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INTRODUCTION

This document contains forms, instructions and information to assist you in preparing for your review or re-review.  The same documentation will be required for both initial and re- reviews unless you are receiving a focused review.  If you are receiving a focused review, please request a customized application based on the issues identified at the previous review.

This document is divided into sections that cover the application, the site review process and the decision-making process of the Colorado Department of Public Health and Environment (the department).   

PART I – Application and Instructions 
Page 3

Identifies the information to be submitted prior to your review.  Please submit this information to the department a minimum of five weeks before your review.

PART II - Site Review Instructions
Page 28
Identifies materials and medical records to have available on-site for the review team.  

PART III - Departmental Decision Making Process
Page 39
Describes the department’s decision-making process and what is expected of facilities.
For information or guidance in responding to this application, contact:





Trauma Program Manager




(303) 692-2983





or





Trauma Program Staff





(303) 692-2443

PART I - Application

Please complete the entire trauma center designation application unless you have received different instructions for a focus review.  Use N/A where needed, and label and provide the attachments as indicated.  Please attach immediately after the section in which the document is required.  If some of the attachments do not apply to your facility, leave that attachment blank and mark N/A on the application.

Please submit FOUR copies of your completed application including attachments to:

Trauma Program Manager

Colorado Department of Public Health and Environment

HFEMSD-A2

4300 Cherry Creek Drive South

Denver, CO 80246-1530

All materials submitted in response to this request become the property of the Trauma Program at the department.

Important Notice:  If the application contains information that the applicant organization considers to be trade secrets, privileged information or confidential commercial or financial information, the pages containing that information should be identified as proprietary.

Please enclose the policy in effect for the time period being surveyed.  For example, if you have, within the last month, made a significant change to a policy, then include both the old policy (demonstrating what you did previously) and the new policy (documenting how you will handle this issue in the future).

The department will evaluate any written requests for a proposed alternative to a state rule.  A waiver request packet must be obtained from the department, completed, submitted and approved before any waiver can be put into effect.
Items to have available at the time of review are listed in the application.


 

The designation fee for a Level III trauma center is $16,600.00.  
Facilities may choose to make one payment or two equal payments.  The total payment or first half of the fee is to be submitted prior to the trauma designation expiration deadline.  The balance will be due one year from the date of designation.  
Trauma Service Statistical Information
INCLUSION/EXCLUSION CRITERIA*
(These criteria are used throughout the document to identify trauma patients.)
A trauma patient is defined as a patient who has a principal diagnosis of trauma with at least one ICD-9-CM diagnostic injury code of:

· 800-959.9, excluding 905-909.9 (late effects of injury) and 930-939.9 (foreign bodies)

· 991.0-991.3
(Frostbite)

· 994.0

(Effects of lightning)

· 994.8 

(Electrocution and nonfatal effects of electric current)

The time between the date of injury and initial presentation at a facility should be no more than 3 weeks. 

INCLUSION CRITERIA:

ALL trauma patients (as defined above) who:

1. Die anywhere in the hospital (deaths in the emergency department, DOA deaths, deaths in the OR, deaths as an inpatient). 

OR

2. Are transferred into or out of an acute care facility, regardless of injury severity, length of stay at the transferring facility, or mode of transfer (by EMS or by private vehicle). Information should be downloaded to the state registry from both the transferring facility and the receiving facility for any patient transferred (even if the patient is discharged from the ED of the receiving facility).

OR

3. Have an ED disposition = OBS and either (a) and Injury Severity Score (ISS) ≥ 9 or (b) a hospital stay of ≥ 12 hours from the time of arrival at the emergency department. 
OR

4. Have an ED disposition = FLOOR, ICU, TELE, ADMIT, OR, or DIRECT.
OR

5. Are admitted for missed diagnoses, complications, failed conservative management or iatrogenic injuries identified after a previous hospital encounter.  For these unplanned returns, the original ED visit or admission could have been at your facility or at another facility.  Patients who are readmitted as part of standard or planned care for a given injury (e.g., removal of hardware after an orthopedic procedure) should NOT be included as a readmission. The readmission should occur within 30 days of when the patient was last discharged. 

EXCLUSION CRITERIA:

· Late effects of injuries (ICD-9-CM codes 905-909, E929, E959, E969, E977, E989, E999)

· Blisters and insect bites (919.2-919.5)

· Cellulitis resulting from an injury not previously treated 

· Hypothermia 

· Envenomations

· Injuries that are admitted for elective, planned surgical intervention

· High altitude sickness (E902)

· Drowning and near drowning

· Hanging and near hanging

· Smoke inhalation

· Any E-codes not listed above

*Please refer to the Colorado Trauma Registry Manual for a full explanation of criteria with examples and term definitions. The manual can be found at:  

http://www.colorado.gov/cs/Satellite/CDPHE-EM/CBON/1251590143955
Chart 1

Facility and Staff Information

   Please complete Charts 1- 4 and attach to the front of the application
	Facility Name



	Mailing Address       

County

RETAC

	Phone # 


	Administrator Name/Title


	E-mail

	Phone #
	Fax #


	Trauma Medical Director Name

	E-mail

	Phone #
	Fax #


	Trauma Nurse Coordinator Name


	E-mail

	Phone #
	Fax #


	Contact Person Name/Title (if not listed above)


	E-mail

	Phone #
	Fax #


	Total number of licensed beds
	

	Number of beds staffed and operational
	

	Number of Emergency Dept. beds
	

	Average daily inpatient census for the reporting period
	

	Average daily inpatient census for the previous year
	


Do you anticipate any changes in the number of beds and/or volume over the next several years?  

If yes, please explain.

Explain any volume changes over the past three years.

Chart 2 - Trauma Service Statistical Information

Please use the Inclusion/Exclusion Criteria on page 4 to identify trauma patients.  

Reporting Period:  Indicate the beginning and ending dates used for generating the statistical information. (Use the most recent 12-month period conveniently available – does not have to be a calendar year.)

Beginning Date (mo/yr): ___________

Ending Date (mo/yr):___________

Number of Patients

1.
Total number of Emergency Department visits during reporting period:
 _____

2    Total number of trauma (injury-related) Emergency Department visits during reporting period: ____

3.
Total number of trauma patients meeting inclusion criteria on page 4-5:
_____*

4.
Total number of trauma patients admitted to your facility:
_____**


a.
Number of trauma patients admitted from ED to OR:
_____


b.
Number of trauma patients admitted from ED to ICU:
_____


c.
Number of trauma patients admitted to trauma service:
_____


d.
Number of trauma patients admitted to orthopedic service:
_____


e.
Number of trauma patients admitted to neurosurgical service:
_____


f.
Number of trauma patients admitted to other surgical service:
_____


g.
Number of trauma patients admitted to non-surgical services:
_____

*Please note that this number should equal the number of transfers plus the number admitted plus the number of deaths, unless there are inpatient deaths or transfers after admission.  In these cases, patients may be double counted.

