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I 

SUMMARY 

Requirements for institutions operating designated acute care 

facilities in the Québec trauma network  

Context 

The Québec trauma network consists of some sixty designated acute care facilities that 

are organized according to a five-level hierarchy (tertiary – adult or pediatric; regional 

secondary; secondary; primary; and stabilization centre) based on the specialization of 

the services offered and the available resources. To operate a designated trauma facility, 

an institution must meet a series of requirements or standards specific to its particular 

level of designation. 

The most recent revision of the requirements underlying the designation of the Québec 

network of health care facilities dates from 2001. Following the publication of updates of 

trauma requirements by a number of organizations around the world, the Institut national 

d’excellence en santé et en services sociaux (INESSS) undertook a process to revise 

such standards, beginning in 2012. With the enforcement of the Act to modify the 

organization and governance of the health and social services network, in particular by 

abolishing the regional agencies, the reorganization of the Québec health care network 

made it necessary to revise the process used to assess the compliance of institutions 

operating designated facilities with the requirements. The present document aims to 

present the set of requirements retained following the revision and their status (essential, 

optional, or not required) for each level of trauma designation, as well as the scientific 

basis of each requirement. 

Methodology 

INESSS first reviewed the scientific literature from accreditation and audit agencies 

recognized in traumatology, and subsequently conducted a consultation with Québec 

experts in order to select the requirements deemed necessary for the designation of 

acute care facilities. Finally, the model of reporting used in the assessment of compliance 

with the requirements was revisited, with the objective of simplifying the process and 

establishing a more objective method to document expected compliance. 

Results 

The framework consisting of the 247 retained requirements is now organized according 

to six themes:  

1. Institutional engagement and facility consultation structure;

2. Inter-institutional transfer agreements;

3. Availability and training of human resources in trauma care;

4. Health care facility trauma data;

5. Technical platforms, procedures and algorithms;

6. Prevention, teaching, research and network support activities.
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To facilitate monitoring of the implementation and observance of requirements by each 

institution operating one or several designated trauma facilities, INESSS developed 

reporting tools, called templates. A specific template is available for each theme, for a 

total of six to be gradually implemented throughout the trauma network. With these 

templates, each institution and its designated facilities will be able to monitor the 

requirements associated with their levels of designation, supporting the goal of 

continuous quality improvement. 
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ABBREVIATIONS AND ACRONYMS 

ACLS Advanced Cardiovascular Life Support 

ACS American College of Surgeons 

APLS Advanced Pediatric Life Support 

ATLS Advanced Trauma Life Support 

BTF Brain Trauma Foundation 

CHU Centre hospitalier universitaire 

CHUM Centre hospitalier de l’Université de Montréal 

CISSS Centre intégré de santé et de services sociaux 

CIUSSS Centre intégré universitaire de santé et de services sociaux 

CMQ Collège des médecins du Québec 

CT Computed tomography 

DSP Director of professional services (Directeur des services professionnels) 

EAST Eastern Association for the Surgery of Trauma 

EMS Emergency medical services (pre-hospital) 

GCS Glasgow Coma Scale  

HRSA U.S. Health Resources & Services Administration 

INESSS Institut national d’excellence en santé et en services sociaux 

ISS Injury Severity Score 

MRI Magnetic resonance imaging 

MSSS Ministère de la Santé et des Services sociaux 

NHS National Health Service 

ONF Ontario Neurotrauma Foundation 

PALS Pediatric Advanced Life Support 

RACS Royal Australasian College of Surgeons 

SCI Spinal cord injury 

SIRTQ Système d’information du Registre des traumatismes du Québec 

TAC Trauma Association of Canada 

TBI Traumatic brain injury 

TNCC Trauma Nursing Core Course 
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INTRODUCTION 

Established more than twenty years ago, the Québec trauma network is an example of a 

well-structured and effective system providing high-quality health care and services to 

trauma victims [Truchon et al., 2017; WHO, 2010; Vérificateur général du Québec, 2005]. 

Continuous quality improvement is a core element of the network; this is achieved thanks 

to the engagement of the facilities specifically designated to offer such services and to 

the mobilization and joint efforts of all players concerned.   

Facilities providing acute trauma care are designated and organized by the Ministère de 

la Santé et des Services sociaux (MSSS) into a five-level hierarchy: tertiary (adult or 

pediatric); regional secondary; secondary; primary; and stabilization centre. To operate 

one or more designated trauma facilities, an institution must meet a series of 

requirements, or standardsa, specific to its particular level of designation. In this context, 

the Institut national d’excellence en santé et en services sociaux (INESSS) is responsible 

for establishing these requirements, based on the scientific evidence and examples from 

organizations recognized for quality standards development; assessing the level of 

compliance with said requirements; and assuring monitoring of the quality of services 

with institutions and their facilities in the network. Monitoring is performed through regular 

assessment cycles, established since initial implementation of the network.  

With the completion of the first two assessment cycles, MSSS was able to designate 

trauma acute care facilities and confirm the appropriateness of their designation. The 

third assessment cycle, conducted between 2000 and 2004, focused on updating the 

requirements based on evidence validated by experts [INESSS, 2012a]. In 2012, 

INESSS undertook revision of the requirements underlying the process of designating 

acute care facilities. This included reviewing scientific literature from major trauma care 

organizations and consulting trauma experts in Québec [INESSS, 2015a]. On completion 

of such work, modifications were made to 1) the tools used to list the requirements; and 

2) the reporting tools, to simplify the trauma facility evaluation process. These changes 

have raised the level of objectivity of the method used for documenting the expected 

level of compliance with each requirement.  

The present document is the logical conclusion to the work related to developing and 

improving the quality of the trauma network [INESSS, 2015a; INESSS, 2015b]. It 

presents all the revised requirements applicable to institutions operating designated 

trauma acute care facilities according to their respective levels of designation, the 

ultimate objective being to foster optimal and quality care for trauma patients.  

 

 

_______________________ 

a  The terms “requirements” and “standards” will be used interchangeably into the document.  
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CONTEXT 

Designation of acute care facilities in the Québec trauma network 

The Québec trauma network originally emerged from the expressed desire of acute care 

service facilities to be part of such a structure. In 1991, facilities interested in providing 

trauma care submitted their applications and specified their desired levels of designation. 

After reviewing these applications, 97 facilities were selected. These facilities were 

subjected to regular assessment cycles, and all requirements underlying the trauma 

designation process were refined [INESSS, 2012a]. The fifth and last assessment cycle 

(2013-2016) was conducted in 59 facilities. These did not include the Centre hospitalier 

de l’Université de Montréal (CHUM), which is designated to offer specific highly 

specialized care only, i.e., to victims of trauma amputation or needing emergency 

microsurgical revascularization, and to victims of major burn injury.  

To monitor the performance of facilities in the network and to ultimately ensure provision 

of quality trauma care and services, the Donabedian model was applied to the Québec 

trauma network [Moore et al., 2015; Donabedian, 2005 (reprint,1966 article)]. According 

to this model, the presence of structural (organizational) elements needed for the network 

to perform well has an impact on care processes and, ultimately, on health outcomes that 

are usually expected, such as decreased mortality, fewer complications and shorter 

hospital stays (Figure 1). 

 

Figure 1  Evaluation model used for facilities in the Québec trauma network based 
on the Donabedian model  
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Key structural elements for the delivery of quality hospital care and services in 

traumatology – also known as quality requirements or standards – have been proposed 

by a number of internationally-recognized organizations [RACS, 2016; ACSCOT, 2014; 

TAC, 2011; NHS Clinical Advisory Group on Trauma, 2010]. In the United States, the 

American College of Surgeons (ACS) has provided leadership for many years in 

identifying the expected requirements for health centres within an integrated trauma 

network [ACSCOT, 2014]. These requirements specify the resources – physical, 

material, human and informational – necessary for delivering care to trauma victims. 

They also specify the conditions for their integration, and clarify liaison and coordination 

arrangements in order to ultimately ensure access to and continuity of care throughout 

the patient trajectory, responding to the needs of trauma victims according to best 

practices and in a timely manner. In Québec, the process of designating trauma acute 

care facilities and the retained requirements are strongly influenced by the ACS 

[INESSS, 2015b] and are specified for each level of designation (tertiary; tertiary 

pediatric; regional secondary; secondary; primary; and stabilization centre). 

Because the requirements underlying the designation of trauma acute care facilities were 

last reviewed in 2001, INESSS undertook a revision process in 2012 on the basis of 

updates to such requirements published by a number of organizations from around the 

world. A committee of experts reviewed the requirements and tailored them to the 

Québec trauma network according to the selected evidence and recommendations from 

various organizations [INESSS, 2015a].  

Process of evaluating compliance with requirements 

Historically, evaluation of compliance with requirements was intended to be conducted 

every three years; this included the provision of extensive documentation by the facilities 

concerned, and was validated in the form of an audit by a group of experts. Audits 

conducted in person have been gradually transformed into a more linear assessment 

process whereby documentation is collected and submitted on an ongoing basis to the 

Web platform of the Québec trauma network.   

With the implementation of the Act to modify the organization and governance of the 

health and social services network, in particular by abolishing the regional agencies, the 

reorganization of the health care network gave rise to a reflection on the procedures for 

monitoring designated trauma facilities. Indeed, this reorganization resulted in changes 

that were so significant that revision of the process used to evaluate compliance of 

institutions designated in traumatology was essential. The process of designating trauma 

acute care facilities was maintained, but the CISSS (centres intégrés de santé et de 

services sociaux), the CIUSSS (centres intégrés universitaires de santé et de services 

sociaux) and unamalgamated institutions are now responsible for the reporting that is 

expected from the facilities under their governance.  

An updated version of the evaluation and monitoring process is hereby proposed by 

INESSS – and approved by MSSS – to simplify the process and render assessment of 

compliance with requirements more objective. The simplified process rests on a more 
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objective specification of standards without the need to submit or describe the whole set 

of required procedures. Quality and performance indicator results are measured on a 

more regular basis. This revised method is intended to ensure the continuing viability of 

evaluation activities while fostering greater empowerment of institutions and their 

designated facilities.   
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OBJECTIVE 

This document aims to present the set of requirements retained after the revision process 

initiated in 2012 [INESSS, 2015a] and applicable to institutions operating designated 

trauma acute care facilities. More specifically, it presents: 

• the retained requirements and their status (essential, optional or not required) 

according to the level of trauma designation (tertiary; tertiary pediatric; regional 

secondary; primary; stabilization center); 

• the scientific evidence from the literature and expert consensus that supports 

each requirement.    

This document is intended for: 

• decision-makers and managers responsible for the care and services offered to 

trauma victims; 

• clinicians and professionals who practice as members of interdisciplinary teams in 

designated trauma acute care facilities. 

This document does not describe trauma requirements at the regional level, nor those 

that apply to centres of expertise or consortia of institutions.   
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METHODOLOGY 

The revision of requirements related to the designation of trauma acute care facilities and 

of reporting procedures was conducted in two major phases. A comprehensive review of 

the requirements that had been in effect in Québec since 2001 was initiated by INESSS 

in 2012. This process, which proceeded in several stages, is explained briefly below; the 

complete methodology used is explained in detail in a separate publication [INESSS, 

2015a]. 

After publication of the above work in 2015, the reporting procedures underlying the 

chosen requirements were reviewed, in order to adapt to organizational changes taking 

place in the health care and social services network with the implementation of the Act to 

modify the organization and governance of the health and social services network, in 

particular by abolishing the regional agencies.  

Revision process, 2012-2015 

Review of scientific literature and preliminary selection  

INESSS began with an inventory of recognized accreditation or audit organizations in 

traumatology. Thirteen (13) sources were consulted: 

Principal organizations 

• American College of Surgeons (ACS) 

• Brain Trauma Foundation (BTF) 

• Eastern Association for the Surgery of Trauma (EAST)  

• National Health Service (NHS)  

• Royal Australasian College of Surgeons (RACS) 

• Trauma Association of Canada (TAC) 

Other organizations 

• Accreditation Canada 

• Collège des médecins du Québec (CMQ)  

• Groupe-conseil en traumatologie (Québec) 

• Héma-Québec and Transplant Québec 

• Institut national d’excellence en santé et en services sociaux (INESSS) 

• Ontario Neurotrauma Foundation (ONF)  

• U.S. Health Resources & Services Administration (HRSA) 
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From the 13 organizations above, a total of 171 documents containing 3,176 

recommendations or requirements were identified. Several stages of systematic analysis 

were conducted to keep only those recommendations that were both pertinent and 

adaptable to the Québec context, as well as the recommendations that were in line with 

the classification of requirements in use in Québec since 2001. As a result, the number of 

recommendations were reduced and were then grouped into themes; in the end, 

293 recommendations were submitted to the committee of experts for consultation (see 

Figure 2). 

External consultation 

For the consultation process, 35 Québec trauma experts in various fields (research, 

general practice, emergency medicine, pre-hospital services, neurosurgery, 

anaesthesiology, orthopedics, physiatry, coordination and management, radiology, 

general surgery, surgery and intensive care, and pediatric surgery) were asked to assign 

an appreciation rating from 1 to 10 to each recommendation and to make suggestions if 

they so desired.  

At the end of this process, 247 recommendations were transformed into 

requirements that were classified according to the following 10 themes: institutional 

engagement; local trauma committee; internal organization of the trauma program; 

emergency care; operating and recovery rooms; intensive care; trauma unit; 

multidisciplinary team; medical imaging; and laboratory/blood bank.  

  



 

8 
 

Figure 2 Summary of the requirement production process – revision, 2012-2015  

 
 
 
 
 
 

 
 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 

Source: Diagram adapted from INESSS, 2015a. 
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Updating, 2016-2017 

As a first step, INESSS ensured that the 2015 version of the requirements was consistent 

with evidence published since then, and updated the references where pertinent. The 

principal organizations identified for the 2012-2015 revision process were consulted 

again to obtain any updated publications. Only two of these had published new relevant 

requirements since the 2012-2015 revision: 

• the American College of Surgeons [ACSCOT, 2014]; 

• the Royal Australasian College of Surgeons [RACS, 2016]. 

The reference material published by the Trauma Association of Canada [TAC, 2011], the 

Brain Trauma Foundation [BTF, 2007], and the National Health Service [NHS Clinical 

Advisory Group on Trauma, 2010] had not been updated, nor had the series of 

recommendations regarding clinical procedures published by the Eastern Association for 

the Surgery of Trauma (EAST).  

The requirements retained for designating trauma facilities were adapted to the Québec 

context and the new system configuration, but the basic essence and logic of the 

reference organizations were maintained. 

The model used to structure the set of requirements and the reporting procedures 

framework were revisited in 2017. The following two types of changes were made:  

1. the classification of the requirements was changed to six rather than the initial 10 

main themes1; 

2. requirement compliance is now assessed through documentation and 

confirmation of the presence of the different elements required (including 

identification of key individuals, existence of agreements, statement of staff 

allocation and availability, and existence of mechanisms, protocols or procedures 

required on a department-by-department basis). To simplify and facilitate the 

process, facilities no longer have to provide written details of the various required 

elements (such as clinical protocols), although this information must be kept and 

furnished upon request.   

 

 
1 The numbering of the requirements therefore differs from that used in the 2015 report [INESSS, 

2015a]. 



