
State Trauma Advisory Board Meeting Agenda 

1) Call to order, Roll Call and Declaration of a Quorum 
a. Announcement: “This is a public meeting, and the open meetings law is posted.”

2) Adoption of Agenda – April 17, 2023 
3) Approval of Minutes 

a. January 13, 2023 
4) Office of Emergency Health System 

a. Written reports submitted 
b. Trauma System (Wren) 

5) Committee Updates 
a. Region 1 PI Committee (Dr. Kuncir/Katie Pierce) 
b. Region 2 PI Committee (Dr. Fermelia/Mackenzie Gasper) 
c. Region 3 PI Committee (Dr. Sorrell/Renae Jacobson) 
d. Region 4 PI Committee (Dr. Hughes/Susan Wilson) 
e. Data/QA Committee (Coddington) 
f. Designation Committee (Saxton) 

6) Update on LB765 (T. Wilson) 
7) Reschedule October Meeting (Wren) 
8) Strategic Planning Session (Plumlee) 
9) Public Comment 

JOIN THE ZOOM MEETING 

Join Zoom Meeting 
https://us06web.zoom.us/j/82914212645?pwd=eFpsaVAzZFV1TXpqQzEvZlpUUEJPdz09

Meeting ID: 829 1421 2645 
Passcode: 015241 

Date: April 17, 2023

Time: 
10:30 a.m. Open 

Location: 

This meeting will be held at Bryan 
Hospital West Campus Conference 
Room A 2300 S. 16th St, Lincoln, NE 
68502.   

For Information Contact: 
Tonja Bohling 
(402) 471-8129 or  
DHHS.EMSTraumaprogram@nebraska.gov  

All items known at the time of distribution 
of this agenda are listed. A current agenda 
is available at the Department of Health and 
Human Services, Division of Public Health 
Office of Emergency Health Systems. If 
auxiliary aids or reasonable 
accommodations are needed for 
attendance at a meeting, please call Tonja 
Bohling at (402) 471-8129 (voice), or for 
persons who are deaf or hard of hearing, 
please call the Nebraska Relay System at 
711 (TDD), prior to the meeting date. 
Advance notice of seven days is needed 
when requesting an interpreter. 

2023 Board Meeting Dates: 

Monday, August 18 
Friday, October 16 

Note: Dates are subject to change 



MEETING MINUTES of the 

STATE TRAUMA ADVISORY 

BOARD

These minutes have not been approved by 
the State Trauma Advisory Board and may 
be subject to change before becoming final. 

Friday, January 13, 2023 

CALL TO ORDER 

The meeting of the State Trauma Advisory Board was called to order by Dr. Emily Cantrell, Board 

Chairperson, at 10:30a.m., on Friday, January 13, 2023. The meeting was held via Zoom. Copies of the 
agenda were emailed in advance to the Board members, emailed to interested parties, and posted on the 

Department of Health and Human Services website on January 06, 2023.   

Dr. Cantrell announced that this is a public meeting, and the Open Meetings Law is posted. 

ROLL CALL

The following board members were present to answer roll call: 

 Mike Bailey 

 Dr. Zachary Bauman 

 Tami Bokelman 

 Dr. Emily Cantrell 

 Jill Coddington 

 Marcia Harmon 

 Dr. Rommie Hughes 

 Renae Jacobson 

 Sandra Kirchner 

 Dr. Eric Kuncir 

 Jessica Lee 

 Katie Pierce 

 Chad Reutlinger 

 Karen Saxton 

 Dr. William T. Sorrell 

 Lori Terryberry-Spohr 

 Laken Vrbas 

 Mindy Walters 

 Susan Wilson

The following Board members were absent:  Dr. Chad Duval, Dr. Rick Fermelia, Pete Festersen, 
Mackenzie Gasper, Dr. Angela Hannah, Shana Romero, Dr. Alesha Scott, Ben Tysor, and Dr. David 
Voigt. 

The following staff members from the Department were also present during all or part of the meeting:

 Tonja Bohling 

 Teresa Hampton (DHHS Legal) 

 Brad Harm 

 Alex Hartzell 

 Carol Jorgensen 

 Debbie Kuhn 

 Becka Neumiller 

 Diane Schoch 

 Wendy Snodgrass 

 Sharon Steele 

 Tim Wilson 

 Sherri Wren

A quorum was present, and the meeting convened. 

ADOPTION OF THE AGENDA 

MOTION:  Jacobson made the motion, seconded by Pierce, to adopt the agenda for the January 13, 
2023, State Trauma Advisory Board meeting. 

Voting Yes:  Bailey, Bauman, Bokelman, Cantrell, Coddington, Harmon, Hughes, Jacobson, Kirchner, 
Kuncir, Lee, Pierce, Reutlinger, Saxton, Sorrell, Terryberry-Spohr, Vrbas, Walters, and S. Wilson.  Voting 

No: None.  Abstain: None.  Absent:  Duval, Fermelia, Festersen, Gasper, Hannah, Romero, Scott, Tysor, 
Voigt.  Motion carried. 
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10:20 am Shana Romero joined meeting.

APPROVAL OF THE MINUTESAN 

Cantrell asked for questions related to the minutes and if none, a motion for approval.  Saxton asked for 
clarification on page eight of the minutes under the Data Update.  It was discussed and decided to strike 
the sentences referencing the ESO program sunsetting.    

MOTION:  Harmon made the motion, seconded by Coddington, to approve the minutes of the October 
14, 2022, meeting with the revision of the deletion as suggested by Karen Saxton. 

Voting Yes:  Bailey, Bauman, Bokelman, Cantrell, Coddington, Harmon, Hughes, Jacobson, Kirchner, 

Kuncir, Lee, Pierce, Reutlinger, Romero, Saxton, Sorrell, Terryberry-Spohr, Vrbas, Walters, and S. 
Wilson.  Voting No:  None.  Abstain:  None.  Absent:  Duval, Fermelia, Festersen, Gasper, Hanna, Scott, 

Tysor, and Voigt.  Motion carried. 

Cantrell reminded the board of Chad Duval’s loss of his son earlier this month.  A moment of silence was 
held in honor of William Duval.  A card was sent to the family on behalf of the EMS Board and an email 

was sent to the Board members yesterday with his address and the option to send a donation for a 
memorial to be designated by the family later.   

AGENDA ITEM:  Office of Emergency Health Systems Program Updates   

OEHS Program updates were provided in the handouts. Cantrell asked if there were questions or any 
additional updates.  There were none. 

AGENDA ITEM:  Committee Updates 

Due to lack of consistent written updates submitted in the last year, the format has gone back to an oral 
update from each region at every board meeting. 

a. Region 1 Committee update was given by Pierce.  Karen sent in that Nebraska Medicine 
has added two surgeons to the Acute Care Surgery Trauma staff.  Regional PI has been 
meeting quarterly on Zoom and had good representation from the facilities in the region.  

Kylie presented a pediatric PI tool kit that was interesting and well done, if anyone is 
interested in a speaker for their area.  Omaha Area Trauma Symposium will be on Sept. 

15, 2023, and a save-the-date will go out to everyone in the next month. 
b. Region 2 Committee update was given by Jodi DeWitt in the absence of Fermelia and 

Gasper.  Region 2 had Regional PI meetings twice a year with the last one meeting in 

November.  Trying to get RTTDC courses back up and running and have four requests in 
the region and DeWitt is working with Bergan and Renae in Kearney to get these courses 

accomplished.  DeWitt is also working on getting these onto a shared drive for 
educational resources; the issue being getting special permissions to share the Google 
Doc file on a shared drive.  Any questions for DeWitt can be submitted in the chat box.  

Kirchner added there are changes in the Bryan Trauma Center, one of which is Dr. Scott 
being unable to be here due to giving birth to twin girls on December 14, 2022.  New 

news with a new TMD will be coming out soon. 
c. Region 3 Committee update was given by Jacobson.  Nine Region 3 facilities were either 

designated or redesignated in 2022 and four facilities are slated for 2023.  PI Meeting 
was held November 30, 2022.  PI Meetings are held biannually (Spring and Fall).  These 
are done combining in-person and Zoom.  There are three new Trauma Nurse 

Coordinators in Region 3.  All larger facilities are doing and have scheduled ATLS and 
TNCC classes.  Jacobson has a listing of all ATLS classes being held statewide and can 

share with anyone interested.  RTTDC is continuing to be offered.  There are at least six 
projected and possibly eight RTTDC classes being held this year.  An hour of focus 
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education addressing chest tube cricothyrotomy is also being offered with the RTTDC 
class this year.   

d. Region 4 Committee update was given by Dr. Hughes.  RTTDC courses are being 
worked on.  PI Meetings are getting scheduled again after not meeting due to COVID.  

ATLS Instructors Course was held and then an ATLS Course for all the new instructors 
was held.  The first annual Hand Handle Regional Trauma Conference on Friday, March 
24, 2023, directed to smaller hospitals in resuscitation and management of the patient 

and team management of the patient in these small hospitals before they transfer.  Dr. 
Bauman will come speak at this event. 

e. Regional Committees discussion was led by Wren.  The format has changed from 
Regional Boards to Regional Committees.  There is statutory language being introduced 

to match these changes.  PI meetings should be referred to as Regional Committee 
Meetings going forward.  The purpose of these committees is to do what the former 
Regional Boards were doing only managed by the regions with the Regional Medical 

Director being the lead on these.  Wren encouraged these committees to get their 
meetings scheduled and invite participants.  Most meetings have focused on PI and 

lasting about one hour or two on Zoom.  Wren also encouraged the Regional Committees 
to be thinking about the format of these meetings as well as formulating discussion topics 
and outcomes for your meetings.  Wren encouraged Committees to check with program 

personnel about any scheduling conflicts if they want assistance from the State in these 
meetings. 

f. Data/QA Committee update was given by Coddington.  Data/QA Committee met on 
Tuesday, January 10, 2023, for some updates.  The Data Dictionary was approved May 
17, 2022, but some errors were found along with things needing to be corrected in 

ImageTrend to match what is in our current Data Dictionary to be approved.  The 
changes were supposed to be completed by the end of the year 2022, but due to 

unforeseen issues this has been pushed out to March 31, 2023.  A checklist of what 
needs done has been created and this Committee will be meeting again in mid-February.  

Dates are still being confirmed and Coddington will get these out to everyone when they 
are solidified.  Things being looked at for corrections are, field values, null values, and 
trauma element numbers that are used for reporting.  The committee is also putting 

together a calendar and schedule of events (when changes are coming out, when these 
are due to the state for approval, etc.).  The Networking Committee is going to get 

meetings started again.  The Committee was holding off meetings due to the Data 
Dictionary changes, however there is so much information in these networking meetings 
that they will start these again.  These meetings will be recorded and sent out if you are 

unable to make a meeting.  Coddington brought up a need to have an educational 
meeting before September or October regarding a grant, so the registry meeting that 

occurs before September will count for that grant requirement. 
g. Designation Committee update was given by Saxton.  This committee has not met since 

the last board meeting but will meet next week.  Some things they will be doing at this 

meeting are continuing to refine the documents that we want approved through the state 
board for putting out on the state website (written transfer out policy, clarification log that 

has questions and answers related to the new rules and regulations, refinement of the 
position reviewer template) and the new business will be to look at the PI Tool Kit from 

Children’s Hospital and make it into a document that can be posted to the website.  An 
annual education will be looked at for reviewers to decrease variation in how the 
reviewers across the state approach their reviews.  Saxton asked if there will be any 

business addressed at the Strategic Planning Meeting in April?  Wren answered that it 
would be strictly a Strategic Planning Meeting so any business would be addressed at 

the next meeting in August. 

AGENDA ITEM:  Trauma Program Updates 
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Sherri Wren gave an update.  She emphasized the obligated funds for the Public Health Block Grant are 
being used for specialty courses like injury prevention, nurse leadership training, and registry training. 

The TNC Day Conference is in Lincoln on June 23, 2023.  Designations are getting scheduled in advance 
prior to expiration dates.  The Trauma Education Application process is in the final stages of revision and 

approval.  This process is where you would fill in an application to get reimbursed and submit paperwork 
after the class is held.  Instructions will be coming out soon.  This would eliminate the necessity of an 
actual contract being in place prior.  This should speed up the process and be easier to complete.  

AGENDA ITEM:  Statewide Trauma System Medical Director Update 

Dr. Bauman gave the Medical Director Update.  Dr. Bauman gave a reminder for the beginning of the 
year 2023 and encouraged everyone to get out and review hospitals as well as promote it within your 

sphere of influence especially physician reviewers.  The more we can have to get out there and do these 
reviews the lighter the load for everyone and better for our state.  Conversation was had regarding 

prioritizing new reviewers and getting them through their first two reviews quickly so they can be in the 
rotation.  

AGENDA ITEM:  Trauma Education Reimbursement Process  

No additions or comments 

AGENDA ITEM:  Trauma Statutes  

Cantrell gave an update on the trauma statutes.  The proposed changes have been looked over.  A 
meeting was held with Senator Bossleman regarding the updates and edits to the rules and regulations 
suggested and approved by the board.  Thank you to Mike Bailey and Jessica Lee for setting up that 
meeting.  A proposed draft of these updates to the statutes was reviewed and then sent it back to Senator 
Bossleman for last minute edits.  The legislative session has started.  Lee asked if the draft with the 
changes will be sent back to the board?  Cantrell answered she has not heard back from Riley, 
Bossleman’s legal assistant, since last Friday.  T. Wilson said these changes have not been introduced 
yet, however LB415 has dropped.  This bill proposes appropriating funding to the OEHS Dept.  ($1million 
from the general fund in 2023-2024 and another $1 million from the general fund in 2024-2025 to DHHS 
to carry out the EMS Practice Act and the Statewide Trauma System Act).  This will help supplement 
OEHS programs.  A statement included within this bill states it is the intent of the legislature to continue 
such appropriation annually.  The bill is also appropriating general funds to the department specifically for 
the use of statewide patient care reporting system for EMS and the Nebraska Trauma Registry.  In total 
there is $1,150,000.00 in that bill to appropriate to the department for programs.   Projections are that it 
will sustain the programs for the immediate future.  In addition, increasing the Fifty Cents for Life is still on 
the agenda, just not for this legislative session.   

AGENDA ITEM:  Grant Updates 

Wren gave a report on Grants. 

a. PHHS Grant will be applied for again this spring.  Wren asked for board members to give her 

ideas for projects to write into the grant for funding.  T. Wilson elaborated on this for the non-
board members at this meeting as well.  It was requested for board members to reach out to 
Wren, Wilson, or Schoch with additional projects/requests for money.  The PHHS Grant has a 

potential for additional dollars to be added. 
b. CDC COVID Grant ends in May 2023.  Collaboration was done with the UNL Policy Center and 

there have been listening sessions held regarding the Strengths, Weaknesses, Opportunities, 
and Threats (SWOT) Analysis of the Trauma System.  Ashley Miller is working on this report and 
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should have it to Wren in the next couple of months.  Wren hopes to have it ready to look at by 
the Strategic Planning Meeting in April so recommendations from the report can be incorporated 

into the Strategic Plan.  Wren stated there will not be any more COVID Grant funding so the 
project will come to an end in May.  T. Wilson added there may be a potential for additional 

funding with this grant.  Any projects for this grant must center around and be tied to COVID and 
prevention and health disparities and equity.    

