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• In 2015, 11.4 million prescriptions for painkillers were written in 
the state of Michigan (Michigan.gov/opioids), significantly more 
than the 9.3 million residents of the state at the time.

• In 2017, there were 2,033 overdose deaths involving opioids in 
Michigan—a rate of 21.2 deaths per 100,000 persons, which is 
higher than the national rate of 14.6 deaths per 100,000 
persons (National Institute on Drug Abuse, March 2019)

Michigan’s Opioid Problem



Medication Safety
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We have a need to educate and empower adolescents and 

teens to understand the dangers and potential 

consequences associated to opioid use & abuse



Medication Safety
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➢ Health and Safety Fairs

➢ Perfect topic for any age!

Candy or Medicine?



Education Within the Hospital
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Why is it sometimes so hard to get 

things done at our own 

agencies/organizations?



Working in Silos
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Working in Silos
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Residents
Nurses

Surgeons

Fellows

Medical Students



Working Together
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Implementing Best Practices for Pediatric Postoperative 

Opioid Prescribing at C.S. Mott Children’s Hospital -

• Pilot survey initiated March, 2018

• Multidisciplinary task force initiated June, 2018 (meet monthly)

• Pediatric Surgery Discharge Order Set September, 2018

• Medication Safety Discharge Bags in PACU October, 2018

• Pharmacy Worksheets Implemented February, 2019

• Non-Opioid Defaults in Order Sets March, 2019

• Best-Practices Approved March, 2019

• Deterra Bags in Pharmacy May, 2019



Partnering with our PACU
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Partnering with our PACU
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• Pediatric surgery patients receive 

bag post-op, to help carry:

➢ prescriptions

➢ a pain journal

➢ discharge instructions 

➢ anything else given at discharge

• Messaging on:

➢ safe dosing 

➢ safe storage 

➢ safe disposal

➢ a link to a comprehensive 

medication safety website
(PediatricTrauma.org/MedicationSafety)

Created in partnership with



Translating Materials
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Arabic Spanish Korean

Mandarin French Japanese



Partnering with our Clinics
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✓ English

✓ Spanish

✓ French

✓ Korean

✓ Japanese

✓ Chinese

✓ Arabic



Partnering with our Pharmacy

www.pediatrictrauma.org

• “Mandatory” education was already taking place between 

Pharmacists and caregivers of children 12 years and under 

• Hospital Pharmacy staff were more than willing to partner 

with our team to deliver education to all families with a 

pediatric patient filling an opioid prescription prior to 

discharge, expanding current education to include families 

with 13-17 year olds

• Standardized the educational delivery process and made it 

more interactive



Partnering with our Pharmacy
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One More Step
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• Deterra® Drug 

Deactivation pouches 

now provided with  

education and all 

pediatric opioid 

prescriptions in 

Pharmacy

• An effort to help 

families safely dispose 

of unused opioids and 

other medications in a 

timely manner 



Pedestrian/Wheeled Sport Safety
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Roller Buggy!



Pedestrian/Wheeled Sport Safety
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To Download Roller Buggy:

https://itunes.apple.com/gd/app/roller-buggy/id1449150357?mt=8

https://play.google.com/store/apps/details?id=edu.umich.rollerbuggy&hl=en_US

https://itunes.apple.com/gd/app/roller-buggy/id1449150357?mt=8
https://play.google.com/store/apps/details?id=edu.umich.rollerbuggy&hl=en_US


Distracted Driving & Walking Education
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VR Game About Distractions…

…Stay Tuned!



• Must have patience

• Do your homework –

know what’s already 

happening & where

• Identify key stakeholders 

– Cast a wide net!

• Look for win-win’s

• Think outside the box

• Evaluate and re-evaluate

Lessons Learned

www.pediatrictrauma.org



Marie Snodgrass

Injury Prevention Program Lead 

C.S. Mott Children’s Hospital

Pediatric Trauma Program 

mhamelin@med.umich.edu

734-232-9448

www.pediatrictrauma.org

Contact Information

www.pediatrictrauma.org



Injury Mortality Prevention
Preparing for the Potential of a 

School Shooting in Your Community, 

and Why You Should be Involved



Search for a Primary Contributing Factor

• Probability is the likelihood or chance of an event occurring.