 

10 
 

REQUIREMENTS AND REPORTING PROCEDURES 

Designation of facilities and associated requirements 

Following the requirements revision process conducted from 2012 to 2015, the experts 

consulted endorsed the criteria that had been applied since the early days of the Québec 

trauma network to differentiate the levels of designation of adult and pediatric acute care 

facilities. These 35 criteria are listed in Appendix A. 

The framework organizing the requirements and the methods for monitoring the 

compliance of institutions operating designated trauma facilities with those requirements 

was simplified and is now structured according to six themes:   

1. Institutional engagement and facility consultation structure;  

2. Inter-institutional transfer agreements; 

3. Availability and training of human resources in trauma care; 

4. Health care facility trauma data; 

5. Technical platforms, procedures and algorithms; 

6. Prevention, teaching, research and network support activities. 

The 247 retained requirements are grouped under the above themes; they are presented 

in detail in the following six sections of the current document along with the scientific 

references supporting their inclusion.   

Appendix B presents a summary table listing the 247 requirements retained. The 

requirements are classified according to whether they are considered essential, 

optional or not required for each level of trauma designation. 

Reporting procedures 

To monitor the implementation and respect of requirements by each institution operating 

one or several designated trauma facilities, INESSS developed reporting tools, known as 

templates. A specific template is available for each of the six themes. With these 

templates, each institution and its designated facilities are now able to monitor the 

requirements for their respective levels of designation, for the sake of continuous quality 

improvement. 

The templates include icons illustrating the status of each requirement (essential, 

optional, not required) according to the level of designation, to facilitate their distinction 

(Figure 3).  
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Figure 3 Illustration of requirement status according to level of designation in 
traumatology 

 

Each designated facility within the Québec trauma network must complete the six 

templates, which are then posted on the facility’s Web page provided for that purpose on 

the platform dedicated to the network. Compliance is rated by INESSSS and MSSS.  
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SECTION 1  

INSTITUTIONAL ENGAGEMENT AND FACILITY 

CONSULTATION STRUCTURE 

 Engagement of the board of directors and executive 

management 

The institution, on behalf of its facilities with a designation in traumatology, must display 

commitment to the mission of ensuring accessibility, continuity, efficiency and quality of 

services provided to trauma victims in the Québec trauma network.  

The engagement of the board of directors and executive management of the institutions 

is a statement of intention to be actively involved in carrying out the traumatology 

mandate and to respect the associated roles and responsibilities, in order to provide 

quality care and services according to expected requirements (e.g.: with respect to 

delays in care delivery, allocation of resources, etc.) and established corridors of service. 

The board of directors and executive management therefore commit to supporting their 

designated trauma facilities in a manner which respects the requirements inherent to the 

mandate of their particular designation.  

Requirements 1.1.1 and 1.1.2 

The board of directors and executive management of the institution are actively engaged 
in carrying out the trauma mandate of the designated facilities under their governance, and 
in supporting these in a manner which respects the requirements inherent to the mandate 
of their trauma designations.   

References: ACS, 2014 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

A resolution adopted by the board of directors confirms this commitment and must be renewed 
every 5 years.    

 Engagement of the department of professional services  

The department of professional services of the institution, through its director, actively 

contributes to improving the care and services provided to trauma victims, in accordance 

with the established trauma corridors of service.   

The director of professional services (directeur des services professionnels, DSP) 

ensures implementation of the elements listed in this sub-section in each of its 

designated trauma facilities according to their levels of designation. 



 

13 

Requirement 1.2.1 

The department of professional services participates in carrying out the trauma mandate 
and engages in supporting trauma facilities in a manner which respects the requirements 
inherent to the mandate of their trauma designations.  

References: ACS, 2014 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

This commitment must be renewed every 5 years. 

 

Requirement 1.2.2 

The facility, through its DSP, designates a physician as an emergency department head 
who, in that capacity, engages in respecting the requirements inherent to the mandate of 
the trauma designation. 

References: ACS, 2014 / RACS, 2016 / TAC, 2011 / Consensus of experts (INESSS, 2015a).  

 

Requirements 1.2.3 and 1.2.4 

The trauma facility, through its DSP, establishes a structure responsible for coordinating 
the medical and administrative affairs of the operating and recovery rooms by appointing 
a medical coordinator and an administrative coordinator. The two coordinators engage in 
respecting the requirements inherent to the mandate of the trauma designation.   

References: ACS, 2014 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The processes of appointing a medical coordinator and the sharing of responsibilities with the 
administrative coordinator of the operating room are documented at the facility. 

The primary role of those in charge of an operating room consists of managing operation priorities 
through leadership in addressing potential conflicts and ensuring access for victims of severe 
trauma according to the traumatology requirements.   

 

Requirement 1.2.5 and 1.2.6 

The facility, through its DSP, establishes a structure responsible for coordinating the 
medical and administrative affairs of the intensive care unit by appointing a medical 
coordinator and an administrative coordinator. The two coordinators engage in respecting 
the requirements inherent to the mandate of the trauma designation2. 

References: ACS, 2014 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The processes of appointing a medical coordinator and the sharing of responsibilities with the 
administrative coordinator of the intensive care unit are documented at the facility. 

The development and revision of policies and procedures for resuscitating victims of severe 
trauma fall under the joint responsibility of the medical coordinator and the administrative 
coordinator of the intensive care unit.  

 

 
2 Examples of other standards are available in College of Intensive Care Medicine of Australia and New 

Zealand (CICM), 2011. 
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Requirements 1.2.7 and 1.2.8 

The facility, through its DSP, establishes a structure responsible for coordinating the 
medical and administrative affairs of the trauma unit by appointing a medical coordinator 
and an administrative coordinator. The two coordinators engage in respecting the 
requirements inherent to the mandate of the trauma designation.  

References: ACS, 2014 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The processes of appointing a medical coordinator and the sharing of responsibilities with the 
administrative coordinator of the trauma unit are documented at the facility. 

Medical monitoring of patients admitted to specialized care units is the responsibility of the 
physician in charge of the unit in question; 24/7 medical coverage must be provided.  

For non-specialized care units, medical monitoring is assured by the general surgeon for the first 
24 hours. Subsequently, this responsibility is transferred to the most appropriate medical 
specialty, if necessary, without the right of refusal. 

Engagement of surgery and medical trauma care specialties  

The DSP ensures the commitment and contribution of surgery and other medical 

specialties to collaboration on carrying out the facility’s traumatology mandate. This 

commitment must be renewed every 5 years.   

Requirements 1.2.9 to 1.2.21 

The DSP, on behalf of all surgery specialties concerned, engages in respecting the 
requirements inherent to the mandate of the trauma designation. The heads of each 
specialty care department concerned are fully aware of their responsibilities in this regard.   

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The surgery specialties concerned are as follows:  

1.2.9 

1.2.10 

1.2.11 

1.2.12 

1.2.13 

1.2.14 

1.2.15 

1.2.16 

1.2.17 

1.2.18 

1.2.19 

1.2.20 

1.2.21 

General surgery 

Pediatric surgery  

Cardiac surgery 

Maxillo-facial surgery 

Gynaecological and obstetric surgery  

Ophthalmic surgery 

Orthopaedic surgery 

Plastic surgery 

Thoracic surgery 

Urological surgery 

Vascular surgery 

Neurosurgery  

Oto-rhino-laryngological (ORL) surgery 
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Requirements 1.2.22 to 1.2.29 

The DSP, on behalf of all medical specialties concerned, engages in respecting the 
requirements inherent to the mandate of the trauma designation. The heads of each 
specialty care department concerned are fully aware of their responsibilities in this regard.   

References: RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The medical specialties concerned are as follows: 

1.2.22 

1.2.23 

1.2.24 

Anesthesiology 

Hematology and transfusion medicine 

Medical imaging: 

 1.2.24.1 

1.2.24.2 

1.2.24.3 

1.2.24.4 

1.2.24.5 

Angiography 

Ultrasound 

Radiology 

Magnetic resonance imaging (MRI) 

Computed tomography (CT) 

1.2.25 

1.2.26 

1.2.27 

Intensive care/intensivist 

Emergency medicine or 24/7 emergency 

Specialized medicine: 

 1.2.27.1 

1.2.27.2 

1.2.27.3 

1.2.27.4 

1.2.27.5 

1.2.27.6 

1.2.27.7 

1.2.27.8 

1.2.27.9 

Cardiology 

Gastroenterology 

Geriatrics 

Internal medicine 

Microbiology and infectious disease 

Nephrology (hemodialysis) 

Neurology 

Respirology 

Pediatrics 

1.2.28 

1.2.29 

Physiatry 

Psychiatry 
 

 Engagement of clinical departments and paramedical services  

The direction des soins infirmiers (DSI), the direction des services hospitaliers or the 

direction générale adjointe (DSH/DGA) and the direction des services multidisciplinaires 

(DSM) engage in actively contributing to improving the quality of care and services 

provided to trauma victims, in accordance with the established trauma corridors of 

service. Paramedical and rehabilitation services also contribute to carrying out the 

trauma mandate of the facility by committing to respect their roles and responsibilities.   

All of these commitments must be renewed every 5 years. 
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Requirements 1.3.1 to 1.3.4 

All clinical departments concerned contribute to carrying out the trauma mandate and 
engage in respecting the requirements inherent to the mandate of the trauma 
designation.   

References: ACS, 2014 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The clinical departments concerned are as follows:  

1.3.1 

1.3.2 

1.3.3 

1.3.4 

Direction des soins infirmiers 

Direction des services hospitaliers or the direction générale adjointe  

Direction des services multidisciplinaires  

Other departments in charge of care programs and client services  
 

 

Requirements 1.3.5 to 1.3.13 

All clinical departments, on behalf of all paramedical services concerned, commit to 
respecting the requirements inherent to the mandate of the trauma designation. The heads 
of the services concerned are fully aware of their responsibilities in this regard. 

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

Paramedical services concerned are as follows: 

1.3.5 

1.3.6 

1.3.7 

1.3.8 

1.3.9 

1.3.10 

1.3.11 

1.3.12 

1.3.13 

Medical records 

Blood bank 

Biochemistry 

Respiratory therapy 

Clinical nutrition 

Pharmacy 

Rehabilitation 

Pre-hospital services  

Social services  

Engagement is required from the regional medical director of emergency pre-hospital services 
and the person in charge of each ambulance company serving the facility. 

 Engagement and medical and administrative coordination of the 

trauma program 

In tertiary, tertiary pediatric and secondary regional facilities, the medical direction and 

the medical and administrative coordination of the trauma program takes leadership in 

managing clinical, administrative, educational, research and training activities as well as 

ongoing quality improvement of trauma care in the Québec network. They foster 

cohesion between clinical teams providing care to trauma victims, and establish 

partnerships with all players in the continuum of trauma services, to ensure continuous 

and seamless delivery of care and services.    
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Requirements 1.4.1 to 1.4.3 

The medical director, the administrative coordinator and the clinical coordinator (if the last 
is present) of the trauma program engage in respecting the requirements inherent to the 
mandate of the trauma designation. 

References: ACS, 2014 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

This commitment must be renewed every 5 years.   

1.4.1 
 

1.4.2 
and 

1.4.3 

Medical director: The physician who is appointed as president of the local trauma 
committee may also act as the medical director of the trauma program.   

Administrative coordinator and clinical coordinator: Depending on the 
organizational structure of the facility, administrative and clinical coordination of 
the program may be assumed by either one person or separate persons.   

 

 Engagement of the local trauma committee 

The local trauma committee is a multidisciplinary group that is specific to each 

designated facility; this committee is responsible for developing, implementing, promoting 

and monitoring trauma activities carried out at its institution. Through ongoing activity 

monitoring, the committee ensures that the services delivered and the processes applied 

for trauma victims are in keeping with expected standards.  

The mode of governance by the CISSS/CIUSSS/unamalgamated institutions provides for 

hierarchical and functional links between the local trauma committee, the department of 

professional services and other relevant departments within each designated facility for 

activities in traumatology.  

Requirement 1.5.1 

A local trauma committee that reports to the department of professional services must be 
implemented in each facility with a designation in traumatology.  

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 
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Requirement 1.5.2 

The local trauma committee reports to the physician assuming its chairmanship. This 
physician is responsible for carrying out the mandate of the local trauma committee and 
reporting on it. Together with the trauma team leader (if any), this physician exercises the 
necessary leadership to ensure the ongoing improvement of trauma activities within the 
facility and with partners.   

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / Consensus of experts (INESSS, 2015a). 

The mechanism for the appointment of the local trauma committee chair and the sharing of the 
roles and responsibilities associated with chairmanship are documented at the facility. The 
engagement of the chair is essential for the local trauma committee to operate effectively. The 
chairmanship appointment must be renewed every 5 years.  

The chair engages in ensuring that the local trauma committee respects and carries out the 
mandates listed below:   

• Identifying and directing recommendations likely to improve services for trauma patients to 
the department and service leaders concerned;   

• Contributing to the establishment of quality standards for services delivered to trauma 
patients;    

• Ensuring regular monitoring of all services delivered to trauma patients in accordance with 
established standards;   

• Analyzing descriptive statistics, process indicators and outcome indicators produced by 
INESSS; 

• Examining records depending on improvement needs and objectives, including mortality and 
morbidity cases; 

• Ensuring that the Système d’information du Registre des traumatismes du Québec (SIRTQ), 
or a local trauma data bank, functions optimally; 

• Promoting and supporting in-house training in traumatology; 

• Following-up on recommendations after performance evaluation visits to the facility take 
place;   

• Ensuring compliance of templates and other documents as required by the trauma 
designation level; 

• Liaising with the pre-hospital sector on management of trauma victims;   

• Following-up on arrangements concerning trauma corridors of service (downstream and 
upstream); 

• Allowing trauma care teams to make the necessary adjustments for successful traumatology 
activities;  

• Ensuring the necessary alignment with the regional trauma committee;   

• Keeping the local trauma committee members informed of official incoming communications 
related to traumatology activities.   
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Requirements 1.5.3 to 1.5.16 

The local trauma committee is multidisciplinary in nature, and the representation of certain 
medical disciplines on the committee is mandatory. However, all trauma practitioners in 
the facility are permitted to sit on the local trauma committee.   

References: ACS, 2014 / RACS, 2016 / Consensus of experts (INESSS, 2015a). 

Depending on the level of designation of the facility, the following disciplines must be represented 
on the local trauma committee: 

1.5.3 

1.5.4 

1.5.5 

1.5.6 

1.5.7 

1.5.8 
 

1.5.9 

1.5.10 

1.5.11 

1.5.12 

1.5.13 

1.5.14 

1.5.15 

1.5.16 

Department of professional services (DSP)  

Chair (physician chairing the local trauma committee)  

Emergency medicine (head physician or head nurse) 

Operating/recovery rooms (medical or administrative coordinator)  

Intensive care (medical or administrative coordinator) 

Trauma care unit – specialized or non-specialized (medical or administrative 
coordinator) 

Multidisciplinary team and paramedical services  

Medical imaging (medical or administrative coordinator) 

Laboratories/blood bank (medical or administrative coordinator) 

Surgery 

Orthopaedics 

Neurosurgery 

Medical records (archivist in charge of the SIRTQ) 

Pre-hospital sector 

Representatives of other sectors may occasionally be recommended, notably: 

• Internal medicine 

• Pharmacy 

• Trauma liaison nurse 

• Rehabilitation services 

• Other practitioners, as required 

Reporting procedures 

The local trauma committee is a necessary part of the trauma facility designation. 

Importantly, the committee’s mandate includes monitoring trauma activities and 

continuously improving the quality and performance of the designated facility. The 

committee also ensures the coordination of trauma care processes.  

