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Dear Mr Macdonald
Thank you for your letter following the Scottish Trauma Network presentation to the Health
and Sport Committee. I have involved colleagues from the Scottish Trauma Audit Group
(STAG), NHS Lanarkshire and the Scottish Ambulance Service (SAS) in producing the
following response to your questions.
Mortality reporting
Prior to 2018, STAG had implemented the Trauma Audit and Research Network (TARN)
Ps12 model for reporting mortality, which used a reference population of patients in England
and Wales from 2010-2013. For the 2018 report, STAG recalibrated the Ps12 model with a
Scottish reference population using data from 2013-2018, to give the most accurate reflection
of the current situation in Scotland, now, and in the future.
As can be seen from the 2019 STAG publication (Figure 26, below) the model needs to
balance the overall number of predicted survivors to the number of survivors over the time
period. Therefore, we would expect for the individual years from 2013 to 2018 to observe
positive and negative findings otherwise the overall 2013-2018 W-stat would not equate to
zero.
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The data from 2013 to 2018 is therefore not entirely appropriate for interpreting a time trend.
It is also worth highlighting that, in the 2020 publication, in each of the last 7 years the
confidence intervals spanned zero and therefore indicates that there is no evidence of a
statistical difference in observed survivors to what we would expect.
Moving forward, STAG will be using this recalibrated Ps12 model in future publications with
the hope of demonstrating changes in mortality as the trauma network develops further.
STAG use the Scottish National Audit Programme Governance Policy to highlight hospitals
with higher than expected mortality and a full report and action plan is required when a
hospital is more than 3 standard deviations below the Scottish mean. STAG are due to follow
up these action plans with the two hospitals highlighted last year to ensure progress is being
made.
Each hospital that partakes in STAG have a STAG Clinical Lead who is responsible for
reviewing the data, and in particular patients who die from their injuries or fail Key
Performance Indicators. These patients are often discussed at local and regional Morbidity
and Mortality (M&M) and clinical meetings.
In the future, STAG intend to review the recorded cause of death in the Scottish trauma
population to better understand how many are related to the trauma, how many are
influenced by pre-existing medical conditions and any common factors that may advise care
in the future.
Wishaw and Hairmyres Hospitals mortality reporting
As you described in your letter, University Hospitals Wishaw and Hairmyres reported
statistically higher mortality rates than the mean across Scotland. The Scottish National Audit
Programme, the oversight Programme for the Scottish Trauma Audit Group, carries out
annual review of any statistical differences in hospitals across Scotland, and I attach the
reports from Wishaw and Hairmyres following the report in 2020. Further to that, Dr Jane
Burns, Executive Medical Director at NHS Lanarkshire, has provided the following update:
Prior to the Covid-19 pandemic, NHS Lanarkshire had a well-developed strategy for Trauma
& Orthopaedic Services that was in line with the development of the Major Trauma Network.
This strategy was due to see the development of a single site Trauma Unit for NHS
Lanarkshire in August 2020 and this was to be based at University Hospital Wishaw. The
Board took the decision in the early stages of the pandemic to bring forward that
development with immediate effect and that has allowed an increased resilience to the
inevitable challenges faced by all services in such challenging times. During this time and
despite these challenges, there has been an ongoing focus on quality improvement.
As noted, a large part of our concern has been surrounding the recognition of the growing
impact of frailty on outcomes of elderly patients identified as part of the trauma cohort. We
have therefore established a specific Frailty Group chaired by a senior medical manager as
part of the Trauma & Orthopaedic improvement work and are currently out to recruitment for
2 consultants in Medicine for the Elderly to support the care of the increased numbers of frail
elderly patients on the University Hospital Wishaw site. Throughout the pandemic we have
maintained a focus on the practice of realistic medicine with person centred, shared decision
making and (where appropriate) high quality end of life care - frailty assessment is a central
part of this. Frailty scoring has been introduced in all three of the Emergency Departments to
highlight these patients to the Medicine for the Elderly teams and also to be included in the
STAG analysis of probability of survival going forward.
Further examples of our QI / service development focussing on the frail elderly trauma patient
includes;

