
April 2025
Region 8 Trauma Advisory Council



Agenda
• Call to Order

• Attendance & Introductions

• Approval of April 9, 2025, agenda

• Approval of February 12, 2025, minutes

• Public Comment

• State Updates
o Gary Wadaga
o Dr. Ed Bigsby
o Lyn Nelson
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Trauma Registry Needs
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StateTraumaRegistrar@michigan.gov



State of Michigan Trauma Data Dictionary
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2025 SOC Conference
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R8 Medical 
Coordination 
Center
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Old Business



Regional 
Professional 
Standards 
Review 
Organization
(RPSRO)
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To-do items!
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Follow up Who What

Ontonagon slips, trips, falls Gina, Joel, Lyn Meet with heat maps

Fall prevention list Trauma Program Managers
Send updates to Lyn for Injury 

Prevention (IP) ad hoc

Injury prevention gaps for falls 
and motor vehicle crashes

Trauma Program Managers Send to Lyn for IP ad hoc

Injury Prevention Ad Hoc
Ann, Stephen, Cindy, and who 

else?

Update IP Plan, form 
messaging strategy for Top 3 

with dates per objective

2024 MCA meeting minutes MCA staff
Direct Lyn to where they’re 

posted or send to her
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Motion to empower IP ad hoc or special meeting of RTAC?
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• By December 31, 2024, the RTAC will identify and address gaps in their regional injury 
prevention programs, update their regional injury prevention plan, and describe the 
current status in the Region’s annual report.

• By April 2025, establish public information and education components for the top three 
external cause codes that include the months for hospital trauma programs to distribute 
the information.

• SP3:  The regional IP committee will analyze the number and type of programs that 
directly address the top 3 injuries programs in their region as reported in the Inventory. 

• SP4:  By December 31, 2024, each regional IP committee will identify and address gaps 
in their regional programs. IP plans will be updated. Progress on this objective will be 
reported on the Regional Trauma Coordinator’s (RTC's) annual report.



New Business



EMS Use of 
Tranexamic Acid (TXA) 

for Trauma

William Fales, MD, FACEP, FAEMS
State Medical Director

Division of EMS and Systems of Care
falesw@Michigan.gov
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Current State Hemorrhagic Protocol



Current TXA Protocol for Head Trauma



EMS TXA Use in Michigan 12/20-11/24 (N=946)

Source: MI-EMSIS Biospatial

281% increase over 5 years

2020   80        2021    119  2022.  191            2023  273                  2024   280 (305) 



TXA Use in Michigan UP 12/19-11/24

Source: MI-EMSIS Biospatial







3.1: In traumatically injured children with hemorrhagic 
shock, the empiric use of tranexamic acid within 3 hours 
of injury might be considered. Clinical Recommendation, 
conditional recommendation, very low certainty of 
evidence, 80% agreement (n=15), median 7, IQR: 7–8. 



Source: https://emspep.cdha.nshealth.ca/FAQ.aspx 

https://emspep.cdha.nshealth.ca/FAQ.aspx


US DOD / TCCC / Defense Health Agency Changes

Source: Deployed Medicine: https://books.allogy.com/web/tenant/8/books/b729b76a-1a34-4bf7-
b76b-66bb2072b2a7/ 

https://books.allogy.com/web/tenant/8/books/b729b76a-1a34-4bf7-b76b-66bb2072b2a7/
https://books.allogy.com/web/tenant/8/books/b729b76a-1a34-4bf7-b76b-66bb2072b2a7/


EMS TXA Protocol Questions

• Dosing options for adults 
• 1 g bolus + 1 g over 8 hours [current]
• 2 g bolus [proposed]

• TXA administration
• Piggyback in 100 mL NS over 10 minutes [current]
• Slow IV push over 1-2 minutes [proposed]

• TXA in isolated moderate to severe head trauma 
• Consider when hemorrhage suspected +/- medical control contact [current]
• Administer in moderate to severe head trauma (GCS<12) [proposed] 

• TXA in pediatric patients
• Age > 18 YO [current]
• Age 15-18 YO – expand use as in adults [proposed]
• Age <14 YO – consider use in consultation with medical control, when able [proposed]

