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1. Key messages 

 

Pre-hospital triage aims to minimise morbidity and mortality by ensuring all patients receive 

appropriate care in a safe and timely manner. Effective pre-hospital triage in major trauma is 

based upon patient factors, mechanism, pattern of injury, resource availability and geographic 

location. (1, 2) As patient outcomes are strongly associated with timely transport to an 

appropriate healthcare facility, (3) the Victorian State Trauma System (VSTS) aims to ensure 

all major trauma patients receive the majority of their care in a major trauma service (MTS) 

or suitable alternative (i.e.: Victorian Spinal Cord Service at the Austin, Metropolitan 

Neurological Services for older head injured patients). Non-major trauma patients should 

remain in an appropriate local service. 

Since 2016–17 direct admissions from the scene of injury, home or a GP to an MTS were 

consistently more prevalent than referrals from another health service. The number and 

proportion of major trauma patients transported directly from the scene of injury, home or a 

GP to The Alfred, The Royal Melbourne Hospital and The Royal Children’s hospital have slowly 

increased over the past five years. Between 2016-2017 and 2020-2021 the percentage has 

increased from 65.8% to 66.1%, demonstrating a slow and steady consistent trend. More 

importantly, 90% of transferred patients received their care at an appropriate trauma service 

as defined by the major trauma guidelines in 2020-21. (4) 

 

In the out of hospital setting in Victoria, three points are used to assist in the identification of 

major trauma. When any one of the three criteria points are met, the patient is defined as a 

major trauma patient. The patient is either ‘actual time critical’ when there is abnormal vital 

signs, ‘emergent time critical’ when there is an assumed or actual injury or ‘potential time 
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critical’ when an at-risk patient has sustained a high risk mechanism that is often associated 

with significant traumatic injury. These points are further explained throughout the guideline.  

 

These guidelines have been developed under the auspices of the Trauma State Advisory 

Committee (TSAC) using ‘AGREE II’ methodology, and are designed to enhance the early care 

of major trauma patients.  

Clinical emphasis points: 

 

• Victoria’s trauma system guidelines are designed to ensure every patient is always 
cared for in the most appropriate facility. 

• Expert scene assessment and initial out of hospital management of life-threatening 
injuries is essential. 

• Defined triage guidelines allow the identification of patients fulfilling major trauma 
criteria  

• Initial dispatch to the scene via either road or air must be well coordinated, and early 
input from Air Ambulance Victoria (AAV) and retrieval services; Adult Retrieval 
Victoria (ARV) and Paediatric Infant Perinatal Emergency Retrieval (PIPER) is 
recommended for cases that cannot reach the major trauma services within 60min 
by road. 

• Early planning of transport to the major trauma care destination is essential 

• Currently in Victoria, there are two adult & one paediatric facilities that are 
designated major trauma service (MTS) hospitals.  
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2. Rapid Reference Guideline 

This page is being held to contain an updated one-page summary of the 
guideline, intended for real-time clinical access and use. 

 

Please see associated Quick Reference PDF uploaded on sharepoint to 
review.  
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3. Identification of potential major trauma  

Vital signs 

The first step to identifying the presence of potential major trauma (pMT) is to assess the vital 
signs. In the pre-hospital setting, potential major trauma is identified according to the 
following criteria. (5, 6) 

MAJOR TRAUMA CRITERIA VITAL SIGNS 

AGE Term – 3 
Months 

4-11 Months 1-4 Years 5-11 Years 12 -15 Years   16 Years & 
over 

HR <100 or >180 <100 or >180 <90 or >160 <80 or >140 <60 or >130 <60 or > 120 

RR >60 >50 >40 >30 >30 < 10 or > 30 

BP sys <50 <60 <70 <80 <90 < 90 

SpO2 <90% <90% <90% <90% <90% <90% 

GCS < 15 < 15 < 15 < 15 < 15 < 13 

 

Potential major trauma is identified if the patient has any one of the above vital signs present. 
This patient must be further assessed for any life-threatening injuries that can be immediately 
managed in the field and planning of transport to an MTS must be commenced.  

