HOSPITAL DISCHARGE DISPOSITION

Definition
The disposition of the patient when discharged from the hospital.

Field Values
1. Discharged/Transferred to a short-term general 8. Discharged/ Transferred to hospice care
hospital for inpatient care

2. DischargedTransferred to an Intermediate Care
Facility (ICF)

3. Discharge/Transferred to home under care of 10. Discharged/Transferred to court/law

organized home health service enforcement.

4. Left against medical advice or discontinued care  11. Discharged/Transferred to inpatient rehab or
designated unit

5. Expired 12. Discharged/Transferred to Long Term Care
Hospital (LTCH)
6. Discharged home with no home services 13. Discharged/Transferred to a psychiatric hospital

ar psychiatric distinct part unit of a hospital

7. DischargediTransferred to Skilled Nursing Facility 14. Discharged/Transferred to another type of
(SNF) institution not defined elsewhere

Additional Information

# [Field value = 6, "home" refers to the patient's current place of residence (e.g., prison, Child
Protective Services etc.)

Field values based upon UB-04 disposition coding.

Disposition to any other non-medical facility should be coded as 6.

Disposition to any other medical facility should be coded as 14.

The null value "Not Applicable” is used if ED Discharge Disposition = 5 (Died).

The null value "Not Applicable” is used if If ED Discharge Disposition = 4,6,9,10, or 11.

Data Source Hierarchy

1. Hospital Discharge Summary Sheet
2. Murses' notes
3. Case Manager / Social Services' Notes

Associated Edit Checks
RulelD Level Message

7901 1 Invalid value

Ta02 2 Blank, required field

7903 2 If ED Discharge Disposition = 5 (Died) then Hospital Discharge Disposition should
be MA (BIU=1)
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CO-MOREBID CONDITIONS

Definition
Pre-existing co-morbid factors present before patient arrival at the CD/Mhospital.

Fiela Values

1. Other 16. History of angina within 30 days

2. Alcoholism 17. History of myocardial infarction

3. Ascites within 30 days 18. History of PVD

4. Bleeding disorder 19. Hypertension requiring medication
5. Currently receiving chemotherapy for cancer 20-RETRED 2042 Impaired sansorium
6. Congenital anomalies 21. Prematurity

7. Congestive heart failure 22. Obesity

8. Current smoker 23. Respiratory disease

9. Chronic renal failure 24. Steroid use

10. CVA/residual neurclogical deficit 25. Cirrhosis

11. Diabetes mellitus 26. Dementia

12. Disseminated cancer 27. Major psychiatric illness

13. Advanced directive limiting care 28. Drug or dependence

14. Esophageal varices 29. Pre-hospital cardiac arrest with resuscitative

efforts by healthcare provider
15. Functionally dependent health status

Additional Infoermation

¢« The null value "Mot Applicable” is used for patients with no known co-morbid conditions.
» Refer to Appendix 3: Glossary of Terms for definition of Co-Mobid Conditions.
« Check all that apply.

Data Source Hierarchy

1. History and Physical
2. Discharge Sheet
3. Billing Sheet

Associated Edit Checks

Rule ID Level Message
6801 1 Invalid value

6802 2 Blank, required field
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HOSPITAL COMPLICATIONS

Definition

Any medical complication that occurred during the patient's stay at your hospital.

Field Values

1. Other

2 REHRER2O0H-Abdeminal- compartment
£yAdroma

4. Acute Kidney injury

§. Acute lung injuryfAcute respiratory distress
syndrome (ARDS)