**Please note that this number should be the same as the total of lines c+d+e+f+g. 

5.
Injury Severity of patients admitted***:


a.  Number of trauma patients with ISS 1-8: 

 _____


b.  Number of trauma patients with ISS 9-15:
 _____


c.  Number of trauma patients with ISS 16-24:
 _____


d.  Number of trauma patients with ISS 25-74:
 _____


e.  Number of trauma patients with ISS 75:

 _____
***Please note that the sum of the patients listed in this ISS section should equal line 4 above.  If not, please explain why not.

6.
Number of trauma deaths at your facility:

 _____


Number of trauma deaths at your facility that received an autopsy: _____

7.  Number of trauma patients transferred IN from other facilities: 
_____

8.  Number of trauma patients transferred OUT to other facilities: 
_____


a.  Number transferred to designated trauma centers*: 

_____

(1) Number transported by private vehicle: 


_____


(2) Number transported by ambulance: 


_____


(3) Number transported by helicopter/fixed wing: 

_____


b.
Number transferred to non-designated facilities: 


_____


Please list where these patients (transferred to non-designated facilities) went.

*Please note that line 8a + line 8b should equal the number listed on transfers OUT (line 8).   Please note that (1)+(2)+(3) should equal the number listed on line 8a.

9.
What is the upper age limit for pediatric trauma in your facility?
_____


a.
How many pediatric trauma admissions occurred during the reporting year? _____

(1) Number of trauma patients admitted age 0-5 years:
_____

(2) Number of trauma patients admitted age 6-14 years: _____
Please note that the total of lines 9a.1 + 9a.2 will not equal 9a if the upper age limit for pediatric patients at your facility is >14.

b.
To what unit were pediatric trauma patients admitted?*

(1)
Med/Surg
_____

(2)
OBS 

_____

(3)
ICU 

_____

(4)
Other 

_____  (please describe)

* Please note that (1)+(2)+(3)+(4) should total the number listed above on line 9a.

c. How many pediatric trauma transfers INTO your facility? _____

(1) How many pediatric trauma transfers into your facility that subsequently required transfer out to a higher-level trauma center?  _____


d.
How many pediatric trauma transfers OUT of your facility? _____

10.
Number of patients with burns and/or inhalation injuries: _____


a.
Number of patients with concomitant trauma and burns: _____


b.
Number of burn patients admitted for reporting year: _____


c.
Number of patients meeting physiologic criteria for burn unit consult: _____  



(Chapter 3, Section 309 Burn Unit Referral Criteria)

       d.
Number of patients meeting physiologic criteria for burn center consult whose case was 
consulted by a burn unit:
_____ 

(If the response to d is different from the response to c, please explain why.)

e.
Number of burn patient transferred OUT: _____

11.
Number of acute spinal cord and/or spinal column injuries for reporting year: _____


a.
Number of spinal cord injuries without fracture/dislocation: 
_____   



(ICD9 952.00 – 952.9)

b.  Number of spinal cord injuries with fracture/dislocation:   

_____   



(ICD9 806.00 – 806.9)

c.  Number of spinal column fractures/dislocation with no cord injury: _____   



(ICD9 805.00 - 805.9; 839.00 – 839.59)

d.  Number of spinal cord/column injuries with ISS > 9: 

_____


e.  How many of the total listed in item d were transferred out: 
_____

12.
Number of acute brain-injured (ICD9 Class 800; 801; & 850 – 854) patients with emergency department GCS < 10 for reporting year: _____  
a.
Number of brain-injured patients with ED GCS <10, and with an ISS > 9: _____

b.
Number of brain-injured patients with ED GCS < 10, and with an ISS > 9, transferred out:  _____


13. Number of trauma team activations for reporting year.  _____  

If more than one level of activation, please indicate how many of each level.

Chart 3

PLEASE GROUP PHYSICIANS BY SPECIALTY

List ONLY those who provide care to trauma patients

List all general surgeons, neurosurgeons, emergency physicians, orthopedic surgeons and anesthesiolgoists/CRNA’s who provide care to trauma patients.  (Please group physicians on chart by specialty.  Add lines as necessary) 

	Physician Name
	Specialty
	Board

Certification, Type

and Date
	# Trauma-related CME’s in last 3 years
	ATLS:

Date of Expiration (if applicable)

	
	Surgery
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	Emergency Medicine
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	Orthopedic surgery
	
	
	NA

	
	
	
	
	

	
	
	
	
	

	
	Neurosurgery (if applicable)
	
	
	NA

	
	
	
	
	

	
	
	
	
	

	
	Anesthesiology/CRNA
	
	
	NA


While not prohibited by state rule, preceptor CME hours (hours given to the preceptor for time spent teaching) should not be included as trauma-related CME.  The intent of this rule was for physicians to take the opportunity to learn something new.

Chart 4

NURSING STAFF IN ED/ICU PROVIDING TRAUMA CARE

Please note that not all of these certifications are required for nursing staff providing care to trauma patients in the ED or ICU; however, this information gives the review team a sense of what expertise levels are likely to be available to the trauma patient.

	Name


	Dept.
	Hire Date
	CEN
current

(Y/N)
	ACLS

current

(Y/N)
	ENPC

current

(Y/N)
	PALS

current

(Y/N)
	TNCC

current

(Y/N)
	Other trauma- related CE

hours
(if applicable)

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Pre-Review Application

Section I – PREVIOUS REVIEW

1.
Has your facility undergone any previous reviews for trauma certification?

If yes, dates and level:

If no, proceed to Section II
2.
Briefly describe strengths identified in your most recent review and any changes occurring to impact those strengths.

3.
Briefly describe any deficiencies or items met with reservations identified in your most recent review and the improvements implemented to correct those weaknesses.

4.
Identify any administrative changes at your facility since the last review and any impact to the trauma program (if applicable).

5.
Identify any new equipment purchases or upgrades related to the trauma program since the last review.

Section II – HOSPITAL COMMITMENT AND PARTICIPATION IN THE STATEWIDE EMERGENCY MEDICAL AND TRAUMA CARE SYSTEM

1.
Please cite examples of administrative commitment for your trauma program.
2.
Is there a line item budget for trauma?
3.
 How does your facility view itself as a necessary component of the statewide trauma system?

4.
What effect does/will trauma designation have on your current census?

5.
How does this facility’s designation fit into RETAC destination protocols?

6.
Describe the involvement of your facility in RETAC planning, injury prevention, performance improvement (PI), or other RETAC activities.

Required Attachments:

· An organizational chart for the trauma service and how it fits into the facility’s organizational structure.  Please label “Attachment 1.”

· A copy of a signed Board of Director’s resolution supporting your continuation as a trauma center dated within the last three years. Please label “Attachment 2.”

· A copy of a signed resolution from your medical staff supporting your continuation as a trauma center dated within the last three years.  Please label Attachment 3.”

· A note/e-mail/letter from your RETAC coordinator documenting facility participation in RETAC activities.  Please label “Attachment 4.”
Section III – PREHOSPITAL
1.
List EMS providers that serve your primary catchment area.

2.
Which categories of EMS providers exist in your EMS catchment area?  Check all that apply:

[  ]
Volunteer

[  ]
Paid

[  ]
Public Agency

[  ]
Private

[  ]
Other
3.
Describe the participation of your facility both locally and regionally for the following:

a.
Performance Improvement (PI) activities for EMS providers
b.
Continuing education for EMS providers
c.
Protocol development for EMS providers

d.
Disaster planning and mass casualty drill  

4.
Do any physicians from your facility serve as a medical director for an EMS agency?  If yes, who and for which agency (agencies) does each physician serve as medical director?  