Injuries found or suspected 

The presence of any one of the following assumed or actual anatomic injuries constitutes pMT 
for the purpose of primary triage: 

All penetrating injuries 

• Excludes isolated superficial limb injuries 

Blunt injuries 

• Significant injury to a single region such that specialised care or intervention may be 
required, or that life, limb or long-term quality of life may be at risk 

• Significant injuries involving more than one body region 

Specific injuries 

• Limb amputations or limb-threatening injuries 

• Spinal cord injury or suspected spinal fracture 

• Burns to 20% or more of the body for an adult or 10% or more for a paediatric (≤15 
years) 

• Suspected respiratory tract burns 

• High-voltage burn injuries (>1000 volts) 

• Serious crush injury 

• Major open fracture or open dislocation 

• Fracture to two or more of the femur, tibia or humerus 
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• Suspected fractured pelvis 

Isolated head injury in older people 

A person aged 65 years and over with an isolated head injury and presenting with a GCS less 
than 13, who has sustained their injury as a result of a low fall (< 1 m) and is located in the 
metropolitan region then the patient should be transported to the nearest metropolitan 
neurosurgical service or MTS. Data from the  Victorian State Trauma Registry (VSTR) 
demonstrates that outcomes for this subset are comparable when care is delivered in an 
metropolitan neurological service as when provided in an MTS. (7)  

High-risk criteria 

The triage of trauma patients who are physiologically stable and where only a single 
mechanistic criterion is present has a high potential for over-triage. The Victorian pre-hospital 
high-risk criteria requires both a specific trauma mechanism and either an age or comorbidity 
element present in order to identify as pMT. (7) 

Specific trauma mechanism: 

• Motor/cyclist impact > 30 kph. 

• High-speed car accident > 60 kph. 

• Pedestrian impact. 

• Prolonged extrication. 

• Ejection from vehicle. 

• Struck on the head by object falling > 3 m. 

• Explosion. 

• Fall from height > 3 m. 

AND 

Additional patient criteria: 

 

• Age <12 or > 55; or 

• Pregnant; or  

• Significant comorbidity to include one or more of: 

• diabetes, epilepsy, cardiac failure, angina, acute myocardial infarction (AMI), 
obesity, chronic respiratory disease, chronic renal failure, symptomatic chronic 
obstructive pulmonary disease (COPD), renal or liver failure, chronic liver disease or 
coagulopathy of any origin. 

 

4. On Scene 

Scene Time 

As a general rule, the aim should be for a scene time of 20 minutes or less for non-trapped 
major trauma patients. (7) Literature has suggested that prolonged scene times in the major 
trauma patient negatively effects morbidity and mortality. (8, 9) It is acknowledged that 
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longer scene times may occur when necessary interventions that cannot be performed whilst 
in transit are required. In these circumstances a risk / benefit analysis should be undertaken 
to determine if the interventions are essential (including consideration for proximity to the 
appropriate health service) or whether transport with care in transit should be the priority. 
Additional considerations that may influence scene time include the number of patients,  
resources available, and the time to a non-MTS hospital versus time to aeromedical transport 
to enable direct transport to a MTS. 

Retrieval service notification 

If it is necessary for a pMT patient to be taken by ambulance to a hospital designated other 
than an MTS, Ambulance Victoria will notify ARV or PIPER of the case and ARV or PIPER will 
contact the primary receiving hospital within 60 minutes to determine the need for advice or 
support, or the need for retrieval or transfer to a MTS. If transfer to a MTS is deemed 
necessary, it is vital that this then occurs as soon as is practicable.  

 

5. Transport time 

Patients meeting the criteria for major trauma should be triaged to the highest level of trauma 
care within 60 minutes transport time of the incident location. (7) In cases where a MTS is 
within the 60 minutes transport time, the patient should be taken to that service, bypassing 
all other hospitals in order to minimise the time from injury to specialised care.  

