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Pl: The Foundation

Objectives:

= Describe a thorough performance improvement
process that evaluates and improves trauma care

from pre-hospital to discharge. _‘




Performance Improvement & Patient Safety

6
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Demonstrate a continuous process of monitoring,
assessment, and management directed at improving
performance of the trauma program.

This effort should routinely reduce unnecessary variation in
care and prevent adverse events (patient safety).




Performance Improvement & Patient Safety

(PIPS) — Why?

Evaluates patient care outcomes
Improving system performance

Requirement to be a designated/verified trauma center

Opportunity for Improvement
Promotes a culture of safety
Multidisciplinary

Integrated into hospital Ql process
Data driven
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PIPS: Getting Started

= Establish leadership (authority)
- Trauma Medical Director

* |deally a physician with experience in trauma care

* Interest/commitment to trauma patient care
- Trauma Program Manager/Coordinator

* Usually a RN familiar with the continuum of trauma care

* Allied health provider with trauma care experience
- Hospital Administration

* Need support to make needed changes

Together
WE

Achieve
More




PIPS: Getting Started

" Define & Identify trauma patient population
= Refer to your state requirements or those set by your hospital or

entity that will verify your trauma center

- generally called trauma patient inclusion criteria

= Determine indicators/filters (some are mandatory: ACS, State)
= Event identification (Indicator, system issues, not standard of care)
= Validation of events
" Process — Action Plan — Loop Closure — Review
= Required Documentation




PIPS: Getting Started

= Patient care review is ideally done soon after presentation to

the hospital and daily if admitted.
— This allows for better review of cases.




PIPS: Getting Started

= “Future similar patients are
less likely to have this outcome
because ?




Pl: Engage the Entire Trauma Team

= ED Physicians = RT

= NP/PA = LAB

= Surgeons = Radiology

= Specialists = Pharmacy -
= EMS = Hospital Quality Dept.

= Nursing
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Performance Improvement & Patient Safety

= System Issues

* Clinical Care




Performance Improvement & Patient Safety

HOW WELL IS YOUR TRAUMA
PROGRAM DOING?

RIGHT LEADERSHIP

@ RIGHT PEOPLE
RIGHT

COMMUNICATION

L

],
+

1

PERFORMANCE IMPROVEMENT TOOL KIT
FOR LEVEL IV AND V TRAUMA CENTERS

e

RIGHT ATTITUDE
RIGHT EQUIPMENT
RIGHT PROCEDURES
RIGHT SKILLS
RIGHT TIME




Performance Improvement & Patient Safety

Develop
Performance
‘\ Indicators

Disseminate Measure

Performance System

Information Performance 5
."
&
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PIPS — Filters (indicators, criteria, events, variances)

= Filters “catch” those occurrences that fall out of the
expected norm

" Filters flag occurrences for review

- Does not imply problem/error



PIPS — Common Filters/Indicators

= EMS scene time > 20”
= ED length of stay > 60”
= Undertriage &/or trauma team

= Care provided by physician
without minimal education
(such as ATLS)

not activated
= Surgeon response

= ED physician response > 20” after « Admission by non-surgeon
notification of trauma code * No warming measures
= Trauma flow sheet not used for = VS not documented £

recordin ¢
5 = Unnecessary CT scans done,

" GCS < 8, & no definitive airway
established

causing a delay in transfer




Pl Indicators: Outcomes

"= May be actual outcome or issues that may affect best outcome:
- Death
- Unanticipated operation
- Length of stay (increased)
- Morbidity
- Vaccines not given to splenectomy patient
- Inability to intubate trauma patient -
- Delay in chest tube placement




Performance Improvement & Patient Safety

CLOSE THE
LOOP




Pl - Standards of Care

= Advanced Trauma Life Support (ATLS")

= Rural Trauma Team Development Course (RTTDCO)
= ATCN, TNCC

= PHTLS®

= PALS, ENPC, EMS-C national guidelines

= State trauma system expectations/guidelines

= Hospital Defined Standards

= Eastern Association for the Surgery of Trauma (EAST®) Practice Guidelines




Performance Improvement & Patient Sarety

= INVESTIGATE THE ISSUE

- Make the issue a topic of exploration. Learn all the facts!!! Talk to
EMS providers and nurses and ask for input on the issue. Do not
make the investigation about blaming or pointing fingers. Seek to
truly understand the issue.

“Hey Deb, we had a
really crazy airway
last night....”




erformance improvement & Patient ety

= [DENTIFY SPECIFIC ISSUES IMPACTING PERFORMANCE

- Specifically identify issues that may be impacting performance.

For example, the issue may be that EMS, providers and nurses have
not had the appropriate education or training on the criteria for

activating trauma coeds and do not recognize the importance of

activating the codes. Make sure you look at how issues are impacting

how people respond and behave.
= Airway Management?

