
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Open and depressed skull frac-

ture 

 Paralysis 

 Amputation proximal to wrist 

and ankle 

 Ejection from automobile 

 Death in same passenger com-

partment 

 Extrication time greater than 20 

minutes 

 Falls greater than 20 feet 

 Rollover 

 High speed auto crash 

 Initial speed greater than 40 mph 

 Major auto deformity greater 

than 20 inches 

 Intrusion into passenger com-

partment greater than 12 inches 

 Auto pedestrian/auto bicycle 

injury with significant (>5 mph) 

impact 

 Pedestrian thrown or run over 

 Motorcycle crash greater than 20 

mph or with separation of rider 

from bike 

 Provider’s discretion - the pro-

vider can activate a trauma team 

at any time 

If you have questions regarding 

trauma team activation please feel 

free to contact Amy at 701-328-1026 or 

Shelly at 701-323-6501. 

Activation of a trauma team is a key 

component of being a trauma cen-

ter. The goal of trauma care is pro-

vide the best care possible without 

any delay in care. This can be ac-

complished by having an entire 

team of professionals waiting in the 

emergency department for the in-

jured patient. 

 

Trauma codes are activated by the 

ambulance services that is deliver-

ing the patient to the hospital 

(please refer to the article done by 

Amy in this newsletter). Once the 

ambulance service has identified 

this patient as a trauma code, it is 

the hospitals responsibility to have a 

team ready and waiting in the emer-

gency department. Most Level IV and 

V trauma centers are activating one 

level of team members. The team 

generally consists of the following 

members: 

 ATLS trained physician or mid-

level provider 

 Emergency nurse(s) 

 Lab personnel 

 Radiology personnel 

 Chaplin or social services 

 Other personnel 

 

If your facility notifies the same 

people for two different levels of 

trauma activation, you really need 

to consider only having one level of 

activation. Most Level IV and V 

trauma centers should be utilizing 

only one level of activation. Please 

review the criteria that you are 

utilizing for activating trauma 

codes. The criteria that should be 

utilized are based on the triage 

decision scheme that was adapted 

from the American College of Sur-

geons and consists of the following 

criteria: 

 GCS less than 14 

 Systolic blood pressure less 

than 90 

 Respirations less than 10 or 

greater than 29 

 Revised trauma score less than 

11 

 All penetrating injuries to 

head, neck, torso, and extremi-

ties proximal to elbow and 

knee 

 Flail chest 

 Combination trauma with 

burns 

 Two or more proximal long-

bone fractures 

 Pelvic fractures 

Trauma Team Activation 

By Shelly Arnold, Trauma Services Manager at Medcenter One 
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M ARK YO UR 

C AL END ARS 

 11th Annual North 

Dakota Statewide 

Trauma Conference 

in Grand Forks 

October 1- 2, 2008 

(Pre- conference 

September 30, 2008) 

 Statewide Injury 

Prevention Confer-

ence in Mandan 

October 28- 30, 2008 

Getting 
To Know 
l£©üA 

Name:  Lynnette Deardurf 
Hospital:  Trinity Hospitals, Minot ND 
How long have you been at the facility:  Since 2001 
Family:  Husband for 35 years with two grown children that have given us 4 
ą«£¢wx¦y© Ć z¦t¢wv{| w¦x¢ 
Hobbies:  Flower Gardening, reading, and spending time with family and friends 
Experience as Nurse / Paramedic / EMT:  \ {tªx uxx¢ t¢ ea y£¦ EH ­xt¦§A  \ ąwtuu xwĆ |¢ 
different areas but the majority has been in Emergency Trauma, at a staff level as well as man-
agement 
Favorite thing about trauma:  ąY|¬|¢z cx£¤ xĆ 
Advice to other Trauma Coordinators:  Noneă I am still getting advice from them. 
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òCheck codes map 

the hospitalõs 

system information 

ot the state 

registryó 

Data, Data, Data 

 
Urban Registrar           
Angie Vasek - Altru  
Jackie Paul - MeritCare 
 
Rural Registrar                                   
Michelle Smith - Lisbon Area Health Services 
Noreen Ballard - Mercy Hospital 
 
Urban Trauma Coordinators               
Shelly Arnold  - Medcenter One 
 Vicki Black - Altru              
 Lynnette Deardurff - Trinity 
 
Rural Trauma Coordinators                
Kerry McCoy - First Care Health Center                   
Barb Monson - Jamestown Hospital 
 
EMS Representative                          
Wayne Faye - St. Aloisius 
 
Physician                                            
Steven Briggs - MeritCare 
 
Division of EMS                                  
Amy Eberle - DEMS Trauma Coordinator 
Lindsey Narloch - DEMS Research Analyst 
Tim Meyer - DEMS Director 
Brian Miller - Health Resources Section Data  
Processing Coordinator 
Todd Friesz - Health Resources Section Data  
Processing Coordinator 
 
If you have any questions, please contact me at  
lindseybnarloch@nd.gov or 701.328.1062. 
 