Walters asked what the PHHS grant can be used for?  T. Wilson commented the PHHS Grant is 
broad and can be used for a lot of projects.  It can be used for supplies, education prevention 

activities, laying the groundwork for initiatives that the trauma board wants to do; but it cannot be 
used for equipment.  Care should be taken to tie it to the 2022/2023 Healthy People Initiatives.  

Walters also asked if there is a dollar amount?  T. Wilson answered PHHS is a competitive internal 
grant and there is competition with the priorities of the department and other programs within DHHS 
for these funds, so go in high and then cut later.  Proposals should be “quick and dirty projects” that 

can be proposed at the end of the year quickly if there is funding left over and needing to be spent 
last minute.  The question was raised if this funding is used for the annual TNC Coordinator’s Day?  

The answer was, yes.   

AGENDA ITEM:  Reviewer Pool   

Wren gave an update on the Reviewer Pool.  The reviewer pool is now in place.  The process is outlined 
in the RFQ.  Wren gave a synopsis of this process.  As discussed earlier there are opportunities for peers.  
Let Wren know if you are interested in being a peer on any of the dates listed.  There are more trained 
physicians in the pool now that are interested to go.  There continue to be scheduling conflicts.   The 
reviewer pool is always open, so Wren encouraged people to go to the website and apply. 

AGENDA ITEM:  Strategic Planning Meeting in April 

The Strategic Planning Meeting will be an in-person meeting in Lincoln on Monday, April 17, 2023.  There 

will be facilitators for that meeting.  Wren will be meeting with the facilitators next week to get a format for 
the day and go over the Benchmark, Indicators and Scoring (BIS) Report from 2016.  The goal is to come 

up with short-term and interim goals for this board.  She asked the board to be thinking what our priorities 
will be for the next 1-2 and 3-5 years.  Also let Wren know if there are any thoughts to include with the 
strategic planning meeting discussion with the facilitators. 

AGENDA ITEM:  Board Member Orientation   

Wren addressed having an hour-long annual orientation for newer board members via Zoom.  Walters 

commented this would be good.  Kuncir also commented this would be good.  T. Wilson added, based on 
his recent experience with a new member orientation for the EMS Board, the meeting should be planned 
for two hours, and he would be willing to share his EMS Board Orientation presentation with Wren.  

Hampton also added the department has a link to a training online for the Open Meetings Law and the 
Attorney General’s website has information on this also as well as information about public records.  

Bailey commented that even long-time board members on the EMS Board found the EMS Orientation 
very educational and suggested allowing all members to participate.  T. Wilson mentioned if the 

orientation is done as an entire board, it would have to be done as a public meeting due to the 
attendance/quorum issues.  Wren will work on getting this scheduled. 

AGENDA ITEM: Public Comments 

Snodgrass commented she has not received many trainings to put in her EMS Training Calendar and to 
let her know if there are any trainings, classes, webinars, etc.  She will put her email address in the chat.  
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Next meeting is the Strategic Planning Meeting on Monday, April 17, 2023, in-person in Lincoln.  

CONCLUSION AND ADJOURNMENT 

There being no further business, the meeting adjourned at 11:34 by Dr. Emily Cantrell. 

Respectfully submitted, 

Tonja Bohling 

EHS Administrative Technician 
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Attachment A 

Trauma Board Meeting, January 13, 2023 
Office of Emergency Health Systems Reports 

a) EMS Program (Jorgensen) 
 The EMS Program has been busy since the first of the year. The EMS Program has made 504 individual 

EMS contacts in January, 491 in February, and 566 in March for a total of 1,561 individual contacts in the 
first quarter of 2023. (Count does not include others assisted such as hospitals, EMS training agencies, 
etc.).  These individual contacts are largely due to their need for technical assistance. 

 As of January 1, 2023, the number of licensed services decreased due to a few services not renewing their 
license. The following reflects the current number of licensed EMS services in each of the four EMS 
regions and the total number: 

Western 68 

Central 103 

Northeast 119 

Southeast 130 

Total 420 

 EMS Service Inspections 
o EMS service inspections and the work that goes with each inspection is on-going.   
o With the proposed changes to the EMS Rules & Regulations, we are being proactive, and we are 

working on updating the EMS Inspection Report so it will be ready to use when needed.  
o We are making some other modifications to the inspection report to make it easier for the 

individual services to complete the report to submit back with their Corrective Action Plan when 
required.  

b) Education and Training Agency Compliance (Snodgrass) 
 Four Training Agency inspections are planned for 2023. 

 Four of the six sites for the immersive simulation rooms have signed contracts.  We are excited to see 
these in use! 

 Continue to host training sessions for BLS Psychomotor exam evaluators and exam coordinators. 

 Continue to host monthly Zoom continuing education classes for EMS providers and instructors.  The 2023 
schedule is almost complete.  I welcome any guest speakers and topics. 

 Tentative dates for EMS leadership training are Sept 6-10. We are switching to a 5-day training covering 
all levels instead of two different sessions. 

c) Emergency Medical Services for Children Program (Kuhn) 
 Nebraska EMS for Children Program received notice the 2023 – 2027 EMSC grant was approved.  The 

amount was decreased to $190,000 from $205,000 that was anticipated.  The federal budget for funding 
was reduced. 
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 The EMSC Program is moving forward with the Peds Ready hospital recognition project.  Currently, five 

hospitals have successfully achieved Peds Ready Recognition status. 

o CHI Health St Elizabeth Regional Medical Center, Lincoln 

o CHI St Francis, Grand Island 

o Children’s Hospital & Medical Center, Omaha 

o Good Samaritan Hospital, Kearney 

o CHI CUMU Bergan Mercy Medical Center, Omaha 

EMSC has contracted with SIM-NE to provide pediatric education to those five hospitals by the end of 

May.  This education is being offered as a benefit for successfully achieving the status of Peds Ready.  The 

goal is to encourage at least 8 hospitals to apply for Peds Ready Recognition in 2023. 

 The Emergency Guidelines for Nebraska Schools was updated and incorporated Stop the Bleed, 

Recognizing Human Trafficking, Suicide Awareness, Rule 59, and other topics related to schools. 

This year almost 900 copies have been provided to school systems across Nebraska.

 EMSC is working with Children’s Hospital Project Adam program to promote and assist in 

researching funds to purchase AEDs for Nebraska’s schools.

 The 2023 Ambulance Assessment ended on March 31st.  Nebraska received an 86.4% response 

rate which was above the federal requirement of 80%.  The assessment provides a picture of 

how many services have a designated individual(s) who coordinate pediatric emergency care 

(PECC) as well as the number that have a process to physically demonstrate the correct use of 

pediatric-specific equipment.  The services that indicated they do have a PECC will receive a link 

for training on autism spectrum disorder and a Carter Kit for their ambulance service as well as a 

Ferno Pedi-Mate child restraint for those do not have a device.  

d) Critical Incident Stress Management Program (Kuhn) 

 CISM has been requested 129 times in 2022.  Intervention requests are up, and the number of 

team members has decreased.  We will continue to offer CISM basic courses and try to 

encourage participants to join the state team.   

 The CISM Program has partnered with UNMC, College of Nursing to develop, enhance and 

promote continuing education to nursing staff. Their grant aim is to enhance the support of 

hospital nurses and personnel who deal with crisis incidents that may have lasting psychological 

impact.  UNMC, College of Nursing is providing continuing education credit for nurses, nurse 

practitioners, psychologists, and all social workers. 

 The goal of this partnership is to increase hospital personnel as CISM members that would be 

willing to be available to respond to a request in hospitals to conduct an intervention session for 

those involved in crisis situations.   

 Scheduled dates for 2023 CISM training Group Intervention are

o April 15 & 16  Ogallala

o May 4 & 5  Nebraska City

o August 4 & 5  Norfolk

o October 20 & 21 Bennington

 There will also be an “Assisting Individuals in Crisis” (Peer Support) held in Omaha on July 21 & 

22, 2023.  If you know someone that may be interested in taking the training and joining the 

state team, contact Debbie.kuhn@nebraska.gov.
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e) Trauma System Program (Wren) 
 Trauma Center Designations: 

o 53 Trauma Centers Designated 
 Designations: 

 Children’s Hospital and Medical Center, Omaha (Advanced) – Region 1 
 CHI CUMC – Bergan Mercy, Omaha (Comprehensive) – Region 1 
 Kearney County Health Services, Minden (Basic) – Region 3 

 Pending:  
 Crete Area Medical Center, Crete (Basic) – Region 2 
 Merrick Medical Center, Central City (Basic) – Region 2 

 2023 Upcoming Trauma Center Designation Visits: 
o Faith Regional Health Services, Norfolk (General) – Region 1 
o Memorial Hospital, Pender (Basic) – Region 1 
o Providence Medical Center, Wayne (Basic) – Region 1 
o Jennie M. Melham Memorial Medical Center, Broken Bow (Basic) – Region 3 
o Grand Island Regional, Grand Island (Basic) – Region 3  
o Cherry County Hospital, Valentine (Basic) – Region 3   

 Grants:
o CDC COVID Trauma SWOT Analysis project complete – 2023 Final Report Available. See meeting 

packet. 
o Nebraska Preventive Health and Health Services Block Grant (PHHSBG) – New 2023-2024 

Application pending.  The funds will be used for the trauma registry, prevention, and leadership 
training.  

 Trauma Advisory Board Vacancies:
o None

 Conference:  
o Trauma Nurse Coordinator Conference – June 23, 2023 – Bryan LGH East, Lincoln, NE 

 Request for Proposal:  
o Trauma Registry Request for Proposals applications have been put out for BID.  In progress. 

 Next Trauma Advisory Board Meeting: 

o August 18, 2023 – Zoom  

 Reminders:   
o Let Sherri Wren know is there is a change in Trauma Leadership, i.e., TMD or TNC at your 

designated center. 
o Reach out to Diane Schoch if you would like a mock review, it’s good practice if you have 

designation visit coming up or would just like a review of the trauma center requirements that 
went into effect in the new Trauma Regulations in May of 2022. 

o Schedule your Regional Committee meetings.  A recommendation is at least two a year for each 
region, these can be held via Zoom or in person. 

f) Stroke/STEMI System Program (Neumiller)  

 Stroke:

o Currently working in this year’s PHHS grant cycle.  Activities of this grant period include: 

 Paying registration fees for RNs wanting to attend advanced level stroke training, 5 

nurses were able to attend the American Heart Association International Stroke 
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Conference.  The American Association of Neuroscience Nurses Advances in Stroke 

Care conference will be held in August and 3 RN’s have already reserved their spots. 

 Creating and printing BE FAST and RAPIDO stroke reference materials including fridge 

magnets, BP tracking cards, and bookmarks for public and EMS distribution. 

 Creating public education targeting the Hispanic population which has seen a rise in 

strokes and cardiovascular disease, to help with disparities in care and timely 

treatment.  Currently exploring the option of a stroke education series to be 

broadcast on Telemundo. 
o Working with the State Stroke Task Force to plan next grant cycles scope of work.

 STEMI: 

o EMS agencies across the state participate in the Cardiac Arrest Registry for Enhanced Survival 

(CARES).   CARES is the only national out-of-hospital cardiac arrest registry that follows patients 

from dispatch to ER arrival to hospital admission or transfer up until discharge or death.  We have 

14 individual EMS agencies and 1 combined county agency (made up of small individual 

departments that record under one account) that are currently participating. A service must have 

a minimum of 10 cardiac arrests per year to be eligible to participate in the registry.  Most large 

hospitals in the state are participating as well. 

o CARES is currently generating its national end of the year report and part of that is to create 

reports that benchmark Nebraska data to National data and to benchmark the individual services 

and hospitals to both Nebraska state data and National data.  Every participation hospital is given 

the report through their CARES data entry person, so if you are interested you can check your 

hospital stats soon. 

 Leona M. and Harry B. Helmsley Charitable Trust Law Enforcement AED grant: 

o In 2021 the DHHS/OEHS was granted a multi-million dollar grant to place AEDs into law 

enforcement vehicles, including Municipal PD’s, Sheriff Offices, State Patrol, Game and Parks, 

Forestry, State Fire Marshal Investigators, University Police, US Mashal Services and Tribal Police.  

DHHS has distributed 1,597 AEDs across the state.  The OEHS Stroke/STEMI program manager 

follows up on every use to collect data such as nature of arrest, patient outcome if known and 

initial presenting rhythm.   

o So far this year LE officers have been the first on scene prior to EMS and have used their AED 41 

times with 4 known saves.   

o In 2022 officers deployed their AED’s 128 times and had 21 confirmed saves. 

g) EHS Data Systems Program (Steele) 
 The following are in progress: 

o A Gap Analysis of the validation rules for the transition from NEMSIS Version 3.4.0 to NEMSIS 
Version 3.5.0.  

o A Gap Analysis of the integration accounts for the transition from NEMSIS Version 3.4.0 to 
NEMSIS Version 3.5.0.  

o A Gap Analysis of the transition from NEMSIS 3.4.0 to NEMSIS 3.5.0 to discover changes to data 
elements and data values. 

o A Gap Analysis to compare Nebraska data values to NEMSIS defined data values for Primary and 
Secondary Impression, Incident Location Type, Procedures, Medication Administered, and Cause 
of Injury. 

 Updates are being made to facilities in eNARSIS to coincide EHS Facility codes with Licensure codes. 
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 Performance Measure Development is occurring regarding Motor Vehicle Crashes in the State of 
Nebraska. 



Nebraska Trauma Systems 

 

 

 

Several recommendations are offered to help guide future efforts by the NEDHHS Office of Emergency 

Services as it continues to develop collaborations with Nebraska Trauma System stakeholders.  
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Executive Summary 
The University of Nebraska Public Policy Center (NUPPC) partnered with the Nebraska Department of 

Health and Human Services (NEDHHS) Emergency Health Systems to assist department personnel with 

an analysis of strengths, weaknesses, opportunities, and threats (SWOT) of the state’s trauma system with 

special consideration for impacts related to the COVID-19 pandemic. This analysis considered data from 

an online survey and four semi-structured focus groups consisting of Nebraska Trauma System 

stakeholders. This mixed-methods approach allowed for complementary results to be examined to 

understand participants’ subjective experiences related to the functioning and integration of the Nebraska 

Trauma System with various resources and better understand impacts of the COVID-19 pandemic.  

The following key findings are noted:  

• Nebraska Trauma System stakeholders perceived that both the Nebraska Trauma System and 

their regional trauma system response plans were more effective for responding to general, large-

scale disasters or emergencies than responding to the COVID-19 pandemic. 

• The COVID-19 pandemic had unprecedented impacts on the Nebraska Trauma System including 

rapid turnover of trauma system personnel and staffing shortages, which negatively impacted 

patient transfer times.  

• Nebraska Trauma System stakeholders were generally satisfied with data received from Trauma 

Registry, but a combined lack of familiarity with the Trauma Registry due to Trauma Nurse 

Coordinator (TNC) turnover and need for additional Trauma Registry training raised concerns 

about data inconsistencies resulting from variation in data input. 

• Impacts of the COVID-19 pandemic underscored existing and created new strengths and 

weaknesses pertaining to the interaction between the NEDHHS Office of Emergency Health 

Systems (“Office”) and Nebraska Trauma System. 

• Stakeholders were often unaware of services beyond education reimbursement that the Office 

offers. The importance of the Office increasing the number of outreach events and engaging with 

existing collaborations was referenced. 