= Opportunities for Improvement?| £
= Education?

= Other Indicators? Death




Performance Improvement & Patient Sarety

= TAKE APPROPRIATE ACTION
- If you discover the performance problem is a system or process
issue, involve all EMS, providers and nurses in changing the system
or process. Provide necessary information, counsel or education and
training to ensure that necessary resources are available to meet the

expected performance.




Performance Improvement & Patient Satety

= CLOSING THE LOOP

- After taking action and giving the action time to be incorporated,

measure the performance again and see if the action improves the
performance. If performanceis improved, documentand continue

the actions. If performance is not improved, once again investigate,

identify issues and take appropriate action.
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Levels of Review

" Defined steps to address relevant level of review in order to
reach loop closure.

= Levels of Review include:
- Primary (1% level)
* “every patient” Trauma Program Manager/Coordinator
- Secondary (2" level)
* “identified issues” Trauma Medical Director
- Tertiary (3" level)

* “opportunities for improvement!!” Committee




PIPS: Closure

" Once a case has gone through the appropriate level of
review(s) it is important to capture all information on the
Pl tracking sheet

— DOCUMENT! “dear site reviewer....see what we did”

= Use trauma registry for data repository if able

= Confidentiality for documents/registry




Documentation: “dear site reviewer.....see what we did”

EXAMPLE:

#1 “GCS doc. 2 times at referral; 24g vs. 20g |V started; no response by RT at
referral hosp. (they don’t have RT), CT scanner too few slices”

H#2 signature of TMD on PI form (no other documentation on form)

#3 “Not survivable at his arrival. Only chance he had was if a Stop-the-Bleed

maneuver could have been done at scene. Maybe pro-coagulant gauze
aggressively placed deep into would. Even then may not have changed -
outcome. Review at Multi-disc. Peer Review Mtg. |

#H4




Performance Improvement & Patient Sarety




PIPS: Complications (examples)

= Complication reviews
—Rate

* Compare trauma population with general population in your hospital
—Trends

— Preventability

—Need for guideline (standardization of practice) £




Opportunities: Performance Improvement

Confidential Pursuant to Minnesota Statute 145.64 DO NOT COPY/FOR AUTHORIZED USE OMNLY

Trauma PI Tracking Form

Sa m p I e Demographics Source of Information Location of Issue
Date of report: 3/11/08 [JTrauma program coordinator [JEMS
C I t d [ INurse manager C<ED
om p ete Medical record # 179545578 [ Istaff nurse [ IoR
[ IPhysician CJicuPAacU
[]Patient relations [ IFloor
PI [[NRounds [[IRadiology
[ IMulti-disciplinary conference [ILab
[ IRegistry [ IRehab
Tra Cki ng %Qmal chart audit O

Complication, problem or complaint:

FO rm Lengith of stowy inv ED wotsy 109 mivuides: Patient wos seviowsly injuwed and wet
criteriow fov trowwfer. Troavsfer delayed fov imaging-

Reviewed by: Dr. Simpsony, Trawnmoe Medical Divector

Fro m Date of review: 3/12/08

Determination: Preventability:
[[lsystem-related [ Inon-preventable
S []disease-related [Jpotentially preventable

IVI I n nesota [Xprovider-related [[Jpreventable
[ lunable to determine [ Junable to determine
Corrective action:

Tra u m a [CInot necessary [CJguideline/protocol [Iresource enhancement
Ktrend/track similar occurrences [CJeounseling [Cprivilege/credentialing review
[ Jeducation Cdpeer review

SySte m Action Plan:

Sent To- physiciawn peer review at medical staff meeling ovv 3/20/08 (see meeling

WEbSite mivuites). Medical divector will review the next 12 cases frovm this provider. Tecuwn
will contivuie to- monitor lengih of stowys with the PI filter “lengih of stowy > 60
miruites.”

4/1/09: 12 of 12 cases reviewed; 100% were transferred appropriately. Loop closed.
Prograwm will continute to- mwonitor length of stowys.

Signature: Cassardra Sinpson, H. 0. Date: #4/1/09
Adapted from American College of Surgeons, Resources for Optimal Care of the Injured Patient: 1999, p. 72.




