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Trauma Center Application 

		Oregon Trauma Center Application







		Date:

		Facility Name:

		Street Address:

		City, State, Zip:

		Mailing Address (if different from above):

		City, State, Zip:



		Initial Designation:				Re-Designation:				Designation Level Change:				Expiration date:





		President/CEO:

		Phone Number:

		Email:



		Trauma Medical Director:

		Phone Number:

		Email:



		Trauma Coordinator/Program Manager:

		Phone Number:

		Email:



		Trauma Registrar:

		Phone Number:

		Email:



		Names of provider liaisons to the PIPS program:

		Emergency Services:

		Orthopedics:

		Neurosurgery:

		Radiology:

		Anesthesia:

		Intensive Care:



		General Hospital information:

		Number of licensed hospital beds               

		Number of hospital beds staffed and operational

		Number of emergency department beds

		Number of ED beds designated for trauma

		Number of operating rooms

		Number of OR designated for trauma

		Number of staffed beds in adult ICU

		Number of ICU beds available for trauma

		Number of staffed beds in peds ICU

		Number of staffed beds available for peds trauma

		Average daily hospital census for the last 6 months

		Total hospital inpatient days

		Average hospital inpatient LOS

		Average percent hospital occupancy

		Number of physicians with medical staff privileges
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Prereview Questionnaire

		Tag/
Criterion		  Standard/Chapter		L1		L2		L3		L4		Evidence of compliance		Critical Type - Type 1 or 2		Documentation- Embed document as requested		OTR & FYI		Self review document		Met/Not Met 		If "Not Met", explain		Reviewer (during survey)

				Acronym Legend: 
ATLS     Advanced Trauma Life Support         ICU      Intensive Care Unit 
CME     Continuing Medical Education           PACU   Post Anesthesia Care Unit
CRNA   Certified Nurse Anesthetist                TMD    Trauma Medical Director
CT         Computed Tomography                       PGY     Post Graduate Year
OPO     Organ Procurement Organization    TBI       Traumatic Brain Injury
ISS        Injury Severity Score                            TPM    Trauma Program Manager
MRI     Magnetic Resonance Imaging           TTA     Trauma Team Activation
NTDB  National Trauma Data Bank              NTDS   National Trauma Data Standard
MOC   Maintenance of Certification             PIPS     Performance Improvement &
                                                                                             Patient Safety		R = Required standard for the applicable category		Not Required		Compliance is covered by other similar criteria		R
Required if service is offered		Acronym Legend:
ATAB            Area Trauma Advisory Board
STAB            State Trauma Advisory Board
TS                  Trauma Surgeon
CPG              Clinical Practice Guideline
ACS              American College of Surgeon
JD                  Job Description
CV                Curriculum Vitae
TQIP            Trauma Quality Improvement Program				Do not submit patient identifiers such as Medical Record or Trauma Band #

		TRAUMA SYSTEMS



		1-1		Active engagement of Trauma Center and their healthcare providers		R		R		R		R		Refer to 5-1-1 		2

		1-2		Regional Trauma System engagement with standardization, implementation and performance improvement and patient safety (PIPS)		R		R		R		R		The trauma program must engage in trauma system planning & development. Also refer to 1-3.		2

		1-3		State and Regional Trauma System development and improvement		R		R		R		R		Embed ATAB & STAB attendance		2



		TRAUMA CENTER DESCRIPTION and THEIR ROLES IN A TRAUMA SYSTEM



		2-1		Trauma center must have an integrated, concurrent PIPS program to ensure optimal care and continuous improvement in care		R		R		R		R		Embed updated Action Plan related to deficiencies from previous survey. Meeting criteria 16-1-1 to 16-3-2 fulfills this requirement.		1

		2-2		Surgical commitment		R		R		R				Meeting criteria 2-9, 2-10, 2-11, 2-12, 6-4, 6-5, 6-6-1, & 6-6-2 fulfills this requirement.		1

		2-3		Trauma centers must be able to provide the necessary human and physical resources (physical plant and equipment) to properly administer acute care consistent with their level of categorization		R		R		R		R		On-site survey tour		2

		2-4		Trauma center must admit at least 1,200 trauma patients yearly or have 240 admissions with an Injury Severity Score (ISS) of more than 15		R								ACS 		1

		2-5		Through the trauma PIPS program and hospital policy, the trauma medical director (TMD) must have responsibility and authority for determining each general surgeon’s ability to participate on the trauma panel based on an annual review		R		R		R				Should be reflected in PIPS Plan embedded in 16-1-1/Hospital Policy/TMD JD embedded in 5-9		2

		2-6-1		Qualified attending surgeons must participate in major therapeutic decisions, be present in the emergency department for major resuscitations, be present at operative procedures, and be actively involved in the critical care of all seriously injured patients		R		R						Chart Review		1

		2-6-2		A resident in postgraduate year 4 or 5 or an attending emergency physician who is part of the trauma team may be approved to begin resuscitation while awaiting the arrival of the attending surgeon but cannot independently fulfill the responsibilities of, or substitute for, the attending surgeon		R		R						Chart Review		1

		2-7		The presence of such a resident or attending emergency physician may allow the attending surgeon to take call from outside the hospital. In this case, local criteria and a PIPS program must be established to define conditions requiring the attending surgeon’s immediate hospital presence		R		R						Chart Review		2

		2-8-1		It is expected that the surgeon will be in the emergency department on patient arrival, with adequate notification from the field. The maximum acceptable response time for the highest-level activation tracked from patient arrival for Level I and II trauma centers is 15 minutes, and 30 minutes for Level III trauma centers. The program must demonstrate that the surgeon’s presence is in compliance at least 80 percent of the time		R		R		R				Refer to 6-6-2		1

		2-8-2		It is expected that the physician (if available) or midlevel provider will be in the emergency department on patient arrival, with adequate notification from the field. The maximum acceptable response time is 30 minutes for the highest level of activation, tracked from patient arrival.
The PIPS program must demonstrate that the physician’s (if available) or midlevel provider’s presence is in compliance at least 80 percent of the time
								R		OTR Team Summary report & Chart Review		1				OTR Team Summary report

		2-9		The attending surgeon’s immediate (within 15 minutes) arrival for patients with appropriate activation criteria must be monitored by the hospital’s trauma PIPS program		R		R						Chart Review.Refer to 6-6-2. Be prepared to show monitoring documentation during survey. 		1

		2-10		The trauma surgeon on call must be dedicated to a single trauma center while on duty		R		R						Refer to 6-5		2

		2-11		A published backup call schedule for trauma surgery must be available		R		R						Refer to 6-6-1		2

		2-12		Continuous general surgical coverage						R				Have two months trauma surgeon call schedule available on site survey		2

		2-13-1		Well-defined transfer plans are essential						R		R		Refer to Transfer Policy embedded in 4-3-1.		2

		2-13-2		Collaborative treatment and transfer guidelines reflecting the Level IV facilities’ capabilities must be developed and regularly reviewed, with input from higher-level trauma centers in the region								R		If not following Exhibit 5, have CPG available during site survey		2

		2-14		24-hour emergency coverage by a physician or midlevel provider								R		Refer to 2-15		2

		2-15		The emergency department must be continuously available for resuscitation with coverage by a registered nurse and physician or midlevel provider, and it must have a physician director								R		Have two months call schedule available on site survey		2

		2-16		Emergency department providers that are not board certified in emergency medicine must maintain current Advanced Trauma Life Support® (ATLS®) certification as part of their competencies in trauma								R		Refer to 7-15		2

		2-17		There is a TMD and trauma program manager (TPM) knowledgeable and involved in trauma care that work together with guidance from the trauma peer review committee to identify events, develop corrective action plans, and ensure methods of monitoring, reevaluation, and benchmarking		R		R		R		R		Opening presentation and criteria 5-5-1 and 5-23-1		2

		2-18		Multidisciplinary trauma peer review committee must meet regularly, with required attendance of medical staff active in trauma resuscitation, to review systemic and care provider issues, as well as propose improvements to the care of the injured		R		R		R		R		Embed multidisciplinary trauma peer review attendance		2

		2-19		PIPS program must have audit filters to review and improve pediatric and adult patient care		R		R		R		R		Have filter available during site survey		2

		2-20		Because of the greater need for collaboration with receiving trauma centers, trauma center must actively participate in regional or statewide trauma system meetings and committees that provide oversight								R		Refer to 1-3		2

		2-21		Trauma center must be the local trauma authority and participate in the provision of training for prehospital and hospital-based providers								R		Present during survey opening presentation		2

		2-22		Facility must participate in regional disaster management plans and exercises		R		R		R		R		Provide documentation during survey. Include in opening presentation.		2

		2-23		Any adult trauma center that annually admits to the hospital 100 or more injured children younger than 15 years must fulfill the following additional criteria demonstrating their capability to care for injured children: trauma surgeons must be credentialed for pediatric trauma care by the hospital’s credentialing body		R		R		R				OTR Age Under 15 report.		2				OTR Age Under 15 report.

		2-24		There must be a pediatric emergency department area, a pediatric intensive care area, appropriate resuscitation equipment, and a pediatric-specific trauma PIPS program		R		R		R				On site survey tour		2

		2-25		For adult trauma centers annually admitting to the hospital fewer than 100 injured children younger than 15 years, these resources are desirable. These hospitals, however, must review the care of their injured children through their PIPS program		R		R		R				OTR Age Under 15 report & PIPS Plan embedded in 16-1-1		2				OTR Age Under 15 report



		PREHOSPITAL TRAUMA CARE



		3-1		The trauma program must participate in the training of prehospital personnel, the development and improvement of prehospital care protocols, and PIPS programs		R		R		R		R		Present during survey opening presentation		2

		3-2		The protocols that guide prehospital trauma care must be established by the trauma health care team, including surgeons, emergency physicians, medical directors for EMS agencies, and basic and advanced prehospital personnel		R		R		R		R		Should be reflected in PIPS Plan embedded in 16-1-1		2

		3-3		Rigorous multidisciplinary performance improvement is essential to evaluate overtriage and undertriage rates to attain the optimal goal of less than 5 percent undertriage		R		R		R				OTR ISS By ED Activation report and reflected in PIPS Plan embedded in 16-1-1		2				OTR ISS By ED Activation report

		3-4		The TMD must be involved in the development of the trauma center’s bypass (diversion) protocol		R		R		R				Embed Diversion Policy
Note: Level IV, embed Diversion Policy here for consistent reference.		2

		3-5		The trauma surgeon must be involved in the decision regarding bypass (diversion) each time the center goes on bypass		R		R		R				Should be reflected in Diversion Policy embedded in 3-4		2

		3-6		The trauma center must not be on bypass (diversion) more than 5 percent of the time		R		R		R				Should be reflected in Diversion Policy embedded in 3-4		2

		3-7		When a trauma center is required to go on bypass or to divert, the center must have a system to notify dispatch and EMS agencies. The center must do the following:
• Prearrange alternative destinations with transfer agreements in place;
• Notify other centers of divert or advisory status; - Maintain a divert log; and
• Subject all diverts and advisories to performance improvement procedures
		R		R		R		R		Should be reflected in Diversion Policy embedded in 3-4. Embed Diversion Log
Note: Level IV, embed Diversion Policy in 3-4.		2		                                        



		INTERHOSPITAL TRANSFERS



		4-1		Direct physician-to-physician contact is essential		R		R		R		R		Chart review during survey		2

		4-2		The decision to transfer an injured patient to a specialty care facility in an acute situation must be based solely on the needs of the patient and not on the requirements of the patient’s specific provider network (for example, a health maintenance organization or a preferred provider organization) or the patient’s ability to pay		R		R		R				Chart review during survey. Should be reflected in PIPS plan embedded in 16-1-1		2

		4-3-1		A very important aspect of interhospital transfer is an effective PIPS program that includes evaluating transport activities		R		R		R		R		Chart review. OTR Transferred Out Patients report. Embed Transfer Policy		2				OTR Transferred Out Patients report

		4-3-2		Perform a PIPS review of all transfers out		R		R		R		R		This should be reflected in the chart review during survey		2



		HOSPITAL ORGANIZATION and the TRAUMA PROGRAM



		5-1-1		A decision by a hospital to become a trauma center requires the commitment of the institutional governing body and the medical staff		R		R		R		R		Letter of support signed by Chairman of Board, CEO and president of medical staff. Current within 12 months.		2

		5-1-2		Documentation of administrative commitment is required from the governing body and the medical staff		R		R		R		R		Refer to 5-1-1		1

		5-2		This [administrative] support must be reaffirmed continually (every 3 years) and must be current at the time of categorization		R		R		R		R		Refer to 5-1-1		2

		5-3		The [medical staff] support must be reaffirmed continually (every 3 years) and must be current at the time of categorization		R		R		R		R		Refer to 5-1-1		2

		5-4		The trauma program must involve multiple disciplines and transcend normal departmental hierarchies		R		R		R				Refer to 16-3-1		2

		5-5-1		The TMD must be a current board-certified general surgeon (or a general surgeon eligible for certification by the American Board of Surgery according to current requirements) or a general surgeon who is an American College of Surgeons Fellow with a special interest in trauma care and must participate in trauma call		R		R		R				Embed TMD CV. Have board certification copy available during site survey.		1

		5-5-2		TMD is a physician practicing emergency medicine, responsible for coordinating the care of injured patients, verifies continuing medical education (CME) of personnel, and has oversight of the trauma quality improvement process. The TMD is clinically involved with trauma patient management and responsible for credentialing of trauma team members								R		Should be reflected in TMD JD embedded in 5-9.		1

		5-6		The TMD must be current in ATLS®		R		R		R		R		Show ATLS certificate during site survey		2

		5-7		The TMD must maintain an appropriate level of trauma- related extramural CME (12 hours annually, or 36 hours in 3 years)		R		R						Have documentation available during survey		2

		5-8		Membership and active participation in regional or national trauma organizations are essential for the TMD in Level I and II trauma centers and are desirable for TMDs in Level III and IV facilities		R		R						Should be reflected in attendance sheet embedded in 1-3		2

		5-9		The TMD must have the authority to manage all aspects of trauma care		R		R		R				Embed TMD JD 		2

		5-10		The TMD must chair and attend a minimum of 50% of the multidisciplinary trauma peer review committee meetings		R		R		R				This should be reflected in form embedded in 2-18.		2

		5-11-1		The TMD, in collaboration with TPM, must have the authority to correct deficiencies in trauma care and exclude from trauma call the trauma team members who do not meet specified criteria		R		R		R				Should be included in JD embedded in 5-9		2

		5-11-2		In addition, the TMD must perform an annual assessment of the trauma panel providers in the form of Ongoing Professional Practice Evaluation (OPPE) and Focused Professional Practice Evaluation (FPPE) when indicated by findings of the PIPS process		R		R		R				Be able to provide documentation when asked during survey. Per ACS 2/15/2019 clarification, the OPPE may be done by specialty liaisons with approval by TMD. 		2

		5-12		The TMD must have the responsibility and authority to ensure compliance with the above requirements and cannot direct more than one trauma center		R		R		R				Should be included in JD embedded in 5-9		2

		5-13		The criteria for a graded activation must be clearly defined by the trauma center, with the highest level of activation including the six required criteria listed in Exhibit 3.		R		R		R		R		Embed Activation Policy. Include all elements from 5-13 to 5-16-2.		2

		5-14		Trauma centers highest level of activation requires the response of the full trauma team within 15 minutes of arrival of the patient, and the criteria should include physiologic criteria and some or several of the anatomic criteria		R		R						Reflect in OTR Team Summary report & in Activation Policy embedded in 5-13		2				OTR Team Summary report

		5-15		Trauma centers team must be fully assembled within 30 minutes						R		R		OTR Team Summary report 		2				OTR Team Summary report

		5-16-1		Other potential criteria for trauma team activation that have been determined by the trauma program to be included in the various levels of trauma activation must be evaluated on an ongoing basis in the PIPS process to determine their positive predictive value in identifying patients who require the resources of the full trauma team.		R		R		R		P		Chart review during survey. Reflected in PIPS plan embedded in 16-1-1.		2

		5-16-2		The emergency physician may initially evaluate the limited-tier trauma patient, but the center must have a clearly defined response expectation for the trauma surgical evaluation of those patients requiring admission		R		R		R				Include in Activation Policy embedded in 5-13		2

		5-17-1		Seriously injured patients must be admitted to, or evaluated by, an identifiable surgical service staffed by credentialed trauma providers		R		R						Embed Trauma Admission Policy		2

		5-17-2		Injured patients may be admitted to individual surgeons, but the structure of the program must allow the TMD to have oversight authority for the care of these patients.						R				Include in Trauma Admission Policy embedded in 5-17-1		2

		5-18		Programs that admit more than 10% of injured patients to non-surgical services must review all non-surgical admissions through the trauma PIPS process		R		R		R				Should be reflected in PIPS plan embedded in 16-1-1		2

		5-19		Sufficient infrastructure and support to ensure adequate provision of care must be provided for this service		R		R						Chart review during survey, PIPS process		2

		5-20		In teaching facilities, the requirements of the residency review committees must be met		R		R						ACS review; Have documentation available during site review.		2

		5-21		There must be a method to identify the injured patients, monitor the provision of health care services, make periodic rounds, and hold formal and informal discussions with individual practitioners						R				Should be reflected in PIPS plan embedded in 16-1-1		1

		5-22		In addition to administrative ability, the TPM must show evidence of educational preparation and clinical experience in the care of injured patients		R		R		R				Embed the TPM/TNC CV
Note: Level IV, embed the TPM/TNC CV here.		2

		5-23-1		There must be a minimum of 1.0 FTE TPM or Trauma Coordinator dedicated to the trauma program for trauma centers with ≥ 250 patients per year		R		R		R		R		Embed TPM/TNC JD, include FTE		2

		5-23-2		A proportionate FTE Trauma Coordinator must be employed for trauma centers with  < 250 patients per year						R		R		Should be reflected in TPM/TNC JD embedded in 5-23-1		2

		5-24-1		The TPM or Trauma Coordinator must show evidence of educational preparation, with a minimum of 16 hours per year (internal or external) of trauma-related continuing education and clinical experience in the care of injured patients		R		R		R				Should be reflected in CV embedded in 5-22		2

		5-24-2		The Trauma Coordinator must show evidence of educational preparation with a minimum of 4 hours per year (internal or external) of trauma-related continuing education and has completed an accredited course in the care of trauma patients								R		Embed the TPM/TNC CV in 5-22		2

		5-25		The trauma center’s PIPS program must have a multidisciplinary trauma peer review committee chaired by the TMD		R		R		R				Should be reflected in PIPS plan embedded in 16-1-1		2



		CLINICAL FUNCTIONS – GENERAL SURGERY



		6-1		General surgeons caring for trauma patients must meet certain requirements, as described herein. These requirements may be considered to be in four categories: current board certification, clinical involvement, PIPS, and education.		R		R		R				Embed Master Roster
Note: Level IV, Embed Master Roster here for consistent reference. 		2

		6-2		Board certification or eligible for certification by the American Board of Surgery according to current requirements or the alternate pathway as described by the American College of Surgeons (ACS) is essential for general surgeons who take trauma call.		R		R		R				Refer to 6-3 & 6-10-1.		2

		6-3		Non-board certified surgeons meet alternate criteria as described by ACS		R		R		R				Provide completion of ACS requirements during survey		2

		6-4		Trauma surgeons must have privileges in general surgery		R		R		R				Should be reflected in the Master Roster embedded in 6-1		2

		6-5		The trauma surgeon on call must be dedicated to a single trauma center while on duty		R		R						Show contract or policy during survey		1

		6-6-1		A published backup call schedule for trauma surgery must be available		R		R						Have two months trauma surgeon call schedule available on site survey		2

		6-6-2		Maximum acceptable response time is 15 minutes for Level I and Level II; 30 minutes for Level III and Level IV. Response time is tracked from patient arrival rather than from notification or activation. 80% attendance threshold must be met for highest level of activation.		R		R		R		R		OTR Team Summary report & Be able to provide PI documentation during survey.		1				OTR Team Summary report

		6-7-1		The attending surgeon is expected to be present in the operating room for all operations. A mechanism for documenting this presence is essential		R		R		R				Can be determined during chart review		2

		6-7-2		There must be a multidisciplinary trauma peer review committee chaired by the TMD with representatives from: general surgery, orthopedic surgery, emergency medicine, ICU, and anesthesia – and for Level I and Level II trauma centers, neurosurgery and radiology. Liaisons from orthopedic surgery, emergency medicine, ICU, anesthesiology, neurosurgery, and radiology must attend a minimum of 50% of the meetings with appropriate documentation.		R		R		R				Should be reflected in the multidisciplinary attendance embedded in 2-18.		2

		6-8		Each member of the group of general surgeons must attend at least 50 percent of the multidisciplinary trauma peer review committee meetings		R		R		R				Should be reflected in the multidisciplinary attendance embedded in 2-18.		2

		6-9-1		All general surgeons on the trauma team must have successfully completed the ATLS® course at least once		R		R		R		R		Show ATLS certificate during site survey		2

		6-9-2		The TMD must accrue an average of 12 hours annually or 36 hours in 3 years of verifiable external trauma-related CME		R		R						Refer to 5-7		2

		6-10-1		Trauma surgeons participating on the trauma call panel must demonstrate evidence of ongoing trauma-related education. Staying current with board maintenance of certification (MOC) requirements is an acceptable method of demonstrating ongoing trauma-related education (CME).

