




North Dakota Ambulance Service

4.2.7 Trauma Baselin€are Standard$ Pediatric

EMT-Basic

The following actions will be taken on each ambulance trauma call. Once a specific
patient condition is determined by the EMS provider, he or she will treat that condition
according to specific protocols.

1. Scene Sizaip

Review the dispatch information.

BSI PRN.

Make sure scene is safe.

Determine mechanism of injury.

Determine number and location of patients.
Request additional resources if needed.

rimary Assessment
The primary care provider must conduct a primesyessment for each patient
to determine any lif¢hreatening injuries or conditions. Any lifereatening
conditions must be addressed immediately per specific protocol. Call for
trauma code as soon as possible PRN (see trauma transport scheme below).

1 Airway, oxygen therapy, and breathing as per the Airway Management

protocol. (Manually stabilize Gpine PRN).

1 Treat any massive flail segment that causes respiratory compromise.

1 Treat tension pneumothorax per protocol.

1 Control hemorrhage.

S
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econdary Assesment
A detailed secondary assessment must be performed after the primary
assessment is complete and anytifieeatening conditions are addressed.

1 Apply C-Collar and fully immobilize the spine on backboard or pediatric

immobilizer PRN.

o Infants and smallkdldren in car seats may be immobilized without
removing them from the car seat, as long as it will not interfere with
patient assessment or other procedures, and the car seat is intact. If patient
has been removed from car seat, do not put patient bckar seat to
immobilize.

Monitor O, saturations.

Apply traction splint for femur fracture.

Splint other extremity fractures in position of comfort. Consult with medical

control if distal CMS deficits are noted.

1 At least two sets of vital signs must kecorded or vital signs every 15
minutes. If the patient is unstable, vital signs must be recorded every 5
minutes. Vital signs include:

o0 Mental Status (AVPU).
0 Blood Pressure

= =4 A



Pulse
Respirations
Circulation/Motor/Sensory (CMS) in all four extremities.
o0 Glasgow Coma Scale (GCS).
1 Treat specific conditions according to protocol.
1 Call for ALS intercept or helicopter transport if available.
i Transport and trauma team activation per decision scheme below:

A patient with any one of the following criteria must be transported to a
trauma designated hospital and a trauma codenust be activated.

o oo

Gl asgow Coma Scaleééééeéééééeéééeééée. . <14
Systolic Blood Pressureééééééeéeéeéeéeéeéeée. . <

Respiratory Rateéééécéegldéréar ééé

All penetrating injuries to head, nedkyso, and extremities proximal to elbow and kn
Flail Chest

Combination trauma with burns

Two or more longbone fractures
Amputation proximal to wrist and ankle
Pelvic Fractures

Open or depressed skull fractures
Paralysis

Major Burns

=4 =4 -a_-a_-8_48_4a_-4-9

A patient with any one or more of the following criteria must be
transported to a trauma designated hospital and a trauma codeay be
activated at the discretion of the EMS provider.

1 Ejection from an automobile

1 Death in the same passenger compartment

I High speed auto crasWith initial speed > 40mph, major auto deformity >20 inches,
and intrusion into passenger compartment > 12 inches

1 Auto-pedestrian/autbicycle with significant impact (>5 mph)

1 Pedestrian thrown or run over

1 Motorcycle crash > 20mps or rider separated fhike

1 Falls > 20 feet

1 Rollover

1 Extrication time > 20 minutes

1 Age <5or>55

i Cardiac Disease or Respiratory Disease

1 InsulinDependant Diabetes, cirrhosis, or morbid obesity

1 Pregnancy

1 Immunosuppressed patients

1 Patients with bleeding disorders or on anticoagsla

Medi cal Directords Signature Date



North Dakota Ambulance Service

4.0.7 Trauma Baseline Care Standards

EMT - Basic

The following actions will be taken on each ambulance trauma call. Once a specific
patient condition is determined by the EMS provider, he or she will treat that condition
according to specific protocols.

1. Scene Sizaip

Review the dispatch informatio

BSI PRN.

Make sure scene is safe.

Determine mechanism of injury.