Opportunities: Performance Improvement

Trauma Program Improvements
[ Goal-Improve Backboard Removal Times

L Develop Guidelines
L  Educate Staff
O Audit Filter Tracking
O STATS
o 2015 38% removed 0-30 min
o 2017 88% removed 0-30 (63% within 20 min)




Opportunities: Performance Improvement

Emergency Department — Summary 2016 Trauma Pl

Trauma PI goals revised to focus on best practice trends in trauma care:
* Appropriate level of trauma team activation
* Backboard removal <15min
* Foley insertion only when indicated
* Portable CXR/pelvis prior to CT
+  Abd/chest CT with contrast (if ordered, complete studies with contrast, not without)
» Judicious fluid resuscitation (blood transfusion after 2L crystalloid/hemodynamically unstable)
s Warmed fluids >1L and/or blood products

Emergency Department — 2017 Trauma PI

Trauma Pl goals revised to focus on best practice trends in trauma care]
* Appropriate level of trauma team activation
+ Backboard removal <20min
+  Foley insertion only when indicated
* Portable CXR/pelvis prior to CT
+  Abd/chest CT with contrast (if ordered, complete studies with contrast, not without)
* Judicious fluid resuscitation (blood transfusion after 2L crystalleid/hemodynamically unstable)
¢ Warmed fluids >1L and/or blood products
+ Documented 1&0

120%
120% 100%
80% -
1005 mat
60% - =az
80% 40% mas
mai 20% - mas
a0% maz
0% -
mas TTA Backboard Foley Portable cT IV Fluids Fluid 120
40% CXR w/contrast Warmer
mO4
20%
Q3 Comments:
* One patient met TTA absolute criteria and trauma team activated due to MOI on 3 patients
0% (same incident — scaffolding gave way — fell 10-12 feet)
TTA Backboard Foley  Portable CXR T IV Fluids ~ Fluid Warmer « Backboard removal within 20 minutes — 100% compliance. Documentation supported leaving
wcontrast backboard in place to control posterior scalp bleed on 14 year old with 30 minute ED LOS
+  MNecessity of foley catheter insertion — 100% compliance.
+ Portable CXR completed before CT — 100% compliance
+  Use of IV contrast for CT chest/abdomen — 100% compliance
Summary: + Judicious use of IV fluids — 100% compliance

Trauma coordinator reviewed 23 severe injury cases and improved understanding and implementation
of trauma treatment guidelines noted. Team met goals for appropriate activation of trauma team,
performing abdominal/pelvis CT with IV contrast and judicious IV resuscitation. Continued focus on
prompt backboard removal, obtaining portable CXR, necessity of foley catheter insertion and use of fluid
Warmer.

Action Plan:
* Continue chart review of all severe injury cases with prompt f/u with provider and nurses
involved in case
& Participation in quarterly regional trauma case review
* Trauma case review at quarterly ED provider meeting
* Review trauma P| at quarterly ED Committee and ED RN team meetings
* ED Providers required to maintain ATLS certification
* ED RN required to maintain TNCC certification
*+ 5-6 ED/ambulance staff participate in annual rural trauma training course provided by the state

*  Use of fluid warmer when infusing =1L IV fluids or blood products — 75% compliance. IV fluids
pulled from warming cabinet but mechanical warmer not used on 1 of 3 patients

+  Nursing goal to document both intake and output for trauma patients — 75% compliance

+ ED length of stay < 60 minutes — Unstable patient LOS 34 minutes, stable ortho transfer 1 hour
47 minutes. Two patients discharged home

Action Plan:
+ Changes made to Meditech interventions to enhance nursing documentation (1&0)
+  Nursing education provided at October Team Meeting to include:
= Trauma Team Activation criteria
*  Fluid Management
o =3 L associated with worse outcomes
Consider blood products early
Do not leave IV lines wide open — resuscitate with 250-500ml boluses
SBP »30 and MAP 65 acceptable
Use mechanical fluid warmer > 1L IV fluids

0o o o0




Pl: Recognition,
Assessment,

Correction

Backboard
Removal
in ER

PDSA Project Worksheet

Project Name: Backboard Removal in ER
Team Members: Heather, Kristi, Amy
Aim Statement: Backboards in ER to be removed on average of 20 minutes from arrival time.

What is the current process?

It has been long-standing practice to place trauma patients on backboards and in C-collars to protect their spine from
potential further damage until definative clearance is made, The standard for use of backboards has changed. Backboards
are now only to be used for extrication and transport. Studies have shown that skin breakdown occurs and the benefit does
not outweigh this risk.

Describe the problem (opportunity for improvement)?

Inconsistent practices occurfrom proviﬂer to_ nursing to EMS staff. Qur average length of time pts are on backboard since
beginning of the year = 106 mmutes Curmnt:stzndalds vary from 5-10 min at Avera McK to 20 minutes nationally.

.. lnoonﬁstent trainirlg = LocumTenenthhout knowledge of current standards = Misunderstanding of changes *
of knowledge of others’ scope of prachca. eER physicians not current with standards Alternatives: *
Communicate providers, locums and nursing staff of changes and current expectations.