Other general surgeons who are not actively enrolled in the board MOC process, must meet this requirement by the acquisition of 12 hours of trauma-related CME per year on average or by demonstrating participation in an internal educational process conducted by the trauma program based on the principles of practice-based learning and the PIPS program.		R		R		R				Show proof of current board or CME during survey. Arranged in the order of the Master Roster embedded in 6-1.		2

		6-10-2		General surgeons in a Level IV trauma hospital who take trauma call must be knowledgeable and current in the care of injured patients. This requirement must be met by the acquisition of 8 hours of trauma-related CME per year on average or by demonstrating participation in an internal educational process conducted by the trauma program based on the principles of practice-based learning and the PIPS program. Staying current with board MOC requirements is an acceptable method of demonstrating ongoing trauma-related education (CME).								R		Show proof of current board or CME during survey. Arranged in the order of the Master Roster embedded in 6-1. Use Master Roster form provided in 6-1.		2



		CLINICAL FUNCTIONS – EMERGENCY MEDICINE



		7-1-1		The emergency department must have a designated emergency physician director supported by an appropriate number of additional physicians to ensure immediate care for injured patients		R		R		R				Should be reflected in the Master Roster embedded in 6-1.		1

		7-1-2		The emergency department must have a designated emergency physician director supported by an appropriate number of additional providers to ensure immediate care for injured patients								R		Refer to 7-1-1		1

		7-2		An emergency physician must be present in the department at all times		R		R						Chart review. Reflected in PIPS plan embedded in 16-1-1.		1

		7-3		Occasionally, it is necessary for the physician to leave the emergency department for short periods to address in- house emergencies. Such cases and their frequency must be reviewed by the PIPS program to ensure that this practice does not adversely affect the care of patients in the emergency department						R				If applicable, be able to provide documentation during survey.		2

		7-4		In institutions in which there are emergency medicine residency training programs, supervision must be provided by an in-house attending emergency physician 24 hours per day		R		R		R				If applicable, be able to provide documentation during survey.		2

		7-5		These roles and responsibilities must be defined, agreed on, and approved by the TMD		R		R		R				Should be reflected in JD embedded in 5-9		2

		7-6-1		Board certification or eligibility for certification by the appropriate emergency medicine board according to current requirements or the alternate pathway is essential for physicians staffing the emergency department and caring for trauma patients		R		R		R				Show proof of current board certification or CME during survey. Arranged in the order of the Master Roster embedded in 6-1.		2

		7-6-2		Non-board certified emergency medicine physicians meet alternate criteria as described by ACS		R		R		R				Provide completion of ACS requirements during survey		2

		7-7		Emergency physicians on the call panel must be regularly involved in the care of injured patients		R		R		R				Chart review & % meeting response time documented in Master Roster embedded in 6-1.		2

		7-8		A representative from the emergency department must participate in the prehospital PIPS program		R		R		R				Refer to 7-9		2

		7-9		A designated emergency physician liaison must be available to the TMD for PIPS issues that occur in the emergency department		R		R		R				Should be reflected in multidisciplinary attendance embedded in 2-18		2

		7-10		Emergency physicians must participate actively in the overall trauma PIPS program and the multidisciplinary trauma peer review committee		R		R		R				Completion of 7-11 will show compliance		2

		7-11		The emergency medicine liaison on the multidisciplinary trauma peer review committee must attend a minimum of 50 percent of the committee meetings		R		R		R				Reflected in the multidisciplinary meeting attendance embedded in 2-18		2

		7-12		The liaison from emergency medicine must accrue an average of 12 hours annually or 36 hours in 3 years of verifiable external trauma-related CME, if not board eligible or board certified. 		R		R						Show proof of current board certification or CME during survey		2

		7-13-1		Emergency physicians participating on the trauma call panel must demonstrate evidence of ongoing trauma- related education. Staying current with board MOC requirements is an acceptable method of demonstrating ongoing trauma-related education (CME).
Other emergency physicians who are not actively enrolled in the board MOC process, must meet this requirement by documenting the acquisition of 12 hours of trauma-related CME per year on average or by demonstrating participation in an internal educational process conducted by the trauma program based on the principles of practice-based learning and the PIPS program.		R		R		R				Refer to 7-6-1		2

		7-13-2		Emergency physicians in Level IV trauma hospital who participate on the trauma team also must be knowledgeable and current in the care of injured patients. This requirement may be met by documenting the acquisition of 8 hours of trauma-related CME per year on average or by demonstrating participation in an internal educational process conducted by the trauma program based on the principles of practice-based learning and the PIPS program. Staying current with board MOC requirements is an acceptable method of demonstrating ongoing trauma-related education (CME).								R		Show proof of current board/CME during survey. Arranged in the order of the Master Roster embedded in 6-1.		2

		7-14		All board-certified emergency physicians or those eligible for certification by an appropriate emergency medicine board according to current requirements must have successfully completed the ATLS course at least once		R		R		R		R		Will satisfy OAR 333-200-0080 3C. Have documentation available during survey. 		2

		7-15		Physicians who are certified by boards other than emergency medicine who treat trauma patients in the emergency department are required to have current ATLS status		R		R		R		R		Have documentation available during survey		2



		CLINICAL FUNCTIONS – NEUROSURGERY



		8-1		Neurotrauma is organized and led by a highly experienced and devoted neurosurgeon. If this surgeon is not the director of the neurosurgery service, a neurologic surgeon liaison must be designated		R		R						Neurosurgical leader and liasion name in Designation Application tab.		1

		8-2		Neurotrauma care must be continuously available for all TBI and spinal cord injury patients and must be present and respond within 30 minutes based on institutional-specific criteria		R		R						Embed Neurosurgical Policies & response times. Reflected in Activation Policy embedded in 5-13		1

		8-3		A reliable, published neurotrauma call schedule must be provided with formally arranged contingency plans in case the capability of the neurosurgeon, hospital, or system to care for neurotrauma patients is overwhelmed		R		R						Have two-month call schedule available during survey		1

		8-4		The center must have a predefined and thoroughly developed neurotrauma diversion plan that is implemented when the neurosurgeon on call becomes encumbered. A predefined, thoroughly developed neurotrauma diversion plan must include the following:
• Emergency medical services notification of neurosurgery advisory status/diversion;
• A thorough review of each instance by the PIPS program; and
• Monitoring of the efficacy of the process by the PIPS program		R		R						Should be reflected in Diversion policy embedded in 3-4 and Activation policy embedded in 5-13.		2

		8-5		A formal, published contingency plan must be in place for times in which a neurosurgeon is encumbered upon the arrival of a neurotrauma case. The contingency plan must include the following:
• A credentialing process to allow the trauma surgeon to provide initial evaluation and stabilization of the neurotrauma patient;
• Transfer agreements with a similar or higher-level verified trauma center;
• Direct contact with the accepting facility to arrange for expeditious transfer or ongoing monitoring support; and
• Monitoring of the efficacy of the process by the PIPS program.		R		R		R				Have available during survey. Every case in which NS is encumbered and entails transfer of the patient must be reviewed by PIPS.		2

		8-6-1		If one neurosurgeon covers two centers within the same limited geographic area, there must be a published backup schedule		R		R		R				If applicable, have call schedule available during survey. Can use the call shedule provided for 8-3.		2

		8-6-2		The performance improvement process must demonstrate that appropriate and timely care is provided		R		R		R				Refer to 8-3		2

		8-7		There must be a plan approved by the TMD that determines which types of neurosurgical injuries may remain and which should be transferred						R				Include in CPG embedded in 16-7-6		2

		8-8		Transfer agreements must exist with appropriate Level I and Level II trauma centers						R				Embed Transfer Agreement
Note: Level I & II, embed Transfer Agreement here as referred from 12-1		2

		8-9		In all cases, whether patients are admitted or transferred, the care must be timely, appropriate, and monitored by the PIPS program						R				Include documentation in the patient's chart. 		1

		8-10-1		Board certification or eligibility for certification by an appropriate neurosurgical board according to the current requirements or the alternate pathway is essential for neurosurgeons who take trauma call		R		R		R				Levels 1 & 2, refer to 8-15-1
Level 3, refer to 8-15-2
Level 4, refer to 8-15-3		2

		8-10-2		Alternate Criteria for Non-Board Certified Neurosurgeons		R		R		R				Provide completion of ACS requirements during survey. 		2

		8-11		Qualified neurosurgeons should be regularly involved in the care of patients with head and spinal cord injuries and must be credentialed by the hospital with general neurosurgical privileges		R		R						Refer to 8-15-1		1

		8-12		The neurosurgery service must participate actively in the overall trauma PIPS program		R		R						Reflected in multidisciplinary attendance embedded in 2-18		2

		8-13-1		The neurosurgery liaison on the multidisciplinary trauma peer review committee must attend a minimum of 50 percent of the committee’s meetings		R		R						Reflected in multidisciplinary attendance embedded in 2-18		2

		8-13-2		Centers with any emergent neurosurgical cases must also have the participation of neurosurgery on the multidisciplinary trauma peer review committee						R				Reflected in multidisciplinary attendance embedded in 2-18		2

		8-14		The liaison representative from neurosurgery must accrue an average of 12 hours annually or 36 hours in 3 years of verifiable external trauma-related CME, if not board eligible or board certified.		R		R						Have CME available during survey		2

		8-15-1		Neurosurgeons participating on the trauma call panel must demonstrate evidence of ongoing trauma-related education. Staying current with board MOC requirements is an acceptable method of demonstrating ongoing trauma-related education (CME)

Other neurosurgeons participating in trauma call who are not actively enrolled in the board MOC process, must meet this requirement by the acquisition of 12 hours of trauma-related CME per year on average or through an internal educational process conducted by the trauma program and the neurosurgical liaison based on the principles of practice-based learning and the PIPS program		R		R						Show proof of current board /CME during survey. 		2

		8-15-2		If a Level III trauma hospital is providing this service, other neurosurgeons participating in trauma call also must be knowledgeable and current in the care of injured patients. This requirement may be documented by the acquisition of 12 hours of trauma-related CME per year on average or through an internal educational process conducted by the trauma program and the neurosurgical liaison based on the principles of practice-based learning and the PIPS program. Staying current with board MOC requirements is an acceptable method of demonstrating ongoing trauma-related education (CME).						R				Show proof of current board/CME during survey. Arranged in the order of the Master Roster embedded in 6-1.		2

		8-15-3		If a Level IV trauma hospital is providing this service, other neurosurgeons participating in trauma call also must be knowledgeable and current in the care of injured patients. This requirement may be documented by the acquisition of 8 hours of trauma-related CME per year on average or through an internal educational process conducted by the trauma program and the neurosurgical liaison based on the principles of practice-based learning and the PIPS program. Staying current with board MOC requirements is an acceptable method of demonstrating ongoing trauma-related education (CME).								R		Show proof of current board/CME during survey.		2



		CLINICAL FUNCTIONS – ORTHOPEDIC SURGERY



		9-1		Because of their skills and training in the management of the acute and rehabilitation phases of musculoskeletal trauma, physical and occupational therapists and rehabilitation specialists are essential		R		R						Refer to 12-2		2

		9-2		Operating rooms must be promptly available to allow for emergency operations on musculoskeletal injuries, such as open fracture debridement and stabilization, external fixator placement, and compartment decompression		R		R		R				Chart review during survey		1

		9-3		A system must be organized so that musculoskeletal trauma cases can be scheduled without undue delay and not at inappropriate hours that might conflict with more urgent surgery or other elective procedures		R		R						Chart review during survey		2

		9-4		There must be an orthopedic surgeon who is identified as the liaison to the trauma program		R		R		R				Reflected in multidisciplinary attendance embedded in 2-18		1

		9-5-1		Orthopedic care must be overseen by an individual who has completed a fellowship in orthopedic traumatology approved by the Orthopedic Trauma Association (OTA)		R								ACS review		1

		9-5-2		In a pediatric trauma center this requirement may be met by having formal transfer agreements that specify which cases will be transferred for high level orthopedic oversight and assuring that all such transfers (or potential transfers) are reviewed as part of the performance improvement process.										If applicable, have available during survey. In ACS, This is for PTC 1		1

		9-6		Orthopedic team members must have dedicated call at their institution or have an effective backup call system		R		R						Have two months call schedule available during survey		2

		9-7		Orthopedic team members must be available in the trauma resuscitation area within 30 minutes after consultation has been requested by the surgical trauma team leader for multiply injured patients based on institution-specific criteria.		R		R						Chart review during survey should show PIPS process		2

		9-8		The performance improvement process must ensure that care is timely and appropriate		R		R						Chart review during survey should show PIPS process		2

		9-9		If the on-call orthopedic surgeon is unable to respond promptly, a backup consultant on-call surgeon must be available		R		R						Chart review during survey should show PIPS process		2

		9-10-1		The design of this system is the responsibility of the orthopedic trauma liaison but must be approved by the TMD		R		R						Chart review during survey should show PIPS process		2

		9-10-2		All necessary resources for modern musculoskeletal trauma care must be provided including instruments, equipment, and personnel, along with readily available operating rooms for musculoskeletal trauma procedures		R		R						Tour and chart review		2

		9-11		An orthopedic surgeon must be on call and promptly available 24 hours a day						R				Refer to 9-6 documentation 		2

		9-12		If the orthopedic surgeon is not dedicated to a single facility while on call, then a published backup schedule is required						R				Refer to 9-6 documentation.		2

		9-13		The PIPS process must review the appropriateness of the decision to transfer or retain major orthopedic trauma cases						R				Chart review. Should be reflected in PIPS plan embedded in 16-1-1.		2

		9-14		There must be protocols for the following orthopedic emergencies:
1) the type and severity of pelvic and acetabular fractures that will be treated at the institutions as well as those that will be transferred out for care;
2) the timing and sequence for the treatment of long bone fractures in multiple injured patients; and
3) the wash out time for open fractures. These protocols must be included as part of the PIPS process		R		R						Embed CPG		2

		9-15		The orthopedic service must participate actively with the overall trauma PIPS program and the multidisciplinary trauma peer review committee		R		R		R				Reflected in multidisciplinary attendance embedded in 2-18.		2

		9-16		The orthopedic liaison to the trauma PIPS program must attend a minimum of 50 percent of the multidisciplinary trauma peer review committee meetings		R		R		R				Reflected in multidisciplinary attendance embedded in 2-18.		2

		9-17-1		Board certification or eligibility for certification by an appropriate orthopedic board according to the current requirements, or the alternate pathway is essential for orthopedic surgeons who take trauma call		R		R		R				Reflected in Master Roster embedded in 6-1		2

		9-17-2		Alternate Criteria for Non-Board Certified Orthopedic Surgeons		R		R		R				Provide completion of ACS requirements during survey.		2

		9-18		The orthopedic surgical liaison to the trauma program must accrue an average of 12 hours annually or 36 hours in 3 years of verifiable external trauma-related CME, if not board eligible or board certified.		R		R						Show proof of current board certification or CME during survey. 		2

		9-19-1		Orthopedic surgeons participating on the trauma call panel must demonstrate evidence on ongoing trauma-related education. Staying current with board MOC is an acceptable method of ongoing trauma-related education. Other members of the orthopedic trauma team who are not actively enrolled in the board MOC process must meet this requirement by the acquisition of 12 hours of trauma-related CME per year on average or through an internal educational process conducted by the trauma program and the orthopedic liaison based on the principles of practice-based learning and the PIPS program		R		R		R				Show proof of current board certification or CME during survey.		2

		9-19-2		If a Level IV trauma hospital provides this service, other members of the orthopedic trauma team must be knowledgeable about and current in the care of injured patients. This requirement may be documented by the acquisition of 8 hours of trauma-related CME per year on average or through an internal educational process conducted by the trauma program and the orthopedic liaison based on the principles of practice-based learning and the PIPS program. Staying current with board MOC requirements is an acceptable method of demonstrating ongoing trauma-related education (CME)								R		Show proof of current board certification or CME during survey.		2



		PEDIATRIC TRAUMA CARE

		Trauma hospitals seeking categorization as a Level I or Level II Pediatric Trauma Center shall meet the following pediatric trauma care standards.



		10-1-1		Hospitals that pursue categorization as pediatric trauma centers must meet the same resource requirements as adult trauma centers, in addition to pediatric resource requirements.		R		R						Pediatric designation is aligned with adult designation		2

		10-1-2		A Level I pediatric trauma center must annually admit 200 or more injured children younger than 15 years		R								ACS Review		1

		10-2		A Level II pediatric trauma center must annually admit 100 or more injured children younger than 15 years				R						OTR Age Under 15 report		1				OTR Age Under 15 report

		10-3		All Level I and II pediatric trauma centers must have a dedicated pediatric trauma program manager		R		R						Embed JD and CV 		1

		10-4		All Level I and II pediatric trauma centers must have a pediatric trauma registrar		R		R						Embed JD and CV 		2

		10-5		In a Level I pediatric trauma center, the pediatric trauma program manager must be a full-time position dedicated to the pediatric trauma service		R								Include in JD embedded in 10-3		2

		10-6		All pediatric trauma centers must have a pediatric trauma performance improvement and patient safety (PIPS) program		R		R						Embed Pediatric PIPS plan		1

		10-7		In addition, all pediatric trauma centers must have the following programs: pediatric rehabilitation, child life and family support programs, pediatric social work, child protective services, pediatric injury prevention, community outreach, and education of health professionals and the general public in the care of pediatric trauma patients		R		R						Include in Pediatric PIPS plan embedded in 10-6.		2

		10-8		Level I and II pediatric trauma centers must have a mechanism in place to assess children for maltreatment		R		R						Embed Pediatric Clinical Guidelines		2

		10-9		Level I pediatric trauma centers must have identifiable pediatric trauma research		R								ACS Review		2

		10-10		The pediatric Level I center’s research requirement is equivalent to that of adult Level I trauma centers		R								ACS Review		2

		10-11		In combined Level I adult and pediatric centers, half of the research requirement must be pediatric research		R								ACS Review		2

		10-12		A Level I pediatric trauma center must have at least two surgeons who are board certified or eligible for certification by the American Board of Surgery according to current requirements in pediatric surgery		R								ACS Review		1

		10-13		On staff, there must be one board-certified surgeon or one surgeon eligible for certification by an appropriate orthopedic board according to the current requirements of that board who also has had pediatric fellowship training		R								ACS Review		1

		10-14		Additionally, there must be on staff at least one board-certified surgeon or one surgeon eligible for certification by an appropriate neurosurgical board according to current requirements of that board who also has had pediatric fellowship training		R								ACS Review		1

		10-15		There must be one additional board-certified orthopedic surgeon or surgeon eligible for certification by an appropriate orthopedic board according to the current requirements of that board, who is identified with demonstrated interests and skills in pediatric trauma care		R								ACS Review		2

		10-16		There must be one additional board-certified neurosurgeon or surgeon eligible for certification by an appropriate neurosurgical board according to the current requirements of that board, who is identified with demonstrated interests and skills in pediatric trauma care		R								ACS Review		2

		10-17		There must be two physicians who are board certified or eligible for certification in pediatric critical care medicine, according to current requirements in pediatric critical care medicine: or in pediatric surgery and surgical critical care by the American Board of Surgery		R								ACS Review		1

		10-18		There must be two physicians who are board certified or eligible for certification by an appropriate emergency medicine board according to current requirements in pediatric emergency medicine		R								ACS/Pediatric review onsite		2

		10-19		The pediatric intensive care unit must be staffed by individuals credentialed by the hospital to provide pediatric trauma care in their respective areas		R		R						Pediatric review onsite		2

		10-20		The pediatric section of the emergency department must be staffed by individuals credentialed by the hospital to provide pediatric trauma care in their respective areas		R		R						Pediatric review onsite		2

		10-21		In a Level II pediatric trauma center, there must be at least one pediatric surgeon who is board-certified or eligible for certification by the American Board of Surgery according to current requirements in pediatric surgeon				R						Pediatric review onsite		1

		10-22		There must be one surgeon who is board-certified or eligible for certification by an appropriate orthopedic board identified with demonstrated interests and skills in pediatric trauma care				R						Pediatric review onsite		2

		10-23		There must be one surgeon who is board-certified or eligible for certification by an appropriate neurosurgical board identified with demonstrated interests and skills in pediatric trauma care				R						Pediatric review onsite		1

		10-24		In a Level I pediatric trauma center, the pediatric trauma medical director must be board certified or eligible for certification by the American Board of Surgery according to current requirements for pediatric surgery or alternatively, a pediatric surgeon who is a Fellow of the American College of Surgeons with a special interest in pediatric trauma care, and must participate in trauma call.		R								ACS Review		1

		10-25		In a Level II pediatric trauma center, the pediatric trauma medical director should be a board-certified pediatric surgeon or a surgeon eligible for certification by the American Board of Surgery according to current requirements for pediatric surgeons. This individual must be a board-certified general surgeon or a general surgeon eligible for certification by the American Board of Surgery according to current requirements qualified to serve on the pediatric trauma team as defined in the following paragraph.				R						Pediatric review onsite		1

		10-26		When the number of pediatric surgeons on staff is too few to sustain the pediatric trauma panel, general surgeons who are board certified or eligible for certification by the American Board of Surgery according to current requirements may serve on the pediatric trauma team. In this circumstance, they must be credentialed by the hospital to provide pediatric trauma care, be members of the adult trauma panel, and be approved by the pediatric trauma medical director		R		R						Pediatric review onsite		1

		10-27		At a minimum, a Level I pediatric trauma center must have continuous rotations in trauma surgery for senior residents (Clinical PGY 3–5) who are part of an Accreditation Council for Graduate Medical Education–accredited program		R								ACS Review		1

		10-28		At a minimum, these rotations should include residency programs in all the following specialties: general surgery, orthopedic surgery, emergency medicine, and neurosurgery. They may also include support of a pediatric surgical fellowship		R								ACS Review		1

		10-29		In Level I and II pediatric trauma centers, other specialists (in anesthesiology, neurosurgery, orthopedic surgery, emergency medicine, radiology, and rehabilitation) providing care to injured children who are not pediatric-trained providers also should have sufficient training and experience in pediatric trauma care and be knowledgeable about current management of pediatric trauma in their specialty. The program must make specialty-specific pediatric education available for these specialists		R		R						Pediatric review onsite		2

		10-30		An organized pediatric trauma service led by a pediatric trauma medical director must be present in Level I and II pediatric trauma centers		R		R						Pediatric review onsite		1

		10-31		The pediatric trauma service must maintain oversight of the patient’s management while the patient is in the intensive care unit		R		R						Pediatric review onsite		2

		10-32		The trauma service should work collaboratively with the pediatric critical care providers, although all significant therapeutic decisions must be approved by the trauma service, and the service must be made aware of all significant clinical changes		R		R						Pediatric review onsite		2

		10-33		The surgical director of the pediatric intensive care unit must participate actively in the administration of the unit, as evidenced by the development of pathways and protocols for care of surgical patients in the intensive care unit and in unit-based performance improvement and should be board-certified in surgical critical care		R		R						Pediatric review onsite		1

		10-34-1		Pediatric surgeons or trauma surgeons with pediatric privileges must be included in all aspects of the care of injured children admitted to an intensive care unit		R		R						Pediatric review onsite		2

		10-34-2		Any adult trauma center that annually admits 100 or more injured children younger than 15 years must fulfill the following additional criteria demonstrating its capability to care for the injured child		R		R						OTR Age Under 15 report & Pediatric review onsite		2				OTR Age Under 15 report

		10-34-3		The trauma surgeons must be credentialed for pediatric trauma care by the hospital’s credentialing body		R		R						Pediatric review onsite		2

		10-34-4		There must be a pediatric emergency department area, a pediatric intensive care area, appropriate resuscitation equipment, and a pediatric-specific trauma PIPS program		R		R						Pediatric review onsite		2

		10-34-5		For adult trauma centers admitting fewer than 100 injured children younger than 15 years per year, these resources are desirable. These hospitals, however, must review the care of all injured children through their PIPS programs		R		R						Refer to 2-25		2

		10-35		Level I and II pediatric trauma centers must submit data to the National Trauma Data Bank® (NTDB®)		R		R						Show proof of submission to NTDB during pediatric site survey		2

		10-36		There must be a trauma peer review committee chaired by the pediatric trauma medical director with participation by the pediatric /general surgeons and liaisons from pediatric/general surgery, orthopedic surgery, neurosurgery, emergency medicine, pediatric critical care medicine, anesthesia, and radiology to improve trauma care by reviewing selected deaths, complications, and sentinel events with the objectives of identification of issues and appropriate responses		R		R						Included in Pediatric PIPS Plan embedded in 10-6		1

		10-37		The aforementioned representatives must attend at least 50% of the trauma peer review meetings, and their attendance must be documented		R		R						Embed Multidisciplinary Trauma Peer Review Committee meeting attendance showing pediatric liaisons if different from attendance roster embedded in 2-18.		2

		10-38		All pediatric and general surgeons on the pediatric trauma panel treating children must attend at least 50% of the trauma peer review meetings		R		R						Should be included in attendance roster referred to in 10-37		2

		10-39		In level I and II pediatric trauma centers, the pediatric trauma medical director and the liaisons from neurosurgery, orthopedic surgery, emergency medicine, and critical care medicine demonstrate evidence of ongoing trauma-related education. Staying current with board MOC requirements is an acceptable method of demonstrating ongoing trauma-related education (CME)

If the pediatric trauma medical director and the liaisons from neurosurgery, orthopedic surgery, emergency medicine, and critical care medicine are not actively enrolled in the board MOC process, each must each accrue an average of 12 hours annually or 36 hours in 3 years of verifiable external CME, of which at least 9 hours (in 3 years) must be related to clinical pediatric trauma care		R		R						Show proof of current board certification or CME during survey. Arranged in the order of the Master Roster.		2

		10-40		The other general surgeons, orthopedic surgeons, neurosurgeons, emergency medicine physicians, and critical medicine care physicians who take trauma call in Level I and II pediatric trauma centers also must be knowledgeable and current in the care of injured patients. This requirement may be met by documenting the acquisition of 12 hours of CME per year on average or by demonstrating participation in an internal educational process conducted by the trauma program based on the principles of practice-based learning and the PIPS program. Staying current with board MOC requirements is an acceptable method of demonstrating ongoing trauma-related education (CME).		R		R						Show proof of current board certification or CME during survey. Arranged in the order of the Master Roster.		2



		COLLABORATIVE CLINICAL SERVICES

		For purposes of the following collaborative clinical service standards, a Level IV trauma center shall meet the prescribed standard if the Level IV provides the service. 