5.
If your facility owns and operates an EMS service, describe any EMS care waivers that have been approved by the department, or are currently in the application process.
6.
If your facility owns and operates an EMS service, describe how EMS providers are notified and dispatched to an injury scene?

7.
Approximately what percent of the EMS providers who serve your catchment area are:

Emergency Medical Responder 
____ %

EMT 




____%

AEMT

     


____ %

EMT – I



____ %

Paramedic



____ %

8.
What percentage of trauma charts includes EMS trip sheets? ______%

Contacting Your Facility:

9.
What telephone number can be used by transport agencies to contact your facility?

10.
Is your facility able to operate on the statewide 800 MHz radio system?

11.
What radio channel(s) are used to contact you? (Example: 462.950 MHz, Med 9)

12.
What tone squelch (also known as CTCSS, Private Line, Channel Guard) is used? (Example: 88.5 Hz, Tone Code YB)

13.
If used, what is the DTMF (Touch-Tone) code? (Example: 1234#)

Required Attachments:

· A map illustrating your facility’s primary catchment area and mutual aid areas.  Please label “Attachment 5.”

· If applicable, documentation from the EMS medical director(s) regarding his/her/their participation, responsibility and involvement in the prehospital care system. Please label “Attachment 6.”

· A policy for transfer of patients by fixed and rotary wing aircraft.  The policy must include which trauma patients are preferentially transferred by air (assuming the conditions allow for air transport).  (For some facilities in the Front Range, air transport might never be preferred.)  Please label “Attachment 7.”

Section IV – TRAUMA SERVICE

1.
In a few paragraphs, describe the trauma service at your facility including all disciplines participating in the care of the trauma patient from injury through rehabilitation/discharge.  Please include the following components:

a.
Prehospital communication and access;

b.
ED management of the trauma patient;

c.
Process for transfer to definitive care;

d.
Process for trauma patient admit to the medical surgical unit;

e.
Process for trauma patient admit to the ICU;

f.
Process for concurrent tracking of trauma patients admitted to the facility, (if applicable);

g.
Surgical and medical specialties available for the care of the trauma patient;

h.
Discharge planning and rehabilitation evaluation;

i.
Trauma multidisciplinary committee and peer review.

Trauma Team Activation:

2.
Who has the authority to activate the trauma team?
3.
 How is the team notified?

4.
Describe the personnel included on the trauma team for each level of activation.

5.
Where do you document surgeon response times for patients meeting your facility trauma team activation criteria?
Trauma Transfers:

6.
Describe your facility’s criteria for transfer of the following trauma patients (i.e., what does your facility admit and what does it transfer under normal conditions):

  
a.
Multiple trauma




b.
Pediatric trauma

c.
Head/spinal cord

d.
Isolated extremity trauma

e.
Burn Patients

f.
Rehabilitation

7.
Please describe the PI process for review of appropriateness of transfers.  

Trauma Divert:

8.
Have you gone on trauma divert during the reporting period? 

a.
If yes, total number of hours of trauma divert during reporting period _____

b.
If yes, number of times on trauma divert during reporting period______
9.
Total hours of other divert status:

a.
ED divert: _____

b.
OR divert: _____

c.
CT divert: _____

10.
Describe the coordination of divert status within your RETAC. 

11.
Describe how and when EMS providers are notified when your facility is on divert status.

Trauma Medical Director:

12.
Who is your Trauma Medical Director?  

13.
Do you have a co-director?  If so, please list.

14.
Describe the authority of the trauma medical director to oversee the trauma service and describe his/her involvement in the trauma PI program, the development and enforcement of trauma program policy, peer review, regional trauma system development and educational activities for healthcare providers or the public.

Trauma Coordinator/Trauma Program Manager:

15.
Who is your Trauma Nurse Coordinator and/or Trauma Program Manager?

16.
Describe the reporting structure for the trauma nurse coordinator.

17.
List other trauma support staff along with duties/responsibilities.

Other:

18.
List any specific credentialing procedures and/or criteria for physician participation in trauma call.

Required Attachments:

· Trauma Team Activation Policy.  Please include policy for multiple levels of activation, if applicable.  Please include separate pediatric activation criteria, if applicable.  Please label “Attachment 8.”

· Policies for transfer of critical and high-risk adult and pediatric patients.  See 6 CCR 1015-4, Chapter 2.  Please label “Attachment 9.”

· A policy on the initial resuscitation and stabilization of the adult and/or pediatric trauma patient.  Please label “Attachment 10.”

· Include a policy or multiple policies that identify and establish the scope of trauma care for both adult and pediatric patients, including sections on:  

1)
Admission (what types of trauma patients are admitted to your facility)

2)
Surgical capabilities (what types of surgical intervention are generally available to trauma patients at your facility)

3)
Critical care capabilities (what types of trauma patients can be handled by your ICU)

4)
Neurosurgical and spinal cord surgical capabilities (what types of head/spinal cord trauma patients are regularly managed at your facility)

5)
Other specialist capabilities, if available (what other specialists are regularly available for consultation on trauma patients – for example, pediatricians, ob-gyn, etc.)  
Please label the policy or group of policies “Attachment 11.” 

· Policy or protocol for trauma divert which must include coordination with RETAC, notification of EMS providers and allowable reasons for divert.  Please label “Attachment 12.”

· If your facility has gone on divert during the 12-month period reported on in this application, please attach a record or log with the month, day, time on divert, number or occurrences and reason for divert.  Please label “Attachment 13.”

· A job description for the trauma Medical Director.  Please label “Attachment 14.”

· A current Curriculum Vitae for the trauma Medical Director.  Please label “Attachment 15.”

· A job description for the trauma nurse coordinator/trauma program manager.  Please label “Attachment 16.”

· A current Curriculum Vitae or resumé for the trauma nurse coordinator/trauma program manager.  Please label “Attachment 17.”

· A policy with facility-defined CME requirements for physicians taking trauma call.  Please label “Attachment 18.”

· A policy with facility continuing education and/or competency requirements for nurses caring for trauma patients.  Please label “Attachment 19.”

Required at the Review:

· For each physician on the trauma panel, please have documentation of 1) board-certification, 2) ATLS course completion, if applicable, and 3) trauma-related CME.

· Documentation of surgical response times to trauma team activations.

· A trauma policy manual or if on-line, demonstrate how information is accessed.

Section V – EMERGENCY DEPARTMENT

1.
Who is your Emergency Department Medical Director? 

2.
Describe physician coverage in the emergency department.

3.
Describe the staffing patterns for the emergency department (other than physicians). 

4.
Describe the role and relationship of emergency medicine to the trauma service.

5.
Please describe the trauma-related educational requirements or qualifications for nursing staff in the ED.
6.
Is there a TNCC-certified nurse on duty in the ED 24/7/365?

7.
Percent of total ED nursing staff with the following credentials:

     TNCC
____%

     ACLS
____%

     CEN
____%

     ENPC
____%

     PALS
____%

Required Attachments:

· A job description for your emergency department Medical Director.   Please label “Attachment 20.”

