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1.0 Introduction from National Clinical Lead

This reportis presented to the Parliamentary Committee for Health and Sport instetttbdést

annual report for the Scottish Trauma Network (STihich is now nine months old. In it we
showcase the achievements across the netwo@lZ@has beemnother significant and progressive
year for theSTN There is much to champi@and celebrateand more to come in whatt time of
writing, isalready an unpredictable, di€ult and tesing start to2021 for everyone. Withirthe
pandemicimposed challengeofthe past yearwe expect to deliver a fully operational STN by
opening ourRegional Major Trauma Centr@dTCsht the Queen Elizabeth University Hospital in
Glasgow andtahe Royal Infirmary dEdinburghThese final pieces of the jigsavill completethe
national picture alongside the MTCs at Aberdeen Royal Infirmary sredvidllls Hospital in Dundee
opened in 2018supportngall the component servicesithin our Regional NetworksThat this

work has progressedgainst the backdrop dhe pandemic, wih many necessary twists and turns in
practice,expectation, guidance, policy, redeployment and operational initiative across all our facets
and collaborations withimnd beyond\HS Scotland, is yet further evidence of the energy, resilience
and pragmatisnshown by all members of our flourishing STN family.
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Critical Care Desk, as well as that of ScotSTAR North operating from its new base at Aberdeen

Airport, allows us to look at further developments in Red Teamhmsgpital Critical Care delivery

across Scotland.
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across the STN, EmQuiBaysix the Digital Health & Calastitute and Innovate UK, continues to
attract international interest as that project enters final development and simulation phases.

Our new Research and InnovatitR&l)Group has begun its work to tell the story of the STN via
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In a new and exciting development to help tell this story, Firecrest FilB&AFT AvinningGlasgow
based independent television production company, has been commissioned by Channel 4 to
produce a flagship-part primetime documentary series on the wogatients and staff of the
Scottish Trauma Network. It is hoped that filming will start in 2021.
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our innovativemodel isnow being applied to support the delopment of several of the new

NationalStrategic Networks, where we are finding particular synergies witiNgrenatal,VVeterans
and Health in Justice Networks.

Martin McKechnie
National Clinical Lead

Scottish Trauma Network
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2.0 Network Background

The Scottish Trauma Network (STN) was established in 2017 withthe @ifn bf @A vy 3 [ A @Sa
. BIENRY GKS [/ KA Sdporteolte sahke fiamé phiish€d $1Napdary 2017). The
network mission statement describ#fse patient group and rationale for the network:

To improve and optimise the health and wellbeing of the seriously injured. Helping them,
their families, each other and our nation.
Pioneering clinical excellence, health intelligence, innovation, edugatand research.

The network was set up to support the establishment of an integrated trauma care system across
Scotland, with improved delivery of care from grespital to rehabilitation.The chance of patients
surviving major trauma in England has @ased by 20% (1 in 5) in the ysaince the Major Trauma
Networks went live in April 2012Scotland should aspire to achéesimilar results The network was

also tasked with looking at prevention and planning for major incidents with mass casualties.
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for managed clinical networks, as described in CEL (20i®) 28 KS y S{i 62 NJ] Qa4 2062

1 Enhance existing trauma services byptoducing and delivering anclusive, equitable
trauma network, which will save more lives and improve outcomes for injured people across
Scotland

1 Have a focus on trauma from prevention through to rehabilitation to support the reduction
of incidence of trauma in Scotland and impeathe quality of life for those affected by
trauma

1 Work within the context of the National Clinical Strategy i.e. Once for Scotland, through
populationbasedplanning and delivery with servicappropriatelyresourced to predicted
activity.

1 Recognise thepecific specialist services required to deliver an effective paediatric trauma
component across the network

1 Coproduce a fully cenrdinated, uniqueto Scotland pre-hospital care solution that will
make best use of resources and operate under a ung@cernance framework, to ensure
trauma patients access the right level of care as quickly as passible

1 Be unique, affordable and fit for purpose. It will provide rapid access to complex treatment,
delivered in the most appropriate setting(s) and provitidinitive care for our most severely
injured patients by ensuring that there are good readily available local, regional and national
trauma services

91 Deliver the best care possible, through agreed and clearly defined clinical pathways, with
appropriate quality assurance and improvement arrangements

1 Work across traditional boundaries to ensure clinicians and managers from across Scotland
work together to achieve the best outcomes possible

9 Drive improvement in outcomes through the use of good data andteraa excellent
environment across Scotland for openness, learning, teaching, research and development

1 Support the development of clinical major incident planning through the provision of an
integrated trauma care system.

! Please seenttps://www.sehd.scot.nhs.uk/mels/CEL2012 29.pdf
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https://scottishtraumanetwork.com/wp-content/uploads/2019/12/STN-CMO-Report.pdf
https://scottishtraumanetwork.com/wp-content/uploads/2019/12/STN-CMO-Report.pdf
https://www.sehd.scot.nhs.uk/mels/CEL2012_29.pdf

2.1 Governance

STNgovernance isonducted through the Core Group, which consistslinical

and planning leads from each of the regibnetworks and SAS. The Core Group
reports to the STN Steering Group. A number of warkira ¥ I gboBps aré in
place, whictproduce recommendationand guidance which arsubsequently
ratified through the Core and Steering Groupke full STN Governance Structure can be seen on
the STN webte.

In addition to regular regional clinical governance meetinigs first STNNationalClinical
Governance Dayas held on Teams in December 202bgre over 100regional represetatives
presened and discussechse studies highlighting gd practiceand beneficial lessons tae learned
across the network. This proved to be an excellent opportunity for networks to shidedy several
adult and paediatripatient stories showing how the network has, or will, improve outcomes.

2.2 What is a Regional fTauma Network?

The STN consisté four regional trauma networks working alongside the Scottish
Ambulance Service (SASAS holds a unique and versatile position as a national
network in its own right, yet embedded within and across all the other STN
regions. Traumaetworks arebased on an inclusive managedre network
approach that i€ollectively responsible for all aspects of trauma care from the point of injury

to rehabilitation and ongoing care across the region. The network includes those tejigrd
planning major trauma care across the pathway, aloith watients and theifamilies andcarers.
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The key aim is that all services across the networks work together to meatyh® A @A Rdzl £ Qa Y
regardless of wher¢he injury occurgieographially®

Regional networks work with key stakeholders, such as NHS Boaréiealtid andSocial Care
Partnerships within and adjoining thetiegion, as well as the Scottigtmbulance Service to €0
ordinate the delivery of this comprehensive care pathwaypfatients.

Each regional network is made uptbfee levels of hospitals Major Trauma Centres, Trauma Units
and LocaEmergency Hospitalsvhichwork together to ensure that a comprehensive service is
providedF 2 NJ LIS2 L S 6K2 KI @S adzFFSNBR | GNIdzYF A0 Aye


https://scottishtraumanetwork.com/wp-content/uploads/2020/07/STN_Governancefacets_SR_V02.pdf
https://scottishtraumanetwork.com/wp-content/uploads/2020/07/STN_Governancefacets_SR_V02.pdf

© Mapbox ® OSM

A Regional Specialty Hospital @ East of Scotland

O  Local Emergency Hospital © North of Scotland

O Trauma Unit @ South East of Scotland
+  Major Trauma Centre @® West of Scotland

Note: since this map was created, Forth Valley Royal Hospital moved into the South East of Scotland
Regional Netwdt by agreement between Forth Valley and the West and South East regional
networks.
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A Major Trauma Centre (MTC) ib@spital housing aollection d specialitieformingpart of a
regional trauma network. It providea dedicated Major Trauma Serveviding 24/7 access to

consultantdelivered care for patients who have sustairsstious injuryi.e. injury that is potentially
life-changing and which could result in deathserious disability.

MTCs deploy consualht-delivered specialist teams, withccess to appropriatdiagnostic and
therapeutic facilities 24/7, to provide lfgaving and lifeenhancingreatment to the most seriously
injured patients.



Each Regional Network component of the Scottish TraNetavork hasone MTCwhich provides
specialist major traumaare to adults (and in most casalsoto children).

MTCs commit to being part of the trauma network and will provide patients with eadgss to
specialist rehabilitation assessment and treatm servicesMTCs play a kayle in supporting other
hospitals in the network in optimising theajor traumapatient pathway. The MTC also

participatesin regional and national netwonkiajor incidentplanning,prepared to take patients

from outwith the local catchment area aimes ofsignificantstrain on theregional and national
systens. The Major Trauma Centres are also supported by a number of Trauma Units and Local
Emergency Hospitals.



