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Executive Summary 
  

 State of Virginia 
 
Under the Code of Virginia § 32.1-111.3, The Office of Emergency Medical 
Services (OEMS) acting on behalf of the Virginia Department of Health has 
been charged with the responsibility of developing a Statewide Trauma 
Triage Plan.  This plan is to include prehospital and interhospital patient 
transfers. 
 
The Code states that the State Trauma Triage Plan shall incorporate, but not 
be limited to, the plans prepared by the regional emergency medical services 
councils.  The Code further directs the collection of data through The PPCR 
Program and State Trauma Registry and protects its ability to be used by 
Trauma Committees that report to the Governors EMS Advisory Board. 
 
In accordance with § 32.1-116.2. of the Code, any such data or information 
in the possession of or transmitted to the Commissioner (OEMS as the 
designee), the EMS Advisory Board, or any committee acting on behalf of 
the EMS Advisory Board, any hospital or prehospital care provider, or any 
other person shall be privileged and shall not be disclosed or obtained by 
legal discovery proceedings, unless a circuit court, after a hearing and for 
good cause shown arising from extraordinary circumstances, orders 
disclosure of such data.  
 
The Virginia Trauma System is an inclusive system, but all hospitals 
participate in the Trauma Triage Plan. Establishing a comprehensive 
statewide emergency medical care system, incorporating healthcare 
facilities, transportation, human resources, communications, and other 
components as integral parts of a unified system that will serve to improve 
the delivery of emergency medical services and thereby decrease morbidity, 
hospitalization, disability, and mortality.   

These goals can be achieved by reducing the period that acutely injured 
patients are identified and assisted in reaching definitive high quality trauma 
care.  A coordinated effort between ground and air prehospital resources, as 
well as hospitals, whether trauma designated or not, can lead to getting the 
right patient to the right hospital, in the shortest amount of time possible, 
while maximizing resources. 
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This document will provide a uniform set of proposed criteria for prehospital 
and inter hospital triage and transport of trauma patients.  The State Trauma 
Triage Performance and Improvement Committee perform the development 
and monitoring of these criteria, which is a sub committee of the Governors 
Advisory Board’s Trauma System Oversight and Management Committee.  
The State Office of EMS is the enforcement body for the State Trauma 
Triage Plan.   

Recognizing the complexity of Virginia’s variability in demographics and 
geography, the State Trauma Triage Plan has been designed to set a template 
for the Regional EMS Councils to develop, monitor and revise a 
regionalized trauma triage plan. Through regionalized Trauma Performance 
Improvement Committees issues in trauma care on scene, in transit and 
within hospitals can be addressed. 

These improvements can be accomplished by conducting, promoting, and 
encouraging programs of education and training designed to upgrade the 
knowledge and skills of healthcare providers involved in trauma care.  These 
criteria are not meant to supersede applicable laws such as EMTALA and 
HIPAA. 
 

 

Executive Summary Regional, 
 

Blue Ridge EMS Region 
 
Regional EMS councils are charged with the development of formal regional 
trauma triage plans (Code of Virginia, §32.1-111.3 B) to be implemented by 
July 1, 1999 as part of a statewide pre-hospital and interhospital Trauma 
Triage Plan. The purpose of the statewide plan is to “promote rapid access 
for pediatric and adult trauma patients to appropriate, organized trauma care 
through the publication and regular updating of information on resources for 
trauma care and generally accepted criteria for trauma triage and appropriate 
transfer.” The regional plans “can incorporate each region’s geographic 
variations and trauma care capabilities and resources, including hospitals 
designated as trauma centers…” 
 
The purpose of this trauma plan is to provide the BREMS region with a 
comprehensive plan for a program to properly care for injured patients. This 
is an inclusive system of Pre-hospital providers, communications systems, 
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acute care facilities, and trauma centers that work together to provide 
optimal care for injured patients as prescribed by the state trauma plan, and 
in accordance with the identified state trauma triage guidelines. 
 
The BREMS council plan is designed to be a guide for the pre-hospital 
providers to facilitate the movement of the injured patient to definitive care 
as quickly as possible. In order to achieve this goal, all aspects and resources 
of the regional trauma system, to include resources in proximity to the 
BREMS region, were considered. The first and foremost guiding principal to 
this plan is the consideration of what is best for the trauma patient. 
 
 

 Trauma Victim Defined 
 

A person who has acquired serious injuries and or wounds brought on by 
either an outside force or an outside energy.  These injuries and or wounds 
may affect one or more body systems by blunt, penetrating or burn injuries. 
These injuries may be life altering, life threatening or ultimately fatal 
wounds.  
 

 

Trauma Patient Transport & Transfer 
 
Two-tiered System for the recognition of a trauma patient. 
 

• Initial triage in the prehospital setting. 
• Secondary triage at local hospitals. 

 
Many factors such as our unique geography, hospital capabilities, air 
medical services and others, help guide where the identified trauma patient 
will be transported or transferred to. 
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Pre-hospital Transport Criteria and Considerations 
 

If it is determined that a patient meets one or more of the criteria below, he or she 

should be transported to the closest Level I or Level II trauma center in the most 

expeditious manner.  