Hope everyone is having a wonderful summer!  Lindsey 

Check Codes Are Our Best Friend!  
Some of the mysteries in the state registry have 
been solved or at least identified.  A number of 
hospitals with TraumaBase had not run check 
codes.  Check codes map the hospitalõs system 
information to the state registry.  Every time a 
TraumaBase system is modified or updated, check 
codes need to be run.  If you are a registrar at a 
Level 4 or 5 trauma-designated hospital, you do 
not need to worry.  The check codes process is 
taken care of for you.   

Data Watch 
I have noticed a few things in the registry that 
are not coded in the same manner.  For example, 
if a person is not admitted to the intensive care 
unit (ICU), the ICU length of stay should be Not 
Applicable or NA.  Zero should not be used for a 
patient that was not admitted.  Zero could apply if 
the person was admitted for less than half of one 
day.  Also, AIS should have a numerical entry.  
Not or unknown are not appropriate except in 
rare cases such as drowning.   Finally, some hos-
pitals are entering disease codes in the ICD9 
area.  You may continue to put the disease codes 
if they are useful to you.  The disease codes will 
be filtered out in the state registry.  Please make 
sure to include the injury codes as well, not just 
the disease codes. 

Committee News 
The Data Committee met via telephone July  16, 
2008.  Minutes from the meeting were  e-mailed 
out to all the trauma stakeholders.  We discussed 
potential goals and the need for helping new 
registrars to get training on the trauma registry.  
The following is a list of Data Committee mem-
bers. 

N O R T H  D A K O T A  S T A T E  T R A U M A  C O O R D I N A T O R S  N E W S L E T T E R  

By Lindsey B. Narloch, Research Analyst, North Dakota Department of Health Division of  
Emergency Medical Services 

The North Dakota Trauma Foundation has started the 2008 trauma grant application process. The 

trauma foundation offers 1:1 matching grants to hospitals and EMS agencies to improve trauma care 

and to prevent injuries. The maximum amount awarded to a single entity is $1,000. The funding must 

be utilized for trauma, and can be for education, equipment, injury presentation programs, etc. For 

questions or an application please contact Shelly at 701-323-6501, Vicky at 701-780-5337, or Deb 

at 701-234-6378.  

ND TRAUMA FOUNDATION 

mailto:lindseybnarloch@nd.gov


Prehospital Trauma Code Activation 
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Prehospital personnel play a very 
important role in our trauma sys-
tem.  They are trained to manage 
patients by identifying specific 
injuries, as well as mechanisms that 
are likely to cause severe injuries.  
Prehospital personnel also are re-
quired to use triage protocols and 
activate trauma codes to ensure 
that patients are transported to the 
appropriate trauma facility and that 

the trauma team is readily available 
and prepared when the patient 
arrives. 
 
Lately,  concerns have been brought 
to regional trauma committees that 
some facilities are not allowing 
emergency medical services to acti-
vate trauma codes.   It has been 
stated that the providers want to 
evaluate the patient before activat-
ing the code.  This is causing con-
cern at the state level that a delay in 
care and transport to a higher level 
trauma center may result from late 
trauma code activations.   
Not only does activating a trauma 
code in the prehospital setting 
benefit the patient by having the 
trauma team ready for patientõs 
arrival at the hospital, but it also 

carries a financial tag.  Trauma desig-
nated facilities can bill Medicare and 
Blue Cross and Blue Shield for trauma 
activations, but in order to receive 
reimbursement, there must be pre-
notification by emergency medical 
services.  One can see the significance 
this reimbursement can have, even 
though itõs not a substantial amount 
for rural facilities in North Dakota.  
 
 It is important that all facilities build 
collaborations with their ambulance 
services by encouraging and allowing 
them to activate trauma codes from 
the field.  Building this relationship 
enhances the care provided to pa-
tients who sustain any type of injury.  
 If you have any questions,  please 

contact Amy Eberle, state trauma 

coordinator, at 701.328.1026 or ae-

berle@nd.gov.  