Determine number and location of patients.
Request additional resources if needed.

rimary Assessment
The primary care provider must conduct a primary assessment for each patient
to ddermine any lifethreatening injuries or conditions. Any lifereatening
conditions must be addressed immediately per specific protocol. Call for
trauma code as soon as possible PRN (see trauma transport scheme below).

1 Airway, oxygen therapy, and breath per the Airway Management protocol.

(Manually stabilize Gpine PRN).
1 Treat any massive flail segment that causes respiratory compromise.
1 Control hemorrhage.

= T = =4 =4 -8 -8 19

3. Secondary Assessment

1 A detailed secondary assessment must be performed after the primary
asessment is complete and anyifeeatening conditions are addressed.
1 Apply C-Collar and fully immobilize the spine if:

Patient complains of head, neck, or back pain.

Patient exhibits any neuro deficitecluding decreased LOC.

Patient is intoxicated.

Patient has a distracting injury that may mask head, neck, or back pain.

Mechanism of Injury is substantial.

o At the discretion of the primary care provider.

Monitor O, saturations.

Apply traction splint for femur fracture.

Splint other extremity fractures position of comfort. Consult with medical

control if distal CMS deficits are noted.

1 At least two sets of vital signs must be recorded or vital signs every 15
minutes. If the patient is unstable, vital signs must be recorded every 5
minutes. Vital sigs include:

0 Mental Status (AVPU).
0 Blood Pressure
o Pulse

O O O0OO0Oo
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0 Respirations

o Circulation/Motor/Sensory (CMS) in all four extremities.

o0 Glasgow Coma Scale (GCS).
1 Treat specific conditions according to protocol.
1 If patient is unstable, call for ALS intercept or hepiter transport if available.
1 Transport and trauma team activation per decision scheme below:

A patient with any one of the following criteria must be transported to a
trauma designated hospital and a trauma codenust be activated.

///////////////

GlasgpwComa Scal eéééééeééeééeeéeéé. . <14
Systolic Blood Pressureéeééecéeééecéeeéeée. . <

Respiratory Rateéééécé&ldéregrééceé

All penetrating injuries to head, neck, torso, and extremities proximal to elbow and
Flail Chest

Combination trauma with burns

Two o more longbone fractures
Amputation proximal to wrist and ankle
Pelvic Fractures

Open or depressed skull fractures
Paralysis

Major Burns

= =4 48 -4 _a_a_4a_2a_-2

A patient with any one or more of the following criteria must be
transported to a trauma designated hospital and arauma codemay be
activated at the discretion of the EMS provider.

1 Ejection from an automobile

1 Death in the same passenger compartment

1 High speed auto crasWijth initial speed > 40mph, major auto deformit®0>inches,
and intrusion into passenger compartment > 12 inches

1 Auto-pedestrian/autdicycle with significant impact (>5 mph)

1 Pedestrian thrown or run over

1 Motorcycle crash > 20mps or rider separated from bike

1 Falls > 20 feet

1 Rollover

1 Extrication time > 2Gminutes

1 Age <5 or>55

I Cardiac Disease or Respiratory Disease

1 InsulinDependant Diabetes, cirrhosis, or morbid obesity

1 Pregnancy

1 Immunosuppressed patients

1 Patients with bleeding disorders or on anticoagulants.

Medi cal Directords Signature Date



North Dakota Ambulance Service
3.1.7 Trauma Baseline Care Standards

EMT 1 |

ntermedi ate 685

The following actions will béaken on each ambulance trauma call. Once a specific
patient condition is determined by the EMS provider, he or she will treat that condition
according to specific protocols.

1. Scene Sizaip

= T = =4 =4 -8 -8 19
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Review the dispatch information.

BSI PRN.

Make sure scens safe.

Determine mechanism of injury.

Determine number and location of patients.

Request additional resources if needed.

rimary Assessment

The primary care provider must conduct a primary assessment for each patient

to determine any lif¢hreateningnjuries or conditions. Any lif¢hreatening

conditions must be addressed immediately per specific protocol. Call for
trauma code as soon as possible PRN (see trauma transport scheme below).

Airway, oxygen therapy, and breathing as per the Airway Manage

protocol. (Manually stabilize Gpine PRN).

