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Welcome! Today, we are going to discuss the 2011 Guidelines for Field Triage of Injured Patients (2011 

Guidelines). This presentation and the revised guidelines are designed to help you do your job as 

emergency medical services (EMS) providers by helping you to respond to severely injured patients 

more effectively.  











Objectives 

Review the importance of accurate field triage 

Review the history of the American College of Surgeons 
Field Triage Decision Scheme 

Discuss changes in the 2011 Guidelines for Field Triage of 
Injured Patients 

Review CDC educational initiatives for the 2011 Guidelines 
for the Field Triage of Injured Patients 
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The goals for this presentation are to:  

• 

• 

• 

• 

review the importance of accurate field triage in trauma care; 

review the history of the American College of Surgeon’s (ACS) Field Triage Decision Scheme; 

discuss the changes in the 2011 Guidelines for Field Triage of Injured Patients; and, finally, 

review the Centers for Disease Control and Prevention (CDC)’s educational initiatives for the 

decision scheme. 

  



Published: January 2012 
 

Available for FREE at: 

www.cdc.gov/Fieldtriage 
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The decision scheme is based upon ―Guidelines for Field Triage of Injured Patients: Recommendations 

of the National Expert Panel on Field Triage, 2011‖ published in January 2012 in CDC’s Morbidity and 

Mortality Weekly Report (MMWR) Recommendations and Reports. 



10 Leading Causes of Death by Age Group, United States - 2008

Source: National Center for Injury Prevention and Control, Centers for Disease Control and Prevention. Web-based Injury Statistics Query and 
Reporting System. Ten Leading Causes of Death, 2008..
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Injury is the leading cause of death for Americans aged 1–44 years. 

So understandably, almost half of the 16.6 million transport calls per year that we—the approximately 1 

million EMS providers—respond to are related to injury. 



 
      

 

 

“If you are severely injured, 

care at a Level I trauma 

center, rather than a 

nontrauma center, lowers 

your risk of death by 25%.”  

Source: MacKenzie EJ, Rivara FP, Jurkovich GJ, et al. A national evaluation of the effect of trauma-center care on mortality. N Engl J 
Med. 2006 Jan 26; 354(4):366-78. 
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CDCsupported research shows that, if you are severely injured, care at a Level I trauma center, rather 

than a nontrauma center, lowers your risk of death by 25%. This statistic is important to remember 

because, as an EMS provider, you know that getting the right patient, to the right place, at the right time 

is critical. 

Not all injuries require care at a Level I trauma center. Transporting less severely injured patients to a 

lower level trauma center or nontrauma center can help ensure that resources at Level I trauma centers 

are available for those patients who need them most. 







-

History of the Decision Scheme 

The American College of Surgeons-Committee on Trauma  
(ACS-COT) developed guidelines to designate “trauma 
centers” in 1976  

Set standards for personnel, facilities,  
and processes necessary for the  
best care of injured persons 

Studies showed mortality                                                                   
reduction in regions with                                                                     
trauma centers  
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In 1976, the American College of Surgeons Committee on Trauma developed guidelines to authenticate 

trauma centers and set standards for personnel, facilities, and processes necessary for the best care of 

injured persons. 

Studies in the 1970s and earlytomid1980s showed a reduction in mortality in those regions with 

specialized trauma centers. 







History of the Decision Scheme 

National consensus conference in 1987 resulted in first 

ACS field triage protocol, the “Triage Decision Scheme” 

The Decision Scheme 

serves as the basis for 

field triage of trauma 

patients in most EMS 

systems in the U.S. 



Slide 7 

  

These studies led to a national consensus conference in 1987 that resulted in the first ACS field triage 

protocol, known as the ―triage decision scheme‖ for trauma patients. 

Since 1987, this decision scheme has served as the basis for field triage for trauma patients in most EMS 

systems in the United States.  