Several recommendations are offered to help guide future efforts by the Office as it continues to develop 

collaborations with Nebraska Trauma System stakeholders.  

• Consider ongoing education reimbursement activities for required trainings for healthcare 

personnel.  

• Consider increasing the number of outreach events with trauma system stakeholders to familiarize 

stakeholders with Office personnel and service capabilities. 

• Review data quality, identify data inconsistencies, and provide additional, standardized Trauma 

Registry training to new personnel.  

• Explore the feasibility of a centralized number that can be used to streamline the transfer of 

trauma patients to higher levels of care and reduce patient transfer delays.  
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Introduction  
Trauma is defined as any injury with the potential to be life-threatening or life-altering and causing 

physiological impacts or anatomical abnormalities1. Unintentional, traumatic injury is considered a public 

health concern and accounted for 13,247 of years of potential life lost before the age of 65 in 2020 in 

Nebraska. Unintentional injury deaths in Nebraska increased from 851 in 2019 to 903 in 2020, but they 

decreased from the fourth leading cause of death in 2019 to the fifth leading cause of death in 2020. This 

was due to the emergence of COVID-19, which accounted for 2,043 deaths as the third leading cause of 

death in Nebraska in 2020. Unintentional injury was the leading cause of death for individuals between 10 

and 44 years old in 2020 in Nebraska2.  

The total number of trauma cases decreased from 12,268 in 2019 to 11,897 in 2020 according to the 

Nebraska Trauma Registry (“Registry”). The Registry also reported the proportion of patients 

experiencing a transfer delay increased from 11.75% in 2019 to 13.25% in 2020. A transfer delay was 

defined as more than 2 hours in the emergency department before transfer to another medical facility. The 

decrease in the overall number of trauma cases combined with an increase in transfer delay in 2020 raised 

questions about the impact of COVID-19 on Nebraska Trauma Systems.3 

The Office has several integral roles related to the administration of the Nebraska Statewide Trauma 

Systems Act (§71-8240)4. These roles include planning, implementing, and regulating the Nebraska 

Trauma System in collaboration with the State Trauma Advisory Board. The Office provides educational 

funding and programming, maintenance of the trauma registry, development of patient outcome measures 

and standards for regional trauma care quality assurance programs, and technical assistance.  

NEDHHS is tasked with the overall coordination of the statewide trauma system “to assure integration 

and smooth operation among the trauma care regions and facilitate coordination of the State Trauma 

Advisory Board and the Board of Emergency Medical Services to monitor the System” (§71-8241).5 The 

Office collaborates with Emergency Medical Services (EMS), hospitals, training agencies, and other 

partners and has designated 52 trauma centers since the adoption of the Nebraska Statewide Trauma 

System Regulations in 2001. These efforts improve trauma patient care outcomes and promote the safety 

and well-being of Nebraska citizens.6 

Methods 
Data pertaining to the Nebraska Trauma System was collected with a mixed methods framework. Mixed 

methods uses both quantitative (Nebraska Trauma Systems Survey) and qualitative (open-ended survey 

questions and Focus Groups) data collection approaches.  

Quantitative data pertaining to the Nebraska Trauma System in the context of the COVID-19 pandemic 

was gathered via an online survey and qualitative data from four semi-structured focus groups. The online 

survey assessed a wide range of perceptions from stakeholders impacted by Nebraska’s Trauma System. 

Results from this survey were used to guide the development of the focus group questions. Focus group 

 
1 Thompson, L., Hill, M., McMeekin, P., & Shaw, G. (2019). Defining major trauma: a pre-hospital perspective using focus 

groups. British paramedic journal, 4(3), 16–23. https://doi.org/10.29045/14784726.2019.12.4.3.16 
2 Centers for Disease Control and Prevention, National Center for Injury Prevention and Control. Web-based Injury Statistics 

Query and Reporting System (WISQARS) [online]. (2022) [2022 Dec 20]. Available from URL: www.cdc.gov/injury/wisqars 
3 NEDHHS Trauma Registry 
4 NE Code § 71-8240 (2017) 
5 NE Code § 71-8241 (2017) 
6 DHHS Office of Emergency Health Systems 
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participants were provided with the survey results and asked to elaborate on the findings. The transcripts 

from the focus groups were reviewed, and themes identified.  

Key stakeholders from each of Nebraska’s four trauma regions including EMS personnel, hospital staff, 

and community leaders were invited to participate in the survey and focus groups.  

Nebraska Trauma Systems Survey 
The NUPPC, in partnership with the NEDHHS Office of Emergency Health, created the “Nebraska 

Trauma Systems Survey” (“survey”) using an online survey platform (Qualtrics Research Suite ©). Four 

themes were explored on the survey: trauma system readiness and integration, collaboration with the 

NEDHHS, receipt and uses of NEDHHS trauma data, and quality improvement. Questions included 

display logic, which means respondents were only able to see a particular sequence of questions based on 

their responses to previous questions.  

The survey was initially sent to 588 stakeholders identified by the NEDHHS Office of Emergency Health 

on April 18, 2022. Two reminder emails were sent. The first was sent on April 22, 2022, and informed 

stakeholders there were seven more days to complete the survey. The second was sent on April 27, 2022, 

and informed stakeholders of two days remaining to complete the survey. The survey was closed on April 

29, 2022, with 157 recorded responses. A portion of the survey responses (34) were excluded from 

analysis because they did not answer any survey questions beyond demographic information. Five 

additional respondents were excluded because their primary profession did not match the intended survey 

audience. The total number of included responses was 118, with a final survey response rate of 20.1%. 

A copy of the survey can be found in Appendix A. 

Nebraska Trauma Systems Focus Groups 
Focus group content was developed during two planning meetings between NEDHHS and NUPPC. 

Preliminary survey results were shared by NUPPC during the first meeting on May 2, 2022. These 

preliminary results were combined with NEDHHS’ interests to identify three primary content areas for 

further exploration. These three areas included the following:  

1. Effectiveness of trauma plans before and during the COVID response. 

2. Adequacy of collaboration among trauma system stakeholder regarding trauma system process 

improvement. Collaboration was defined as occurring within one facility, between facilities, and 

between hospital and EMS. Examples of process improvement included improved trauma patient 

care outcomes and reduced patient transfer delays.  

3. Regional trauma system collaboration with DHHS.  

NUPPC developed a series of questions to address the identified topics, which were approved by 

NEDHHS during the second planning meeting on May 18, 2022. A copy of the focus group facilitation 

guide can be found in Appendix B. 

The stakeholders identified to participate in the four focus group opportunities included EMS personnel, 

hospital staff, and community leaders. NEDHHS identified the existing forums with the desired 

stakeholders for the first three focus groups: the Trauma Nurse Coordinator (TNC) Conference on June 

17, 2022, the Nebraska EMS Board Meeting on July 15, 2022, and the Nebraska Trauma Board Meeting 

on July 25, 2022.  

NUPPC and NEDHHS agreed to conduct the fourth focus group virtually on September 19, 2022 at 12:00 

PM. NUPPC created a registration link and invited 105 stakeholders identified as regional trauma nurses, 
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regional trauma board members, or the statewide advisory board members by the NEDHHS Office of 

Emergency Health. An introduction email with the focus group registration link was sent to the 

stakeholders on August 25, 2022. Eighteen registrants were sent a reminder email on September 18, 2022 

about the focus group. 

Each of the focus groups was recorded and transcribed verbatim. The transcripts were analyzed using 

Atlas.ti software to assist with coding the focus group transcripts. A team of two researchers individually 

coded each of the four focus groups, and general themes were identified via thematic coding. This yielded 

seven themes: staffing, patient transfer issues, communication, performance improvement, training, 

COVID impact, and other. Codes were not mutually exclusive. A third researcher reviewed each of the 

coded phrases in the seven primary code themes and applied them to the three core content areas of the 

report: trauma system assessment and plan effectiveness, collaboration regarding quality improvement, 

and trauma system collaboration with NEDHHS. 

 An associated code book was developed and is available in Appendix C. 

SWOT ANALYSIS 
The SWOT analysis tool was used to assess internal and external factors related to the Nebraska Trauma 

System. Internal factors include an assessment of strengths and weaknesses as they pertain to the 

Nebraska Trauma System. These factors include human, physical, and financial resources as well as 

historic events and past experiences. External factors include opportunities and threats more broadly 

related to the trauma system. These factors consider future trends in the field, funding sources, 

demographics, physical resources, legislation, and local and national events.  

The SWOT analysis also focuses on positive factors and potential problems related to the Nebraska 

Trauma System. The key positives include the following: strengths, assets, resources, opportunities, and 

prospects. The negatives or potential problems include the following: weaknesses, limitations, 

restrictions, threats, and challenges.7 

This information was used to populate the SWOT analysis matrix in Figure 1. Some trauma system topics 

were pertinent to trauma system functioning despite not being impacted by the COVID-19 pandemic. 

These elements are included in the SWOT analysis to support strategic planning efforts. 

Figure 1: Nebraska Trauma System SWOT Analysis 

Nebraska Trauma Systems SWOT Analysis 
 

Internal Origin (attributes of NEDHHS) External Origin (attributes of the environment) 

Strengths 

 
1. 

2. 

3. 

Weaknesses 

 
1. 

2. 

3. 

Opportunities 

 
1. 

2. 

3. 

Threats 

 
1. 

2. 

3. 

 
7 Center for Community Health and Development. (n.d.). Chapter 3, Section 14: SWOT Analysis: Strengths, Weaknesses, 

Opportunities, and Threats. University of Kansas. Retrieved December 28, 2022, from the Community Tool Box: 

https://ctb.ku.edu/en/table-of-contents/assessment/assessing-community-needs-and-resources/swot-analysis/main  
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Results 
Pertinent participant demographics for the survey and focus groups are presented below, followed by the 

results. The results from the survey and the focus groups are presented in integrated sections based on the 

emergent themes from both sources of data.  

Participant Descriptive Statistics 
Summary data tables for scaled questions include basic descriptive statistics (see Table 1 for definitions). 

Table 1: Descriptive Statistics Presented for Each Question Set 

Column Title Explanation 

n Number of respondents answering each question or who chose each rating 

M Overall mean (average) rating 

SD The standard deviation from the mean 

 

Nebraska Trauma Systems Survey  

Respondents were asked to identify their primary profession. These results are outlined in Table 2. To 

allow for statistical comparisons, respondents were grouped into two categories: Emergency Medical 

Services (EMS) personnel and all other healthcare personnel. These two categories are described below:  

1. EMS personnel – defined as pre-hospital medical care services (n = 61) 

2. All other healthcare personnel – licensed practical nurse, physician, physician assistant, nurse 

practitioner, advanced practice nurse, registered nurse, other hospital staff (n = 57) 

Statistical comparisons assessing mean differences between profession groups were completed, and few 

yielded statistically significant results. The analyses will be mentioned only when they are significant.  

Table 2: Trauma Survey Primary Profession  

 n % 

EMS personnel 61 51.7 

Licensed practical nurse 1 0.8 

Physician 3 2.5 

Physician assistant, nurse practitioner, or advanced practice nurse 1 0.8 

Registered nurse 45 38.1 

Other hospital staff 7 5.9 
 

Respondents were presented with Figure 2 and asked which trauma region they primarily worked in. The 

responses in Table 3 are not mutually exclusive, as some respondents reported working in more than one 

trauma region. It should be noted that a high proportion of survey respondents did not select which 

Nebraska Trauma Region they work in (n = 67, 56.8%). The high proportion of respondents leaving this 

question blank limited the ability to do statistical analysis related to Nebraska Trauma Region. Statistical 

comparisons of mean differences between regions would not produce valid results due to small numbers.  
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Figure 2: Nebraska Trauma Region Map 

 

Table 3: Trauma Survey Primary Work Trauma System Region 

 n % 

Trauma System Region 1 16 13.4 

Trauma System Region 2 14 11.9 

Trauma System Region 3 16 13.6 

Trauma System Region 4 5 4.2 

Missing 67 56.8 

Note: Categories are not mutually exclusive  

 
  

Focus Groups 

A total of 131 stakeholders participated in a focus group. The attendance breakdown by focus group is in 

Table 4 below.  

Table 4: Focus Group Attendance 

 n 

Nebraska TNC Conference  77 

Nebraska EMS Board Meeting 29 

Nebraska Trauma Board Meeting 15 

Zoom Focus Group 10 

  

Focus group participants were invited to participate in an online, interactive pole (Mentimeter ©) to 

identify their primary profession and which trauma region they primarily worked in. Participation in these 

questions required attendees to use a cellular device or computer to participate. Participation was 

voluntary and not all participants submitted responses. Online polls were not completed during the 

Nebraska EMS Board Meeting due to time constraints. A breakdown of focus group participants by 

primary profession is in Table 5 below and by trauma region is in Table 6 below.  

Table 5: Focus Group Primary Profession 

 n % 

EMS personnel 5 6.9 

Physician 5 6.9 

Physician assistant, nurse practitioner, or advanced practice nurse 1 1.4 

Registered nurse 53 73.6 

Other hospital staff 8 11.1 
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Table 6: Focus Group Primary Work Trauma System Region 

 n % 

Trauma System Region 1 24 34.3 

Trauma System Region 2 15 21.4 

Trauma System Region 3 23 32.9 

Trauma System Region 4 6 8.6 

Statewide 2 2.9 

 

Trauma System Assessment and Plan Effectiveness 
The first set of survey questions focused on assessment of trauma system effectiveness. Survey 

respondents were prompted to answer a series of questions about the Nebraska statewide trauma system 

and their regional trauma system. Respondents tended to agree there has been a thorough initial 

assessment of the overall trauma system effectiveness statewide (M = 3.7, SD = 0.9) and regionally (M = 

3.6, SD = 0.9). Respondents also tended to agree there have been periodic reassessments of the overall 

trauma system effectiveness in statewide (M = 3.7, SD = 0.9) and regionally (M = 3.7, SD = 0.8). 

Table 7: Statewide Versus Regional Trauma System Plan Assessment and Preparedness 

Please indicate to what extent to which you agree with 

the following statements… 

Statewide Trauma 

System 

Regional Trauma 

System 

 (n = 122) (n = 110) 

 M SD M SD 

There has been a thorough initial assessment of the trauma 

system effectiveness in Nebraska/regionally. 

 

3.7 

 

0.9 

 

3.6 

 

0.9 

There have been periodic reassessments of the trauma 

system effectiveness in Nebraska/regionally. 

 

3.7 

 

0.9 

 

3.7 

 

0.8 
Note. Mean responses are based on a rating scale of (1) Strongly Disagree, (2) Somewhat Agree (3) Neither Agree nor Disagree, 

(4) Somewhat Agree, and (5) Strongly Agree. 

A within subjects ANOVA was used to assess mean differences in respondent’s level of agreement 

pertaining to the effectiveness of the Nebraska Trauma System plan to respond to large scale emergencies 

or disasters and the effectiveness of the plan during the COVID response. Respondents’ level of 

agreement with the effectiveness of the Nebraska trauma system’s response to large scale emergencies or 

disasters was different from their level of agreement regarding the effectiveness of the Nebraska trauma 

system’s response during COVID, F(1,116)=9.881, p = .002. This measure was repeated for the 

respondent’s regional trauma system plan, and the finding was also significant F(1,105)=20.286, p < .001. 