· A current Curriculum Vitae for your ED Medical Director.  Please label “Attachment 21.”

· A copy of the emergency department flow sheet(s) used for the trauma patient.  Please label “Attachment 22.”

Section VI – RADIOLOGY

1.  A radiologist is required to be available in person or by tele-radiology upon request by the      trauma team leader.  Please describe how your facility meets this requirement.
2.  Radiology personnel are required to be available within 30 minutes of notification of a trauma team activation.  Please describe the PI process for review of variance from the required response times.

3. What type of resuscitation equipment is available in the radiology department?

4.  Who accompanies and monitors the trauma patient while in radiology?

5.  Describe how teleradiology capabilities are utilized, if applicable.
6.  Please describe your process for dealing with interpretation discrepancies.
Required at the review:

Documentation of response time for radiology/CT technologists, if not in house 24/7.

Section VII – OPERATING ROOM
Operating Room:
1.
Number of operating rooms: _______

2.
Is there an OR dedicated to trauma?  

3.
Please describe your policy of STAT access to the OR for trauma and/or protocols for divert/transfer of trauma patients if no OR is available.

4.
Please describe all trauma-related educational requirements or qualifications for OR nursing staff.
5.
Describe the OR trauma staffing and back-up call for all shifts including weekends and holidays.

6.
Describe the PI process for OR availability in response to request of trauma team leader.

Anesthesia:

7.
Who is the Medical Director of Anesthesiology?  

8.
Please describe the availability of anesthesia coverage and the PI process to evaluate response times.
Post-Anesthesia Care Unit (PACU):

9.
What are the hours of operation and staffing for PACU?

10.
Would trauma patients ever be recovered in the ICU instead of the PACU?  

a.
Under what circumstances?

Required Attachments:

· Provide a current Curriculum Vitae for the Medical Director of Anesthesiology.  Please label “Attachment 23.”  

Required at the Review:

· Documentation of the PI process for OR availability in response to the request of the trauma team leader.

· Documentation of the PI process for anesthesia response to requests from the trauma team leader.

Section VIII – INTENSIVE CARE UNIT

1.
Number of ICU beds: _____

2.
Are there any ICU beds dedicated to trauma patients?  

a.
If yes, how many?  

b.
If no, describe the procedure for opening ICU beds for trauma patients.  

3.
Who is the surgical medical director or co-director of the ICU?  

4.
Describe who oversees the care of the trauma patient in the ICU.

5.
Describe the physician coverage for trauma patients in the ICU.

6.
Please describe the credentialing process for ICU privileges. 

7.
What is the staffing ratio for trauma patients?

8.
Please list any trauma-related educational requirements or qualifications for ICU nursing staff. 
Required Attachments:

· Provide a job description for the surgical director or surgical co-director of the ICU.  Please label “Attachment 24.”

· Provide a current Curriculum Vitae for the surgical director or co-director of the ICU unless previously attached.  Please label “Attachment 25.”  If the Curriculum Vitae is included previously, please note where this can be found.

Required at the review:

Policy/procedure for opening ICU beds for trauma patients.

· Section IX – LABORATORY AND BLOOD BANK
Laboratory:

1.
Describe the availability of the following tests:

a. Standard analysis of blood, urine and other body fluids;

b. Coagulation studies;

c. Microbiology;

d. Serum alcohol and toxicology determination;

e. Blood typing and cross matching;

f. Blood gases and pH determination.

2.
Please describe any point-of-care testing in your facility. 

3.
What is the estimated response time for STAT orders from the ED?

4.
What is the estimated response time for STAT orders from the ICU?
Blood Bank:

5.
List your primary and secondary source(s) for blood products.

6.
Where is blood stored in your facility?  

7.
Describe the quantity and type of blood products immediately available.

8.
Describe the procedure for obtaining blood products and estimated time for delivery to patient.

Required Attachments:

· Massive blood transfusion protocol, if available.  Please label “Attachment 26.”

· Uncrossmatched blood transfusion protocol, if available.  Please label “Attachment 27.”

Section X – SPECIALTY SERVICES

Pediatric Trauma:

1.
What is your policy/protocol for the admission of the pediatric trauma patient to your facility?

2.
Are pediatric patients ever admitted to your ICU?  

a.
If yes, please describe under what circumstances.

b.
If yes, describe the qualifications and educational requirements for nursing staff caring for pediatric ICU trauma patients.

Burn Services:

3.
Briefly describe indications or criteria for transferring a burn patient out of your facility.

Spinal Cord/column Injuries:

4.
Describe protocols for care of the patient with spinal cord/column injuries (suspected or actual), both acute and long-term, including transfer policies if no neurosurgical coverage is available.

5.
Please describe the admission criteria for spine patients and which patients are regularly transferred.

6.
If the facility has a neurosurgeon or orthopedic surgeon available with special qualification in spinal cord management, please describe the PI process for documentation of response time when requested by the trauma team leader.   
Neurosurgery:

7.
Please provide name of the Neurosurgery Director, if applicable.   

8.
Describe protocols for care of the patient with brain injuries (suspected or actual), both acute and long-term, including transfer policies if no neurosurgical coverage is available.

9.
If applicable, please describe the PI process for documentation of response time for the Neurosurgeon at the request of the trauma team leader.   

Orthopedic Surgery
10.
What percent of the time does the trauma team leader request a response from an orthopedic surgeon to assist in the resuscitation area?
Respiratory Therapy Services:

11.
Describe how respiratory therapy consultation is obtained for the trauma patient in the ICU during off hours.
Rehabilitation Services:

12.
Is there a designated rehabilitation director?  

a.
If yes, please provide name.

13.
What services are routinely provided to trauma patients?

a.
Physical therapy

Yes_____  No _____


b.
Occupational therapy

Yes_____  No _____


c.
Speech therapy 

Yes_____  No _____


d.
Other: (describe)

Yes_____  No _____

14.
Are these services provided seven days per week?  Yes_____  No _____

15.
Are rehabilitative consultations routinely obtained while in ICU?  

16.
Describe, if applicable, pediatric rehabilitation services, if different from adult services.

Social Services:        

17.
Please describe what social services are available to the trauma patient.
18.
Describe how patients are referred for acute rehabilitation care inside/outside your facility.

Other Specialty Services:

19.
Provide a list of all sub-specialty services available on a consult basis.

Required Attachments:

· Policies regarding the consultation and transfer of the injured pediatric patient.  Please label “Attachment 28.”

· Polices regarding the transfer of the burn patient.  Please see rules, 6 CCR 1015-4, Chapter Three, Section 308.  Please label “Attachment 29.”

· Policies regarding the transfer of the patient with spinal cord/column injuries if no neurosurgical coverage is available.  Please label “Attachment 30.”

· Policies regarding the transfer of the patients with acute brain injury if no neurosurgical coverage is available.  Please label “Attachment 31.”

· If applicable, a current Curriculum Vitae (resumé) for the designated neurosurgery director.  Please label “Attachment 32.”

· Policies/procedures for the early assessment of the rehabilitation needs of the trauma patient.  Please label “Attachment 33.”