12/14715" Providgtewers fored af 2t o

12/15/15: Nursing staff was informed of ;




Performance Improvement

(Rural Hospital) Level IV Trauma Center Performance Improvement Process - CY 2017 (TTA Group)

Ptg Ptd Ptd Ptg Ptd Pt Ptd Ptd Ptg Ptd %
INDICATOR: 11701 11740 11741 11742 11890 12400 12728 12999 13036 13057
Tr Team Activated prior
) X X X X X X X X X X
to pt arrival 100%
Provider arrival within
X X X X X X X X
30 minutes of 80%
GCS <8 & airwa
established ¥ n/a n/a X n/a X n/a n/a n/a n/a n/a 100%
Complete VS
documentation X X X X X X X X X X
including GCS (x2 100%
Appropriate warming
measures (blankets, X X X X X X
warmed IV Fluids) B0%
Patient Transferred / /
X X n/a X X n/a X
with ER LOS < 2 hours B3%
X X X X X X X X X
MNo Death in hospital 90%
EMS trip ticket in
] X X X X
patient chart 40%
Contrast used for C/a/P
n/a X X X
CTs (added July 17) 75%

Other

v

1N




Trauma Performance Improvement

= Measures Performance/Process and Validates Care

= Improves Patient Care
— Standardization & Outcomes Driven

= |dentifies Areas for Improvement
= Accomplished via Patient Care Review
" |[s a Model that works well with Other Patient Populations

OPPORTUNITIES FOR IIMIPROVEMIEN T




REST AREA
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Developing a Working PI
Plan

A

Carol Immermann RN

Trauma Program Manager — Mayo Clinic Rochester



Nothing to Disclose

(A
Py Dromise

\ O\
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Objective

Describe how to create a relevant performance improvement
(PI) plan that provides the foundation and conduit for a
successful trauma performance improvement program at any
level of trauma care



PI Plan - Why?
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PI Plan - Why?

Healthcare facilities seeking in-state verification as a Level lll trauma facility must
meet performance improvement criteria for Level Ill referenced by Rule 325.135 and
outlined in the American College of Surgeons Committee on 'Z:auma “Resources for the

Optimal Care of the Injured Patient 2014” in a written plan.

shall develop a performance improvement plan standards that are
incorporated by reference to Rule 325.135 and the American College of Surgeons

Committee on Trauma “Resources for the Optimal Care of the Injured Patient 2014”.

Healthcare facilities seeking in-state verificatinr<s a Level IV trauma facility




PI Plan - Purpose

R To provide authority, structure, and organization to the Trauma PIPS
program

&R Promotes consensus on the PIPS process

R Assures compliance with rules for the verification process



Content

R The PI Plan should include

©3 How the trauma PIPS program fits into the organizational structure of the
hospital (institutional authority)

@3 Who is responsible for what
3 Whatis reviewed
3 How PIPS events are reviewed



Level III - MI
3

RESOURCES

The American College of Surgeons

Clarification Document

Resources for Optimal Care of the Injured Patient

By the Verification Review Committee

COMMITTEE OM YEAUMA

SIS S encrons |'V19_8/16/19 2019




Level III Rule

MI-CD 2-2:

Failure of a facility requesting Level I1I in-state verification to provide a
written performance improvement plan which meets performance
improvement criteria from the state of Michigan and the American
College of Surgeons shall be considered a critical deficiency



MI PIPS Plan - Level IV

R A process of event identification and levels of review which result in the
development of corrective action plans, methods of monitoring, re-
evaluation, risk stratified benchmarking must be present and this
process must be reviewed and updated annually

&R Problem resolution, outcome improvements and assurance of safety
(loop closure) must be readily identifiable through methods of
monitoring, re-evaluation, benchmarking and documentation.



MI PIPS Plan - Level IV

R All criteria for trauma team activation have been determined by the
trauma program and evaluated on an ongoing basis in the PI process.



MI PIPS Plan - Level IV

R Audit Filters - the PI program identifies and reviews documents,

findings, and corrective action on the following five (5) audit filters
which must be addressed in the PRQ:

3 * Any system and process issues
3 ¢ Trauma deaths in house or in emergency department

3 ¢ Any clinical care issues, including identifying and treatment of
immediate life threatening injuries

3 * Any issues regarding transfer decision
@3 ¢ Trauma team activation times to trauma activation



MI PIPS Plan - Level IV

R A policy in place to review issues that revolve predominately around (1)
system and process issues such as documentation and communication;
(2) clinical care including identification and treatment of immediate life
threatening injuries (ATLS); and (3) transfer decisions.



Level IV Rule

&R MI-CD 2-3:

Failure of a facility requesting Level IV in-state verification to provide a
written performance improvement plan which meets state of Michigan and
American College of Surgeons criteria as outlined in section C shall be
considered a critical deficiency.



MI PIPS

&R MI-CD 2-1:

Failure to participate in the Regional Trauma Networks performance
improvement work plan and initiatives outlined in the brief description
submitted with the designation application shall be considered a critical
deficiency.