Respondents tended to perceive that both the Nebraska Trauma System and their regional trauma system 

had a more effective trauma system response plan in place for general, large-scale disasters or 

emergencies compared to the effectiveness of this response during the COVID response. See Table 8 

below for more details. 
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Table 8: Statewide Versus Regional Trauma System Preparedness 

Please indicate to what extent to which you agree with 

the following statements… 

Statewide Trauma 

System 

Regional Trauma 

System 

 (n = 122) (n = 110) 

 M SD M SD 

Nebraska/my region has an effective trauma system plan 

related to large scale emergencies or disasters. 

 

3.5* 

 

0.9 

 

3.7^ 

 

0.9 

Nebraska’s/my region’s plan related to large scale 

emergencies or disasters was effective during the COVID 

pandemic. 

 

3.3* 

 

1.0 

 

3.4^ 

 

0.9 

*^ denotes statistical significance  

Note. Mean responses are based on a rating scale of (1) Strongly Disagree, (2) Somewhat Agree (3) Neither Agree nor Disagree, 

(4) Somewhat Agree, and (5) Strongly Agree. 

Strength of Nebraska Trauma System during COVID-19 

Respondents who somewhat or strongly agreed that either the Nebraska trauma system’s plan or their 

regional trauma system’s plan related to large scale emergencies and disasters was effective during the 

COVID pandemic were asked to identify a strength of the trauma system plan. Two key themes emerged 

as strengths: communication and resources.  

Communication 

Both EMS and other healthcare personnel tended to indicate they received sufficient communication 

during the COVID-19 pandemic. Both appreciated NEDHHS providing regular updates on COVID-19 

case numbers, guidance, and availability of supplies. 

- Weekly updates on covid numbers and updates on available PPD supplies was a strength. 

- DHHS kept us updated daily if not more frequently with COVID-19 updates and bed availability. 

Centralized numbers pertaining to availability of hospital beds and dispatching for patient transfers were 

considered helpful by survey respondents. 

- Central dispatching center for transfers was a strength. 

- Even with inability to transfer medical or COVID patients during the pandemic, Trauma patients 

were accepted for transfer from CAH/outlying facilities. 

- Nebraska Transfer Plan between all major hospitals--you called one number to find out who had 

a bed available. 

This was echoed in the focus group session. 

- I don't know how DHHS can play to this, other than if we had a centralized number to call that 

knew what the day in day out resources are that day relative to trauma. You know what I mean? 

Like they do for the COVID beds.  

The focus group participant noted that beds were frequently unavailable but calling one number instead of 

several regional hospitals expedited the process.  

Others referenced communication between hospitals and between EMS services and hospitals as a 

strength during the COVID-19 pandemic. The examples provided were representative of communication 

between trauma system stakeholders prior to the onset of the COVID-19 pandemic. This communication 

continued to prioritize feedback on trauma cases to EMS personnel so that EMS squads could 

continuously learn and improve trauma patient care. General awareness of the current trauma within the 

region was important to keep stakeholders aware of needs.  
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- Critical access hospital reviews trauma & reports to EMS. 

- Awareness of trauma in the region and letting others know of needs. 

- Regional PI Zoom meetings on quarterly basis even though we are redesigning and getting away 

from regional leadership. 

Strong communication enabled effective trauma patient care to continue despite the additional demand on 

resources due to COVID-19. 

Resources 

Survey respondents often indicated that the ease of access to scarce resources was a strength during the 

COVID-19 pandemic. Some healthcare personnel indicated that hospitals shared resources when 

necessary. Another indicated that the “conservation and use of personal protective equipment (PPE)” was 

a strength. EMS personnel often noted “resources”, “backup supplies”, and “providing necessary safety 

items” as strengths related to the Nebraska Trauma System during the COVID-19 response.  

Access to telehealth services was noted as an important resource by one focus group participant. The 

access to telehealth reduced the impact of staffing shortages in a rural hospital facility and allowed trauma 

patients to experience expedited access to care. Future examination of required training or modified 

protocols for telehealth providers was a consideration noted by the focus group participant.  

We have Avera Care telehealth in our ER, and we would activate them on the camera with the 

nurse and provider to assist in any trauma, especially at night when the provider isn't there right 

away. This was especially helpful when we were experiencing staff shortages.  

A complete list of strengths can be reviewed in Appendix D. 

Opportunity for improvement of Nebraska Trauma Systems during COVID-19 

Respondents who somewhat or strongly disagreed that either the Nebraska trauma system’s plan or their 

regional trauma system’s plan related to large scale emergencies and disasters was effective during the 

COVID pandemic were asked to identify a way to improve the trauma system plan. Four key themes 

emerged: system capacity, awareness of trauma plan, disparities between urban and rural providers and 

facilities, and staffing during COVID-19. 

System Capacity 

Two pre-pandemic preparedness items were referenced that negatively impacted trauma system capacity 

early in the pandemic. First, there was a lack of PPE stockpiled before the pandemic, and this shortage 

was compounded by supply issues. The shortage would have created a situation where first responders 

would have lacked proper PPE should another large-scale trauma event have occurred. It was noted that 

supply issues persist today.  

- There was not a supply of items needed ON HAND when the pandemic broke out. . . There are 

still supply issues. . . IF we had had a statewide trauma event there would not have been enough 

PPE for all the EMS, Fire and Police personnel to be protected. 

Second, focus group participants noted there was a lack of preparedness regarding technological demands 

early in the pandemic. Many hospitals had to identify and integrate Health Insurance Portability and 

Accountability Act (HIPPA) compliant platforms. The technological capabilities of other hospital 

facilities were not widely known.  
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- Not knowing technology in some locations, we still have HIPAA. Have to have a HIPAA-

compliant platform to be able to do some things virtually, but in retrospect, we probably could 

have done a better job during those early COVID years. Only speaking from my own. 

Others noted two impacts of the delay in establishing HIPPA-compliant platforms. These included a gap 

in feedback being provided to EMS and impacted ability to attend trainings. This was especially 

pronounced for facilities and collaborative relationships that relied on in-person communications.  

- I would say education was difficult, especially the regular standing meetings we had with EMS. 

That was difficult before Zoom was all set up within facilities like the initial stages like that 

communication. There was a gap in the beginning of COVID for EMS feedback, EMS education, 

even education among staff like the TNCC, ATLS. Not having those classes in-person or not 

having the availability to meet in person to do it. That created a gap, and we are still catching up 

from that gap. 

Nebraska Trauma System saw an increased demand for inpatient and emergency healthcare services due 

to the COVID-pandemic. One survey respondent indicated that bed availability for trauma patients was 

critically low, and it would sometimes take days for patients to obtain special care. Another survey 

respondent specifically noted the impacts of COVID-19 on emergency department services. Often 

individuals were seeking COVID-19 testing at either emergency departments or urgent cares, which 

created increased pressure on these services. This individual noted that one potential solution was to 

expand COVID-19 testing capacity outside the hospital setting.  

- Have more testing sites. To take the pressure off the ERs and urgent cares. 

The system was also hamstrung by a lack of thorough communication of bed availability for trauma 

patients. The centralized number referenced above was limited to instances of COVID-19, and transfer 

centers were not able to help with trauma requests. This resulted in an increased demand on personnel to 

call hospitals directly. 

- Improve the system that tracks patient bed availability so that our patients aren't having to go to 

other states for care. 

- It was difficult to access many of the receiving trauma centers during COVID. It would have been 

useful for systems to communicate availability of trauma beds. Transfer centers would not help 

with trauma requests. 

- The intent of a central transfer call line was helpful at first but as the pandemic progressed, we 

were forced to call hospitals directly, wasting time and energy when a central call number would 

have been more helpful for all. Utilizing existing tools like Knowledge Center (which we are 

required to submit) would lessen the burden. 

Awareness of Trauma Plan 

Another opportunity for improvement of Nebraska Trauma Systems during COVID-19 was increased 

communication of statewide and regional trauma plans. An EMS provider indicated, “I am unaware of 

any plan that was shared or implemented. Make sure it is communicated effectively.” This was echoed by 

a healthcare provider acknowledging the trauma plan is not well-published. Two specific instances were 

provided where a trauma plan would be of high importance and was unknown to the survey respondent. 

- Need a unified response plan, specific plans for mass casualty incidents occurring in rural areas, 

how to facilitate movement of patients to appropriate facilities, I have many thoughts. 
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- When a large-scale event occurs outside the area of a level 1 trauma center, there needs to be a 

way for the smaller facilities to contact one person to begin the transfer of multiple patients out of 

their facility. . . We had an event where six patients were transported to our facility. . . None were 

stable enough for us to keep, but we spent hours trying to find trauma centers available to take 

these critical patients. . . And then more hours finding transport to take these patients to 

accepting sites. . . This delayed care for all these patients.  

Disparities Between Urban and Rural Providers and Facilities 

These examples highlight the third key finding. A disparity between urban and rural trauma system 

stakeholders and facilities exists related to trauma system planning and resource allocation. Several 

instances were noted where smaller or volunteer departments identified a lack of resources during the 

COVID-19 pandemic.  

- We lacked resources being putout to smaller departments. 

- There was a failure to recognize that PPE was needed throughout the state and not just at the 

large facilities. 

The disparity between urban and rural facilities was also noted regarding patient transfer. 

- As a rural facility, the state trauma program did very little to assist with transfer needs. 

- Improved transfer line process-the concept was good but it was not helpful in rural NE, we had 

more success finding on our own. 

Rural facilities were also not consistently included in the conversations pertaining to ways to improve the 

trauma system during the COVID-19 pandemic. This created a situation with rural needs related to 

resource allocation and reduced ability to transfer patients not considered in trauma system planning 

efforts.  

- I don't feel they ever reached out to smaller, volunteer services for feedback regarding ways to 

improve the regional trauma system in response to the COVID-19 pandemic. 

Staffing During COVID-19 

COVID-19 had unprecedented impact on the healthcare workforce. Workforce shortages impacted both 

hospital and EMS staffing capacity. Widespread understaffing resulted in several impacts to the 

functioning of the Nebraska Trauma System. Patient transfer delay is defined as more than 2 hours in the 

emergency department before transfer to another medical facility.8 

- They can't get their patients out because there's nobody to drive them. I mean, that's a huge 

problem. Staff turnover was high, especially during the COVID pandemic. However, a lot of 

times, there is just no EMS squads available to transport a patient. . .  

- We've been having problems on the EMS side that there's nobody to actually go out and pick up 

the patients to give them to us. That seems to be a big issue, like a lot of the surrounding towns 

that we have. Even trying to piggyback towns together we cannot get enough EMS personnel. It 

seems that there are even less right now, and especially during COVID. At the state level it seems 

that this is an issue. 

Volunteer EMS personnel commonly provide services in regions of Greater Nebraska. The COVID-19 

pandemic had a pronounced impact on the willingness of these volunteers to continue to transfer patients.  

 
8 NEDHHS Trauma Registry 
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- Many agencies have a hard enough time finding volunteers to even run the ambulances, 

especially during COVID. 

Focus group participants noted a high degree of turnover in the TNC positions, especially during COVID-

19. One focus group participant emphasized three or four TNC’s change every time there is a TNC 

meeting. These individuals play critical roles in the inter-facility and hospital/EMS collaborations. TNC 

turnover impacted these relationships and established processes for providing EMS feedback on their 

trauma patients.  

- It's all reset every time we have a trauma nurse coordinator changeover, every time we have an 

EMS leadership changeover that whole process is resetting it. Because you're losing your history. 

You're losing your relationship, essentially, if it's been established. 

Individuals in the TNC role have an extensive scope of responsibilities related to managing their facility’s 

trauma requirements. Additional responsibilities were commonly added during the COVID-19 pandemic. 

This created an issue of competing priorities for TNCs.  

- I also think some of the follow up may have fallen out, too, especially if you have people that are 

like your TNC or in roles that would provide the follow up if they're pulled to other positions to 

help with that COVID surges during that timeframe. So, there may not have even been that depth 

of resources for some programs to provide that follow up because they were doing other things 

due to COVID. 

Impacts to EMS personnel receiving feedback from the hospital regarding trauma patient outcomes was 

not limited to only TNC staffing issues. Turnover in EMS leadership also impacts the ability for this 

information to be communicated.  

- And if there's change in leadership in any of the EMS agencies or they decided they're no longer 

going to communicate, who do we communicate to?  

A complete list of identified ways to improve the trauma system plan of can be reviewed in Appendix E. 

Collaboration Regarding Quality Improvement   
This section focused on adequacy of collaboration among trauma system stakeholders regarding trauma 

system quality improvement. Collaboration was defined as occurring within one facility, between 

facilities, or between hospital and EMS. Quality improvement was defined as efforts to improve trauma 

patient care outcomes or reduce patient transfer delays. 

Survey participants were asked whether they perceived the statewide and their regional trauma system as 

being integrated with various system stakeholders or services. Integration was viewed as a collaborative 

relationship. Emergency medical services was most often perceived to be integrated with both the 

Nebraska Trauma System (n = 53, 93.2%) and the respondent’s regional trauma system (n = 51, 85.2%) 

among survey participants. No differences were found regarding the perception of service integration 

between the statewide trauma system and the respondent’s regional trauma system. See Table 9 for a 

detailed comparison of the integration of various services by Statewide trauma system and regional 

trauma system. 
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Table 9: Statewide Versus Regional Trauma System Integration 

 Statewide Trauma System Regional Trauma System 

My trauma system is integrated with… (n = 53) (n = 51) 

 % Who responded “Yes” 

emergency medical services. 93.2 85.2 

emergency management. 86.1 78.3 

fire. 70.9 65.4 

law enforcement. 61.9 60.0 

public health. 54.2 53.4 

voluntary agencies active in disaster. 45.7 48.6 

behavioral health. 23.1 26.4 
 

Feedback to EMS Services from Hospitals 

Feedback to EMS personnel from hospitals regarding the outcomes of trauma patients treated at the scene 

or transported was widely regarded as favorable among focus group participants. This feedback helped 

EMS personnel better understand what did and did not go well regarding patient treatment. This also 

allowed EMS to implement quality improvement activities and trainings to improve patient outcomes.  

- We did PI on a case and we were invited over to their trauma peer review, and we took it over, 

and very gently talk about what could go better next time. And then we got a trauma SIM 

manikin, and we went and we practiced chest tubes with their mid-level providers. So we're 

expecting good outcomes now, but that's one of the things that came out of just the PI process. 

- But if you think about the amount of traumas that you've ever had, like how many times do you 

really get that kind of feedback? Good or bad? And I think sometimes we need the bad feedback 

so we know that we've done it wrong or, Hey, we probably should come up with a better process 

next time, or whatever. 

Emergency departments treating trauma patients also appreciate the collaboration with EMS personnel as 

well. This collaboration also helps hospitals understand why certain treatments were or were not done in 

the field.  

- Our hospital heard back from the trauma center, specifically from the surgeon, and stated that 

they really appreciated our nurse's documentation, our explanation of why we did what we did on 

the scene. It helped them put in their minds, okay, this wasn't done because of this. Whereas they 

would've just gone there and said, well, they were idiots. They didn't know what they were doing. 

And so it was good feedback for us. 

Hospitals vary in their willingness or ability to share this information with EMS personnel. Much of this 

unwillingness to share information with EMS personnel is directly related to the hospital either not 

knowing which EMS squad transported or initially responded to the scene. The lack of feedback to EMS 

squads is especially pronounced in rural areas.  