The mechanisms of functioning of the local trauma committee are documented and 

include the roles of participants, quorum, the annual calendar of meetings, meeting 

agendas and minutes and follow-up on recommendations. The members of the local 

trauma committee engage in adhering to the following reporting procedures: 
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Requirement 1.5.17  

Minimum number of prescribed meetings per fiscal year:   

Reference: Consensus of experts (INESSS, 2015a).  

At least 4 meetings/year (at tertiary, tertiary pediatric and regional secondary facilities)  

At least 3 meetings/year (at secondary facilities) 

At least 2 meetings/year (at primary facilities and stabilization centres) 

 

Requirement 1.5.18 

Minutes of meetings, once adopted, are transmitted to INESSS for compliance monitoring 
purposes.  

Reference: Consensus of experts (INESSS, 2015a).  

Minutes are not posted on the website of INESSS; only INESSS or MSSS team members have 
access to them. 

 Presence and engagement of a physician group as trauma team 

leaders 

The trauma team leader is defined as the physician-head of the trauma team, and 

generally refers to a family or general practitioner in the emergency department or a 

specialist in general surgery, internal medicine, intensive care, anesthesiology or 

emergency medicine. Tertiary facilities must create a group of physicians designated to 

act as trauma team leaders.   

Physicians who hold the title of trauma team leaders within a facility must be designated 

by the DSP and be given the necessary administrative leverage to accomplish this role. 

Also, the physicians on the trauma team leader group must appoint a person responsible 

for preparing strict on-call schedules. The physician who is designated as group leader 

must sit on the local trauma committee.  

Overall, the trauma team leader must assume the following responsibilities: 

• Providing leadership and coordinating all care provided to trauma victims by a 

care team, from that delivered in the emergency department to the entire 

diagnostic and therapeutic pathway;  

• Ensuring direct clinical coordination of resuscitation manoeuvres, stabilization and 

injury assessment provided to victims of severe trauma upon arrival at the 

emergency department, as well as their subsequent referral to the appropriate 

care units; 

• Coordinating the communication of relevant information to consultant physicians 

and all personnel and services concerned;  

• Ensuring compliance with the established system and clinical markers as well as 

the protocols in use in the trauma program of the facility. 
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Requirement 1.6.1 

A physician group designated by the DSP is present and engaged in performing as trauma 
team leader. 

References: NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

This engagement must be renewed every 5 years. 

The roles and responsibilities of the trauma team leader are as follows:  

• Receiving calls from referring hospitals soliciting the expertise of a tertiary facility, with the 
objective of not allowing the transfer of trauma victims to be refused or delayed, as indicated 
in inter-institutional transfer agreements;   

• Being available within 20 minutes; 

• Ensuring proper management of trauma victim triage and initial care; sending the trauma 
team to the emergency department to perform resuscitation, stabilization care, assessment 
of injury and ultimate referral of the patient, in compliance with markers M10, M30 and M60; 

• Coordinating the necessary links between practitioners, services and resources involved in 
delivering care to trauma patients;   

• Ensuring the proper implementation of program procedures and protocols, according to the 
patients’ needs; 

• Contributing to the creation of efficient and effective links between services delivered to 
trauma victims; 

• Contributing to and participating in all activities designed to improve the quality of the local 
trauma program;  

• Participating in the training of new team members.   

 Representation of the local trauma committee on the regional 

trauma committee 

The local trauma committee must develop and implement a mechanism that ensures its 

representation at regional trauma committee meetings. The person appointed by the 

local trauma committee transmits information between local and regional authorities, 

interprets local and regional issues, and ensures the active cooperation and participation 

of the facility in preparing action plans to support ongoing quality improvement at the 

local and regional levels. The local trauma committee fosters the stability of its 

representation on the regional trauma committee.  

Not all of the requirements related to the composition and functioning of the regional 

trauma committee are covered in this document, as it only refers to elements required at 

the local level, i.e., at each designated trauma facility.  

Requirement 1.7.1 

The local trauma committee must have a mechanism for ensuring the presence of at least 
one of its members at the meetings of the regional trauma committee.  

References: RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 
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SECTION 2  

INTER-INSTITUTIONAL TRANSFER AGREEMENTS  

 Agreements concerning inter-institutional transfers of trauma 

victims  

The executive management, the director of professional services (DSP) and the local 

trauma committee of the designated facility ensure respect of service corridors set out in 

inter-institutional agreements, and take the necessary measures to ensure this 

compliance.  

The agreements provide for the transfer of patients to a facility with a higher level of 

designation depending on the severity of their injuries, the complexity of care required, 

the resources available and the needs of certain clients.   

It should be noted that existing inter-institutional transfer agreements are currently under 

review by MSSS notably in order to make them consistent with the structure of the health 

system following implementation of the Act to modify the organization and governance of 

the health and social services network, in particular by abolishing the regional agencies.  

Requirements 2.1.1 to 2.1.5 

Establishments operating one or several designated trauma facilities are responsible for 
respecting the terms of the inter-institutional transfer agreement for trauma victims as 
published by MSSS [2006]3. The facilities must have memoranda of understanding with 
their partners, duly signed and up to date, and in keeping with the criteria and service 
corridors established by MSSS.   

References: ACS, 2014 / Consensus of experts (INESSS, 2015a). 

This agreement covers the following elements:  

• agreement objectives regarding patients and partners;  

• responsibilities of the receiving facility and the referring facility; 

• joint responsibilities and specific provisions;   

• target transfer agreements; 

• transfer procedures; 

• procedures for returning to the referring facility. 

Establishments operating one or several designated trauma facilities have signed the various 
agreements provided for in the ministerial transfer agreement in accordance with the level of 
designation of their facilities. These are listed below: 

2.1.1 Agreement concerning transfers to tertiary or regional secondary trauma facilities.  

References: ACS, 2014 / Consensus of experts (INESSS, 2015a). 

 
3 This document, available on request from INESSS, is under review at MSSS at the time of publication 

of the present work.  
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2.1.2 Agreement concerning the transfer of children and adolescents under 16 years of 
age to tertiary pediatric facilities.   

References: TAC, 2011 / Consensus of experts (INESSS, 2015a). 

Victims of severe trauma under 16 years of age must be referred to tertiary pediatric 
facilities following the modalities outlined in the transfer agreement. Ministerial 
agreements specify the nature of severe trauma cases that require emergency 
transfer, as follows:  

• moderate or severe traumatic brain injury;  

• torso trauma causing mediastinum enlargement, multiple rib fractures with 
pulmonary contusion, intra-abdominal bleeding or persistent retroperitoneal 
bleeding;   

• spinal cord injury; 

• major burn injury; 

• extremity trauma with compromised vascular;  

• penetrating neck wound; 

• presence of potentially complex comorbidities; 

• need for complex and extensive interventions or reconstruction;  

• other complex or severe trauma.  

2.1.3 Transfer agreement with a center of expertise for victims of major burn injury aged 
16 years and older. 

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 
2015a). 

This clientele must be referred to a designated tertiary centre, i.e., centres of 
expertise for victims of major burn injury in eastern Québec (Hôpital de l’Enfant-
Jésus du CHU de Québec – Université Laval) or western Québec (CHUM), as 
specified in the transfer agreement.   

The term "major burn injury" refers to the following:   

• 2nd or 3rd degree burns affecting at least 10% of the body surface of children 
under 10 years of age or adults over 50 years of age;  

• 2nd or 3rd degree burns affecting at least 20% of the body surface in other age 
groups;  

• 3rd degree burns affecting at least 5% of the body surface;  

• 2nd or 3rd degree burns affecting the face, hands, feet, genitals, perineum or 
major articulations (upper limb: shoulder, elbow, wrist; lower limb: ankle, knee, 
hip); electrical burns (including by lightning);  

• chemical burns (except burns of the eye);  

• burns of the respiratory tract (regardless of degree);  

• 2nd or 3rd degree burns accompanied by other significant trauma or illness 
(chronic or disabling illness) likely to complicate care, prolong the healing 
period or increase the risk of mortality;   

• 2nd or 3rd degree burns accompanied by other trauma posing higher risks of 
mortality or morbidity due to the burns. If the higher risks are associated with 
the other injuries, the victim should first be stabilized in a trauma facility. In 
such circumstances, medical judgment is key;  
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• 2nd or 3rd degree burns in certain situations requiring emotional and social 
support or long-term rehabilitation;  

• 2nd or 3rd degree burns requiring a second opinion from a plastic surgeon;  

• severe lesions secondary to damage to the cutaneous system such as 
epidermolysis bullosa and Stevens Johnson syndrome;   

• frostbite. 

2.1.4 Transfer agreement with a center of expertise for victims of spinal cord injury aged 
16 years and older.  

References: RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

This clientele must be referred to designated tertiary centres, i.e., centres of 
expertise for spinal cord injury in eastern Québec (Hôpital de l’Enfant-Jésus du CHU 
de Québec – Université Laval) or western Québec (Hôpital du Sacré-Cœur de 
Montréal du CIUSSS du Nord-de-l’Île-de-Montréal), as specified in the transfer 
agreement.  

The term "traumatic spinal cord injury" refers to the following:   

• complete or incomplete documented traumatic lesion of the spinal cord or 
cauda equina, resulting in significant and persistent damage, and causing 
paraplegia or tetraplegia;  

• instability of the spinal column as a result of fracture or ligament/disc lesion 
caused by the mechanism of trauma. Spinal cord lesion without fracture can 
occur (SCIWORA4, spinal stenosis). In such circumstances, it is necessary to 
establish a link with the traumatic event.   

2.1.5 Complementary services agreement between primary and secondary facilities that 
takes health service coverage at the regional level into account (when required).  

Reference: Consensus of experts (INESSS, 2015a). 

This agreement aims to ensure that trauma victims have access to services as close 
to their region of residence as possible.  

 

 

  

 
4 Spinal Cord Injury W/O Radiological Abnormality. 



 

25 

 Ministerial directives and positions 

MSSS has produced specific directives for certain clients to ensure high-quality care and 

services and to maintain an elevated level of expertise despite a small volume of 

patients. 

Requirement 2.2.1 

Victims of traumatic amputation or needing emergency microsurgical revascularization 
must be referred to the CHUM, in accordance with ministerial directive adopted on March 
1, 20145. 

References: TAC, 2011 / Consensus of experts (INESSS, 2015a). 

 

Requirement 2.2.2 

Pediatric trauma patients under 14 years of age from eastern Québec must be referred to 
Hôpital de l’Enfant-Jésus du CHU de Québec – Université Laval or to CHU Sainte-Justine, 
depending on the patient’s region of residence*, in compliance and in keeping with the 
addendum dated March 1, 20146.  

Reference: Consensus of experts (INESSS, 2015a). 

* Applies to facilities in the following regions: 01, 02, 03, 04, 05, 09, 10, 11 and 12. 

 
5 The ministerial directive on transfers to the centre of expertise for victims of traumatic amputation or 

needing emergency microsurgical revascularization are available on request from INESSS.  

6 The addendum is available in Appendix J of the MSSS’s general agreement on inter-institutional 
transfer of trauma victims. 
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SECTION 3  

AVAILABILITY AND TRAINING OF HUMAN RESOURCES IN 

TRAUMA CARE 

 Availability of surgical and medical specialties and of 

paramedical resources  

The department of professional services is responsible for ensuring that certain surgical 

and medical specialties are available according to the trauma care requirements. The 

clinical departments concerned are required to do the same for paramedical resources 

who deliver care and services to trauma victims. 

Requirements 3.1.1 to 3.1.5 

The following surgical specialties must be available at the facility (or according to an 
agreement) in compliance with the rule of immediate care (zero delay) for trauma patients 
at the facility. 

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

3.1.1 

3.1.2 

3.1.3 

3.1.4 

3.1.5 

Cardiac surgery 

Gynaecological and obstetrical surgery 

Ophthalmic surgery 

Vascular surgery 

ORL surgery 
 

 

Requirements 3.1.6 and 3.1.7 

The following medical specialties must provide immediate (zero delay) care to trauma 
victims:  

References: ACS, 2014 / Consensus of experts (INESSS, 2015a). 

3.1.6 

3.1.7 

Cardiology 

Nephrology (hemodialysis) 
 

 

Requirements 3.1.8 to 3.1.11 

The following sectors require 24/7 medical coverage: 

References: ACS, 2014 / RACS, 2016 / TAC, 2011 / Consensus of experts (INESSS, 2015a).  

 
3.1.8 
 
 

3.1.9 

 
3.1.10 

and 

3.1.11 

Emergency: requires 24/7 presence of a physician with specific training 
(Advanced Trauma Life Support [ATLS] and Advanced Cardiovascular Life 
Support [ACLS]); 

Intensive care: requires 24/7 presence of an intensivist or an intensive care 
physician;  

Medical imaging (conventional and CT): requires 24/7 presence of a radiologist 
and consultation within 30 minutes. 
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Requirements 3.1.12 and 3.1.13 

The facility must set up an on-call system to ensure availability of medical personnel at all 
times. The mechanisms to ensure the presence of personnel must be described for the 
following sectors:  

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

3.1.12 

3.1.13 

Operating and recovery rooms 

Magnetic resonance imaging (MRI) 
 

 

Requirements 3.1.14 to 3.1.22 

The following paramedical resources are required 24/7 (or on call) at the facility, depending 
on the level of designation:  

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

3.1.14 

3.1.15 

3.1.16 

3.1.17 

3.1.18 

3.1.19 

3.1.20 

3.1.21 

3.1.22 

Respiratory therapist  

Radiology technician 

Radiology technician on call (available within 30 minutes) 

Computed tomography (CT) technician 

Computed tomography (CT) technician on call 

Laboratory technician  

Laboratory technician on call 

Blood bank technician 

Blood bank technician on call 

24/7 availability of a radiology technician and a CT technician can be provided by the same 
person. The same applies to 24/7 availability of laboratory and blood bank technicians. 

 Availability of rehabilitation resources 

Rehabilitation resources must be available to assess the particular needs of victims of 

severe trauma and to perform adapted early rehabilitation interventions as soon as 

possible. Rehabilitation objectives, depending on the patient’s medical stability and 

environmental factors, are established on the day the patient is admitted to the facility. 

Effective planning and distribution of trained and competent staff providing care to trauma 

victims are instrumental to the delivery of quality care and services.  

Requirement 3.2.1 

The multidisciplinary rehabilitation team in neuro-traumatology must be structured and 
coordinated by a designated person.  

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

Weekly meetings of the multidisciplinary team (with medical presence) are essential for the follow-
up of patients, the coordination and consistency of interventions, and the attainment of early 
rehabilitation objectives.  

Medical contribution to multidisciplinary functioning, team coordination, structure, frequency of 
meetings, information-sharing mechanisms as well as individual roles and responsibilities must 
be documented.  
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Requirement 3.2.2 

Multidisciplinary teams in secondary and primary facilities are not structured, but 
communication and information-sharing procedures must be documented.  

References: ACS, 2014 / RACS, 2016 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

 

Requirements 3.2.3 to 3.2.9 

The rehabilitation team is composed of persons specializing in the following areas 
(depending on the level of designation): 

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

3.2.3 

3.2.4 

3.2.5 

3.2.6 

3.2.7 

3.2.8 

3.2.9 

Occupational therapy 

Clinical nutrition 

Speech therapy 

Physiotherapy 

Psychoeducation 

Psychology  

Social services 

Mechanisms are required to be in place for ensuring coverage by rehabilitation staff whose 
presence at the facility is needed. Health system delays must also be documented to ensure 
optimal care. 