• Americans own significantly more guns than citizens of most nations.

• There may be a correlation between gun ownership vs. gun death.



Consequence or Coincidence?

• American civilians own 393 million guns, both legally and otherwise.

• Almost 40,000 people killed in shootings (including suicide and assault 
by gun) in 2017, according to figures from the CDC.

• There were 340 US mass shootings in 2018, which means there were 
nearly as many shootings as days in the year.

• In 2018, 373 people died in mass shootings; 1,346 others were injured.

• There were 24 school shootings in 2018.



Hospitals are not immune

• “Let’s not fool ourselves. We live in the most violent industrialized 
country in the world,” said Alexander L. Eastman, MD, MPH, FACS, 
with the University of Texas Southwestern Medical Center, Dallas.

• Dr. Eastman refers to hospital shootings as “rare but powerful events” 
noting the 154 hospital shootings between 2000 and 2011.

• A 2015 study conducted by researchers at Brown University found 
that of the 241 incidents of hospital shootings from 2000 to 2015



Leading Causes of Child and Adolescent Death



Save the Children 

• Since 2013 fatal firearm injuries for children and teens have risen 
unabated.  

• Rates of death from firearms among ages 14 to 17 are now 22.5% 
higher than motor vehicle-related death rates.   

• U.S middle and high school aged children are more likely to die as the 
result of a firearm injury than any other single cause of death.



What are the odds? 

• School shootings, especially those with multiple casualties, draw 
significant attention. Despite their impact, they’re also statistically rare.

• One expert puts the odds that a K-12 student will be shot and killed at 
a public school at roughly 1 in 614 million

• Other fatal tragedies, like being struck by lightning, are statistically 
more likely.



There were 24 school shootings in 2018

If the average American knows 
approximately 600 people, then 
68,400 lives (114 x 600) were impacted by 
school shootings in 2018 alone. 



Long odds are less impressive to people  
effected by an event…



Fires and Firearms

• Schools guard extensively against fires by using fire drills, sprinkler 
systems, building codes, etc. 

• Excluding dorm fires, no child has died from fire in a U.S. school in 
more than 25 years, according to a report from the Police Officers 
Safety Association. 

• On the other hand, more than 200 deaths have occurred by shootings 
in the same period.

• Schools appropriately remain vigilant for an event that hasn’t 
happened in 25 years, while the “odds” are low a need to be 
prepared remains. 



Our charge: the Wisdom of the ACS

• “Optimal Care for the Injured Patient” defines our professional 
response to the injury phenomena of school shootings

➢Collect objective facts, and use aggregate data to inform action

➢Develop and implement relevant injury prevention strategies

➢Participate in site emergency preparedness planning and response strategies

➢Participate in trauma network data sharing, injury prevention efforts, and 
regional emergency preparedness planning 



Active Shooter Mass Casualty Incident Uniqueness

• Unlike any other “one and done” mass casualty event, the active 
shooter MCI is a dynamic event with an escalating number of 
injuries/victims.

• High probability for first responder delays in obtaining access to, and 
providing hospital transport for, the injured.

• Unprecedented inter-agency communication and coordinated effort is 
required to ensure a safe and effective response.

• An effective response plan for the active shooter mass casualty event 
provides an effective foundation for response to all other MCI. 



Lessons learned from mass casualty shooting: 
More can come than you expect – or have room for…

Pulse Nightclub shooting 

• Orlando Regional Medical Center received 44 gunshot victims in total

• Thirty-six gunshot victims arrived in 36 minutes  

• A third of the victims were brought by police, not ambulance. 



Lessons learned from mass casualty shooting: 
More can come than you expect – or have room for…

Las Vegas

• In the Las Vegas tragedy the shooter killed 58 people, and injured 
more than 800 other people. The majority of injured self-transported. 

• Sunrise hospital saw 212 patients and performed 58 surgeries. 