- But if there's a way to better incorporate, utilize the QI/QA of post-traumatic events. So I know if 

a rural squad small service goes, has this major trauma. Takes the patient to this, maybe a 

critical access hospital. That patient's flown out. Nobody else in that facility ever has really any 

feedback after that event. 

- I tried to call for XXX. I'm trying to call XXX, we knew he was at XXX. And they're like, "We can't 

prove that you guys were actually on this." Because the doctor and the patient technically weren't 

in yet, and they didn't see it. And so they're like, "We can only get that information to the sending 

hospital or to the family." 
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A second issue contributing to EMS personnel not receiving feedback about trauma patient outcomes to 

inform quality improvement activities relates to EMS primary contacts not sharing the information with 

the squad members. Focus group participants referred situations where hospitals send information to the 

identified EMS contact, and this individual does not always share with the individuals on the squad 

related to that patient.  

- And some other places will send a letter to EMS and that's how they give their feedback, which 

again, probably goes to one person. They read it, they put it in a file and that's their entire, I don't 

know, trauma education. 

- I think there's areas that do a really, really good job with their trauma nurse coordinators get 

back to EMS and working with them. And I think there's other areas where it's maybe just the 

trauma nurse coordinator reports to one person on the squad and that information doesn't get 

disseminated back. 

This lack of feedback often results in underutilization of trauma system activation and reduced timeliness 

of accessing care for trauma patients.  

- There’s no education coming back to EMS that really teaches them on why activation is 

important and things like that within trauma. And so I think you'll find in your data that trauma is 

under activated 60, 65% of the time, probably. It's getting not activated out there by EMS. And I 

think that education is where we're not able to get that back out there, or however, we're not 

making that connection. 

The lack of feedback was not a universal experience for Nebraska Trauma System stakeholders. Some 

focus group participants indicated that they either readily send or receive information on trauma patient 

outcomes. This suggested that the lack of feedback was not consistently a concern across all Nebraska 

Trauma Regions and facilities.  

- I'll have somebody call me sometimes when I had no clues that they were even... Or maybe they 

weren't even the initial transporting service but did a mutual aid sort of interaction and they're 

interested in the feedback for their own quality purposes and feedback. And I always give it, or 

we always give it to them, or I do anyway, but they may not have even been the person who 

transported the patient ever. I do find it's a little complicated sometimes. 

- I don't think people know where to look or how to go get it. Because honestly, we get feedback on 

100% our traumas and it's because we're going and asking, and we know the avenues to go with. 

Several focus group participants noted that regional trauma centers were more likely to have established 

collaborations with the EMS personnel in their region than lead trauma centers. Lead hospital trauma 

coordinators are unlikely to have a comprehensive list of EMS contacts from across the state, and regional 

trauma centers were more efficient at providing feedback to EMS personnel as a result. Several focus 

group participants noted that an ideal, standardized flow of information from the lead trauma center to the 

referring hospital then to EMS personnel was commonly noted as an ideal. 

- And I think those are the situations where it's like that initial location’s trauma coordinator has 

to be the one to get that information and then we get it back to the EMS services and their 

personnel. The lead trauma centers do not always have the EMS contacts. So that regional and 

local TNC need to make the connection to EMS. 

- But I feel like that doesn't necessarily get back down to the original responders. And I feel like if 

there was a way to do that QA, whether it's with that trauma coordinator. Because that squad 
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can't call the hospital and be like, "Hey, how'd that patient do?" It all has to be kind of within that 

trauma coordinator at that critical access location or initial hospital. 

- Sometimes it's hard to get the information all the way back to... Because maybe the person went 

to their regional lead center before they got transferred into us, and so sometimes it's hard to 

track back what EMS system took that patient to the first hospital and then got transferred to the 

second hospital, then gets transferred to us. So, I think hopefully there can be some opportunities 

to improve on that chain of communication. 

Patient Transfer Time 

Quick trauma patient transfer between medical facilities was hindered by variation in the recognition of a 

trauma and associated trauma patient transfer protocols at the receiving facilities. One focus group 

participant voiced concern over the perception of hip fractures not being a trauma. Transferring hospitals 

attempted to consult an orthopedic surgeon when the contact should have been made to the trauma 

surgeon.  

- I think there's an issue with the fact that people don't recognize some traumas as trauma. If a 

patient falls and breaks their hip, some institutions want to try to get ahold of an orthopedic 

surgeon, but I can tell you here at XXX, those patients don't go to ortho. Ortho gets a consult, but 

those patients come to trauma. Trauma's the accepting service line, and so each institution has 

their own workflow internally, as to how those patients get into the system. 

This individual also recognized that protocols may vary by location. The unique patient transfer protocols 

were not described as inherently flawed at any hospital, but the variation was noted to create challenges 

with standardization. The lack of standardization was referenced as a contributing factor to patient 

transfer delays.  

Some places, the orthopedic surgeon might admit those patients, some places they might be 

admitted by a trauma surgeon. It's just a matter of how that institution wants to do that, and 

there's nothing wrong with either way. So, I just think that is, it's a loaded question. In fact, I 

don't think you're going to find one common theme or be able to make one overarching argument 

that this is why either transfers occur really well or they occur really slow sometimes. 

Another variation among hospital facilities that was noted to create transfer delays is receiving facilities 

requiring critical access hospitals to complete extensive trauma patient workups before transfer. These 

workups were often required in instances where the patient would undoubtedly be transferred regardless 

of imaging results. Imaging delayed transportation for these patients.  

- I think that we can do a better job with some of that feedback, even from a state board perspective 

to some of these various institutions to review and evaluate why they're making these critical 

access hospitals do this extensive workup for a transfer that's going to occur anyway, if that 

makes sense. 

- I do hear when I go out and about on various trauma hospital reviews for their trauma 

designation, there still seems to be a delay in transfer patients from the critical access in rural 

hospitals to the trauma centers, and mostly that's because they're asking for a bunch of additional 

imaging and it's delaying patient transportation care. 

Rapid communication between the transferring and accepting providers was noted to impact the speed to 

trauma patient transfer. One focus group participant noted that direct provider to provider calls expedited 

the transfer process.  
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- I think if you have a provider-to-provider call, I think that always helps expedite the process, just 

because those are usually the people that have the final decision in getting a patient transferred. 

Another focus group participant noted instances where transferring providers were “bullied” by more 

experienced accepting trauma physicians. Behaviors associated with this interaction were not shared.  

- What I've found is, it's mostly on the receiving hospital end as far as the accepting provider that 

we have issues with. And we have a couple new ABPs in our ER, and they get bullied a lot by 

trauma dogs. But yeah, just personally speaking, that's more of our issue, is just having trouble 

with the accepting provider. And we're sitting on a trauma patient for two and a half hours that 

we could have had out in 45 minutes. That's harsh. 

A final identified source of trauma patient transfer delays was EMS. The lack of EMS personnel available 

to transfer trauma patient was widely referenced and especially impactful in rural areas of Nebraska. 

- A lot of our delays are related to EMS. I think we need to work better together to try to help solve 

some of these problems, because I know in some of our further out basic centers that this is the 

issue. 

Patient transfer delays were acknowledged as problematic to trauma patient care outcomes by focus group 

participants. A couple examples were shared referencing collaborative efforts to improve the speediness 

of trauma patient transfers and improve patient outcomes. Both examples were from individuals from 

larger trauma facilities. One of the individuals stated that it is a goal of their facility to rapidly transfer 

patients from critical access facilities to their own. This demonstrated both acknowledgement of the 

problem and intention to improve upon it by larger trauma facilities.  

- I think in our area, we had a PI meeting and Dr. Sorrell talked about how one of the calls wasn't 

really good. I think it was a 31-minute ED time at a level-four center before it transferred out to a 

level-two center, and I think that communication got all the way through, from both hospital all 

the way back to EMS and everything like that. I think since then, we've actually seen one where 

we've had a 17-minute ED stay at level-four center just because EMS, hospital, everybody was on 

board on how we can move this patient in out very rapidly. So, I think when we do those PIs, the 

more that information can get out to everybody, the more successful it makes the team overall. 

- Being a part of the states T-quip collaborative and working amongst the Tier 1 facilities. In this 

collaborative, we work together to discuss patient transfer delays and trauma patient care 

outcomes. This collaborative strives to improve outcomes. I think that has been beneficial. 

Data Referenced in Quality Improvement Activity Design 

Survey respondents were asked what data sources they used for infrastructure and process improvement. 

Infrastructure improvement was defined as medical facility capacity, personnel resources, and equipment 

necessary to serve trauma patients. Process improvement was defined as transfer and trauma patient care 

procedures.  

Infrastructure Improvement 

Survey respondents were first prompted to answer questions regarding what data sources are used to 

guide infrastructure improvement. The highest proportion of survey respondents indicated they used 

Trauma Registry data to guide infrastructure improvement (n = 62, 62.6%). It should be noted that a high 

proportion of respondents did not know if the surveyed data sources were being used (eNARSIS = 49.0%, 
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Trauma Registry = 35.4%, and Emergency Preparedness = 46.3%). See Table 10 for details regarding 

data sources used to guide infrastructure improvement.  

Table 10: Data Sources Used to Guide Infrastructure Improvement 

 

 

  Number of Respondents 

Our regional trauma system uses the 

following data to help guide 

infrastructure improvement: 

 

n 

% Who 

Responded Yes 

 

Yes  

 

No  

 

Unknown 

Trauma Registry 99 62.6 62 2 35 

Emergency Preparedness 95 50.5 48 3 44 

eNARSIS 96 49.0 47 2 47 
 

Respondents were asked what additional data sources would be helpful for regional trauma system 

infrastructure improvement. Their responses are below, separated by profession: 

Feedback provided by EMS Providers:  

- ESO Elite 

- Surveys of the EMS responders 

Feedback provided by other healthcare personnel: 

- Improved software capabilities 

- Local data for surrounding facilities not just broken into regional information 

Process Improvement 

Survey respondents were then prompted to answer questions regarding what data sources are used to 

guide process improvement. The highest proportion of survey respondents indicated they used Trauma 

Registry data to guide process improvement (n = 61, 62.2%). It should be noted that, like infrastructure 

improvement above, a high proportion of respondents did not know if the surveyed data sources were 

being used for process improvement (eNARSIS = 46.4%, Trauma Registry = 36.7%, and Emergency 

Preparedness = 45.3%). See Table 11 for details regarding data sources used to guide process 

improvement.  

Table 11: Data Sources Used to Guide Process Improvement 

   Number of Respondents 

Our regional trauma system uses the 

following data to help guide process 

improvement: 

 

n 

% Who 

Responded Yes 

 

Yes 

 

No 

 

Unknown 

Trauma Registry 98 62.2 61 1 36 

eNARSIS 97 51.5 50 2 45 

Emergency Preparedness 95 50.5 48 4 43 
 

Trauma System Collaboration with NEDHHS 
Survey respondents were asked if their regional trauma system currently collaborates with the NEDHHS 

Emergency Health System in strategic planning efforts. Survey participants were provided with three 

response options (Yes, No, I don’t know) for whether their agency/organization collaborates with 

NEDHHS. More than half of the respondents (n = 56, 53.8%) did not know whether their agency 

collaborated with NEDHHS or not. Almost half of respondents (n = 47, 45.2%) indicated their agency 



Page 22 

collaborated with NEDHHS. Only one individual was certain their agency or organization did not 

collaborate with NEDHHS.  

The proportion of those who responded “Yes” was compared across professions. All other healthcare 

personnel were more likely than EMS personnel to indicate their hospital or organization was 

collaborating with the NEDHHS Emergency Health Systems in strategic planning efforts, X2(1) = 7.577, 

p = 0.022. See Table 12 for a detailed breakdown of collaboration by profession.  

Table 12: Regional Trauma System Collaboration with the NEDHHS Trauma System 

Our regional trauma system 

collaborates with the Nebraska 

Department of Health and Human 

Services (NEDHHS) Emergency Health 

Systems in strategic planning efforts. 

  Number of Respondents 

 

 

 

n 

 

 

% Who 

Responded Yes 

 

 

 

Yes  

 

 

 

No  

 

 

 

I don’t know 

EMS personnel 52 *32.7 17 1 34 

All other healthcare 52 *57.7 30 0 22 

*Denotes statistical significance  

Focus group participants had varying levels of familiarity with collaborative opportunities between the 

trauma system and NEDHHS. Some participants expressed a lack of understanding of what services 

NEDHHS could offer to the trauma system.  

- We have to operate with inside the resources that are available as a state, and so it's a tough 

question because I'm not 100% sure, and please forgive my ignorance, but I don't know all the 

different resources and opportunities that they could potentially help us with, if that makes sense. 

Improved outreach efforts by NEDHHS to regional trauma systems was recommended by one focus 

group participant. Outreach was noted to enhance the willingness of trauma system stakeholders to 

engage and collaborate with NEDHHS.  

- I think the importance of outreach just cannot be underestimated. I mean, if you do all or any 

outreach, it just connects people, puts faces with names. So, hopefully that opens up the pipeline. 

They got a question, they can reach out. 

Other individuals provided examples of successful collaborations between NEDHHS and regional trauma 

system stakeholders. A third subset of participants shared opportunities for future collaborations. Three 

key themes emerged regarding either active collaborations or potential collaborations between NEDHHS 

and regional trauma systems. These key areas included the following: active system monitoring, 

education, and data.  

Active System Monitoring 

NEDHHS offered a service during the heights of the COVID-19 pandemic that was generally well-

received. This service created one number that referring hospitals could call to inquire about statewide 

bed availability for transfer patients. Focus group participants noted that there were rarely beds available, 

but the centralized number reduced the total number of calls that had to be made.  

- Like we had with the COVID bed. Although, that was great, but it was at least ... All you heard 

was no. But at least you only had to call one time to get through. 
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There was interest in expanding this centralized call line to other time-sensitive emergencies, including 

trauma patients. One stakeholder indicated that this would reduce the amount of time referring hospitals 

would need to spend calling several facilities.  

- And I think that's good feedback to take back for that component of DHHS to maybe focus on 

other time sensitive emergencies than just COVID beds. 

- I don't know how DHHS ties into this other than beds are short across the state. And you often 

spend a great deal of time on the phone, finding someone who's going to take care of your pelvic 

fracture or whatever it is. I don't know how DHHS can play to this, other than if we had a 

centralized number to call that knew what the day in day out resources are that day relative to 

trauma. You know what I mean? 

An alternative to the centralized call number was also presented. This individual noted that an ideal 

system would be where regional trauma centers communicated with referring hospitals and EMS 

providers on a daily basis to provide updates on what patients they can take. This individual 

acknowledged considerable challenges for statewide updates, however.  

- I think the key here is each region communicating with their referral hospitals. What is the best 

method for getting those patients into their system? What patients can they take? What patients 

can't they take? And trying to constantly update those referral hospitals and their regional EMS 

systems. I think outside of the region, it becomes a little more difficult because it's hard for me 

being here in Omaha, it's hard for me to communicate, maybe, with North Platte or Scott's Bluff 

on a daily or weekly basis and let them know what our status currently is, those type of things. 

Several challenges were associated with a centralized call number. There was recognition that 

maintenance of a centralized call line would be labor-intensive.  

- But I don't know if there could be a centralized agency that would be labor-intensive. That every 

day somebody from your institution would have to call to this centralized number. Like, Hey, we 

have a neurosurgeon today, but we don't have beds today. 