 Training of clinicians 

The professionals and clinicians specializing in traumatology must complete specific 

traumatology-related training on an ongoing basis, in order for their clinical practice to 

keep abreast with the most recent evidence.    

The facility must plan specific training activities intended for physicians (e.g.: ATLS, 

Pediatric Advanced Life Support [PALS], etc.), nursing staff (e.g.: Trauma Nursing Core 

Course [TNCC], etc.) and other health professionals.  

Requirement 3.3.1 

The conduct of an ongoing process to identify needs and plan training is essential.  

References: ACS, 2014 / RACS, 2016 / Consensus of experts (INESSS, 2015a). 

The facility must develop and submit a continuing education plan for members of the 
interdisciplinary team and ensure annual follow-up. The plan must include sections specific to 
training objectives for physicians, nursing staff and paramedical and rehabilitation resources 
according to identified needs.  
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Requirements 3.3.2 and 3.3.3 

The 24/7 presence of a physician with specific training* (ATLS or ACLS) in the emergency 
sector is required. In addition, the nursing staff must have completed TNCC training (or 
equivalent).  

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

* Recognized training or maintenance of adequate competencies for delivering care to trauma patients. 

 

Requirement 3.3.4 

The nursing staff in the intensive care sector have completed training in traumatology. 

References: ACS, 2014 / RACS, 2016 / Consensus of experts (INESSS, 2015a). 
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SECTION 4  

HEALTH CARE FACILITY TRAUMA DATA AND QUALITY 

IMPROVEMENT  

Monitoring and analysis of trauma data in each designated care facility of the network are 

necessary elements for continuous quality improvement of care and services in 

traumatology. Since 2016, a new mechanism for producing quality and performance 

reports for each designated facility and data analysis feedback has ensured ongoing 

monitoring of traumatology activities. 

 Respect of the SIRTQ data entry schedule 

Data entry into the local SIRTQ (Système d’information du Registre des traumatismes du 

Québec) bank must respect the schedule set out by the MSSS normative framework 

[MSSS, 2017]. Reporting on the status of data entry into SIRTQ must be a standing item 

on the agenda of the local trauma committee meetings.  

As outlined by the SIRTQ normative framework, medical archivists are responsible for 

managing the operational data bank for their designated trauma facility. Medical 

archivists ensure optimal and efficient use of the data bank, and see to the application of 

the normative framework. Medical archivists maintain and improve the quality of the 

information entered into the application, and ensure that the operational data bank is 

updated regularly. 

Requirement 4.1.1 

The facility enters data in its local SIRTQ data bank as per a pre-established schedule.  

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

SIRTQ data entry and transmission can be done on a daily, weekly or monthly basis; the deadline 
to enter the data for a financial period is three (3) months. Therefore, three months after the end 
of a financial period, all data covering that period must have been entered into the SIRTQ 
application and will have been automatically transmitted to the ministerial SIRTQ data bank 
[MSSS, 2017]. 

Thus: 

• The data corresponding to financial periods 1 to 3 must be entered by September 30th. 

• The data corresponding to financial periods 1 to 6 must be entered by December 31st. 

• The data corresponding to financial periods 1 to 10 must be entered by March 31st.   

• The data corresponding to financial periods 1 to 13 must be entered by June 30th. 

The financial year must be closed on June 30th each year. However, the SIRTQ guiding officer 
may provide specific instructions that prescribe a different closing date or extend the financial 
year.  
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Requirement 4.1.2 

The stabilization center compiles data entered into a local trauma data bank. 

Reference: Consensus of experts (INESSS, 2015a). 

 Audit of medical records by the local trauma committee 

Local trauma committees must carry out an audit of the medical records of their 

respective facilities for the purpose of monitoring the quality of care and services 

delivered. The audit and medical records analysis must be a specific item on the agenda 

of at least one meeting held by the committee during the year and therefore recorded in 

the minutes transmitted to INESSS, in order to report on the approach taken and the 

number of records analyzed.   

The nature of the medical records reviewed brings to light the needs related to training, 

skills upgrading and, if necessary, revision of how protocols/processes are applied.   

Analyses of mortality and morbidity should include an analysis of length of stay, delays, 

complications, unplanned readmissions, etc.  
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Requirements 4.2.1 to 4.2.10 

The facility audits the medical records of trauma victims at least once a year.   

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

4.2.1 The number of medical records reviewed depends on the level of designation: 

• 50 records (tertiary, tertiary pediatric, and regional secondary facilities);  

• 25 records (secondary and primary facilities); 

• All records (stabilization centres). 

The audit must cover the following trauma records: 

4.2.2 Deaths 

4.2.3 Coroner cases 

4.2.4 Special cases or records deserving a more thorough analysis 

4.2.5 Trauma patients with ISS ≥ 25 

4.2.6 Trauma patients not admitted according to established service corridors:  

• Moderate or severe traumatic brain injury patients; 

• Spinal cord injury patients; 

• Major burn injury patients; 

• Victims of traumatic amputation or needing emergency microsurgical 
revascularization; 

• Pediatric patients with severe trauma. 

4.2.7 Analysis of trauma victim transfers 
 

Audits must be guided by and completed with the aid of an analysis grid designed for this purpose. 
The audits must minimally include the following:  

4.2.8 Mortality analysis 

4.2.9 Morbidity analysis 

4.2.10 Analysis of compliance with expected procedures and processes for trauma 
patients (mechanisms for debriefing and process effectiveness review). 

 

 Analysis of quality and performance reports by the local trauma 

committee  

It is the responsibility of designated facilities, via their local trauma committees, to analyze 

the descriptive statistics, process indicators and outcomes indicators produced by INESSS 

on the basis of data extracted from SIRTQ. This analysis process henceforth replaces 

INESSS’s systematic visits to facilities.  

The local trauma committee commits to transmitting its analysis reports to INESSS within 

prescribed deadlines, i.e., within six months following receipt of data. INESSS provides the 

analysis grids to the facilities in order for them to complete their reports. These grids are 

available on the INESSS website.  
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Requirement 4.3.1 

The local trauma committee analyzes the descriptive statistics of its designated facility 
before returning these to INESSS within prescribed deadlines.  

Reference: Consensus of experts (INESSS, 2015a). 

The following descriptive statistics are produced: 

1. Distribution of the number of annual cases, by sex 

1a. Distribution of the annual number of cases, by age and sex 

2. Comparison of the volume of cases with that of all facilities within the network  

2a. Comparison of the volume of cases with that of other facilities with the same level 
of designation  

2b. Comparison of the volume of cases with that of other facilities in the same 
administrative region   

3. Injury mechanism  

4. Distribution of Injury Severity Score (ISS) 

4a. Distribution of the ISS (mean and median) 

4b. Distribution of the number of deaths by ISS categories  

5. Length of hospital stay, in days: mean and median 

6. Length of stay in intensive care, in days: mean and median 

7. Most frequent complications 

8. Transfer from regions 

8a. Distribution of transport type (direct transport or transfers) 

8b. Transport type compared to that of other facilities with the same level of designation  

9. Destination of patients at discharge 

9a. Destination of patients at discharge (details) 

10. Percentage of patients with an ISS ≥ 12 transferred within 6 hours compared to that by other 
facilities with the same level of designation* 

10a. Distribution of transfer delays of patients with an ISS ≥ 12 from the facility (mean 
and median)* 

11. Percentage of patients with a traumatic brain injury (TBI) diagnosis transferred within 6 hours 
compared to that by other facilities with the same level of designation* 

11a. Distribution of transfer delays of TBI patients from the facility (mean and median)* 

12. Percentage of patients with spinal cord injury diagnosis transferred within 6 hours compared 
to that by other facilities with the same level of designation* 

12a. Distribution of transfer delays of spinal cord injury patients from the facility (mean 
and median)* 

* Descriptive statistics produced only for facilities with a secondary or primary trauma level designation. 
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Requirement 4.3.2 

The local trauma committee reviews the process indicators and outcome indicators of its 
designated facility before returning these to INESSS within prescribed deadlines.  

Reference: Consensus of experts (INESSS, 2015a). 

The following process indicators are produced: 

1 Transfer of patients with moderate or severe TBI (GCS ≤ 12) or patients with an open 
or depressed skull fracture to a neurotrauma centre  

2 Transfer of spinal cord injury patients to a centre of expertise   

3 Time to reduction of a large joint dislocation ≤ 60 minutes after patient’s arrival in the 
emergency department 

4 Airway secured for patients with a GCS ˂ 9 in the emergency department 

5 Time to stabilization of a hemodynamically unstable pelvic fracture using external 
fixation or embolization ≤ 12 hours after patient’s arrival in the emergency department   

6 Time to open long bone fracture surgery ≤ 6 hours after patient’s arrival in the 
emergency department 

7 Time to femur fracture surgery ≤ 24 hours after patient’s arrival in the emergency 
department  

8 Time to disposition after patient’s arrival in the ED of a neurotrauma centre ≤ 60 
minutes  

9 Deaths 1 to 48 hours after arrival occur on ward (except in emergency department)  

10 Emergency department length of stay ≤ 4 hours for patients with an ISS ≥ 12 

11 Time to abdominal, thoracic, vascular or brain surgery ≤ 24 hours after patient’s arrival 
in the emergency department 

12 No reintubation < 48 hours of extubation 

13 Antibiotic prophylaxis for open fractures 
 

The following outcome indicators are produced: 

1.1 

1.2 

1.3 

2.1 

2.2 

2.3 

3.1 

3.2 

3.3 

4.1 

4.2 

4.3 

Mortality among all patients  

Mortality among patients aged 65 years and older 

Mortality among major trauma patients (ISS ≥ 12) 

Major complications among all patients 

Major complications among patients aged 65 years and older 

Major complications among major trauma patients (ISS ≥ 12) 

Unplanned readmissions within 30 days among all patients  

Unplanned readmissions within 30 days among patients aged 65 years and older 

Unplanned readmissions within 30 days among major trauma patients (ISS ≥ 12) 

Length of stay among all patients 

Length of stay among patients aged 65 years and older 

Length of stay among major trauma patients (ISS ≥ 12)  
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SECTION 5  

TECHNICAL PLATFORMS, PROCEDURES AND ALGORITHMS  

 Emergency 

Expected technical platforms – Emergency department 

The designated trauma facility has access to technical platforms in the emergency 

department in order to carry out its mandate. 

Requirement 5.1.1 

A resuscitation room within the emergency department is available for trauma services. 

References: NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.1.2 

There is a decontamination room within the emergency department, in accordance with 
procedures set out in the regional emergency measures plan.  

References: RACS, 2016 / Consensus of experts (INESSS, 2015a). 

Expected procedures and algorithms – Emergency department 

The facility has the trauma procedures and algorithms listed in this section that 

correspond to its level of trauma designation.   

Clinical procedures 

Requirement 5.1.3 

The facility has algorithms for and descriptions of ATLS, ACLS and APLS operations to 
which the personnel can easily refer.  

References: NHS, 2010 / Consensus of experts (INESSS, 2015a). 
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Requirement 5.1.4 

The facility has a three-level activation procedure, which describes the role of each 
practitioner concerned (and includes a decision-making algorithm).  

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The activation procedure must define the three levels and describe the roles of the professionals 
involved (at the minimum, the roles of the physicians, nursing staff and respiratory therapists). 

Activation must be aligned with the following M10, M30 and M60 performance markers:   

Level (marker) Resources/professionals put on alert 

Resuscitation within the first 10 minutes 
(M10) 

Initial team, core medical team, respiratory 
therapist, laboratory technician, radiology 
technician  

Assessment of injuries within the first 30 
minutes (M30) 

Consulting specialist physicians (general 
surgery)  

Ultimate referral within 60 minutes (M60) Availability of operating room and intensive 
care unit, or transfer to a higher-level 
institution.  

 

 

Requirement 5.1.5 

The facility has an activation procedure that describes the role of each practitioner 
concerned.  

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

At the minimum, the procedure should describe the role of the physicians and nursing staff.  

 

Requirement 5.1.6 

The facility has a procedure for urgent consultation that describes the role of each 
practitioner concerned and includes a communication algorithm.   

References: ACS, 2014 / Consensus of experts (INESSS, 2015a). 

The procedure must describe the roles of all practitioners concerned (at the minimum, the roles 
of the physicians and nursing staff). 

In tertiary and tertiary pediatric facilities, the procedure must include the following: 

5.1.6.1 Consultation with the trauma team leader – Response time: less than 20 minutes.   

References: ACS, 2014 / Consensus of experts (INESSS, 2015a). 

The following is included in the procedure for all designated trauma facilities, except for 
stabilization centres:  

5.1.6.2 Consultation with a general surgeon – Response time: less than 30 minutes.  

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / Consensus of experts (INESSS, 2015a). 

Requests for consultation with the above specialists must be transmitted via an effective mode of 
communication, using a documented algorithm that is transmitted as needed.   
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Requirement 5.1.7 

The facility has an airway protection procedure that complies with the M10 performance 
marker. 

Reference: Consensus of experts (INESSS, 2015a). 

The airway protection procedure and algorithm must comply with the M10 performance marker 
(resuscitation within the first 10 minutes), and specify the role of the initial team, core medical 
team, respiratory therapist, laboratory technician and radiology technician. 

 

Requirement 5.1.8 

The facility has a procedure and an algorithm for difficult intubation7. 

References: TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The procedure must describe the steps and their sequence when performing difficult intubations, 
in a simple manner. The algorithm must also be simple and provide for one or two alternative 
options. The mechanism for seeking the expertise of consultants must be specified.  

 

Requirement 5.1.9 

The facility has a procedure and an algorithm for patients with hemoperitoneum. 

Reference: Consensus of experts (INESSS, 2015a). 

The procedure must specify when to perform FAST exam, CT and laparotomy, depending on 
whether the patient is in a stable or unstable condition. 

 

Requirement 5.1.10 

The facility has a procedure for ultrasounds in the emergency department that complies 
with the M30 performance marker. 

References: ACS, 2014 / RACS, 2016 / Consensus of experts (INESSS, 2015a). 

The procedure must comply with the M30 performance marker (assessment of injuries within the 
first 30 minutes) and allow for consultation with specialist physicians (general surgery) within the 
same time frame.  

 

Requirement 5.1.11 

The facility has a procedure for venous access, with a medical and nursing care algorithm.    

Reference: Consensus of experts (INESSS, 2015a). 

 

Requirement 5.1.12 

The facility has a procedure for stabilizing a complex pelvic fracture prior to patient 
transfer. 

Reference: Consensus of experts (INESSS, 2015a). 

 

 
7 See example in Mayglothling et al., 2012 and CMQ, 2000. 
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Requirement 5.1.13 

The facility has a procedure for the delivery of care to pregnant trauma victims.   

References: RACS, 2016 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.1.14 

The facility has a procedure for pediatric trauma patient’s management that complies with 
the transfer corridors of service set out in inter-institutional transfer agreements. 

References: RACS, 2016 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.1.15 

The facility has a procedure for prophylactic antibiotic use in the context of an open 
fracture8. 

References: NHS, 2010 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.1.16 

The facility has a procedure for the delivery of care to patients with penetrating trauma in 
the cervical area9. 

Reference: Consensus of experts (INESSS, 2015a). 

The procedure in stabilization centres should be aligned with that in use in the facility receiving 
transferred patients.  