History of the Decision Scheme 

The Decision Scheme has been 
revised five times (1990, 1993, 
1999, 2006, 2011) 

In 2005-2006 the Centers for  
Disease Control and Prevention (CDC), with support from 
the National Highway Traffic Safety Administration 
(NHTSA), convened the National Expert Panel on Field 
Triage 

In 2011 the Panel reconvened to review and update the 
2006 Guidelines 
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Since its initial publication, the decision scheme has been revised five times: 1990, 1993, 1999, 2006, 

and 2011.  

We will discuss the 2011 decision scheme today. The 2011 decision scheme was developed when the 

National Expert Panel on Field Triage, which was initially formed to develop the 2006 Guidelines, 

reconvened to review the 2006 Guidelines in the context of recently published literature and experiences 

of states and local communities working to implement the Guidelines. 

The National Expert Panel on Field Triage comprises persons with expertise in acute injury care, 

including EMS providers and medical directors, state EMS directors, hospital administrators, emergency 

medicine physicians and nurses, adult and pediatric trauma surgeons, persons in the automotive industry, 

public health personnel, and representatives of federal agencies. 







–

–

–

–

–

–

–

National Expert Panel on Field Triage 

Membership  
National leadership, expertise, and contributions in the realm of 
injury prevention and control 

Members 
EMS Providers and Medical Directors 

Emergency Medicine Physicians and                                                   
Nurses 

Trauma Surgeons 

Public Health 

Federal Agencies 

Automotive Industry 
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This panel included professionals with a variety of backgrounds, including EMS, emergency medicine, 

trauma surgery, nursing, public health, research, and automotive engineering.  





–

–

–

–

National Expert Panel on Field Triage 

The role of the Expert 
Panel is to: 

Periodically review the 
Decision Scheme 

Ensure criteria are consistent 
with existing evidence  

Ensure criteria are compatible 
with advances in technology  

Make necessary 
recommendations for revision 
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The National Expert Panel on Field Triage’s role is to: 

periodically review the decision scheme, 

ensure that criteria are consistent with existing evidence,  

ensure that criteria are compatible with advances in technology, and  

make necessary recommendations for revision. 

Not an official advisory committee of CDC and does not have a fixed membership or an officially 

organized structure. 



2011 Guidelines for Field 

Triage of Injured Patients 
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As I pointed out earlier, the decision scheme was developed to assist local medical directors and EMS 

providers with decisions about field triage and destination facility.  

It is the foundation for field triage protocols for trauma patients in most EMS systems across the United 

States.  

The decision scheme is divided into four steps: 

Step 1. Physiologic criteria, 

Step 2. Anatomic criteria, 

Step 3. Mechanism of injury criteria, and 

Step 4. Special patient or system considerations. 

After each step, the Guidelines includes two transition boxes. One box provides guidance on the 

appropriate destination for a patient that meets the criteria outlined in the preceding step. The other box 

moves the reader to the next step in the Guidelines if the patient does not meet the criteria in the 

preceding step. In essence, the Guidelines help you determine the gravity of the injury and the most 

appropriate destination facility for your patient, or it helps you move further through the decision 

scheme criteria.  



Clarification and Explanation  











Purpose 

Utilization 

Guidelines “name” 

Literature and experience 

Future research 
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Purpose 

So what is the purpose of the Guidelines? They are intended to lay the foundation for developing local 

and regional field triage protocols, including areas with limited medical resources and/or geographic 

hurdles to transporting patients to trauma centers. The Guidelines were revised to facilitate more 

effective triage and better match trauma patients’ conditions with the medical resources best equipped to 

treat them.  

Purpose: Clearly states that this is not for mass casualty triage 

The Guidelines provided in this report are not intended for mass casualty or disaster triage; 

instead, they are designed for use with individual injured patients and provide guidance for EMS 

providers who care for and transport patients injured in U.S. communities daily through motor-

vehicle crashes, falls, penetrating injuries, and other injury mechanisms.  