o A working group has been established to develop a pathway for patients with
conservatively managed cervical spine injuries to promote early mobilisation
o There has been an expansion of the rib fracture analgesia guideline to promote
newer regional anaesthetic techniques
As you can see, the teams in NHS Lanarkshire make a significant effort to ensure they
robustly review any statistical deviations in their outcomes, and quality improvement projects
that are undertaken as a result of these reviews, and we are content that these support the
needs of patients in Lanarkshire.
Prevention
The STN has carried out limited work so far on prevention due to a number of organisations
already involved in promoting injury prevention within Scotland. However, we have recently
presented to the Cross Party Working Group on Injury and Accident Prevention and have
started to support the work of the CPG through the provision of data and specialist expertise
through clinicians involved in the network.
Trauma Transfer – 45 minute window
Time to definitive care, rather than any care, has been shown to be one of the key
determinants of outcome following major trauma injury. When a person is injured in Scotland,
regardless of geographical location, we will endeavour to either transport the person to that
care or bring that care to them, as quickly as possible. The 45-minute target is really a stretch
goal to help ensure we meet this objective, which is used by many of the English ambulance
trusts but which originated from expert consensus opinion, rather than robust scientific
evidence.
In Scotland, we are acutely aware of the challenges presented by our geography and
population distribution when attempting to achieve a time based target designed for more
urban and concentrated trauma networks. Ensuring equity of access to world standard
trauma care for our remote and rural communities, as well as our urban centres, was at the
forefront of our minds when designing our pre-hospital model.
It might be helpful to use an example narrative of a 999 call involving a trauma patient in a
remote area of the Highlands and Islands to provide an update on what we are doing to
mitigate against longer transfer times for the 7% of the population unable to reach at TU or
MTC.
The call would come into one of our 3 regional call centres and would immediately be visible
to our Trauma Desk, a clinician with experience in provision of trauma care and in transport
logistics, would be able to listen to the call and intervene with additional questions with the
goal of determining what level of care the patient might require. In a remote region more than
45 minutes from a Trauma Unit, the desk would have the option of tasking local first
responders, BASICS Scotland and PICT (a doctor and advanced paramedic service based at
Raigmore hospital), local ambulance crews and potentially a helicopter to provide quicker
transport to definitive care or to deliver definitive care to the patient in the form of one of our
pre-hospital critical care teams. In some instances, it may be quicker to transport the patient
to a local emergency hospital, while organising a secondary transfer provided by one of our
ScotSTAR critical care retrieval teams. To expedite and increase the safety of transfers,
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we have established a Specialist Service Desk in our ambulance control centre that can
quickly conference referral, receiving and transport clinicians in a call and task an appropriate
team and transport platform, sometimes before the patient has reached their first hospital
destination.
The Scottish Trauma Network Pre-hospital, Transport and Retrieval Group, was established
to further develop our pre-hospital response to major trauma. Membership includes
representatives from Police Scotland, Scottish Fire and Rescue Service, HM Coastguard,
BASICS and Scottish Mountain Rescue. Working more closely with other emergency
agencies, sharing ideas, resources and facilitating opportunities for joint training and
governance, we are able to provide equity of access to a consistent standard of pre-hospital
trauma care across the whole of Scotland.
I hope that this evidence answers your questions, however if you have any further requests
for the network, please do not hesitate to contact us. Thank you for the opportunity to
present the excellent work of our colleagues around the country to the committee in January,
we look forward to any future presentations.
Yours sincerely
Martin McKechnie
Clinical Lead
Scottish Trauma Network
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2.

Introduction

AUDIT:
Hairmyres (UHH)

STAG – Data and comments below relate to University Hospital

PATIENTS IN AUDIT:

2017 – 161 (13 deaths)

2018 – 155 (6 deaths)
2019 – 164 (12 deaths)
OUTLIER:

Standardised mortality in trauma – 3-year average from 2017-2019.