• 15 mg/kg



Solicitation of Stakeholder Input

Gather stakeholder input from key groups
• State Trauma Advisory Committee
• Quality Assurance Task Force
• MCEP EMS Committee / MI NAEMSP
• Trauma surgeons / Trauma medical directors
• EMS physicians, emergency physicians, PEM physicians

Current evidence and electronic survey widely distributed
• Input after reviewing the current evidence 
• Evidence-based opposition with rationale
• COMING SOON…..

falesw@michigan.gov  



UPDATED PEDIATRIC TRAUMA
 CT IMAGING GUIDELINES

PERSPECTIVE FROM A MICHIGAN CRITICAL 
ACCESS HOSPITAL

Michigan-Region 3 Trauma Advisory Council 

July 29 2024

Mark Hamed MD MBA MPH FAAFP FAEMS
Trauma Medical Director

McKenzie Health System



INTRODUCTION

• Emergency Department Physician and Medical Director- McKenzie Health System, Sandusky

• Trauma Medical Director at McKenzie

• EMS- Associate Medical Director for MCA in Sanilac County

• Public Health Medical Director- 8 Rural Counties (Thumb Counties and District Health 
Department #2)

• Attending Physician- Same Day Clinic/ Urgent Care- Henry Ford Health

• Vice Chair,  Michigan Board of Medicine

• Leadership Council- Member-at Large for Michigan Trauma Coalition

• Disclosure- No commercial or financial conflicts/ interests to declare



OBJECTIVES

• Briefly overview of selected current Pediatric Trauma CT imaging guidelines

• Discuss whether introduction of Updated Guidelines and Tools caused change in CT 
utilization 

• Discuss challenges unique to a Michigan Critical Access Hospital in adhering to the 
Guidelines

• Discuss the outcomes of introduction of Updated Imaging Guidelines and Tools

• Briefly discuss case scenarios utilizing Updated Guidelines



MCKENZIE HEALTH SYSTEM

• Critical Access Hospital in Sandusky, Michigan 

• 19 total hospital beds

• Includes 6 Emergency Department beds

• ED Volume: 5500-6000 patients/year  (10-20% Pediatric patients)

• Single Physician Coverage

• Michigan Level IV Trauma Designation

• 1st fully (3-year) accredited Level IV in Michigan- May 2017

• Closest Adult Level 1- Hurley- Flint

• Closest Pediatric Trauma Facility 

• Covenant Healthcare, Saginaw (Level 2)

• Closest Pediatric Trauma Level 1 Facility: Children’s Hospital Detroit



MCKENZIE HEALTH SYSTEM

Acute Heart Attack Ready
Acute Stroke Ready

Tele-Stroke in conjunction with Ascension Michigan)
Geriatric ED accredited (Level3)

Electronic Health Record: CPSI

Telehealth consults: Stroke, Neuro, Critical Care, Cardiology
Pilot Program with Hurley: Burn-Trauma Questions/Consults

Hospital- based EMS 
3  ( 1 basic, 2 advanced) EMS Units covering the county 

Community Paramedicine Program



MCKENZIE HOSPITAL’S RADIOLOGY RESOURCES

24/7 access to radiology (X-rays and CT)
• Radiology reads X-ray daily 7am-10pm (
• 24/7 CT reads (area based 7am-11pm, California based Rad group after hours)

General ultrasound tech (M-F 8am-4pm)
• Doppler studies tech (sometimes weekend coverage)

Availability of portable ultrasounds in ED
• FAST exam, procedures,  quick bedside diagnostics



MCKENZIE HOSPITAL 
CLOSEST LEVEL 1 &2 PEDS TRAUMA FACILITIES



RADIATION-RELATED CANCER RISK

Ionizing radiation from CT scans can cause lethal malignancies

Estimated lifetime risk of lethal malignancy from head CT scan
1 year old patient : 1 in 1000 to 1 in 1500
10-year-old patient: 1 in 5000

Risk highest in youngest patients; decreases with age
Smaller bodies generally receive higher dose of radiation at a smaller cross section

Leukemia, Thyroid, Breast, Skin, Urinary/Renal, Ovarian, Hepatic



APPROACHES TO MITIGATE 
CT-RELATED CANCER RISK PEDIATRIC PATIENTS

Alternate imaging studies
• Ultrasound , MRI (not available at our facility)
• Lower radiation risk with x-rays