• Desert Springs Hospital - Gunshot wound victims poured into the ER 
at a rapid pace. They came by Uber, buses, taxis, private vehicles, 
police escort, ambulances, and even on a stolen truck. 



Lessons learned from mass casualty shooting: 
More can come than you expect – or have room for…

• Aurora theatre shooting 

• The first patients, a mother and her 4-month-old child, arrived at the 
University of Colorado Hospital by private vehicle.  

• Within five minutes of the first patients’ arrival, police officers began 
bringing more victims to the hospital for treatment. 

• Within about 15 minutes, nine Aurora police patrol cars each 
transported between one and three patients to UCH. 

• In total, UCH received 23 patients, only 3 victims arrived by 
ambulance 



Lessons learned from mass casualty shooting:
There may be no notice, and your ER may already be full.

Desert Springs Hospital (Las Vegas)

• The hospital did not have time to set up the labor pool, implement 
the triage telephone tree, or set up an official Incident Command.  

• DSH was notified to expect no more than 50 victims. 

• DSH had received a total of 105, more than any Level 1 Trauma Center 
in the Valley had received.



Lessons learned from mass casualty shooting:
A “Second Surge” will arrive almost immediately

• A “Second Surge” of family and friends will arrive almost immediately.

• Anticipate an average of 6 – 7 family members/friends for each victim

• “One thing the hospital wasn’t ready for? Hundreds of loved ones 
gathering at the hospital, desperate for news.”

• Hospitals weren’t as ready for the swarms of media that showed up 
at their doorsteps, along with victims’ family members. 



Other lessons learned…

• Rapid arrival and volume of patients may overwhelm your triage plan.

• Infection control and contamination is a serious concern due to the 
amount of blood being spread everywhere. Blood contaminated 
everything – requiring additional supplies and reprocessing of 
equipment.  Environmental cleaning was continuous.

• Electronic patient registration may not be able to keep up with speed 
of patient arrival.



Preparing for the potential shooting MCI

• Hope for the best, prepare for the worst. 

• Support a mindset that lightening does strike, and it can strike where 
you are. A mindset that - it’s not a matter of if, it’s a matter of when. 

• It is evidenced-based fact that preparation, collaboration and regular 
disaster drills within trauma systems will save lives.

• Preparedness to respond to a mass casualty shooting MCI, is 
comprehensive preparation for virtually all other MCI.



Hospital and Community Planning 

• Involvement in both site, and community, preparation is necessary. 

• A well-designed hospital disaster plan should anticipate a large 
number of patients, but be generic enough that it can be adjusted to 
the event. The plan should clearly lay out how operations need to 
change to ensure there are adequate resources (personnel and 
supplies) as well as adequate room to expand services quickly.



Hospital and Community Planning 

• Involvement in both site, and community, preparation is necessary. 
• Community preparation requires that responders have a clear idea of 

response strategies and actions before the incident occurs. 

• The first step of preparation is a review of jurisdiction guidelines and 
procedures - if they exist - for responding to a mass shooting. Seek out the 
local, county, and/or regional hazard mitigation plan.

• The next step is to participate in planning with all of the key agencies 
together: law enforcement, fire, EMS, Dispatch, City and Emergency 
Managers, regional Medical Control Authority (MCA), hospitals, and school 
systems.



What my school “backyard” looked like

• Two facilities: Level 3 trauma hospital, and  a 7-bed free-standing ED

• High schools A: 
• 1749 students 

• < 2 miles from Level 3 hospital

• Accessible via 25 mph residential streets from 2 directions

• Fully cut off from 1 direction by a park and river 

• High school B: 
• 7000 students 

• < 2 miles from free standing ED

• 9.5 miles from nearest trauma center



Planning with key agencies – one way to start

• Acknowledge the potential for a local school shooting. 

• Select a potential casualty count. 12 to 20 victims was selected to 
represent a plausible but significant number of casualties.

• Develop a basic profile for the school being planned for.

• Initiate development of a school shooting scenario response plan 
with your hospital emergency ,management committee.

• Facilitate a meeting with local fire and police chief representatives.

• Facilitate expanded planning meetings with all key agencies.