PROCESS: Interrogation of eSTAG database, meetings with national STAG audit lead and
multi-disciplinary meetings within UHH involving all relevant specialties
involved in trauma care.

Figure 1: Outlier Funnel Plot – Standardised mortality in trauma 2017-19

Version: 2.0
14
Author: Stuart Baird, Hazel Dodds

Page: 3 of

3.

Method

DATA OBTAINED FROM : Data collected manually by specialist nurse who reviews all
admissions on Trakcare operating system to identify any potential trauma-related
admissions and inputs onto eSTAG database. From 2019 eligibility of patients reviewed by
STAG clinical lead. Process is overseen by regional STAG co-ordinators.
DATA ASSESSED: As per eSTAG database – primarily timings of various stages in care,
demographics, injuries sustained, ISS, treatment given, disposition and ultimately outcome.
Note the audit does not include any co-morbidities or frailty scoring of patients involved. The
audit also does not accommodate any “end of life care” decisions.
DATA REVIEW: Data is reviewed approximately monthly between specialist nurse and
STAG clinical lead at UHH to identify any patients requiring more detailed review – namely
major trauma, death in trauma and any failed KPI. These patients are reviewed in depth and
discussed at subsequent trauma multi-disciplinary meetings or trauma M+Ms allowing any
learning from the case to be disseminated.
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4.

Results

We would like to highlight that all individually reported KPIs relating to acute management
of trauma at UHH have shown improvement in 2019.
The proportion of patients receiving CT brain within 1 hour of ED arrival in significant head
injury at UHH has improved from 23% in 2018 to 38% in 2019 – above the national average
of 35% (appendix 1). This is the result of a large amount of work including a dedicated QI
day relating to the topic, introduction of a fast-track nurse-led triage tool to assist in
identifying those requiring urgent CT brain (HITT 10 – see appendix 2) and creation of a
radiographer justification pathway for CT brains in trauma. Clearly there is still room for
significant improvement.
The proportion of patients having a written CT brain report within 60 minutes of scan in
significant head trauma was 85% in 2019 – up from 71% and significantly above the national
average of 58%. Appendix 3 shows that we are a positive outlier (outwith 3 standard
deviations of the national mean) for this KPI.
The proportion of open long bone fractures at UHH receiving intravenous antibiotics within
3 hours of injury (appendix 4) sits at 100% - up from 67% the previous year and above the
national average of 65%. We are above 2 standard deviations of the national mean for this
KPI.
Additionally, although numbers are small, 100% of patients with severe haemorrhage in
trauma got tranexamic acid within 3 hours of injury.
Despite the progress with KPIs at UHH we note that this has not apparently led to any
significant benefit with regards to mortality in trauma.
We have reviewed our deaths in trauma in depth and conducted several multi-disciplinary
meetings to review such deaths over the preceding years in question. Detailed reviews have
subsequently been performed by relevant clinical or M+M leads for the specialty involved.
These have led to the identification of various learning points which have been disseminated
to the relevant specialties to optimise future care.
In addition, we have introduced a hospital trauma M+M meeting whereby cases can be
discussed in an open environment with input from all trauma-related specialties.
Our multi-disciplinary team reviews did reveal that many of the trauma-related deaths at
UHH in the 2017-19 period do appear to have been expected - even despite probability of
survival scoring suggesting a high chance of survival. Review of the data shows that trauma
patients at UHH are often elderly and frail with significant co-morbidities. We note a median
age for major trauma at UHH in 2019 of 68, nationally it is 56 (appendix 5).
We also note that for 2017-19 the age of patients at UHH contributing to the W-stat as a
whole was significantly higher than the national mean. We also note that with regards to
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death in trauma for the same time period, our mean age was significantly higher than the
national mean.
MDT meetings at UHH have raised the possibility that our mortality rate in trauma is, in part,
due to an elderly frail cohort of patients that often have multiple co-morbidities. Comorbidities are not included in the probability of survival calculation and this is more likely to
impact adversely on hospitals with a more elderly population.
At a meeting with STAG on 22nd April 2020 to discuss our concerns regarding the elderly
frail cohort of trauma patients and our W-stat, it was minuted that “there was a noticeable
difference in age at UHH suggesting an older population – this was tested and shown to be
statistically significant (p<0.01)”. This has led to the introduction nationally of a new age
bracket of 75-84 in an attempt to minimise the impact of age on mortality.
Review of the STAG database also revealed that our neurosurgical acceptance rate appears
somewhat lower than the national average – 9% and 25% in 2018 and 2019 respectively
compared to national figures of 38% and 35% (appendix 6). We suspected this may be
secondary to an elderly frail cohort of patients – unfit for neurosurgical intervention. We
asked our regional neurosurgical centre to review our neurosurgical referrals in trauma for
2018-19 that were declined for transfer. This amounted to 42 patients of which 9 died at
UHH – 43.5% of our total trauma deaths for this period. They concluded that transfer would
not have been appropriate in any and death would have been unavoidable in all.
This would support our feeling that a proportion of our deaths are elderly and frail with little
chance of survival. An established realistic medicine culture exists at UHH whereby frail and
elderly patients with little chance of survival are managed holistically with emphasis on
avoiding unnecessary and futile treatments.
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5.