Observation
• If have staff and resources; Reliable caregivers

Thorough history and physical exam
•  Can help determine pre-test probability and guide decision making whether CT is indicated (see 

below)

Clinical-decision making tools
• Clinical prediction rules to identify risk of clinically-important injuries to help guide image ordering 

and/or patient disposition



MICHIGAN 
TRAUMA 

COALITION 
TOOL

Finalized towards end of COVID Pandemic

Quick and easy to reference

Aids clinical decision for imaging studies in 
pediatric trauma patients

Goal to help to ensure necessity of peds 
imaging studies

Avoid repeat studies at referral centers

Incorporates recommendations that are 
evidence-based guidelines using multiple 
decision-making tools



NON-ACCIDENTAL TRAUMA (CHILD ABUSE)



CERVICAL SPINE CLEARANCE TOOLS
NEXUS, CCR, PECARN





PREDICTION TOOL FOR INTRA-ABDOMINAL INJURIES
PECARN IAI ALGORITHM, BATIC SCORE

Blunt Abdominal Trauma in Children (BATiC) 
score

PECARN Pediatric Intra-Abdominal Injury (IAI) Algorithm

AST>200 U/L, AST>125
Abnormal abdominal examination
Abnormal chest x-ray
Report of abdominal pain
Abnormal pancreatic enzymes (Amylase, Lipase)



CLINICAL DECISION INSTRUMENT FOR 
CHEST CT IMAGING



MDCALC 
WEBSITE AND 

SMARTPHONE APP

• Contains hundreds of Clinical 
Decision Tools, Risk 
Stratifications and Algorithms

• Website: www.mdcalc.com

• Available on IOS and Android 
Devices also

• Free download

http://www.mdcalc.com/








NO FACILITY-WIDE ED PEDS IMAGING POLICY

 At our facility, there was no uniform wide Peds CT imaging policy in place
• Recommendations, however, no formal policy
• Most physicians worked at other facilities with varying policies/protocols

Prior Emphasis on Clinical Decision Tools
• Imaging decisions often didn’t follow evidence-based guidelines or Risk stratification tools

• Physician comfort caring for peds patient
• Some physicians insisted on same general adult trauma work-ups (pan CT scanning) for low-risk peds trauma

Post Emphasis on Clinical Decision Tools
• Obtained dedicated ED-based ultrasound (rather than bringing from Rad dept)
• Informed physicians new Peds Trauma Imaging Guidelines and available Internet/App Tools
• Reminded to document on ED Note

• Clinical and Risk Stratification per Clinical Decision Tool/Calculator
• Shared-Decision Making/ Discussion with Parent



MCKENZIE HOSPITAL PEDIATRIC CTS ORDERED
COMPARISON OF TWO DISTINCT 24-MONTH PERIODS*

• May 2017** – April 2019
• 290 CTs ordered for 262 Pediatric Trauma Patients

• CT Head 113 (39%)
• CT Abdomen/Pelvis 93 (32%)
• CT Cervical Spine 46 (16%)
• CT Chest/Thorax 23 (8%)

• Blunt Trauma: 95%

• Penetrating: 5%

• Transferred to higher level Trauma Facility: 11%

**May 2017-Michigan Level IV Trauma Designation

• May 2022-April 2024
• 245  CTs ordered for 214 Pediatric Trauma Patients

• CT Head 85 (35%)
• CT Abdomen/Pelvis  71 (29%)
• CT Cervical Spine 26 (11%)
• CT Chest/Thorax 20 (8%)

• Blunt Trauma: 93%

• Penetrating: 7%

• Transferred to higher level Trauma Facility: 8%

*ED Volume significantly decreased 2020-2021 due to Covid , avoided this time 
period to study due to under-representation of typical sample



APPROPRIATE UTILIZATION OF CT STUDIES
PEDIATRIC TRAUMA PATIENTS

May 2017 – April 2019

• CT Head: 76%
• CT C-Spine: 79%
• CT Chest/Thorax: 84%
• CT Abd/Pelvis: 77%

• Overall: 79%

May 2022-April 2024

• CT Head: 88% (    12%)
• CT C-Spine: 86% (      7%)
• CT Chest/Thorax: 93% (    9%)
• CT Abd/Pelvis: 92% (     15%)

