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Introduction
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Time is of essence during the management of a seriously injured trauma patient. The domino effect of an
effective Trauma Team Activation (TTA) starts from the arrival of multidisciplinary team members. A quality
improvement project (QIP) has been undertaken to improve the multidisciplinary team members response
time to be within 15 minutes from trauma team activation with a compliance rate of 80%.
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The median response time for multidisciplinary team /

members improved from baseline data with all teams
exceeding 15 minutes to all teams arriving within 15
minutes following the 1t and 2" cycle of intervention. In
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The compliance rate was low (40-50%) when TTA was re-
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collection occurring during the latter half of the year during endemic
phase of COVID with higher patient loads and elective operation
theatres resuming full operations apart from majority (80%) of TTA
occurring during out of office hours. Stakeholder engagement is the
key cornerstone to garner leadership support and to ensure
successful change implementation.
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a timely manner in order to achieve better patient outcome. Quality
improvement approaches are crucial in refining the TTA process.
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