		11-1		Consults for anesthesiology services are critical in the management of severely injured patients and must be available within 30 minutes from notification for emergency operations		R		R		R		R		Chart review & should be included in activation policy 5-13.		1

		11-2-1		Consults for anesthesiology services are critical in the management of severely injured patients and must be available within 30 minutes from notification for managing airway problems		R		R		R		R		Chart review		1

		11-2-2		Anesthesiology services must be present at full team activation within 15 minutes from patient arrival when requested by a physician or an advanced practitioner directing the trauma.		R		R						Tracked by the PIPS program. Be able to show documentation during the survey. 		1

		11-2-3		Anesthesiology services must be present at full team activation within 30 minutes from patient arrival when requested by a physician or an advanced practitioner directing the trauma.						R		R		Tracked by the PIPS program. Be able to show documentation during the survey. 		1

		11-3-1		The anesthetic care of injured patients must be organized and supervised by an anesthesiologist who is highly experienced and committed to the care of injured patients and who serves as the designated liaison to the trauma program		R		R						Tracked by the PIPS program. Be able to show documentation during the survey. Write name of liaison in the Designation Application tab of this PRQ application.		1

		11-3-2		A qualified and dedicated physician anesthesiologist must be designated as the liaison to the trauma program		R		R						Refer to 11-3-1		1

		11-3-3		A qualified anesthesiology provider must be designated as the liaison to the trauma program.						R		R		Write name of liaison in the Designation Application tab of this PRQ application.		1

		11-4		Anesthesia services must be available in-house 24 hours a day		R		R						Chart review		1

		11-5		When anesthesiology senior residents or CRNAs are used to fulfill availability requirements, the attending anesthesiologist on call must be advised, available within 30 minutes at all times, and present for all operations		R		R						Chart review		1

		11-6		The availability of anesthesia services and delays in airway control or operations must be documented by the hospital PIPS process		R		R		R		R		Chart review & be able to show tracking documentation during survey.		2

		11-7		Anesthesiologists or CRNAs must be available within 30 minutes						R		R		Chart review		1

		11-8		Trauma centers without in-house anesthesia services must have protocols in place to ensure the timely arrival at the bedside by the anesthesia provider within 30 minutes of notification and request.						R		R		Chart review and should be included in Activation policy embedded in 5-13.		1

		11-9		Under these circumstances, the presence of a physician skilled in emergency airway management must be documented						R		R		Chart review and should be included in Activation policy embedded in 5-13.		1

		11-10		All anesthesiologists taking call must have successfully completed an anesthesia residency program		R		R						Refer to 11-11-1 & 11-11-2		1

		11-11-1		The anesthesiologist liaison taking call must be currently board certified or eligible for certification by an appropriate anesthesia board according to current requirements in anesthesiology		R		R						Show proof of current board certification or CME during survey		1

		11-11-2		Board certification or eligibility for certification is essential for anesthesiologists who take trauma call.		R		R						Show proof of current board certification or CME during survey. Arranged in the order of the Master Roster embedded in 6-1.		1

		11-12		Trauma centers participation in the trauma PIPS program by the anesthesia liaison is essential		R		R		R				Refer to 11-13		2

		11-13		The anesthesiology liaison to the trauma program must attend at least 50 percent of the multidisciplinary peer review meetings, with documentation by the trauma PIPS program		R		R		R				Should be reflected in the multidisciplinary attendance roster embedded in 2-18		2

		11-14		An operating room must be adequately staffed and available within 15 minutes		R		R						Embed OR Staffing Policy. Must be tracked by the PIPS program and be able to show documentation during survey.		1

		11-15		If the first operating room is occupied, an adequately staffed additional room must be available		R		R						Must be tracked by the PIPS program and be able to show documentation during survey		2

		11-16		Availability of the operating room personnel and timeliness of starting operations must be continuously evaluated by the trauma PIPS process and measures must be implemented to ensure optimal care		R		R						Must be tracked by the PIPS program and be able to show documentation during survey		2

		11-17		An operating room must be adequately staffed and available within 30 minutes						R		R		Chart review & Embed OR Staffing Policy in 11-14		1

		11-18		If an on-call team is used, the availability of operating room personnel and the timeliness of starting operations must be continuously evaluated by the trauma PIPS process, and measures must be implemented to ensure optimal care						R		R		Must be tracked by the PIPS program and be able to show documentation during survey.		2

		11-19		All trauma centers must have rapid fluid infusers, thermal control equipment for patients and resuscitation fluids, intraoperative radiologic capabilities, equipment for fracture fixation, and equipment for bronchoscopy and gastrointestinal endoscopy		R		R		R				Hospital Tour		1

		11-20		Trauma centers that provide neurosurgical services must have the necessary equipment to perform a craniotomy.		R		R		R		R		Hospital Tour		1

		11-21		Must have cardiothoracic surgery capabilities available 24 hours per day and should have cardiopulmonary bypass equipment		R								ACS Review		2

		11-22		If cardiopulmonary bypass equipment is not immediately available, a contingency plan, including immediate transfer to an appropriate center and 100 percent performance improvement review of all patients transferred, must be in place		R		R						Hospital Tour		2

		11-23		Must have an operating microscope available 24 hours per day		R								ACS Review		2

		11-24		A PACU with qualified nurses must be available 24 hours per day to provide care for the patient if needed during the recovery phase		R		R		R		R		Hospital Tour		1

		11-25		If this availability requirement is met with a team on call from outside the hospital, the availability of the PACU nurses and compliance with this requirement must be documented by the PIPS program		R		R		R		R		Hospital Tour		2

		11-26		The PACU must have the necessary equipment to monitor and resuscitate patients, consistent with the process of care designated by the institution		R		R		R		R		Hospital Tour		1

		11-27		The PIPS program, at a minimum, must address the need for pulse oximetry, end-tidal carbon dioxide detection, arterial pressure monitoring, pulmonary artery catheterization, patient rewarming, and intracranial pressure monitoring		R		R		R		R		Hospital Tour & addressed in PIPS plan embedded in 16-1-1.		2

		11-28		There must be policies designed to ensure that trauma patients who may require resuscitation and monitoring are accompanied by appropriately trained providers during transportation to, and while in, the radiology department		R		R		R		R		Hospital Tour		2

		11-29		Conventional radiography must be available 24 hours per day		R		R		R		R		Hospital Tour		1

		11-30		Computed tomography (CT) must be available 24 hours per day		R		R		R				Hospital Tour		1

		11-31		An in-house radiology technologist and CT technologist are required		R		R						Chart review & reflected in Activation Policy embedded in 5-13.		1

		11-32		Qualified radiologists must be available within 30 minutes in person or by teleradiology for the interpretation of radiographs		R		R		R				Chart review		1

		11-33		Qualified radiologists must be available within 30 minutes to perform complex imaging studies, or interventional procedures		R		R						Chart review/ Hospital tour		2

		11-34		Diagnostic information must be communicated in a written or electronic form and in a timely manner		R		R		R		R		Chart review		2

		11-35		Critical information deemed to immediately affect patient care must be verbally communicated to the trauma team in a timely manner		R		R		R		R		Chart review		2

		11-36		The final report must accurately reflect the chronology and content of communications with the trauma team, including changes between the preliminary and final interpretations		R		R		R		R		Chart review		2

		11-37		Changes in interpretation between preliminary and final reports, as well as missed injuries, must be monitored through the PIPS program		R		R		R		R		Chart review		2

		11-38		A radiologist must be appointed as liaison to the trauma program		R		R						Write name of liaison in the Designation Application tab of this PRQ application.		2

		11-39		The radiologist liaison must attend at least 50 percent of peer review meetings and should educate and guide the entire trauma team in the appropriate use of radiologic services		R		R						Reflected in meeting attendance embedded in 2-18. Embed Radiology Policy.		2

		11-40		Participation in the trauma PIPS program process by the radiology liaison is essential		R		R						Reflected in meeting attendance embedded in 2-18		2

		11-41		At a minimum, radiologists must be involved in protocol development and trend analysis that relate to diagnostic imaging		R		R						Chart review		2

		11-42		There must be a mechanism in place to view radiographic imaging from referring hospitals within their catchment area		R		R						Be able to show this language in the Radiology Policy embedded in 11-39		2

		11-43		Board certification or eligibility for certification by an appropriate radiology board according to current requirements is essential for radiologists who take trauma call		R		R						Show proof of current board certification or CME during survey		2

		11-44		Interventional radiologic procedures and sonography must be available 24 hours per day		R		R						Hospital Tour		1

		11-45		Magnetic resonance imaging (MRI) capability must be available 24 hours per day		R		R						Hospital Tour		2

		11-46		The MRI technologist may respond from outside the hospital; however, the PIPS program must document and review arrival within 1 hour of being called. This time should meet current clinical guidelines		R		R						Chart review/ Hospital Tour. Be prepared to show PIPS program tracking documentation during survey if asked. 		2

		11-47		If the CT technologist takes call from outside the hospital, the PIPS program must document the technologist’s time of arrival at the hospital						R				OTR Time to 1st CT Scan report . Be prepared to show PIPS program tracking documentation during survey if asked. 		2				OTR Time to 1st CT Scan report

		11-48		A surgically directed ICU physician team must be led by a surgeon boarded in surgical critical care, and critically ill trauma patients should be cared for in a designated ICU		R								ACS Review		1

		11-49-1		A surgeon with current board certification in surgical critical care must be designated as the ICU director		R								ACS Review		2

		11-49-2		The ICU team may be staffed by critical care physicians from different specialties but must remain surgically directed as noted above		R								ACS Review		2

		11-50		The ICU must be staffed with a dedicated ICU physician team led by the ICU director		R								ACS Review		2

		11-51		Appropriately trained physicians must be available in-house within 15 minutes to provide care for the ICU patients 24 hours per day		R								ACS Review		1

		11-52		If the trauma attending provides coverage, a backup ICU attending must be identified and readily available		R								ACS Review		2

		11-53		A surgeon must serve as co-director or director of the ICU and be actively involved in, and responsible for, setting policies and administrative decisions related to trauma ICU patients				R		R				Embed ICU Policy		2

		11-54		The ICU director or co-director should be currently board certified or eligibility for certification in surgical critical care in a Level II trauma center. In Level II and III facilities, the ICU director or co-director must be a surgeon who is currently board certified or eligible for certification by the current standard requirements				R		R				Show proof of current board certification or CME during survey. 		2

		11-55		Physician coverage of critically ill trauma patients must be available within 15 minutes 24 hours per day for interventions by a credentialed provider				R						Chart review		1

		11-56		Physician coverage of the ICU must be available within 30 minutes, with a formal plan in place for emergency coverage						R		R		Chart review		1

		11-57		The PIPS program must review all ICU admissions and transfers of ICU patients to ensure that appropriate patients are being selected to remain at the Level III and Level IV center vs. being transferred to a higher level of care						R		R		Chart review. Be prepared to provide documentation during survey when asked.		2

		11-58		The trauma surgeon must retain responsibility for the patient and coordinate all therapeutic decisions		R		R		R		R		Should be reflected in ICU Policy embedded in 11-53		1

		11-59		Many of the daily care requirements can be collaboratively managed by a dedicated ICU team, but the trauma surgeon must be kept informed and concur with major therapeutic and management decisions made by the ICU team		R		R		R		R		Should be reflected in ICU Policy embedded in 11-53		1

		11-60-1		The PIPS program must document that timely and appropriate ICU care and coverage are being provided		R		R		R		R		Provide documentation during survey		2

		11-60-2		The timely response of credentialed providers to the ICU must be continuously monitored as part of the PIPS program		R		R		R		R		Be prepared to show tracking documentation during survey when asked. 		2

		11-61		There must be a designated ICU liaison to the trauma service		R		R		R				Write name of liaison in the Designation Application tab of this PRQ application.		2

		11-62		This [ICU] liaison must attend at least 50 percent of the multidisciplinary peer review meetings, with documentation by the trauma PIPS program		R		R		R				Refer to 6-7-2		2

		11-63		The ICU liaison to the trauma program must accrue an average of 12 hours annually or 36 hours in 3 years of verifiable external trauma-related continuing medical education (CME), or through an internal educational process based on the principles of practice-based learning and the PIPS program. Staying current with board MOC requirements is an acceptable method of demonstrating ongoing trauma-related education (CME).		R		R						Show proof of current board certification or CME during survey 		2

		11-64		Other members of the ICU trauma team must be knowledgeable about, and current in, the care of injured patients. This requirement must be documented by the acquisition of 12 hours of trauma-related CME per year, on average, or through an internal educational process conducted by the trauma program and the ICU liaison based on the principles of practice-based learning and the PIPS program. Staying current with board MOC requirements is an acceptable method of demonstrating ongoing trauma-related education (CME).		R		R						Show proof of current board certification or CME during survey. Arranged in the order of the Master Roster embedded in 6-1.		2

		11-65		Qualified critical care nurses must be available 24 hours per day to provide care for patients during the ICU phase		R		R		R		R		Chart review/ Hospital tour		1

		11-66		The patient-to-nurse ratio in the ICU must not exceed two to one		R		R		R		R		Tour		2

		11-67		The ICU must have the necessary equipment to monitor and resuscitate patients		R		R		R		R		Tour		1

		11-68		Intracranial pressure monitoring equipment must be available in Level I and II trauma centers and in Level III and Level IV trauma centers with neurosurgical coverage that admit neurotrauma patients		R		R		R		R		Tour		1

		11-69		Trauma patients must not be admitted or transferred by a primary care physician without the knowledge and consent of the trauma service, and the PIPS program should monitor adherence to this guideline						R		R		Chart review		2

		11-70		Facilities are prepared to manage the most complex trauma patients and must have available a full spectrum of surgical specialists, including specialists in orthopedic surgery, neurosurgery, cardiac surgery, thoracic surgery, vascular surgery, hand surgery, microvascular surgery, plastic surgery, obstetric and gynecologic surgery, ophthalmology, otolaryngology, and urology		R								Embed Hospital Capabilities & Resources Checklist 		1				L4,fill-out form if providing any of the services in Tag 11-73 to 11-79 & 12-2 to 12-6.

		11-71		Must have the surgical specialists described (above) for Level I trauma centers and should provide cardiac surgery				R						Should be reflected in Hospital Capabilities & Resources Checklist embedded in 11-70		1

		11-72-1		Must have the availability and commitment of orthopedic surgeons						R				Should be reflected in the Master Roster embedded in 6-1.		1

		11-72-2		For all patients being transferred for specialty care, such as burn care, microvascular surgery, cardiopulmonary bypass capability, complex ophthalmologic surgery, or high-complexity pelvic fractures, agreements with a similar or higher-qualified verified trauma center should be in place. If this approach is used, a clear plan for expeditious critical care transport, follow-up, and performance monitoring is required. If complex cases are being transferred out, a contingency plan should be in place and must include the following:
• A credentialing process to allow the trauma surgeon to provide initial evaluation and stabilization of the patient.
• Transfer agreements with similar or higher-verified trauma centers.
• Direct contact with the accepting facility to arrange for expeditious transfer or ongoing monitoring support.
• Monitoring of the efficacy of the process by the PIPS programs.
		R		R		R		R		Should be reflected in Transfer Policy embedded in 4-3-1		2

		11-73		Medical specialists on staff must include specialists in cardiology, internal medicine, gastroenterology, infectious disease, pulmonary medicine, and nephrology and their respective support teams (for example, respiratory therapy, a dialysis team, and nutrition support)		R		R						Should be reflected in Hospital Capabilities & Resources Checklist embedded in 11-70		2

		11-74		Internal medicine specialists must be available on the medical staff						R				Should be reflected in Hospital Capabilities & Resources Checklist embedded in 11-70.		2

		11-75		A respiratory therapist must be available in the hospital 24 hours per day		R		R						Should be reflected in Hospital Capabilities & Resources Checklist embedded in 11-70.		1

		11-76		There must be a respiratory therapist on call 24 hours per day						R				Should be reflected in Hospital Capabilities & Resources Checklist embedded in 11-70.		1

		11-77		Acute hemodialysis must be available		R		R						Should be reflected in Hospital Capabilities & Resources Checklist embedded in 11-70.		2

		11-78		Trauma centers that do not have dialysis capabilities must have a transfer agreement in place						R				Should be reflected in Transfer agreement embedded in 8-8		2

		11-79		Nutrition support services must be available		R		R						Should be reflected in Hospital Capabilities & Resources Checklist embedded in 11-70.		2

		11-80		Laboratory services must be available 24 hours per day for the standard analyses of blood, urine, and other body fluids, including microsampling when appropriate		R		R		R		R		Embed  Laboratory Policy		1

		11-81		The blood bank must be capable of blood typing and cross-matching		R		R		R		R		Embed Blood Bank/Inventory Policy		1

		11-82		The blood bank must have an adequate in-house supply of red blood cells, fresh frozen plasma, platelets, cryoprecipitate, and appropriate coagulation factors to meet the needs of injured patients		R		R						Reflect in  Blood Bank/Inventory Policy embedded in 11-81		1

		11-83		The blood bank must have an adequate supply of packed red blood cells and fresh frozen plasma available within 15 minutes						R		R		Reflect in  Blood Bank/Inventory Policy embedded in 11-81		1

		11-84		Must have a massive transfusion protocol developed collaboratively between the trauma service and the blood bank		R		R		R		R		Embed MTP Policy		1

		11-85		Coagulation studies, blood gas analysis, and microbiology studies must be available 24 hours per day		R		R		R		R		Should be included in Laboratory Policy embedded in 11-80		1

		11-86		Advanced practitioners who participate in the initial evaluation of trauma patients must demonstrate current verification as an ATLS® provider		R		R		R		R		Provide ATLS documentation during survey		2

		11-87-1		The trauma program must demonstrate appropriate orientation, credentialing processes, and skill maintenance for advanced practitioners, as witnessed by an annual review by the TMD		R		R						Refer to 5-11-2		2

		11-87-2		The trauma program must demonstrate appropriate orientation, credentialing processes, and skill maintenance for advanced practitioners.						R		R		Refer to 5-11-2 for documentation of compliance. 		2



		REHABILITATION



		12-1		Rehabilitation services must be available within the hospital’s physical facilities or as a freestanding rehabilitation hospital, in which case the hospital must have transfer agreements		R		R						Chart review/hospital tour; Should be reflected in Transfer Agreement embedded in 8-8.		2

		12-2		Rehabilitation consultation services, occupational therapy, speech therapy, physical therapy, and social services must be available		R		R						Chart review/hospital tour. Should be reflected in Hospital Capabilities & Resources Checklist embedded in 11-70.		2

		12-3		Physical therapy must be provided		R		R		R				Refer to 12-2 		1

		12-4		Social services must be provided		R		R		R				Refer to 12-2 		2

		12-5		Occupational therapy must be provided		R		R						Refer to 12-2 		2

		12-6		Speech therapy must be provided		R		R						Refer to 12-2 		2

		12-7		The following services must be available during the acute phase of care, including intensive care: physical therapy, social services, occupational therapy and speech therapy		R		R						Chart review/hospital tour		2



		GUIDELINES FOR THE OPERATION of BURN CENTERS



		14-1		Centers that refer burn patients to a designated burn center must have in place written transfer agreements with the referral burn center		R		R		R		R		Embed Transfer Agreement to referral burn center.		2



		TRAUMA REGISTRY



		15-1		Trauma registry data must be collected and analyzed		R		R		R		R		OTR Discharge To Record Complete report and should be reflected in PIPS plan embedded in 16-1-1.		2				OTR Discharge To Record Complete report

		15-2		Data must be collected in compliance with the National Trauma Data Standard (NTDS) and submitted to the National Trauma Data Bank® (NTDB®) every year in a timely fashion so that they can be aggregated and analyzed at the national level		R		R		R				Refer to 10-35 and reflected in PIPS plan embedded in 16-1-1.		2

		15-3		The trauma registry is essential to PIPS program and must be used to support the PIPS process		R		R		R		R		Chart review and be reflected in PIPS plan embedded in 16-1-1.		2

		15-4		Findings must be used to identify injury prevention priorities that are appropriate for local implementation		R		R		R		R		See criteria 18		2

		15-5		Trauma centers must use a risk adjusted benchmarking system to measure performance and outcomes		R		R		R				Embed TQIP report if participating in TQIP		2

		15-6		Trauma registries should be concurrent. At a minimum, 80 percent of cases must be entered within 60 days of discharge		R		R		R		R		OTR Discharge To Record Complete report. Data points completed need to be at least 80%.		2				OTR Discharge To Record Complete report

		15-7		The Trauma Registrar must attend or have previously attended two courses within 12 months of being hired:
(1) the American Trauma Society’s Trauma Registrar Course or equivalent provided by a state trauma program; and (2) the Association of the Advancement of Automotive Medicine’s Injury Scaling Course or an equivalent local course.
		R		R		R		R		Embed JD and CV. Include certificate of completion or class enrollment if hired within 12 months		2

		15-8		The trauma program must ensure that appropriate measures are in place to meet the confidentiality requirements of the data		R		R		R		R		HIPAA compliance plan will satisfy this requirement		2

		15-9-1		One full-time equivalent employee dedicated to the registry must be available to process the data capturing the NTDS data set for every 500 admitted trauma patients annually		R		R						FTE reflected in JD embedded in 15-7 should match patient volume as reflected in OTR Age report 		2				OTR Age report

		15-9-2		A proportionate FTE must be employed for hospitals with less than 500 admitted trauma patients annually						R		R		FTE reflected in JD embedded in 15-7 should match patient volume as reflected in OTR		2

		15-10		Strategies for monitoring data validity are essential		R		R		R		R		Chart review and be reflected in PIPS plan embedded in 16-1-1.		2



		PERFORMANCE IMPROVEMENT AND PATIENT SAFETY (PIPS)