 

This will avoid the need for subsequent and unnecessary inter-facility transfer. This 
consideration also applies to patients over the age of 65, who have suffered a fall (<1m) 
causing a head injury with an isolated reduction in their GCS. This patient cohort should be 
transported directly to a MTS/metropolitan neurological service within 60 minutes, and all 
other hospitals should be bypassed. 

Road transfer  

Transport time by road will vary according to many factors including the time of day, traffic 
conditions and distance. Time will be calculated from loading the patient to the time of arrival 
at the receiving centre. Some flexibility in the 60-minute timeframe should be shown where 
a small increment added to transport time means that the patient is delivered to the 
appropriate facility for their care.  
 
In situations in which a patient is more than 60 minutes from an MTS, then the patient will be 
transported by road to the highest level of trauma care available within the 60-minute 
transport timeframe.  
 
If a patient appears to be in immediate life-threat during transport, the patient is to be 
diverted to the nearest designated trauma service (of any level) for stabilisation, with 
subsequent transport to a MTS at the earliest appropriate time. An example of this would be 
a rapidly deteriorating patient with an urgent need for airway control or surgical control of 
bleeding.  
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Helicopter transfer 

Mobile Intensive Care Ambulance (MICA) flight paramedics carry and are able to administer 
blood products to all adult patients in the pre-hospital setting for patients presenting with 
haemorrhagic shock. Paediatric patients can also be administered blood products, but only 
after consultation with the patient’s guardians or medical consultation. In the case where all 
blood available has been utilised, consultation with the ARV coordinator for destination 
planning should occur (this may include diversion to a regional trauma service (RTS)). If the 
patient does not have signs of persisting hypovolaemic shock, they may be transported 
directly to an MTS. 

 

ARV or PIPER Transfer 

ARV or PIPER have access to a massive transfusion pack and this can be used for both road 
transfers or air transfers.  

Persisting hypovolaemic shock  

If signs of shock are present, it is vital that non-hypovolaemic causes must be excluded, 
including neurogenic shock in spinal injuries as well as obstructive shock from possible tension 
pneumothorax and/or cardiac tamponade.  

 

If the trauma patient has signs of hypotensive end-organ impact such as altered conscious 
state, marked pallor, clammy skin or has no response to initial crystalloid resuscitation (whilst 
balancing permissive hypotension principles) urgent management of hypovolaemic shock is 
required. Paramedics should consider availability of aeromedical resources and coordination 
with local health services for blood products or immediate haemostatic interventions, this 
should be organised via the AV clinician and ARV or PIPER.  

 

For situations in which the patient is being transported by road and appears to be in an 
immediately life-threatening situation during transport, the patient is to be diverted to the 
nearest designated trauma service (of any level) for stabilisation, with subsequent transport 
to a MTS at the earliest appropriate time. Consultation with the Ambulance Victoria Clinician 
and interim health service should take place as soon as possible to ensure necessary 
arrangements are made prior to patient arrival, and for the subsequent retrieval and transfer.  
 

Currently, all MICA Paramedics can administer packed red cell concentrate (PRCC) to major 
trauma patients presenting with a systolic blood pressure <70. Calcium gluconate is available 
for administration as required.   

 

In patients requiring more than 4 units of PRCC, diversion to a RTS may be necessary in order 
to access additional blood products or other haemostatic interventions. This is dependent on 
health service capability, flight and landing logistics. For this to be considered, a RTS must have 
available surgical, operating theatre and blood bank capability and capacity. This will be 
determined and confirmed by the ARV or PIPER coordinator after consultation with the MFP 
crew, the AV clinician and RTS staff. 
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The patient will be transferred by road or aeromedical resource, whichever is most 
appropriate. 

 

ARV or PIPER will also contact a nominated MTS to initiate early referral and case support 
between RTS clinicians and the MTS clinicians. The patient may be subsequently transferred 
for ongoing care.  
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6. Appendix 1: AGREEII Score Sheet – Pre-hospital Triage 
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