Current Improvement work and performance against Scottish Standards

We continue to review all KPI failures, major trauma patients and deaths and discuss at various multidisciplinary meetings to ascertain if any learning points can be disseminated to the multi-disciplinary team
involved in care of trauma patients.
In spring 2020, acute orthopaedic surgery left UHH to centralise at University Hospital Wishaw (UHW).
Review of eSTAG reveals 38.7% of trauma deaths with a probability of survival >0.5 in the period 2017-19
were admitted under orthopaedic surgery.
With the implementation of the West of Scotland Trauma Network in spring 2021, the majority of our trauma
will bypass UHH to the local trauma unit at UHW or the regional major trauma centre at QEUH. As such the
number of trauma patients at UHH will substantially reduce in the future.
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6.

Conclusion

Despite having improved all our KPIs relating to acute trauma care, the standardised
mortality at UHH suggests an excess of deaths in trauma.
When analysed in depth, many of these deaths appear elderly and frail with multiple comorbidities. We suspect our elderly demographic and the lack of inclusion of co-morbidities
and frailty may, in part, be responsible.
We continue to attempt to optimise trauma care by reviewing in depth all KPI failures, major
trauma patients and deaths with our trauma MDT.

This section will be expanded and re-submitted in December 2020 after the Acute Clinical
Governance and Risk Management meeting on 11th Dec to reflect the NHS Board’s agreed action
plan.
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2.

Introduction

University Hospital Wishaw (UHW) was identified as an outlier by the Scottish Trauma Audit Group (STAG)
and found to be greater than three standard deviations below the Scottish average for trauma mortality
between 2017 - 2019 inclusive.
During this three year period, 506 adult patients and 13 paediatric patients from UHW were included in the
STAG audit. There were 45 deaths included in the audit for this time frame. The difference between
expected survivors according to the PS-12 (490.52) and the actual survivors (474) gave an adjusted
difference (W statistic) of -3.2 which positioned UHW outside 3 standard deviations for Scottish trauma
mortality (see Figure 1).
Survival rates STAG hospitals (2017-2019). Including all deaths and all ages.
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Figure 1: Outlier Funnel Plot
The process used to investigate this date was a high level, multidisciplinary mortality review process of all
deaths with a probability of survival > 31% and a review of all DATIX’s and Significant Adverse Event Reports
pertaining to all the trauma deaths (45) from 2017 - 2019.
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3.