3.0 Progressagainst Network Objectives

3.1 Data andAudit

The Scottish Trauma Audit Group (STAG) gatlata on patients with significant
injuries in Scotland, via a bespoke electronic waled system, eSTAG. Inclusion
criteria can be summarised as injured patients who require a minimum of three days
in hospital, are admitted to critical care or diexclusion criterianclude isolated

closed limb injuries, burns and fragility fractures. Local hospitals, Regional Networks, the Scottish
Trauma Network and Scottish Ambulance Service all have accessrapliving at site, regional
network and national level. Thiacludesperformance againgkey Performance IndicatorkRI13and
information from prehospital to rehabilitation, enabling targeted quality improveme®TAG Go
ordinators are employed acroScotland to enter data and highlight cases for review to the STAG
Clinical Leads within the hospitalVe are currently working on improving our understandirighe
impact of frailtyon patientoutcomes, and thelongerterm effects of serious injury on tse who
survive to discharge.

STAGublishedthe 2020 annual national report on 15th September 202@atv.stag.scot.nhs.uk

3.2 Rehabilitation and Trauma Ceordinators

After reviewing rehabilitation models across NHS Scotland to ensure alignment
with British Society of Rehabilitation Medici(®SRM) guidelines, a pilot
rehabilitationplanwas developed by the North and Easttworks. After
discussionthe Rehabilitation Group agreed the broad content of the national
rehabilitation plan in May 2020, which will form the basis for rehabilitation plans throughout
Scotland.

Trauma G-ordinators are new roles created liye STN. Onissue raised by service users prior to

the network was that theicare pathway was disjointed, thitiey often had to reell the story of

their injuries to each clinician they saWrauma Cerdinators meet with patients from a very early

stage of theirstay in hospital, and work with them to develop a rehabilitation plan within three days

of their admission. The document lists their injuries, surgical interventions and other information

that helps explaithe acute clinical, psychological and rehabiida aspects of their care to the

patient. It travels with them throughout their rehabilitatigourneyand can be shared withther
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plans This data is recaled currently bythe North and East regions, who have been operational as

live networks for over a year nogvseeFigurel KPIs 3.1 and 3.2

Rehabilitation can be ahg process. As well as weeks or months in hospital, it continues at home.
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patients through much of their pathway, often from day one. Their roles evolve and sapptient

needs as they move along the pathway, ensudagrdinated and consistemuality care.

Rehabilitation is a process that affects famibesl carers as well as patients, and tfeo@inators

also provide reassurance to family members. Those close to the patient may require support as they

GNI YAAGAZ2Y FTNRY (KAYlAy3a (KSeQff f2aS GKSANI f20¢
changingnjuries, which means life maylssequently be very different for more people than the

patient alone


http://www.stag.scot.nhs.uk/
https://www.bsrm.org.uk/

The Trauma Qudinators have also been key to ensuring that Patient Repld@utcome Measures
(PROMsjre recorded through a series of surveys at three stages dfdheli A jSuyhéyQTe first in
hospital(within the first month postnjury), the second simonthspostinjury, and the thirdl2
monthspostinjury. While there is limited data available from the PROMs surveys, these will be used
to demonstrate where the implementation ofi¢ network is improving patient outcomes.

GCompletion of these surveys is well established in the North and East regions, with the South East
and West increasing participation as thegcome operationad, seeFigurel KPIs 3.1 and 3.2
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3.3 Education

Across the network, a number of Educatimmgrammes and opportunities have
developed primarily within regional settingS'hese include series of educational
webcasts organised by the team in the North of Scot/amd nationalaccess to
internationally recognised major trata courses organised bWestNetwork teams
for Nursing and Allied Health Profession@siP)workingin both adult and paediatric services
These have beefunded through allocatiofrom Scottish Government to support improvements in
care across Scotland.

The STN Edudah Groupprogres&sthe broadEducation Strategy, developing and collating
educatian requirements as well as sharing learning and opportunities. A Senior Educator has
recently been appointedvorkingcollaboratively withNHSEducation forScotlandto develop and
publish Scottish TraunTdetwork careeranddevelopment frameworks folursing and Alied Health
Professionaktaff discipline. The Senior Educator wiork with teams to produce accessible and
inclusive packages of targeted trauma education.

3.5 Research and Innovation

The Researchnd Innovation Group wiixplore fivethemesincluding an economic
assessment. Throughout the year a highel scoping exercise waarried out
including collatiorof dataandother information sources acrosséhbroader
network. This includes linkgith agencies external to the STN: Publaalth
Scotland (formally PHI); STAG; Healthcare Improvement Scotland; SA&adthdEconomists. The
R&l Group are preparing the ground for a full he@donomic assessmerdas well as #easiblity
study for a data platforntool to develop analytical astitiesin large scale national studies triggered
by the wideranging work of the STN

The five themes for the group are:

1) Trauma Triage Tool

2) The creation of a highuality platform for the conduct of clinical research in all aspects of
trauma care in Scotland with an emphasis on attracting faditating large scale, graifiinded
research and inward investment

3) North of ScotlandPsychology Project

4) Deaths on Scene

5) Economic Assessment

Working with the other Strategidetworks a Senior Information Manager has recently been
appointed, whose key objective will be to support the work of this group around telling the story of
the networks using datalhe STN also mentors a Scottish Clinical Leadership Fellow (a seconded
serior surgical trainee) working with and supporting the Senior Information Manager and the R&l
Group on these research initiatives.

10



Developing an application to 3.5a The Trauma App
assist in major tfaun7 record and The trauma app is an application being

developed by Daysix, EmQuire (NHS GG&C) and
the Scottish TraumNetwork for major trauma
cases, offering high speed data capture and
automated, granular reporting.

The project, which has been funded e STNand nowlnnovate UK, is nearing completion.

Preparation to roll out the app in Scotland by July 202¢eil$ underway with NH&ducatiorfor
Scotland providing server support and hosting.

The development of the trauma app has been possible thanks to a unique collaboration between
clinicians, developers and the Scottish Trauma Network.

In recent months, ignificant developments include:

1 Updated primary survey workflowlots of additions, refinements and visual improvements

9 App into regular clinical release phasthe clinical feature set has matured to a point that
regular releases to clinicians across i€ can occur, ahead of rollit

1 NHS Scotland Office365 integration completéinicians can now sign into the trauma app
with their standard NHS single sign

9 Server side API integration completthis allows multiple people to work on the same case
simultaneously from different devices, so both the scribe and the lead doctor can now view
and input into the same trauma case at the same time

The next few months will see the app being used in parallel with current paper records in real clinical
cases to ealuate data completeness.

For more information on the trauma app, please sagw.thetraumaapp.conor on Twitter at
@thetraumaapp.

3.6 Prevention and Public Health

The Scottish Publidealth Network (ScotPHMYyent scheduled foMarch 2020 to
launch thelnjury Prevention Framework for Scotlamas cancelled due to COVID
19. In the mearine, ScotPHN is represented both the STN Corand Research
and Innovation Group

Collaborative soping for the preventiofiacet of the network wilform a keywork streamin
2020/21.

3.7 Pre-hospital

A key feature of the Scottish Ambulance Service (SAS) STN strategy has been to
develop a fully integrated system of trauma care, in which regional variations are
minimised toallow maximum interoperability. This has a number of components:

11
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1. Standardised Trauma Equipment on every SAS frontline vehicle with supporting guidelines
for equipment, clinical interventions and Patient Group Directives (PGD) for administration
of medicaton.

2. ldentical guidelines and PGDs for enhanced care assets such as BASICS responders,
Advanced Practitioners in Critical Care (APCC) andd3mtal Critical Care Teams (PHCCT).

3. Centralised national tasking from the Trauma Desk in West Ambulance Goetrioé (ACC),
using an experienced paramedic/ practitioner to identify those incidents requiring a
PreHospital Gritical Care (PHCG®sponse as well as providing clinical and logistical advice
and support to responding ambulance clinicians when required.

3.7a Launch of ScotSTAR North

A paper recommending the establishment of ScotSNafh, and a second Emergency Medical
Retrieval Service (EMRS), was one of the first significant service changes proposed through the STN
in 2017. The proposal recognised the need for a fourth P@@to ensure equity of access to
life-saving care ithe North of Scotland.

Through investment facilitated by the STN, the Scottish Ambulance Service created a clinical team
based at Aberdeen Airpotd support critical care transfers for both trauma and medical patients.
The STN Prhospital, Transfer anRetrieval Group facilitated conversations with the Scottish

Charity Air Ambulance (SCAA) to negotiate the base of a new SCAA helicopter in Aberdeen, which
ensures that the EMRS team in Aberdeen are better able to reach the traumatically injured within
the critical time window for treatment.