Treat any massive flail segment that causes respiratory compromise.

Treat tension pneumothorax per protocol.

Control hemorrhage.

econdary Assessment

A detailed secondary assessment must be performedreftprimary

assessment is complete and anytifieeatening conditions are addressed.

Apply C-Collar and fully immobilize the spine on backboard or pediatric

immobilizer PRN.

o Infants and small children in car seats may be immobilized without
removing thenfrom the car seat, as long as it will not interfere with
patient assessment or other procedures, and the car seat is intact. If patient
has been removed from car seat, do not put patient back into car seat to
immobilize.

Establish an IV of Normal Sakn If hypotensive, infuse 20ml/kg bolus.

Repeat PRN.

Monitor O, saturations.

Apply traction splint for femur fracture.

Splint other extremity fractures in position of comfort. Consult with medical

control if distal CMS deficits are noted.

At least two sts of vital signs must be recorded or vital signs every 15

minutes. If the patient is unstable, vital signs must be recorded every 5
minutes. Vital signs include:



1
1
1

Mental Status (AVPU).

Blood Pressure

Pulse

Respirations

Circulation/Motor/Sensory (CMS) iall four extremities.

o0 Glasgow Coma Scale (GCS).

Treat specific conditions according to protocol.

Call for ALS intercept or helicopter transport if available.
Transport and trauma team activation per decision scheme below:

O O O0OO0Oo

Gl a
Sys
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A patient with any one of the following criteria must be transported to a

trauma designated hospital and a trauma codenust be activated.

sgow Coma Scaleéééééeéécéeééeéeéeéeéée. . <14
tolic Blood Pressureéeéécéeéécéeéece. . <
piratory Rateééééégldérea®r ééé

All penetratirg injuries to head, neck, torso, and extremities proximal to elbow and
Flail Chest

Combination trauma with burns

Two or more longbone fractures

Amputation proximal to wrist and ankle

Pelvic Fractures

Open or depressed skull fractures

Paralysis

Major Burns

A patient with any one or more of the following criteria must be

transported to a trauma designated hospital and a trauma codenay be

activated at the discretion of the EMS provider.

1 Ejection from an automobile
1 Death in the same passengempartment
I High speed auto crasWith initial speed > 40mph, major auto deformity >20 inches,
and intrusion into passenger compartment > 12 inches
1 Auto-pedestrian/autbicycle with significant impact (>5 mph)
1 Pedestrian thrown or run over
1 Motorcycle crak > 20mps or rider separated from bike
1 Falls > 20 feet
1 Rollover
1 Extrication time > 20 minutes
1 Age <5 or>55
1 Cardiac Disease or Respiratory Disease
1 InsulinDependant Diabetes, cirrhosis, or morbid obesity
1 Pregnancy
1 Immunosuppressed patients
1 Patients with ldeding disorders or on anticoagulants.
Medi cal Directords Signature Date




North Dakota Ambulance Service

3.2.7 Trauma Baselin€are Standard$ Pediatric

EMTil nt er medi ate 0685

The following actions will be taken on each ambulance trauma call. Once a specific
patient condition is determined by the EMS provider, he or she will treat that condition
according to specific protocols.

1. Scene Sizaip

Review the dispatch information.

BSI PRN.

Make sure scene is safe.

Determine mechanism of injury.

Determine number and location of patients.
Request additional resources if needed.

rimary Assessment
The primary care provider musbnduct a primary assessment for each patient
to determine any lif¢hreatening injuries or conditions. Any lifereatening
conditions must be addressed immediately per specific protocol. Call for
trauma code as soon as possible PRN (see trauma triascpeme below).

1 Airway, oxygen therapy, and breathing as per the Airway Management

protocol. (Manually stabilize Gpine PRN).

1 Treat any massive flail segment that causes respiratory compromise.

1 Treat tension pneumothorax per protocol.

1 Control hemorrhage

S
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econdary Assessment
A detailed secondary assessment must be performed after the primary
assessment is complete and anytifieeatening conditions are addressed.
1 Apply C-Collar and fully immobilize the spine on backboard or pediatric
immobilizer PRN.

o Infants and small children in car seats may be immobilized without
removing them from the car seat, as long as it will not interfere with
patient assessment or other procedures, and the car seat is intact. If patient
has been removed from car seat, dopubtpatient back into car seat to
immobilize.