& RETIEED 2011 Bace deficlt
LRETIEED 2011 Blasding

8. Cardiac arrest with resuscitative efforts by
healthcare provider

8- RETRED 2011 Coagulopathy

10 REHRED 20 Coma

11. Decubitus ulcer

12. Deep surgical site infection

13. Drug or alcohol withdrawal syndrome

14. Deep Vein Thrombosis (DVT) [ thrombophlebitis

15. Extremity compartment syndrome
16. Graft/prosthesis/flap failure

Additional Information

H RETRED 2011 Intracranial pressure
18. Myocardial infarction

18. Organ/space surgical site infection
20. Pneumonia

21. Pulmonary embolism

22. Stroke [ CVA
23. Superficial surgical site infection

25. Unplanned intubation

27. Urinary tract infection

28. Catheter-related blood stream infection
28, Osteomyelitis

30. Unplanned return to the OR

31. Unplanned return to the ICU

32. Severe sepsis

¢« The null value "Mot Applicable" should be used for patients with no complications.
« Refer to Appendix 3: Glossary of Terms for definitions of Complications.

« Check all that apply.

Data Source Hierarchy

1. Discharge Shest
2. History and Physical
3. Billing Sheet
Associated Edit Checks
Rule ID Level Message
8101 1
8102 2

Invalid value
Blank, required field
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TRAUMA CENTER CRITERIA

Definition

Physiclogic and anatomic EMS trauma triage criteria for transport to a trauma center as defined by the
Centers for Disease Control and Prevention and the American College of Surgeons-Committes on
Trauma. This information must be found on the scene of injury EMS run sheet.

Field Values

1. Glasgow Coma Score < 14 7. Crushed, degloved, mangled, or pulseless
extremity
2. Systolic blood pressure < 90 mmHg 8. Amputation proximal to wrist or ankle

3. Respiratory rate <10 or = 29 breaths per minute 9. Pelvic fracture
(<20 in infants aged <1 year) or need for ventilatory
support

4. All penetrating injuries to head, neck, torso, and 10, Open or depressed skull fracture
extremities proximal to elbow or knee

5. Chest wall instability or deformity (e.g., flail chest) 11. Paralysis
6. Two or more proximal long-bone fractures

Additional Information

» The null value "Not Applicable” should be used to indicate that the patient did not amive by EMS.

« The null value "MNot Applicable” should be used if EMS Run Sheet indicates patient did not mest
any Trauma Center Criteria.

« The null value "Not Known/Mot Recorded” should be used if this information is not indicated on
the EMS Run Sheet or if the EMS Run Sheet is not available.

#« Check all that apply.
Data Source Hierarchy
1. EMS Run Sheet

Associated Edit Checks

Rule ID Level Message
a501 1 Invalid value
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VEHICULAR, PEDESTRIAN, OTHER RISK INJURY

Definition

EMS trauma triage mechanism of injury criteria for transport to a trauma center as defined by the Centers
for Disease Control and Prevention and the American College of Surgeons-Committee on Trauma. This
information must be found on the scene of injury EMS run sheet.

Field Values
1. Fall adults: = 20 ft. (one story is equal to 10ft.) 5. Crash death in same passenger compartment
2. Fall children: = 10 ft. or 2-3 times the height of the 6. Crash vehicle telemetry data (AACN) consistent

child with high risk injury
3. Crash intrusion, including roof: = 12 in. cccupant 7. Auto v. pedestriandbicyclist thrown, run over, or =
site; = 18 in. any site 20 MPH impact

4. Crash ejection (partial or complete) from vehicle 8. Motorcycle crash > 20 mph

Additional Information

e The null value "Mot Applicable” should be used to indicate that the patient did not arrive by EMS.

« The null value "Mot Applicable” should be used if EMS Run Sheet indicates patient did not meet
any Vehicular, Pedestrian, Other Risk Injury criteria.

« The null value "Mot Known/Mot Recorded” should be used if this information is not indicated on
the EMS Run Sheet or if the EMS Run Sheet is not available.