		16-1-1		Trauma centers must have a PIPS program that includes a comprehensive written plan outlining the configuration and identifying both adequate personnel to implement that plan and an operational data management system		R		R		R				Embed PIPS plan; Show names in the committee & who chairs the committee during survey. Can be included in the multidisciplinary trauma committee meeting minutes. 		2

		16-1-2		The PIPS program must be supported by the collection and analysis of trauma registry data to identify opportunities for improvement		R		R		R		R		Refer to 15-3		2

		16-1-3		The processes of event identification and levels of review must result in the development of corrective action plans, and methods of monitoring, reevaluation, and benchmarking must be present		R		R		R		R		Present an executive session on 2 examples involving peer review issues in the past 12 months during the survey. 		2

		16-2-1		Problem resolution, outcome improvements, and assurance of safety (“loop closure”) must be readily identifiable through methods of monitoring, reevaluation, benchmarking, and documentation		R		R		R				Present an executive session on 2 examples of loop closure involving peer review issues the past 12 months during the survey.		2

		16-2-2		Peer review must occur at regular intervals to ensure that the volume of cases is reviewed in a timely fashion.		R		R		R		R		Chart review & provide peer review meeting minutes during the survey.		2

		16-3-1		The trauma PIPS program must integrate with the hospital quality and patient safety effort and have a clearly defined reporting structure and method for provision of feedback		R		R		R				Embed Trauma Organization & Hospital Organization chart. Show how the trauma PI flows into the hospital wide PI.		2

		16-3-2		The trauma PIPS program is endorsed by the hospital governing body and is empowered to address events that involve multiple disciplines.		R		R		R		R		Refer to 16-3-1. 
Note: Level IV, embed Trauma Organization & Hospital Organization chart in 16-3-1.		1

		16-3-3		There must be documented, adequate administrative support to ensure evaluation of all aspects of trauma care		R		R		R		R		Staff interview during survey		1

		16-3-4		The TMD and TPM must have the authority and be empowered by the hospital governing body to lead the program		R		R		R		R		Refer to TMD JD embedded in 5-9.
Note: Level IV, embed TMD JD in 5-9.		1

		16-3-5		The TMD must have sufficient authority to set the qualifications for the trauma service members, including individuals in specialties that are routinely involved with the care of the trauma patient		R		R		R				Refer to 5-9		2

		16-3-6		The TMD must have authority to recommend changes for the trauma panel based on performance review		R		R		R				Refer to 5-9		2

		16-3-7		The peer review committee must be chaired by the TMD		R		R		R				Refer to 16-1-1		2

		16-3-8		Representatives from general surgery, emergency medicine, orthopedics, and anesthesiology, critical care—and for Level I and II centers, neurosurgery, and radiology—actively participate in the trauma PIPS program and attend at least 50 percent of the multidisciplinary trauma peer review committee meetings		R		R		R				Should be reflected in multidisciplinary attendance embedded in 2-18		2

		16-3-9		Any emergent neurosurgical cases must also have the participation of neurosurgery on the multidisciplinary trauma peer review committee						R				Refer to 16-3-8		2

		16-3-10		The TMD, TPM, and liaisons in emergency medicine, orthopedics, and neurosurgery must obtain 12 hours annually or 36 hours in 3 years of verifiable, external, trauma-related education (CME or CE, as appropriate to the discipline), if not board eligible or board certified.		R		R						Refer to 5-5-1, 5-24-1, 8-14 & 9-18		2

		16-3-11		The liaison in critical care must obtain 12 hours annually or 36 hours in 3 years of verifiable, external, trauma-related CME or through an internal educational process based on the principles of practice-based learning and the PIPS program, if not board eligible or board certified.		R		R						Refer to 11-63		2

		16-3-12		The trauma center must demonstrate that all trauma patients can be identified for review		R		R		R		R		Chart review. During survey, be able to show policy that reflects how retroactive cases are tracked. OTR Response By Entry report.		2

		16-3-13		The trauma registry must submit the required data elements to the NTDB		R		R		R				Refer to 15-2		2

		16-3-14		The trauma PIPS program must be supported by a registry and a reliable method of concurrent data collection that consistently obtains information necessary to identify opportunities for improvement		R		R		R		R		Refer to 16-1-2		2

		16-3-15		All trauma centers must use a risk adjusted benchmarking system to measure performance and outcomes		R		R		R				Refer to 15-5		2

		16-4		A trauma program must use clinical practice guidelines, protocols, and algorithms derived from evidenced-based validated resources in order to achieve the goal of using a risk adjusted benchmarking system to measure performance and outcomes		R		R		R				Be prepared to show CPG when asked during survey		2

		16-5		All process and outcome measures must be documented within the trauma PIPS program’s written plan and reviewed and updated at least annually		R		R		R		R		Embed documentation to show tracking and trending 		2

		16-6-1		All trauma-related mortalities must be systematically reviewed and those mortalities with opportunities for improvement identified for peer review.
1. Total trauma-related mortality rates. Outcome measures for total, pediatric (younger than 15 years), and geriatric (older than 64 years) trauma encounters should be categorized as follows:
a. DOA (pronounced dead on arrival with no additional resuscitation efforts initiated in the emergency department);
b. DIED (died in the emergency department despite resuscitation efforts);
c. In-hospital (including operating room).
2. Mortality rates by Injury Severity Scale (ISS) subgroups
		R		R		R				Chart review and if applicable, be reflected in meeting minutes provided during survey.		2

		16-6-2		Trauma surgeon response to the emergency department for highest level of activation must be monitored, documented and reviewed		R		R		R		R		See 6-6-2		2

		16-6-3		Criteria for all levels of trauma team activation (TTA) must be defined and reviewed annually		R		R		R		R		See 5-13 and Chart review		2

		16-6-4		All TTAs must be categorized by the level of response and quantified by number and percentage		R		R		R		R		See 5-13 and Chart review		2

		16-6-5		Trauma surgeon response time to other levels of TTA, and for back-up call response, should be monitored, documented and reviewed		R		R		R				OTR Response By Entry report  and Chart review		2				OTR Response By Entry report

		16-6-6		Response parameters for consultants addressing time critical injuries (for example, epidural hematoma, open fractures, and hemodynamically unstable pelvic fractures) must be determined and monitored		R		R		R				Embed CPGs addressing time critical injuries and Chart review 		2

		16-7-1		Rates of undertriage and overtriage must be monitored and reviewed quarterly		R		R		R				Refer to 3-3		2

		16-7-2		Trauma centers admitting at least 100 pediatric trauma patients (≤ 14 years) annually require a pediatric-specific trauma PIPS program. Trauma centers admitting less than 100 pediatric trauma patients annually must review each case for timeliness and appropriateness of care		R		R						OTR Age Under 15 report & included in Pediatric PIPS plan embedded in 10-6.		1				OTR Age Under 15 report

		16-7-3		All trauma patients who are diverted or transferred during the acute phase of hospitalization to another trauma center, acute care hospital, or specialty hospital (for example, burn center, reimplantation center, or pediatric trauma center) or patients requiring cardiopulmonary bypass or when specialty personnel are unavailable must be subjected to individual case review to determine the rationale for transfer, appropriateness of care, and opportunities for improvement. Follow-up from the center to which the patient was transferred should be obtained as part of the case review.		R		R		R		R		Chart review and be reflected in Transfer Policy embedded in 4-3-1.		2

		16-7-4		Instances in which the emergency department is left uncovered must be reviewed for timeliness of Emergency physician’s response and appropriateness of care						R				OTR Team Summary report and chart review		2				OTR Team Summary report

		16-7-5		Trauma center diversion-bypass hours must be routinely monitored, documented, and reported, including the reason for initiating the diversion policy, and must not exceed 5 percent.		R		R		R				Chart review. Refer to 3-6. If greater than 5% provide PIPS documentation during the survey. 		2

		16-7-6		All cases with neurologic injury must be monitored, and any case not transferred to higher level of care is subject to case review for timeliness of response and appropriateness of care						R				Embed CPG and chart review		2

		16-7-7		• In-house anesthesia service (emergency department, intensive care unit, floor, and postanesthesia care unit) must be available for the care of trauma patients
• Operating room delays involving trauma patients because of lack of anesthesia support services must be identified and reviewed to determine the reason for delay, adverse outcomes, and opportunities for improvement.
		R		R		R				Chart review. Provide PIPS documentation when asked during survey. For Levels I & II, this may have been addressed in 11-14 to 11-16.		2

		16-7-8		Delay in operating room availability must be routinely monitored. Any case that is associated with a significant delay or adverse outcome must be reviewed for reasons for delay and opportunities for improvement.		R		R		R				Chart review. Provide PIPS documentation when asked during survey.		2

		16-7-9		Response times of operating room and post anesthesia care unit personnel when responding from outside the trauma center must be routinely monitored.		R		R		R				Chart review. Provide PIPS documentation when asked during survey. For levels I & II, the OR delay may have been addressed in 11-14 to 11-16.		2

		16-7-10		Rate of change in interpretation of radiologic studies should be categorized by RADPEER or similar criteria (describe process/scoring metric used).		R		R		R				Should be included in Radiology Policy embedded in 11-39.		1

		16-7-11		Response times of computed tomography technologist (30 minutes)/magnetic resonance imaging (60 minutes) technologist/interventional radiology team (30 minutes) when responding from outside the trauma center		R		R		R				Chart review & OTR Time To 1st CT Scan report. Included in Radiology Policy embedded in 11-39. Refer to 11-46 & 11-47. 		1				OTR Time To 1st CT Scan report

		16-8		Transfers to a higher level of care within the institution		R		R		R		R		Chart review and be able to show PIPS documentation when asked during survey. 		2

		16-9-1		Solid organ donation rate		R		R		R				Refer to 21-2-2		2

		16-9-2		The percentage of completed registry records within two months of discharge should be determined.		R		R		R		R		Refer to 15-6		2

		16-9-3		Multidisciplinary trauma peer review committee attendance		R		R		R				Refer to 2-18		2

		16-9-4		Must admit at least 1,200 trauma patients yearly or have 240 admissions with an ISS of more than 15		R								ACS Review		1

		16-10		Sufficient mechanisms must be available to identify events for review by the trauma PIPS program		R		R		R		R		Chart review and be able to show PIPS documentation during survey when asked.		2

		16-11		Once an event is identified, the trauma PIPS program must be able to verify and validate that event		R		R		R		R		Chart review and be able to show PIPS documentation during survey.		2

		16-12		There must be a process to address trauma program operational events		R		R		R				Chart review and be able to show trauma committee meeting minutes during survey.		2

		16-13		Documentation (minutes) reflects the review of operational events and, when appropriate, the analysis and proposed corrective actions		R		R		R				Chart review and be able to show PIPS documentation during survey when asked during survey. 		2

		16-14-1		Mortality data, adverse events and problem trends, and selected cases involving multiple specialties must undergo multidisciplinary trauma peer review		R		R		R				Refer to 16-17		2

		16-14-2		This effort may be accomplished in a variety of formats but must involve the participation and leadership of the TMD; the group of general surgeons on the call panel; and the liaisons from emergency medicine, orthopedics, neurosurgery, anesthesia, critical care, and radiology		R		R		R				PIPS documentation and chart review		2

		16-15		Each member of the committee must attend at least 50 percent of all multidisciplinary trauma peer review committee meetings		R		R		R				Refer to 16-9-3		2

		16-16		When general surgeons cannot attend the multidisciplinary trauma peer review meeting, the TMD must ensure that they receive and acknowledge the receipt of critical information generated at the multidisciplinary peer review meeting to close the loop		R		R		R				Chart review and be able to show PIPS documentation when asked during survey. 		2

		16-17		The multidisciplinary trauma peer review committee must systematically review mortalities, significant complications, and process variances associated with unanticipated outcomes and determine opportunities for improvement		R		R		R				Chart review and be able to show trauma committee meeting minutes during survey. Should be reflected in PIPS plan embedded in 16-1-1.		2

		16-18		When an opportunity for improvement is identified, appropriate corrective actions to mitigate or prevent similar future adverse events must be developed, implemented, and clearly documented by the trauma PIPS program		R		R		R				Similar to 16-10 & 16-11. The difference is that this section spells out that corrective actions must be developed & implemented. 		2

		16-19		An effective performance improvement program demonstrates through clear documentation that identified opportunities for improvement lead to specific interventions that result in an alteration in conditions such that similar adverse events are less likely to occur		R		R		R				Chart review and be able to show trauma committee meeting minutes during survey.		2



		OUTREACH AND EDUCATION



		17-1		Engage in public and professional education		R		R		R		R		Present during survey opening presentation		2

		17-2		Trauma centers must provide some means of referral and access to trauma center resources		R		R						Tour		2

		17-3		Must have continuous rotations in trauma surgery for senior residents (Clinical PGY 4–5) that are part of an Accreditation Council for Graduate Medical Education–accredited program. For pediatric Level I centers, the continuous rotation for surgical residents is extended to include clinical PGY 3		R								ACS Review		1

		17-4-1		The hospital must provide a mechanism to offer trauma-related education to nurses involved in trauma care		R		R		R				Be able to show documentation during survey		2

		17-4-2		Resuscitation nurses must take initial 16 hour accredited course in the care of trauma patients followed by recertification or 4 hours/year of trauma-related continuing education		R		R		R		R		Should be reflected in Master Roster embedded in 6-1. Be able to show documentation during survey. 		2

		17-4-3		The successful completion of ATLS® course, at least once, is required for all general surgeons, emergency physicians and midlevel providers on the trauma team		R		R		R		R		Refer to 6-9-1; 7-14, 7-15 & 11-86		2

		17-4-4		The TD and the liaison representative from neurosurgery, orthopedic surgery, and emergency medicine must accrue an average of 12 hours annually, or 36 hours in 3 years, of external trauma-related CME, if not board eligible or board certified.		R		R						Refer to 5-5-1, 7-12, 8-14 & 9-18		2

		17-4-5		The liaison representative from critical care must accrue an average of 12 hours annually, or 36 hours in 3 years, of external trauma-related CME, or through an internal educational process conducted by the trauma program based on the principles of practice-based learning and the PIPS program, if not board eligible or board certified.		R		R						Refer to 11-63		2

		17-4-6		Other members of the general surgery, neurosurgery, orthopedic surgery, emergency medicine and critical care specialties who take trauma call must also be knowledgeable and current in the care of injured patients.		R		R						Refer to 6-10-1, 7-13-1, 8-15-1, 9-19-1 & 11-64		2



		PREVENTION



		18-1		Trauma centers must have an organized and effective approach to injury prevention and must prioritize those efforts based on local trauma registry and epidemiologic data.		R		R		R		R		Show documentation during survey		2

		18-2-1		Each trauma center must have someone in a leadership position that has injury prevention as part of his or her job description.		R		R		R		R		Embed JD. If part of TPM/TNC JD, then there is no need to embed. 		2

		18-2-2		This individual must be a prevention coordinator (separate from the TPM) with a job description and salary support.		R								ACS Review		2

		18-3		Universal screening for alcohol use must be performed for all injured patients and must be documented.		R		R		R		R		Chart review		2

		18-4		All patients who have screened positive must receive an intervention by appropriately trained staff, and this intervention must be documented		R		R						Chart review. If applicable, documentation needs to be in patient's chart.		2

		18-5		At least two programs that address one of the major causes of injury in the community must be implemented.		R		R						Present during survey opening presentation		2

		18-6		A trauma center’s prevention program must include and track partnerships with other community organizations.		R		R						Present during survey opening presentation		2



		TRAUMA RESEARCH AND SCHOLARSHIP

		Section non applicable for non-ACS Levels 2-4

		19-1		A program must have 20 peer-reviewed articles published in journals included in Index Medicus or PubMed in a 3-year period at a minimum		R								ACS Review		2

		19-2		These publications must result from work related to the trauma center or the trauma system in which the trauma center participates		R								ACS Review		2

		19-3		Of the 20 articles, at least one must be authored or co-authored by members of the general surgery trauma team		R								ACS Review		2

		19-4-1		Additionally, at least one article each from three of the following disciplines is required: basic sciences, neurosurgery, emergency medicine, orthopedics, radiology, anesthesia, vascular surgery, plastics/maxillofacial surgery, critical care, cardiothoracic surgery, rehabilitation, and nursing		R								ACS Review		2

		19-4-2		A pediatric Level I center’s research requirement is equivalent to that of adult Level I trauma centers		R								ACS Review		2

		19-4-3		In combined Level I adult and Level I pediatric centers, half of the research requirement must be pediatric research		R								ACS Review		2

		19-7		In the alternate method, a Level I program must have the following: a) A program must have 10 peer-reviewed articles published in journals included in Index Medicus or PubMed in a 3-year period. These articles must result from work related to the trauma center or the trauma system in which the trauma center participates. Of the 10 articles, at least one must be authored or co-authored by members of the general surgery trauma team, and at least one article each from three of the following disciplines is required: basic sciences as related to injury, neurosurgery, emergency medicine, orthopedics, radiology, anesthesia, vascular surgery, plastics/ maxillofacial surgery, critical care, cardiothoracic surgery, rehabilitation, and nursing. Trauma-related articles authored by members of other disciplines or work done in collaboration with other trauma centers and participation in multicenter investigations may be included in the remainder.
b) Of the following seven trauma-related scholarly activities, four must be demonstrated: • Evidence of leadership in major trauma organizations, which includes membership in trauma committees of any of the regional or national trauma organizations. • Demonstrated peer- reviewed funding for trauma research from a recognized government or private agency or organization. • Evidence of dissemination of knowledge that includes review articles, book chapters, technical documents, Web-based publications, videos, editorial comments, training manuals, and trauma-related educational materials or multicenter protocol development. • Display of scholarly application of knowledge as evidenced by case reports or reports of clinical series in journals included in MEDLINE.
• Participation as a visiting professor or invited lecturer at national or regional trauma conferences. • Support of resident participation in mentoring scholarly activity, including laboratory experiences; clinical trials; resident trauma paper competitions at the state, regional, or national level; and other resident trauma presentations.
• Mentorship of fellows, as evidenced by the development or maintenance of a recognized trauma, critical care, or acute care surgery fellowship
		R								ACS Review		2

		19-8		The administration must demonstrate support for the research program by, for example, providing basic laboratory space, sophisticated research equipment, advanced information systems, biostatical support, salary support for basic and translational scientists, or seed grants for less experienced faculty		R								ACS Review		2



		DISASTER PLANNING AND MANAGEMENT



		20-1		Trauma centers must meet the disaster-related requirements of OAR 333-515-0030		R		R		R		R		Have documentation available during survey.		2

		20-2		A surgeon or delegate from the trauma panel must be a member of the hospital’s disaster committee		R		R		R				Provide list of Disaster Committee members during survey.		2

		20-3		Hospital drills that test the individual hospital’s disaster plan must be conducted at least twice a year, including actual plan activations that can substitute for drills		R		R		R		R		Have documentation available during survey.		2

		20-4		All trauma centers must have a hospital disaster plan described in the hospital’s policy and procedure manual or equivalent		R		R		R		R		Have documentation available during survey.		2



		SOLID ORGAN PROCUREMENT ACTIVITIES



		21-1		The trauma center must have an established relationship with a recognized OPO		R		R		R				Have document available during survey.		2

		21-2-1		A written policy must be in place for triggering notification of the regional OPO		R		R		R				Have document available during survey.		2

		21-2-2		Must review its solid organ donation rate annually		R		R		R				Embed 12-months of Pacific NW Transplant bank data.		2

		21-3		Written protocols defining the clinical criteria and confirmatory tests for the diagnosis of brain death are required		R		R		R		R		Have document available during survey.		2
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Verification Review Committee



Alternate Pathway Criteria (APC) for  



Non U.S. or Canadian Board Certified Surgeons & Emergency Physicians






			


			Trauma Surgeon & or Pediatric Surgeon


			Neurosurgeon


			Orthopaedic Surgeon


			Emergency Medicine Physician


			Anesthesiologist





			


			Numbers 1 through 8 must be completed and available at the time of the onsite visit.





			1.


			Evidence that the non-U.S. or non-Canadian trained surgeon successfully completed a residency training program in general surgery, with the time period being consistent with the years of training in the United States.  This completion must be certified by a letter from the program director. Equivalency will be determined by the Trauma Surgeons representatives on the COT.


			Evidence that the non-U.S. or non-Canadian trained neurosurgeon successfully completed a residency training program in neurosurgery, with the time period consistent with the years of training in the United States. This completion must be certified by a letter from the program director. Equivalency will be determined by the Neurosurgeon representatives on the COT.





			Evidence that the non-U.S. or non-Canadian trained orthopaedic surgeon successfully completed a residency training program in orthopaedic surgery, with the time period consistent with the years of training in the United States.  This completion must be certified by a letter from the program director.  Equivalency will be determined by the Orthopaedic Surgeon representatives on the COT.


			Evidence that the non-U.S. or non-Canadian trained emergency physician successfully completed a residency training program in emergency medicine, with the time period consistent with the years of training in the United States.  This completion must be certified by a letter from the program director.  Equivalency will be determined by the Emergency Medicine Physicians representatives on the COT.


			Evidence that the non-U.S. or non-Canadian trained anesthesiologist successfully completed a residency training program in anesthesia, with the time period being consistent with the years of training in the United States.  This completion must be certified by a letter from the program director. Equivalency will be determined by the ASA representatives on the COT in conjunction with the ASA Committee on Trauma and Emergency Preparedness.  In states such as CA where this is verified by the state, documentation of approval must be supplied and forwarded to the VRC Office.





			2.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.





			3.


			A list of the 36 hours of trauma-related continuing medical education (CME) during the past 3 years.


			A list of the 36 hours of trauma-related continuing medical education (CME) during the past 3 years.


			A list of the 36 hours of trauma-related continuing medical education (CME) during the past 3 years.


			A list of the 36 hours of trauma-related continuing medical education (CME) during the past 3 years.


			A list of 36 hours of trauma-related CMEs (IEP or external) during the past 3 years.





			4.


			Documentation that the surgeon is present at least 50% of the trauma performance improvement meetings.


			Documentation that the surgeon is present at least 50% of the trauma performance improvement meetings.


			Documentation that the surgeon is present at least 50% of the trauma performance improvement meetings.


			Documentation that the emergency physician is present at least 50% of the trauma performance improvement meetings.


			Documentation that the anesthesiologist is present for at least 50% of the trauma performance improvement meetings.





			5.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.





			6.


			If approved, a list of patients treated during the past year with accompanying Injury Severity Score and outcome data must be provided to the VRC office 30 days prior to the site visit.


			If approved, a list of patients treated during the past year with accompanying Injury Severity Score and outcome data must be provided to the VRC office 30 days prior to the site visit.


			If approved, a list of patients treated during the past year with accompanying Injury Severity Score and outcome data must be provided to the VRC office 30 days prior to the site visit.


			If approved, a list of patients treated during the past year with accompanying Injury Severity Score and outcome data must be provided to the VRC office 30 days prior to the site visit.


			





			7.


			Performance improvement assessment by the trauma medical director demonstrating that the  morbidity and mortality results for patients treated by the surgeon compare favorably with the morbidity and mortality results for comparable patients treated by other members of the trauma call panel.