Utilization 

The Guidelines cannot account for all EMS systems, every injury, or transportation. They must 

ultimately be based upon local data and analysis of systems. The Panel recognizes that these Guidelines 

cannot address the specific circumstances of each EMS system in the United States or all circumstances 

that might arise at the scene of injury or while the patient is being transported to a hospital or trauma 

center. The Guidelines discuss core elements of any well-managed field triage process; these guidelines 

should be adapted to fit the specific needs of local environments within the context of defined state, 

regional, or local trauma systems and in accord with an analysis of local data. In areas of uncertainty, or 

in those not addressed by the Guidelines, local EMS systems should rely on direction from local EMS 

medical directors, regulations, policies, and protocols.  

Guidelines name 

The Panel decided not to change or modify the name of the decision scheme because creating a new and 

different name would likely only add to or increase any confusion or misunderstanding that exists. The 

Panel recommended that the decision scheme be called either the ―field triage decision scheme‖ or the 

―guidelines for field triage of injured patients.‖ The Panel also recommended that the Guidelines not be 

referred to as a ―national protocol‖ because using the term ―protocol‖ has an unintended proscriptive 

inference for the end-user that could restrict local adaptation required for optimal implementation. 

Literature and Experience 

Changes to the Guidelines are based upon literature review AND experience of states, regions, and 

communities working on field triage. 

Future Research 

More research on Field Triage is needed. Ensuring that the Guidelines are based on the best clinical 

evidence requires expanded surveillance, focused research using robust study designs, and consistent 

outcome measures. 

  



Step 1: Physiologic Criteria 

Step 1: Physiologic Criteria 
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Now, let’s take a look at the decision scheme step by step, starting with Step 1, Physiologic criteria. 







–

–

Step 1: 2011 Changes 

Modified 

Glasgow Coma Scale (GCS) from <14 to  

GCS < 13. 

Added 

Or need for Ventilatory Support 
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The criteria on the Glasgow Coma Scale (GCS) was changed from less than 14 to GCS less than or 

equal to 13. 

Experience with the 2006 Guidelines indicates that many readers interpreted this criterion as 

recommending that patients with a GCS of 14 or less should be taken to trauma centers. This was 

rewritten in an effort to reduce confusion. 

The need for Ventilatory Support was added to the respiratory rate criterion. 

After reviewing the literature, the Panel added ―or need for ventilatory support‖ to the respiratory rate 

criterion, recognizing that adults and children requiring ventilatory support (including both bag-mask 

ventilation and intubation) represent a very high-risk group, whether or not they have a respiratory rate 

of <10 or >29 breaths per minute (<20 in infant aged <1 year). 



Step 2: Anatomic Criteria 
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We now move to Step 2, Anatomic criteria. 





–

–

–

–

Step 2: 2011 Changes 

Modified 

Crushed, degloved, mangled, 

or pulseless extremity 

Chest wall instability or 

deformity (e.g. flail chest)  

Penetrating injuries to head, 

neck, torso and extremities 

proximal to elbow or knee 

Amputation proximal to wrist or 

ankle 
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―Pulseless‖ was added to the criteria for crushed, degloved, or mangled extremity for the following 

reasons:  

vascular injuries of the extremity may lead to significant morbidity and mortality 

these injuries require a high level of specialized trauma care involving multiple medical 

specialties 

vascular injuries exist in the absence of a crushed, degloved, or mangled extremity. 

―Flail chest‖ was changed to ―chest wall instability or deformity (e.g., flail chest)‖ for the following 

reasons:  

―flail chest‖ is rarely diagnosed by EMS providers 

the terminology ―chest wall instability or deformity‖ more accurately describes what EMS 

providers are asked to identify in the field environment 

the broader terminology ensures that additional blunt trauma to the chest will be identified and 

transported to the appropriate facility. 

Penetrating injuries to head, neck, torso and extremities proximal to elbow or knee was modified. The 

wording of this criterion was modified from ―elbow and knee‖ to ―elbow or knee‖ to recognize that 

these types of injuries generally occur separately and that each can represent a severe injury. 