The service was launched in July 2019 and to date has managed;

1 280 Primary Missions (piteospital critical care response)

1 246 Secondary Missions (critical care transfers)

9 147 Advice Calls (telemedicine advice to rentwgalth care colleagues)
1 Including the Carmont rail crash major incident in August 2020

3.7b  Trauma Desk tasking and clinical coordination

At the heart of the SAS Trauma Strategy is therctination provided by the Trauma Desk based at
West ACC. The deskreens all 999 calls across the country looking for incidents where dispatch of
additional resources, especially the RED PHCC teams would be of value. Thisatgantbmic
decision based on experience and heuristics, such are the infinite numbarialbles that each
incident generats, for example: location, incident type, weather, assets available, time of day and
SO on.

The desk is currently staffed by paramedics from the Helicopter Air Ambulance base in Glasgow and

by Advanced Retrieval Practitiers from EMRS West. This activity is supported by coordinators from

the colocated Specialist Services Desk, and by the regional ACC teams, who also serve to alert the
Trauma Desk to possible incidents along with direct crew requests. In addition tafydemnand

tasking the RED teams, the Trauma Desk provides trauma related clinical support to ambulance
clinicians as well as being a point of contact for ambulance clinicians seeking assistance with triage
decisions related to the Major Trauma Triage Tsek below). This may involve activating a

NEYRST @2dza 6AGK I w95 (SIFY 2N S@Sy litswaytatReh FA SR
local hospitaivhere the patient is being conveyed. They can then assist with resuscitation and

expedite onward tragport to a Major Trauma Centre asquired.

12
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provide additional clinical perspective in complex situations.

3.7¢c  Trauma Triage

As previously described, establisbnt of MTCs mearthat all keyclinicalservices required to
manage the severely injured patieate celocated inthese specialist centresnkuring best
outcomesin trauma and timecritical illnessneansidentifying that patient at the scene and taking
them directlyto the place where they will receive the bastatment as quickly as possible.
Inevitably thismears going past hospitals with lights @md open doors, whictnay seem
counterintuitive to patients and staff alik@ here is huge pressure &eottish Ambulance Sece
staff to make these calls #te scene and they are very serious, important calls. Although
paramedics on scene have a triage tool to support their decision making, this is also supported by
the Trauma Desk inside the Ambulanatol Centre Further detail about both the adult and
paediatric trauma triage tools can be found in the SAS updabe Major Trauma Triage Tool
(MTTT)andPaediatric Major Trauma Triage Tool (PMTTT)

This meanshat ambulances will have to travel out of their local area to take a patient to the most
appropriate hospitafor their injuries. his has been accounted for in SAS planning and funding
requests through the network.

3.8 Major Incident with Mass Casualty Planning
The Major Incident with Mass Casualty (MI/MC) Plan developed by a group of
specialists from across Scatthchaired by Angiolina Fost&EO NHS 2d/as
launched at the2" STNNationalEvent in June 2019. This plan ensures that the
longterm care of patients iduilt into MI/MC planning. Health and Social Care and
rehabilitation representatives were engaged in the planning process, considering how patients
currently in hospitals can be moved into different care settings at the time o$adlyincident,
includinglonger-term care strategies for survivors of the incident. The Major Incident with Mass
Casualty Working Group saw a first for Scotland, with representatives from Scottish Government, all
four regional networks, the Scottish Ambulance Service and the Inteydat@t Boards coming
together to agree the planfhe nationally developed plan has been incorporated into local plans,
and further detail around how this informs the SAS plan can be foupdif{ Q d&sIRE G SY
Major Incident

The plan was successfully used to support management of the Carmont rail incident in August 2020,
where crosgegional working was seen to support gespital and NHS Grampian teamgheir

reaHime preparationto manage a largeumber of casualties. Fortuitouslgiue to the local

lockdown in place in Aberdeen at the tinthe train was not as busy as the morning Aberdeen
Glasgow commuter service would normally have héésvertheless, the MIMC Plan sviriggered

and provided valuable debriefing and refining opportunities which have occurred at regional and
national level, particularly around communications in remote settangd the value of the new

EMRS North service. Gddoration between STN arie Scottish Governmerttiealth Resilience Unit
continues, with various future simulated national major incidents planned.

13



3.9 Paediatrics

The Paediatric Working Group has progressed with developing national guidelines
for the management of children and youpgople who have suffered serious

injury (currently for imaging and major haemorrhage). The vptak for 2020/21

will include developing a platform for sharing these, as well as continuing to work
on a suite of guidelines.

The paediatric team at the Raydospital for Children in Glasgow have worked with local medical
illustration teams and patients to develop a story book showing the care pathway for each child
following the trauma care pathway. This has bemsed to help young childramderstand the
injuries and treatment they have received once they are old enough to dansidor children to
share the story of their injury and recovery with otherkelping to reduce stigmaurrounding any
long term differences following injurgn returnhome,to nursery,schooland other environments

Mari Lilley’s Hospital Memory Book ey

by The Major Trauma Team

HETWORK

Sl Sl

Jenna’s Hospital Memory Book Karen's Hospital Memory Book L L
uma Team

by The Major Trauma Team by The Major Trau

Figure2 Cover formats for Paediatric Storybooks

3.10 Pandemic Response

Trauma has continued throughout the pandemic, with some changes in presentations and changes
in numbers during periodsf lockdown, clinicians across the country continue to respond to trauma
calls alongside management of Covid patients. This has presented challenges, as many clinicians
working across the trauma pathway have been pulled from their regular trauma wotlppms the

Covid response. Further detail on how this has impacted each region is described in their updates in
section 4.

Significant demands on pigospital teams during the pandemic, along with some reduction in
trauma cases due to lockdown resultedsiome strategic changes being made to operatiohise
modifications to normal operations during the panderhavesuggested some new ways of working
that provide opportunities to improve the SAS response to both trauma and other critical illness.

14



Central b this is the ceordination of enhanced resources and advanced clinical top cover in ACC for

critically ill or injured patients. Work engoingto evaluate how advanced pettioners from the

ARP and APQGhorts can be utilised to assist not only witlettlispatch of RED trauma teams from
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APCE and top cover clinical advice to paramedics attending complex medical and trauma incidents.
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4.0 RegionalUpdates

Each of the regional networks has provided the following updates.

4.1 North of Scotland (NoS) Trauma Network

The North of Scotland Regional Network covers the Health Board areas shown in
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within remote and rural areas.

Shetland

Western
Isles

't Wilam ©

WOrLAND

The Network, the MTC for adults and paediatrics at the Aberdeen Royal Infirmary and the Royal
I S NRSSyY |/ K &lfarkl B Hfadma UniRas Raligriiore Hospital, celebrated their second
anniversary on %t October 2020.

At that point 373 adult and paediatric major trauma patients had been cared for across the network
with 500 rehabilitation plans developed with patieritshilies (which included complex moderate
trauma patients).

The key achievement that underpins all the individual developments is the concept of a network and
the commitment to trauma care by the staff working within the NoS. The formalisation of the
Network has evolved through joint education and training, governance and-agsgincy work on
pathways; spanning prbospital care through to rehabilitation. Investment in building and

technology infrastructure, equipment, staff and education, training argpstt, strengthening staff
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capacity, knowledge, skills and expertise, has all led to enhanced and better supported, effective,
and efficient, persoftentred trauma care.

These changes also have a positive impact beyond the major trauma population. Alstaéigand
Boards in the North delivered trauma care before the Network was formally established, one of the
observations from clinical staff is how their knowledge of different parts of the patient journey has
improved, and the care and consistency afsgdas improved with it.

The Network has also brought greater resilience, sustainability and support to various parts of the
north, as and when required, supporting a focus on delivery of pecenitred care regardless of
where the patient resides.

4.1a Transfer & Retrieval

As part of the Network, the SAS and MTC have worked together with local hospitals to implement in
the Network a one call communication process to reach the MTC (Single Point of Contact via a
trauma transfer telephone number at the S8ecial Services Desk). This has made it easier for local
hospital teams to contact the MTC and SAS with one phone call, rather than numerous calls that
were previously necessary, and facilitating secondary transfer of the patient and provision of
supportand advice until the patient is safely transferred to the most appropriate destination for

their clinical needs.

Of particular note is the impact of the Network on complex retrievals (such as-caglialty road
traffic accidents in rural areas) where thbemmunication, triage and decision making has been
facilitated by both the formal systems (Trauma Desk, Trauma Triage Tool and Single Point of
Contact) and the individual clinical links of the Network. These professional links and pathways in
turn supporttimely transfer and eventually rehabilitation and follawp into the community

A feedback system, called the Trauma Post Box, has been implemented in the MTC Emergency
Department for SAS crews (or other NHS Staff) who want to learn about the outcomes and any
lessons from trauma cases they have brought into the hospital. Thel&sptal Inmediate Care

and Trauma (PICT) Team, based at the TU in Inverness, has also been further developed, which
provides prehospital care to the Highlands and Moray population. The team consists of responders
who can provide interventions beyond the scagfepractice of a standard Paramedic and this type

of early intervention in remote areas of the country can have significant impact on outcomes. The
team has also had the benefit of six new posts of Advanced Practitioners, funded via the SAS, to
enhance he team and carry out a twgear training programme.