 

Requirement 5.1.17 

The facility has a cervical spine clearance procedure10. 

References: RACS, 2016 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.1.18 

The facility has a procedure for moderate to severe TBI11 patients management prior to 
their transfer. 

References: ACS, 2014 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.1.19 

The facility has a procedure for screening and managing risks of serious medical 
complications in patients with mild TBI12. 

Reference: Consensus of experts (INESSS, 2015a). 

 

 
8 See example in Hoff et al., 2011.  

9  See example in Tisherman et al., 2008. 
 

10 See example in Como et al. 2009. 
11 See example in BTF, 2007.  
12 Decision-making algorithms are available on the Web page of INESSS: 

    https://www.inesss.qc.ca/fileadmin/doc/INESSS/Traumato/algo_traumato_affiche_8dec_EN_3.pdf 

https://www.inesss.qc.ca/fileadmin/doc/INESSS/Traumato/algo_traumato_affiche_8dec_EN_3.pdf
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Requirement 5.1.20 

The facility has a procedure for maintaining the patient’s normothermia.  

Reference: Consensus of experts (INESSS, 2015a). 

 

Requirement 5.1.21 

The facility has a procedure for compartment syndrome screening. 

References: NHS, 2010 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.1.22 

The facility has a procedure for biological, chemical, nuclear and radiological 
decontamination of patients.   

References: RACS, 2016 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.1.23 

The facility has a procedure for anticoagulation reversal13.  

Reference: Consensus of experts (INESSS, 2015a). 

The procedure must describe how roles and responsibilities are shared among the practitioners 
concerned and may contain an algorithm. 

 

Requirement 5.1.24 

The facility has a procedure for tranexamic acid (Cyklokapron) use.  

Reference: Consensus of experts (INESSS, 2015a). 

The procedure must describe how roles and responsibilities are shared among the practitioners 
concerned and may contain an algorithm.   

Procedures, algorithms and transfer mechanisms 

Requirement 5.1.25 

The facility has a procedure for alert by pre-hospital emergency medical services (EMS) 
including a description of the roles of each practitioner concerned and the data collection 
mechanism.  

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The procedure must include a mechanism ensuring direct communication between the 
emergency department physician and the ambulance personnel. 

The trauma form can be combined with the standard form used for other patients (e.g.:  cardiology, 
unstable patients, etc.). 

 

 
13 Example in INESSS, 2012b.  
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Requirement 5.1.26 

The facility uses a data collection form specific to pre-hospital emergency medical 
services (EMS); the form is managed by EMS.  

References: RACS, 2016 / NHS, 2010 / Consensus of experts (INESSS, 2015a). 

The data collection form used by EMS must be approved by the EMS regional medical director.  

The form currently required is the AS-803 (see Appendix C) that contains, in particular, the 
elements of the Québec pre-hospital trauma triage scale (Échelle québécoise de triage 
préhospitalier en traumatologie). The characteristics specific to each region can be provided in 
the version of the triage scale presented in Appendix D. 

 

Requirement 5.1.27 

The facility has a procedure for accepting transfers without right of refusal, that includes 

direct communication between physicians in the two emergency departments.   

References: ACS, 2014 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The procedure must include the essential elements during transport, in order to ensure safe 
transfer of patients.  

 

Requirement 5.1.28 

The facility has a procedure for the quick release of the pre-hospital care team and all of 
their equipment, which must be completed within 20 minutes.  

References: NHS, 2010 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.1.29 

The facility has a procedure for obtaining additional personnel, that specifies the role of 
each practitioner, in case of mass casualty events.   

Reference: Consensus of experts (INESSS, 2015a). 

The procedure must enable additional personnel to be called back to work in circumstances 
involving a large number of trauma victims, without the need for the emergency measures plan to 
be implemented. The procedure must specify the role of each practitioner concerned.  

 

Requirement 5.1.30  

The facility has a medical escort procedure for patient transfer within the facility.   

References: ACS, 2014 / Consensus of experts (INESSS, 2015a). 

The escort procedure must provide a description of the following:  

• the type of patient; 

• the distribution of responsibilities among escorts; 

• the contents of the kit provided to escorts. 
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Requirement 5.1.31 

The facility has a procedure for stabilizing patients prior to their transfer.  

Reference: Consensus of experts (INESSS, 2015a). 

Pre-transfer stabilization (M30) includes: 

• Installing a thoracic drain, if necessary.  

• Proceeding with the administration of blood (a desired element). 

• Controlling intracranial hypertension with Mannitol if pupils are dilated (in consultation with 
the reference neurosurgical centre). 

• Immobilizing fractures and closing major wounds as required. 

• Ensuring that the maximum delay within the facility between arrival of trauma victims and 
their transfer or the decision to transfer them is 30 minutes.  

• Ensuring that medical escort is available whenever clinically required. 

Only radiological examination of the victim’s lungs can be performed to eliminate the possibility of 
pneumothorax and to check the position of the endotracheal tube after intubation.  

 

Requirement 5.1.32 

The facility has a medical escort procedure for inter-institutional patient transfer.  

References: ACS, 2014 / Consensus of experts (INESSS, 2015a). 

The escort procedure must include a description of the following:   

• the type of patient; 

• the distribution of responsibilities among escorts; 

• the contents of the kit provided to escorts; 

• the procedure to call medical resources back to the facility. 

Information regarding applying the latest recommendations from the Collège des médecins du 
Québec must be included [CMQ, 1998]. 

 

Requirement 5.1.33 

The facility has a procedure for the transfer of TBI patients with a GCS result of ≤ 13, 
complete with a description of the role of each practitioner concerned.  

References: ACS, 2014 / RACS, 2016 / Consensus of experts (INESSS, 2015a). 

The transfer procedure must comply with the terms set out in the general inter-institutional transfer 
agreement (see section 2.1).  
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Requirement 5.1.34 

The facility has a procedure for the transfer of major burn injury patients to a designated 
centre of expertise. 

References: ACS, 2014 / RACS, 2016 / Consensus of experts (INESSS, 2015a). 

The transfer procedure must comply with the terms set out in the general inter-institutional transfer 
agreement (see section 2.1). 

In addition to the AH-450 form (required for the transfer of patients), the basic information to be 
communicated when organizing a transfer to a centre of expertise must minimally include the 
following:  

• patient identifiers (name, health insurance number, age, weight, height, allergies, family 
contacts);  

• information on the referrers (name and telephone number of the referring facility and 
physician); 

• details of the accident (date, time, burn etiology); 

• areas and percentage of body surface affected;   

• treatments and medications administered at the referring facility; type of dressing used;   

• patient’s condition during transfer (e.g.: intubated, ventilated);   

• date of departure from the referring facility and scheduled date of arrival at the centre of 
expertise.   

 

Requirement 5.1.35 

The facility has a procedure for the transfer of spinal cord injury patients to a designated 
centre of expertise.  

References: RACS, 2016 / Consensus of experts (INESSS, 2015a). 

The transfer procedure must comply with the terms set out in the general inter-institutional transfer 
agreement (see section 2.1). 

Prior to proceeding with any transfer, steps must be taken to ensure that the patient is stable from  
hemodynamic and ventilation points of view. 

Two conditions requiring treatment justify keeping spinal cord injury patients at the facility, thus 
delaying transfer:  

1) The patient shows signs of progressive neurological instability requiring immediate surgery. 
Based on consensus in the medical community, this type of instability is exceptional; 

2) The patient shows signs of hemodynamic instability requiring immediate surgical 
stabilization treatments to preserve life; such treatments are thus provided at the referring 
facility. In these cases, spinal fracture fixation is usually performed simultaneously with other 
surgical procedures needed to keep the patient alive.  The general state of this type of patient 
is considered to be serious and does not allow for safe transfer to a centre of expertise until 
several days later.  

 

Requirement 5.1.36 

The facility has a procedure for applying the ministerial directive regarding victims of 
traumatic amputation or needing emergency microsurgical revascularization.  

References: ACS, 2014 / RACS, 2016 / Consensus of experts (INESSS, 2015a). 
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Requirement 5.1.37 

The facility has a procedure for transfer of thoracic trauma patients to tertiary or regional 
secondary facilities.  

Reference: Consensus of experts (INESSS, 2015a). 

The transfer procedure must comply with the terms set out in the general inter-institutional transfer 
agreement (see section 2.1). 

The AH-450 form is required for the patient’s transfer. 

Massive hemothorax or massive pleural hemorrhage (≥ 1500 cc or 200 cc-h for 3 hours):  

Massive hemothorax or massive pleural hemorrhage requires surgery (thoracotomy) to be 
performed at the referring facility. Once considered medically stable, the patient can be 
transferred.  

Other thoracic conditions: 

It is essential for primary or secondary facilities to transfer patients with any of the following 
thoracic conditions to a tertiary or regional secondary facility as quickly as possible:  

• Flail chest or rib cage instability or distortion;  

• Pulmonary contusion with respiratory failure likely needing prolonged ventilatory assistance; 

• Multiple fractured ribs likely needing prolonged ventilatory assistance;  

• Penetrating thoracic trauma; 

• Penetrating mediastinal trauma; 

• Tracheobronchial tree trauma; 

• Aortic trauma or suspected trauma to other large blood vessels; 

• Major myocardial conditions;  

• Trauma to the diaphragm needing prolonged ventilation. 

 Operating and recovery rooms 

Expected technical platform – Operating room  

The designated trauma facility has access to the necessary technical platform in the 

operating room for fulfilling its mandate.  

Requirement 5.2.1 

The facility has an operation room or emergency service corridor dedicated to major 
trauma patients.   

References: ACS, 2014 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

Expected procedures and algorithms – Operating and recovery rooms  

The facility has the procedures and algorithms listed in this section that correspond to its 

level of trauma designation. 
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Requirement 5.2.2  

The facility has a priority management procedure securing 24/7 access for trauma victims 
within 30 minutes.    

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The procedure must describe the mechanisms to ensure 24/7 access to the operating room within 
30 minutes, the distribution of roles and responsibilities among the practitioners concerned, the 
trauma victim’s position on the scale of priorities according to the patient’s condition 
(stable/unstable), and the way in which authority is exercised in the latter case. The priority given 
to a victim of severe trauma must be demonstrated in the list of urgent operations.  

 

Requirement 5.2.3  

The facility has a procedure for determining the operating room or emergency service 
corridor to be used for major trauma patients.   

References: ACS, 2014 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The procedure must describe how roles and responsibilities are shared among the practitioners 
concerned and the way in which authority is exercised in this case.  

 

Requirement 5.2.4 

The facility has a procedure for opening a second trauma operating room.   

References: ACS, 2014 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The procedure must describe the criteria allowing for an access route to be rapidly cleared for 
trauma victims whose condition calls for urgent surgery while another surgery is already in 
progress. The procedure must describe how roles and responsibilities are shared among the 
practitioners concerned.  

 

Requirement 5.2.5 

The facility has an operating procedure for the recovery room that also covers emergency 
situations at night.  

References: ACS, 2014 / RACS, 2016 / Consensus of experts (INESSS, 2015a). 

 Intensive care 

Expected technical platforms – Intensive care  

The designated trauma facility has access to the necessary technical platforms in 

intensive care for fulfilling its mandate.  

Whatever the organization type (closed or semi-closed intensive care), joint medical 

monitoring is required for orthopedic trauma patients (see requirement 5.4.3 – Trauma 

unit). 
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Requirement 5.3.1 

The facility has access to closed intensive care, which means that admissions to intensive 
care are conducted by an intensive care physician and the care episode is coordinated by 
a medical team specifically appointed to the intensive care unit (for instance, under the 
responsibility of an intensivist).  
References: RACS, 2016 / TAC, 2011 / NHS, 2010 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.3.2 

The facility has access to semi-closed intensive care, which means that admissions to 
intensive care are carried out by the patient’s treating physician.   

References: ACS, 2014 / Consensus of experts (INESSS, 2015a). 

Expected procedures and algorithms – Intensive care 

The facility has the procedures and algorithms listed in this section that correspond to its 

level of trauma designation. 

Clinical procedures 

Requirement 5.3.3 

The facility has a procedure for delirium prevention, screening and treatment.  

Reference: Consensus of experts (INESSS, 2015a). 

 

Requirement 5.3.4 

The facility has a procedure for pressure ulcer prevention.  

Reference: Consensus of experts (INESSS, 2015a). 

 

Requirement 5.3.5 

The facility has a procedure for pain management14.  

References: NHS, 2010 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.3.6 

The facility has a procedure for nutritional management15.  

References: NHS, 2010 / Consensus of experts (INESSS, 2015a). 

 

 
14 Example in Galvagno et al., 2016. 

15 Example in Jacobs et al., 2004.  
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Requirement 5.3.7 

The facility has a procedure for the prevention of stress ulcers16.  

Reference: Consensus of experts (INESSS, 2015a). 

 

Requirement 5.3.8 

The facility has a procedure for the use of thromboprophylaxis. 

References: RACS, 2016 / NHS, 2010 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.3.9 

The facility has a procedure for access to renal replacement therapy (hemodialysis, 
hemofiltration).  

Reference: Consensus of experts (INESSS, 2015a). 

Renal replacement therapy must be rapidly accessible or, as required, may be the subject of an 
inter-institutional agreement.   

 

Requirement 5.3.10 

The facility has a care delivery procedure for patients with moderate or severe TBI17.  

References: NHS, 2010 / Consensus of experts (INESSS, 2015a). 

The procedure must describe aspects specific to the type of care, monitoring and intervention 
required during the patient’s stay in intensive care (e.g.: intracranial pressure monitoring, 
medically induced coma, etc.). 

 

Requirement 5.3.11 

The facility has a procedure for withdrawal of life support18.  

Reference: Consensus of experts (INESSS, 2015a). 

 

Requirement 5.3.12 

The facility has a procedure for declaring brain death.  

References: ACS, 2014 / NHS, 2010 / Consensus of experts (INESSS, 2015a). 

Administrative procedures  

Requirement 5.3.13 

The facility has a procedure for coding of emergencies, complete with a description of 
the role of each practitioner concerned.  

Reference: Consensus of experts (INESSS, 2015a). 

 

 
16 Example in EAST Practice Management Guidelines Committee, 2008.  
17 Example in BTF, 2007.  
18 Example in Tisherman et al., 2004.  
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Requirement 5.3.14 

The facility has a procedure for admission to and discharge from intensive care.   

References: ACS, 2014 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The procedure should ensure compliance with performance marker M60 (ultimate referral within 
60 minutes), i.e., access to the operating room or admission to an intensive care bed within 60 
minutes after the patient’s arrival in the emergency department. 

The procedure must include admission and discharge criteria and describe how responsibilities 
are to be shared among the practitioners concerned.  

 

Requirement 5.3.15 

The facility has a medical escort procedure for transfers within the facility. 

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / Consensus of experts (INESSS, 2015a). 

The escort procedure must include a description of the following:   

• the type of patient; 

• the distribution of responsibilities among escorts; 

• the contents of the kit provided to escorts; 

The procedure may be similar to that applied in the emergency department (requirement 5.1.30), 
by clarifying, in this instance, the aspects specific to the intensive care unit.  

 Trauma unit 

Expected technical platforms – Trauma unit  

The designated trauma facility has access to the necessary technical platforms in the 

trauma unit for fulfilling its mandate.   

Requirement 5.4.1 

The facility has access to a specialized trauma unit, meaning that the care unit can only 
admit trauma victims.   