Method

The process used to investigate this date was a high level, multidisciplinary mortality review process of all
deaths during the time period using a tool adapted from the Royal College of Surgeons which focused on
human factor, system factor and patient factor issues. Every death that had a probability of survival > 31%
was reviewed by a consultant and a senior nurse from a relevant specialty (Emergency Medicine, General
Surgery, Orthopaedics, Care of the Elderly or Intensive Care). In total, 37 deaths were analysed.
The data was obtained from STAG (Public Health Scotland) which allowed for the review of the patient’s
clinical care within UHW. The notes were reviewed by two independent reviewers to identify the following
adverse events:
















Patient safety / harm issue
Poor documentation
Unanticipated complication in procedure
Delay in diagnosis
Delay in clinical review or treatment
Delay in intervention or procedure
Delay in transfer
Hospital acquired infection
Communication issue
Drug error
Failure to recognise the deteriorating patient
Failure to escalate care
Training issue
Resource issue
Other

The Quality Directorate (NHS Lanarkshire) provided a summary of all DATIX’s and SAER’s relating to this
group of patients. The statistical analysis was performed using Microsoft Excel. All case notes from UHW
were available for review, however, for those patients transferred out to tertiary centres who later died,
the case notes for the secondary admission site were often not available and therefore details around the
death were not available. However, the purpose of this review was to focus on the quality of trauma care at
UHW.
It was noted on reviewing the trauma deaths during this time period that they represented a particularly
frail group of patients. Increased frailty is associated with increased mortality between low and high frailty
groups (18.7% vs 26.4%) at discharge and at one year (26.2% and 51%) respectively 1. Increasing frailty is
also associated with an increased risk of serious complication such as infection, progressive renal failure
and discharge to a destination other than home. Therefore, every patient aged 65 or over was frailty scored
using the Rockwood Clinical Frailty Score and statistical analysis performed to examine the relationship
between excess trauma deaths and frailty. The Clinical Frailty Score was based on a retrospective review of
the notes, taking into account descriptions of the patients’ functional status, physiotherapy and
occupational health assessments and co-morbidities.

Version: 2.0
Author: Stuart Baird, Hazel Dodds

Page: 4 of 11

4.

Results

Mortality Review
During the audit period, 506 adult patients and 13 paediatric patients from UHW were included in the STAG
audit. There were 45 deaths included in the audit for this time frame. 24.3% (123) adult patients were
classified as major trauma (ISS > 15) and 61.1% (309) as moderate trauma (ISS 9 - 15). The remainder were
classified as minor trauma. The median age ranged between 57 and 60.5 from 2017 to 2019.
The case note review of all 37 trauma deaths with a probability of survival > 31% identified 40 adverse
events. Those with a probability of survival ≤ 30% were not reviewed on this occasion. The classification of
these adverse events is demonstrated in Figure 2. It should be noted that these adverse events do not
necessarily have a direct correlation with patient mortality and in many cases were felt by the senior
reviewer not to have contributed to the death.

Figure 2. Summary of adverse events by category
The three most common adverse events identified were:
 hospital acquired infection (8/40)
 delay in clinical review or treatment (7/40)
 failure to recognise the deteriorating patient (4/40)
 Poor documentation (4/40) (see Figure 2).
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The reviewers were asked to provide a qualitative summary of learning points that would prevent the
adverse events occurring again. However, there were a number of common themes identified that can
provide areas of development to improve the quality of care for trauma patients at UHW:






Failure to recognise delirium in the elderly trauma patient
Frailty in the < 65 category (four isolated neck of femur fractures included in the STAG audit during
this time period)
No process for routine Care of the Elderly involvement of frail elderly trauma patients if the injury
was head trauma or chest trauma (as opposed to frail elderly patients with orthopaedic trauma)
Delay in sourcing and applying Miami J collars for stable cervical spine fractures that are not
suitable for surgical fixation with a subsequent delay to mobilisation
Poor documentation of communication with relatives

As the data spans three years from 2017, there have been a number of quality improvement projects
during that time that would now prevent similar adverse events occurring:


Missing case notes
- Review period includes the time when there was a migration to electronic case note storage.
The process for uploading and categorizing clinical notes is now robust and well established.