4.1b Care and Rehabilitation

There have been improvements in medical, surgical and nursing staff capacity, enhanced multi
disciplinary working through creation of coordinator roles and a dedicated nrajoma ward area,
investment in equipment and improvements in trauma pathways and management within the adult
MTC. As rehabilitation at all points of the journey is crucial, there is a dedicated team within the
adult MTC (e.g. physiotherapy, occupatiorsgleech and language therapy, and neuropsychology,
dietician and rehabilitation medical staff) and TU which allows early and consistent input across an
inpatient stay. Investment in the paediatric MTC has strengthened leadership, coordination of care,
driven improvements in establishing training and procedures to improve care, and increased access
to psychology services to patients and their families.
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Crucial to the improvements in patient care have been Rehabilitation Coordinators and Case

Managers whavere appointed at the MTC and TU (for both adult and paediatric services; the single
GSNY WO22NRAYIl (2NARQ avadstblished exdmiledtRvoriirg) MlatdrisEpS 0 @ ¢ K S &
with both adult and paediatric colleagues locally and across the netagkell as patients and
FIYAfEASAD tFGASYyd 22dNySea INB 2F0Sy jdAadGS O2YLX
and personal/family circumstances (through local hospital, TU, MTC, specialist national services and

local rehabilitation and comoey A 1 @ & SNIBAOSa0® ¢KS O22NRAYIFG2NREQ
between the patient and family and the muttisciplinary team at a local, regional, national and

even international level and facilitate timely care/support based on the individuals ctgangeds.

Feedback that we had from patients prior to going live was how care could be disjointed. With
multiple teams and settings, communication could be difficult and planning and responsibilities
confusing. The potential was for jarring transitions andpeople could feel lost or fail to have
concerns addressed or not know where to ask for help. The role of the coordinators is to make all
transitions asmooth as possibl&hey develop with the patient a rehabilitation plan from point of
admission, an@ct as a point of contact for various specialties within the hosgiaian individual
moves through the network the coordinator can attend case conferences across settings, ensure
appropriate referral and follovup (including vocational input, rehabdtion medicine and surgical
reviews if needed).

The coordinator role reaches into the community. MTC and TU patients are contacted veeks

post discharge by the coordinator and members of the team as needed. The MTC and TU remain a
resource both fo patient and the community teams regardless of where the patient is in the
Network. This relationship that is built with the coordinator is key to a patient centred service, as the
coordinator remains a resource and a single point for the patient andyamcontact in an often
complex system.

" so much appreciation for all that were involved in his care.... feels like he is back to his normal
self.... felt like the team worked well together and everyone was singing the same tune..... we knew

¢CKS LI GASYGQa NBKIFOATL AGL GA-2eftred dehabflitatforawith the]l S& LI- NI
patient/family and all members of the team contributing. The plan is gharih the individual as a

reference point of their journey and with the appropriate details they need. The Network is currently
working to convert the plan into an electronic version to better support timely updates, sharing of
information and access tdé patients and the healthcare professionals supporting the

patient/family, wherever they are in the Network.

Additionally, the Network has provided new services for patients such as a vocational rehabilitation.
These posts cover the Network; a post bagetlHS Grampian, also supports NHS Shetland and NHS
Orkney patients, along with a community Occupational Therapist post in NHS Highland which
provides vocational rehabilitation to the Highlands population. Neuropsychology staff have also
been appointed whin the MTC, TU and the community (adult and paediatric). This allows a
seamless path, both for psychological support and for neuropsychological rehabilitation, across all
settings.
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An audit of 12 months of neuropsychology activity saw 242 patientstidhtdo the MTC. Of those

62 were identified as requiring further psychological input after their discharge from hospital. The
main indication for ongoing input (65%) was brain injury. The average time to first community
rehabilitation appointment was 3 veks. This was a reduction from over 18 months. For some
geographical areas and parts of the pathway (both hospital and community) the Network established
a service where there was previously none.

In addition to individual work, the MTC Community PsychplService has also developed and

trialled a communitybasedwelo SAy 3 INR dzL) AYISNBSyGAz2y (2 | aara

injuries and the consequences of them (e.g. mood issues, cognitive issues, adjustment, fatigue). It
has been adapted durg COVID to run virtually.

4.1c Education, Research and Guidance

The Network implemented a full education programme prior to the C&@Ipandemic: European

Trauma Course, Trauma Risk Management, Trauma Nursing Core Course, Secondary Transfer
Training andResuscitative Thoracotomy training as well as funding individuals to increase their
specialist skills, shadowing within the English trauma system, island imaging staff shadowing at the
MTC and hand and thumb therapy. There has been a pause on educatiertterpandemic but the
bSGig2N] Qa Y2y iKte @GANIdzZ t SRdAOFiA2ylf aSaaizya

The paediatric MTC is currently rolling out an innovative paediatric education programme which will
be accessible to all members of the Network. Vocwtigehabilitation staff have also developed an
e-learning module for staff tgupport patients in their return to work.

Staff are developing standard operating procedures and guidance to improve trauma care locally
and as part of the national Network. fihe North there are a number of local audit projects
underway and we are keen to continue to develop and inform research locally, nationally and
internationally and strengthen existing links with the local universities.

4.1d Patient Feedback
In addition to the Patient Reported Outcome Measure (PROM) questionnaires, patient
feedback questionnaires have been developed locally to improve the service.

To date we have had feedback from 163 people or families who have come through the MTC. It has
been overwhelimgly positive with 92% rating their experience as excellent or very good.

aL ¢l a (NS (S Rvardl ghd mykeerieizd waasivisdy pzftive, focusing on different
consultants specialising in my different injuries/ area of injury. | also had access to a
neuropsychologist and a number of medical specialists and therapists [allied health professionals]
to2® LOGUaE | @GSNBE K2fAaGAO0 Y2RStk | LILINERIOK FyR L

Feedback received has led to improvement projects such as development of a patient focused video
for the MTC and the Neurological Rehabilitation Unit. Patient leaflets hese Beveloped for the

MTC and Trauma Unit and paediatric patient videos are under developmsemell as videos of

specialist rehabilitation settings for adults
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4.1e COVID19

COVIBEL9 has placed significant pressure on the NHS and Health and SociBb@asgs. Despite

various restrictions, major trauma incidence was largely unchanged. Major trauma services are
recognised as part of critical business and the Network responded in an agile manner during the first
wave of the pandemic.

Pre-hospital and agte services continued and while some aspects of rehabilitation, case

management and outpatient followip were impacted by temporary redeployment of staff, core

services were maintained: emergency care, theatres, critical care, individual support anduplio

and acute rehabilitation. COMDd KIF & | OO0OSt SN SR GKS dzaS 2F RAIA
aSQY IyR O2yaARSNI o60f S Ay O Sechdn ¥ageyand makgisciplidary KareNR ¢ | NB
to continue into the community.

Across the pandemig Network COVH29 Plan was developed, followed by a Recovery Plan in the
summer of 2020 and an Escalation Plan to support a robust and timely response for further waves of
COVIEL9 focussing on maintaining key core services across the Network to edfgatdgpond to

trauma.

4.1f  Staff Support

From the launch of the Network one of the Network priorities has been to support staff through the
Trauma Risk Management (TRiM) Programme. Having trained people in place, supported by the STN
and major incident ad mass casualty planning processes, has provided a resource to staff who have
experienced potentially traumatic incidents at work. This work has also contributed to the north of
Scotland Health Boards response to the CG\dPandemic and to the Carmontajor incident.

At present the Network has 41 trained TRiM practitioners and 9 TRiM managers based in mainland
and island boards. In addition, 8 SAS and 2 NHS Tayside staff have been trained. Just prior to COVID
19, TRiM had delivered 10 large TraumaBrgs for significant events, 60 first assessments (two

thirds on individual basis and a third to small groups of staff) and 39 falfp@wweek assessments.

A small number of those requiring formal TRiM assessments were referred onwards for specialist

support.

4.1g Summary

The NoS Trauma Network has now been established for 2 years. It has made considerable progress
in that time in recruiting to posts, building capacity in the North to respond to trauma and meet the
STN minimum requirements for a traumatwork and increase compliance with the STN Key
Performance Indicators (KPIs). Feedback from patients, families and staff is positive and the
gualitative experience of those working within services is that the Network has made material
improvements to pagnt care across the region.