Another logistical challenge associated with the centralized call number is accounting for physician 

specialties and unique policies and procedures for trauma patient transfer. Physicians within trauma 

centers have different levels of expertise in managing various traumas. For example, an orthopedic 

surgeon at one facility may not be able to manage a particular traumatic orthopedic emergency. These 

factors would need to be carefully considered and accounted for to develop a successful centralized 

number for patient transfer. 

- So, typically here on level four, and we do typically send up to a regional hospital from where 

we're at, had a patient, though, that had previous surgeries done at another facility in region two. 

Called his orthopedic surgeon at that facility, tried going through them. Somehow messages were 

not getting through to the provider appropriately. Finally, he was able to see the X-rays and he 

said, "We can't take care of that one. That one needs to go to the regional hospital." We got a 

hold of the people at the regional hospital, and they said, "No, we can't take care of that either. It 

needs to go to a different trauma center." So, we were getting bounced around a lot. It wasn't 

necessarily that we didn't have the direct-access messages, just weren't getting to the right people 

in a timely manner, and I think we actually ended up having that patient here, oh, three or four 

hours before we got to the right person to talk to and get this person where they needed to go. 

- I think there's an issue with the fact that people don't recognize some traumas as trauma. If a 

patient falls and breaks their hip, some institutions want to try to get ahold of an orthopedic 
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surgeon, but I can tell you here at our hospital, those patients don't go to ortho. Ortho gets a 

consult, but those patients come to trauma. Trauma's the accepting service line, and so each 

institution has their own workflow internally, as to how those patients get into the system. 

A final point that was made regarding maintaining active trauma system monitoring is NEDHHS focusing 

on the maintenance of up-to-date contact information for TNC, EMS, and other trauma system 

stakeholders.  

- We had went and looked at the rosters on the state site and the rosters are old. It had the 

incorrect person as our medical director. The contact person was not there anymore. They didn't 

even live in the state. And so we didn't know how to get ahold of anybody for agencies for a long 

period of time. 

Education  

A participant at the TNC Conference shared that NEDHHS providing opportunities to earn continuing 

medical education (CME) credits and funding for these credits was beneficial. This benefit was especially 

pronounced for medical providers from rural facilities with smaller operating budgets. The helpfulness of 

NEDHHS supporting education was echoed among focus group participants, and most of the focus group 

attendees at the TNC conference indicated that they or their hospital has utilized these funds.  

- The small hospitals in that region get reimbursed from the state in order to take the classes at the 

regional hospitals. And that's huge for DHHS, and that simply should be finding grants for that 

money to be able to reimburse that, because a lot of small hospitals don't have as much in 

education, but like you said, this stuff is required. 

Data 

NEDHHS house two, core datasets related to the Nebraska Trauma Systems: The Trauma Registry and 

eNARSIS. 

Trauma Registry Data 

Survey respondents were prompted to answer questions about Trauma Registry data. The highest 

proportion of survey respondents (n = 39, 38.2%) indicated they did not know if their organization 

received Trauma Registry data. Focus group participants noted a high level of TNC staff turnover 

combined with a lack of succession planning and specific guidance on how to use the trauma registry 

impacted the overall level of familiarity with the data in the system.  

- We say it all the time, but we do have a lot of turnover in those trauma registrar positions at the 

hospitals. And so if you get a new trauma coordinator in there that the last one didn't have that 

written down anywhere and we haven't thought to say that to her, I think maybe that's sometimes 

how that falls through the cracks. 

- There has been a lot of turnover in the position across the state, and people just are not as 

familiar with the trauma registry overall. 

The second highest proportion of survey respondents indicated that they never received Trauma Registry 

data (n = 32, 31.4%). About one third of survey respondents reported receiving Trauma Registry reports 

at any interval of time (n = 31, 30.4%). See Table 13 for detailed results regarding frequency of Trauma 

Registry reports received.  
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Table 13: Frequency of Trauma Registry Reports Received 

How often do you receive data reports from the Nebraska Department of 

Health and Human Services (NeDHHS) Trauma Registry? n % 

As requested 15 14.7 

Monthly 1 1.0 

Quarterly 12 11.8 

Annually 3 2.9 

Never 32 31.4 

Unknown 39 38.2 

 

Out of the respondents who never receive reports, eighteen (46.9%) individuals wished to receive Trauma 

Registry Reports. These individuals were asked what information they would find useful. EMS personnel 

generally preferred information that assisted with continuous quality improvement or injury types, trends, 

location, and age range. Other healthcare personnel echoed EMS personnel requests and additionally 

identified a desire for transfer information on full/partial traumas needing transfer. A list of other useful 

Trauma Registry information desired by respondents is in Appendix F. 

Survey respondents who indicated they received trauma registry reports were asked about their 

satisfaction with the report information and frequency of receipt. Average ratings for both questions fell 

within the upper half of the scale (3.0 or higher). See Table 14 for a detailed breakdown of respondent 

satisfaction with Trauma Registry report information and frequency.  

Table 14: Satisfaction with Trauma Registry Report Information and Content 

    Number of Respondents 
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Respondents who indicated they were somewhat or extremely satisfied with Trauma Registry report 

contents (n = 18) were asked to describe the information that was helpful to them. Responses generally 

indicated the information is helpful for regional and local comparisons. Another respondent indicated they 

appreciate being able to pull registry data on their own. However, one individual did indicate concerns 

over data accuracy. A list of respondent answers is provided in Appendix G.  

Variable levels of familiarity with the Trauma Registry among medical facilities introduced data 

inconsistencies. Individuals have different interpretations of the Trauma Registry data fields. Focus group 

participants expressed concern that this variable interpretation leads to inconsistencies in Trauma Registry 

data.  
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- I think one of maybe things that are difficult for the collaboration is we send our information to 

the state, but we have different levels of experience with the registry. And so data input and 

reports that are run vary considerably among locations. People are asking for more education on 

the registry. 

- Through conversations with the data quality group, there has been different things that pop up 

when we have the trauma registrar meetings – inconsistencies in data. And so I always think 

there is room for improvement. It is just starting the discussion and seeing what everybody’s 

perspective is and how they are interpreting things to make sure that everyone is on the same 

page. I don’t think you can have enough conversations because you can never just assume 

everyone understands and is working on the same data or understand it the same. 

An additional contributing factor to data inconsistencies was the rapidly changing national data dictionary 

and the relative delay in implementing these changes in Nebraska.  

- I can piggyback the challenge on that is that the national trauma data bank updates their data 

dictionary yearly. And we haven't updated ours for five years. We did it May 17th and already, 

once NTBB updates January 1st, we may have data points that don't match anymore. So trying to 

keep that concurrent nationally is going to be a struggle. 

Focus group participants identified opportunities to improve upon both data quality and more consistent 

utilization of data. Education on the registry by NEDHHS, especially for new TNCs, was noted to be 

especially helpful. A focus group member shared an experience as a part of a small Trauma Registry 

networking group. This group provided the participant with access to several colleagues who are actively 

reporting to and using information from the Trauma Registry.  

- This might not be regional, but I feel like the new registry networking things that we've been 

doing have been super helpful. And I am very fortunate to have a registrar group through the 

CHI registry pool that I can ask my questions to, but people who are out on their own doing all 

the registry and their own hospital service coordinator that believes they're the PI coordinator 

doing registry, everything, I think it's very helpful to have someone to ask their registry questions. 

This person indicated they have benefitted from the collaboration opportunities presented in the group. 

Focus group members indicated that NEDHHS could assist in the development of these collaborations.  

- And so I think with DHHS kind of prompting those or making them happen, is really helpful, 

especially if someone's brand new or maybe struggling with something PI related, or anything. 

eNARSIS Data 

Survey respondents were next prompted to answer questions about eNARSIS data. The highest 

proportion of survey respondents (n = 45, 45.5%) indicated that they never received eNARSIS data. 

Another 13 respondents (13.1%) indicated they did not know if they received eNARSIS data or not. Less 

than half of the survey respondents indicated they received eNARSIS data at some frequency (n = 41, 

41.4%). See Table 15 for detailed results regarding frequency of eNARSIS reports received. 
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Table 15: Frequency of eNARSIS Reports Received 

How often do you receive data reports from the Nebraska Department of 

Health and Human Services (NeDHHS) eNARSIS? 

n % 

As requested 23 23.2 

Monthly 8 8.1 

Quarterly 9 9.1 

Annually 1 1.0 

Never 45 45.5 

Unknown 13 13.1 

 

Out of the individuals who never receive reports, twenty (36.3%) individuals wished to receive eNARSIS 

Reports. These individuals were asked what information they would find useful. EMS personnel provided 

an extensive list of data fields that would be helpful to improve quality of service, better understand 

trauma needs, compare trauma patients to other medical calls, and better understand outcomes. More 

comprehensive data was linked to increased success in applying for grant funding and assessing needs. 

Other healthcare personnel also desired information on how to improve quality of service and other 

specific data fields. A list of other useful eNARSIS information desired by respondents is in Appendix  

Survey respondents who indicated they are receiving eNARSIS reports were asked about their satisfaction 

with the report information and frequency of receipt. Average ratings for both questions fell within the 

upper half of the scale (3.0 or higher). See Table 16 for a detailed breakdown of respondent satisfaction 

with eNARSIS report information and frequency. 

Table 16: Satisfaction with eNARSIS Report Information and Content 

    Number of Respondents 
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Focus group participants noted it would be beneficial to add a datapoint that assessed the reason for a 

patient transfer delay. This data would create an opportunity for facilities to better understand trends 

related to these delays and work on reducing the delays in the future.  

SWOT Analysis 
The SWOT analysis focused on Nebraska’s Trauma System in the context of the COVID-19 pandemic. A 

review of the information collected from Nebraska Trauma System stakeholders in the Nebraska Trauma 

Systems Survey and Focus Groups resulted in key findings in each category of the SWOT analysis. Items 

in the strengths and weaknesses category represent factors of internal origin. This was defined as 

attributes of the Office’s interaction with the Nebraska Trauma System. External factors included 
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collaborations that did not include the Office and factors beyond the Office’s control. This findings are 

summarized in Figure 3 below, then discussed in more detail.  

Figure 3: SWOT Analysis Findings 

Nebraska Trauma Systems SWOT Analysis 
 

Internal Origin (attributes of NEDHHS Office of 

Emergency Service and Tauma System 

Interaction) 

External Origin (attributes of the trauma system 

beyond NEDHHS impact) 

Strengths 
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Opportunities 
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2. NEDHHS Public 
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information sharing 
 

3. Hospital/EMS 

communications 
 

4. Small group data 

collaborations 
 

 

5. Telehealth capability 

 

Threats 

 
1. Response plan 

challenges during 

COVID-19 pandemic 

2. System limitations in 

identification of 

responding EMS 

personnel 
 

3. Urban versus rural 

disparities 
 

4. Lack of 

standardization in 

trauma classifcation 

and transfer 

requirements 
 

5. Staffing shortages 

 

Strengths 

The Nebraska Transfer Plan was established to help Nebraska hospitals locate available beds for patients 

needing transfer to a higher level of care. The intention was to protect hospital capacity throughout 

Nebraska during the heights of the COVID-19 pandemic. The call center was staffed by nurses and was 

generally favorably received by Nebraska Trauma System stakeholders. The chief complaint among 

stakeholders is the overarching lack of capacity, but the stakeholders did acknowledge that calling one 

line instead of multiple hospitals to learn this information saved time. 

The Nebraska Trauma System stakeholders who reported receiving data from NEDHHS were generally 

satisfied with the information included in the reports and with the frequency of the reports. Most survey 

respondents reported using Trauma Registry data to inform infrastructure improvement (62.6%) and 

process improvement (62.2%) activities. About half of the survey respondents reported using eNARSIS 

data to inform infrastructure improvement (49.0%) and process improvement (51.5%) activities. Nearly 

half of stakeholders who indicated they have not received Trauma Registry data reported they would like 

to receive these reports (46.9%). The data collected and produced by DHHS is desired and being used by 

trauma system stakeholders.  

NEDHHS provides opportunities to reimburse costs for trainings that are required by trauma regulations 

for Nebraska Trauma System medical personnel. Most of the attendees at the TNC conference rose their 

hand to indicate they personally used, or their hospital used this program. This indicated a high level of 
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awareness among this subset of trauma system stakeholders. Attendees at this conference also indicated 

the process to request reimbursement for CME credits is easy to access and user-friendly. It was reported 

by NEDHHS that reimbursement for CME credits is expected to continue, as NEDHHS actively seeks out 

grants to continue to support education reimbursement.  

It should also be noted that Nebraska Trauma System stakeholders were willing to engage with the 

NUPPC and NEDHHS in the collection of data through the survey and focus groups. This suggests that 

stakeholders are interested in the impacts of COVID-19 on the trauma system and future collaborations 

with NEDHHS.  

Weaknesses 

Concerns over inconsistency or inaccuracy of information provided by NEDHHS were noted. A high 

level of turnover among trauma system personnel resulted in contact information rapidly becoming 

outdated. Stakeholders identified that these outdated lists created challenges in communication within the 

regional and statewide trauma system. Turnover also impacted the level of familiarity of trauma system 

personnel with the Trauma Registry. The combination of a lack of familiarity with and little training for 

the Trauma Registry created concern regarding variation in data input, resulting in data inconsistencies.  

Participants reported a general lack of awareness of trauma system plans to respond to large-scale 

emergencies and disasters and services. Both EMS personnel and hospital personnel indicated a need to 

ensure that trauma system plans are well-published and known by individuals who will interact with the 

systems during these types of emergencies. Trauma system stakeholders also lack awareness of resources, 

opportunities, and services that NEDHHS could provide to support the trauma system. This lack of 

awareness was noted to be related to a relative lack of outreach events. The importance of presence to put 

faces with names was stressed to building collaborative opportunities between NEDHHS and trauma 

system stakeholders.  

Opportunities 

Nebraska Trauma System stakeholders tended to perceive the Nebraska Trauma System as having a 

thorough initial assessment and periodic reassessments of the trauma system effectiveness. This 

culminated in a general level of agreement among trauma system stakeholders that both Nebraska 

statewide and regional trauma systems have an effective trauma system plan related to large scale 

emergencies and disasters.  

The NEDHHS Division of Public Health regularly shared information regarding the COVID-19 pandemic 

with trauma system stakeholders. This information included COVID-19 case and hospitalization data, 

COVID-19 testing locations, and PPE distribution information. This communication occurred on a 

regular basis and was favorably received by trauma system stakeholders. The effort by NEDHHS to 

provide Nebraska Trauma System stakeholders with these regular updates highlights the capacity to 

maintain and build upon the collaboration between NEDHHS and the trauma system.  

Some regional collaborations between EMS personnel and hospitals were not negatively impacted by the 

onset of the COVID-19 pandemic. Communication between these trauma system stakeholders was 

representative of communication before the onset of the COVID-19 pandemic. A continued focus by 

hospitals to provide feedback to EMS personnel allowed EMS to reflect on and improve the quality of 

trauma patient care provided. These collaborations were also noted to be important in keeping all trauma 

system stakeholders aware of needs.  

Reporting to and using data from the Trauma Registry was reported to be an involved process requiring 

considerable attention to detail and, ideally, training. One larger urban hospital has several individuals 
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who work with the Trauma Registry. This hospital formed a system-wide registry pool that allows 

individuals to communicate regarding questions about the Trauma Registry. One individual noted this 

collaboration was beneficial to them as they were starting in their new role.  