Pre-Hospital Trauma Center Transfer Criteria 

Adult Patient  Pediatric Patient  
Respiratory* •Respiratory Rate <8 or >30 
• Assisted Ventilation • Partial or complete 
airway obstruction • Unable to establish or 
maintain airway • Intubation  

Respiratory* • Requires constant 
observation for patency • O2 
administration, or assisted ventilations • 
Partial or complete airway obstruction • 
Unable to establish or maintain airway • 
Intubation  

CNS   CNS   

•  
Unconscious/Unresponsive Does 
not follow commands  •  

Unconscious/Unresponsive Unable 
to move extremities  

•  Unable to move extremities    
Hemodynamics • Systolic blood pressure 
<90 (with signs & symptoms of shock) • 
Heart Rate >120 (with signs & symptoms 
of shock) • Uncontrolled Bleeding • 
Extremities with uncontrolled bleeding, 
loss of pulse and/or amputation  

Hemodynamics <10 Kg. (22#) 11-20 Kg. (24-44#) 
>20 Kg. (>40#) Systolic BP <50 Systolic BP ,70 Systolic 
BP ,90 Poor peripheral Pulses Poor peripheral Pulses Poor 
peripheral Pulses Poor perfusion Poor perfusion Poor 
perfusion Uncontrolled Bleeding Uncontrolled Bleeding 

Uncontrolled Bleeding • Uncontrolled Bleeding • 
Extremities with uncontrolled  

 bleeding, loss of pulse and/or  
 amputation  
Penetrating Injury  Penetrating Injury  

•  Head  •  Head  
•  Neck  •  Neck  
•  Chest, abdomen  •  Chest, abdomen  

Special Considerations  
•  Trauma in pregnancy (≥24 weeks gestation)  
•  Geriatric  
•  Bariatric  
•  Special Needs Individuals  
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Using Hospital Grounds to Meet a Helicopter 
 
Pre-hospital care providers may select the grounds of a hospital facility as an 
air ambulance-landing site for the purpose of direct transfer of a patient from 
the pre-hospital agency ground ambulance to the air ambulance.  In these 
cases, because of federal patient transfer regulations, the emergency 
department physician at the hospital must be advised that a patient is being 
brought onto the hospital grounds, and given the option to assess the patient. 
 

Med Flight III Stand-by 
 
 In situations when Med Flight III might be needed, an option 
is available to place the helicopter on “stand-by” status.  This 
option gives advance warning to the flight crew of possible need 
for air transport and provides for the highest level of preparation 
short of take-off.  Stand-by is initiated by calling the Med Flight III  
1-800 number. Stand-by will remain in effect for twenty minutes 
after which, if no word is received from the originator, the State 
Police dispatcher will use the call back number for an update. If 
the helicopter is needed, call the 1-800 number to request a launch.  
During stand-by, other requests for air transport will be triaged and 
accepted with scene requests generally given priority.  If  Med 
Flight III responds on another mission, the original stand-by 
requestor will be notified. 
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Hospital Criteria 

Hospital Transfer Criteria and Considerations 
 
 
 A severely injured patient, who meets one or more of the criteria below, 
should be transferred to the closest Level I or Level II Trauma center in the 
most expeditious manner if the services of a Level I or Level II trauma 
center are not immediately available* in local hospital. 
 

Adult Patient Pediatric Patient 
 

 

 

Any pediatric patient with a Pediatric 
Trauma Score ≤ 6. 
 * See pediatric trauma score below 

Respiratory 

• Bilateral thoracic injuries 
• Significant unilateral injuries in pt’s 

>60 (e.g. pneumothorax, hemo- 
pneumothorax, pulmonary 
contusion, >5 rib fractures). 

• Significant unilateral injuries in 
patients with pre-existing cardiac 
and/or respiratory disease. 

• Respiratory compromise requiring 
intubation. 

• Flail chest. 

Respiratory 

• Bilateral thoracic injuries 
• Significant unilateral injuries in 

patients with pre-existing cardiac 
and/or respiratory disease. 

• Flail chest.  

CNS 

• Unable to follow commands 
• Open skull fracture 
• Extra-axial hemorrhage on CT, or 

any intracranial blood. 
• Paralysis 
• Focal neurological deficits 
• GCS ≤ 12 

CNS 

• Open skull fracture 
• Extra-axial hemorrhage on CT. 
• Focal neurological deficits 

Cardiovascular 

• Homodynamic instability as 
determined by the treating 
physician. 

• Persistent hypotension. 
• Systolic B/P (<100) without 

immediate availability of surgical 
team. 

 

Injuries Injuries 
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• Any penetrating injury to the head, 
neck, torso or extremities proximal 
to the elbow or knee without a 
surgical team immediately 
available*. 

• The combination of trauma with 
burns. 

• Significant abdominal to thoracic 
injuries in patients where the 
physician in charge feels treatment 
of injuries would exceed 
capabilities of the medical center. 

• Any penetrating injury to the head, neck, chest 
abdomen or extremities proximal to the knee or 
elbows without a surgical team immediately 
available. 