As the Network continues to develop, and as the other Networks go live, it will continue to make use
of STAG and KPI data to monitor performance, identify areas of improvement, and to guide that
work. The Network will continutd seek the views of patients and their families and to maintain a
service which has the patient and their best recovery at the centre and strive to provide the best
service for the people of the North and Scotland.
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4.2 East of Scotland (EoS) Traumietwork

Much has been achieved in the EoS in the last year and it is important for us to
continue to evolve in a way that meets the needs of the major trauma patients and
carers in the region. The EoS currently provides care for major trauma patients
who are admitted under a variety of inpatient teams and a variety of wards.

Major trauma patients are admitted to our specialist major trauma ward either directly from the
Emergency Department or as a step down from critical care. During the AOVvéBponsethe

East of Scotland Network has beamder significant pressure in relation to infrastructure and

staffing. MTC staffing were redeployed and our Major Trauma Ward was changed to a COVID
positive Hgh Dependencyunit (HDU) Regardless of these presssirenaintaining the trauma

network was identified as a priority and we were able to relocate 4 of our Major Trauma Ward beds
within our Surgcal HDUAt Ninewells Hospital.

Within our first year of opening, the East of Scotland has treated approximatelyatiehts wth a
major trauma scoring. Whave received excellent patient and relative feedback. ThkiM
DisciplinaryTeam (MDTXlinical Governance meets are well established with excellent attendance
from all specialities including representation frowo8ish Ambulance Service.

In 2019/2020, the EoS has focussed attention on learning and education including:

1 Additional Emergency Department Consultants trained irhmepital critical care to
support SAS red response.

T awSlFft GAYSE YimareNTsédidn de¥hario with biGidpdciality attendane
including Obstetrics and Neatal Team. This scenario was filmed and debrief circulated to
all relevant stakeholders.

9 Collaboration with Transfusion and Life Support in Trauma Group to teshawed Fresh
FrozenPlasma (FFRjvailability inthe Resuscitation Room for code red patients.

1 75% of Emergency Department Consultamse nowcompleted European Trauma Course.

A number of key roles have been appointed to within 2019/2020:

STAG Cordinator

Network Manager

Project Support Officer
Major Trauma Clinical Lead

= =4 =4 =

Appointment process is also currently underway for a Clinical Psychologist to support the Major
Trauma Service.

The EoS Major Trauma Centre Steering Group continues to work through developing
Governance Framework and Repatriation Policy.

4.2a Covid-19

COVIBEL9 has placed significant pressure on NHS Taysidevahdve had to adapt the way in which
it operates to ensure patient safety and continuity throughddith the continued volume ofritical
care patients coming through Ninewells Hospital, our Maj@auma Ward has had to laisplaced to
become a COVID HDU due to the fact it is one of our only other wardsabatectrical
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infrastructure to support a critical care area along withalving a separate oxygen supply to the

ward area.Our major trauma patient numbers reduced throughout lockdown oA&hough our
pre-hospital and acute care services continued, rehab and case management was directly impacted
due to staffing being redepl®d to core critical ward areas.

4.3 South East of Scotland (SE0S) Trauma Network

During 2019/2020 much has been achieved to support the development of a

Major Trauma Network for the population of the South East of Scotldine

South East TraumaS\ii 4 2 N] A & R &Bingh021 add2will HliverdS Q Ay
bespoke trauma care to the populations of Lothian, Fife, Borders and Forth.Valley
The Networl® progress to date has been the result of effective collaboration between Health Boards
to ensure thatthe entire populationof this region will be able to access highality, multispecialty

care when the Network goes livater thisyear. This Network approach will save more lives and

improve patient outcomes throughout the trauma pathwafrom preventon to rehabilitationg

0Saving Lives and Giving Life Bhék

4.3a Major Trauma Centre(s)
Royal Infirmary of Edinburgh and Royal Hospital for Children and Young People

Implementation of the Major Trauma Centre (MTC) at the Royal Infirmary of Edinburghr{RIE)
Royal Hospital for Children and Young People (RHCYP) will allow patients with Major Trauma to
receive care from a sp&list Major Trauma Service with early access to hypae rehabilitation

At the MTC RIE, development of a 12 bedded Major Trauma Wsodiisdue to be operational his

will include 4 level one monitored beds; a dedicated gym space for the provision of acute rehab and
will allow for key clinical adjacencies. The DepartmentChinical Neurosciences (DCN) is also due to
openat the RIE campuand will provide capacity for closed head trauma patienthe Royal

Hospital for Children and Young People will also provide care for Paediatric Major Trauma patients,
which once reloated to its new site in Little France will benefit from adjacencies to adult services
including Cardiothoracic surgery.

The Major Traumavard will be operational bySpring2021. To support the Royal Infirmary of
O9RAYOdZNAK Q& NB &deldsiniva made to @@m@rariy delay some aspects of
construction to the Myjor Traumavard. The aspects of work which are being delayed will not

impact the capacity, facilities or care initially provided to trauma patients when the ward goes live in
Spring2021 and plans are in place for the outstanding work to be completed in Spring 2021.

Several changes have been implemented to improve trauma care at the Royal Infirmary of
EdinburghThis includesvork to improve access to arfwbt reporting of CT; implementing changes
to improve access to Regional Pa@rvices anavorking to establish provision of a comprehensive
musculoskeletal trauma service withcilities to suppdrall definitive fracture care.his includes a
combined Orthomstic theate capability in line with British Orthopaedic Association Standards for
Trauma (BOAST) fopen fractures; combined Orthothoracic theatre in line witatignal Institute

for dinicalExcellence (NICE) and BOAST for chest wall traumatafigation, and improved access
to theatre for complex pelvic fractures.
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A phased Consultant of the week model is due to be implemented at the RIE Major Trauma Centre.
Patients will benefit from care provided by Major Trauma Consultants and ther NTeguma NDT.

It is expected that 24/7 Major Trauma Consultant cover will be provided within the first couple of
years that the ward is operational.

There have been substantial numbeof developmentsat the RHYCP MM™hich include

appointment of key posts includj PaediatriddvancedNursePractitiones, Acute Trauma

Rehalilitation Lead and Major Trauma Cliniceblds. There is an establishedonsultantied trauna

team. Workforce requirements for rehabilitatidmave been agreed and recruitment is progressing

well. Improvements have been implemented to support completiosidt S G NI dzY' I LJ G A Sy ¢
secondary survey. Three additional dedicated Paediatric Tréloeadre sessions have now been

implemented.

4.3b Rehabilitation

A hub and spoke specialist rehiiation service ideing established across the South East Trauma
Network which will help to ensure that high intensity reliahtion is provided and maintained
across the pathwawith the intensity and dosage to maximise functional outcomes.

Major Trauma cebrdinators have now been appointed tite RIE MTC anffauma Unit to support
the coordination of care across the pathwdiere are also plans to recruit to a Rehabilitation
Coordinator for the Paediatriglajor Trauma Centre iB021. Thisrole will also include a review of
current pathways to support the NetwoiR its aim ofensuringtimely repatriationand that patients
receive access to the right services at the right time.

A final draft of the Rehabilitation plan has now been develoipecbnjunction with the West of

Scotland Trauma Network. Major Trauma Coordinators within the South East region have agreed to
begin trialling the documentation with patients to ensure that the content and structure of the plan

is useful and effective.

A dedicated Consultant led Medicine of the Elderly team will focus on supporting elderly frail trauma
patients and support the provision of advanced care planning. This team will also provéike off
sessions in the community for patients who have beewtluirged from the major trauma centre but

still require dedicated medicine of the elderly input.

The MTC Mental Health team intend to offdental Health andPsychiatric support to all trauma
patients. Trauma patients will be provided with access to am their point of arrival in hospital
and may continue to receive support from the team following their discharge from the MTC as an
outpatient. The team may refer patients on to other services where appropriate but will normally
provide direct supportd improve access and continuity of care.

The South East Trauma Network has developed a repatriation protocol to ensure patierarftbw
particularly to support patients in receivimgre closer to home wherever possible. A single point of
contact has been identified at each site to coordinate repatriation referrals seven days a week within
48 hours.

4.3c Workforce
There is an agreefive-year phased plan for recruitment to posts hiit the South East Trauma
Network This phased approach has ensutiegt recruitment to new posts has not destabilised
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current services across the regidhhas alloved staff who will be working within the Network the
opportunity to support its developmetn

The Network has recruited to@nsiderable numbeof key rolesacross the South East region
including Major Trauma Advanced Nurse Practitioners (for both Adults and Paediatrics); Major
Trauma Nurse Educators; SAS Critical Care Practitioners; Rehdim&oo, Major Trauma
Consultants; Radiographers; and recruitment to a range of other key AcutellgdiHealth
ProfessionalAHP)positions. The Network has also worked to safeguard the wellbeing of its
workforce. Key links have been developed wihvices such as thRivers Centre who wilirovide
additional Mental Health and Psychological support for staff working in Major Tranoha
undertake staff training in Psychological First Aid. The appoinséi@@onsultant Psychiatrist;
NeurophysiologistMental Health Trauma Nurse and Senior Specialist Nurse will have professional
responsibility for the implementation of psychological interventions in the Major Trauma Centre,
RIE

4.3d Training and Education
The Network has also continued to invest in and support staff training and education.