· Policies regarding the scope of rehabilitative services available to trauma patients and/or attach transfer guidelines for access to rehabilitation services.  Please label “Attachment 34.”

· If applicable, a current Curriculum Vitae (resumé) for the designated rehabilitation director.  Please label “Attachment 35.”

Required at the review:

· If applicable, documentation of response time for the orthopedic surgeon or neurosurgeon at the request of the trauma team leader for spinal injuries.

· If applicable, documentation of response time for the neurosurgeon at the request of the trauma team leader for traumatic brain injury.

Section XI – PERFORMANCE IMPROVEMENT (PI)
Please note:  PI documents will be reviewed at the site visit.  NO documents or minutes other than the PI Plan should accompany this application.  
PI Program:

1.
In several paragraphs, describe the PI program for the trauma services, including:

a.
How are issues identified and tracked?

b.
Who participates in the trauma PI review?

c.
List all PI filters used for trauma.
d.
Who is responsible for loop closure relating to trauma issues?

e.
How has PI improved the care of the trauma patient in your facility? Cite examples.
f.
Describe how compliance with standards and protocols are monitored.
g.
Describe how compliance with activation and response time standards are monitored and reviewed.
Trauma Committees:

2.
List all committees that are involved in trauma PI.  For each committee describe its roles, membership, attendance requirements, what types of issues are discussed and how loop closure is obtained.  Include applicable multidisciplinary trauma committee, morbidity and mortality review, peer review, medical nursing audit or other trauma-related committee(s).  

3.
Describe the role of the trauma medical director in the PI process.  

4.
Describe the role of the trauma nurse coordinator in the PI process.

Trauma Registry:

5.
Is the facility current with trauma data entry and download to the state?  If not, please explain.
6.
Is the facility participating in RETAC data collection?  If yes, please explain the scope of the project.
7.
Describe the reports produced from your trauma registry and how they are used.
Deaths

8.
Who reviews in-house and emergency department deaths?  

Autopsy:

9.
By whom and where are autopsies performed?

10.
How are autopsies reported to the trauma service, and how are these results used?

Required Attachments:
· A copy of the trauma PI plan.  Please label “Attachment 36.”

Required at the review:

· Agendas, meeting minutes, membership and attendance documentation and policies available for the trauma multidisciplinary committee and the trauma peer review committee.

Section XII – EDUCATIONAL ACTIVITIES AND OUTREACH PROGRAMS

Professional Education:
1.
Do you provide TNCC courses?  If yes, provide course dates for the reporting year.  

2.
Is there hospital funding allocated for continuing education in trauma for physician and nursing personnel?  Yes_____  No _____

3.    Describe any trauma educational or outreach programs sponsored by your facility for:


a.   Staff (medical, nursing or allied health)  


b.   Staff from other facilities.


c.   Prehospital providers.


d.   The general public.
Injury Prevention/Public Education:
4.
Who coordinates your facility’s injury prevention program(s)?

5.
Please list and describe public injury prevention programs carried out by your facility during the reporting year.

6.
Do you collaborate with existing injury prevention and outreach programs at a national, RETAC, state or local level?  If yes, please list and describe affiliation(s).

7.
Please describe any additional injury prevention resources you provide for the public.

Consultation:

8.
Do you provide non-designated facilities with telephone consultations?  


If yes, please answer the following:

a.
Who receives and responds to these consultations?

b.
Is there documentation of trauma consults?  

c.
What is the evaluation process for appropriateness, timeliness, compliance, etc.?

Required at the review:

· Documentation of any trauma-related educational programs for staff held at your facility. 

· Documentation of completion of TNCC and any other courses required of nursing staff per facility policy.
· Documentation of injury prevention efforts.

PART II - Site Review Instructions

REVIEW TEAM

Composition

The composition of review teams for triennial reviews is determined by Colorado Board of Health rules and differs by facility level. (6 CCR 1015-4, Chapter Three)  All technical reviewers must live and work outside the facility’s RETAC region.  The review team for a triennial review will consist of 
1 trauma surgeon, 1 emergency physician, 1 trauma nurse coordinator and the state observer. 

Level I facilities - team of 4 members, plus the state observer (out-of-state reviewers are required):

Multi disciplinary team is required (2 trauma surgeons, 1 trauma nurse coordinator, 

1 emergency physiLevel II facilities - team of 4 members, plus the state observer (out-of-state reviewers are required):

Multi disciplinary team is required (2 trauma surgeons, 1 trauma nurse coordinator, emergency physician) 

Confidentiality

Colorado has statutory protection from disclosure under the Colorado Open Records Act for the review materials of the site review team as part of the deliberative process.  C.R.S. § 24-72-204-(3)(a)(XIII).
Contact

The administration, faculty, medical staff and the employees of the healthcare facility are prohibited from having any contact with the site review team members during the period from the announcement of the review team until the department makes the decision about the designation of the facility as a trauma center, except as directed or approved by the department.  The site review itself is an exception to this prohibition. Violations of this provision may be grounds for dismissing the site review team member.

Contact with the Trauma Program staff at the department is allowed and encouraged at any point during the designation process.

SITE REVIEW
Schedule

A sample schedule for site reviews is provided as a guideline for arranging everyone’s time during the site visit.  Trauma Program staff will work with the facility to adjust the schedule based on the facility’s needs and circumstances. Unless circumstances dictate changes, the attached schedule will be used for the visit.

Tentative Review Schedule
07:00
Arrival of review team

07:15 - 08:00
Opening Conference, Introduction of Site Review Team Members and


Questions about Application

08:00 - 09:00
Facility Tour

09:00 - 13:30
Medical Record Review, Policy Review, CME Review,
PI, Multidisciplinary Committee, Peer Review, Injury Prevention and Educational offerings review (Working Lunch)

13:30 - 14:30
Review Team Conference

14:30 - 15:00
        Exit Conference
Arrival

The review team will arrive at the facility’s main lobby or front entrance unless the state observer and the facility contact prearrange another location.

Opening Conference

Please schedule a room large enough for facility representatives, the review team and the state observer.  The goals of the conference are to:

· Introduce the review team members and describe the department’s expectations and schedule for the day;

· Introduce facility staff and provide an overview of your trauma service;  

· Tell the reviewers about any changes since a previous review – this might include staff or administrative changes or physical plant or equipment improvement.
· Ask for clarification of any documents or materials that were submitted with the application;
This is not a closed meeting.  Your facility may determine who attends.

The following staff, or staff with these responsibilities, could benefit by attending both the opening and exit conference.  Others are welcome at the facility’s discretion.
Administration:

Chief Executive Officer

Board of Trustees or Board of Directors

Chief Nursing Officer
Trauma Service:                                                                                                                    

Trauma Medical Director

Nurse Coordinator/Program Manger

Registry Coordinator (if applicable)

Clinical Manager/Nurse Manager from:

Emergency Department

Intensive Care Unit
PACU (if applicable)
Operating Room
Also: A Representative of EMS
Medical Staff Directors/Dept. Heads:

Surgery
Emergency Medicine 

Pediatrics (if applicable)

Rehabilitation
(if applicable)

Radiology (if applicable)

Anesthesiology
Support Services Program Manager:

Social Services (if applicable)
Medical Records

Clinical Laboratory/Blood Bank

Radiology

Quality Improvement/ Process Improvement
Tour

The tour should be organized to follow the path of a theoretical patient beginning where the patient enters the facility and is triaged.  Please have your Trauma Medical Director, Emergency Department Medical Director and Trauma Nurse Coordinator escort the site reviewers for a tour of your facility.  If this is not possible, the individuals in those positions must be available at some time during the day to speak with one or more members of the review team, unless previous arrangements have been made with the department's Trauma Program staff.  The reviewers will informally interview other facility or medical staff while on the tour; therefore, your entire facility should be made aware of the site review date and purpose.