» Check all that apply.
Data Source Hierarchy

1. EMS Run Sheet

Associated Edit Checks

Rule ID Level Message
o801 1 Invalid value
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Hospital Discharge Disposition (DC DISPOSITION CODE)

Definition:

Values:

Related

Variables:

Examples:

]

Where did the patient go after being discharged from trauma®? (Modified 2014,
ital with trauma) (Applies only to patients who were admitted to
the hospital: does not apply to ED-only patients)

ACUTE = Discharged/transferred to another acute care hospital

(NTDS1)
AlMA = Patient left the hospital against medical advice (NTDS4)
D = Patient died after admission to the hospital (NOT in the ED)
(NTDS3)
D55 = Discharged to the Department of Social Services (NTDS14)
HH = Discharged to home under care of a Home Health Agency (any

outside agency that provides services after discharge, such as
visiting nurse services) (NTDS3)
HOME = Discharged to home/any residence with no home health services
(NTDSE)
HOSPICE = Dischargeditransferred to hospice care (NTDS8)

ICF = Dischargeditransferred to an Intermediate Care Facility (NTDS2)
JAIL = Discharged to ajail, prison, or other detention facility (NTDS10)
LTAC = [ (R

Discharged/transferred from trauma to a long-term acute care
(LTAC) facility or a unit of the initial hospital forinpatient care
including dispostion or placement. Mot on atrauma or
rehabilitation service. (Modified 2014) (NTD512)

NHOME = Patient was dischargedto a nursing home or other long-term
resiclential care facility (NTDS12)

P3%YCH = Discharged to inpatient psychiatric care. This may be another
facility or a division ofthe same facility (NTD'513)

REHAE = Discharged/transferred to rehabilitation facility (NTDS11)

SMF = Discharged/transferred to a Skilled Mursing Facility (NTDS7T)

OTHER = Other (NTD514)

MA = Mot applicable(patient was never admitted as an inpatient:
patient was an ED-only patient)

LIME = Unknown ornot documentad

Cutcome

Emergency Department Disposition
Arrival at Trauma Center Date & Time, Admit Date & Time, Discharge Date &
Time

If Qutcome ="D" and the patient died after admission to the hospital, this value
should be "D".

Ifthe EQ_Disposition indicates that the patient was not admitted, this value
should be "NA".

If a patient resided in a nursing home and retumed to the nursing home after
admission, the hospital discharge disposition should be NHOME, not HOME.

If the patient came from a SNF and returned to the SMNF after admission, the

m
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Definition:

Values:

Co-morbid Conditions (RISK_TYPE)

Disease processes or conditions that existed inthe patient FRICR TO INJLUIRY
that could affect patient survivability and functicnal cutcome

ABUSE

AMNGIMNA

ANOM

ASCITES
ASTHMA

CA

CARDIAC

CHEMO

CHF

CIRRH
COAG

CERED

CVA,
CEM
CEP
DAL

Cn
CMR

ETOH

HTH

een
IMMUNE

LIVER

MI

MEURD

Curpaptabuse of prascription or et drags (MODIFIED, 2014,
apply NTDS28 definition) With particular attention to opioid,
sedative, amphetaming, cocaing, diazepam, alprazolam, or
lorazepam dependence (excludes ADDIADHD ar chronic pain
with medication use as prescribed) (NTDS28)

= History of angina within past 1 month (NTDS16]

=Zongenital anomalies (MTODSE)

= Ascites within 30 davs (NTDS3)

=Asthma

=Disseminated cancer (MNTDS12)

pLa;em&nI-p-a;amaJ-a:-nMDDlFlED 2[]14 qppl MNTDSZ29
definition}. Asudden, abruptloss of cardiacfunction which
ocours outside of the hospital, priorto admission atthe centerin
which the registryis maintained, thatresultsin loss of
conscicusness requiring the initiation of any component of basic
and/or advanced cardiaclife supportby a health cars provider.
(MTDS29)
= Chemotherapy for cancerwithip20dayvs (Modified, 2014)
(MNTDSA)
= Congeastive heartfailure (NTDST)
= Cirrhosis (MTDIE25)
= Bleeding disorder eropamticoagubapts (Modified, 2014 )
(MTDS4)