òIt is important that 

all facilities build 

collaborations with 

their ambulance 

services by 

encouraging them 

and allowing them to 

activate trauma 

codes from the fieldó. 

By Amy Eberle, State Trauma Coordinator, North Dakota Health Department Division of Emergency Medical Services 

Child Passenger Safety Week  
Celebration 

Nationwide, communities will be celebrating child passenger 
safety week September 21-27, 2008.  During child passenger 
week in North Dakota, public health agencies, law enforcement 
officers, Safe Kids Coalitions, Safe Communities programs 
and other safety advocates will be reminding children and parents about the importance 
of using safety restraints on every trip.  Representatives will be visiting schools, day-
cares and other locations to share their safety messages using ñBuckle Upò materials de-
veloped by the North Dakota Department of Health and the North Dakota Department of 
Transportation.  The materials contain entertaining and educational activities that remind 
children of the importance of buckling up when they ride in motor vehicles. 
 
Motor vehicle crashes are the leading cause of death for North Dakota children after the 
first year of life.  According to the North Dakota Crash Summary 2002-2006, North Da-
kota Department of Transportation, 78 children younger than 18 died as occupants in a 
motor vehicle and another 4,467 were injured. 
 
For more information about child passenger safety week and reference materials listed 
above contact Dawn Mayer at 800.472.2286 (press 1)  

mailto:aeberle@nd.gov
mailto:aeberle@nd.gov


 

Shaken Baby Syndrome 
By Kelli Rice, EMSC Program Manager, North Dakota Department of Health Division 
of Emergency Medical Services 

Each year approximately three million children are reported abused or neglected in the United States and 
three children die each day from abuse and neglect (AAP website: www.aap.org ).  Shaken Baby Syndrome 
(SBS) is a very serious and often fatal form of child abuse.  According to the National Institute of Neurological 
Disorders and Stroke, shaken baby syndrome is a severe form of head injury that occurs when a baby is shaken 
forcibly enough to cause the babyõs brain to rebound (bounce) against his or her skull.  This rebounding may 
cause bruising, swelling, and bleeding (intracerebral hemorrhage) of the brain, which may lead to permanent, 
severe brain damage or death.  Shaken baby syndrome also is often referred to as iTBI (inflicted traumatic brain 
injury) and AHT (abusive head trauma) and usually occurs in children up to 2 years old, but has been seen in 
children up to 5 years old.  It is unknown how many children are injured or die each year from shaken baby 
syndrome due to poor statistics.  However, according to the National Center on Shaken Baby Syndrome, it is 
the most common cause of mortality and accounts for the most long-term disability in infants and children due 
to physical child abuse.  Based on a North Carolina research project published in the Journal of the American 
Medical Association in August of 2003, approximately 1,300 U.S. children experience severe or fatal head 
trauma from child abuse every year. 

 
In many cases of less severe SBS, the child may never be diagnosed due to a lack of visible marks.  How-

ever, the following is a list of common symptoms according to the National Center on SBS: 
 
 Lethargy/decreased muscle tone      

 Extreme irritability 
 Decreased appetite, poor feeding or vomiting for no apparent reason  

  Inability to lift head 
 Grab-type bruises on arms or chest (rare)     

 No smiling or vocalization 

 Poor sucking or swallowing       
 Rigidity or posturing 

 Difficulty breathing        
 Seizures 

 Head or forehead appears larger than usual or soft-spot on head appears to be bulging 

 Inability of eyes to focus or track movement or unequal size of pupils 
 
In addition, there may be loss of consciousness, pale or bluish skin, tremors (shakiness), and other changes 

in behavior or coma.  It is important to note when dealing with suspected SBS that although there may be no 
physical signs of trauma, the child may be suffering from broken or dislocated bones or other injuries to the 
neck and spine.  Children also may suffer from retinal hemorrhages due to SBS, and therefore, it is extremely 
important that if SBS is suspected that the childõs eyes are examined by an experienced ophthalmologist. 

 
For more information on SBS, please visit the National Center on Shaken Baby Syndrome at www.dontshake.com or the Mid-
west Regional Childrenõs Advocacy Center at www.mrcac.org.  The North Dakota Children Advocacy Centers are listed below: 

    
 
Dakota Childrenõs Advocacy Center  Red River Childrenõs Advocacy Center  
Bismarck, ND     Fargo, ND       
701.323.5626     701.234.4583        
 
Northern Plains Advocacy Center 
Minot, ND 
701.852.3328 

http://www.aap.org/
http://www.dontshake.com/
http://www.mrcac.org/