A substantial training and education programme has been implemented across the region with
monthly simulations taking place at the Paediatric MTC and Trauma Unitseguldrrirhouse

training at the RIE including a Rib Fixation Traibiag,Regional Clinical Educati®ay,and a three

day Major Trauma Advanced Practice courgtaediatricspecialiss have created a series of
educational short videos on trauma skillkioh are widely accessible to staff te NHS internet

page. TheAHPskills and competency framework has now been drafted by the STN and is due to be
trialled by Major Trauma AHP staff across the South East region. It is anticipated that use of the
framework will support staff to identify key skills/knowledge that they need to obidiile working
inanMTC

Major Trauma Nurse Educators also continue to provide regular training in major trauma
competencies across the region to support the upskillingusgimg staff. It is anticipated that by the
time the Network goes live all nurses working in the Major Trauma Ward will be trained in Level 1
competencies and at least emurse on every shift witle Level 2 trained. Major Trauma Nurse
Educators have aldmeen integral to the development of additional online training and educatio
resources during theandemic.

The Network hasupported staff to attend a range of externally run courses including European
Trauma Training (ETC); Trauma Care Age=zuscitation (TCAR); the Definitive Surgical Trauma Skills
(DSTS) course and Advanced Trauma Life Support (ATLS) training

4.3e Clinical Governance

A robust Clinical Governance framework is now well established across the South East Trauma

Network. Lochand Regional Mortality and Morbidity meetings (M&M) regularly take place to review

LI GASYd OlFasSa FyR (2 Y2yA lkeNBedokancdlRd@dtozsyPl O 2 Y LI A
The South East Trauma Network continues to review its processes to ingoopliance with Key

Performance Indicators. A key upcoming priority for the Network will be improving its collection of

Patient Related Outcome Measures (PRORSB)CYP MTC hdevelopedareferral pathway for

transfers into the MTC ioonjunctionwith the SAS

24



The MTC has also established its own Quality Improvement Newsletter to distribute key learning
from these meetings to staff. March 2020a Trauma Management Guidelines booklet was also
published to provide guidance to staff across the reginrawariety of Trauma related topics
including MTC Transfengpatriation,and management of various types of traurnide Network

also intends to explore the possibility of developing these guidelines into a nagple

4.3f Covid-19
The South East Trauma Network has adapted the way it operates to ensure continuity throughout
the covid19 pandemic.

Recruitment has remained consistent throughout the pandemic and the Major Trauma Centre
expects all Medical, Nursing and AHP/Rehab raldsetappointed to byspring2021.

Nurses who will be working within the Major Traumard have been able to participate in training
and education opportunities in other departments within the site to gain essential upskilling and
trauma training.

TheSouth East Trauma Network has remained determined to provide appropriate training and
development opportunities to staff despite restriohs resulting from thggandemic.The Network
has adapted the way it works, ensuring that more training and educaidelivered remotely and is
establishing a series of operational groups to allow staff to network and share learning safely.

4.4 West of Scotland (WoS) Trauma Network

The planning of the Major Trauma Network in the West of Scotland has been
ongoing for 4 years. Progress has been reliant on effective working between the
Scottish Trauma Network and partner Boards.

The WoS Major Trauma Network is a collaboration of Gtteral BoarddNHS:
Ayrshire & Arran; Lanarkshire, Greater Glasgow & Clyde, Forth Valley, Dumfries & Galhulithg)
Scottish Ambulance Service. ThejMa rauma Network has developegpropiiate links, via the
NHS Boardg¢o social care and the voluntasector.

At the heart of the WoS regional network is the Major Trauma Centre (MTC). This will be sited at the
Queen Elizabeth University Hospital (QEUH) in Glasgow and will provide care for around 1100
critically and severely injured patients per ammuThe MTC will be supported by six statdne

Trauma Units (TW) Glasgow Royal Infirmary, Royal Alexandra Hospital, Paisley, University Hospital
Wishaw, University Hospital Crosshouse, Forth Valley Royal Hospital and Dumfries and Galloway
Royal Infirmay. Local Emergency Hospitals (LEH) and a range of remote and rural community
hospitals across the region are also part of the Network. In addition, a paediatric Major Trauma
Centre will be located at thRoyal Hospital for Children.

Multi-disciplinary t@ams form the backbone of the Network and include specialist medical, nursing,
AHP and psychology staff. As well as managinghligatening injuries, teams will also plan and
deliver effective rehabilitation programmes often working closely with colleagpzsed closer to a

LI GASYyiQa K2YSo

4.4aIlmplementation

All the organisations involved in the Major Trauma Network are represented through Clinical Leads
and Senior Managers on the WoS Major Trauma Steering Group, chaired by the Medical Director,
NHS Grer Glasgovwand Clyde. This group has overséle® redesign of services to deliver the
regional retwork.
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This network is focused on managing trauma to a consistently high standard across the West of
Scotland. The Network has developgmmprehensiveare pathways whichpan geographical
boundaries with the key aim of not only saving lives but also giving lives back through effective, co
ordinated rehabilitation. Pathways include Repatriation and Secondary Transfer protocols,
management of Head InjurfPatient Rehabilitation Prescription.

The national minimum requirements for the delivery of a network have informed the redesign of
services.

4.4b Major Trauma Centre

Quee Elizabeth University Hospitahs outlined above, it is anticipated that the MMl treat

1100 critically and severely injured patients from across WoS. To deliver the major trauma centre
there has been significant redesign of inpatient and theatres to reconfigure services to create the
capacity to manage this additional major traaractivity.

This redesign will see the creation of a 24 beajor trauma ward deliveringnulti-disciplinary

patient assessment and rehabilitation to improve outcomes for major trauma patients under the
care of a major trauma consultant. It will alswaéle delivery of 24/7 Emergency Depaem On
site Gonsultant care.

The 7 year phased approach to funding has allowed the MTC to focus in its first 3 years on
recruitment to new practitioner roles which require supported education and training. Tiodse
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include Major Trauma CGordinators, Critical Care Nurse Practitioners, Ward Nurse Practitioners and
an AHP Rehabilitation Consultant.

This year recruitment to the majority of roles (Pharmacy, Diagnostics, Nursing, Allied Health
Professionals, Pskology and a range of specialist consultants) has been progressirig and
supported by a competency based education and training programme to enable staff to deliver
excellence in major trauma care.

4 4c  Trauma Units

To create the Trauma Units in the local Board areas has required a redesign of the trauma pathways
particularly within NHS: Lanarkshire, Ayrshire & Arran and Greater Glasgow & Clyde as they move
from having a number of trauma receiving sites to only orauiira Unit.

This redesign of services has offered the opportunity to not only improve outcomes for all trauma
patients but also to improve the delivery of elective care. By changing how services are configured
and concentrating trauma cases within Trauma Units,whllsensure equity of access to specialist
services for trauma patients and will create the capacity to allow Boards to develop an elective
centre of excellence model of care within their local emergency hospitals.

Significant investment has been maitecreating both the Trauma Units and Elective Centres of
Excellence through both Scottish Government and local board funding. This new funding has
provided additional laminar flow theatres and upgrading of ward areas.  All of the Trauma Units
are supprted by a Board Clinical Lead and Major Trauma@mators. Additional resources are
also supporting the development of rehabilitation services within local boards and recruitment to
these posts is progressing across all areas.

4.4d Rehabilitation

Folowing major trauma, rehabilitation is essential to addrbeth the physical and psychosotia

needs of patients resultinfjom their injuries and experiences. Without such input, patients are
unlikely to reach thir maximum possible level of functiofihis has significant implications for them,
their formal and informal carers and society as a whole. Embedded within the MTC will be a
specialist rehabilitation servicélhe focus of this model is on a hub and spoke provision of specialist
rehabilitationensuring complex rehabilitation needs are met for major trauma patients from Day 1.
It concentrates specialist services to improve outcomes for patients and to support them to move
along the rehabilitation pathway seamlesdi§embers of the specialist retbilitation team include:
Rehabilitation Consultants, Head Injury, Neuropsychiatry and Psychology Practitioners and a range
of other specialist practitioners. Additional Scottish Government investment in rehabilitation will
be phased in from 2021/22 2023/24.

4.4e Clinical Governance

The clinical governance for the network is well established with monthly clinical forums taking place
which provide the opportunity for clinicians from not only across WoS Boards but across Scotland to
participate in shang case studies and learninghe outcomes of these are recorded and shared

widely across the system. Local and Regional Morbidity and Mortality meetings are well established
to review patient cases.