The tour generally covers the following items/issues in each department:

· Emergency Department

· Staffing

· Trauma team activation

· Equipment for resuscitation for patients of ALL AGES

· Location

· Staff knowledge

· Convenience for completing ABCs

· Communication with EMS

· Decontamination resources

· Radiology availability
· Radiology

· Equipment and staffing

· Monitoring of the trauma patient in radiology

· Equipment for resuscitation in radiology

· Film interpretation 

· Timely response followed through PI process

· PI over-reading and follow-up

· Laboratory

· Identification of routinely ordered studies (trauma panel)

· Lab response time

· Lab processing times

· Blood availability

· Massive transfusion policy (if applicable)

· Involvement in PI  process

· Timely response followed through PI process

· Surgery/PACU
· Staffing

· Anesthesia coverage

· Availability for immediate treatment of the trauma patient

· Trauma education for staff

· Appropriate equipment for scope of care

· Involvement in PI process

· Timely response followed through PI process

· Intensive Care
· Staffing

· Surgical director of ICU (if applicable)

· Trauma education for staff

· Clear scope of care for trauma patient in the ICU

· Appropriate equipment for scope of care

· Involvement in PI process

Working Breakfast/Lunch

The reviewers do appreciate having beverages available during the day.  The reviewers will work through lunch.  Please make arrangements for lunch for the site reviewers and state observer.  Lunch could be something from your facility or just the opportunity to order from a restaurant that offers delivery service.  The reviewers and state observer can pay for breakfast, lunch and beverages.  
Policy, PI and Medical Record Review

Be prepared to answer questions and explain your trauma program to the reviewers.

Policies:

The review team will review your policies to see if they match your practice and comply with state rules.  You may wish to point out policies that have been recently reviewed or changed.  Be ready to discuss how your policies have affected/changed trauma care at your facility.  If there are policies that you believe are not working, you can ask the reviewers for advice regarding what they have seen at other facilities.

One policy (or group of policies) that facilities often struggle with is a policy to describe scope of care/and or admissions.  Scope of care should be described after reviewing the resources available at your facility to see how that will affect which patients can be safely cared for.  Admission criteria should flow from that scope of care.  

Example:  If your facility does not have consistent neurosurgical coverage, your scope of care will not include any patient who needs or potentially needs neurosurgical intervention.  Your admission policy might read “Only patients with a negative head CT and GCS > or = 14 will be admitted.”

PI:

The reviewers find it particularly helpful to have PI notes, minutes or other documentation identified for specific charts.  One way to do that is to copy those minutes/notes and attach directly to the patient medical record.  Another way to manage this is to have certain charts flagged so that the reviewers know to look for the PI records in trauma committee notes or peer review minutes.

There are several PI processes for which the reviewers may request documentation.  Often they will ask about how your facility handles radiology overreads with particular attention to what happens if there is a discrepancy between the first read and the overread.  Reviewers often request information about how your facility documents arrival times for any personnel called in from off-site.  Finally, reviewers will request written demonstration of loop closure for issues identified in the PI process.  If you have a case where you identified an issue, addressed the issue, monitored the issue and then documented improvement, you may want to pull that case to show to the reviewers.  

Medical Record Review Requirements
Please have someone available to describe the organization of the medical record and location of pertinent data within the chart.  It is helpful to have the following components (if applicable) of the chart flagged or easily identifiable by the review team members: Trauma flow sheet or ED record, H&P, diagnostic studies (lab and radiology), operating room records, physician progress notes, any transfer information, and discharge summary.

If you have electronic charting and will not be printing charts, please have one computer available per reviewer with access to the medical records.  Please have one assistant available per computer to assist reviewers with finding information in the electronic medical record.

The purpose of the medical record review is to evaluate the clinical management of adult and pediatric trauma patients.  A facility representative must be available to answer questions that may arise. Provide a secure room with the requisite number of records as defined below.

Provide the following trauma patient medical records using the definition for the trauma patient found on Page 4 of this document.  (Medical record review will focus on those trauma patients seen at your facility in the 12 months that you select as your reporting period for the purpose of this application.)  Provide a minimum of 30 records, with a minimum of 10 for pediatric patients, 0 – 14 years old, if you have that many records.  No more than 80 records. 
Please label or sort charts into the following categories:

1.  All trauma deaths. 
2.  All trauma patients transferred to another facility.  If this is a very large number of charts, please select only those transfers for the last six months of the reporting period.  Feel free to contact a member of the trauma program staff if you have questions.
3.  Trauma patients who were admitted and who meet any of the following criteria: 

            ISS ( 16, or

      Length of stay > two weeks, or
            spinal cord trauma, or major head trauma, or
            combination chest and abdominal trauma.

4. 
All trauma patients meeting critical or high-risk criteria that were not transferred. 

5.
All trauma patients returning within 72 hours to be seen (unscheduled visit to ED) or re-admitted.

6. Isolated fractures with low-impact mechanism who were admitted.  If this is a very large number, please select only those cases from the last six months or even three months.

7. A sample of other trauma patients admitted.

The reviewers will look broadly at the care received by trauma patients in all departments of the facility.  Examples of the questions they may ask are located in Attachment A.  Attachment B is a medical record review form that the reviewers will use to examine your charts. A sample of one way to organize the charts in included in Attachment C.
For a Regional Pediatric Center a minimum of 40 records for pediatric patients (0 - 12 years old).  

For cases that have been involved in trauma multidisciplinary committee review, peer review, or morbidity and mortality review, it is helpful to have the documentation of such reviews easily accessible to the review team members.  Some facilities choose to copy PI minutes and insert or attach them to the record for the day of the review.

Review Team Conference

Please provide a secure room for the review team conference.  This will be a closed session, although trauma staff should be available as the reviewers may invite the trauma staff to participate in portions of this discussion. At this time the reviewers will complete the Trauma Designation Scoring Tool and develop a consensus opinion on the facility’s qualifications and commitment to meeting the state standards.  In addition, the team will draw conclusions for use by the department in its decision-making process.  Options for conclusions are as follows: 

· Standards met.
· Standards met with reservations:
· Requiring documentation to show corrective action and/or

· Requiring a re-review (with recommendations about the team make-up of the re-review team).
· Standards not met:
· Requiring documentation to show corrective action and/or

· Requiring a re-review (with recommendations about the team make-up of the re-review team).
· Standards met with a waiver.
· Consideration at a lower level than requested.
· Recommendation for de-designation.