			Performance improvement assessment by the trauma medical director demonstrating that the  morbidity and mortality results for patients treated by the surgeon compare favorably with the morbidity and mortality results for comparable patients treated by other members of the trauma call panel.


			Performance improvement assessment by the trauma medical director demonstrating that the  morbidity and mortality results for patients treated by the surgeon compare favorably with the morbidity and mortality results for comparable patients treated by other members of the trauma call panel.


			Performance improvement assessment by the trauma medical director demonstrating that the  morbidity and mortality results for patients treated by the physician compare favorably with the morbidity and mortality results for comparable patients treated by other ED Physician members of the trauma call panel.


			Performance improvement assessment by the trauma medical director demonstrating that the Morbidity and mortality results for patients treated by the anesthesiologist compare favorably with the Morbidity and mortality results for comparable patients treated by other members of the anesthesia trauma call panel.





			8.


			Licensed to practice medicine and approved for full and unrestricted surgical privileges by the hospital’s credentialing committee.


			Licensed to practice medicine and approved for full and unrestricted surgical privileges by the hospital’s credentialing committee.


			Licensed to practice medicine and approved for full and unrestricted surgical privileges by the hospital’s credentialing committee.


			Licensed to practice medicine and approved for full and unrestricted emergency medicine privileges by the hospital’s credentialing committee.


			Licensed to practice medicine and approved for full and unrestricted surgical privileges by the hospital’s credentialing committee.





			9.


			The assessment of the review of the quality of trauma care that is provided by the non-board certified surgeon during the site review process must be determined to be adequate.  The surgeon’s care will be evaluated by an onsite trauma surgeon reviewer, with oversight by the VRC.  


			The assessment of the review of the quality of trauma care that is provided by the non-board certified neurosurgeon during the site review process must be determined to be adequate.  The surgeon’s care will be evaluated by an on-site neurosurgeon reviewer, with oversight by other neurosurgeons who are members of the COT, along with the VRC. 


			The assessment of the review of the quality of trauma care that is provided by the non-board certified orthopaedic surgeon during the site review process must be determined to be adequate.  The surgeon’s care will be evaluated by an on-site orthopaedic surgeon reviewer, with oversight by other orthopaedic surgeons who are members of the COT, along with the VRC.  


			The assessment of the review of the quality of trauma care that is provided by the non-board certified emergency physician during the site review process must be determined to be adequate.  The physician’s care will be evaluated by an onsite emergency physician reviewer, with oversight by other emergency physicians who are members of the COT along with the VRC. 


			All above documentation must be supplied and forwarded to the VRC Office 30 days before the re-/verification visit takes place.  This will be evaluated by the COT-VRC anesthesiologist liaison.








· The Alternate Pathway Criteria (APC) process may be conducted at the time of the onsite visit by the specialty reviewer.



· A copy his/her CV must be submitted to the Verification, Review, & Consultation (VRC) office for review at the time of site visit application, COTVRC@facs.org.  


· There is a fee of an additional fee of $3,000 per specialty for the physician/surgeon who will be reviewed onsite for the APC process.  There is no fee for the Anesthesiologist APC process.


· New Change Effective January 1, 2017



· Surgeons who were inducted as a FACS prior to January 1, 2017 are not required to undergo the APC process.



· New Change Effective April 15, 2018


For surgeons who have been approved by the APC at their current institution, an onsite visit will NOT be required; however, the following criteria will be required at the time of the subsequent visit:  


3. A list of 36 hours of trauma-related CMEs during the past 3 years. This can be met by participation in the center’s Internal Education Process.


7. Performance improvement assessment by the Trauma Medical Director (TMD) to ensure that patient outcomes compare favorably to other members of the trauma call panel.


Criteria 1, 2, 4- 6, 8, and 9 were met by the initial approval process.
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The American College of Surgeons’ Clarification Document dated 11/29/2018, states that:


[bookmark: _GoBack]Rates calculated and reviewed with radiology. 


Changes categorized by RADPEER or other similar criteria. 


https://www.facs.org/~/media/files/quality%20programs/trauma/vrc%20resources/clarification_document.ashx 
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Trauma Center Performance Improvement Patient Safety (PIPS) Master Plan


Goal 


Sample – the goal of this plan is to provide a framework for the planning and implementation of performance improvement activities for the TOPIC level XXX trauma Center. The plan objective is to assure the proper support is in place to achieve the goal as outlined in the Trauma Program Purpose and Organization Structure Policy. The goal of that policy is to ensure the delivery of appropriate and optimal care to all injured patients coming to TOPIC Hospital Level XXX Trauma Center. 


Mission and Vision of the Trauma PIPS Program


Purpose of this section – To state how to integrate the mission and vision of the medical center and/or facility’s quality department with the mission and vision of the Trauma PIPS program. The mission statement is a general statement regarding the role of the trauma program and quality improvement as a service to the patients, community, and region.


Authority/Scope


Purpose of this section – This section should include information on the designated authority for operating the Trauma PIPS program as well as the extent of authority in patient care review. This could be a bylaw statement which grants authority from a medical staff level. Include all of the people and/or groups that grant authority to the Trauma Center for their PIPS activities. Include the role that person/entity has in the medical facility that gives them the authority to approve the trauma program’s authority. It is helpful to specify the reporting structure of the trauma PIPS activities (could utilize the organizational chart).


Credentialing


Purpose of this section – the credentialing statement for physicians on the trauma call panel should include criteria to be met for initial and regular review of trauma team privileges as well as who is responsible for the process. Language needs to include the authority of the Trauma Medical Director to credential surgeons for trauma call and the authority to remove providers from call if someone is deemed unable to provide safe care. (See Resources for Optima care – Chapter 5) If the trauma program providers include Advanced Practitioners include language on how they will be credentialed for trauma patient care. (see Resources for Optimal Care – Chapter 11)


Trauma Patient Population Criteria


Purpose of this section – The trauma patient population criteria should be a concise statement describing those patients that will be monitored under the trauma performance improvement. It may include a defined age group, range of ICD 10 diagnosis codes, and regional or state descriptors.


Data Collection and Analysis


Purpose of this section – Data collection and analysis should include statement regarding all of the data sources that support the trauma performance improvement process. Also, to be included is how patients and events are identified, data is collected, and where the data is entered and stored. State methods used for data analysis. 


Process for Monitoring Compliance


Purpose of this section – the process for monitoring compliance should include the spectrum of activities involved in operating the PIPS.


Determination


Purpose of this section – include a list or descriptors of the rating or judgment determination tool which will be used with identified events including deaths. The minimum number of categories for mortality reviews is mortality with opportunity for improvement and mortality without opportunity for improvement (resources for Optimal care – Chapter 16).


Documentation of Analysis and Evaluation


Purpose of this section – The process of analysis and evaluation should be documented in some format; the description should be inclusive of the evaluation of the trauma PIPS data and the staff involved in the process. The statement also should describe the documentation method for tracking event resolution.


Referral Process for Investigation or Review


Purpose of this section – describe the process for referring trauma cases to a hospital department, appointed liaison, clinical division/service, or committee for further investigation or review. This would include physician peer review. 


Trauma PIPS Committee Structure 


Purpose of this section – Describe the goal/charge and membership and the structure of the Trauma PIPS committee. List the departments/division represented. Identify attendance requirements. Describe the approval process for non-committee staff attendance. Describe the committee’s reporting process and how it interfaces with the hospital. Include both the Multidisciplinary Trauma Systems/Operations Committee and the Multidisciplinary Trauma Peer Review Committee.  


Operational Staff Responsible for the Trauma PIPS Program


Purpose of this section – Describe the staff support responsible for operational support and maintaining the trauma performance improvement program; list responsibilities of key staff. 


Action Planning


Purpose of this section – describe the goal of action planning and who is ultimately responsible for a PIPS action plan. Include how the success/effectiveness of the plan will be monitored. List categories of option for action plans (See Resources for Optimal Care page 129). Some or all of the categories may require a description and explanation that is specific to an individual hospital and trauma program.


Confidentiality Protection


Purpose of this section – A statement should include information about protection of confidentiality that is specific to hospital policies while adhering to all local, state and federal laws regarding patient and provider confidentiality.


Integration into Hospital Performance Improvement Process


Purpose of this section – describe how the trauma PI program is integrated into the hospital’s PI process.


Addendum


Include all of the process and outcome measures included in the Trauma Center’s PIPS program. These are required to be reviewed annually at a minimum. Placing in an addendum allows for an efficient way to update PIPS measures and events as determined by the trauma program for review without changing the entire PIPS plan. 





Assure PIPS plan is signed by all Responsible Parties – Minimum of Trauma Medical Director and Trauma Program Manager 





· [bookmark: _GoBack]From STN TOPIC Course 
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Oregon Health Authority



Public Health Division - Chapter 333



Division 515



HOSPITAL ENVIRONMENTAL AND MAINTENANCE SERVICES 



333-515-0030



Safety and Emergency Precautions 



(1) A hospital shall:



(a) Have a physical plant and overall hospital environment that is developed and maintained in such a manner that the 



safety and well-being of patients are provided for.



(b) Have telephone or another communication method to summon help in case of fire or other emergency.



(c) Comply with ORS chapter 479, its implementing rules, and all other requirements of the State Fire Marshal.



(d) Have emergency power facilities that are tested monthly and are in readiness at all times for use in the delivery, 



operating and emergency rooms, nurseries and other areas as required in NFPA 99 and the National Electrical Code.



(2) In collaboration with local emergency medical services, a hospital shall develop, maintain, update, train, and exercise 



an emergency plan for the protection of all individuals in the event of an emergency, in accordance with OAR chapter 



837, division 040.



(a) A hospital shall conduct at least two drills every year to demonstrate that employees have practiced their specific 



duties and assignments, as outlined in the emergency preparedness plan. A hospital shall document the drills.



(b) An emergency plan shall:



(A) Include the contact information for the hospital’s local emergency management.



(B) Address all applicable hazards that may include, but are not limited to, the following:



(i) Chemical emergencies;



(ii) Dam failure;



(iii) Earthquakes;



(iv) Fire;



(v) Flood;



(vi) Hazardous material;



(vii) Heat;



(viii) Hurricane;



(ix) Landslide;



(x) Nuclear power plant emergency;



(xi) Pandemic;



(xii) Terrorism; or



(xiii) Thunderstorms.



(C) Address the provision of sufficient supplies for patients and staff to shelter in place for a minimum of four days under 



the following conditions:
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(i) Extended power outage;



(ii) No running water;



(iii) Replacement of food or supplies is unavailable; and



(iv) Staff members do not report to work as scheduled.



(D) Address evacuation, including:



(i) Identification of individual positions’ duties while vacating the building, transporting, and housing residents;



(ii) Method and source of transportation;



(iii) Planned relocation sites;



(iv) Method by which each patient will be identified by name and facility of origin by people unknown to them;



(v) Method for tracking and reporting the physical location of specific patients until a different entity resumes 



responsibility for the resident; and



(vi) Notification to the Division about the status of the evacuation.



(E) Address the clinical and medical needs of the patients, including provisions to provide:



(i) Storage of and continued access to medical records necessary to obtain care and treatment of patients, and the use of 



paper forms to be used for the transfer of care or to maintain care on-site when electronic systems are not available;



(ii) Continued access to pharmaceuticals, medical supplies and equipment, even during and after an evacuation; and



(iii) Alternative staffing plans to meet the needs of the patients when scheduled staff members are unavailable. 



Alternative staffing plans may include, but are not limited to, on-call staff, the use of travelers, the use of management 



staff, or the use of other emergency personnel.



(c) A hospital shall ensure that its emergency plan is available to Division staff during licensing and certification surveys.



(d) A hospital shall re-evaluate and revise its emergency plan as necessary or when there is a significant change in the 



facility or population of the hospital.



[Publications: Publications referenced are available from the agency.]



Statutory/Other Authority: ORS 441.025



Statutes/Other Implemented: ORS 441.025



History:



PH 7-2016, f. & cert. ef. 2-24-16



HB 183, f. & ef. 5-26-66; HB 209, f. 12-18-68; HD 11-1980, f. & ef. 9-10-80; Renumbered from 333-023-0186; HD 29-



1988, f. 12-29-88, cert. ef. 1-1-89, Renumbered from 333-072-0045; HD 21-1993, f. & cert. ef. 10-28-93; PH 13-2008, 



f. & cert. ef. 8-15-08; PH 11-2009, f. & cert. ef. 10-1-09



Please use this link to bookmark or link to this rule.
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[bookmark: _GoBack]OPPE/ Clinical Practice Review Summary- Trauma          -   Example


Date: ______________________________


 


Facility:  


Department:  Surgery/ Trauma


Department Chair/ Trauma Director:  


The following Specialty Groups were reviewed for the report period of: specific timeframe example:


as defined,  six months, yearly


 


Surgery/Trauma


No Individual or Department Wide Issues- Surgery as a whole reviewed without issues


Trauma indicators added:  Trauma Surgeon response times / Trauma Peer Review


 


  Potential department-wide issues identified– See Detail Reports:


[bookmark: OLE_LINK1]Specialty:                                                          


 


  Potential individual issues identified in the following areas – See Detail Reports:


 


 


 High Reliability Training


 Epic Access


 FPPE - For Cause


 FPPE – Initial   FPPE( Focused Practice review for new on staff )            Dr.____________________  completed FPPE as new surgeon/ new trauma surgeon  


 HAC/PSI                                


 PI - E. Collegial Meeting


 PI - F. Interview/Special


 Appearance (Section 2)


 CDI response rate


 Mortality 


 Timely response-     Trauma surgeon response times


 Trauma Peer Review


 


 


			 


			Follow Up:    





			Individual


			Quality


Initiative


 


			No Further Action


			Follow Up Letter


			Collegial Discussion and Letter


			Formal Peer Review


			Proctoring/Mentoring


[Clinical Competency Assessment Form]





			 


 


			 


			 


			 


			 


			 


			 








 


 


 Can use data from Hospital data site examples:   Premier, Callisto,  Cerner see example below
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HOSPITAL CLINICAL CAPABILITIES AND RESOURCES


			Category, Measure


			Yes


			No





			


			


			





			HOSPITAL MEDICAL DEPARTMENTS/ PHYSICAN RESOURCES


			


			





			Surgery	


			[bookmark: Check3]|_|


			[bookmark: Check2]|_|





			Neurological Surgery with neurosurgical trauma liaison


			|_|


			|_|





			Orthopedic Surgery with orthopedic trauma liaison


			|_|


			|_|





			Emergency Medicine with emergency medicine trauma liaison


			|_|


			|_|





			Anesthesia with anesthesia trauma liaison


			|_|


			|_|





			CLINICAL CAPABILITIES


			


			





			General surgery/trauma surgeon on-call and dedicated to trauma


			|_|


			|_|





			Published back-up schedule


			|_|


			|_|





			Anesthesia


			|_|


			|_|





			Emergency Medicine


			|_|


			|_|





			Emergency Department


			|_|


			|_|





			On-call and Promptly Available (available to the patient within 30 minutes of physician notification)


			


			





			Neurologic surgery


			|_|


			|_|





			Orthopedic surgery


			|_|


			|_|





			Cardiac surgery


			|_|


			|_|





			Reimplantation/nerve repair


			|_|


			|_|





			Obstetric/Gynecologic surgery


			|_|


			|_|





			Hand surgery


			|_|


			|_|





			Ophthalmic surgery


			|_|


			|_|





			Oral surgery - Dental


			|_|


			|_|





			Otorhinolaryngologic surgery


			|_|


			|_|





			Pediatric surgery


			|_|


			|_|





			Facial reconstructive surgery team


			|_|


			|_|





			Thoracic surgery


			|_|


			|_|





			Urologic surgery


			|_|


			|_|





			Gastroenterology


			|_|


			|_|





			Infectious Disease


			|_|


			|_|





			Nephrology


			|_|


			|_|





			Vascular surgery


			|_|


			|_|





			Acute Hemodialysis


			|_|


			|_|





			Critical care medicine


			|_|


			|_|





			Internal Medicine


			|_|


			|_|





			Pediatrics


			|_|


			|_|





			Radiology


			|_|


			|_|





			Neuroradiology


			|_|


			|_|





			Interventional radiology


			|_|


			|_|





			REHABILITATION SERVICES


			


			





			Transfer agreement with an approved rehabilitation facility


			|_|


			|_|





			Physical therapy


			|_|


			|_|





			Respiratory Therapist


			|_|


			|_|





			Occupational therapy


			|_|


			|_|





			Speech therapy


			|_|


			|_|





			Nutritional therapy


			|_|


			|_|





			Social service


			|_|


			|_|
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Diversion Report for the past 12 months


Facility Name:


Designation Level:


			Diversion from   Click or tap to enter a date. To  Click or tap to enter a date.





			Date of occurrence


			Time Divert Occurred


			Time Divert ended


			Reason for Divert





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			











1. Total number of occurrences of divert during reporting period:





2. Total number of hours on diversion during reporting period:





3. [bookmark: _GoBack]What is the percentage of time on diversion?
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Multidisciplinary Trauma Peer Review Committee Meeting Attendance: 



Hospital name: 



Designation Level: 



Date filled out: 



 Year 1 Year 2  Year 3 



Trauma Medical Director: % % % 



Trauma Program Manager: % % % 



List all the trauma surgeons  



Trauma Surgeon 1 
 



% % % 



Trauma Surgeon 2 
 



% % % 



Trauma Surgeon 3  
 



% % % 



Trauma Surgeon 3 
 



% % % 



Trauma Surgeon 5 
 



% % % 



Trauma Surgeon 6 
 



% % % 



Emergency Medicine Liaison or 
Designated Representative: 
 



% % % 



Neurosurgery Liaison or Designated 
Representative: 
 



% % % 



Orthopaedics Liaison or Designated 
Representative: 
 



% % % 



Anesthesia Liaison or Designated 
Representative: 
 



% % % 



Radiologist Liaison or Designated 
Representative: 
 



% % % 



ICU Director Liaison or Designated 
Representative: 
 



% % % 








			Year 1: 


			Year 2: 


			Year 3: 


			Trauma Medical Director: 


			fill_5: 


			fill_6: 


			fill_7: 


			Trauma Program Manager: 


			fill_9: 


			fill_10: 


			fill_11: 


			List all the trauma surgeons: 


			Trauma Surgeon 1: 


			fill_14: 


			fill_15: 


			fill_16: 


			Trauma Surgeon 2: 


			fill_18: 


			fill_19: 


			fill_20: 


			Trauma Surgeon 3: 


			fill_22: 


			fill_23: 


			fill_24: 


			Trauma Surgeon 3_2: 


			fill_26: 


			fill_27: 


			fill_28: 


			Trauma Surgeon 5: 


			fill_30: 


			fill_31: 


			fill_32: 


			Trauma Surgeon 6: 


			fill_34: 


			fill_35: 


			fill_36: 


			Emergency Medicine Liaison or Designated Representative: 


			fill_38: 


			fill_39: 


			fill_40: 


			Neurosurgery Liaison or Designated Representative: 


			fill_42: 


			fill_43: 


			fill_44: 


			Orthopaedics Liaison or Designated Representative: 


			fill_46: 


			fill_47: 


			fill_48: 


			Anesthesia Liaison or Designated Representative: 


			fill_50: 


			fill_51: 


			fill_52: 


			Radiologist Liaison or Designated Representative: 


			fill_54: 


			fill_55: 


			fill_56: 


			ICU Director Liaison or Designated Representative: 


			fill_58: 


			fill_59: 


			fill_60: 


			Text1: 


			Text2: 


			Text3: 
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Declaration of Compliance with Oregon Trauma 



Administrative Rules and Regulations 
 



We, the undersigned, certify that the information provided in the attached application for 
trauma categorization is complete and accurate, and affirm continuing compliance with the 
following: 



• The information provided in the application is true and accurate for a minimum of 60 
days following receipt by the Oregon Health Authority, Public Health Division (PHD). If 
any parts of this application should change within 60 days, we will contact PHD in 
writing with the change(s). 



• No team member assigned to conduct the on-site survey has assisted in the 
preparation of this application, except as directed by PHD. A violation of this provision 
may disqualify the hospital from further consideration under this application. 



• The hospital will provide care to trauma patients which is consistent with the 
standards set forth by the Advanced Trauma Life Support training in accordance 
with the American College of Surgeons-Committee on Trauma. 



• The hospital will comply with all Oregon statutes and administrative rules, and all 
current state and ATAB system standards by providing the necessary resources, 
personnel, equipment and response required by these regulations and standards. 



• As a categorized trauma center, the hospital 
 shall report to the Oregon Trauma Registry all required data for each defined 



trauma patient within 60 days of death or discharge; and 
 is responsible for all expenses incurred in planning, developing, and participating 



in the trauma system, including expenses incurred if a re-survey of the hospital is 
needed. 



• The hospital’s categorization will be renewed if the hospital submits an application 
for renewal and if the PHD review finds that the hospital continues to meet the 
prescribed standards in administrative rules and the ATAB plan. 



• The hospital fully supports this application for and maintenance of a categorized 
trauma service and supports participation in the regional and statewide Oregon 
trauma system. 



 
 
 
 
 
 



Chairman/President Date Administrator Date 
 
 
 



Trauma Service (Medical) Director Date Trauma Coordinator Date 
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EMERGENCY DEPARTMENT PHYSICIANS 



List all ED physicians currently responding to trauma patients. Submit additional forms if needed. Have available copy of ATLS or CMEs. 



Name Board 
Certified 



Type / YR 



Initial ATLS 
done? 



Trauma related continuing education % of time meeting 
response time for 
full activations ATLS 



Expiration 



Month/ Yr 



CME 



# of hrs 



2 hours of 
acute pediatric 
trauma done? 



1  YES   NO  YES   NO 



2  YES   NO  YES   NO 



3  YES   NO  YES   NO 



4  YES   NO  YES   NO 



5  YES   NO  YES   NO 



6  YES   NO  YES   NO 



7  YES   NO  YES   NO 



8  YES   NO  YES   NO 



9  YES   NO  YES   NO 



10  YES   NO  YES   NO 



For Level I, II, III: Who is the ED trauma liaison? 
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TRAUMA SURGEONS 



List all general/trauma physicians currently taking trauma call. Submit additional forms if needed. Have available copy of ATLS or CMEs. 



Name 



Fu
ll,



 
un



re
st



ric
te



d 
 



pr
iv



ile
ge



s 



Board 
Certified 



Type / YR 



Initial 
ATLS 
done? 



Trauma related  
continuing education 



Av
g.



 d
ay



s 
of



 
tra



um
a 



ca
ll 



pe
r 



m
on



th
 



Tr
au



m
a 



pa
tie



nt
s 



ad
m



itt
ed



  
pe



r y
ea



r 



%
 o



f t
im



e 
m



ee
tin



g 
re



sp
on



se
 ti



m
e 



fo
r 



fu
ll 



ac
tiv



at
io



n 



ATLS 
Expiration 



Month/ Yr 



CME 



# of hrs 



2 hrs of 
pediatric 
trauma 
done? 