Reference: Consensus of experts (INESSS, 2015a). 

 

Requirement 5.4.2 

The facility has access to a non-specialized trauma unit, meaning that the care unit can 
provide care and services to trauma victims as well as patients with other diagnoses.   

Reference: Consensus of experts (INESSS, 2015a). 

 

Requirement 5.4.3 

Joint medical monitoring must be provided to orthopedic trauma patients. 

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The sharing of responsibilities must be described in the joint medical monitoring of orthopedic 
trauma patients.  
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Expected protocols and procedures – Trauma unit  

The facility has the procedures and algorithms listed in this section that correspond to its 

level of trauma designation.  

Clinical procedures 

Requirement 5.4.4 

The facility has a procedure for delirium prevention, screening and treatment.  

Reference: Consensus of experts (INESSS, 2015a). 

The delirium prevention, screening and treatment procedure for the trauma unit may be the same 
as that used in intensive care (see requirement 5.3.3). 

 

Requirement 5.4.5 

The facility has a procedure for pressure ulcer prevention. 

Reference: Consensus of experts (INESSS, 2015a). 

The pressure sore prevention procedure that is applied in the trauma unit may be the same as 
that used in intensive care (see requirement 5.3.4). 

 

Requirement 5.4.6  

The facility has a procedure for pain management.  

References: NHS, 2010 / Consensus of experts (INESSS, 2015a). 

The pain management procedure that is applied in the trauma unit may be the same as that used 
in intensive care (see requirement 5.3.5). 

 

Requirement 5.4.7 

The facility has a procedure for nutritional management.  

References: ACS, 2014 / NHS, 2010 / Consensus of experts (INESSS, 2015a). 

The nutritional monitoring procedure that is applied in the trauma unit may be the same as that 
used in intensive care (see requirement 5.3.6). 

 

Requirement 5.4.8 

The facility has a procedure for the use of thromboprophylaxis.  

References: RACS, 2016 / NHS, 2010 / Consensus of experts (INESSS, 2015a). 

The procedure for thromboprophylaxis that is applied in the trauma unit may be the same as 
that used in intensive care (see requirement 5.3.8).  
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Administrative procedures 

Requirement 5.4.9  

The facility has a bed management procedure.  

References: TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The bed management procedure applies to both specialized and non-specialized units. It must 
describe the mechanisms for ensuring priority access to beds, criteria for patient transfer 
(including monitoring of patients waiting to be transferred) and management of overcrowding, if 
any. 

 

Requirement 5.4.10 

The facility has a procedure for transfer to intensive functional rehabilitation at a 
rehabilitation centre for the physically impaired (as an inpatient or outpatient).   

References: NHS, 2010 / Consensus of experts (INESSS, 2015a). 

The procedure must describe the mechanisms of consultation and transfer, without delay and 
without right of refusal, for victims of severe trauma to a rehabilitation centre for the physically 
impaired, in order to receive intensive inpatient and outpatient functional rehabilitation services.  

 

Requirement 5.4.11 

The facility has a procedure for starting rehabilitation within 48 hours for patients referred 
from another designated trauma facility upon their return to their region of residence.   

References: NHS, 2010 / Consensus of experts (INESSS, 2015a). 

Rehabilitation services must be organized so as to allow victims of severe trauma to start 
treatment within 48 hours of their return to their region of residence after hospitalization in a 
higher-level trauma facility. The procedure must describe the mechanisms for consultation and 
management of rehabilitation. 

 

Requirement 5.4.12 

The facility has a collective prescription or an automatic management procedure for 
access to rehabilitation services.  

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / Consensus of experts (INESSS, 2015a). 

This prescription or procedure must apply at the minimum to the following professional disciplines:   

• Physiotherapy 

• Occupational therapy 

• Social services 

• Psychology 

• Speech therapy 

• Clinical nutrition  

The procedure must describe the mechanisms in use for screening and prompt management of 
trauma victims and the sharing of responsibilities among rehabilitation practitioners, upon the 
victims’ arrival in intensive care and throughout their stay at the facility.   
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 Medical imaging 

Expected technical platforms – Medical imaging 

The designated trauma facility has access to the necessary technical platforms in the 

medical imaging department for fulfilling its mandate.  

Requirement 5.5.1 

The facility is able to provide 24/7 accessibility to angiography.   

References: ACS, 2014 / RACS, 2016 / TAC, 2011 / NHS, 2010 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.5.2 

The facility has a computed tomography (CT) scanner that is adjacent to the emergency 
department (or considers providing for such access in any future emergency department 
renovation). 
References: NHS, 2010 / Consensus of experts (INESSS, 2015a). 

Expected protocols and procedures – Medical imaging  

The facility has the procedures and algorithms listed in this section that correspond to its 

level of trauma designation.  

Clinical procedures  

Requirement 5.5.3 

The facility has activation and priority management procedures to meet urgent requests 
for conventional medical imaging and in computed tomography (CT). 

References: ACS, 2014 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The procedure must describe how activation by radiologists and technicians is carried out and 
how requests for conventional medical imaging and CT scanning are prioritized. The procedure 
must also indicate how roles and responsibilities are shared among the practitioners concerned. 

This procedure must describe the mechanisms ensuring access to information by the receiving 
facility when trauma victims are transferred, in order to avoid unnecessary repeat of tests or 
radiation overdose (e.g.: written report from the referring center, access to dictations, etc.). 

 



 

51 

Requirement 5.5.4 

The facility has activation and priority management procedures to meet urgent requests 
for magnetic resonance imaging (MRI) for trauma patients.  

References: NHS, 2010 / Consensus of experts (INESSS, 2015a). 

The procedure must describe how activation by radiologists and technicians is carried out and 
how requests for MRI are prioritized. 

If there is no particular factor associated with a request for MRI, the activation and priority 
management procedures to meet urgent MRI requests can be the same as those used for 
conventional medical imaging and CT scanning (see requirement 5.5.3). 

 

Requirement 5.5.5 

The facility has a procedure for responding to sudden distress suffered by trauma patients 
during examination.    

References: ACS, 2014 / Consensus of experts (INESSS, 2015a). 

The procedure must describe the mechanisms in place and how roles and responsibilities are 
shared among the practitioners concerned.  

 

Requirement 5.5.6 

The facility has a procedure for angioembolization.   

References: RACS, 2016 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The procedure must describe indications, mechanisms in place and how roles and responsibilities 
are shared among the practitioners concerned.   

Administrative procedures 

Requirement 5.5.7 

The facility has a procedure for ensuring the transmission of a report (written or dictated 
through the central dictation system) when a patient is transferred to another facility.  

References: ACS, 2014 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.5.8 

The facility has a procedure related to urgent radiograph reading and reporting, as a 
written document or dictation through the central dictation system, within 60 minutes 
(conventional medical imaging and CT scanning). 

References: ACS, 2014 / NHS, 2010 / Consensus of experts (INESSS, 2015a). 

The procedure must describe the mechanisms in place for ensuring accessibility to radiology 
reports within 60 minutes.   

For medical-legal purposes, it is essential that a report be produced in writing or dictated through 
the central dictation system. A verbal report alone is not admissible.  
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 Laboratories and blood bank 

Expected technical platforms –Laboratories and blood bank 

The designated trauma facility has access to the necessary technical platforms in the 

laboratories and blood bank for fulfilling its mandate.  

Requirements 5.6.1 to 5.6.3 

The facility is able to offer the following:   

5.6.1 

5.6.2 

5.6.3 

24/7 accessibility to laboratory services 

24/7 accessibility to blood bank supplies 

24/7 accessibility to blood bank services 

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.6.4 

The facility is able to make two O negative (O-) packs of blood cells available to the 
emergency department.    

References: RACS, 2016 / Consensus of experts (INESSS, 2015a). 

Expected protocols and procedures – Laboratories and blood bank  

The facility has the procedures and algorithms listed in this section that correspond to its 

level of trauma designation.  

Clinical procedures 

Requirement 5.6.5 

The facility has a blood administration procedure (extreme emergency, without blood 
cross-matching, without blood grouping) which includes an algorithm and a description of 
the roles and responsibilities of the practitioners concerned.   

Reference: Consensus of experts (INESSS, 2015a). 
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Requirement 5.6.6 

The facility has a procedure and algorithm for massive transfusion.   

References: ACS, 2014 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

The procedure, which includes an algorithm, must describe how responsibilities are shared 
among the practitioners concerned. In particular, it must specify who is responsible for the 
management of possible complications during a massive transfusion.  

The procedure must also describe the mechanism in use to notify the personnel responsible for 
the patient. All necessary tests must be performed systematically, and not requested at random.   

Each use of the massive blood transfusion protocol must be discussed by the local trauma 
committee.  

The massive blood transfusion protocol should be established on a regional (rather than local) 
basis.  

 Emergency measures plan 

Requirement 5.7.1 

The facility must have a detailed emergency measures plan that is consistent with the 
regional emergency measures plan.  

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / Consensus of experts (INESSS, 2015a). 

The emergency measures plan must specify the role of the facility in its region, the extent of use 
of recognized protocols and procedures, the level of personnel preparedness and training, the 
means to increase space and resources (caregivers, equipment, beds, etc.) needed to respond 
to a large number of injured people, as well as the persons responsible and modes of 
communication for ensuring effective coordination of interventions. The plan must also include 
provisions for follow-up and evaluation.   

The emergency measures plan must always be available to all personnel. 

 Organ and tissue donation 

Designated trauma facilities play a major role in identifying potential donors. They offer 

the necessary critical care and liaise with designated organizations. The facilities have a 

structure and mechanisms for applying organ and tissue donation procedures using tools 

provided by reference organizations [Héma-Québec, 2012; Transplant Québec, 2012]. 

Requirement 5.8.1 

Application of the standard procedure for organ donation by Transplant Québec. 

References: ACS, 2014 / RACS, 2016 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.8.2 

Application of the standard procedure for tissue donation by Héma-Québec. 

References: ACS, 2014 / RACS, 2016 / Consensus of experts (INESSS, 2015a). 
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 Procedure and process evaluation forms 

All target departments must have access to a procedure and process evaluation form: 

emergency department; operating and recovery rooms; intensive care; trauma unit; 

medical imaging; and laboratories/blood bank.  

Among other aspects, each form covers the elements expected in order to meet the 

trauma care requirements specific to each department, according to the level of 

designation of the facility. All departments must use this evaluation form to assess their 

respective compliance with and application of the required procedures, through 

appropriate review of the medical records that concern them.  

The evaluation process conducted by each department complements the medical 

records audit process described in section 4.2. 

Requirement 5.9.1 

Procedure and process evaluation form – Emergency department  

Reference: Consensus of experts (INESSS, 2015a). 

The evaluation form used in tertiary and tertiary pediatric facilities must include medical 
consultation by the trauma team leader within 20 minutes and by the general surgeon within 30 
minutes. 

 

Requirement 5.9.2 

Procedure and process evaluation form – Operating and recovery rooms 

References: ACS, 2014 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.9.3 

Procedure and process evaluation form – Intensive care  

References: ACS, 2014 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.9.4 

Procedure and process evaluation form – Trauma unit 

Reference: Consensus of experts (INESSS, 2015a). 

The evaluation form must document delays in accessing rehabilitation services for trauma 
patients. 

 

Requirement 5.9.5 

Procedure and process evaluation form – Medical imaging  

References: ACS, 2014 / Consensus of experts (INESSS, 2015a). 

 

Requirement 5.9.6 

Procedure and process evaluation form – Laboratories/blood bank 

References: NHS, 2010 / Consensus of experts (INESSS, 2015a). 
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SECTION 6  

PREVENTION, TEACHING, RESEARCH AND NETWORK 

SUPPORT ACTIVITIES 

 Prevention, awareness and information activities 

Tertiary and tertiary pediatric trauma facilities must actively take part in trauma 

prevention efforts through public education and awareness-raising. Their contribution 

goes beyond their regional boundaries. 

Requirement 6.1.1 

The facility engages in contributing to national, provincial and regional trauma prevention 
programs.  

References: ACS, 2014 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

 

Requirement 6.1.2 

The facility engages in organizing prevention and educational activities and to offer trauma 
information sources to the public at the regional and supra-regional level.   

References: ACS, 2014 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

These activities might include the following in particular: 

• Participation in and coordination of activities on trauma prevention; 

• Monitoring of trauma prevention program effects and results;   

• Development of prevention, awareness and educational tools intended for the general 
public;  

• Participation in conferences, seminars and symposiums. 

These activities should be included in the regional trauma action plan covering the designated 
facility.  

 Teaching activities  

Tertiary and tertiary pediatric trauma facilities must take part in teaching activities in 

collaboration with the Réseau universitaire intégré de santé (RUIS) with which they are 

affiliated and with the university programs concerned.  

Teaching activities are incorporated into clinical activities; students participate in 

knowledge-transfer activities via presentations, reading clubs, etc.  

Requirement 6.2.1 

The facility engages in offering graduate and postgraduate training activities in medicine.   

Reference: Consensus of experts (INESSS, 2015a). 
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Requirement 6.2.2 

The facility engages in offering a medical residency program in general surgery.  

Reference: Consensus of experts (INESSS, 2015a). 

 

Requirement 6.2.3 

The facility engages in offering graduate and postgraduate teaching activities in nursing.  

Reference: Consensus of experts (INESSS, 2015a). 

 

Requirement 6.2.4 

The facility engages in offering graduate and postgraduate teaching activities for other 
health professionals.  

Reference: Consensus of experts (INESSS, 2015a). 

 Research and knowledge-transfer activities in traumatology  

Tertiary and tertiary pediatric trauma facilities actively engage in trauma research and 

foster establishment of evidence-based clinical practices. 

Requirement 6.3.1 

A research team in traumatology is present at the facility.  

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

 

Requirement 6.3.2 

The facility participates actively in the conduct of clinical research projects and publication 
of scientific articles.  

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

 

Requirement 6.3.3 

The facility presents research results at conferences, symposiums and seminars.   

References: ACS, 2014 / RACS, 2016 / NHS, 2010 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

 Network support activities 

Depending on its level of designation, the facility providing care to trauma patients 

ensures training for physicians and other professionals in the community and for its 

partners. The facility ensures consistency between training needs and objectives to be 

attained, and the organization and updating of training at the regional and supra-regional 

levels. The facility ensures that partners’ needs are gauged periodically and subjected to 

follow-up. The facility also provides for the planning of the training activities listed in this 

section, among others.  
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Requirement 6.4.1 

The facility plans and organizes training activities intended for physicians in the 
community (e.g.: ATLS, PALS, seminars, etc.).  

References: ACS, 2014 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

 

Requirement 6.4.2 

The facility plans and organizes training activities intended for pre-hospital care providers.  

References: ACS, 2014 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

 

Requirement 6.4.3 

The facility plans and organizes training activities intended for nursing staff (e.g.: TNCC, 
seminars, etc.).  

References: ACS, 2014 / RACS, 2016 / TAC, 2011 / Consensus of experts (INESSS, 2015a). 

 

Requirement 6.4.4 

The facility plans and organizes training activities intended for other health professionals.  

References: ACS, 2014 / Consensus of experts (INESSS, 2015a). 

 

Requirement 6.4.5  

The facility plans and organizes training activities intended for partners (e.g.: patient 
groups, schools, etc.).  

Reference: Consensus of experts (INESSS, 2015a). 

 

Requirement 6.4.6 

The facility has a feedback mechanism for referring centres (e.g.: an annual meeting for 
feedback on transferred cases).  

