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DISCUSSION:
ED APPs can effectively manage complex pediatric 
facial lacerations, significantly reducing the need for 
transfer to a tertiary care center. This change has 
allowed for more efficient use of healthcare 
resources while minimizing disruption to families by 
keeping care local. 

The high percentage of successful repairs (98%) 
completed on-site, with minimal transfers (1%) and 
specialist involvement (1%), demonstrates the 
APPs’ ability to assess and manage cases 
traditionally referred to ENT or Plastic Surgery. 
Additionally, the positive feedback from follow-up 
visits reinforces the safety and cosmetic adequacy 
of APP-performed repairs. 

BACKGROUND:
Facial lacerations in the pediatric trauma 
population account for up to 3.5 % of our visits 
monthly. A small percentage of the laceration are 
complex and have historically required 
Otolaryngology (ENT) or Plastic Surgeon repair.   
Primary Children’s Hospital opened a second 
location in February 2024 known as the Primary 
Children’s Hospital Miller Campus (Miller 
Campus).  Due to different availability of 
subspecialty access at this site, including ENT 
and Plastic Surgeon, we determined a need for 
improving repair of the more complex lacerations 
in our Emergency Department (ED) to avoid 
patient transfer. These complex lacerations would 
be completed by the ED Advance Practice 
Practitioners (APPs) with outpatient wound check 
by ENT and Plastic Surgery to insure optimal 
outcome. Our goal was to decrease the number 
of transfers for complex lacerations while 
maintaining appropriate cosmetic outcomes. 

METHODS:
We maintained a list of  pediatric patients ( <18 
years of age) presenting to Miller Campus 
secondary to facial trauma between February 2024 
and February 2025 who would have  historically 
required ENT or Plastic surgery repair due to 
complexity. 

We  confirmed that these patients had follow up in 
the  ENT and Plastic surgery prior tot discharge 
from the ED. We  reviewed the patient chart, 
focusing on and discussion of revision or  concerns 
with healing.  

CONCLUSION:
By expanding the scope of complex laceration 
repair completed  by ED APP  we successfully 
reduced unnecessary patient transfers while 
maintaining high standards of care and 
cosmetic outcomes. 
This model demonstrates that with proper 
training and follow-up protocols, APPs can 
safely and effectively manage cases that 
previously required specialty 
consultation—improving patient experience, 
reducing healthcare costs, and optimizing 
resource utilization across pediatric emergency 
departments.

RESULTS: 
Since the opening of the Miller Campus approximately 18,599 patients have 
been evaluated and treated.  Of those 489 have a degree of facial trauma 
requiring laceration repairs. Of these repairs 5 (1%) required transfer to the Salt 
Lake Campus.  411 (84.1%) were repaired by the ED APP, 71 (14.5%) were 
repaired by an ED Attending/Resident , and  7 (1.4%) of those being repaired by 
the ED APP with specialist  phone consultation and instructions for clinic follow 
up.  Of the seven lacerations that required specialist consultation, three 
complied with outpatient follow up instructions and received positive feedback 
from our ENT and Plastic Surgery teams with no recommendations for 
laceration revision. 
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Nutrition Guideline for Pediatric Trauma Patients

Background

Methods

Conclusions

Results

Disclosures: none to report

• Guideline resulted in standardized 
practices which encourage early 
initiation of feedings and reduce 
NPO time peri-operatively

• ICU patients benefiting from 
continued peri-operative 
post-pyloric feeds

• Positively impacting the pediatric 
trauma population and supporting 
their recovery 

• Multi-team collaboration 
(trauma team, 
anesthesiologists & PICU) 
provided input and 
recommendations

• Established goals for ICU 
patients

• Standardized pre-operative 
plan for post-pyloric feedings

• Created a guideline
• Implemented with education 
and distributed to all 
departments

• Guideline implemented in Nov 
2024

• Implementation provided clarity on 
nutrition goals and expectations

• Incorporated discussion regarding 
nutrition plan into daily rounds

• Emphasized early initiation of 
feeds

• No nutrition guideline for 
trauma patients at Primary 
Children’s Hospital

• Variability in NPO times, 
feeding initiation and 
continuation

• No standardization for 
stopping post-pyloric feeds 
pre-procedure

• Suboptimal nutrition for 
trauma patients

Next step: evaluate pre- and 
post-implementation outcomes
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Trauma Video Review: Does it Improve Efficiency 
and Communication in the Trauma Bay?

Trauma Resuscitation requires 
a standardized approach to 

ensure the timely identification 
and treatment of 

life-threatening, or life-altering 
injuries

GOAL: Anticipate the average 
scores for trauma resuscitations 

will increase with the 
implementation of monthly 
video review conference. 

December 2024: Trauma 
Program Managers 
Implemented Video Review 
of TR-1 Activations
• Objective scoring tool based 

on current posted PAR and 
Huddle cards. Focused on 
Efficiency and Communication.

• Each resuscitation is scored 
out of 35 points.

• Determined baseline 
average.

January 2025: Trauma 
Video Review Conference 
started
• Monthly
• Run by Trauma Medical 

Director
• Guided review of 1-2 recent 

trauma activations.
• Successes and 

opportunities for 
improvement are highlighted 
and discussed.

Current Status:
• Held 5 Conferences

• 20-30 Attendees: 
ED Attendings, 
PEM Fellows, 
Trauma APPs, 
Trauma Surgeons

• Examples of 
Opportunities for 
Improvement

• Blood Handoff
• Staff Roles During 

Procedures
• Patients Arriving 

Without Prior 
Notification