High School “A” Profile 
1. Number of students: 1749

2. Map it

3. Calculate distance from school to regional hospital resources

Starting 
point  

Hospital  Time/Distance Trauma 
Capability  

WM HS to: BH-Wayne 7 min; 1.9 miles III 

WM HS to: Garden City 18 min; 6.5 miles III 

WM HS to: St .Mary  21 min; 13.6 miles II 

WM HS to: BH-Dearborn  23 min; 10 miles II 

WM HS to: BH-FH 31 min; 24 miles II 

WM HS to: St. Joseph Ypsilanti 32 min; 22 miles I 

WM HS to: U of M 39 min; 19 miles I 

WM HS to: U of M - Mott 38 min; 23 miles I 

 



High School “B” Profile 
1. Number of students: 7000

2. Map it

3. Calculate distance from school to regional hospital resources

4. Remember that EMS transport to trauma-center time is doubled (+ drop off time) for return to scene availability.  

5. Consider – Should some casualties be transported to a safe site for stabilization, then secondary transfer to definitive care? Multiple 
patients/ambulance?  Hand-off from municipal EMS to private ambulance for long distance transport to hospital?

Starting point 
High School   

Hospital  Time/Distance Trauma 
Capability  

PCEP St. Mary Livonia 9.5 mile =17 min II 

PCEP U of M Hospitals  17.1 mile = 25 min I 

PCEP St. Joseph Ypsilanti 14.1 mile = 25 min I 

PCEP BH-Wayne 14.1 mile = 25 min III 

PCEP BH-Canton  1.8 mile = 5 min NA  

 



Evolution of a “template”



Additional Planning Variables

• Number of casualties

• Accessibility of path to and from school grounds

• Active shooting versus shooting cessation.  Accessibility of safe path 
to-and-from victims.  

• Transport availability and distance to treatment centers.

• Safety of air transport helicopter at MCI scene



Looking out: Radius Planning 



Planning by school



Planning with partners



Community Plan: Who is in charge?

Who is in charge?  Planned, established chain of command saves time, 
and lives.

• Who is in charge of the scene vs. who in charge of the incident?

• Can a preplanned joint operating (multi-agency) umbrella plan be 
established?

• Will the Joint Operating Center be actual or virtual?  Or a virtual JOC 
merging into a physical JOC after it is established?



Community Plan: Communications: How will… 

• Police talk to fire/EMS

• Local police talk to regional sheriff, state police etc.

• Dispatch talk to all first responder agencies

• Scene communicate to hospitals.  Directly? Through regional MCA? Through 
regional dispatch?

• Municipal EMS talk to private EMS (can this be accomplished via regional 
medical control authority communication channel?)



Community Plan: EMS/Ambulance Resources

• Can a flexible 2 or 3 site staging area be determined for EMS staging 
during hot phase of incident?

• Is there a potential for municipal EMS agencies hand-off  any of the 
initial patients evacuated to private EMS for transport to trauma 
centers – permitting municipal EMS to return to scene to work with 
their partner municipal PD? 



Community Plan: Phases of Planning and Practice

• Initial plan development 

• Table top drill development 

• Table top exercise (TTX) 

• TTX evaluation 

• Functional/Full exercise development 

• Functional/Full exercise

• Functional/Full exercise evaluation

• Final plan: plan archiving, sharing, communication 

• Periodic plan review and revision



Community Plan: Planning the Plan

• Who are the key planning partners?

• How soon can you meet?  How frequent of a meeting cycle can 
partners commit to?

• Who will have access to finished plans?  

• How will the plan be housed – physical hard copy, e-plan, phone 
application, etc.?   



Hospital Planning 

• Educate if necessary – Emergency Preparedness planning is an element of 
the trauma service process.

• Participate in development/refinement of the ED EOP for:
• Opening/preparing ED space 
• Mass casualty TRIAGE 
• Opening/preparing space in OR 
• Incident/Command Center support of mass casualty resources: people, 

supplies/equipment, Security and Safety
• Admission/Registration – prepared chart packs with Triage Tag
• Family Assistance Center
• Crisis counseling services for patients and staff
• Blood product reserves management



Hospital Planning: Innovation and Emerging Best Practices

• Helicopters can do more than take patients away.