The WoS Clinical Governance Advisory Group is wableshed, chaired by WoS Clinical Lead, and
whose membership has Clinical Lead representatives from across all boards and SAS. The focus of
work for this group is on quality anohproving patient outcomes. #ead of thelaunch of theMajor

Trauma Networkwork has been undertaken jointly with colleagues nationally on the Scottish

Trauma Audit Group Key Performance Indicators (STAG KPIs). An example is the agreement
nationally on standardisation of pi#teospital administration of IV antibiotics for open phone

fractures. There is also now an agreed WoS regional repatriation and secondary transfer protocol.
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However validated and demonstrablienproved performance against most of the KPIs will only
come about when the network is fully functional.

4.4f  Education and Training

Ongoing training and development for staff is a key component of the network and through joint
working with colleagues, both in Scotland and England, there is now a standardised competency
framework in place for nursing and allieddtth professbnals working in major traumahe network
has supported a range of staff to undertake botkhivuse and externally run coursel.has also
supported the delivery of jointly run training events to which staff from across all of the Scottish
regions haveattended. Staff continue to be encoaged to develop skillsupporting development of

a range of specialist practitioner roles.

4.4g Investment

To deliver the WoS model has required large scale redesign of serviceatameys over the last 4
years.Scottish Government investment in the WoS of £18.5m is supporting delivery of the model,
phased in over 7 years, and this has enabled the recruitment of an additional 335 new posts across a
range of specialities and services within the WoS includévg roles such as major Trauma-Co

ordinators who work in the MTC and TUs. These are pivotal roles in {belz@mtion and

management of patient care across the spectrum of the pathway bhC admissiortp

coordinating development of multidisciplinargre plans and repatriation back to local board
areas/discharge home, both within the region and nationally. They are already well established and
the benefit of their roles is being acknowledged across the system.

CNRY | NBfI G§AJSY orawasrodistandil wizgn-we ardvedNiRARE, IHE

liaised with the crew making things seamless for us, explaining what we could expect in the
next few hours given the situation and urgency of the injuries. He brought us up to the ward
orientating us aroundshowing us the family room, making all the difference to feeling ok
Fo2dzi o0SAy3a AY Ly dzyFFEYAfAFINI SYGANRYYSyYy( oé

CNRBY | OfAYAOALFYT dawdzaild sl yGSR G2 alre GKIFy]
local trauma unit. You clearly demonstrated ttadue of having a major trauma

O22NRAYI G2N Ay Llkdeihad a patient tRisiéreedswiftk and{ L Kl @S
efficiently and the paediatric neurosurgical team are very impressed and grateful for all your
STF2NI&a¢ o

As outlined above, investmehias also delivered improvements in ward space and increased the
number of laminar flow theatres in TUs/LEHSs. As veedirghancing trauma services, this additional
investmentallows LEHSs to inease theirelective orthopaedicapacity forprocedures such as hip
and knee replacements.

4.4h COVID19

The WoS network is scheduled toespits Major Trauma Centre in 202Rlanning for delivery of the
network has progressed during 2020/@#spite thecurrent and ongoing real and very signifita
pressuresn staffing and capacity created by Ce¢Rl The pandemic hagd to delay in completing
some of the capital schemes required to deliver the fullesign of orthopaedic services in a
number of Boards.
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4.5 Scottish Ambulance ServicéSAS

4.5a Our Vision
In 2016, our visioffior a pre-hospitalcare modeto support delivery of theSTN
and to improve outcomes for patients was:

clinical needs irrespective geography
We predicted that this would be achieved through:

1 Early recognition of critically injured and deteriorating patients through central co
ordination

T 9FFSOGAGS GFraliAy3a 2F NBaz2dz2NOSa gAdK (KS
survival with least burden of functional impairment

1 Reduction othe time to meaningful intervention through rapid transport toeost
appropriate hospital

9 Ensuring resources were in place to assure nationahpspital resilience in event of major
incidents wih mass casualties

4.5b Our Strategy

A key feature othe Scottish Ambulance Service (SAS) STN strategieerto develop a fully
integrated system of trauma care, in which regional variations are minimised to allow maximum
interoperability. This has a mber of components:

1. Standardised Trauma Equipment on every SAS frontline vehicle with supporting guidelines for
equipment, clinical interventions and medications.

2. Standardised guidelines and medications for enhanced care assets such as BASIC&sespond
Advanced Practitioners in Critical Care (APCC) andd3patal Critical Care Teams (PHCCT).

3. Centralised national tasking and coordination from Tmauma Desk in West Ambulance Control
Centre (ACC

The model of response is colecnded into RED/ELLOW and GREEN.

4
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REDrepresents the 4 PHTE

The principle behind the RED teams in traunta igrovideon scene critical care to the standard
found in a hospital Emergency Department.

The efficacy and improved outcomes of the RED PHCCT respamsieeats in Scotland has
recently been published (Emergency Medical Journal (EMJ): 2020).

https://emj.bmj.com/content/emermed/early/2020/01/20/emermee?019-208458.full.pdf

Prior to establishment of the Scottish Trauma NetwiorR017, there were three PHCCIR
Scotland;

Emergency Medical Retrieval Service (EMRS) West (based at Glasgow Airport): team available on site
to respond by SAS air assets (fixed oarptving) or fast response car to trauma (or other complex
pre-hospital incidents). Funding from the STN has allowed this team to expand primary operations

into the busy eveningeriod andis now on duty 7am to 11pm seven days per week. Out of hours, a

cdl back system (30mins) is in place for traumzidents requiring a&ritical care response and

where delays are anticipated in getting patients quickly to hospital (such as prolonged entrapment),

or for major incidents. Theeam consists of a trained Rrespital Critical CarPHCCjonsultant and

either an Advanced Retrieval Practitioner (ARP) or a Senior Registrar training in PHCC. This team also
provides retrieval cover to the West of Scotland for critically ill or injured patients in remote and

rural healthcare facilities.

Medic 1 (based at thRoyal Infirmanpf Edinburgh: this team operates from within thRIE
Emergency DepartmerED)and provides a rapid road response to trauma incidents in Lothian,
South Fife and North Borders. It is composed sénior Emergency Medicine (EM) doctor (usually
consultant) and a senior nurse from the Emergency Department (ED). The team is available 24 hours
per day, with the driver for the team provided by SABe establishment of the Advanced Critical
Care Pradtioners in the South East network funded by the STN has allowed them to work closely
with the Medic 1 team as both a bldight driver and senior praospital clinician at the scenghe
team provides occasional retrievalpport tolocal District Generdflospital (DGH) (especially
Borders General Hospital) but most of their work is primary responses to incidents, which can
sometimes include a rendezvous wiambulanceresourcesconveying criticdy ill patients to the RIE
over longer distances.

Tayside Tauma Team (based at Ninewells Hospital): similar to Medic 1, this teandpsoziroad
response from the ED at Ninewells, to primary incidents in Tayside, Perthshire and North Fife. The
team comprises a senior EM doctor and nurse from within the ED. AdMeidic 1, there is no
designated retrieval responsibility, but the team can rendezvous with ambulances travelling from
longer distances if a critical care intervention is thought to be urgently required.

YELLOWepresents the tier of prdospital respondes who can provide interventions beyond the
scope of practice of a standard Paramedic but less than that provided by a PHCCT.

BASICS Scotland provides a networgomfimunityresponders trained in prlospital care, mostly

local GPs equipped with Sandpipesponse bags. There is considerable variation in the activity and
experience of these volunteer responders, and they are often very closely integrated with local SAS
providing a vital additionakesource in remote and rural locatiorgajor Trauma fundingpas

allowed the appointment of a number of Clinical Educator posts to enhance the contribution of
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BASICS responders to serious trauma incidents. Standard Operating Procedures have been put in
place, together with the development of additional therapeujations and bespoke BASICS
medicine pouches to align trauma care with other responders across the STN.

The Prehospital and Immediate Care & Trauma Team (PICT) is a special case BASICS team that
operates from Raigmore Hospital in Inverness and receives funding from NHS Highléemtealyd

the STN. They arestand-aloneteam responding to trauma and othercidents in Inverness and the

North West Highlands by fast mense car. PICdomprises of either a senior doctor from Raigmore

Hospital or a local GP, together wittsaottish Ambulance Servigelvanced Rural Practitioner.

Given thesparsely distributeédimbulance resources in the local area and the challenges of distance

and weather in the North West, PICT has a comaldle remit beyond trauma. PICT supports

ambulance crews and community responders in medical emergeraridsalso providel ¢ aSS | yR
rSFGié¢ ASNBAOS G2 LI GASyidGa Ay 2NRSNJI i(farprabeBRSyYy i G N
manageable at home with appropriate support. PICT currently operates 12 hours pev diay$

per week.