PIPS Plan - Where to Start

& Where are you going with this? (Goal)
R By what power will the plan be allowed to work? (Authority)

R What patients are affected by this plan?(Scope - Trauma population
inclusion criteria)

R What data will be collected to support the PIPS plan? (Data Collection
and Analysis)

R What will decide what is collected - why it is collected - what is done
with it? (Compliance monitoring)



PIPS Plan - Where to Start

R Organized/standardized method for review (Levels of Review)

R Was there opportunity for improvement? (Determination/judgement)
R Resolution planning (action plans)

R Confidentiality

R Integration into overall hospital PI

R [tems needing annual review
3 PIPS forms - audit filter list



Let’sd
o 1it!




YOUR PIPS Plan

R Document will be formatted for use

R This sample plan sent to Trauma Coalition for evaluation and possible
use

Thank you!



Trauma Program Staff: Role of Pl

The Trauma Team

Trauma Program Manager / Coordinator

Trauma Medical Director

Trauma Registrar




Trauma Program Staff: Role of Pl

Objectives:

= Describe the ideal trauma performance improvement and
patient safety team.

= Clarify the roles and expectations for various members of the 2
PIPS team.




Trauma Program Staff: Role of Pl

It takes a TEAM to create a successful program!
= Trauma Program Manager/Coordinator
" Trauma Medical Director
*= Trauma Registrar




LEADERSH|P

D Trauma Program Coordinator
_—




e Trauma Program Coordinator

= Assures trauma program meets requirements for trauma designation which

PIPS is a major component ?
= Implements PIPS plan and Operations "
= Leadership interface with other allied-health leaders
" |Interfaces with other hospital committees and programs
= Trauma Center site visits — know your PI!
= Opportunities for Improvement
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Can’t See The Forest For The Trees

Definition: overly concerned with detail; not understanding the whole
situation

Explanation: Used when expressing that a person is focusing too much on
specific problems and is missing the point

Examples: I'm afraid you can't see the forest for the trees. - He often can't
see the forest for the trees and needs to have the most relevant points
explained to him.




= w Trauma Program Coordinator

= Meeting Minutes are important

= Determine your trauma program priorities, and know WHAT you HAVE to do
= Consider Lean Principles
— Define the Value

— ? Value added, ? Non-Value added

— Continuous flow of product, services and information from end to end, through
the process

— Pull from the customer - Demand pulls the product s
— Work towards Perfection




SURVEY

What is the most helpful resource to you in supporting

you in your TPM/TC position?

= Having 8 hrs/week to fulfill duties required by position
= Supportive administration & TMD

= feedback on patient care

= Support from providers & nurses

" Education provided to me & regional meetings

" Quarterly state meetings — support from Level Ils




SURVEY

What is the most helpful resource to you in supporting

you in your TPM/TC position?

= level Il & State Trauma Coordinator(s)
= State designation site visits
= QOther trauma coordinators helpful ideas

" Reference materials from the state




Trauma Program Staff: Role of Pl

It takes a TEAM to create a successful program!
" Trauma Program Manager/Coordinator
" Trauma Medical Director

® Trauma Registrar




— Trauma Medical Director

= Authority to direct PIPS plan

= ATLS"knowledge when reviewing case

= Leader for peer review discussion

= Ultimate authority for final rulings/judgements in case reviews

= Have the authority to correct deficiencies in trauma care

= Follow up with physicians and providers




v Trauma Medical Director

= Good idea to “try” to have a set meeting time to meet with TPM/TC
= Educational content expert
" Present for trauma center site visits

" Knowledge of the site visit application

= Navigatinga “small group” of partners/sole provider




Trauma Medical Director

= Navigatinga “small group” of partners/sole provider

= When reviewing cases, consider the question: Future similar patients
are less likely to have this outcome because ?




Trauma Program Staff: Role of Pl

It takes a TEAM to create a successful program!
= Trauma Program Manager/Coordinator
* Trauma Medical Director

=" Trauma Registrar




Trauma Registrar

" “Developing a trauma registry requires significant commitment

and hard work before the registry begins to approach it potential.”

= “High-quality data begins with high-quality data entry, and it is the
trauma registrar who is responsible for performing this task.”

Resources for the Optimal Care of the Injured Patient — 2014




Trauma Registrar - Who

= Staffing model volume driven
— Level Il (examples)

* Independent registrar

* Shared registrar for multiple registries (e.g. NSQIP, Stroke, Cardiac,
etc.)

* Trauma Program Manager/Coordinator
— Level IV (examples)

* Often combined in Trauma Program Manager/Coordinator role
* Staff nurse with interest in trauma/quality/data/etc.




Trauma Registrar - Who

= Other Examples:

— Health Information Manager

— Coding

e Caution!

— Quality Department




Trauma Data Entry

= Must follow data dictionary
— State Data

— National Trauma Data Standard

— TQIP
- MTQIP




Data Entry — Definitions

What is the definition for time to

Operating Room?