Exit Conference
The purpose of the exit conference is to provide a verbal report of the review findings. The department will not make a decision regarding designation at this time.  The exit conference also provides the facility with an opportunity to respond to any questions the site reviewers may have.  Provide a room large enough to accommodate the facility staff that attended the opening conference. This is an open meeting and your facility may determine who attends.  

Facilities will not receive copies of the written feedback on the scoring tool or medical record review documents.  Therefore, reviewers will verbally review the scoring tool to give feedback (positive and negative) to the facility staff during the exit conference.  Reviewers are also encouraged to spend time providing recommendations to the facility for the future development of its trauma program.  Facilities may choose to make audio, video or written recordings of this session.

CANCELLATION POLICY
Cancellations of site reviews are sometimes unavoidable.  The department may cancel a review when unavoidable circumstances dictate.  Reasons for cancellations may include, but not be limited to: sudden illness or death in the immediate family of a site reviewer, a natural disaster, closure/cancellation of planned transportation routes/flights or inclement weather where travel becomes hazardous. The department may approve a facility request to cancel a site review for similar reasons.  Additional expenses incurred as a result of a department initiated cancellation will be borne by the department.  Additional expenses incurred as a result of a facility cancellation will be borne by the facility.  Every effort will be made by both parties to avoid cancellations.

QUESTIONS REGARDING THE SITE REVIEW
Contact with the trauma program staff at the department is strongly encouraged at any point during the designation process.  Please feel free to contact Margaret.Mohan@state.co.us, 303-692-2901 or Grace.Sandeno@state.co.us, 303-692-2983.
Attachment A

Medical Record Review Criteria:

The team members will be reviewing the medical records using criteria including the following:

1. Data Acquisition

a. Physicians: From the time of notification of patient arrival through final discharge, physicians must quickly, completely and appropriately obtain information regarding the trauma patient in order to provide quality care. Consider:

· Are comprehensive and appropriate initial and secondary assessments conducted?

· Are timely and appropriate x‑rays ordered?

· Are appropriate C‑spine films ordered and cleared?

· Are timely and appropriate CT scans ordered?

· Are recognized standards of care for trauma followed?

· Are procedures of marginal utility ordered which unnecessarily delay definitive treatment?

· Are dictated reports timely?

· Do physicians time and date entries appropriately and consistently?

b. Nurses: From the time of notification of patient arrival through final discharge, nurses must quickly, completely and appropriately obtain information regarding the trauma patient in order to provide quality care. Consider:

· Are the appropriate vital signs documented routinely based on patient problems?

· Is patient assessment consistently performed before and after interventions?

· Are fluids consistently and appropriately monitored?

· Are nurses permitted to order routine labs and x‑rays without physician approval?

· Are notification and arrival times documented and easily located?

2.
Problem Solving

a. Physicians: From the time of notification of patient arrival through final discharge, physicians must quickly, completely and appropriately organize information into decisions in order to diagnose all problems and begin treatment of the trauma patients, Consider:

· Are decisions to perform emergency procedures timely and appropriate?

· Is airway management timely and effective?

· Are decisions to perform surgery timely and appropriate?

· Are decisions to transfer the patient to a specialty facility timely and appropriate?

· Are decisions to seek consultation timely and appropriate?

· Are decisions to respond to complications timely and appropriate?

· Does problem solving unnecessarily delay definitive patient care?

b. Nurses: From the time of notification of patient arrival through final discharge, nurses must quickly and appropriately organize information into decisions in order to assure treatment of the trauma patient. Consider:

· Are respiratory and circulatory effectiveness assessed and documented, with appropriate responses to problems? 

· Are physicians appropriately notified of changes in condition, patient problems and responses to interventions? 

· Do nurses follow up on inappropriate or delayed physician responses?

3.
Patient Management

a. Physicians: From the time of patient arrival through final discharge, physicians must quickly and appropriately execute procedures and provide treatment. Consider:

· Is resuscitation performed according to ATLS protocols?

· Are the necessary follow-up procedures comprehensively and appropriately ordered and performed?

· Are medications ordered and administered appropriately?

· Are antibiotics and tetanus prophylaxis initiated appropriately?

· Is the patient's hospital course followed by a trauma surgeon?

b. Nurses: From the time of patient arrival through final discharge, nurses must quickly and appropriately execute procedures and provide treatment. Consider:

· Is cardiopulmonary resuscitation initiated rapidly and efficiently?

· Is equipment readily available?

· Are universal precautions for body secretions maintained?

· Are the necessary follow-up procedures comprehensively and appropriately performed?

· Are medications appropriately administered?

· Are fluids and blood products appropriately administered?

· Is discharge planning comprehensive and appropriate?

4.
Quality of Charting

The patient's charts must become legible, legal documents that comprehensively and accurately reflect the patient’s course from the time of the injury through discharge. Consider:

· Can the course of events be consistently followed?

· Are discharge summaries comprehensive and timely?

· Are consultations documented?

· Is the assessment of patient problems clear and concise?

· Are charts legible?

5.
Overall Clinical Competence

This represents the reviewers’ overall assessment of the demonstrated competence of the facility to provide trauma care in the specific category of conditions represented by the case.  All things considered, how good was the Trauma Service in recognizing and handling the conditions or problems?  (Clinical Competence is defined as: “the ability and/or qualities requisite for patient care, diagnosis, treatment and management as distinguished from theoretical or experimental knowledge.  Clinical competence includes such elements as skill in obtaining pertinent information from a patient, ability to detect and interpret symptoms and abnormal signs, acumen in arriving at a reasonable diagnosis, and judgment in the management of patients.”)

Attachment B
MEDICAL RECORD REVIEW WORKSHEET

Please note that not all items will apply to every case/facility.

	Facility Name: ________________________________________________________________
Circle all that apply:
In-patient Death

ED Death
ISS>16
      Pediatric

Major Head Trauma
Spinal Cord

Combination Chest/Abdominal Trauma

Length of Stay >2 Weeks

Non Surg Service

MR# __________________________________       
Age _____________                             Sex:   M     F        

Date Admitted, Transferred or Expired (Circle one): __________ _________________ 



	Prehospital Data
	EMS Run Sheet:
	                    Mechanism (check all that apply)

	Transport: 
Ground  
(







Air

(








Pvt Veh
(

Transfer In? 
Y
N

If yes, from where

	        Yes ____    No _____



       B/P-



P-



R-


GCS-
	



	
	
	Blunt       (
GSW       (
Stab         (
MCC       (
Bicycle    (
Helmet     (
No Hel     (
	Assault
    (
Suicide
    (
Fall
    (
Indust
    (
MVC
    (
Driver
    (
Passenger      (
	Restrained       (
No Restraint    (
Airbag
      (
Ejected
      (
Rollover
      (
Ped
      (
Sports
      (
Rec
      (


	Hospital Data
	ED Admit vital signs
	CT Scan:
	Disposition:

	Did pt meet trauma team 

activation criteria? 

Y
N

If yes, was trauma team 

activated?