The early stages of the COVID-19 pandemic were marked by a rapid transition in service offerings. 

Meetings that once occurred in person became limited. This resulted in gaps in the provision of feedback 

regarding trauma patient outcomes to responding EMS squads from hospitals. These gaps were reported 

to have been generally remedied by the utilization of HIPPA-compliant video conferencing services. 

These capabilities were established and continue to be available to Nebraska Trauma System personnel.  

Threats 

Nebraska Trauma System stakeholders tended to reflect that the Nebraska Trauma System’s response to 

COVID-19 was less effective than the perceived response to general, large-scale emergencies or disasters. 

System capacity issues resulting from a lack of preparedness for the COVID-19 pandemic highlighted 

feedback regarding opportunities to improve the trauma system plan. A lack of preparedness was 

evidenced by inadequate stockpiles of PPE to respond to the pandemic and insufficient, HIPPA-compliant 

video conferencing platforms. Communication gaps were noted during the early stages of the COVID-19 

pandemic due to the lack of virtual meeting capability. Emergency departments were inundated with 

patients attempting to obtain testing, which signified a lack of external testing locations and depleted 

resources.  

Hospitals sometimes struggle to identify the responding EMS squad that provided care to the trauma 

patient at the scene of the injury. Information on trauma patient outcomes is rarely shared with EMS in 

these instances, and this results in EMS not being able to engage in a review of their services to assess for 

opportunities for improvement in the quality of patient care. The most common instance where this lack 

of awareness of the initial EMS squad includes instances where the patient is transferred to a higher level 

of care. Trauma centers will generally only provide patient outcome information to the sending hospital or 

family of the patient.  

Stakeholders noted disparities between urban and rural trauma-related facilities and EMS providers. 

Many larger facilities and providers reported receiving adequate resources during the COVID-19 

pandemic, but this experience was not consistently shared among trauma stakeholders representing 

smaller facilities or providers. Smaller facilities sometimes struggled with access to adequate PPE during 

the heights of COVID-19. Stakeholders also said the state transfer line did not benefit rural areas like it 

did urban areas. Representatives from these smaller facilities often noted they had more success calling 

hospitals for patient transfer. These representatives of smaller facilities also said that neither smaller 

facilities nor volunteer EMS providers were invited to provide feedback regarding ways to improve the 

trauma system in response to COVID-19.  

There is a lack of standardization for trauma patient classification and transfer requirements across 

facilities. This lack of standardization sometimes creates inefficiency when hospitals are attempting to 

transport patients to higher levels of care. One impact of this lack of standardization is referring facilities 

spending time attempting to locate the correct admitting physician. This often requires several phone 

calls. Accepting hospitals sometimes require an extensive workup of trauma patients that will be 

transferred. Conducting and interpreting these tests creates delays in transfers that were deemed 

“inevitable” by a stakeholder. 

Rapid turnover and an associated staffing shortage in healthcare and EMS personnel has impacted staffing 

of trauma facilities and EMS squads throughout Nebraska. The turnover was noted to be especially 
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pronounced during the COVID-19 pandemic. Several stakeholders noted that increased patient delays 

were sometimes a result of a lack of EMS personnel available to transport patients. This was especially 

notable in rural locations where EMS personnel are often volunteers. An individual noted it was 

especially challenging to find EMS volunteers during the heights of the COVID-19 pandemic. Individuals 

in TNC roles were also noted to have been assigned additional responsibilities to assist with the COVID-

19 response efforts in their hospital. This resulted in a decreased focus on matters pertaining to the 

Nebraska Trauma System.  

Discussion and Lessons Learned 
The impacts of the COVID-19 pandemic underscored existing and created new strengths and weaknesses 

pertaining to the interaction between the Office and Nebraska Trauma System. The lack of awareness of 

trauma system plans and support NEDHHS can provide are examples of existing weaknesses uncovered 

by the COVID-19 pandemic. Rapid transitions during the COVID-19 pandemic created challenges in 

maintaining up-to-date personnel rosters and adequate training for new trauma system stakeholders. Some 

of the fundamental strengths were maintained like education reimbursement and NEDHHS data 

utilization. Other strengths were newly developed, such as the Nebraska Transfer Plan. 

Similar impacts were noted among the attributes of the Nebraska Trauma System beyond the impact of 

the Office. Several successful collaborations exist among Nebraska Trauma System stakeholders external 

to the NEDHHS Office of Emergency Health Systems. Some of these collaborations were established due 

to the impacts of COVID-19, like NEDHHS Public Health regularly updating trauma system stakeholders 

on COVID-19 numbers and PPE availability. Other collaborations continued their existence despite 

COVID-19, like the small Registry collaborations. COVID-19 also resulted in expanded, HIPPA-

compliant telehealth and telemeeting capabilities among Nebraska Trauma System stakeholders.  

The pandemic also created additional challenges to overcome such as the perceived inefficiency in the 

trauma system response to COVID-19 compared to other emergencies or disasters. Various factors 

contributed to this perceived inefficiency. One of these factors included the staffing shortages and a high 

level of personnel turnover during COVID-19. Other factors that existed before COVID-19 continued to 

present challenges to the Nebraska Trauma System.  

A goal of the Office was to understand how collaborations between the Office and the Nebraska Trauma 

System can be strengthened. Understanding the impacts and opportunities created by the COVID-19 

pandemic resulted in several strategic opportunities for the Office to consider.  

The Office may wish to continue to focus on the existing strengths, as identified by trauma system 

stakeholders. This includes the ongoing education reimbursement activities for required trainings for 

healthcare personnel. This program should continue to be promoted among trauma system stakeholders, 

especially among individuals new to their positions.  

It may also be useful to increase the number of outreach events with trauma system stakeholders to 

familiarize stakeholders with Office personnel and service capabilities of the Office. Increased virtual 

meeting capabilities among trauma system stakeholders may enable Office personnel to attend meetings 

more easily. Several collaborations have occurred or are occurring in which the Office is not included.  

- NEDHHS colleagues in the Division of Public Health provided regular updates to trauma system 

personnel on COVID-19 information, which has been favorably received. This could present a 

partnership opportunity where the Office provides regular, more generalized information about 
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the Nebraska Trauma System status from the Registry. Several stakeholders currently use 

Registry data and are satisfied with the information. 

- One hospital system noted a collaboration occurring among Registry users that enables these 

users to collaborate on matters pertaining to the Registry. This collaboration was noted to be 

helpful, especially to new TNCs. The Office could consider participation in these collaborations, 

where possible.  

The Office may consider enhancing efforts to review data quality, identify data inconsistencies, and 

provide additional, standardized Trauma Registry training to new personnel. Rapid staff turnover during 

the pandemic resulted in contact information in personnel rosters becoming outdated. Incorrect contact 

information negatively impacts the ability for trauma system stakeholders to collaborate. Staff turnover 

also impacts familiarity with the Registry. A combined lack of familiarity with the Registry and need for 

additional Trauma Registry training created concerns about variation in data input, and associated 

inconsistencies.  

The Office may explore the feasibility of a centralized number or system that to streamline the transfer of 

trauma patients to higher levels of care and reduce patient transfer delays. Considerations include a lack 

of facility standardization in trauma classification and patient workup requirements. The availability of 

hospitals is dependent on many variables such as bed and physician availability and diversion status, 

requiring the system to be dynamic. A similar line was available for COVID-19 transfer patients and was 

generally well-received.  
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Appendix A  

Nebraska Trauma Systems Survey 

Thank you for taking this survey related to both regional and Nebraska statewide Trauma Systems. Your 

answers to the questions will be aggregated and used to guide activities by the Department of Health and 

Human Services (DHHS) in Nebraska. 

Questions about this project can be directed to Sherri Wren (sherri.wren@nebraska.gov) with Emergency 

Health Systems at DHHS. 

Please contact Ashley Miller (amiller102@unl.edu) with the University of Nebraska Public Policy Center 

if you have questions about this survey instrument. 

The survey should take about 10-15 minutes to complete. 

_____________________________________________________________________________________ 

What trauma system region(s) do you work in primarily? Please click on appropriate region(s) on map 

below. 
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What is your primary profession? 

 EMS personnel   Physician assistant, nurse practitioner, or 

advanced practice nurse   

 Law enforcement    Registered nurse   

 Licensed practical nurse    Other hospital staff   

 Physician    Other (please specify)  __________________ 

 

Please indicate to what extent you agree with the following regarding the Nebraska statewide trauma 

system: 

 
Strongly 

disagree  

Somewhat 

disagree  

Neither agree 

nor disagree 

Somewhat 

agree  

Strongly 

agree  

There has been a thorough initial 

assessment of the overall trauma system 

effectiveness in Nebraska.  
     

There have been periodic reassessments 

of the overall trauma system 

effectiveness in Nebraska.  
     

The Nebraska trauma system has an 

effective trauma system plan related to 

large scale emergencies or disasters.   
     

The Nebraska trauma system’s plan 

related to large scale emergencies or 

disasters was effective  during the 

COVID pandemic.   
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The Nebraska trauma system is integrated with the which of the following: 

      Yes       No     Unknown 

Behavioral health     

Emergency management    

Emergency medical 

services     

Fire    

Law enforcement    

Public health    

Voluntary agencies active 

in disaster     

Other (please specify) 

_________________    

 

You indicated the Nebraska trauma system had an effective trauma system plan related to large scale 

emergencies or disasters during the COVID pandemic. Please identify a strength of the trauma system 

plan. 

_____________________________________________________________________________________ 

You indicated the Nebraska trauma system did not have an effective trauma system plan related to large 

scale emergencies or disasters   during the COIVD pandemic. Please identify one way to improve the 

trauma system plan. 

_____________________________________________________________________________________ 
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Please indicate to what extent you agree with the following regarding your regional trauma system: 

 
Strongly 

disagree 

Somewhat 

disagree 

Neither agree 

nor disagree 

Somewhat 

agree 

Strongly 

agree 

There has been a thorough initial 

assessment of the overall trauma system 

effectiveness in my region.  
     

There have been periodic reassessments of 

the overall trauma system effectiveness in 

my region.  
     

Our regional trauma system has an 

effective trauma system plan related to 

large scale emergencies or disasters.  
     

Our regional trauma system’s plan related 

to large scale emergencies or disasters was 

effective during the COVID pandemic.  
     

 

Our regional trauma system is integrated with the which of the following: 

      Yes       No     Unknown 

Behavioral health    

Emergency management    

Emergency medical 

services    

Fire    

Law enforcement    

Public health    

Voluntary agencies active 

in disaster    

Other (please specify) 

_________________    

 

You indicated your regional trauma system had an effective trauma system plan related to large scale 

emergencies or disasters during the COVID pandemic. Please identify a strength of the trauma system 

plan. 

_____________________________________________________________________________________ 

You indicated your regional trauma system did not have an effective trauma system plan related to large 

scale emergencies or disasters   during the COIVD pandemic. Please identify one way to improve the 

trauma system plan. 

_____________________________________________________________________________________ 
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Our regional trauma system collaborates with the Nebraska Department of Health and Human Services 

(NEDHHS) Emergency Health Systems in strategic planning efforts. 

 Yes 

 No 

 I don’t know 

 

You said your regional trauma system does not collaborate with NEDHHS Emergency Health Systems in 

strategic planning efforts. Please tell us why you believe this collaboration is not happening? 

_____________________________________________________________________________________ 

 

You said your regional trauma system collaborates with NEDHHS Emergency Health Systems in 

strategic planning efforts. Please tell us how this collaboration has been helpful. 

_____________________________________________________________________________________ 

 

How often do you receive data reports from the Nebraska Department of Health and Human Services 

(NeDHHS) Trauma Registry? 

 Annually 

 Quarterly 

 Monthly 

 As requested 

 Never 

 Unknown 

 

You indicated you do not receive data reports from the NEDHHS Trauma Registry. Would this 

information be useful to you? 

 Yes 

 No 

 I don’t know 

 

Please identify what information you would find useful to receive from the Trauma Registry. 

_____________________________________________________________________________________ 
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How satisfied are you with the information included in reports from the Nebraska Trauma Registry? 

 Extremely dissatisfied   

 Somewhat dissatisfied   

 Neither satisfied nor dissatisfied   

 Somewhat satisfied   

 Extremely satisfied   

 

How satisfied are you with the frequency of NeDHHS Trauma Registry data reports? 

 Extremely dissatisfied   

 Somewhat dissatisfied   

 Neither satisfied nor dissatisfied   

 Somewhat satisfied   

 Extremely satisfied   

 

You indicated you were satisfied with the information included in the reports from the Nebraska Trauma 

Registry. Please explain what information you find most useful. 

_____________________________________________________________________________________ 

 

You indicated you were not satisfied with the information included in the reports from the Nebraska 

Trauma Registry. Please explain what information do would find more useful. 

_____________________________________________________________________________________ 

 

You indicated you were not satisfied with the frequency of reports from the Nebraska Trauma Registry. 

How often would you like to receive NeDHHS Trauma Registry Reports? 

 Annually 

 Quarterly 

 Monthly 

 As requested 

 Other (please specify) ___________________________ 

 

How often do you receive data reports from the Nebraska Department of Health and Human Services 

(NeDHHS) eNARSIS? 

 Annually 

 Quarterly 

 Monthly 

 As requested 

 Other (please specify) ___________________________ 
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You indicated you do not receive data reports from the NEDHHS eNARSIS. Would this information be 

useful to you? 

 Yes 

 No 

 I don’t know 

 

Please explain what information you would find useful to receive from eNARSIS. 

_____________________________________________________________________________________ 

How satisfied are you with the information included in reports from eNARSIS? 

 Extremely dissatisfied   

 Somewhat dissatisfied   

 Neither satisfied nor dissatisfied   

 Somewhat satisfied   

 Extremely satisfied   

How satisfied are you with the frequency of eNARSIS reports? 

 Extremely dissatisfied   

 Somewhat dissatisfied   

 Neither satisfied nor dissatisfied   

 Somewhat satisfied   

 Extremely satisfied   

 

You indicated you were satisfied with the information included in the reports from the eNARSIS. Please 

explain what information you find most useful. 

_____________________________________________________________________________________ 

 

You indicated you were not satisfied with the information included in the reports from the eNARSIS. 

Please explain what information do would find more useful? 

_____________________________________________________________________________________ 

You indicated you were not satisfied with the frequency of reports from the eNARSIS. How often would 

you like to receive eNARSIS Reports? 

 Annually 

 Quarterly 

 Monthly 

 As requested 

 Other (please specify) ___________________________ 
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Our regional trauma system uses the following data to help guide infrastructure improvement: 

      Yes      No      Unknown 

eNARSIS (    

Trauma Registry     

Emergency preparedness     

Other (please specify) 

________________     

Other (please specify) 

_______________     

 

What other data sources would be helpful for regional trauma system infrastructure improvement? 

_____________________________________________________________________________________ 

Our regional trauma system uses the following data to help guide process improvement:  

      Yes      No      Unknown 

eNARSIS (    

Trauma Registry     

Emergency preparedness     

Other (please specify) 

________________     

Other (please specify) 

_______________     

 

What other data sources would be helpful for regional trauma system process improvement? 