Cut Time




Trauma Coding

Trauma Coding # Billing Coding




Coding Examples

= Possible/Probably
= Assigned billing code

= Cannot code for trauma

= Other examples

= Do not code consequence of injury

* Proper verification (e.g. diagnostic tests) to code




Must Haves for Registrar

= Job description specific for their role
" On-boarding to position

= Orientation

= Avoid isolation




Must Haves for Registrar

= Appropriate work space

= Appropriate equipment

= Dual monitors create efficiencies




= Administrative Leadership

= ED Medical Director - Liaison
= ED Nurse Manager / DON

= Anesthesia

= RT

= Lab

= Radiology

= Pharmacy g < ) 2
= Quality Optimal Outcomes

= EMS Opportunities for Improvement
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Summary

" Trauma Leadership team is vital to the success of the trauma
program

= Each role brings unique functions to assure a strong/successful
program

" The team is only as strong as its weakest link 2




Issue Identification

PERFORMANCE IMPROVEMENT: IMPROVING PATIENT CARE &
OUTCOMES




Issue Identification

Objectives:

= Describe the processes of event identification and

levels of review.




Improving Patient Care & Outcomes

= We have a trauma system, we are designated as a trauma
center, we have all the equipment, our staff is trained, we
have an EMR template for trauma team activations.......
what could go wrong?




Improving Patient Care & Outcomes
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Sources for Identifying Patient Care Events

= EMS / documentation

= |dentified during a resuscitation

= Medical Record review

= Staff — evaluations (emails, knocking on the door, looks in the hallway)

= Daily Rounds/Case Management

= Hospital Quality Management Dept./Risk Management :
= Patient/Family Feedback
= Referral/Referring Hospital Pl
= Meetings




Pl Issue Identification




Issues Identification Includes Phases of Care

v e Pre-Hospital
v e Resuscitation

e In-Patient Care

v e Out-Patient Care




Any tips on how to identify/catch Pl events In

your trauma patients?” (STN listserve)

= Log events
= White board

= Spread sheet on “share drive”
" “Complex” patients

= Morning rounds :
= EMR - new orders, notes, lab/test results 2
= Talk with nursing, physicians, PA/NP, EMS
* Trauma Registry & staff




THE PERFORMANCE IMPROVEMENT CHECKLIST

Forms/Tools

to Ca t u re P I Chart #: Physician/P A/NP: Date:
p PREHOSPITAL

Initial trip ticket present on chart: 0 Yes (1 No [0 NA
Scene time = 20 minutes: O Yes O Ne O NA

S S u e S Appropriate spinal immobilization: O Yes (1 No 0O NA
Airway maintained on arrival to hospital: O Yes 0 No O NA
Trauma code activated in field: O Yes O No 0O NA
HOSPITAL
Trauma code activated when met criteria: 0 Yes O No O NA
Team leader response time < 20 minites: O Yes 0O No O NA
Transfer <2 hours from arrival: [ Yes [0 No [0 NA
GCS = 8 and airway established: [0 Yes [0 No 0O NA
ET tube placement confirmed: O Yes O No 0O NA
Spinal precautions: [0 Yes 00 No [0 NA
Mo transport delays due to CT scans/X-rays being done: 0 Yes 11 No [0 MNA
Documentation of review midlevel supervisor within 72 hours: [ ves 11 No [ NA

Conuments:

Actions Taken: :

Follow up:

Can you consistently answer YES to
ALL QUESTIONS on the checklist?




Sample Trauma Performance Standards

*Emergency department physician arrival =15 minutes after EMS notification

TEmergency department provider arrival =30 minutes after EMS notification

Emergency department provider not present upon patient arrival

*Tier-one TTA and general surgeon arrival =30/60 minutes after patient arrival

*TTA and general surgeon did not promptly contact ED provider after activation

General surgeon not present upon patient arrival

*Emergency department physician arrival =15 minutes after EMS notification

Hip dislocation and no attempt to reduce w/in & hours

Hip fracture and no DVT prophylaxis

o

Surgery to stabilize hip fracture »24 hours

Open fracture and surgery =8 hours after admission

Non-fixation of femoral diaphyseal fracture in adult

Core temperature <36°C and IV fluids/blood not warmed

*Trauma care provided by non-ATLS/CALS provider

Core temperature <36°C and no re-warming measures

*Admitted by a non-surgeon and no surgeon consult

*Emergency department physician arrival »15 minutes after EMS notification

Open fracture and antibiotics not administered w{in 1 hour of arrival

“Admitted by a non-surgeon

Chest tube <36 Fr.