1 
Specialty: 



 YES  
 NO 



 YES 
 NO 



 YES  
 NO 



2 
Specialty: 



 YES  
 NO 



 YES
 NO 



 YES  
 NO 



3 
Specialty: 



 YES  
 NO 



 YES
 NO 



 YES  
 NO 



4 
Specialty: 



 YES  
 NO 



 YES
 NO 



 YES  
 NO 



5 
Specialty: 



 YES  
 NO 



 YES
 NO 



 YES  
 NO 



6 
Specialty: 



 YES  
 NO 



 YES
 NO 



 YES  
 NO 



7 
Specialty: 



 YES  
 NO 



 YES
 NO 



 YES  
 NO 



8 
Specialty: 



 YES  
 NO 



 YES
 NO 



 YES  
 NO 



9 
Specialty: 



 YES  
 NO 



 YES
 NO 



 YES  
 NO 
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10 
Specialty: 



 YES  
 NO 



 YES
 NO 



 YES  
 NO 



For Level I, II,:  
Who is the neurosurgical trauma liaison? 



For Level I, II, III:  
Who is the orthopedic trauma liaison? 



For the past two years, calculate the percentage of trauma calls taken by the core surgeon group each month. 
(total number of trauma calls taken by core surgeon group/ total number of trauma calls) 



Year Percentage of 
trauma calls taken 



Year Percentage of 
trauma calls taken 



Jan Jan 
Feb Feb 
March March 
April April 
May May 
June June 
July July 
Aug Aug 
Sept Sept 
Oct Oct 
Nov Nov 
Dec Dec 
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ANESTHESIA 



List all anesthesiologists and/or CRNS currently taking trauma call. Submit additional forms if needed. 
Have available copy of ATLS or CMEs. 



Name Full, unrestricted  
privileges 



Board 
Certified 



 (Level I, II) 



Year 



Initial ATLS done? % of time meeting 
response time for full 
activations 



1  YES   NO  YES   NO 



2  YES   NO  YES   NO 



3  YES  NO  YES   NO 



4  YES   NO  YES   NO 



5  YES   NO  YES   NO 



6  YES   NO  YES   NO 



7  YES   NO  YES   NO 



8  YES   NO  YES   NO 



9  YES   NO  YES   NO 



10  YES   NO  YES   NO 



For Level I, II, III: Who is the anesthesia trauma liaison? 
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List all registered nurses in the ED that are currently providing trauma care. Submit additional forms if needed. Have available copies of 
certifications or CEUs.     



Name 
Continuing Education 



Initial TNCC 
completed. TNCC 



Expiration 
Month/ Yr 



CEUs 



# of hours in 
the past 4 yrs 



If new hire, write date of 
scheduled TNCC training. 



1  YES   NO 
2 
 



 YES   NO 
3 
 



 YES   NO 
4 
 



 YES   NO 
5 
 



 YES   NO 
6 
 



 YES   NO 
7 
 



 YES   NO 
8 
 



 YES   NO 
9 
 



 YES   NO 
10 



 
 YES   NO 



11  YES   NO 
12 



 
 YES   NO 



13 
 



 YES   NO 
14 



 
 YES   NO 



15 
 



 YES   NO 
16 



 
 YES   NO 



17 
 



 YES   NO 
18 



 
 YES   NO 



19  YES   NO 
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INTENSIVE CARE UNIT/ CRITICAL CARE UNIT NURSES 
List all registered nurses in the ICU that are currently providing trauma care. Only those who participate in resuscitation in the ED 
are required to have a TNCC and 4 hrs/yr of trauma-related CEUs. Have available copies of certifications or CEUs.     



M
an



ag
e 



tra
um



a 
pt



s 
Pa



rti
ci



pa
te



 
in



 
re



su
sc



ita
tio



n 
 



 
 Continuing Education 



Name Initial TNCC 
completed. TNCC 



Expiration 
Month/ Yr 



CEUs  
# of hours in 
the past 4 yrs 



If new hire, write 
date of 
scheduled TNCC 
training. 



1 
 



 YES   NO 
2 
 



 YES   NO 
3 
 



 YES   NO 
4 
 



 YES   NO 
5 
 



 YES   NO 
6 
 



 YES   NO 
7 
 



 YES   NO 
8 
 



 YES   NO 
9 
 



 YES   NO 
10 



 
 YES   NO 



11 
 



 YES   NO 
12 



 
 YES   NO 



13 
 



 YES   NO 
14 



 
 YES   NO 



15 
 



 YES   NO 
16 



 
 YES   NO 



17 
 



 YES   NO 
18 



 
 YES   NO 



19  YES   NO 
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How to embed an object/file in Excel 


1. Click inside the cell of the spreadsheet where you want to insert the object/file.


2. On the Insert tab, in the Text group, click Object 


[image: Object]





3. In the Object dialog box, click the Create from File tab.


4. Click Browse, and select the file you want to insert.


5. Select the Display as icon checkbox. Click OK. 


Note: Before you click OK,  you can change the caption on the icon by clicking Change icon inside the dialog box. Click inside the Caption box and type your desired title to the icon. Click OK.


[image: Change Icon ]





6. After you add the icon, you can drag and drop it anywhere on the worksheet. You can also resize the icon by using the resizing handles. To find the handle, click the icon one time. 





Note: If you need to embed more than one file, create a new document in Word and embed all your files that you need to embed to meet a specific criterion. If you find yourself needing to embed more than three files, please call us @ 971-673-0520 to confirm and make sure that all of those supporting documents are needed. 





How to Embed multiple objects/files in Word


1. Open a new Word document.


2. Follow steps 2 to 6 from the previous Embed instructions.


3. Repeat steps 2 to 6 until you have embedded all the files you need.


4. When embedding in Excel, choose the new Word document that you have created.


Basically, you have embedded a Word file with embedded items inside. This way, you are not embedding numerous files in Excel. 
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How to embed an object/file in Excel 


1. Click inside the cell of the spreadsheet where you want to insert the object/file.


2. On the Insert tab, in the Text group, click Object 
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3. In the Object dialog box, click the Create from File tab.


4. Click Browse, and select the file you want to insert.


5. Select the Display as icon checkbox. Click OK. 


Note: Before you click OK,  you can change the caption on the icon by clicking Change icon inside the dialog box. Click inside the Caption box and type your desired title to the icon. Click OK.


[image: Change Icon ]





6. After you add the icon, you can drag and drop it anywhere on the worksheet. You can also resize the icon by using the resizing handles. To find the handle, click the icon one time. 





Note: If you need to embed more than one file, create a new document in Word and embed all your files that you need to embed to meet a specific criterion. If you find yourself needing to embed more than three files, please call us @ 971-673-0520 to confirm and make sure that all of those supporting documents are needed. 





How to Embed multiple objects/files in Word


1. Open a new Word document.


2. Follow steps 2 to 6 from the previous Embed instructions.


3. Repeat steps 2 to 6 until you have embedded all the files you need.


4. When embedding in Excel, choose the new Word document that you have created.


Basically, you have embedded a Word file with embedded items inside. This way, you are not embedding numerous files in Excel. 
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How to embed an object/file in Excel 


1. Click inside the cell of the spreadsheet where you want to insert the object/file.


2. On the Insert tab, in the Text group, click Object 
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3. In the Object dialog box, click the Create from File tab.


4. Click Browse, and select the file you want to insert.


5. Select the Display as icon checkbox. Click OK. 


Note: Before you click OK,  you can change the caption on the icon by clicking Change icon inside the dialog box. Click inside the Caption box and type your desired title to the icon. Click OK.
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6. After you add the icon, you can drag and drop it anywhere on the worksheet. You can also resize the icon by using the resizing handles. To find the handle, click the icon one time. 





Note: If you need to embed more than one file, create a new document in Word and embed all your files that you need to embed to meet a specific criterion. If you find yourself needing to embed more than three files, please call us @ 971-673-0520 to confirm and make sure that all of those supporting documents are needed. 





How to Embed multiple objects/files in Word


1. Open a new Word document.


2. Follow steps 2 to 6 from the previous Embed instructions.


3. Repeat steps 2 to 6 until you have embedded all the files you need.


4. When embedding in Excel, choose the new Word document that you have created.


Basically, you have embedded a Word file with embedded items inside. This way, you are not embedding numerous files in Excel. 
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The American College of Surgeons’ Clarification Document dated 2/15/19, states that:


For Verification purposes, patients transferred to hospice care should be: 


o If the patient was discharged or transferred to an inpatient unit within the hospital or to an external hospice facility, the expectation is that the care of the patient leading up to the discharge or transfer is evaluated through the PIPS process by the TMD and TPM. If any issues are found, then it may be reviewed at peer review. 





Categories as noted in the PRQ and Review Agenda (rv 10/6/15): 


− Mortality with opportunity for improvement 


− Mortality without opportunity for improvement 


− Unanticipated Mortality with opportunity for improvement (rv 7/1/16, 9/2/16) 





[bookmark: _GoBack]https://www.facs.org/~/media/files/quality%20programs/trauma/vrc%20resources/clarification_document.ashx 
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The American College of Surgeons’ Clarification Document dated 2/15/2019, states that:


It is applicable to eligible patients (alive and participatory), regardless of activated or non-activated, who meet inclusion criteria with a hospital stay of >24 hours who are admitted to the hospital and are entered into the registry, 80% of these patients must be screened. This includes orthopaedic and neurosurgery. (rv 11/30/17, 4/18/18) 





Any patient with an altered mental status (and deaths) should be excluded from the denominator as these can’t get screened (4/18/18)





https://www.facs.org/~/media/files/quality%20programs/trauma/vrc%20resources/clarification_document.ashx 
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The American College of Surgeons’ Clarification Document dated 2/15/2019, states that:


Those 80% of patients that received an alcohol screening (CD 18-3), are expected to receive an intervention 100% of the time (CD 18-4). Those that are missed would subsequently be reviewed through the PIPS process. 


‘Appropriately trained staff” will be determined and credentialed by the institution. This may be an RN, Social Worker, etc. 





[bookmark: _GoBack]https://www.facs.org/~/media/files/quality%20programs/trauma/vrc%20resources/clarification_document.ashx
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The American College of Surgeons’ Clarification Document dated 2/15/19, states that:


The alternate pathway is only for surgeons who did not train in the U.S. or Canada. 





https://www.facs.org/~/media/files/quality%20programs/trauma/vrc%20resources/clarification_document.ashx 
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Verification Review Committee



Alternate Pathway Criteria (APC) for  



Non U.S. or Canadian Board Certified Surgeons & Emergency Physicians






			


			Trauma Surgeon & or Pediatric Surgeon


			Neurosurgeon


			Orthopaedic Surgeon


			Emergency Medicine Physician


			Anesthesiologist





			


			Numbers 1 through 8 must be completed and available at the time of the onsite visit.





			1.


			Evidence that the non-U.S. or non-Canadian trained surgeon successfully completed a residency training program in general surgery, with the time period being consistent with the years of training in the United States.  This completion must be certified by a letter from the program director. Equivalency will be determined by the Trauma Surgeons representatives on the COT.


			Evidence that the non-U.S. or non-Canadian trained neurosurgeon successfully completed a residency training program in neurosurgery, with the time period consistent with the years of training in the United States. This completion must be certified by a letter from the program director. Equivalency will be determined by the Neurosurgeon representatives on the COT.





			Evidence that the non-U.S. or non-Canadian trained orthopaedic surgeon successfully completed a residency training program in orthopaedic surgery, with the time period consistent with the years of training in the United States.  This completion must be certified by a letter from the program director.  Equivalency will be determined by the Orthopaedic Surgeon representatives on the COT.


			Evidence that the non-U.S. or non-Canadian trained emergency physician successfully completed a residency training program in emergency medicine, with the time period consistent with the years of training in the United States.  This completion must be certified by a letter from the program director.  Equivalency will be determined by the Emergency Medicine Physicians representatives on the COT.


			Evidence that the non-U.S. or non-Canadian trained anesthesiologist successfully completed a residency training program in anesthesia, with the time period being consistent with the years of training in the United States.  This completion must be certified by a letter from the program director. Equivalency will be determined by the ASA representatives on the COT in conjunction with the ASA Committee on Trauma and Emergency Preparedness.  In states such as CA where this is verified by the state, documentation of approval must be supplied and forwarded to the VRC Office.





			2.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.





			3.


			A list of the 36 hours of trauma-related continuing medical education (CME) during the past 3 years.


			A list of the 36 hours of trauma-related continuing medical education (CME) during the past 3 years.


			A list of the 36 hours of trauma-related continuing medical education (CME) during the past 3 years.


			A list of the 36 hours of trauma-related continuing medical education (CME) during the past 3 years.


			A list of 36 hours of trauma-related CMEs (IEP or external) during the past 3 years.





			4.


			Documentation that the surgeon is present at least 50% of the trauma performance improvement meetings.


			Documentation that the surgeon is present at least 50% of the trauma performance improvement meetings.


			Documentation that the surgeon is present at least 50% of the trauma performance improvement meetings.


			Documentation that the emergency physician is present at least 50% of the trauma performance improvement meetings.


			Documentation that the anesthesiologist is present for at least 50% of the trauma performance improvement meetings.





			5.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.





			6.


			If approved, a list of patients treated during the past year with accompanying Injury Severity Score and outcome data must be provided to the VRC office 30 days prior to the site visit.


			If approved, a list of patients treated during the past year with accompanying Injury Severity Score and outcome data must be provided to the VRC office 30 days prior to the site visit.


			If approved, a list of patients treated during the past year with accompanying Injury Severity Score and outcome data must be provided to the VRC office 30 days prior to the site visit.


			If approved, a list of patients treated during the past year with accompanying Injury Severity Score and outcome data must be provided to the VRC office 30 days prior to the site visit.


			





			7.


			Performance improvement assessment by the trauma medical director demonstrating that the  morbidity and mortality results for patients treated by the surgeon compare favorably with the morbidity and mortality results for comparable patients treated by other members of the trauma call panel.


			Performance improvement assessment by the trauma medical director demonstrating that the  morbidity and mortality results for patients treated by the surgeon compare favorably with the morbidity and mortality results for comparable patients treated by other members of the trauma call panel.


			Performance improvement assessment by the trauma medical director demonstrating that the  morbidity and mortality results for patients treated by the surgeon compare favorably with the morbidity and mortality results for comparable patients treated by other members of the trauma call panel.


			Performance improvement assessment by the trauma medical director demonstrating that the  morbidity and mortality results for patients treated by the physician compare favorably with the morbidity and mortality results for comparable patients treated by other ED Physician members of the trauma call panel.


			Performance improvement assessment by the trauma medical director demonstrating that the Morbidity and mortality results for patients treated by the anesthesiologist compare favorably with the Morbidity and mortality results for comparable patients treated by other members of the anesthesia trauma call panel.





			8.


			Licensed to practice medicine and approved for full and unrestricted surgical privileges by the hospital’s credentialing committee.


			Licensed to practice medicine and approved for full and unrestricted surgical privileges by the hospital’s credentialing committee.


			Licensed to practice medicine and approved for full and unrestricted surgical privileges by the hospital’s credentialing committee.


			Licensed to practice medicine and approved for full and unrestricted emergency medicine privileges by the hospital’s credentialing committee.


			Licensed to practice medicine and approved for full and unrestricted surgical privileges by the hospital’s credentialing committee.





			9.


			The assessment of the review of the quality of trauma care that is provided by the non-board certified surgeon during the site review process must be determined to be adequate.  The surgeon’s care will be evaluated by an onsite trauma surgeon reviewer, with oversight by the VRC.  


			The assessment of the review of the quality of trauma care that is provided by the non-board certified neurosurgeon during the site review process must be determined to be adequate.  The surgeon’s care will be evaluated by an on-site neurosurgeon reviewer, with oversight by other neurosurgeons who are members of the COT, along with the VRC. 


			The assessment of the review of the quality of trauma care that is provided by the non-board certified orthopaedic surgeon during the site review process must be determined to be adequate.  The surgeon’s care will be evaluated by an on-site orthopaedic surgeon reviewer, with oversight by other orthopaedic surgeons who are members of the COT, along with the VRC.  


			The assessment of the review of the quality of trauma care that is provided by the non-board certified emergency physician during the site review process must be determined to be adequate.  The physician’s care will be evaluated by an onsite emergency physician reviewer, with oversight by other emergency physicians who are members of the COT along with the VRC. 


			All above documentation must be supplied and forwarded to the VRC Office 30 days before the re-/verification visit takes place.  This will be evaluated by the COT-VRC anesthesiologist liaison.








· The Alternate Pathway Criteria (APC) process may be conducted at the time of the onsite visit by the specialty reviewer.



· A copy his/her CV must be submitted to the Verification, Review, & Consultation (VRC) office for review at the time of site visit application, COTVRC@facs.org.  


· There is a fee of an additional fee of $3,000 per specialty for the physician/surgeon who will be reviewed onsite for the APC process.  There is no fee for the Anesthesiologist APC process.


· New Change Effective January 1, 2017



· Surgeons who were inducted as a FACS prior to January 1, 2017 are not required to undergo the APC process.



· New Change Effective April 15, 2018


For surgeons who have been approved by the APC at their current institution, an onsite visit will NOT be required; however, the following criteria will be required at the time of the subsequent visit:  


3. A list of 36 hours of trauma-related CMEs during the past 3 years. This can be met by participation in the center’s Internal Education Process.


7. Performance improvement assessment by the Trauma Medical Director (TMD) to ensure that patient outcomes compare favorably to other members of the trauma call panel.


Criteria 1, 2, 4- 6, 8, and 9 were met by the initial approval process.
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The American College of Surgeons’ Clarification Document dated 2/15/19, states that:


If the board is not recognized under the authority of the ABMS (American Board of Medical Specialties), the American Osteopathic Association, or the Canadian Royal College of Physicians and Surgeons, it is not acceptable by the American College of Surgeons. 





The American Board of Physician Specialists (ABPS) is NOT recognized by the ACS. 





Physicians boarded in other specialties such as internal medicine, family practice, etc., through an approved accredited program may be included on the trauma team in the ED; however, they must be current in ATLS (refer to CD 7-15). 





For Level I and II trauma centers, physicians who completed primary training in 2016 and beyond must be board certified or board eligible by the appropriate emergency medicine /pediatric emergency medicine board according to the current requirements. 





Physicians who completed primary training in 2016 and beyond who are not board certified or board eligible by the appropriate emergency medicine /pediatric emergency medicine board may provide care in the emergency room but cannot participate in trauma care. 





[bookmark: _GoBack]https://www.facs.org/~/media/files/quality%20programs/trauma/vrc%20resources/clarification_document.ashx 




image17.emf

IClarification 7-6-1




Microsoft_Word_Document14.docx

The American College of Surgeons’ Clarification Document dated 2/15/19, states that:


Tag 6-7-2 


Liaison or representative (one pre-determined alternate) will be acceptable to attend the peer review in place of the liaison. (rv 3/9/16) 





Tag 6-8


All general surgeons who participate in trauma care (core surgeons no longer exists). As of July 1, 2015 any surgeon previously designated as non-core must begin attending at least 50% of multidisciplinary conferences to meet the attendance requirement. (rv 9/4/15) 


Attendance may be met through teleconferencing or videoconferencing participation. Audio conferencing should be limited. 


Peer review meeting attendance may be waived for deployment, medical leave and missionary work. The center must provide documentation to support the absence. (rv 11/9/16) 





https://www.facs.org/~/media/files/quality%20programs/trauma/vrc%20resources/clarification_document.ashx 





Note:


The 50 percent attendance is for the specific physician liaison and may not be met by having multiple different providers from the specialty in attendance. It refers to the actual attendance rate and does not include excused absences or other reasons for nonattendance.  (p. 130, Resources for Optimum Care Of the Injured Patient 2014)


[bookmark: _GoBack]
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The American College of Surgeons’ Clarification Document dated 2/15/19, states that:


Tag 6-7-2 


Liaison or representative (one pre-determined alternate) will be acceptable to attend the peer review in place of the liaison. (rv 3/9/16) 





Tag 6-8


All general surgeons who participate in trauma care (core surgeons no longer exists). As of July 1, 2015 any surgeon previously designated as non-core must begin attending at least 50% of multidisciplinary conferences to meet the attendance requirement. (rv 9/4/15) 


Attendance may be met through teleconferencing or videoconferencing participation. Audio conferencing should be limited. 


Peer review meeting attendance may be waived for deployment, medical leave and missionary work. The center must provide documentation to support the absence. (rv 11/9/16) 





https://www.facs.org/~/media/files/quality%20programs/trauma/vrc%20resources/clarification_document.ashx 





Note:


The 50 percent attendance is for the specific physician liaison and may not be met by having multiple different providers from the specialty in attendance. It refers to the actual attendance rate and does not include excused absences or other reasons for nonattendance.  (p. 130, Resources for Optimum Care Of the Injured Patient 2014)


[bookmark: _GoBack]
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Verification Review Committee



Alternate Pathway Criteria (APC) for  



Non U.S. or Canadian Board Certified Surgeons & Emergency Physicians






			


			Trauma Surgeon & or Pediatric Surgeon


			Neurosurgeon


			Orthopaedic Surgeon


			Emergency Medicine Physician


			Anesthesiologist





			


			Numbers 1 through 8 must be completed and available at the time of the onsite visit.





			1.


			Evidence that the non-U.S. or non-Canadian trained surgeon successfully completed a residency training program in general surgery, with the time period being consistent with the years of training in the United States.  This completion must be certified by a letter from the program director. Equivalency will be determined by the Trauma Surgeons representatives on the COT.


			Evidence that the non-U.S. or non-Canadian trained neurosurgeon successfully completed a residency training program in neurosurgery, with the time period consistent with the years of training in the United States. This completion must be certified by a letter from the program director. Equivalency will be determined by the Neurosurgeon representatives on the COT.





			Evidence that the non-U.S. or non-Canadian trained orthopaedic surgeon successfully completed a residency training program in orthopaedic surgery, with the time period consistent with the years of training in the United States.  This completion must be certified by a letter from the program director.  Equivalency will be determined by the Orthopaedic Surgeon representatives on the COT.


			Evidence that the non-U.S. or non-Canadian trained emergency physician successfully completed a residency training program in emergency medicine, with the time period consistent with the years of training in the United States.  This completion must be certified by a letter from the program director.  Equivalency will be determined by the Emergency Medicine Physicians representatives on the COT.


			Evidence that the non-U.S. or non-Canadian trained anesthesiologist successfully completed a residency training program in anesthesia, with the time period being consistent with the years of training in the United States.  This completion must be certified by a letter from the program director. Equivalency will be determined by the ASA representatives on the COT in conjunction with the ASA Committee on Trauma and Emergency Preparedness.  In states such as CA where this is verified by the state, documentation of approval must be supplied and forwarded to the VRC Office.





			2.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.





			3.


			A list of the 36 hours of trauma-related continuing medical education (CME) during the past 3 years.


			A list of the 36 hours of trauma-related continuing medical education (CME) during the past 3 years.


			A list of the 36 hours of trauma-related continuing medical education (CME) during the past 3 years.


			A list of the 36 hours of trauma-related continuing medical education (CME) during the past 3 years.


			A list of 36 hours of trauma-related CMEs (IEP or external) during the past 3 years.





			4.


			Documentation that the surgeon is present at least 50% of the trauma performance improvement meetings.


			Documentation that the surgeon is present at least 50% of the trauma performance improvement meetings.


			Documentation that the surgeon is present at least 50% of the trauma performance improvement meetings.