_____________________________________________________________________________________ 
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Appendix B  

Focus Group Facilitation Guide for Trauma System Stakeholders: 

Thank you for attending our focus group for Nebraska Trauma System Stakeholders. The University of 

Nebraska Public Policy Center is partnering with DHHS to conduct a needs assessment regarding the 

Nebraska Trauma System. The needs assessment feedback will be used to inform future DHHS strategic 

planning efforts.  

The point of today’s session will be to identify strengths and challenges related to Nebraska trauma 

systems. My role in this meeting is to ask the questions and facilitate conversation. However, you are all 

the leaders today. We need to hear from you all, and there are no wrong answers. . . Are there any 

questions before we get started? 

First, I would like to get a better sense of who is joining us today. If you could pull out your phones or 

your computer and go to www.menti.com. Once there, please use the access code at the top of this slide. 

Once you answer the question, your response will display on the screen.  

Menti Question: Which Nebraska trauma region do you work in primarily?  

Menti Question: What is your primary profession?  

Today we are going to try to cover the following topics:  

1. Effectiveness of trauma plans during COVID response.  

2. Adequacy of collaboration among trauma system stakeholders regarding trauma system process 

improvement. Collaboration can occur within one facility, between facilities, and between 

hospitals and EMS. Examples of process improvement include improved trauma patient care 

outcomes and reduced patient transfer delays. 

3. Regional trauma system collaboration with DHHS.  

Because we have limited time, I would like to ask you to rank our topics of discussion starting with the 

areas you see need most improvement to those that are working the best. We will organize our discussion 

http://www.menti.com/
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around your rankings to ensure we get the most pertinent and relevant information we can gather in order 

to inform Nebraska Trauma System strategic planning efforts.  

Menti Question: Please rank the following topics in order of importance for our conversation today. 

- Effectiveness of trauma plans during COVID response 

- Adequacy of collaboration among trauma system stakeholders regarding trauma system process 

improvement 

- Regional trauma system collaboration with DHHS 

Topic 1: How effective has your trauma system plan been in response to the COVID pandemic? 

Please be specific regarding regional and statewide impacts. . .  

[USE THE QUESTIONS BELOW AS PROBES TO STIMULATE THINKING IF NEEDED] 

• How was the existing trauma system plan effective regarding the COVID response?  

• What was a unique challenge for the Nebraska Trauma System regarding the COVID response? 

(i.e., resources (both personnel and physical) transfer delays, types of trauma patient) 

• What do you think would improve the effectiveness of the trauma system plan during the COVID 

pandemic?  

o Would this be generalizable to other trauma system stressors (for example disasters or 

other pandemics)? 

Topic 2: Has there been adequate coloration among trauma system stakeholders regarding trauma 

system process improvement? To review, collaboration can occur within one facility, between facilities, 

and between hospitals and EMS. Examples of process improvement include improved trauma patient care 

outcomes and reduced patient transfer delays. . .  

[USE THE QUESTIONS BELOW AS PROBES TO STIMULATE THINKING IF NEEDED] 

• Please provide an example of how collaboration among trauma system stakeholders has 

positively impacted process improvement in Nebraska.  
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• Please identify any gaps in collaboration among trauma system stakeholders that negatively 

impacts process improvement in Nebraska.  

o How could these gaps be mitigated?  

• How have changes over the past five years impacted collaboration among trauma system 

stakeholders? Have these impacts positively or negatively affected collaboration opportunities?  

Topic 3: Please talk about strengths and challenges of regional trauma system collaboration with 

the Department of Health and Human Services. . .  

[USE THE QUESTIONS BELOW AS PROBES TO STIMULATE THINKING IF NEEDED] 

• Who participates in the trauma system plan development in your area? (i.e., Hospitals, EMS, 

public health, behavioral health, volunteer agencies active in disaster) 

o Does your regional trauma system collaborate with the NEDHHS Emergency Health 

Systems? 

▪ For those who stated their regional trauma system does not collaborate with 

DHHS, please tell us why you believe the collaboration is not happening?  

▪ For those who stated their regional trauma system collaborates with DHHS, how 

has this collaboration been helpful?  

• How does data inform your current trauma system plan development?  

o Do you receive data reports from the NEDHHS Trauma Registry?  

o Do you receive data reports from eNARSIS?  

o If you already receive data from DHHS, what information have you found helpful?  

o If you do not receive data from DHHS, what information may be helpful to you in trauma 

system planning and process improvement?  
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Appendix C   
 

Qualitative Code Book - Code Definitions 

STAFFING 

Staffing  Challenges presented because of vacant positions, position turnover, 

or insufficient depth of trauma system personnel resources at 

hospitals and among EMS personnel. 

Inclusion Gaps in knowledge related to staff turnover, challenges in 

hiring/recruiting personnel, vacant positions; include volunteer 

personnel vacancies 

Efforts to supplement capacity, lack of position-specific knowledge, 

over-assignment of job responsibilities 

Exclusion Work performance gaps resulting from poor work performance in 

filled positions 

 

PATIENT TRANSFER ISSUES 

Patient Transfer Issues Timeliness of trauma patient transfer 

Inclusion Reference to EMS availability; procedures impacting EMS patient 

prioritization for transfer; Formal or informal processes for inter-

hospital communication between referring and accepting providers; 

Formal or informal processes used to determine acceptance or 

transfer of trauma patient 

Exclusion Policies and protocols that are not related to trauma patient 

transfers.  

 

COMMUNICATION 

Communication Communications among hospitals and between EMS personnel and 

hospitals regarding performance improvement  

Inclusion Communication/lack of communication between hospitals and EMS 

locally, regionally, and statewide with the intent to improve 

performance or reduce transfer delays  

Exclusion Communications within a hospital  

 

PERFORMANCE IMPROVEMENT 

PI Circumstances contributing to inefficiency in conducting, reporting, 

or implementing performance improvement activities 

Inclusion Missing information, data quality concerns, out of date personnel 

rosters, lack of service awareness, data underutilization; 

recommendations related to performance improvement including 

policies, protocols, communications, and resources 

Exclusion Issues unrelated to performance improvement 
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TRAINING 

Training  Training topics of interest, financial support, or other circumstances 

that facilitate training attendance 

Inclusion Training topics, training reimbursement, training attendance 

Exclusion Training locality and training medium 

 

COVID IMPACT 

COVID Impact  Positive or negative impacts of COVID to trauma system across 

topic areas 

Inclusion Any reference to the impact of COVID on hospital or EMS 

operations 

Exclusion No reference to COVID 

 

OTHER – This category is used for meaningful comments that don’t fit neatly in the other categories.  
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Appendix D  

Strengths of the Nebraska Trauma System Regarding COVID Pandemic Response  
Feedback provided by EMS Providers:  

- Adapted to the situation with alternate destinations  

- Awareness of trauma in the region and letting others know of needs 

- Backup supplies 

- Central dispatching center for transfers 

- EMS supply needs were identified and met 

- Followed suggestions per DHHS 

- Getting info on their website 

- Had a plan in place and what to do if case of need 

- Providing necessary safety items 

- Regional transfer of patients 

- Resources 

- Supplies 

- Trauma Outreach Education and Tracking of Data 

- Work with other agencies well 

Feedback provided by all other healthcare personnel: 

- Able to work with EMS 

- As a smaller hospital we did not have a problem with transferring to UNMC 

- Communication 

- Communication between medical centers/hospitals for transferring needs 

- Communication of the plan to those involved in the plan 

- Conservation and distribution of PPE 

- Daily communication 

- Even with inability to transfer medical or COVID patients during the pandemic, Trauma patients were 

accepted for transfer from CAH/outlying facilities. 

- Good ideas for an electronic record, but unsure if there has been practice 

- I have been part of one large scale drill that was helpful 

- Most agencies are involved in the planning 

- Nebraska Transfer Plan between all major hospitals--you called one number to find out who had a bed 

available 

- The amount of specialty beds in the Metro area 

- ZOOM communications 

Strengths of the Regional Trauma System Regarding COVID Pandemic Response  
Feedback provided by EMS Providers:  

- Backup supplies/ weekly zoom calls with updates 

- Communication 

- Critical access hospital reviews trauma & reports to EMS 

- Ease of getting more supplies 

- Our Plan 

- Resources 

- Supplies 

- The system had a plan in place 

- They communicated with stake holders if there was a problem, and how they planned to remedy it 

- Weekly updates on covid numbers and updates on available PPD supplies. 
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Feedback provided by all other healthcare personnel: 

- Calls for bed availability daily. 

- Communication of the plan to those who need to be involved 

- Dennis kept us updated daily if not more frequently with COVID 19 updates and bed availability 

- Interface with multiple agencies 

- Regional PI Zoom meetings on quarterly basis even though we are redesigning and getting away from 

regional leadership 

- Same as before - communication between hospitals 

- Sharing of resources 

- The regional plan for trauma is better with having essential plans and the large facilities collaborating on 

planning and drills. 

- The use and distribution of PPE. communication of effectiveness of care of covid patients. 

- Trauma services were available, without beds available. 

- Working with EMS 
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Appendix E 

Ways to Improve the Nebraska Trauma System in Response to the COVID Pandemic 
Feedback provided by EMS Providers:  

- A lot of this is new to our department so getting more information would likely help 

- Felt at times it was impossible to find beds for trauma patients, and they had to wait sometimes days to get 

special care 

- Have more testing sites. To take the pressure off the ERs and urgent cares 

- I am unaware of any plan that was shared or implemented. Make sure it is communicated effectively 

- Improve the system that tracks patient bed availability so that our patients aren't having to go to other states 

for care 

- Lack of providers, due to low wages for staff 

- Resource management for rural EMS was terrible 

- Retain health care staff 

- There was not a supply of items needed ON HAND when the pandemic broke out. . . There are still supply 

issues. . . IF we had had a statewide trauma event there would not have been enough PPE for all the EMS, 

Fire and Police personnel to be protected 

- We lacked resources being putout to smaller departments 

Feedback provided by all other healthcare personnel: 

- As a rural facility, the state trauma program did very little to assist with transfer needs 

- Get information to providers 

- I do not think TRAUMA had anything to do with the effectiveness of the COVID response, which does 

seem adequate. I think TRAUMA response for a disaster is something untested. More drills involving more 

than a single community are needed. 

- Improved transfer line process-the concept was good but it was not helpful in rural NE, we had more 

success finding on our own 

- Isolation is not a plan, vaccines weren't distributed in a timely fashion 

- It was difficult to access many of the receiving trauma centers during COVID. It would have been useful 

for systems to communicate availability of trauma beds. Transfer centers would not help with trauma 

requests 

- Need a unified response plan, specific plans for MCI occurring in rural areas, how to facilitate movement 

of patients to appropriate facilities, I have many thoughts 

- Plan is not well published 

- The intent of a central transfer call line was helpful at first but as the pandemic progressed, we were forced 

to call hospitals directly; wasting time and energy when a central call number would have been more 

helpful for all. . . Utilizing existing tools like Knowledge Center (which we are required to submit) would 

lessen the burden. 

- There was a failure to recognize that PPE was needed throughout the state and not just at the large facilities 

- When a large-scale event occurs outside the area of a level 1 trauma center, there needs to be a way for the 

smaller facilities to contact one person to begin the transfer of multiple patients out of their facility. . . We 

had an event where 6 patients were transported to our facility. . . None were stable enough for us to keep, 

but we spent hours trying to find trauma centers available to take these critical patients. . . And then more 

hours finding transport to take these patients to accepting sites. . . This delayed care for all these patients. 

Ways to Improve the Regional Trauma System in Response to the COVID Pandemic 

Feedback provided by EMS Providers:  

- I don't feel they ever reached out to smaller, volunteer services for this 

- Improve the system in place for bed placement and transferring patients up and down the chain to make 

more beds available for at closer locations. 
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- Lack of staffing due to poor wages 

- More communication 

- Should have had more public test sights to take the pressure off of the ERs and urgent cares 

Feedback provided by all other healthcare personnel: 

- Again, utilize existing platforms for transfers; we are required to submit to Knowledge Center, it should be 

used. 

- Collaboration with the hospitals in the Region. Covid caused much stress in many hospitals. Transferring 

trauma patients with Covid is one area that could be improved. 

- communication of plan and yearly exercises 

- daily reporting in our region on bed availability was inaccurate and misleading-made finding transfer even 

more frustrating at times 

- I don't know if it can be improved. . . ICU bed capacity was saturated. . . Maybe tele-health & just in time 

training would be helpful tools. 

- need more drills, more communication, better plans 

- Plan is not well published 

- This is the same response as the previous comment 
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Appendix F 
Information Desired from the Trauma Registry 

Feedback provided by EMS Providers:  

- Anything related to a volunteer EMS agency 

- Injury types and cause of injury by age – Location of injury (home, farm/ranch, street, highway)  

- Reports on how well we enter the charts and what we can do better on entering the info 

- Statical information (ie mva, gsw falls with traumatic injury, ext) 

- Statistics and what is working and what is not working, what we can do better and education to share with 

my dept 

- Trending, solutions 

Feedback provided by all other healthcare personnel: 

- Accuracy of reports, areas to improve on 

- Any I don’t know what information you have 

- It would be great to be able to view our data (i.e. ISS, complication rates, types of injuries, length of stay 

compared to other facilities in comparable level of hospital) 

- Need to know what would be available 

- Statistics 

- Transfer information on full/partial traumas needing transfer to a larger trauma center 
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Appendix G 
Useful Information in Trauma Registry Reports 

Feedback provided by EMS Providers:  

- It is usually pertinent information for statewide trauma information 

- The information is there if needed 

- What is needed from ems:  vital signs @ scene, calling trauma activation when needed 

Feedback provided by all other healthcare personnel: 

- Being able to compare with other regions 

- Being able to pull my own data from the registry 

- Data that can be used in PI initiatives 

- I have not received a report for awhile--but the data is usually complete and I like to format it is in 

- Not sure if the data is accurate 

- Regional data on trauma causes to compare to local data 

- Report writer canned reports 
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Appendix H 
Information Desired from the eNARSIS 

Feedback provided by EMS Providers:  

- Accuracy, areas to improve 

- Changes and updates 

- Data on nature of EMS calls in Nebraska, response times 

- How the patient outcome was 

- How to better serve trauma patients 

- I am not sure what information would be included in this report to know how I would use it 

- I am very new at this position so all information is helpful 

- I can find the runs in Image Trend, but the complete run would be great to receive for our trauma chart 

audits. Specific indicators are GCS, immobilization, VS and TTA that we audit 

- Info to compare how are EMS units are doing compared to those across the state 

- Medical calls vs trauma ,  would help our funding when approaching the rural fire board with needs for 

equipment 

- Missing reports data 

- Not sure at this time 

- Statewide or regional aggregated data on call type, call numbers, location types, and provider impressions 

- statistics and what is working and what is not working, what we can do better and education to share with 

my dept 

- Time to enter calls 

- Transportation delays, MOI, Scene Times 

- We would be able to see how well we chart and what we can improve on as providers 

Feedback provided by all other healthcare personnel: 

- Accuracy, areas to improve 

- How to better serve trauma patients 

- I am not sure what information would be included in this report to know how I would use it 

- I am very new at this position, so all information is helpful 

- I can find the runs in Image Trend, but the complete run would be great to receive for our trauma chart 

audits. Specific indicators are GCS, immobilization, VS and TTA that we audit 

- Info to compare how are EMS units are doing compared to those across the state 

- Missing reports data 

- Transportation delays, MOI, Scene Times 