Amputation proximal to wrist or ankle was modified. It was changed from ―amputation proximal to 

wrist and ankle‖ to ―amputation proximal to wrist or ankle‖ recognizing that these types of injuries most 

commonly occur separately and that each can represent a severe injury. 



Step 3: Mechanism of Injury Criteria 
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Moving on to Step 3, Mechanism of injury criteria.  



Step 3: 2011 Changes 

 Modified 

– High-risk automobile crash 
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―Including roof‖ was added to the intrusion category for high-risk automobile crashes for the following 

reasons:  

the 2006 guidelines do not clearly convey that vertical roof intrusion carries the same implication 

for increased injury severity as horizontal intrusion into the vehicle occupant space  

current review of the literature confirms that intrusion, including vertical roof intrusion, is an 

important predictor of trauma center need.  



Step 4: Special Considerations 
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We have reached Step 4, Special patient or system considerations. 





–

–

Step 4: 2011 Changes 

Modified 

Older adults 

Anticoagulation and bleeding disorders 
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―SBP <110 may represent shock after age 65 years‖ and ―low impact mechanisms (e.g., ground level 

falls) may result in severe injury‖ were added under ―Older Adults‖ in Step 4 for the following reasons:  

undertriage of the older adult population is a substantial problem 

the evidence reviewed suggests that the physiologic parameters used in younger patients may not 

apply to older adults 

occult injury is likely to be greater among older adults 

low energy transfers (e.g., ground level falls) may result in serious injuries in this population 

there is a need to be more proactive in the field identification of serious injury among older 

adults. 

―Patients with head injury are at high risk for rapid deterioration‖ was added to anticoagulation and 

bleeding disorders. Anticoagulation use has been associated with an increased risk of intracranial 

hemorrhage following head injury. This criterion was modified to underscore the potential for 

anticoagulated patients who do not meet Step 1, Step 2, or Step 3 criteria, but have evidence of head 

injury, to undergo rapid deterioration. 





–

–

Step 4: 2011 Changes 

Removed  

End-stage renal disease 

requiring dialysis 

Time sensitive extremity 

injury 
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End-stage renal disease requiring dialysis was removed because there is no research demonstrating the 

value of dialysis as a triage criterion for identifying patients with serious injury and that concerns 

regarding anticoagulation in this population are addressed under the anticoagulation and bleeding 

disorders criterion. 

Time sensitive extremity injury was removed because with the addition of ―pulseless‖ to Step Two 

criteria, the panel thought this criterion was redundant.  
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The Decision Scheme layout was modified to make it easier to follow and use within any trauma system. 





–

–

Decision Scheme Layout 

Modification  

Changed layout of the 

guidelines 

Modified specific 

language of the 

transition boxes 
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To improve the layout of the transition boxes, the Panel took two steps. First, because the transition 

boxes between Steps 1 and 2 communicate the exact same information, they were thought to be 

redundant, and were consolidated into one box. Second, all transition boxes were moved to the right side 

of the page for easier readability and determination of outputs for patients meeting different steps in the 

Guidelines. The Panel also modified the language within the boxes to ensure consistency between 

transitions in the Guidelines.  





–

–

–

–

–

–

–

–

–

Education Initiative 

CDC, in collaboration with partners and experts, has 
developed FREE educational tools: 

Morbidity and Mortality Weekly Reports (MMWR) Recommendations and Reports 
Guidelines for Field Triage of Injured Patients: Recommendations of the National Expert 
Panel on Field Triage (includes continuing education opportunity) 

Implementation guide for EMS leaders  

Large decision scheme poster- available in color  

and black & white (size: 17 x 22 inches) 

Small decision scheme poster - available in color  

and black & white (size: 8.5 x 11 inches) 

Badge (size: 2.5 x 3.5 inches) 

Pocket card (folded size: 2.5 x 6 inches) 