			Documentation that the emergency physician is present at least 50% of the trauma performance improvement meetings.


			Documentation that the anesthesiologist is present for at least 50% of the trauma performance improvement meetings.





			5.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.





			6.


			If approved, a list of patients treated during the past year with accompanying Injury Severity Score and outcome data must be provided to the VRC office 30 days prior to the site visit.


			If approved, a list of patients treated during the past year with accompanying Injury Severity Score and outcome data must be provided to the VRC office 30 days prior to the site visit.


			If approved, a list of patients treated during the past year with accompanying Injury Severity Score and outcome data must be provided to the VRC office 30 days prior to the site visit.


			If approved, a list of patients treated during the past year with accompanying Injury Severity Score and outcome data must be provided to the VRC office 30 days prior to the site visit.


			





			7.


			Performance improvement assessment by the trauma medical director demonstrating that the  morbidity and mortality results for patients treated by the surgeon compare favorably with the morbidity and mortality results for comparable patients treated by other members of the trauma call panel.


			Performance improvement assessment by the trauma medical director demonstrating that the  morbidity and mortality results for patients treated by the surgeon compare favorably with the morbidity and mortality results for comparable patients treated by other members of the trauma call panel.


			Performance improvement assessment by the trauma medical director demonstrating that the  morbidity and mortality results for patients treated by the surgeon compare favorably with the morbidity and mortality results for comparable patients treated by other members of the trauma call panel.


			Performance improvement assessment by the trauma medical director demonstrating that the  morbidity and mortality results for patients treated by the physician compare favorably with the morbidity and mortality results for comparable patients treated by other ED Physician members of the trauma call panel.


			Performance improvement assessment by the trauma medical director demonstrating that the Morbidity and mortality results for patients treated by the anesthesiologist compare favorably with the Morbidity and mortality results for comparable patients treated by other members of the anesthesia trauma call panel.





			8.


			Licensed to practice medicine and approved for full and unrestricted surgical privileges by the hospital’s credentialing committee.


			Licensed to practice medicine and approved for full and unrestricted surgical privileges by the hospital’s credentialing committee.


			Licensed to practice medicine and approved for full and unrestricted surgical privileges by the hospital’s credentialing committee.


			Licensed to practice medicine and approved for full and unrestricted emergency medicine privileges by the hospital’s credentialing committee.


			Licensed to practice medicine and approved for full and unrestricted surgical privileges by the hospital’s credentialing committee.





			9.


			The assessment of the review of the quality of trauma care that is provided by the non-board certified surgeon during the site review process must be determined to be adequate.  The surgeon’s care will be evaluated by an onsite trauma surgeon reviewer, with oversight by the VRC.  


			The assessment of the review of the quality of trauma care that is provided by the non-board certified neurosurgeon during the site review process must be determined to be adequate.  The surgeon’s care will be evaluated by an on-site neurosurgeon reviewer, with oversight by other neurosurgeons who are members of the COT, along with the VRC. 


			The assessment of the review of the quality of trauma care that is provided by the non-board certified orthopaedic surgeon during the site review process must be determined to be adequate.  The surgeon’s care will be evaluated by an on-site orthopaedic surgeon reviewer, with oversight by other orthopaedic surgeons who are members of the COT, along with the VRC.  


			The assessment of the review of the quality of trauma care that is provided by the non-board certified emergency physician during the site review process must be determined to be adequate.  The physician’s care will be evaluated by an onsite emergency physician reviewer, with oversight by other emergency physicians who are members of the COT along with the VRC. 


			All above documentation must be supplied and forwarded to the VRC Office 30 days before the re-/verification visit takes place.  This will be evaluated by the COT-VRC anesthesiologist liaison.








· The Alternate Pathway Criteria (APC) process may be conducted at the time of the onsite visit by the specialty reviewer.



· A copy his/her CV must be submitted to the Verification, Review, & Consultation (VRC) office for review at the time of site visit application, COTVRC@facs.org.  


· There is a fee of an additional fee of $3,000 per specialty for the physician/surgeon who will be reviewed onsite for the APC process.  There is no fee for the Anesthesiologist APC process.


· New Change Effective January 1, 2017



· Surgeons who were inducted as a FACS prior to January 1, 2017 are not required to undergo the APC process.



· New Change Effective April 15, 2018


For surgeons who have been approved by the APC at their current institution, an onsite visit will NOT be required; however, the following criteria will be required at the time of the subsequent visit:  


3. A list of 36 hours of trauma-related CMEs during the past 3 years. This can be met by participation in the center’s Internal Education Process.


7. Performance improvement assessment by the Trauma Medical Director (TMD) to ensure that patient outcomes compare favorably to other members of the trauma call panel.


Criteria 1, 2, 4- 6, 8, and 9 were met by the initial approval process.
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Verification Review Committee



Alternate Pathway Criteria (APC) for  



Non U.S. or Canadian Board Certified Surgeons & Emergency Physicians






			


			Trauma Surgeon & or Pediatric Surgeon


			Neurosurgeon


			Orthopaedic Surgeon


			Emergency Medicine Physician


			Anesthesiologist





			


			Numbers 1 through 8 must be completed and available at the time of the onsite visit.





			1.


			Evidence that the non-U.S. or non-Canadian trained surgeon successfully completed a residency training program in general surgery, with the time period being consistent with the years of training in the United States.  This completion must be certified by a letter from the program director. Equivalency will be determined by the Trauma Surgeons representatives on the COT.


			Evidence that the non-U.S. or non-Canadian trained neurosurgeon successfully completed a residency training program in neurosurgery, with the time period consistent with the years of training in the United States. This completion must be certified by a letter from the program director. Equivalency will be determined by the Neurosurgeon representatives on the COT.





			Evidence that the non-U.S. or non-Canadian trained orthopaedic surgeon successfully completed a residency training program in orthopaedic surgery, with the time period consistent with the years of training in the United States.  This completion must be certified by a letter from the program director.  Equivalency will be determined by the Orthopaedic Surgeon representatives on the COT.


			Evidence that the non-U.S. or non-Canadian trained emergency physician successfully completed a residency training program in emergency medicine, with the time period consistent with the years of training in the United States.  This completion must be certified by a letter from the program director.  Equivalency will be determined by the Emergency Medicine Physicians representatives on the COT.


			Evidence that the non-U.S. or non-Canadian trained anesthesiologist successfully completed a residency training program in anesthesia, with the time period being consistent with the years of training in the United States.  This completion must be certified by a letter from the program director. Equivalency will be determined by the ASA representatives on the COT in conjunction with the ASA Committee on Trauma and Emergency Preparedness.  In states such as CA where this is verified by the state, documentation of approval must be supplied and forwarded to the VRC Office.





			2.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.


			Documentation of current status as a provider or instructor in the Advanced Trauma Life Support (ATLS) program.





			3.


			A list of the 36 hours of trauma-related continuing medical education (CME) during the past 3 years.


			A list of the 36 hours of trauma-related continuing medical education (CME) during the past 3 years.


			A list of the 36 hours of trauma-related continuing medical education (CME) during the past 3 years.


			A list of the 36 hours of trauma-related continuing medical education (CME) during the past 3 years.


			A list of 36 hours of trauma-related CMEs (IEP or external) during the past 3 years.





			4.


			Documentation that the surgeon is present at least 50% of the trauma performance improvement meetings.


			Documentation that the surgeon is present at least 50% of the trauma performance improvement meetings.


			Documentation that the surgeon is present at least 50% of the trauma performance improvement meetings.


			Documentation that the emergency physician is present at least 50% of the trauma performance improvement meetings.


			Documentation that the anesthesiologist is present for at least 50% of the trauma performance improvement meetings.





			5.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.


			Documentation of membership or attendance at local and regional or national trauma meetings during the reporting year.





			6.


			If approved, a list of patients treated during the past year with accompanying Injury Severity Score and outcome data must be provided to the VRC office 30 days prior to the site visit.


			If approved, a list of patients treated during the past year with accompanying Injury Severity Score and outcome data must be provided to the VRC office 30 days prior to the site visit.


			If approved, a list of patients treated during the past year with accompanying Injury Severity Score and outcome data must be provided to the VRC office 30 days prior to the site visit.


			If approved, a list of patients treated during the past year with accompanying Injury Severity Score and outcome data must be provided to the VRC office 30 days prior to the site visit.


			





			7.


			Performance improvement assessment by the trauma medical director demonstrating that the  morbidity and mortality results for patients treated by the surgeon compare favorably with the morbidity and mortality results for comparable patients treated by other members of the trauma call panel.


			Performance improvement assessment by the trauma medical director demonstrating that the  morbidity and mortality results for patients treated by the surgeon compare favorably with the morbidity and mortality results for comparable patients treated by other members of the trauma call panel.


			Performance improvement assessment by the trauma medical director demonstrating that the  morbidity and mortality results for patients treated by the surgeon compare favorably with the morbidity and mortality results for comparable patients treated by other members of the trauma call panel.


			Performance improvement assessment by the trauma medical director demonstrating that the  morbidity and mortality results for patients treated by the physician compare favorably with the morbidity and mortality results for comparable patients treated by other ED Physician members of the trauma call panel.


			Performance improvement assessment by the trauma medical director demonstrating that the Morbidity and mortality results for patients treated by the anesthesiologist compare favorably with the Morbidity and mortality results for comparable patients treated by other members of the anesthesia trauma call panel.





			8.


			Licensed to practice medicine and approved for full and unrestricted surgical privileges by the hospital’s credentialing committee.


			Licensed to practice medicine and approved for full and unrestricted surgical privileges by the hospital’s credentialing committee.


			Licensed to practice medicine and approved for full and unrestricted surgical privileges by the hospital’s credentialing committee.


			Licensed to practice medicine and approved for full and unrestricted emergency medicine privileges by the hospital’s credentialing committee.


			Licensed to practice medicine and approved for full and unrestricted surgical privileges by the hospital’s credentialing committee.





			9.


			The assessment of the review of the quality of trauma care that is provided by the non-board certified surgeon during the site review process must be determined to be adequate.  The surgeon’s care will be evaluated by an onsite trauma surgeon reviewer, with oversight by the VRC.  


			The assessment of the review of the quality of trauma care that is provided by the non-board certified neurosurgeon during the site review process must be determined to be adequate.  The surgeon’s care will be evaluated by an on-site neurosurgeon reviewer, with oversight by other neurosurgeons who are members of the COT, along with the VRC. 


			The assessment of the review of the quality of trauma care that is provided by the non-board certified orthopaedic surgeon during the site review process must be determined to be adequate.  The surgeon’s care will be evaluated by an on-site orthopaedic surgeon reviewer, with oversight by other orthopaedic surgeons who are members of the COT, along with the VRC.  


			The assessment of the review of the quality of trauma care that is provided by the non-board certified emergency physician during the site review process must be determined to be adequate.  The physician’s care will be evaluated by an onsite emergency physician reviewer, with oversight by other emergency physicians who are members of the COT along with the VRC. 


			All above documentation must be supplied and forwarded to the VRC Office 30 days before the re-/verification visit takes place.  This will be evaluated by the COT-VRC anesthesiologist liaison.








· The Alternate Pathway Criteria (APC) process may be conducted at the time of the onsite visit by the specialty reviewer.



· A copy his/her CV must be submitted to the Verification, Review, & Consultation (VRC) office for review at the time of site visit application, COTVRC@facs.org.  


· There is a fee of an additional fee of $3,000 per specialty for the physician/surgeon who will be reviewed onsite for the APC process.  There is no fee for the Anesthesiologist APC process.


· New Change Effective January 1, 2017



· Surgeons who were inducted as a FACS prior to January 1, 2017 are not required to undergo the APC process.



· New Change Effective April 15, 2018


For surgeons who have been approved by the APC at their current institution, an onsite visit will NOT be required; however, the following criteria will be required at the time of the subsequent visit:  


3. A list of 36 hours of trauma-related CMEs during the past 3 years. This can be met by participation in the center’s Internal Education Process.


7. Performance improvement assessment by the Trauma Medical Director (TMD) to ensure that patient outcomes compare favorably to other members of the trauma call panel.


Criteria 1, 2, 4- 6, 8, and 9 were met by the initial approval process.
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The American College of Surgeons’ Clarification Document dated 2/15/19, states that:


What is the responsibility of the accepting institution to transferring institution? 


• It is the responsibility of the transferring institution to request the information 


• Any issues identified by the accepting institution should be relayed 


• If no issues identified, a discharge summary may suffice 





https://www.facs.org/~/media/files/quality%20programs/trauma/vrc%20resources/clarification_document.ashx 
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Opening Presentation

				Exhibit 4 Oregon Trauma Hospital Resource Standards

				Chapter criteria that are expected to be included during the Entrance/Opening presentation during the on-site survey. 

		Tag/Criterion		Standard/Chapter		Categorization Level 		Comments

		2-17		There is a TMD and trauma program manager (TPM) knowledgeable and involved in trauma care that work together with guidance from the trauma peer review committee to identify events, develop corrective action plans, and ensure methods of monitoring, reevaluation, and benchmarking.		All levels

		2-21		Trauma center must be the local trauma authority and participate in the provision of training for prehospital and hospital-based providers		Level IV 

		2-22		Facility must participate in regional disaster management plans and exercises		All levels

		3-1		The trauma program must participate in the training of prehospital personnel, the development and improvement of prehospital care protocols, and PIPS programs.		All levels

		17-1		Engage in public and professional education		All levels

		18-5		At least two programs that address one of the major causes of injury in the community must be implemented		Levels I & II 

		18-6		A trauma center’s prevention program must include and track partnerships with other community organizations		Levels I & II 

				Executive session implies that the items below can be presented with just the TMD & TPM/TNC in the room since the Opening presentation has a wider personnel/staff audience. 

		16-1-3		Present an executive session on 2 examples involving peer review issues in the past 12 months.		All levels

		16-2-1		Present an executive session on 2 examples of loop closure involving peer review issues the past 12 months.		Levels I, II & III

































&G		PRQ Addendum


V1_03.18.2019_CS	Opening Presentation	&P




Embedded Documents

				Exhibit 4 Oregon Trauma Hospital Resource Standards

				List of Embedded Documents

		Tag/Criterion		Document/File requested		Categorization Level 		Select Status		Comments

		1-3		ATAB & STAB attendance 		All levels

		2-1		Up-dated Action Plan related to deficiencies from previous survey		All levels

		2-18		Multidisciplinary Trauma Peer Review Committee Meeting attendance		All levels

		3-4		Diversion Policy		Levels I, II & III

		3-4*		Diversion Policy (Level IV embed Diversion Policy here as referred from 3-7)		Level IV

		3-7		Diversion Log (12 months of data)		All levels

		4-3-1		Transfer Policy		All levels

		5-1-1		Declaration of Compliance		All levels

		5-5-1		Trauma Medical Director (TMD) Curriculum Vitae (CV)		Levels I, II & III

		5-5-2		TMD Job Description (JD) 
Note: Please embed in 5-9		Level IV

		5-9		TMD JD 		Levels I, II & III

		5-9*		TMD JD (Level IV embed TMD JD here as referred from 5-5-2 & 16-3-4)		Level IV

		5-13		Activation Policy 		All levels

		5-17-1		Trauma Admission Policy		Levels I & II

		5-17-2		Trauma Admission Policy (Please embed in 5-17-1)		Level III

		5-22		Trauma Program Manager/TNC CV		Levels I, II & III

		5-23-1		TPM/TNC JD, include FTE		All levels

		5-24-2		TPM/TNC CV (Embed in 5-22)		Level IV

		6-1		Master Roster (List of Providers & RNs)		Levels I, II & III

		6-1		Note: Level IV please embed your Master roster in this tag		Level IV

		8-2		Neurosurgical Policy and response times		Levels I & II

		8-8		Transfer Agreement		Level III

		8-8*		Transfer Agreement for Level I & II as referred from 12-1		Levels I & II

		9-14		Orthopedic Clinical Practice Guideline (CPG)		Levels I & II

		10-3 		Pediatric TPM JD & CV		Levels I & II PTC

		10-4		Pediatric Trauma Registrar (TR) JD & CV		Levels I & II PTC

		10-6		Pediatric PIPS Plan		Levels I & II PTC

		10-8		Pediatric CPG		Levels I & II PTC

		11-14		Operating Room (OR) Staffing Policy		Levels I & II

		11-17		OR Staffing Policy (Please embed in 11-14)
Note: Applicable to Level IV if providing service to trauma patients		Levels III & IV

		11-39		Radiology Policy		Levels I & II

		11-53		ICU Policy		Levels II & III

		11-70		Hospital Capabilities & Resources Checklist 		Level I

		11-71		Hospital Capabilities & Resources Checklist & Embed in 11-70		Level II

		11-73, 11-75, 11-77, 11-79, 12-2 to 12-6		Hospital Capabilities & Resources Checklist 
Note: Include this in the form embedded in 11-70		Levels I & II

		11-74, 11-76 & 12-3 to 12-4.		Hospital Capabilities & Resources Checklist
Note: Include this in the form embedded in 11-70		Level III

		11-73, 11-75, 11-77, 11-79, 12-2 to 12-6		Hospital Capabilities & Resources Checklist
Note: Level IV, fill-out & embed the checklist form in 11-70 if providing any of the services mentioned.		Level IV

		11-80		Laboratory Policy		All levels

		11-81		Blood Bank/Inventory Policy		All levels

		11-84		Massive Transfusion Protocol		All levels

		14-1		Transfer Agreement to Burn Center		All levels

		15-7		Trauma Registrar JD & CV		All levels

		15-5		TQIP Report (Only if participating)		Levels I, II & III

		16-7-10		Radiology Policy (Embed in 11-39)		Level III

		16-1-1		PIPS Plan		Levels I, II & III

		16-3-1		Trauma Organization and Hospital Organization		Levels I, II & III

		16-3-2		Trauma Organization and Hospital Organization
Note: Level IV, embed this chart in 16-3-1 for reference consistency. 		Level IV

		16-5		 Documentation to show tracking and trending of Required PIPS Core Measure		All levels

		16-6-6		CPG addressing time critical injuries		Levels I, II & III

		16-7-6		CPG addressing neurologic injuries		Level III

		18-2-1		Prevention coordinator JD
Note: If part of TPM/TNC JD, then no need to embed		All levels

		21-2-2		12 months of Pacific NW transplant bank data		Levels I, II & III
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On-site Documents

				Exhibit 4 Oregon Trauma Hospital Resource Standards

				List of On-site Documents

				* provide when asked by surveyor   

		Tag/Criterion		Document/File requested		Categorization Level 		Select Status		Comments

		2-9		PIPS program documentation monitoring trauma surgeon's arrival		Levels I & II

		2-12		Two months trauma surgeon call schedule		Level III

		2-15		Two months call schedule for ED coverage by RN, ED physician or midlevel provider		Level IV

		2-19		PIPS program audit filters		All levels

		2-22		Documentation on participation on regional disaster plans & exercises. 		All levels

		5-5-1		Board certification of TMD		Levels I, II & III

		5-6		Current ATLS of TMD		All levels

		5-7		Trauma-related CME of TMD (12 hrs/yr or 36 hrs for 3 years)		Levels I & II

		5-11-2 *		Ongoing Professional Practice Evaluation (OPPE) and Focused Professional Practice Evaluation (FPPE)		Levels I, II & III

		11-87-2*		Ongoing Professional Practice Evaluation (OPPE) and Focused Professional Practice Evaluation (FPPE)		Levels III & IV

		6-3		Completion of ACS alternate pathway for non-boarded surgeons		Levels I, II & III

		6-5		Trauma surgeon contract or policy showing on call surgeon is dedicated to a single trauma center while on duty		Levels I & II

		6-6-1		Two months trauma surgeon call schedule		Levels I & II

		6-6-2		PI documentation tracking of trauma surgeon response times		All levels

		6-9-1		Proof of ATLS completion for trauma surgeons		All levels

		6-10-1		Proof of current board certification or required 12 hrs/yr CME for all trauma surgeons. Please arrange in the order the physician's name appear in the Master Roster. 		Levels I, II & III

		6-10-2		Proof of current board certification or required 8 hrs/yr CME for all general surgeons who takes trauma call. Please arrange in the order the physician's name appear in the Master Roster. 		Level IV

		7-3		If applicable, PIPS documentation when ED physician leaves the ED department for in-house emergencies.		Level III

		7-4		If applicable, documentation of supervision to emergency medicine residency training program		Levels I, II & III

		7-6-1 & 7-6-2		Proof of board certification or alternate pathway of ED physicians		Levels I, II & III

		7-12		CME documentation of emergency liaison or proof of current board certification		Levels I & II

		7-13-2		Proof of current board certification or required 8 hrs/yr CME for all ED physicians. Please arrange in the order the physician's name appear in the Master Roster. 		Level IV

		7-14		ATLS completion for all ED physicians		All levels

		7-15		Current ATLS for ED physicians that are certified by boards other than emergency medicine		All levels

		8-2		Neurosurgical response times if unable to embed due to patient identifiers		Levels I & II

		8-3		Two months published neurotrauma call schedule 		Levels I & II

		8-5		 Every case in which NS is encumbered and entails transfer of the patient must be reviewed by PIPS.		Levels I, II & III

		8-6-1		If applicable, have neurosurgeon call schedule if covering more than one center  		Levels I, II & III

		8-10-2		Completion of ACS alternate pathway to non-board neurosurgeons		Levels I, II & III

		8-14		12 hrs/yr CME for neurosurgery liaison or current board certification		Levels I & II

		8-15-1		Proof of current board certification or required 12 hrs/yr CME for neurosurgeons on the trauma panel. 		Levels I & II

		8-15-2		If providing neuro service, proof of current board certification or required 12 hrs/yr CME for all neurosurgeons.
Note: Applicable to Level III if service is offered/provided.		Level III

		8-15-3		If providing neuro service, proof of current board certification or required 8 hrs/yr CME for all neurosurgeons. 
Note: Applicable to Level IV if service is offered/provided.		Level IV

		9-6		Two months call schedule for orthopaedic team members		Levels I & II

		9-11		Two months of ortho call schedule		Level III

		9-12		Two months back-up call schedule for ortho surgeon if not dedicated to single facility		Level III

		9-17-2		Completion of ACS alternate pathway for non-boarded orthopaedic surgeons		Levels I, II & III

		9-18		12 hrs CME/yr for the orthopaedic surgical liaison or current board certification		Levels I & II

		9-19-1		Proof of current board certification or required 12 hrs/yr CME for all orthopaedic surgeons on the trauma panel. 		Levels I, II & III

		9-19-2		Proof of current board certification or required 8 hrs/yr CME for all orthopaedic surgeons on the trauma panel. 
Note: Applicable to Level IV if service is offered/provided.		Level IV

		Skipped all of 10		Skipped pediatric trauma (No PTC at this moment other than ACS verified Level I)

		11-2-2		Documentation showing tracking by the PIPS program. 		Levels I & II

		11-2-3		Documentation that anesthesiology services must be present at full team activation within 30 minutes from patient arrival when requested by a physician or an advanced practitioner directing the trauma.
Note: Applicable to Level IV if service is offered/provided.		Levels III & IV