No availability of Level 1 orthopaedic beds for patients who are not for escalation to HDU / ICU
- A dedicated orthopaedic 4 bedded level 1 facility is being developed as part of the Phase 1a
Trauma & Orthopaedics reconfiguration which should open early 2021.



Delay to ICU review (and consequently emergency anaesthesia) in head injured patients
(particularly when presenting with intoxication as a confounder)
- In Nov 2017, a system for trauma team activation via 2222 based on criteria given in the SAS
pre-alert (mechanism, anatomical injuries, physiological parameters and special circumstances)
was introduced meaning these patients are now received by a multispecialty trauma team with
a subsequent reduction in delay to critical care interventions and improved team working.



Care of the Elderly review of frail elderly patients with cervical spine injuries
- There is now a robust system to ensure all elderly patients with fragility fractures are reviewed
by a member of the Acute Care of the Elderly (ACE) team within 48 hours of admission who
contribute to the Comprehensive Geriatric Assessment (CGA) and liaise with a consultant
orthogeriatrician.

It is worth noting that there were frequent comments in the mortality reviews relating to good practice. In
particular, around ceiling of care and end of life decision making, communication with relatives and
involvement of palliative care where appropriate.

DATIX Review
There were 5 DATIX’s completed during the admission of the trauma patients who died. Three were
medication errors classified as a Category 3 and therefore closed after review. One was for an intoxicated
patient who fell in ED who had previously been mobilising independently and who was left unattended for
under a minute. The final DATIX was regarding the availability of out of hours interventional radiology with
NHS Lanarkshire which is currently on the acute risk register.
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Impact of Frailty on Trauma Mortality
There were 30 deaths in the > 65 age group who were all frailty scored. The distribution of these frailty
scores can be seen in Figure 3. The Rockwood Clinical Frailty score is only validated in the > 65 age group.

Frailty Score in Deaths > 65 years old
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Figure 3. Number of trauma deaths > 65 years by Rockwood Clinical Frailty Score
The > 65 age group accounted for 36% of the patients entered into the STAG audit dataset from UHW.
However, the > 65 age group accounted for a disproportionate amount of deaths (66.7%) and of
‘unexpected’ trauma deaths (69%) (death of a patient who had a probability of survival > 0.5).
Advancing age would therefore appear to be a predictor of both death and unexpected death related to
trauma. It was considered that frailty could be a contributing factor and so a potential relationship between
the Rockwood Clinical Frailty score, excess trauma deaths (calculated from the sum of Ps scores) and
unexpected deaths (death in patients with Ps > 0.5) was investigated.
Within the 30 deaths in the > 65 age group, Rockwood Clinical Frailty scores ranged from 2-7. Increasing
frailty was strongly correlated with an increasing proportion excess deaths (coefficient of correlation =
0.80) and the proportion of unexpected deaths (coefficient of correlation = 0.82) as illustrated in Figure 4.
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Proportion of deaths in over-65 age group
by Frailty Score
Proportion of Deaths
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Figure 4. Mortality by frailty score in > 65
Within the > 65 age sub-group, there was a total of 30 deaths from an expected 20 (sum of Ps values),
demonstrating 10 excess deaths. Of those 30 deaths, 23 patients (4.4% of all the patients included in the
UHW STAG audit dataset) were deemed to be non-survivors either at the time of their presentation to the
hospital or following further assessment during their hospital admission. A clinical example would be an
elderly patient with a head injury where the neurosurgical opinion is that the patient is not for
neurosurgical intervention due to futility or a patient with chest wall injuries who is deemed not to be an
intensive care candidate due to frailty / co-morbidities. This was based on clinical judgement of their comorbidities, functional status and injury type as a complete assessment. These patients’ primary
management strategy was that of end of life care (EOL) - with appropriate DNACPR orders and Hospital
Anticipatory Care Planning (HACP) implemented.
Based on the raw data, UHW demonstrated 17 excess deaths (474 survivors from 491 expected) in a total
of 519 patients (W-score: -3.2). When 22 of the 23 EOL patients (one patient did not have a valid CHI
number for indexing) are excluded from the calculation of the W-score, UHW demonstrated 3 excess
deaths (473 survivors from 476 expected) in a total of 497 patients (W-score: -0.57). When this adjustment
is made, UHW ceases to be outwith 2SD from the national mean (Figure 5). It should be noted that these
patients (< 5% of the total dataset) were removed from both the numerator and the denominator.
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Survival rates STAG hospitals (2017-2019). Including all deaths and all ages.
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Figure 5. Revised w statistic following exclusion of end of life trauma patients

5.