1 Establish an IV of Normal Saline. If hypotensive, infuse 20ml/kg bolus.
Repeat PRN.

Monitor O, saturations.

Apply traction splint for femur fracture.

Splint other extremity fractures in position of comfo@onsult with medical
control if distal CMS deficits are noted.

1 Atleast two sets of vital signs must be recorded or vital signs every 15

minutes. If the patient is unstable, vital signs must be recorded every 5

minutes. Vital signs include:

= =4 =



Mental Status (AVPU).
Blood Pressure
Pulse
Respirations
Circulation/Motor/Sensory (CMS) in all four extremities.
o0 Glasgow Coma Scale (GCS).
1 Treat specific conditions according to protocol.
1 Call for ALS intercept or helicopter transport if available.
i Transport andrauma team activation per decision scheme below:

A patient with any one of the following criteria must be transported to a
trauma designated hospital and a trauma codenust be activated.

O O O0OO0Oo

Gl asgow Coma Scaleééééeééééecéééeééée. . <14
Systolic BIlééoédé éPééeéséséuéréeéd. . <90

Respiratory Rateéééeécéegldéréarééceé

1 All penetrating injuries to head, neck, torso, and extremities proximal to elbow and
1 Flail Chest

1 Combination trauma with burns

1 Two or more longbone fractures

1 Amputation proximal to wrisand ankle

1 Pelvic Fractures

1 Open or depressed skull fractures

1 Paralysis

1 Major Burns

A patient with any one or more of the following criteria must be
transported to a trauma designated hospital and a trauma codenay be
activated at the discretion of the EMSprovider.

1 Ejection from an automobile

1 Death in the same passenger compartment

I High speed auto crasWith initial speed > 40mph, major auto deformity >20 inches,
and intrusion into passenger compartment > 12 inches

1 Auto-pedestrian/autbicycle with signficant impact (>5 mph)

1 Pedestrian thrown or run over

1 Motorcycle crash > 20mps or rider separated from bike

1 Falls > 20 feet

1 Rollover

1 Extrication time > 20 minutes

1 Age <5 or>55

1 Cardiac Disease or Respiratory Disease

1 InsulinDependant Diabetes, cirrhosis,rorbid obesity

1 Pregnancy

1 Immunosuppressed patients

1 Patients with bleeding disorders or on anticoagulants.

Medi cal Di rueect or s Signat Date



North Dakota Ambulance Service

2.1.7 Trauma Baseline Care Standards

Paramedic

The following actions will be taken on each ambulance trauma call. Once a specific
patient condition is determined by the EM®vider, he or she will treat that condition
according to specific protocols.

1. Scene Sizaip
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Review the dispatch information.

BSI PRN.

Make sure scene is safe.

Determine mechanism of injury.

Determine number and location of patients.
Requestdditional resources if needed.

rimary Assessment

The primary care provider must conduct a primary assessment for each patient
to determine any lif¢hreatening injuries or conditions. Any lifereatening
conditions must be addressed immediatelyspexcific protocol. Call for

trauma code as soon as possible PRN (see trauma transport scheme below).
Airway, oxygen therapy, and breathing as per the Airway Management
protocol. (Manually stabilize Gpine PRN).

Treat any massive flail segment that asugespiratory compromise.

Treat tension pneumothorax per protocol.

Control hemorrhage.

econdary Assessment

A detailed secondary assessment must be performed after the primary
assessment is complete and anytifieeatening conditions are addressed.
Apply C-Collar and fully immobilize the spine if:

Patient complains of head, neck, or back pain.

Patient exhibits any neuro deficits including decreased LOC.

Patient is intoxicated.

Patient has a distracting injury that may mask head, neck, or back pain.
Mechanism of Injury is substantial.

At the discretion of the primary care provider.

Establish an IV of Normal Saline. Use a large bore (18ga. or larger). If BP
<90 mmHG, start a second IV Normal Saline. Infuse at a bolus rate; titrate to
BP of 90 mmHg.