		11-3-1		The anesthetic care of injured patients must be organized and supervised by an anesthesiologist who is highly experienced and committed to the care of injured patients and who serves as the designated liaison to the trauma program. Show that this is tracked by the PIPS program.		Levels I & II

		11-6		Show tracking documentation of anesthesia services availability, delays in airway control & operations. 
Note: Applicable to Level IV if service is provided/offered		All levels

		11-11-1		Show current board certification of anesthesiologist liaison		Levels I & II

		11-11-2		Show board certification or eligibility for anesthesiologist taking trauma call		Levels I & II

		11-14 to 11-16		Tracking by the PIPS program.		Levels I & II

		11-18		Tracking by PIPS program. 
Note: Applicable to Level IV if service is offered/provided.		Levels III & IV

		11-43		Proof of current board certification or CME of radiologists taking trauma call.		Levels I & II

		11-46*		PIPS program tracking of MRI technologist responding within 1 hr from outside the hospital.		Levels I & II

		11-47*		PIPS program tracking CT technologist response time from outside the hospital 		Level III

		11-54		Current board certification or CME of ICU director or co-director		Levels II & III

		11-57		Documentation to show that the PIPS program review all ICU admissions and transfers of ICU patients to ensure that appropriate patients are being selected to remain at the Level III and Level IV center vs. being transferred to a higher level of care.
Note: Applicable to Level IV if service is offered/provided. If no ICU then disregard. 		Levels III & IV

		11-60-1		Documentation by the PIPS program that ICU care and coverage are being provided.		All levels

		11-60-2		Documentation that the PIPS program is monitoring timely response of providers to the ICU. 
Note: Applies to Level IV if ICU service is offered/provided 		All levels

		11-63		12 hrs/year CME or current board certification of ICU liaison		Levels I & II

		11-64		Proof of current board certification or required 12 hrs/yr CME for other members of the ICU trauma team. Please arrange in the order the physician's name appear in the Master Roster. 		Levels I & II

		11-86		ATLS documentation of advanced practitioners who participate in initial evaluation of trauma patients		All levels

		16-2-2		Peer review meeting minutes		All levels

		16-3-12		Show how retroactive cases are tracked. These numbers should be reflected in the OTR report. 		All levels

		16-4*		Presence of CPG		Levels I, II & III 

		16-7-5		If diversion-by pass is greater than 5% provide PIPS documentation		Levels I, II & III

		16-7-7*		Provide PIPS documentation. 
Note: For Levels I & II, some of this may have been addressed with Tag 11-14 to 11-16. 		Levels I, II & III

		16-7-8		Provide PIPS documentation. For Levels I & II, this is addressed in 11-14 to 11-16 		Levels I, II & III

		16-7-9		Provide PIPS documentation. For Levels I & II, OR delay may have been addressed in 11-14 to 11-16 & 11-25.		Levels I, II & III

		16-8		PIPS documentation to patients transferred to higher level of care. Revies should be incorporated in patient's charts. 		All levels

		16-10 & 16-11		Documentation that mechanisms are in place to identify events for review by the PIPS program. 		All levels

		16-12 & 16-13		Trauma committee meeting minutes		Levels I, II & III

		16-16		PIPS documentation when surgeons cannot attend multidisciplinary meeting.		Levels I, II & III

		16-19		Show trauma committee meeting minutes showing interventions were made on issues identified. 		Levels I, II & III

		17-4-1		Evidence that trauma-related education is provided to nurses involved in trauma care.		Levels I, II & III

		17-4-2		TNCC or other 16-hr accredited course and/or recertification or 4 hrs/yr trauma-related CEUs for all ED nurses & nurses who responds in ED resuscitation of trauma patients.		All levels

		18-1		Documentation showing effective approach to injury prevention		All levels

		20-1		Documentation meeting disaster-related requirement 		All levels

		20-2		List of Disaster Committee members. A surgeon or delegate from trauma panel must be a member.		Levels I, II & III

		20-3 & 20-4		Evidence that Disaster drills occurred at least twice a year & plan described in Hospital policy and procedure manual. 		All levels

		21-1 & 21-2-1		Policy on triggering notification for organ procurement and documentation showing relationship with Organ Procurement Organization. 		Levels I, II & III

		21-3		Written criteria for diagnosis of brain death		All levels
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Oregon Trauma Center Application 
(1st tab of the PRQ worksheet)

EMS & TRAUMA    

Public Health  
3

Write names of liaisons on this page. This 
page is not protected so you are able to 
insert rows if needed. If there is a 
designated alternate liaison, you would 
need to add this provider’s name. 
Ex. Orthopedics: Dr. Who/Alternate Dr. 
Seuss
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Oregon Prereview Questionnaire 
(2nd tab of the PRQ worksheet)

EMS & TRAUMA    

Public Health  
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Column A: Refers to 
the tag number of 
Exhibit 4 criteria.

Column B: Refers 
to the description of 
the criteria. 

Columns C, D, E & F: Refers 
to trauma center level that the 
criteria applies to. If the cell has 
a diagonal bar across it, this 
means that this specific criterion 
applies if service is provided. 
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Column G: Tells you how 
the criteria will be met. 
Highlighted in yellow, 

means that this criteria is 
similar to one or more 
criteria. 

 “ Refer to ---” means that 
you will be providing the 
document(s) asked for that 
criteria. Sometimes the 
reference tag will not 
reflect your category level. 
This just means the 
documents asked for are 
the same. Ex. Tag 5-9 & 
16-3-4. 
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Column H: This reflects 
the essential requirements 
for verification as described 
by ACS. The number of 
Type 1 & Type 2
deficiencies will let you 
know whether you will 
Pass or Fail. 

Column I: This is where you 
will embed the document/file 
that is asked from Column G. A 
white space means that 
something needs to be 
embedded. Instructions for 
embedding are discussed at the 
end of this slide and in the 
Application Manual. 

https://www.oregon.gov/oha/PH/ProviderPartnerResources/EMSTraumaSystems/TraumaSystems/Pages/corner.aspx


EMS & TRAUMA    

Public Health  
7

Column J: This column 
will be populated by the 
state. 
OTR data used in this 

column will be provided 
by the data team after 
your PRQ has been 
received. This would be 
the data that the 
reviewers will be 
looking at. 

 FYI such as ACS 
clarification on criteria 
that are commonly 
queried upon.

 Instructions on 
embedding multiple 
files. 
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Column L: Is where you will state 
whether you have met the 
requirement at the time the PRQ is 
filled-out. If □ Not Met is checked, 
make sure you embed a document 
explaining why, in Column M. 
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Oregon PRQ Addendum 
(2nd tab lists documents to be embedded)
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Public Health  
9

Can filter by level.
Make sure you click all the 

boxes where you see your level 
displayed. There are a number of 
different combinations. 
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Oregon PRQ Addendum – cont.
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Click on the cell to activate the 
Dropdown List to document status 
of your file. 
o Complete
o Partially Complete
o Delayed
o Not Applicable
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Oregon PRQ Addendum – cont.

EMS & TRAUMA    

Public Health  

You can use the Comments column to 
delegate task to others. 
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Oregon PRQ Addendum – cont.

Use the Dropdown List in the 
Comments column to filter tasks.

Filtered List 



1. Click inside the cell of the spreadsheet where you want to insert the 
object/file.

2. On the Insert tab, in the Text group, click Object 

EMS & TRAUMA    

Public Health  
13

How to embed an object/file
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How to embed an object/file – cont.

3. In the Object dialog box, click the Create from File tab.
4. Click Browse, and select the file you want to insert.

5. Select the Display as icon checkbox. 

EMS & TRAUMA    

Public Health  
14

Don’t forget to click 
this box.
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How to embed an object/file – cont.
Note: Before you click OK,  you can change the caption on the icon by 
clicking Change icon inside the dialog box. Click inside the Caption box 
and type your desired title to the icon. Click OK.

6. After you add the icon, you can drag and drop it anywhere on the 
worksheet. You can also resize the icon by using the resizing handles. 
To find the handle, click the icon one time. 

EMS & TRAUMA    

Public Health  
15

Write a short title of 
the embedded file 
inside the caption line. 
This will be the caption 
of the icon.
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How to embed multiple objects/files in Word

1. Open a new Word document.
2. Follow steps 2 to 6 from the previous Embed instructions until you

have embedded all the files
that you need. 

EMS & TRAUMA    

Public Health  
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The Word document 
will look like this. 
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How to embed multiple objects – cont.

4. When embedding in Excel, choose the new Word document that 
you have created. Do not forget to click    Display as icon. 

Basically, you have embedded one Word file with multiple files 
embedded inside. 

EMS & TRAUMA    
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Sample of Multiple Embedded Files





Declaration of Compliance 	





[bookmark: _MON_1615817664]Diversion Log	



Multidisciplinary Trauma Peer Review Committee Meeting Attendance 





[bookmark: _MON_1615817803]Hospital Clinical Capabilities and Resources Checklist		





[bookmark: _MON_1615867263]Sample Ongoing Professional Practice Evaluation (OPPE)	





[bookmark: _MON_1615867316]TOPIC Trauma PIPS Plan Proposal	
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HOSPITAL 


RESOURCES CHECKLIST




HOSPITAL RESOURCES CHECKLIST

HOSPITAL CLINICAL CAPABILITIES AND RESOURCES


			Category, Measure


			Yes


			No





			


			


			





			HOSPITAL MEDICAL DEPARTMENTS/ PHYSICAN RESOURCES


			


			





			Surgery	


			[bookmark: Check3]|_|


			[bookmark: Check2]|_|





			Neurological Surgery with neurosurgical trauma liaison


			|_|


			|_|





			Orthopedic Surgery with orthopedic trauma liaison


			|_|


			|_|





			Emergency Medicine with emergency medicine trauma liaison


			|_|


			|_|





			Anesthesia with anesthesia trauma liaison


			|_|


			|_|





			CLINICAL CAPABILITIES


			


			





			General surgery/trauma surgeon on-call and dedicated to trauma


			|_|


			|_|





			Published back-up schedule


			|_|


			|_|





			Anesthesia


			|_|


			|_|





			Emergency Medicine


			|_|


			|_|





			Emergency Department


			|_|


			|_|





			On-call and Promptly Available (available to the patient within 30 minutes of physician notification)


			


			





			Neurologic surgery


			|_|


			|_|





			Orthopedic surgery


			|_|


			|_|





			Cardiac surgery


			|_|


			|_|





			Reimplantation/nerve repair


			|_|


			|_|





			Obstetric/Gynecologic surgery


			|_|


			|_|





			Hand surgery


			|_|


			|_|





			Ophthalmic surgery


			|_|


			|_|





			Oral surgery - Dental


			|_|


			|_|





			Otorhinolaryngologic surgery


			|_|


			|_|





			Pediatric surgery


			|_|


			|_|





			Facial reconstructive surgery team


			|_|


			|_|





			Thoracic surgery


			|_|


			|_|





			Urologic surgery


			|_|


			|_|





			Gastroenterology


			|_|


			|_|





			Infectious Disease


			|_|


			|_|





			Nephrology


			|_|


			|_|





			Vascular surgery


			|_|


			|_|





			Acute Hemodialysis


			|_|


			|_|





			Critical care medicine


			|_|


			|_|





			Internal Medicine


			|_|


			|_|





			Pediatrics


			|_|


			|_|





			Radiology


			|_|


			|_|





			Neuroradiology


			|_|


			|_|





			Interventional radiology


			|_|


			|_|





			REHABILITATION SERVICES


			


			





			Transfer agreement with an approved rehabilitation facility


			|_|


			|_|





			Physical therapy


			|_|


			|_|





			Respiratory Therapist


			|_|


			|_|





			Occupational therapy


			|_|


			|_|





			Speech therapy


			|_|


			|_|





			Nutritional therapy


			|_|


			|_|





			Social service


			|_|


			|_|
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Sample OPPE




Sample OPPE

OPPE/ Clinical Practice Review Summary- Trauma          -   Example


Date: ______________________________


 


Facility:  


Department:  Surgery/ Trauma


Department Chair/ Trauma Director:  


The following Specialty Groups were reviewed for the report period of: specific timeframe example:


as defined,  six months, yearly


 


Surgery/Trauma


No Individual or Department Wide Issues- Surgery as a whole reviewed without issues


Trauma indicators added:  Trauma Surgeon response times / Trauma Peer Review


 


  Potential department-wide issues identified– See Detail Reports:


[bookmark: OLE_LINK1]Specialty:                                                          


 


  Potential individual issues identified in the following areas – See Detail Reports:


 


 


 High Reliability Training


 Epic Access


 FPPE - For Cause


 FPPE – Initial   FPPE( Focused Practice review for new on staff )            Dr.____________________  completed FPPE as new surgeon/ new trauma surgeon  


 HAC/PSI                                


 PI - E. Collegial Meeting


 PI - F. Interview/Special


 Appearance (Section 2)


 CDI response rate


 Mortality 


 Timely response-     Trauma surgeon response times


 Trauma Peer Review


 


 


			 


			Follow Up:    





			Individual


			Quality


Initiative


 


			No Further Action


			Follow Up Letter


			Collegial Discussion and Letter


			Formal Peer Review


			Proctoring/Mentoring


[Clinical Competency Assessment Form]





			 


 


			 


			 


			 


			 


			 


			 








 


 


 Can use data from Hospital data site examples:   Premier, Callisto,  Cerner see example below


[image: cid:image005.png@01D35173.4F9107B0]
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PIPS Plan Proposal




PIPS Plan Proposal

Trauma Center Performance Improvement Patient Safety (PIPS) Master Plan


Goal 


Sample – the goal of this plan is to provide a framework for the planning and implementation of performance improvement activities for the TOPIC level XXX trauma Center. The plan objective is to assure the proper support is in place to achieve the goal as outlined in the Trauma Program Purpose and Organization Structure Policy. The goal of that policy is to ensure the delivery of appropriate and optimal care to all injured patients coming to TOPIC Hospital Level XXX Trauma Center. 


Mission and Vision of the Trauma PIPS Program


Purpose of this section – To state how to integrate the mission and vision of the medical center and/or facility’s quality department with the mission and vision of the Trauma PIPS program. The mission statement is a general statement regarding the role of the trauma program and quality improvement as a service to the patients, community, and region.


Authority/Scope


Purpose of this section – This section should include information on the designated authority for operating the Trauma PIPS program as well as the extent of authority in patient care review. This could be a bylaw statement which grants authority from a medical staff level. Include all of the people and/or groups that grant authority to the Trauma Center for their PIPS activities. Include the role that person/entity has in the medical facility that gives them the authority to approve the trauma program’s authority. It is helpful to specify the reporting structure of the trauma PIPS activities (could utilize the organizational chart).


Credentialing


Purpose of this section – the credentialing statement for physicians on the trauma call panel should include criteria to be met for initial and regular review of trauma team privileges as well as who is responsible for the process. Language needs to include the authority of the Trauma Medical Director to credential surgeons for trauma call and the authority to remove providers from call if someone is deemed unable to provide safe care. (See Resources for Optima care – Chapter 5) If the trauma program providers include Advanced Practitioners include language on how they will be credentialed for trauma patient care. (see Resources for Optimal Care – Chapter 11)


Trauma Patient Population Criteria


Purpose of this section – The trauma patient population criteria should be a concise statement describing those patients that will be monitored under the trauma performance improvement. It may include a defined age group, range of ICD 10 diagnosis codes, and regional or state descriptors.


Data Collection and Analysis


Purpose of this section – Data collection and analysis should include statement regarding all of the data sources that support the trauma performance improvement process. Also, to be included is how patients and events are identified, data is collected, and where the data is entered and stored. State methods used for data analysis. 


Process for Monitoring Compliance


Purpose of this section – the process for monitoring compliance should include the spectrum of activities involved in operating the PIPS.


Determination


Purpose of this section – include a list or descriptors of the rating or judgment determination tool which will be used with identified events including deaths. The minimum number of categories for mortality reviews is mortality with opportunity for improvement and mortality without opportunity for improvement (resources for Optimal care – Chapter 16).


Documentation of Analysis and Evaluation


Purpose of this section – The process of analysis and evaluation should be documented in some format; the description should be inclusive of the evaluation of the trauma PIPS data and the staff involved in the process. The statement also should describe the documentation method for tracking event resolution.


Referral Process for Investigation or Review


Purpose of this section – describe the process for referring trauma cases to a hospital department, appointed liaison, clinical division/service, or committee for further investigation or review. This would include physician peer review. 


Trauma PIPS Committee Structure 


Purpose of this section – Describe the goal/charge and membership and the structure of the Trauma PIPS committee. List the departments/division represented. Identify attendance requirements. Describe the approval process for non-committee staff attendance. Describe the committee’s reporting process and how it interfaces with the hospital. Include both the Multidisciplinary Trauma Systems/Operations Committee and the Multidisciplinary Trauma Peer Review Committee.  


Operational Staff Responsible for the Trauma PIPS Program


Purpose of this section – Describe the staff support responsible for operational support and maintaining the trauma performance improvement program; list responsibilities of key staff. 


Action Planning


Purpose of this section – describe the goal of action planning and who is ultimately responsible for a PIPS action plan. Include how the success/effectiveness of the plan will be monitored. List categories of option for action plans (See Resources for Optimal Care page 129). Some or all of the categories may require a description and explanation that is specific to an individual hospital and trauma program.


Confidentiality Protection


Purpose of this section – A statement should include information about protection of confidentiality that is specific to hospital policies while adhering to all local, state and federal laws regarding patient and provider confidentiality.


Integration into Hospital Performance Improvement Process


Purpose of this section – describe how the trauma PI program is integrated into the hospital’s PI process.


Addendum


Include all of the process and outcome measures included in the Trauma Center’s PIPS program. These are required to be reviewed annually at a minimum. Placing in an addendum allows for an efficient way to update PIPS measures and events as determined by the trauma program for review without changing the entire PIPS plan. 





Assure PIPS plan is signed by all Responsible Parties – Minimum of Trauma Medical Director and Trauma Program Manager 





· [bookmark: _GoBack]From STN TOPIC Course 
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Declaration 




Declaration 




 
Declaration of Compliance with Oregon Trauma 



Administrative Rules and Regulations 
 



We, the undersigned, certify that the information provided in the attached application for 
trauma categorization is complete and accurate, and affirm continuing compliance with the 
following: 



• The information provided in the application is true and accurate for a minimum of 60 
days following receipt by the Oregon Health Authority, Public Health Division (PHD). If 
any parts of this application should change within 60 days, we will contact PHD in 
writing with the change(s). 



• No team member assigned to conduct the on-site survey has assisted in the 
preparation of this application, except as directed by PHD. A violation of this provision 
may disqualify the hospital from further consideration under this application. 



• The hospital will provide care to trauma patients which is consistent with the 
standards set forth by the Advanced Trauma Life Support training in accordance 
with the American College of Surgeons-Committee on Trauma. 



• The hospital will comply with all Oregon statutes and administrative rules, and all 
current state and ATAB system standards by providing the necessary resources, 
personnel, equipment and response required by these regulations and standards. 



• As a categorized trauma center, the hospital 
 shall report to the Oregon Trauma Registry all required data for each defined 



trauma patient within 60 days of death or discharge; and 
 is responsible for all expenses incurred in planning, developing, and participating 



in the trauma system, including expenses incurred if a re-survey of the hospital is 
needed. 



• The hospital’s categorization will be renewed if the hospital submits an application 
for renewal and if the PHD review finds that the hospital continues to meet the 
prescribed standards in administrative rules and the ATAB plan. 



• The hospital fully supports this application for and maintenance of a categorized 
trauma service and supports participation in the regional and statewide Oregon 
trauma system. 



 
 
 
 
 
 



Chairman/President Date Administrator Date 
 
 
 



Trauma Service (Medical) Director Date Trauma Coordinator Date 
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Diversion Report for the past 12 months


Facility Name:


Designation Level:


			Diversion from   Click or tap to enter a date. To  Click or tap to enter a date.





			Date of occurrence


			Time Divert Occurred


			Time Divert ended


			Reason for Divert





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			











1. Total number of occurrences of divert during reporting period:





2. Total number of hours on diversion during reporting period:





3. What is the percentage of time on diversion?
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Peer Review 


Attendance




Peer Review Attendance
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Multidisciplinary Trauma Peer Review Committee Meeting Attendance: 



Hospital name: 



Designation Level: 



Date filled out: 



 Year 1 Year 2  Year 3 



Trauma Medical Director: % % % 



Trauma Program Manager: % % % 



List all the trauma surgeons  



Trauma Surgeon 1 
 



% % % 



Trauma Surgeon 2 
 



% % % 



Trauma Surgeon 3  
 



% % % 



Trauma Surgeon 3 
 



% % % 



Trauma Surgeon 5 
 



% % % 



Trauma Surgeon 6 
 



% % % 



Emergency Medicine Liaison or 
Designated Representative: 
 



% % % 



Neurosurgery Liaison or Designated 
Representative: 
 



% % % 



Orthopaedics Liaison or Designated 
Representative: 
 



% % % 



Anesthesia Liaison or Designated 
Representative: 
 



% % % 



Radiologist Liaison or Designated 
Representative: 
 



% % % 



ICU Director Liaison or Designated 
Representative: 
 



% % % 








			Year 1: 


			Year 2: 


			Year 3: 


			Trauma Medical Director: 


			fill_5: 


			fill_6: 


			fill_7: 


			Trauma Program Manager: 


			fill_9: 


			fill_10: 


			fill_11: 


			Trauma Surgeon 1: 


			fill_14: 


			fill_15: 


			fill_16: 


			Trauma Surgeon 2: 


			fill_18: 


			fill_19: 


			fill_20: 


			Trauma Surgeon 3: 


			fill_22: 


			fill_23: 


			fill_24: 


			Trauma Surgeon 3_2: 


			fill_26: 


			fill_27: 


			fill_28: 


			Trauma Surgeon 5: 


			fill_30: 


			fill_31: 


			fill_32: 


			Trauma Surgeon 6: 


			fill_34: 


			fill_35: 


			fill_36: 


			Emergency Medicine Liaison or Designated Representative: 


			fill_38: 


			fill_39: 


			fill_40: 


			Neurosurgery Liaison or Designated Representative: 


			fill_42: 


			fill_43: 


			fill_44: 


			Orthopaedics Liaison or Designated Representative: 


			fill_46: 


			fill_47: 


			fill_48: 


			Anesthesia Liaison or Designated Representative: 


			fill_50: 


			fill_51: 


			fill_52: 


			Radiologist Liaison or Designated Representative: 


			fill_54: 


			fill_55: 


			fill_56: 


			ICU Director Liaison or Designated Representative: 


			fill_58: 


			fill_59: 


			fill_60: 


			Text1: 


			Text2: 


			Text3: 
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? ?
Questions/Feedback

EMS & TRAUMA    

Public Health  



Contact information:
Camillie Storm, RN, BSN
Trauma Program Coordinator
Public Health Division
EMS & Trauma Systems

Office: 971-673-0520
Cell:    503-891-0464
camillie.a.storm@state.or.us

Blocked out open office hours for PRQ questions:
Mondays from 8:30 AM - 10:30 AM & Wed 2:00 PM – 4:00 PM
You may call or email me anytime as well. My regular work days are Monday – Thursday from 7:00 AM 
- 5:30 PM.  

EMS & TRAUMA    

Public Health
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