• Paradigms of EMS transport should be evaluated

• Registration, unidentified patient naming conventions, tracking

• Clustering mass casualty patients with similar intervention needs 
improves efficiency 

• Triage process



Intervention Triage Path 



Closing “school safety observation”

10 lessons learned from the Sandy Hook school shootings

Posted by Ken Trump, December 4, 2013

• Lockdowns work and are one of the most effective tools available to get students 
and staff out of harms way. 

• While 26 students and staff sadly lost their lives at Sandy Hook, many lives were 
saved due to students and staff locking down. 

• The final report indicates that classrooms on both sides of the rooms where the 
killings occurred locked down and remained quiet with no one harmed. The 
shooter bypassed the first classroom that was locked down and had a piece of 
paper covering the window that remained from a lockdown drill the week prior to 
the shootings.

https://www.schoolsecurity.org/2013/12/10-lessons-learned-from-the-sandy-hook-school-shootings/


Closing school safety observation

Lockdowns are effective because it stops the flow of people.          

• It slows the attacker, who is faced with locked doors everywhere he 
turns

• It gives victims time to hide themselves or assess what is happening 
and cooperate with responders 

• It stops victims from interfering with responders inadvertently  

• It allows responders to react according to the plan with less chance of 
injuring or killing victims as the only moving person should be the 
attacker.



Preparation is never wasted time.
- Anonymous

Preparation, collaboration and regular disaster drills within trauma systems will save lives. 
Maintain a culture of constant preparedness, frequent training and coordination with other 
agencies. It all comes down to relationships created before the disaster - and shared 
improvement through training.



Interacting with 
Your Audience 
Using Real Time 
Feedback: Kahoot

Presented by: Vanessa Mier, BSN, RN, HNB-BC

Injury Prevention Coordinator- Trauma Services

Ascension Providence Hospital, Southfield & Novi Campus
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Think About 
When…

Injury Prevention Presentations

• Surveyed the audience with a 
show a hands

• Wanted to know how much 
knowledge your audience 
had before you started 

• Saw people in your audience 
losing interest but didn’t 
know how to bring them back

• Spent hours tallying your 
evals to end up…
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“empowers people to exchange 
knowledge, experiences, and 

informal feedback when it can have the 
most impact”

What is Real Time Feedback?
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Benefits 

Real Time Feedback

• Little to No Tallying

• Pre-Test or Pre-Survey with 
no time delay

• Mid presentation pulse check

• Keeps audience awake and 
engaged

• Survey or Quiz the Individual 
or Group Exercises
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Kahoot Web-based Platform

Real Time Feedback

• FREE with upgrade options

• Create-Share-Search-Play
• https://kahoot.com

https://kahoot.com/
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Playing Options

Kahoot
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Create Options

Kahoot

1. Quiz- Choose from multiple answers. Several types of set ups.

2. Jumble – Drag answers in the correct order
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Setting Up Questions

QUIZ Option

• Quiz Question- multiple choice ( min 2 answers and max of 4 )

• Can even upload and play a YouTube video

• True or False- only option for participant to select

• Slide- add an explanation or other info between questions

• Poll- gathers opinions or surveys the participants

Mix it 
up!
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What Do They See?

D
ev

ic
e 

V
ie

w

Projector Screen View

The Game Pin number will change 
EVERY Time
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What Do They See?

Device Views
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Pre Course Quiz

QUIZ Options
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Survey/ Post Presentation Eval

QUIZ Option
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Mid Presentation Pulse Check

QUIZ Option
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Team Challenge

QUIZ Option
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Reports

Downloadable & Printable
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Excel

Reports
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Let’s See How We Did….

Survey Time!

1. Get out your phones

2. Go to https://Kahoot.it

3. Enter Game PIN

4. Enter a Nickname/make up name 

https://kahoot.it/
https://create.kahoot.it/
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Questions?

Get Creating….. https://kahoot.com

https://kahoot.com/
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