Monitor ECG and @saturations.

Apply traction splint for femur fracture.

Splint other extremity fractures in position of comfort. Consult with medical
control if distal CMS deficits are noted.

(ol ol elieloMeo)
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At least two sets of vital signs must be recorded or viggissevery 15
minutes. If the patient is unstable, vital signs must be recorded every 5
minutes. Vital signs include:

Mental Status (AVPU).

Blood Pressure

Pulse

Respirations

Circulation/Motor/Sensory (CMS) in all four extremities.

o0 Glasgow Coma Scale (GCS)

Treat specific conditions according to protocol.

If patient is unstable, call for helicopter transport if available.
Transport and trauma team activation per decision scheme below:

O O O0OO0Oo



A patient with any one of the following criteria must be transportedto a
trauma designated hospital and a trauma codenust be activated.

Gl asgow Coma Scaleééééeéééééeéééeééée. . <14

Systolic Blood Pressureéeéécéeééecéeéeéeée. . <

//////

Respiratory Rateéééécé&ldéreerécéceé

All penetrating injuries to head, neck, torso, amttemities proximal to elbow and kneg
Flail Chest

Combination trauma with burns

Two or more longbone fractures
Amputation proximal to wrist and ankle
Pelvic Fractures

Open or depressed skull fractures
Paralysis

Major Burns
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A patient with any one or moreof the following criteria must be
transported to a trauma designated hospital and a trauma codenay be
activated at the discretion of the EMS provider.

1 Ejection from an automobile

1 Death in the same passenger compartment

I High speed auto craswith initial speed > 40mph, major auto deformity >20 inches,
and intrusion into passenger compartment > 12 inches

1 Auto-pedestrian/autbicycle with significant impact (>5 mph)

1 Pedestrian thrown or run over

1 Motorcycle crash > 20mps or rider separated from bike

1 Falls >20 feet

1 Rollover

1 Extrication time > 20 minutes

1 Age <5 or>55

I Cardiac Disease or Respiratory Disease

1 InsulinDependant Diabetes, cirrhosis, or morbid obesity

1 Pregnancy

1 Immunosuppressed patients

1 Patients with bleeding disorders or on anticoagulants.

Medi cal Directords Signature Date



North Dakota Ambulance Service
2.2.7 Trauma Care StandardsPediatric
Paramedic
The following actions will béaken on each ambulance trauma call. Once a specific
patient condition is determined by the EMS provider, he or she will treat that condition
according to specific protocols.

1. Scene Sizalp
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Review the dispatch information.

BSI PRN.

Make surescene is safe.

Determine mechanism of injury.

Determine number and location of patients.
Request additional resources if needed.

rimary Assessment

The primary care provider must conduct a primary assessment for each patient
to determine any liféghredening injuries or conditions. Any lif#hreatening
conditions must be addressed immediately per specific protocol. Call for
trauma code as soon as possible PRN (see trauma transport scheme below).
Airway, oxygen therapy, and breathing as per the Airllapagement

protocol. (Manually stabilize Gpine PRN).

Treat any massive flail segment that causes respiratory compromise.

Treat tension pneumothorax per protocol.

Control hemorrhage.

econdary Assessment

A detailed secondary assessment must be perfoafterthe primary

assessment is complete and anytifieeatening conditions are addressed.

Apply C-Collar and fully immobilize the spine on backboard or pediatric

immobilizer PRN.

o Infants and small children in car seats may be immobilized without
removirg them from the car seat, as long as it will not interfere with
patient assessment or other procedures, and the car seat is intact. If patient
has been removed from car seat, do not put patient back into car seat to
immobilize.

Establish an IV of Norméabaline. If hypotensive, infuse 20ml/kg bolus.

Repeat PRN.

Monitor ECG and @saturations.

Apply traction splint for femur fracture.

Splint other extremity fractures in position of comfort. Consult with medical

control if distal CMS deficits are noted.

At least two sets of vital signs must be recorded or vital signs every 15

minutes. If the patient is unstable, vital signs must be recorded every 5

minutes. Vital signs include:

o0 Mental Status (AVPU).