Missed injury/injury diagnosed =24H after an initial traumatic event

Under-triaged/trauma team not activated when criteria met

Pneumothorax w/ hemadynamic and/or respiratory compromise and no chest decompression

Failure to diagnose major vascular injury w/in 6 hours of admission

Over-triaged/trauma team activated when criteria not met

Over-ventilation within the first 12 hours/pC0, <32

Readmitted to hospital for care of injuries from same event

Blunt chest or abdominal, multi system or high-energy trauma admitted with no general
surgeen evaluation

GCS <13 and no neurosurgical consultation

Response times incomplete/missing

Emergency department provider response time incomplete/missing

Trauma surgeen response time incomplete/missing

GCS <8 and no endotracheal tube or surgical airway

Under-ventilation within the first 12 hours/pC0; = 50

Unplanned return to the OR

GCS <14 and no head CT

Length of stay in ED =60 minutes before transfer

Indicators

¥ i

GCS <14 and head CT >2 hours after admission

*TTA and length of stay in ED =60 minutes before transfer

Spinal immeobilization indicated and arrived via EMS without spinal immobilization

Spinal immebilization not maintained until cleared

High acuity or high energy mechanism and patient's length of stay in ED =60 minutes before|
transfer

*Emergency department physician arrival >15 minutes after EMS notification

Pain level persistently =5

C spine cleared without radiography in patient w/ altered LOC, focal neurological signs or
distracting injury

Low acuity & low energy mechanism and patient's length of stay in ED =60 minutes before
transfer

GCS £10 and no endotracheal tube or surgical airway

C spine injury missed on initial evaluation

Transferred after admission

GCS <8 and no endotracheal tube or surgical airway within 15 minutes of arrival

Cervical collar removed before transfer (with or without nagative radiograph)

*Patient met transfer criteria and admitted locally

Unrecognized misplaced endotracheal tube

>65, fall w/ head injury and no C collar

Pediatric patient transferred to non-pediatric trauma center

Re-intubated within 24 hours of extubation

Spine injury missed on initial evaluation

More than one transfer before arrival at definitive care facility

Intubated and end tidal CO2 not documented

Spine board removal =30 minutes after arrival

Unplanned readmission

Intubated and no orogastric or nasogastric tube placed

Admitted to the OR 60 minutes after arrival in ED

No chest x-ray before transfer

Head injury and BP not maintained above 90 systolic

Abdominal injuries, systolic blood pressure <90 and admitted to OR =1 hour

Unplanned transfer to the ICU

Heaad injury, INR >1.5 and no anti-coagulation reversal

Abdominal, thoracic or vascular surgery =24 hours

No Foley catheter placed before transfer

Intracranial hemorrhage, on anti-coagulant with no reversal

Fewer than two IV lines

No rectal exam prior to Foley insertion in male patient

Head injury and pCO; maintained <35 or =40

IV fluids not warmed

Trauma team activation and flow sheet not used

Pneumathorax or hemothorax and no chest tube placed within 15 minutes of diagnosis

IV lines smaller than 16 Ga.

Absent hourly charting

Mo chest tube placed for pneumathorax or hemothorax before transfer

Unstable vitals/hemodynamic compromise and unable to obtain vascular access

Vital signs not recorded every 15 minutes

Pain a 1t not recorded hourly

Pneumathorax and no chest tube placement before aeromedical transfer

IV placement difficult/delayed and no 10 attempted

* Level 3 state-required filters " Level 4 state-require|

Pediatric patient received =50ml/kg crystalloid solution wyin first two hours

Pain not re-assessed after analgesic administration

Persistant hypotension and no blood product administered after 2 liters of crystalloid

* Level 3 state-required filters

Blood pressure <70 systolic for =2 hours without definitive intervention

External bleeding not controlled

CT performed without IV contrast

Oral contrast used rather than IV contrast

Long bone fracture and no traction or splint applied

Extremity fracture/dislocation wjo distal pulse and no attempt to reduce

* Level 3 state-required filters T Level 4 stat

quired filters

Patient <18 years old and not weighed

Patient <18 years old and weight estimated, not measured

Patient’s weight recorded in pounds rather than kilograms

No initial GCS recorded

Volume of infused fluids not documented

No initial temperature recorded

Mo temperature recorded in patient <12 years old

Complete initial vital signs not recorded (HR, BP, RR, temp., GCS, Sa0z)

EMS report not in patient chart

EMS times incomplete/missing

EMS en route time =4 minutes (time called to time en route)

EMS scene time =15 minutes (arrive scene to leave scene)

Sample Trauma Populations for Review

*"Trauma death

*"Transferred out

*Transferred in

Trauma care provided by advance practice provider

Massive blood transfusion (=3 units)

Taking anti-coagulating medication

Preexisting cardiovascular disease

Preexisting COPD

Insulin-dependent diabetes

Obesity

Pregnancy

<5 years old or »55 years old

* Level 3 state-required filters

" Level 4 stat

quired filters
S
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Pl
Issue
Identify
Tools