• Overall: 89.5%   (      10.5%)



CHALLENGES TO ADHERING TO IMAGING GUIDELINES

Parents
Lack of transportation/Lack of follow up capability
Insisting/Demanding Test for low-risk injuries

• CT Head: 
    <4-year-old (especially non-verbal/developmental 
delayed)
    School sport injuries

Health System
Workflow: No EHR integration with Risk-Decision Calculator 
tools

• Our current EHR (CPSI) not user friendly, product lacks 
risk calculator/tools, lacks pop-up alerts

• Would have to manually document shared decision-
making

• Would have to manually copy /paste risk calculator 
results onto ED note

Physicians
Fear of negative parent reviews, satisfaction scores

• Rural Communities:  “word of mouth” very powerful
• Verbal/online threat to bypass our ED in future 

Clinical Intuition: Fear of “missing” a diagnosis
Fear of malpractice
Habit

• Used to “Pan-CT Scanning Adults” especially post 2017 
Trauma IV Designation

• More “time-efficient” than Ultrasound or Observing child

Concern that parents may not truly understand risks:
• Education level of parent to monitor child appropriately
• Concern they may downplay issues
• Recommendation: Pre-Printed Handouts explaining 

cancer risks of radiation vs low probability of positive 
imaging test



GENERAL OUTCOMES OF 
UPDATED PEDS IMAGING CAMPAIGN

1. Augmented our push towards more appropriate utilization of CT for Peds Trauma
• Clinical Decision /Risk Calculators

• MDCalc Website and App

  +10% overall improvement in appropriate utilization of Peds CT

2. Our Peds Trauma Level 1 and 2 partners
Familiarity and understanding of our rural community limitations

• Lack of resources

• Rural transportation, patient social / economic challenges

Provided real time support

• Appropriate testing /management recommendations

• Helped to facilitate appropriate transfers and to avoid unnecessary transfers

Post-Transfer Case Reviews, Outcomes, Feedback

• Used to inform and educate providers/ staff, develop protocols/protocols, etc



CASE SCENARIOS

Disclaimer

The following case scenarios are based on actual events.

Some of the details may have been modified to help protect patient privacy.



CASE 1

An 18-month-old female

Five-foot fall from table, hitting head
No LOC
Somewhat more tired than normal

Discussion with parents
CT Scan vs Observation

Parents don’t have own car, won’t be 
able to find a ride back if deteriorates
Were agreeable to CT scan

Negative CT Head

Discharged home



CASE 2

4-year-old female 

<2 ft fall off trampoline onto grass, hit front of head

• Healthy workup, patient asymptomatic

• Head injury algorithm and risk discussed with Mom
Mom upset with no CT scan 
“Agreeable” to discharge  home and monitoring…



CASE 2 (CONTINUED)

Upon McKenzie ED discharge 
Mom drove child to another ED 1 hour away, demanding imaging 

After 4-Hour OSH ED wait
• Negative CT head and C-Spine
• Discharged home and told to “monitor”  for changes in behavior

Social media review criticizing our hospital for “not doing anything.”



CASE 3
“Stoic” 6-year-old boy unwitnessed fall from a tree

Says he landed on “buttocks”
• “Didn’t feel like walking” , was “tired”

Parents both work in health care
• Messaged child’s PCP, told to take Tylenol for 

pain
• Make an appointment for a week later
• If concerns, go to the ED

36 hours later….not being himself, no appetite, reports 
headache

• Swelling on right side head noticed
• Told mom that he fell on buttocks, then hit head 

against a tree trunk on way down
Brought to the ED



CASE 3 (CONTINUED)

CT Head: 

Acute right epidural hematoma with surrounding mass 
effect resulting in 8 mm of midline shift to the left.

Acute nondisplaced right temporal bone fracture.