Reference: Consensus of experts (INESSS, 2015a). 

 

Requirement 6.4.7 

The facility provides a remote consultation service for stabilization centres.   

Reference: Consensus of experts (INESSS, 2015a). 

 

Requirement 6.4.8 

The facility has on-site access to a remote consultation service.  

Reference: Consensus of experts (INESSS, 2015a). 
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APPENDIX A 

Historical criteria for determining the level of designation of acute care facilities in the 

Québec trauma network 

CRITERIA  

REQUIREMENTS ACCORDING TO THE LEVEL OF DESIGNATION 

TERTIARY 
TERTIARY 
PEDIATRIC 

REGIONAL 
SECONDARY 

SECONDARY PRIMARY 
STABILIZATION 

CENTRE 

1 Ensures adequate availability of necessary resources. X X X X X X 

2 Minimum population base of 1 M. X X     

3 
Number of trauma admissions equal to or greater than 1,200/year OR 
240 admissions of patients with an ISS > 15 OR a total of 35 patients 
with an ISS > 15 per surgeon.  

X      

4 Number of patients with major trauma and an ISS > 15. >250 >200 >200 >80   

5 
A Level I pediatric trauma centre must admit more than 200 injured 
children under the age of 15 each year.  

 X     

6 
Pediatric trauma centres must meet the same criteria as those for 
adult trauma centres, but must also meet criteria specific to pediatric 
centres.   

 X     

7 Tertiary trauma care.  X X     

8 Highly-specialized neurosurgery care. X X X    

9 Regional reference centre in neurotrauma. X X X    

10 Supra-regional reference centre in neurotrauma. X X     

11 Specialized care in orthopedics, intensive care and internal medicine.  X X X    

12 Specialized care in orthopedics.     X   

13 Intensive care and minimum coverage in internal medicine.    X   

14 24/7 coverage of anaesthesia and surgery. X X X X X  

15 No retention of moderate or severe traumatic brain injury victims.     X X  

16 
The centre must be isolated with a captive population reliant on the 
health care provided in said centre.   

     X 
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CRITERIA  

REQUIREMENTS ACCORDING TO THE LEVEL OF DESIGNATION 

TERTIARY 
TERTIARY 
PEDIATRIC 

REGIONAL 
SECONDARY 

SECONDARY PRIMARY 
STABILIZATION 

CENTRE 

17 
Located at a distance of more than 2 hours from the closest trauma 
centre. Ensures medical stabilization of victim’s condition within 30 
minutes and provides medical escorts for trauma victims at risk.    

     X 

18 
Located at a distance of more than 45 minutes from the closest 
secondary or tertiary trauma center offering general surgery and 
anaesthesia services.  

    X  

19 
Inter-institutional transfer agreements to be signed by referring 
centers and their designated neurotrauma center.  

   X   

20 

The stabilization service must be able to perform resuscitation. The 
service: 

• Ensures adequate airway management (clearing, permeability 
and protection). 

• Is able to perform endotracheal intubation or use another 
advanced airway protection technique (Combitube) and install a 
thoracic drain, if necessary. 

• Administers blood (desired element). 
• Controls intracranial hypertension with Mannitol when pupils are 

dilated (after consultation with reference neurosurgical centre).  
• Stabilize/immobilize fractures; close major wounds, if required. 

     X 

21 Stabilization of hemorrhage prior to victim transfer, if still necessary.   X X X  

22 Limiting care to medical stabilization only.      X 

23 No biological or radiological examination.       X 

24 Maximum internal delay of 10 minutes.       X 

25 
Maximum internal delay prior to transfer or transfer decision of 
30 minutes after arrival of trauma victim.   

     X 

26 When clinically required, providing for medical escort during transfer.   X X X X 

27 
Tertiary reference centres support stabilization services through 
training and direct support where required, depending on the condition 
of the trauma victim, mainly during evacuation by air. 

X X    X 

28 Multidisciplinary rehabilitation team for neurotrauma victims.  X X X    

29 Optimal technical platform.  X X X    



 

63 

CRITERIA  

REQUIREMENTS ACCORDING TO THE LEVEL OF DESIGNATION 

TERTIARY 
TERTIARY 
PEDIATRIC 

REGIONAL 
SECONDARY 

SECONDARY PRIMARY 
STABILIZATION 

CENTRE 

30 Sophisticated technical platform.    X   

31 Basic technical platform.     X  

32 Minimal technical platform.       X 

33 Academic teaching and research centre. X X     

34 Consultation and training centre for its referring network. X X X    

35 Monitoring programs for minor and mild traumatic brain injury. X X X    

 
 

 

 



 

Legend: 

 Tertiary  Tertiary pediatric  Regional secondary  Secondary  Primary  Stabilization centre 
            

E Essential O Optional  Not required       
 64 

APPENDIX B  

Requirements for institutions operating designated acute care facilities in the Québec 

trauma network 

  
Renewed 

requirement 
(2001) 

New 
requirement 

(2015) 
Level of designation 

   T TP RS S P SC 

SECTION 1:  INSTITUTIONAL ENGAGEMENT AND FACILITY CONSULTATION STRUCTURE 

1.1 Engagement of the board of directors and executive management 

1.1.1 Chairman of the board of directors X   E E E E E E 

1.1.2 President and Chief executive officer X   E E E E E E 

1.2 Engagement of the department of professional services 

1.2.1 Director of professional services (DSP) X   E E E E E E 

 Designation of a physician as emergency department head   

1.2.2 Designation of a physician as emergency department head  X   E E E E E E 

 Medical and administrative coordination of the operating and recovery rooms 

1.2.3 Medical coordinator of the operating and recovery rooms X   E E E E E   

1.2.4 Administrative coordinator of the operating and recovery rooms X   E E E E E   

 Medical and administrative coordination of the intensive care unit 

1.2.5 Medical coordinator of the intensive care unit X   E E E E O   

1.2.6 Administrative coordinator of the intensive care unit X   E E E E O   

 Medical and administrative coordination of the trauma unit  

1.2.7 Medical coordinator of the trauma unit X   E E E       

1.2.8 Administrative coordinator of the trauma unit X   E E E       

 Engagement of surgical specialties 

1.2.9 General surgery X   E   E E E   

1.2.10 Pediatric surgery X     E  O       

1.2.11 Cardiac surgery X   E E O       

1.2.12 Maxillo-facial surgery X   E E E O     

1.2.13 Gynaecological and obstetric surgery X   E E E O     

1.2.14 Ophthalmic surgery X   E E E O     

1.2.15 Orthopaedic surgery X   E E E E O   
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Renewed 

requirement 
(2001) 

New 
requirement 

(2015) 
Level of designation 

   T TP RS S P SC 

SECTION 1:  INSTITUTIONAL ENGAGEMENT AND FACILITY CONSULTATION STRUCTURE 

1.2.16 Plastic surgery X   E E E O     

1.2.17 Thoracic surgery X   E E E O     

1.2.18 Urological surgery X   E E E O O   

1.2.19 Vascular surgery X   E E E O     

1.2.20 Neurosurgery X   E E E       

1.2.21 Oto-rhino-laryngological (ORL) surgery  X   E E E O O   

 Engagement of medical specialties 

1.2.22 Anesthesiology X   E E E E E   

1.2.23 Hematology and transfusion medicine X   E E E O     

1.2.24 Medical imaging: 

 1.2.24.1 Angiography X   E E E O     

 1.2.24.2 Ultrasound X   E E E E E   

 1.2.24.3 Radiology X   E E E E E   

 1.2.24.4 Magnetic resonance imaging (MRI) X   E E O O     

 1.2.24.5 Computed tomography (CT) X   E E E E O   

1.2.25 Intensive care/intensivist X   E E E E O   

1.2.26 Emergency medicine or 24/7 emergency X   E E E E E   

1.2.27 Specialized medicine: 

 1.2.27.1 Cardiology X   E E O O     

 1.2.27.2 Gastroenterology X   E E O O     

 1.2.27.3 Geriatrics X   E   O O     

 1.2.27.4 Internal medicine X   E   E E O   

 1.2.27.5 Microbiology and infectious disease X   E E E O     

 1.2.27.6 Nephrology (hemodialysis) X   E E E O     

 1.2.27.7 Neurology X   E E E O     

 1.2.27.8 Respirology X   E E E O     

 1.2.27.9 Pediatrics X     E E19 O     

 
19 Depending on the configuration in Québec.  
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Renewed 

requirement 
(2001) 

New 
requirement 

(2015) 
Level of designation 

   T TP RS S P SC 
SECTION 1: INSTITUTIONAL ENGAGEMENT AND FACILITY CONSULTATION STRUCTURE 

1.2.28 Physiatry X   E E O O     

1.2.29 Psychiatry X   E E O       

1.3 Engagement of clinical departments and paramedical services 

 Engagement of clinical departments 

1.3.1 Direction des soins infirmiers X   E E E E E E 

1.3.2 Direction des services hospitaliers or direction générale adjointe X   E E E E E E 

1.3.3 Direction des services multidisciplinaires   X E E E E E E 

1.3.4 Other departments in charge of care programs and client services  X   E E E E E E 

 Engagement of paramedical services 

1.3.5 Medical records X   E E E E E E 

1.3.6 Blood bank X   E E E E E   

1.3.7 Biochemistry X   E E E E E   

1.3.8 Respiratory therapy   X E E E E E   

1.3.9 Clinical nutrition   X E E E E E   

1.3.10 Pharmacy X   E E E E E   

1.3.11 Rehabilitation X   E E E E E   

1.3.12 Pre-hospital services X   E E E E E E 

1.3.13 Social services  X  E O20    

1.4 Engagement and medical and administrative coordination of the trauma program  

1.4.1 Medical director of the trauma program  X   E E E       

1.4.2 Administrative coordinator of the trauma program X   E E E       

1.4.3 Clinical coordinator of the trauma program (if present)  X   E E E       

  

 
20  Depending on the configuration in Québec. 
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Renewed 

requirement 
(2001) 

New 
requirement 

(2015) 
Level of designation 

   T TP RS S P SC 
SECTION 1: INSTITUTIONAL ENGAGEMENT AND FACILITY CONSULTATION STRUCTURE 

1.5 Engagement of the local trauma committee 

1.5.1 Local trauma committee reporting to the department of professional services  X   E E E E E E 

1.5.2 Chairmanship (or co-chairmanship, if any) of local trauma committee X   E E E E E E 

  Multidisciplinary composition of the local trauma committee  

1.5.3 Department of professional services X  E E E E E E 

1.5.4 Chair X  E E E E E E 

1.5.5 Emergency  X   E E E E E E 

1.5.6 Operating and recovery rooms  X   E E E E E   

1.5.7 Intensive care X   E E E E O   

1.5.8 Trauma unit (specialized or non-specialized)  X   E E E E E   

1.5.9 Multidisciplinary team and paramedical services  X   E E E E E   

1.5.10 Medical imaging X   E E E E E   

1.5.11 Laboratories/blood bank X  E E E E E  

1.5.12 Surgery X  E E E O   

1.5.13 Orthopaedics X  E E E E O  

1.5.14 Neurosurgery X  E E E    

1.5.15 Medical records (archivist in charge of SIRTQ) X  E E E E E  

1.5.16 Pre-hospital sector X  E E E E E  

 Reporting procedures 

1.5.17 Minimum number of prescribed meetings per fiscal year X   4 4 4 3 2 2 

1.5.18 Transmission of minutes to INESSS X   E E E E E E 

1.6 Presence and engagement of a physician group as trauma team leaders 

1.6.1 Presence and engagement of a physician group as trauma team leaders X   E E         

1.7 Representation of the local trauma committee on the regional trauma committee 

1.7.1 
Appointment of at least one member to represent the local trauma committee 
on the regional trauma committee  

X   E E E E E E 
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Renewed 
requirement 

(2001) 

New 
requirement 

(2015) 
Level of designation 

   T TP RS S P SC 

SECTION 2: INTER-INSTITUTIONAL TRANSFER AGREEMENTS 

2.1 Agreement concerning inter-institutional transfers of trauma victims 

2.1.1 
Agreements concerning transfers to tertiary or regional secondary trauma 
facilities 

X      E E E E 

2.1.2 
Agreement concerning transfers of children and adolescents under 16 years of 
age to tertiary pediatric facilities  

X  E   E E E E 

2.1.3 
Transfer agreement with a centre of expertise for victims of major burn injury 
aged 16 years and older  

X  E   E E E   

2.1.4 
Transfer agreement with a centre of expertise for victims of spinal cord injury 
aged 16 years and older 

X  E   E E E   

2.1.5 Complementary services agreement between primary and secondary facilities  X     E21 E21  

2.2 Ministerial directives and positions 

2.2.1 
Ministerial directive respecting transfers to a centre of expertise for the care of 
victims of traumatic amputation or needing emergency microsurgical 
revascularization  

  X E   E E E   

2.2.2 
Addenda to agreements concerning trauma acute care institutions served by 
the Centre de traumatologie tertiaire de l'Est-du-Québec for paediatric trauma 
victims under 14 years of age – March 1, 2014  

  X E22   E22 E22 E22   

 

  

 
21  If necessary. 

22  Concerns facilities in regions 01, 02, 03, 04, 05, 09, 10, 11 and 12. 
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Renewed 

requirement 
(2001) 

New 
requirement 

(2015) 
Level of designation 

   T TP RS S P SC 

SECTION 3: AVAILABILITY AND TRAINING OF HUMAN RESOURCES IN TRAUMA CARE 

3.1 Availability of surgical and medical specialties and of paramedical resources 

 Availability of surgical specialties (zero delay)  

3.1.1 Cardiac surgery X  E E O       

3.1.2 Gynaecological and obstetrical surgery  X  E E E O     

3.1.3 Ophthalmic surgery X  E E E O     

3.1.4 Vascular surgery  X  E E E O     

3.1.5 ORL surgery X  E E E O O   

 Availability of medical specialties (zero delay) 

3.1.6 Cardiology X  E E O O     

3.1.7 Nephrology (hemodialysis)  X  E E E O     

 24/7 medical coverage 

3.1.8 Emergency medicine  X   E E E E E E 

3.1.9 Intensive care/intensivist X   E E E E E   

3.1.10 Radiologist for conventional imaging and CT  X   E E E E E   

3.1.11 Radiologist for conventional imaging and CT: consultation within 30 minutes  X   E E E E E   

 On-call system 

3.1.12 On-call system for operating and recovery rooms personnel  X   E E E E E   

3.1.13 On-call system for MRI radiologists and technicians   X E E O O     

  24/7 availability of paramedical resources  

3.1.14 Respiratory therapist X   E E E E E   

3.1.15 Radiology technician X   E E E E O   

3.1.16 Radiology technician – on call (available within 30 minutes) X           E   

3.1.17 CT technician  X   E O O       

3.1.18 CT technician on call X     E E E E23   

3.1.19 Laboratory technician  X   E E E E O   

 
23  If CT is present. 
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Renewed 

requirement 
(2001) 