Implementation guide fact sheet  

Online course developed with the University of Michigan 

SmartPhone application 



Slide 24 

• 

• 

• 

• 

• 

• 

• 

• 

• 

  

CDC and its partners have developed resources and tools to help educate EMS leaders and professionals 

learn about the decision scheme. These resources include: 

Morbidity and Mortality Weekly Reports (MMWR) Recommendations and Reports Guidelines 

for Field Triage of Injured Patients: Recommendations of the National Expert Panel on Field 

Triage (includes continuing education opportunity) 

Implementation guide for EMS leaders  

Large decision scheme poster–available in color and black & white (size: 17 x 22 inches) 

Small decision scheme poster–available in color and black & white (size: 8.5 x 11 inches) 

Badge (size: 2.5 x 3.5 inches) 

Pocket card (folded size: 2.5 x 6 inches) 

Implementation guide fact sheet  

Online course developed with the University of Michigan 

SmartPhone application 



 

Endorsing Organizations 
(Partial Listing) 
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Thirty-seven organizations and agencies endorse the decision scheme with concurrence from the Federal 

Interagency Committee on Emergency Medical Services and the National Highway Traffic Safety 

Administration. They include: 

Air Medical Physician Association 

American Academy of Orthopedic Surgeons 

American Academy of Pediatrics 

American Association of Critical-Care Nurses 

American Association for Respiratory Care 

American Association for the Surgery of Trauma 

American Burn Association 

American College of Emergency Physicians 

American College of Osteopathic Surgeons 

American College of Surgeons 

American Public Health Association 

American Trauma Society 

Association of Air Medical Services 

Association of Critical Care Transport 

Association of Public-Safety Communications Officials 

Association of State and Territorial Health Officials 

Brain Trauma Foundation 

Commission on Accreditation of Medical Transport Systems 

Eastern Association for the Surgery of Trauma 

Emergency Nurses Association 



 

Endorsing Organizations 
(Partial Listing) 

With concurrence from the National Highway Traffic Safety Administration 
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Other organizations and agencies that endorse the decision scheme include: 

International Academies of Emergency Dispatch 

International Association of Emergency Medical Services Chiefs 

International Association of Fire Chiefs 

International Association of Flight and Critical Care Paramedics 

National Association of Emergency Medical Technicians 

National Association of EMS Educators 

National Association of EMS Physicians 

National Association of State EMS Officials 

National EMS Information System 

National EMS Management Association 

National Volunteer Fire Council 

Safe States Alliance 

Society for Academic Emergency Medicine 

Society for the Advancement of Violence and Injury Research 

Society of Emergency Medicine Physician Assistants 

Trauma Center Association of America 

Western Trauma Association 

Federal Interagency Committee on Emergency Medical Services (comprised of representatives 

from the U.S. Department of Health and Human Services, the U.S. Department of 

Transportation, the U.S. Department of Homeland Security, the U.S. Department of Defense, and 

the U.S. Federal Communications Commission). 

The National Highway Traffic Safety Administration concurs with these Guidelines. 
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Here are the references for this presentation. However, more than 85 references included in the MMWR 

article were used for revising the decision scheme. 



Find the plan to save lives and 

money at: 

 
www.cdc.gov/Fieldtriage 
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I encourage you to visit CDC’s Web site for more information about the decision scheme and to take 

advantage of the continuing education opportunity. You can also order or download the materials to use 

in your trauma system at no cost. 

The Web site is: www.cdc.gov/Fieldtriage. 

http://www.cdc.gov/Fieldtriage

	2011 Guidelines for Field Triage of Injured Patients
	Objectives 
	History of the Decision Scheme 
	National Expert Panel on Field Triage 
	Clarification and Explanation  
	Step 1: Physiologic Criteria 
	Step 2: Anatomic Criteria 
	Step 3: Mechanism of Injury Criteria 
	Step 4: Special Considerations 
	Decision Scheme Layout 
	Education Initiative 
	Endorsing Organizations
	References 