Y
N

Patient Arrival Time: _________








Team Arrival Time:    _________

Trauma Team: 

Trauma Surgeon  
(





ED Physician

(


Other Physician  
(
ED RN


(
PA/NP


(
Other___________________

Other___________________
	
B/P-



P-


R-


T-


SaO2
Admit ISS:   __________

Admit RTS:  __________

Admit GCS:    __________

DPL:
Y  
N  
NA 

Ultrasound:
Y    N     NA

	Head
         (
Chest
(
Abd

(
Pelvis
(
Spine
(
Neck          (
Other
(
Consults:
Ortho
(
Neuro
(
GU

(
ENT

(

	
                  OR

( 




ICU

( 




Floor
         ( 




Rehab 
(



Transfer
(



Other
( 




Time: ____

Admit Service: ___________

If Transferred:


To where_______________________


Transporting agency_______________


Follow-up info. rec’d:_____________


Total time at sending hospital?_______






	Other Data
	Performance Improvement:

	      Patient's Injuries/Diagnosis:

________________________________

________________________________

________________________________

________________________________

________________________________

	Deaths:
Preventable


      (







Potentially Preventable (







Non-Preventable

      (





Autopsy:     Y          N
	Adequate

( (This could mean not eligible

                          for performance review)

 Inadequate      (


(Discuss)



	


Hospital Course:  (Including surgical procedures, treatment and complications)_____________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________

Hospital course continued:________________________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________

Please remember that you MUST provide comments for any components which were Met with reservations or Not Met.

	Component

	Standards were:

	
	Met 

	Met with Reservations 

(include comments)*
	Not Met (include comments)

	Data Acquisition (completeness and appropriateness of data gathering, including patient assessment)


	
	
	

	Problem Solving (appropriateness of the data collection activities related to patient management decisions, sequence of testing, appropriateness of test chosen, and quality of results) 
	
	
	

	Patient Management (consideration of patient treatment decisions, including the sequence of management actions, timeliness of treatment,  appropriateness of specialty consultant participation)
	
	
	

	Quality of Charting  (completeness of the patient medical record as a legal medical record)
Quality of Physician Documentation

Quality of Nursing Documentation
	
	
	

	
	
	
	

	Overall Clinical Competence**


	
	
	


* Acceptable w/ improvement recommended: minor inefficiencies noted, but performance & outcome fall within acceptable practice standards.
**Clinical Competence is defined as: “the ability and/or qualities requisite for patient care, diagnosis, treatment and management as distinguished from theoretical or experimental knowledge.  Clinical competence includes such elements as skill in obtaining pertinent information from a patient, ability to detect and interpret symptoms and abnormal signs, acumen in arriving at a reasonable diagnosis, and judgment in the management of patients.”

Comments/Recommendations:___________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________













_____________ 





(Reviewer's Initials)

Attachment C. The following chart is OPTIONAL.  However, using it can make chart selection easier for the reviewers.

Trauma Site Review Summary 

Charts pulled for period March 20XX- February 20XX

	Criteria (why chart was pulled – see below*)
	Name
	Med Reco #
	Trauma  #
	Date Admitted to ED
	Age
	Injury Mechanism Description
	ISS
	QA/M&M (yes/no, and date if yes)
	Surgery

(if applicable)
	Other comments/

explanation/

notes

	Xfer to other facility
	Doe, John
	
	111101
	7/7/11
	34
	MVC, ejection
	75
	Y

Sept 2011
	Splenectomy prior to xfer.
	

	Multi-system trauma kept
	Doe, Jane
	
	111112
	10/7/11
	85
	Fall, same level
	18
	Y

Nov 2011
	Yes, 2 days after fall
	Patient co-morbidity and complications let to lengthy hospital stay (13 days)

	Xfer to other facility
	Doe, Baby
	
	111113
	4/7/10
	6 mo.
	NAT (non-accidental trauma)
	25
	Y

June 2010
	N
	

	Death
	Flintstone, Fred
	
	111125
	6,000 B.C.
	42
	Crushed by rock
	75
	Y

July 2010
	N
	Dinosaur unexpectedly let go of rock and pt was trapped beneath. Long extrication due to T. Rex in area.

	Child, admitted
	Flintstone, Pebbles
	
	111243
	5,996 B.C.
	9
	Fall, playground
	4
	N
	N
	Child only kept for pain control.


*Reasons that a chart might be pulled include, but are not limited to:  

1.
transfer, 

2.
death, 

3.
trauma team activation, 

4.
stay > 14 days, 

5.
pediatric pt. (under age 15)

6.
head injury,  with AIS>2

7.
spinal cord injury, 

8.
abdomen/chest injury, with AIS>2 

9.
ISS >15, 

10.
return within 72 hours, 

11. critical or high risk injury kept, 

12. etc. 

PART III – What Happens at the End of the Review
1. Site Review Recommendations

· The on-site review team makes a verbal report of the findings (exit interview) to the facility prior to leaving the facility.  Reviewers will identify which criteria are “met” and” and “not met.”

· Facilities will NOT receive copies of the written feedback on the scoring tool or medical record review documents from the State of Colorado.  Therefore, reviewers will be asked to verbally review the scoring tool to give feedback (positive and negative) to the facility during the exit interview.  Reviewers are also encouraged to spend time providing recommendations to the facility for the future development of its trauma program.  Facilities may choose to make audio, video or written recordings of this session.

2. The Colorado Department of Public Health and Environment (the department) will issue a letter to       the facility within several weeks summarizing the reviewers’ findings and providing information on the subsequent designation process.

3. If any deficiencies are noted at the review, the department will contact the facility to develop a plan of correction for each deficiency.
4. Designation Review Committee (DRC) Recommendations
· The review team’s recommendations are presented to the DRC at its next monthly meeting. If a plan of correction is required, this will also be presented.  The DRC then makes a recommendation to the department regarding the designation of the facility.

· The facility should plan to have at least one representative at the DRC meeting to present any additional information and/or answer questions.  This meeting is available via teleconference. 
5. Departmental Decision Making
· The department makes the final designation determination after consideration of all pertinent factors, including, but not limited to:  the application; the review team’s evaluation and recommendations; the best interest of trauma patients; any unique attributes or circumstances which make the facility capable of meeting particular community needs; the manner in which this facility integrates into the statewide trauma system; and the recommendation of the DRC.

· The department shall provide the applicant with written notification of its decision within 30 days of the DRC recommendation.
· The department may decide to:

· designate the facility at requested level, 

· designate with a plan of correction, 

· designate with a plan of correction and a required re-review, 

· deny the designation, for cause, as set forth in 6 CCR 1015-4 Chapter Three or 

· re-designate the facility as a lower level.  

· Designation shall last three years from the date of the previous designation, unless otherwise revoked for cause.

· If required, the plan of correction is monitored for a year with periodic progress reports submitted to the department.

6. Procedure for Revocation or Denial
· The department will notify a facility in writing of such an action, incorporating its reasons for the action and the facility’s right to appeal.

· All appeals will be conducted according to the State Administrative Procedures Act. More details regarding the process for trauma designation, denial and revocation can be found in the trauma designation rules, 6 CCR, 1015-4, Chapter Three, Sections 301 and 302.

7. Compliance Expectations
The department expects compliance with all criteria as defined in rule.  The process, as summarized above, provides opportunities for facilities out of compliance with a rule to institute a plan of correction prior to the department’s decision.  Time is also built into the denial and appeal processes to allow corrective action to be taken. 
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