• Combination of trauma with burn injuries 
• Any injury or combination of injuries where 

the physician in charge feels             treatment 
of the injuries would exceed the capabilities of 
the medical center. 

Special Considerations 

• Trauma in pregnancy (≥ 24 
weeks gestation) 

• Geriatric 
• Bariatric  
• Special Needs Individuals 

 
Pediatric Trauma Score ≤6. 

 

COMPONENT   +2    +1   
 -1 
Size Child/adolescent, 

>20 Kg. 
Toddler, 11-20 
Kg. 

Infant, <10 Kg. 

Airway Normal Assisted O2, 
mask, cannula 

Intubated: ETT, 
EOA, Cric 

Consciousness Awake Obtunded; loss 
of consciousness 

Coma; 
unresponsiveness 

Systolic B/P >90 mm Hg; 
good peripheral 
pulses, perfusion 

51-90 mm Hg; 
peripheral 
pulses, pulses 
palpable 

<50 mm Hg.; 
weak pr no pulses 

Fracture None seen or 
suspected 

Single closed 
fracture 
anywhere 

Open, multiple 
fractures 

Cutaneous No visible injury Contusion, 
abrasion; 
laceration <7 
cm; not through 
fascia 

Tissue loss; any 
GSW/Stabbing; 
through fascia 
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BURN RELATED INJURIES 

The American Burn Association has identified the following injuries that 
usually require referral to a burn center. 

• Partial thickness and full thickness burns greater than 10% of the total body 
surface area (BSA) in patients under 10 or over 50 years of age. 

• Partial thickness burns and full thickness burns greater than 20% BSA in other 
age groups. 

• Partial thickness and full-thickness burns involving the face, eyes, ears, hands, 
feet, genitalia or perineum of those that involve skin overlying major joints. 

• Full-thickness burns greater than 5% BSA in any age group. 
• Electrical burns, including lightning injuries; (significant volumes of tissue 

beneath the surface may be injured and result in acute renal failure and other 
complications). 

• Significant chemical burns. 
• Inhalation injuries. 
• Burn injury in patients with pre-existing illness that could complicate 

management, prolongs recovery, or affects mortality. 
• Any burn patient in whom concomitant trauma poses an increased risk of 

morbidity or mortality may be treated initially in a trauma center until stable 
before transfer to a burn center. 

• Children with burns seen in hospitals without qualified personnel or equipment 
for their care should be transferred to a burn center with these capabilities. 

• Burn injury in patients who will require special social and emotional or long-term 
rehabilitative support, including cases involving child abuse and neglect. 

 

Transportation Considerations 
 Interhospital Transfer Considerations  
 

In general, the same transportation considerations as discussed in the Pre-
hospital Transport Criteria and Considerations section apply to 
interhospital transfer.  In addition, certain COBRA/EMTALA regulations 
may apply. This plan recognizes the COBRA/EMTALA constraints 
placed on hospitals and referring physicians related to transfer, and 
transfers must be made in accordance with these laws.  However, the best 
interests of the trauma patient, who meets the criteria for transfer to a 
trauma centers, should be paramount and the utmost consideration must 
be given to the most appropriate facility which can meet the patient’s 
needs. 

 
There is some flexibility in the application of these criteria. A physician may 
choose not to transfer a specific patient if special circumstances exist that 
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include the immediate availability of hospital facilities and medical 
personnel to allow appropriate medical care for that specific patient. 
Variance from the criteria would require documentation of the 
circumstances, and that the specific situation presented all the appropriate 
resources to provide a higher level of care than their trauma designation 
would indicate.  An example would be a trauma patient who needs 
neurosurgical intervention delivered to a non-designated hospital, but a 
neurosurgeon and operating room is available within thirty minutes.  The 
flexibility designed into this plan is to accommodate the specific strengths of 
every hospital in our region. 

Medical Control 
 
In order to assist the attending emergency department physician with 
destination and transportation decisions for patients with major trauma, the 
following decision factors are provided: 
 

Major Trauma Decision Factors 
 
Major trauma patient destination and mode of transport decisions made via 
on-line medical control should consider the following factors: 
Major Trauma?  

• (significant airway, CNS, hemodynamic or penetrating injury) 
Accessibility of Patient for Transport 

• Prolonged extrication time 
• Remote location of patient (i.e. patient over embankment) 

Number and Type of Patients 
Resources—The ability of local hospital to handle the trauma patient 

• Operating Room 
• Physicians 
• Other staff 
• Equipment 
• ED status and capability 

Land or Air Transport 
• Nearest facility 
• Nearest trauma center 
• Weather and other variables 
• Availability of air transport 
• Effects of transport time on patient’s condition 
• Level of training and experience of pre-hospital providers 
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Re-evaluate 
 

Initiation of the BREMS MCI Plan  
 
When there are multiple victims, which may over run the system a quick 
overview of the incident should be made. The BREMS MCI Plans should be 
activated through our local PSAP’s .  Medical Control should be advised of 
the numbers of red, yellow and green patients.  
 

Hospitals: 
 


