
Region 5 Trauma Clinical Leadership Committee Call 

Tuesday, May 14, 2019 

 

Participants: Dr. John McPherson, Dr. Todd Husty, Lindsay Martin, Lynne Drawdy, Catherine 

Billen 

  

Background: Dr. McPherson called meeting to order.   He asked the group if they wanted to be 

formal, using Robert’s Rule of Order, or if they preferred to be more relaxed and have an open 

forum?  All agreed they preferred to be informal.  Dr, McPherson summarized the last meeting, 

including defining the group’s purpose, and setting some priorities regarding developing clinical 

best practices guidelines for presentation to the Region 5 Trauma Advisory Board Executive 

Committee. 

 

He stated that there were three topics identified last month as priorities: 

1. Dr. Plumley has agreed to develop a draft pediatric guidance document over next couple 

of months.   

2. Dr. Husty to discuss use of TXA. 

3. Dr. Zuver sent a white paper from National Association of EMS Medical Directors 

regarding spinal immobilization. 

 

TXA:  Dr. Husty stated Seminole County adopted a TXA protocol and they focused on intensive 

training for their 800 personnel.  He discussed a case where a robbery suspect being chased hit a 

mother/daughter, both in bad shape, 15 y/o had fractured pelvis and was in and out of 

consciousness. Patient had a firm abdomen, and an elevated blood pressure. Chose to use TXA. 

As per Dr. Plumley, patient did very well and it helped save her life. That day he changed 

protocol to include adult sized pediatric population. They use it all the time at the pediatric 

trauma center, don’t have an age restriction. 

 

Discussion regarding a report read about patient vomiting blood, TXA given over 10 minutes 

and got to hospital in good shape. Their protocol is not just for trauma patients but includes other 

obvious hemorrhage and hypertension. They train to the numbers 90 systolic and 110 pulse rate. 

There is a good amount of paramedic discretion. Used quite a bit over past months, and all were 

reviewed and were appropriately used.  Didn’t include neck wounds in protocol because 

tourniquets don’t work well with neck.  

 

Dr. McPherson stated that TXA has been around a while, protocols are easy, and evidence is 

compelling that it works.  The Military has done a lot of studies including large samples from the 

Middle East which indicate TXA has a higher survival rate than those in control group. It is not 

intended for head traumas, but it is not a contraindication. Dr. Husty stated that his son was an 

EMT and later becoming a surgeon and he is a big fan.  He feels there is little downside.  More 

information is needed on use with pediatric populations,   

 

Dr. McPherson stated that he had to sell to Trauma, got over that hurdle, and is increasing use 

and seeing good results.  He asked Dr. Husty to send their protocol.  Dr. McPherson will send his 

and give summary to EMS directors, ask for others to stimulate discussion. 



 

Spinal Immobilization Protocols:  Dr. Husty stated that Seminole and Winter Park have received 

a lot of push back regarding why patients weren’t being back boarded. As a result, he presented 

on how only cooperative patients can and should be back boarded. Dr. Husty has been looking at 

this for 15 years and asked if you can immobilize an uncooperative patient and do you need to 

immobilize a cooperative patient? Their protocol is that c-collars be used if tolerated without 

moving their neck. If they don’t want to move because it hurts, don’t move. Backboards are not 

anatomically correct.  Need a little padding on firm surface – they have those and call them 

stretchers.  No study shows a back board makes it better, and some that shows it can make it 

worse. Since they began this, all trauma centers agreed.  

 

Dr. McPherson stated patients have been tortured with hard backboards and collars for years. 

Literature has been clear that the use of rigid devices when not needed is not good medical care.  

He said Dr. Plumbley previously stated they have a pediatric protocol and he will share.  Level I 

and Level II trauma centers are now on board to discontinue the use of them. If they are 

neurologically intact on scene they will remain intact.  Did not take spine boards off units 

because they are good for carrying patients in difficult positions and helps to move them 

carefully. EMS have been told to be selective. 