New 
requirement 

(2015) 
Level of designation 

   T TP RS S P SC 

SECTION 3: AVAILABILITY AND TRAINING OF HUMAN RESOURCES IN TRAUMA CARE 

3.1.20 Laboratory technician on call X           E   

3.1.21 Blood bank technician X   E E E E O   

3.1.22 Blood bank technician on call X           E   

3.2 Availability of rehabilitation resources 

3.2.1 
Structured multidisciplinary rehabilitation team in neuro-traumatology including 
a clinical coordinator 

X   E E E       

3.2.2 Unstructured multidisciplinary team X         E E   

3.2.3 Occupational therapy X   E E E E O   

3.2.4 Clinical nutrition   X E E E E O   

3.2.5 Speech therapy X   E E E O     

3.2.6 Physiotherapy X   E E E E E   

3.2.7 Psychoeducation  X  E  O    

3.2.8 Psychology X   E E E O O   

3.2.9 Social services X   E E E E E   

3.3 Training of clinicians 

3.3.1 Continuing education of interdisciplinary team X   E E E O O O 

 Specific training  

3.3.2 
24/7 presence of a physician with specific training (ATLS, ACLS) in the 
emergency department  

X   E E E E E E 

3.3.3 
Presence of trained nursing staff (TNCC training or equivalent) in the 
emergency department  

X   E E E E E E 

3.3.4 Presence of nursing staff trained in traumatology in intensive care X   E E E E O   

 

 

 

 

 

 



 

71 

  
Renewed 

requirement 
(2001) 

New 
requirement 

(2015) 
Level of designation 

   T TP RS S P SC 

SECTION 4: TRAUMA DATA AND QUALITY IMPROVEMENT 

4.1 Respect of the SIRTQ (Système d’information du Registre des traumatismes du Québec) data entry schedule 

4.1.1 Data entry in the local SIRTQ data bank as per pre-established schedule X   E E E E E   

4.1.2 Maintenance of a local trauma data bank  X             E 

4.2 Audit of medical records by the local trauma committee 

4.2.1 Number of medical records to review X  50 50 50 25 25 All 

4.2.2 Deaths   X E E E E E E 

4.2.3 Coroner cases  X   E E E E E E 

4.2.4 Special cases deserving thorough analysis  X   E E E E E E 

4.2.5 Trauma patients with ISS ≥ 25 X   E E E E E   

4.2.6 

Trauma patients not admitted according to established corridors of care and 
services (moderate or severe TBI, SCI patients, major burn injury patients, 
victims of traumatic amputation or needing emergency microsurgical 
revascularization, pediatric patients with severe trauma)  

  X E E E E E   

4.2.7 Analysis of trauma victim transfers X       E E E E 

4.2.8 Mortality analysis X   E E E E E E 

4.2.9 Morbidity analysis X   E E E E E   

4.2.10 
Analysis of compliance with expected procedures and processes for trauma 
patients 

X   E E E E E E 

4.3 Analysis of quality and performance reports by the local trauma committee 

4.3.1 Review of descriptive statistics   X E E E E E   

4.3.2 Review of process indicators and outcome indicators     X E E E E E   
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Renewed 

requirement 
(2001) 

New 
requirement 

(2015) 
Level of designation 

   T TP RS S P SC 

SECTION 5: TECHNICAL PLATFORMS, PROCEDURES AND ALGORITHMS 

5.1 Emergency 

 Expected technical platforms – Emergency department  

5.1.1 Resuscitation room – trauma care  X   E E E E E   

5.1.2 Decontamination room    X  O24 O24  O24  O24 O24  

 Expected procedures and algorithms – Emergency department 

 Clinical procedures 

5.1.3 
Algorithms and description of operations ATLS-ACLS-APLS (to which 
personnel can easily refer) 

X   E E E E E E 

5.1.4 
Three-level activation procedure, with description of the role of each 
practitioner concerned 

X   E E E E E   

5.1.5 Activation procedure, with description of the role of each practitioner concerned X             E 

5.1.6 
Procedure for urgent consultation with description of the roles of each 
practitioner concerned and communication algorithm; includes the following: 

X   E E E E E E 

 5.1.6.1 
Consultation with the trauma team leader with a response time of 
less than 20 minutes 

  X E E         

 5.1.6.2 
Consultation with a general surgeon with a response time of less 
than 30 minutes 

X   E E E E E   

5.1.7 Airway protection procedure that complies with the M10 performance marker X   E E E E E E 

5.1.8 Procedure and algorithm for difficult intubation X   E E E E E E 

5.1.9 Procedure and algorithm for patients with hemoperitoneum X   E E E E E   

5.1.10 
Procedure for ultrasounds in the emergency department that complies with the 
M30 performance marker  

X   E E E E E   

5.1.11 Procedure for venous access with medical and nursing care algorithm  X   E E E E E E 

5.1.12 Procedure for the stabilizing a complex pelvic fracture prior to patient transfer   X     O E E   

5.1.13 Procedure for the delivery of care to pregnant trauma victims   X E E E E E   

5.1.14 
Procedure for pediatric trauma patient’s management that complies with 
established transfer corridors  

  X E   E E E   

 
24 According to the procedures specified in the regional emergency measures plan.  
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Renewed 

requirement 
(2001) 

New 
requirement 

(2015) 
Level of designation 

   T TP RS S P SC 

SECTION 5: TECHNICAL PLATFORMS, PROCEDURES AND ALGORITHMS 

5.1.15 Procedure for prophylactic antibiotic therapy in the context of open fracture   X E E E E E   

5.1.16 
Procedure for the delivery of care to patients with penetrating trauma in the 
cervical area  

  X E E E E E E25 

5.1.17 Procedure for cervical spine clearance   X E E E E E   

5.1.18 
Procedure for the delivery of care of moderate to severe TBI patients prior to 
their transfer 

X   E E E E E   

5.1.19 
Procedure for screening and managing risks of serious medical complications 
in patients with mild TBI  

X   E E E E E E 

5.1.20 Procedure for maintaining the patient’s normothermia   X E E E E E E 

5.1.21 Procedure for compartment syndrome screening    X E E E E O   

5.1.22 
Procedure for biological, chemical, nuclear and radiological decontamination of 
patients  

  X E E E E E O 

5.1.23 Procedure for anticoagulation reversal   X E E E E E   

5.1.24 Procedure for tranexamic acid (Cyklokapron) use   X E E E E E E 

 Transfer procedures, algorithms and mechanisms 

5.1.25 

Procedure for alert by pre-hospital emergency medical services (EMS) and 
description of the roles of each practitioner concerned and data collection 
mechanism (includes direct communication between emergency physician and 
ambulance personnel) 

X   E E E E E E 

5.1.26 
Regional data collection form specific to pre-hospital emergency medical 
services (EMS), managed by EMS  

X   E E E E E E 

5.1.27 
Procedure for accepting transfers, without the right of refusal (includes direct 
communication between physicians in the two emergency departments)  

X   E E E E     

5.1.28 
Procedure for the quick release of pre-hospital care team and their equipment 
– completion within 20 minutes 

  X E E E E E   

5.1.29 
Procedure for obtaining additional personnel and specifying the role of each 
practitioner in the case of mass casualty events 

X   E E E E E O 

5.1.30 Medical escort procedure for patient transfer within the facility  X   E E E E E   

 
25  The procedure should be in line with the procedure for transferred patients at the receiving facility. 
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Renewed 

requirement 
(2001) 

New 
requirement 

(2015) 
Level of designation 

   T TP RS S P SC 

SECTION 5: TECHNICAL PLATFORMS, PROCEDURES AND ALGORITHMS 

5.1.31 Procedure for stabilizing patients prior transfer  X             E 

5.1.32 Medical escort procedure for inter-institutional patient transfer  X   E E E E E E 

5.1.33 
Procedure for the transfer of TBI patients with GCS ≤ 13, complete with 
description of the role of each practitioner concerned 

X         E E E 

5.1.34 
Procedure for transfer of major burn injury patients to a designated centre of 
expertise 

X   E E E E E E 

5.1.35 
Procedure for transfer of spinal cord injury patients to a designated centre of 
expertise 

X   E E E E E   

5.1.36 
Procedure for applying the ministerial directive regarding victims of traumatic 
amputation or needing emergency microsurgical revascularization. 

 X E E E E E E 

5.1.37 
Procedure for transfer of thoracic trauma patients to tertiary or regional 
secondary facilities 

 X        E E   

5.2 Operating and recovery rooms 

 Expected technical platform – Operating room  

5.2.1 
Operation room or emergency service corridor dedicated to major trauma 
patients 

  X E E E O     

 Expected procedures and algorithms – Operating and recovery rooms 

5.2.2 
Priority management procedure securing 24/7 access for trauma victims within 
30 minutes  

X   E E E E E   

5.2.3 
Procedure for determining the operating room and emergency service corridor 
to be used for major trauma patients 

  X E E E O     

5.2.4 Procedure for opening a second trauma operating room X   E E E E O   

5.2.5 
Operating procedure for the recovery room that covers emergency situations at 
night 

X   E E E E E   

5.3 Intensive care 

 Expected technical platform – Intensive care  

5.3.1 Closed intensive care X   E E E O     

5.3.2 Semi-closed intensive care X         E O   
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 Expected procedures and algorithms – Intensive care  

 Clinical procedures 

5.3.3 Procedure for delirium prevention, screening and treatment    X E E E E E   

5.3.4 Procedure for pressure ulcer prevention   X E E E E E   

5.3.5 Procedure for pain management    X E E E E E   

5.3.6 Procedure for nutritional management   X E E E E E   

5.3.7 Procedure for the prevention of stress ulcers    X E E E E E   

5.3.8 Procedure for the use of thromboprophylaxis    X E E E E E   

5.3.9 
Procedure for access to renal replacement therapy (hemodialysis, 
hemofiltration)  

  X E E E O O   

5.3.10 Care delivery procedure for patients with moderate or severe TBI   X E E E       

5.3.11 Procedure for withdrawal of life support   X E E E E E   

5.3.12 Procedure for declaring brain death   X E E E E E   

 Administrative procedures  

5.3.13 
Procedure for coding of emergencies with description of the role of each 
practitioner concerned  

X   E E E E E   

5.3.14 Procedure for admission to and discharge from intensive care X   E E E E O   

5.3.15 Medical escort procedure for transfer within the facility X   E E E E E   

5.4 Trauma unit 

 Expected technical platforms – Trauma unit  

5.4.1 Specialized trauma unit   X E E E       

5.4.2 Non-specialized trauma unit    X       E E   

5.4.3 Joint medical monitoring for orthopedic trauma patients X   E E E E E   

 Expected procedures and algorithms – Trauma unit 

 Clinical procedures 

5.4.4 Procedure for delirium prevention, screening and treatment  X E E E E E   

5.4.5 Procedure for pressure ulcer prevention  X E E E E E   

5.4.6 Procedure for pain management  X E E E E E   
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5.4.7 Procedure for nutritional management   X E E E E E   

5.4.8 Procedure for the use of thromboprophylaxis   X E E E E E   

 Administrative procedures 

5.4.9 Bed management procedure X   E E E E     

5.4.10 
Procedure for transfer to intensive functional rehabilitation at a rehabilitation 
centre for the physically impaired (as an inpatient or outpatient) 

X   E E E E O   

5.4.11 
Procedure for starting rehabilitation care within 48 hours for patients referred 
from another designated trauma facility upon their return to their region of 
residence 

X   E E E E E   

5.4.12 Collective prescription for rehabilitation services  X   E E E E O   

5.5 Medical imaging 

 Expected technical platforms – Medical imaging  

5.5.1 24/7 accessibility to angiography services X   E E E O     

5.5.2 Computed tomography (CT) scanner adjacent to the emergency department X   E E E E     

 Expected procedures and algorithms – Medical imaging 

 Clinical procedures 

5.5.3 
Activation and priority management procedures to meet urgent requests for 
conventional medical imaging and computed tomography (CT)  

X   E E E E E   

5.5.4 
Activation and priority management procedures to meet urgent requests for 
magnetic resonance imaging (MRI) 

  X E E O O     

5.5.5 
Procedure for responding to sudden distress suffered by trauma victims during 
examination 

X   E E E E E   

5.5.6 Procedure for angioembolization   X E E E O     

 Administrative procedures 

5.5.7 
Procedure for the transmission of a report (written or dictated through the central 
dictation system) when a patient is transferred to another facility 

  X     E E E   

5.5.8 
Procedure related to urgent radiography reading and reporting, as a written 
report or dictated through the central dictation system, within 60 minutes 
(conventional medical imaging and CT scanning)  

X   E E E E E   
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5.6 Laboratories and blood bank 

 Expected technical platforms – Laboratories and blood bank 

5.6.1 24/7 accessibility to laboratory services X   E E E E E   

5.6.2 24/7 accessibility blood bank supplies X   E E E E E   

5.6.3 24/7 accessibility to blood bank services X   E E E E E   

5.6.4 
Availability of two O negative (O-) packs of blood cells in the emergency 
department 

  X O O         

 Expected procedures and algorithms – Blood bank and laboratories 

5.6.5 
Blood administration procedure (extreme emergency, without blood cross-
matching, without blood grouping) which includes an algorithm and describes 
the roles and responsibilities of the practitioners concerned  

X   E E E E E   

5.6.6 Procedure and algorithm for massive transfusion X   E E E E E   

5.7 Emergency measures plan  

5.7.1 Emergency measures plan X   E E E E E   

5.8 Organ and tissue donation  

5.8.1 
Application of the standard procedure for organ donation by Transplant 
Québec 

  X E E E E E   

5.8.2 Application of the standard procedure for tissue donation by Héma-Québec    X E E E E E   

5.9 Procedure and process evaluation forms 

5.9.1 Procedure and process evaluation form – Emergency department  X   E E E E E E 

5.9.2 Procedure and process evaluation form – Operating and recovery rooms X   E E E E E   

5.9.3 Procedure and process evaluation form – Intensive care X   E E E E E   

5.9.4 Procedure and process evaluation form – Trauma unit X   E E E E E   

5.9.5 Procedure and process evaluation form – Medical imaging  X   E E E E E   

5.9.6 Procedure and process evaluation form – Laboratories and blood bank  X   E E E E E  
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6.1 Prevention, awareness and information activities 

6.1.1 Contribution to national, provincial and regional trauma prevention programs X   E E         

6.1.2 
Prevention and educational activities and source of information on trauma for 
the public  

X   E E O O O   

6.2 Teaching activities  

6.2.1 Graduate and postgraduate training activities in medicine X   E E O       

6.2.2 Medical residency program in general surgery X   E E         

6.2.3 Graduate and postgraduate teaching activities in nursing  X   E E O       

6.2.4 Graduate and postgraduate teaching activities for other health professionals X   E E O       

6.3 Research and knowledge-transfer activities in traumatology 

6.3.1 Research team  X   E E O       

6.3.2 Clinical research activities X   E E O       

6.3.3 Presentations at conferences, symposiums and seminars  X   E E O O     

6.4 Network support activities 

6.4.1 
Training activities intended for physicians in the community (e.g.: ATLS, PALS, 
conventions, seminars, etc.) 

X   E E         

6.4.2 Training activities intended for pre-hospital care providers X   O O O O     

6.4.3 Training activities intended for nursing staff (e.g.: TNCC, seminars, etc.) X   E E E O O   

6.4.4 Training activities intended for other health professionals X   E E E O O   

6.4.5 Training activities intended for partners (e.g.: patient groups, schools, etc.).  X   E E O       

6.4.6 Feedback mechanism for referring centers   X   E E E       

6.4.7 Remote consultation service for stabilization centres X   E E         

6.4.8 On-site access to a remote consultation service X             E 
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APPENDIX C 

Data collected by pre-hospital emergency medical services  
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APPENDIX D 

Québec pre-hospital trauma triage scale 
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