= CWATesidual neurclogical deficit (WTDS10)

=Dementia (NEW, 2014 see SEMNS; MTD326)

=Functionally dependent health status (MTOS15)

:QMMWIMDDIFIED 2014, apply
HMTDS9 definition) Acute archronic, and priorta injury, regquiring
DEFIDEIIEDEFI’[DI‘IE’-III:II’-II-SIS hemaodiatysis, hemofiltration, or
hemodiafitration (MTDS9)

=[iabetes mellitus, MODIFIED, 2014, apply NTDS11 defintion
(MTDS11)

=Dz not resuscitate (OMR) status (MTOS13)
#J-GQI:I-ELI—E-D-I:I-SE—G-FIMDEIITIEEI 2014 chnhnllsmnl‘«lTDSE

-prertensmnrequmng I‘|'|EE|IE’-|1ID|‘||I‘~]TDS1EI

|I'|'|I'|'|LII'|IIII:IIII'|'||:IFIIII'I'IISEI:| E:{I:lLIIIIII'Ig steruu:l Lse |NTDS1
=Liverdisease without ascites (NTDS1)
=Histary of mvocardial infarcticnwithin gast @ months (NTDS17}
=Meurclogicdisorder (Farkinson’s, seizures, muliple sclerosis,
etc. ) (NTDS1]
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Examples:

JBESE = Qbesitv based on BEMI = 30 (Modified, 2014; from 40; NTDS22)

F AN =Chronicpain (NTOS1)

FREG =FPregnancy (MNTOS1)

FREM =Prematurity (NTD'S21)

FSYILL =Major psvchiatricillness (NEW, 2014; see SENS; NTDSE2T)

RAF = History of revascularization oramputation for PVD (NTDS18)

REMAL =Renal disease/insufficiency not requiring diatysis or
hemofiltration (Modified, 2014 ; add hemofiltration; NTDS1)

RESF = Respiratory disease (e.0., severe chroniclung disease, such as
COPD, emphysema. chronic bronchitis or COPD, cvsticfibrosis)
(MTDS23)

Sl = Pre-existing spinal cord injury (MTDS1)

SEMS = j RTaal ' i

SMOKER = Currentsmoker(i.e., smnke'i:l cigarettesinthe vearpriorto

admission) (MTDSE]

STEROIDT  =5teroid use, oralor parenteral, inthe 30 davs priorto

injury fara chronic medical condition. Does notinclude steroids
receivedtopically orbvinhalation (NTDS524)

SUURG = History of anvivpe of surgervinthe past3 weeks (NTDS1)

WAR =Esophageal varices (NTDS14)

OTHER = (ther (a co-morbidity not mentioned above) (NTDS1)

R = For patients with no known co-morbid conditions (MTCSMullA )

CHF = Congestive Heart Failure

Includes congestive heartfailure, left heartfailure and pulmanary edema
associated with heart disease. This category DOES MNOT INCLUDE
patients who develop heatfailureor pulmonary edema afterinjury.

RESP =00 notinclude patients whose only pulmonary disease is acute

asthma. Do notinclude patients with diffuseinterstitial fibrosis or
sarcoidosis. Include severe chronic lung disease, chronic obstructive
pulmonary disgase (COFD) such as emphysaema andior chronic
bronchitis resultingin any cne of more of the following:
»Functional disability from CORPD (2.9, dyvspnea, inability to
perform activities of daily living [ADLs].)
»Hospitalization in the pastfortreatment of COFD.
*Requires chronic bronchodialatertherapy with aral arinhaled
agents.
» A Forced BExpiratoryVolume in 1 second (FEVT ) of =7 5% of
predicted on pulmonary function testing.

