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RESULTS

BACKGROUND
• With the aging population, there is an increase in the
proportion of geriatric trauma patients.
• The geriatric population is vulnerable to traumatic injuries
and is often undertriaged resulting in increased mortality.
• ACS-COT recommends a lower threshold for trauma team
activation for the geriatric population, elevating the level of
activation by one tier based on age. This was defined as
Modified Geriatric Trauma Activation Criteria (MGTAC).
• Our institution implemented MGTAC on 3/1/2017,
upgrading patients meeting limited-level activation criteria
to highest-level activation based on age over 65.
• Objective is to determine the impact of MGTAC on total
cost of care.

Table 1: Characteristics and Cost Before and After Implementation of MGTAC

METHODS
• This is a retrospective cohort study of prospectively
collected database from 2015 to 2019. Eligible patients
included adults ≥65 seen as highest-level activation,
limited-level activation or trauma consultation.
• Variables including patient characteristics, mechanism of
injury, comorbidities, level of trauma activation, LOS, ISS,
interventions and cost at 24- and 48-hours of admission
were collected.
• ANOVA was used to compare LOS and ISS, while chisquare test was used to compare the frequency of
outcomes. Statistical significance was set at an alpha of
0.05. Statistical analysis was carried out with Strata v16.1.

CONCLUSION
• Implementation of MGTAC increased the total cost of
patient care in the first 24 hours without improving survival.
This difference was not seen when extended to 48 hours.
• There was no statistically significant difference in mortality,
LOS or high resource utilization interventions on admission
such as operative intervention, IR intervention or number of
consultations.
• There was a statistically significant decrease in ICU
admissions with implementation of MGTAC, which
suggests improvement in undertriage. However, further
analysis will need to be performed.
• This is a single institution study analyzing 1188 patients.
Further studies will need to be conducted with expanded
number of patients to validate our findings prior to
determining whether MGTAC should continue to be
implemented at our institution and beyond.
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