Current Improvement work and performance against Scottish Standards

The mortality review and frailty assessment has revealed an absolute need to focus quality improvement at
UHW on elderly trauma patients and frailty. There is compelling evidence that Comprehensive Geriatric
Assessments (CGA) as a surrogate for Care of the Elderly (COTE) involvement is the most effective way to
improve outcomes for older people with frailty 2. It is our intention to use these data to support a business
case to increase resource within the COTE team to allow all elderly trauma patients (in particular those with
head and chest injuries that are managed conservatively) to receive a Comprehensive Geriatric Assessment
(CGA) within 72 hours of admission which is in line with the standard set by the British Orthopaedic
Association and a timely care of the elderly physician review where necessary 3. This guidance should be
applied to any patient suffering a fragility fracture (which is already done at UHW) but also to patients with
a CFS of 5 or more suffering major trauma (which includes the head injury and chest trauma patients). In
order to facilitate this, we need to ensure all trauma patients over the age of 65 are frailty scored in the
Emergency Department to allow early referral to the ACE team. This could be recorded on TrakCare and act
as a red flag to the Care of the Elderly team.
It is also our intention to develop a pathway for frail elderly trauma patients that promotes frailty scoring, a
focus on early mobilisation and ensuring these patients are assessed regularly for delirium using a validated
tool (such as 4AT). In particular, we are keen to develop a guideline for the conservative management of
cervical spine fractures in elderly patients to ensure standardised practice which could involve training of
EM clinicians in the application of Miami J collars to prevent prolonged immobilisation in blocks and hard
collars awaiting orthotic review when patients present out of hours and a focus early mobilisation after
spinal review and clearance to prevent aspiration and hypostatic pneumonia. The introduction of the Level
1 Orthopaedic facility will allow consideration of newer analgesic techniques for chest wall injuries such as
erector spinae catheters and avoidance of the complications of opioid techniques for patients deemed not
to be candidates for Level 2 / 3 care.
Furthermore, we shall continue our ongoing focus on improving our compliance with the STAG KPI’s
through regular audit, use of the trauma resuscitation chart in ED, activation of the trauma team to ensure
early involvement and a shared mental model between specialties and regular simulation training and
educational events.
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The statistical analysis of frailty mortality where those patients who were placed on end of life care
pathways were removed from the raw data meaning our revised w-statistic of -0.65 no longer placed UHW
greater than 3 standard deviation from the mean for trauma deaths in Scotland. It is important to consider
that regardless of probability of survival calculations, those patients placed on EOL care pathways were
deemed by senior decision makers to be non-survivors due to the severity / nature of their injuries, comorbidities, pre-existing functional status or patient wishes. For that reason, they were then excluded from
receiving treatment for their injury (commonly neurosurgical transfer and intervention) and by being
excluded from receiving treatment for their injuries, cannot be expected to have a good trauma outcome
compared to patients who are actively managed as trauma patients. This clinical decision making around
frail elderly patients who suffer major trauma represents an appropriate application of realistic medicine
and the mortality reviews did not identify any patients who were inappropriately managed as end of life
care.

6.

Conclusion

In conclusion, it is our intention to focus quality improvement effort on the care of the frail elderly trauma
patient and have a number of action plans as detailed above. It is our hope that frailty scoring could be
included in the analysis of STAG data given the evidenced relationship between increasing frailty and
mortality to allow a nationwide focus on this high-risk group of patients.

7.
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