COAG = Coagulation defects resulting froma congenital kleeding disorder

(hemaophilia), liver disease or anti-coagulant medications. Includes any
pre-existing conditicn resulting in a prolonged PT, FTT or bleeding time
(twicethe normal value as the individual facility's lab standard}. This
includes congenital coagulation defects/deficiencias (hemophilia A,
hemaphilia B, factor VIl 13X, X1 arother clotting factor disorders, von
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Definition:

Values:

Hospital Complications (COMP TYPE)

Any medical complication that cccurred during the patient’s stav at vour hospital.

ACS =Abdominal compartment syndroms (MTDS1)

ABD =Abdominal fascia leftopen (MNTDS1)

ARF =dcute reraliailure (Modified 2014, apply NTDS4 definition)
Acute Kidney Injury (NTDS4)

ARDS = Aot respirstors distress syndrome (Modified 2014, apply

MTDSA definition) Acute lung injury (ALIADUl (acute)
respiratony dIStrESSS-'I'II:IFI:II'I'IEIHF{DS LIMNTDS5)

ELD =Blgeding (MNTDS1)

CATH = Catheter-related bloodstream infedion (MTDS28)
CFR =Cardiac arrestwith CPR (MTD=8)

COAG =Coagulapathy (NTDS1)

COMA =Coma(NTDS1)

CWVA =5troke or CVA (NTDS22]

DECLUE =Decubitus ulcer (NTDS11)

CISRUPT ='Wound disruption (NTDS1}

DvVT =Deepveinthrombosis (OVT) arthrombophlebitis (NTDS14)
ECS = Extremity compartment svndrome (MTDS15]
FAIL = Graft arprosthesis orflapfailure  (NTDS16]
ICF =Intracranial pressurg (NTDS1]

[Cu =Unplanned returntothe ICU(MTDS31)

IMTLUB =Unplanned intubation (NTD 525

M =Mvocardial infarction (NTOS18)

OR =Lnplanned returnto the OR (MTDS30)

DORGAMN =Jrgan or space surgical site infection (NTOS18)
DOSTED =Osteomvelitis (NTDS28)

FHEL =Pneumania (MTDS20)

FE =Fulmonary embolism (NTDS21)

SEVSEFR =Severe sepsis (NTDS32)

SUF = Superficial surgical site infection (MTDS23)
SLIRGIMF Cespsurgical site infection (NTDS12)

LTI Urinary Tractinfection (NTDS27)

WITH =Drug or alcohol withdrawal syndroms (NTOS13)

OTHER =Other complication notlisted above (NTDS1)

MA =Mat applicable (use for patients with no complications)
(MTOS MUll™A)

LIME = LInknown ornot documented

(NTDS NUllTA]

Allows datato be usedto characterize patients and hospital cutcomes based

uponthe presence (andtvpe) orhospital complication.

Definiticns for some of these co-morbidities can e foundinthe 2011 Mational
Trauma Data Standard data dicticnaryin Appendix4: Glossany of Terms (see
pages 133-140 at



Triage Codes (TRIAGE CODES) — IN PROGRESS

Definition:

Values:

Thetriage criteria IUSED BY THE FREHOSPITAL CARE FROVIDER to decide
where (which facility) the patient should be taken.

MOME = Mo triage criteria met

AMPUT = Amputation ornearamputation above the wristorankle.
Amputations of thefingerdo notmeetthese criteria. (NTDSTrauma
Center Criteria, 2014, pg55; M)

BLAST = High energy dissipationfromexplosion, high pressure, etc (CO)

PPELURNT = Significant lunttrauma. Defined as blunt trauma with phvsiologic
compromise as evidenced by SvstolicBF =90 orFulse=120ar
respiratorvrate =10 or=29 orrequiring endotracheal intubation. For
childrenunderage 15, physiologic compromiseis evidenced by BFP =
lowerlimits forage ortachvcardiafor age and signs of poor perfusion
(capillary refilltime =2 seconds, cool extremities, decreased pulses,
altered mental status, poor colaror respiratory compromise).