 

Dr. McPherson feels this is another area where EMS should work with Trauma to agree on 

protocol.  He had a protocol, but Trauma wanted immobilization in any unconscious patients.   

He stated that the key is collaboration between EMS and trauma, to discuss best practice in the 

literature and agree on best solutions.  There was a Maine study 10 years ago with 30,000 

patients, used a simple assessment for each level of consciousness. The miss level in 30,000 

patients was about 10 fractures with no bad outcomes. Allow the pre-hospital that they can 

immobilize the c-spine without the t-spine. When they rolled out protocol, a lot of resistance.   

 

Dr. Husty stated that all Seminole hospitals have agreed that EMS doesn’t get chewed out 

anymore and instead there is a rational discussion on use.  He mentioned one case 10 years ago 

where hospitals realized that rigid protocols can cause harm. Doctors coming in from other parts 

of the country still push back, but all hospitals agree to not using spine boards and c-collars on 

everyone.  The two missed in the Maine study that were severe injuries – did not have bad 

outcomes. Not immobilizing them didn’t make them worse.  Concern that it could but no study 

that says that they do.  He asked Dr. Rick Slevinsky, the state EMS medical director, how they 

came up with the protocol and he stated that seemed like a good idea at the time but was not 

evidence-based.   

 

Dr. McPherson stated that the position paper by the national association is not liberating. It 

drilled down on where EMS was being yelled at.  A lot of it was urban legend and boils down to 

customs.  Dr. Husty found a lot of that, and said the Medical Directors meet with every single 

paramedic/EMT regularly in small groups, so with changes like this, they have an opportunity to 

discuss and they know they are welcome to speak up.  There are a few outliers that are resistant 

to change.  They discussed specific real examples.  The Florida Association of EMS Medial 

Directors created a simple statement:  Not all trauma patients need a spinal board. Didn’t define 

which do and don’t but this set the stage for training. 

 



Catherine advised she is an EMT at APH and sees the hard time that the hospitals give EMS 

when patients aren’t back boarded.  She stated additional education is needed.   

 

Dr. McPherson will summarize and ask others to submit comments, their protocols.  The 

committee will make a recommendation on a regional clinical best care practice on spinal 

immobilizations as a recommendation to the Trauma Advisory Board Executive Committee and 

ask that this be adopted by the region.   

 

Dr. Husty will bring a couple of issues up at CFR re controversies in trauma transport protocols.  

One size doesn’t fit all.  Head bumps with anticoagulants, not all need trauma center.   There are 

no barriers with community hospital getting patients to trauma centers if needed. 21 y/o 

intoxicated, fallen and hit their head. Loss of unconsciousness, possible head trauma but may be 

due to intoxication. Glasgow of 13 – do they all need to go to trauma center? Need paramedic 

discretion or make the protocols less dogmatic (all must go).  Write protocols for the lowest 

common denominator.  They teach to patient needs vs. protocols. Need training to understand 

why we do what we do. Would like to see these discussed in future with this group. 

 

Dr. McPherson stated about 25% is paramedic judgement. CAT scans in almost every hospital 

and transport to trauma available. Methodology needs to be re-evaluated 

 

Dr. Husty asked whether we should have a CT alert? Part of the training is to train the opposite 

direction. UCF student with subdural trauma patient not drunk. Set parameters and educate 

community. No one wants unnecessary trauma alerts. 

 

Dr. McPherson brought up another issue. Does EMS know their hospitals’ capabilities? 

 

Dr. Husty stated that teaching this is complicated because the focus is on that one patient. Can’t 

have perfect parameters. This in turn becomes an education issue. He gets paid to educate all 800 

in small groups.  You must have a lot of training in order to give discretion to paramedics. 

 

Actions:  

Dr. McPherson will send out further studies on TXA protocols. 

 

 

 
 
 
 