Transferred to Ped Level 1 Trauma Center
• Neurosurgery consulted

• Craniotomy with evacuation of hematoma

• Improvement of midline shift

• Discharged to home 4 days later in stable and 
improved condition



TAKE AWAY POINTS
• A large-scale educational campaign to reduce unnecessary pediatric CTs is 

feasible 
• Can contribute to improved quality, safety, and efficient peds trauma care
• Can reduce:

  Burdensome, unnecessary transfers from rural hospitals
  CT-associated cancer risk in pediatric patients
  Overall healthcare expenditures

• Unique challenges exist in resource-scarce/rural communities
• Keys to improve adherence to guidelines and patient outcomes

Ease of use and reference of Risk Tools/Guidelines 
Consistent communication/collaboration between Primary Trauma Centers with Rural 

Hospital



Questions?
Feel free to email me at Mhamed@McKenzieHealth.org

mailto:Mhamed@McKenzieHealth.org
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Snowmobile spreadsheets due April 15

Already submitted:

- Aspirus Ironwood

- Aspirus Iron River

- Aspirus Keweenaw

- Baraga

- Helen Newberry Joy

- MyMichigan Sault

- UP Health System Marquette
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R8 Patient 
Movement 
Workgroup

Survey Monkey conducted to determine 
what tele-health options are currently 
available in emergency departments and 
in-patient units. Thank you! Analyzed and 
tables were sent to Dr. Bigsby for inclusion 
in the next workgroup meeting.

Continue to impress upon EMS personnel 
to appropriately document transfer 
patients versus emergency scene patients.

Registrars to use the fields that express the 
patient is being transferred out or has been 
transferred into their facility.
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Reports
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Injury Prevention

Communications

Infrastructure ~ Data elements

R8TAC
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Regional performance 
improvement

~ EMS trauma protocols

~ ATLS & ACS-COT Best Practices

Continuum of care

Education
~ Until Help Arrives liability script

~ What is Trauma – which months?

R8TAC



Member announcements
Public comment
Adjournment

65 04/09/2025 R8TAC


	April 2025
	Agenda
	Trauma Registry Needs
	State of Michigan Trauma Data Dictionary
	2025 SOC Conference
	R8 Medical Coordination Center
	Old Business
	Regional Professional Standards Review Organization�(RPSRO)
	Slide Number 9
	To-do items!
	Motion to empower IP ad hoc or special meeting of RTAC?
	New Business
	EMS Use of �Tranexamic Acid (TXA) �for Trauma
	Current State Hemorrhagic Protocol
	Current TXA Protocol for Head Trauma
	EMS TXA Use in Michigan 12/20-11/24 (N=946)
	TXA Use in Michigan UP 12/19-11/24
	Slide Number 18
	Slide Number 19
	Slide Number 20
	Slide Number 21
	US DOD / TCCC / Defense Health Agency Changes
	EMS TXA Protocol Questions
	Solicitation of Stakeholder Input
	Updated Pediatric Trauma� CT Imaging Guidelines�Perspective from a Michigan Critical Access Hospital
	Introduction
	Objectives
	McKenzie Health System
	McKenzie Health System
	McKenzie Hospital’s Radiology Resources
	McKenzie Hospital �Closest Level 1 &2 Peds Trauma Facilities
	Radiation-Related Cancer Risk
	Approaches to Mitigate �CT-Related Cancer Risk Pediatric Patients
	Michigan Trauma Coalition �Tool
	Non-Accidental Trauma (Child Abuse)
	Cervical Spine Clearance Tools�NEXUS, CCR, PECARN
	Slide Number 37
	Prediction Tool for Intra-Abdominal Injuries�PECARN IAI Algorithm, BATiC score�
	Clinical Decision Instrument for Chest CT Imaging
	MDCalc �Website and Smartphone App
	Slide Number 41
	Slide Number 42
	Slide Number 43
	No Facility-Wide ED Peds Imaging Policy
	McKenzie Hospital Pediatric CTs Ordered�Comparison of Two Distinct 24-Month Periods*�
	Appropriate Utilization of CT studies�Pediatric Trauma Patients
	Challenges to Adhering to Imaging Guidelines
	General Outcomes of �Updated Peds Imaging Campaign
	Case Scenarios
	Case 1�
	Case 2�
	Case 2 (continued)
	Case 3�
	Case 3 (continued)
	Take Away Points
	Slide Number 56
	References
	References
	References
	Snowmobile spreadsheets due April 15
	R8 Patient Movement Workgroup
	Reports
	Slide Number 63
	Slide Number 64
	Member announcements�Public comment�Adjournment