Advanced Rural Practitioners are a team of sixtjiracers from a paramedic orursing background
currently in training with PICT and Raigmore Hospital in Inverness. Thisntraly eovel role

introduced withSTNunding and represents collaboration between PICT, NHS Highland and SAS.
The role of tle Advanced Rut#ractitioner is to suppo®ICTcliniciansn managingrauma and

medcal emergencies, includirdue light drving to attend these calls. AR&= rostered on duty

with PICT, but also respond as an Advanced Paramedic Unit (APU) ougnlitbuits of PICT

operaion. This response provideslditional backup to local cardiac arrest incidents and other
complex emergencies including trauma. Oncéyftrhined, they willitilise clinical competencies

gained with PICT including most APCC skilsifslow)l Yy R ¢ &aSS | yRsafd NBI ¢ G2 I ¢
management of patients in the community (similar to the SAS Advanced Practitioners in Urgent and
Primary Care).

Advanced Practitioners in Critical Care (APTREere are two teams of APC@rently operating

within SASsix inthe SouthEasttraumanetworkregionandsixin the West Recruitment, education

and competency assessment for all but one recently recruited team member is now complete and

the APCC are currentlyorkingan indepeneént practice roster responding to trauma and other

critical incidentsthis is mapped to modelled demanéll ofthe APCC posts are funded by the STN,

though trauma makes up approximately only 46Pthe incidents attended. A key role of tiePCC

istodeR PSNJ a2y (GKS 3INRdzy Ré¢ adzLJLJ2 NI G 2 allerigifig ciihibe v ( A y ¢
scenarios. This takdéle form of leadership, feedback, informal training and debaigfobswith the

aim of enhancing the overdthowledgeandexperienceof the entire SAS workforceln addition to

their frontline clinical roleAPCC responded to the 2020 COV8xrisis by supporting development

2F I a4/ NAGAOKEt /FTNB 5Salé¢ Ay (GKS 2Sad !'YodzZ I yoOS
seeking to betteunderstand how our APCC can more widely support our ACC colleagues and SAS
paramedicswith tasking and remote clinical decisiemaking in relation to our most critically unwell

patients.

GREENMepresents the additional trauma skills rolled out to the frorgli@mbulance clinicians to
complement their standard education and trainingnd consists of a range of equipment and
additional medication.
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Akeytenet of the SAS trauma strategy is thaesie skills and interventions, when judiciously and
expertly applied, represent the greatest opportunity to save lives.

All of the GREEN skills have been supported by additional trdimidgd by the STHuring the SAS
annual Learning inrBctice(LIB sesions with input from the SAS trauma team. Ambulance

clinicians are supported in developing and refining their practical skills by direct supervision from the
YELLOW and RED teams with whom thegespond to the more seriously injured patients.

4.5b Trauma Desk tasking and clinical coordination

At the heart of the SAS Trauma Strategy is therctination provided by the Trauma Desk based at
West ACC. The desk screens all 999 calls across the country looking for incidents where dispatch of
additional resairces, especially the RED PHCC teams would be of value. This-alganithmic

decision based on experience and heuristics, such are the infinite number of variables that each
incident generate for example: location, incident type, weather, assetsadlgjlitime of day and so

on.

The desk is currently staffed by paramedics from the Helicopter Air Ambulance base in Glasgow and

by Advanced Retrieval Practitioners from EMRS West. This activity is supported by coordinators from

the colocated Specialist Saces Desk, and by the regional ACC teams, who also serve to alert the

Trauma Desk to possible incidents along with direct crew requests. In addition to identifying and

tasking the RED teams, the Trauma Desk provides trauma related clinical support tarsraebu

clinicians as well as being a point of contact for ambulance clinicians seeking assistance with triage
decisions related to the Major Trauma Triage Tool (see below). This may involve activating a

NEYRST @2dza 6AGK | w95 %I YWKEWBS @KS Msadytditiit A YR 1L
local hospitalvhere the patient is being conveyed. They can then assist with resuscitation and

expedite onward transport to a Major Trauma Centre if required.

¢KS ¢NIJdzYlF 5Sa1 Aa & dzLlLy\aMERortb andWest 8ohdult@r@s@BoNE T N2 Y
provide additional clinical perspective in complex situations.
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4.5¢c Major Trauma Triage Tool (MTTT)

. Scottish 3 ’ SCOTTISH
mae  AdUlt Trauma Triage Tool 216 & traima
Service : ) o : . ). NETWORK
Sl Teing G et s Use this tool to Triage all Significantly Injured Patients

or Patients involved in a High Mechanism Incident

Triage Questions Response Categor
Clinical B ’ gt

Judgement
is important

and valued.

H i Your Pafient requires
Major jor Trauma Centre (MTC) Care
step 2 trauma I <45 minustes from MTC = convey to MTC.
I centre =45 minutes from MTC = contact Trauma Desk

If you are

Assess your

Patient’s = [ il i care I you do not think your patient requires
Injuries MTG, confact Traurna Desk

ﬁ  Remember to pre-alert the receiving hospital via

+  anwave if you are managing a patient iaged to MTC

the Trauma Desk
directly on
03333

i  Your Patient requires
Tra_uma { Trauma Unit (TU) Care
unit Convey to the nearest TU, or MTC if doser
990 211 care 45 minutes from TUMTC contact Trauma Desk
or by airwave by
placing a callback
to your local area

H If you do not think your pafient requires
'; TUMTC, contact Trauma Desk

{ Convey your patient to the nearest

H cal Emergency Hospital
If you think your patient requires
TLUWMTC, contact Trauma Desk

VERSINS CRAFT)

The MTTT was developed by the $a Mentify which patients are most likely to benefit from being
taken directly to an MTC even if it means bypassing closer hospitals. This approach is widely
accepted internationally as leading to a greater number of survivors, and the STN Tool imilary s
to those used in othenetworks. It is also in line Wi the original US research whiaiformed the
National Institute for Health and Care Excellence (NICE) guidelines.

Key to the development of the MTTT has been4baninute cut off. Patiess more han 45 minutes

from an MTC, even with severe injuries, are takerte next best option which is usually a Trauma

Unit (TU). This decision is a balanced calculatmsideringimesand availabilityof certain critical

interventions such as airway cwwal, blood products and damagmontrol surgery. &me of these

factors can be overidden if a PHCCT RED team is in attendaamue able to provide some atl of

the requiredinterventions. In the direst of emergenciashen apatig’ 1 Qa4 | ANB I & Ol yy2i «
protected there is provision in the tool to diveto the nearest hospital with Aaestheticsupporton

site.

Central to the operation of the MTTT is the peer support provided by the Trauma Desk. Crews who
wish to cross check a difficult decision can contaetdesk, and the Trauma Desk may also be in a
position to offer additional support such as RED or YELLOW assets or aeromedical transport options.

In addition to identifying patients requiring transport to an MTC, theTM&lso identifies patients

who would benefit from being transported to a TU rather than local emeayemspitals. One group
requiringLJr NJi A Odzf  NJ F20dza A& (GKS St cuSdipadent® Nde 8TRSn a2 Ol
consultation withOrthopaedic Surgeon$as decided that theommonest significant orthopaedic

injury in this group is a fractured neck of femur followantpw fall. hisinjury should be included in

the operation of the MTTT in order to filter patients towards centralised emergency orthopaedic
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care. It is felt tis will improve outcomes for this large group of patients in additithe gains seen
in groups taken to the MTC with more complex injury.

Using the MTTT wilkelylead tosome displacement of ambulances from their normal operational
areas. This effects thought to provesmall for the relatively low numbers of patients bypasdifdis
and TUs en route toreMTC, but larger for patients bypassing in large numbers with suspected
fractured neck of femur. SAS has recently completed modelling work to neitigst effect on local
ambulance response timewith the addition of ambulance resources in some key areas served by
the new Trauma Units.

As each region has gone live with the MTTT, SAS have taken an educational package around the
relevant ambulance stains to discuss its deployment. Similar work, on a larger scale, has already
begun in the West and South $ain anticipation of these two trauma networkecoming

operational in 2021.

Paediatric Major Trauma Triage Tool (PMTTT)

The PMTTT follows a similar format to the adult MTTT. Whilst the evidence is not as strong for the
triage and care of paediatric major trauma patients, the PMTTT has been developed by the STN
Paediatric Group and thus is basedtba expert opinion of thigroup. A UK National Institute of

Health Research (NIHR) funded Major Trauma Triage Tool Study (MATTS) has commenced research

regarding the triage of paediatric major trauma patients, with input from the SAS Trauma Team and
STN Paediatric colleagues.

ThePMTTTwill be introduced in earl2021 in conjunction with the West and South East regions
going live. This will allow education, guidance and support to be provided to ambulance clinicians
simultaneously with the adult MTTT.
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