BURMS = = 20% total body surface area burn or burns involving the face,
airway, hands, feetorgenitalia (C0)

4 L'ppla TDS5) Chest A-’-Illlnst’-ll:llllhnr
(NTD'S Trauma Center Criteria, 2014, pass

1207 4+ (MODIFIED. 201
deformity (2.q., flail chest)
NTDS5)

CRASH = High energytransfersituations such as an MVA with significant
vehicle bodvdamage (2.0, bent steering wheel structural damage) or
anv motorcycle, ATV arbicvcle crash. Alsoincludes a skier hitting a tree.

DEATH =Death of anoccupantinthe same car
EXTRIC = Prolenged exricationtime (=20 minutes)

FALL = Afallfram a height= 20 feet orfor pediatric patients from a level more
than or equal to twice the height of the child. Falls from the same level,
fram furniture, froma harsedbike etc. do not meetthese criteria.

ELEC =High energy electrical injuny

EXTREM=Crushed, degloved ormangled, or pulseless extremity (MODIFIED,
2014; add ‘pulseless’ ) (MTDS Trauma Center Criteria, 2014, pga5;
NTDST)

Fx =Fracture of along bone, in conjunction with an injury o another region.
Long bonesincludefemur, tibiafib, and humerus. Anisolated long hone
fracture does notmeetthese criteria. This triage code should only be
usedwhenthereis along bonefxin addition to atleast one other area of
injury (CHEST, HEAD, ABDOMER, etc). The AlS of the injuries to the
other arsgas should be 2 orgreater.




Notes:

Data Type:

Fx2=Two or more proximal long bone fractures (humerus|andior femur)
(MTDSE]

GC510=Altered mental status (GC5<10) with significanttrauma

GC510M = Altered mental status (GCS=10ywith focal neurclogic defict

GCS514 =Glasgow Coma Score = 14 (NEW, 2014 (Trauma Center Criteria,
2014, pgas: NTDS1)

MULT = Multisvstern bluntinjury. Injuries were sustainedin 2 ormore of the @
Als bodyregions. The injuries must have a severity of AIS = 2 or greater.
Ifthistriage codeis selected, the Trauma Type should be "BLLUINT .

FARALYSIS = Paralvsis (NEW, 2014, see SPIME (Trauma Center Criteria,
2014, pgas; NTDS11)

FED = Pedestrian hit by vehicle traveling =20 mph orthrown =15 feet

FELYFX = Pelvicfracture, in conjunction with aninjurytoc anctherregion. An
isolated pelvicfracturedoes not meetthese criteria. Thistriage code
should onlvbe used whenthers is a pelvicfxin additicn to atleastone
otherarea of injury (CHEST, HEAD, ABDOMERM, etc). The AlS of the
injuries to the otherareas should be 2 orgreater. (NTODS9)

FEMN = Penetratingtrauma tothethorax abdomenorneck. Ifthistriage codeis
selected, the Trauma Tvpe should be "PERMETRATIMNG.

FEMZ=Fenetrating trauma to the head or extremities above the knee orelbow.
Ifthistriage codeis selected, the Trauma Type should be
‘PEMETRATIMG".

RESF = Respiratoryrate = 10 or = 29 hreaths perminute (=20 ininfants ages
=1wvear)ar nesd forventilatory support (NEW, 2014 (Trauma Center
Criteria, 2014, pgha; NTDS3)

S5BP90 =5Svstolichlood pressure = 20 mmHg (NEW, 2014} (Trauma Center
Criteria, 2014, pgd5. MNTD52)

SKLILL =Cpen ordeprassed skull fracturs

Thisvariable should anly be completed when the patientis tfranspored by EMS

tothe hospital. If the patient arrived by private vehicle crwalked in, this variable
should not be completed.

Although these triage codes should reflectthe intent of the prehospital care
provider, this information is maore likehyto be noted upon arrivalto the ED
(informaticnfound an the EC encounterformratherthan the prehospital trip

sheet).
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