Sanford Medical Center Fargo - Performance Improvement
Issue Identification Form

- MAJOR = MINOR O CONSULT T NON-CODE
Patient Mame: (Last) (First) MR# Admit Date
Indicator:
O Death: where did it occurr? DOA ED OR IcU Floor Other
0 Delayed Diagnosis (injury found after tertiary survey, »24°) of. Provider:
O Missed Diagnosis (injury found after d/c from hospital) of: Provider:
O Transfer Out Hospital: Reason:

O Thoracotomy performed outside the OR

O Readmission as inpatient within 7 days of discharge (date)

0 =24" between arrival and operative treatment of blunt, compound fracture or laceration into joints
O Abdominal/Thoracic/Cranial™ascular surgery >24° after arrival, unplanned
O Under Triage (reason)

System Issues:
O Trauma Surgeon NOT present on armval or within 157 of patient arrival = Not Doc

O Trauma/Meuro/Ortho surgeon DOES NOT see prior to admission (Minor)

O Trauma Consult NOT seen within 12°

O Consults NOT seen and dictated within 24° (specialty)

O Delay in Activation/Triage 1ssue
O Seen in ED, discharged and readmitted to Trauma Service within 72° of initial visit

O Pt with GCS < 12 on presentation and does not have a CT scan within 2°

O Admitted to a Non-surgical service with an 1S5 > 3

0 Documentation:

O BAC/UDS/CD Consult/Provider education/notes;;

Complications:
O MISC Other

Further Explanations:

s e




Further Explanations:

Pl
Issue
Identify
Tools

Frivileged Confidential Peer Review Record under NOUC 23-01; Chapter 23-01.2; Adm. Rules:33-35-01-09 Revised 12/31/18




Pl
Issue
Identify
Tools

Sanford Medical Center Fargo - Trauma Services

PEDIATRIC Pl INDICATORS

=17 yeamw: age

Indicator

Definition

YiN

All* Initial lTI'?I{L

Blood transfusion

Any Transfusion of Blood Product

Abnormal exam?

Cervical spine clearance CT performed?
X-Ray done?
. CT brain done when no LOC or GCS =14
CT brain :
Repeat CT at any time

Anticoagulation

Lovenox or prophylactic hepann ordered

Direct admission

Admitted directly to floor/PICU

Suspected NAT

Suspected non-accidental trauma

Other

Concern neaeding follow-up

Alcohol and/or Drug Screen in
age 12 and above?

screening methods: Admission navigator
questionnaire, BAC/UDS/Referring Hospital Report

If Screen positive, flu complete?

FiU: CD, SW, Provider or Peds Behawvior Specialist

*A=Care Appropnate/ [=Care Inappropnate

IF “YES" TO ANY ABOVE, COMPLETE CASE 5SUMMARY REFPORT




Pl Issue Identification

= Verify & Validate actual PIPS events!

" Follow up on all validated issues

" Good to provide feedback

= Determine if it is an isolated issue vs. a system/provider issue ,._
= Sentinel event? ?




CONFIDENTIAL PURSUANT To MINNESOTA STATUTE 145.64
Do NoTt Copy/For AuTHORIZED Use OnNLY

CoNFIDENTIAL PURSUANT To MINNESOTA STATUTE 145.64
Do Mot CopvyfForR AUTHORIZED USE ONLY

Trauma P! Filter Tracking Worksheet [[] No improvement opportunities identified [_] Refer to TMD

Comments:

Patient name: Admit date:

Medical record #:

Data Point Yes | No | NfA
*Emergency department provider arrival =15 minutes after EMS
notification
*TTA and general surgeon did not promptly contact ED provider after
activation
*Tier-one TTA and general surgeon arrival =30/60 minutes after patient P I
arrival

*Admitted by a nen-surgeon and no surgeon consult

*Care provided by provider who did not meet the educational I S S u e
requirement (e.g., ATLS or CALS)

*TTA and length of stay in ED =60 minutes before transfer I d e ntify

*patient met transfer criteria and admitted locally

Tools

*Transferred

Trauma Program Coordinator.rP M/Tc

Signature: | Date:

Under-triaged/trauma team not activated when criteria met [[] No improvement opportunities identified [_] Refer to committee

=65, fall w/ head injury and no C collar Comments:

Oral contrast used rather than IV contrast

Spine board removal =30 minutes after arrival

EMS report not in patient chart

GCS £10 no endotracheal tube or surgical airway
*Any chart that generated a “Yes” must be reviewed by trauma PI team.

Trauma Medical Director TM D
9 ¥

Signature: Date:




Pl Issue Identification — Concurrent Process

Affects patient care at point of service

* |Increased staff/patient/family satisfaction

= Less reliance on Med Records Dept.

= Improve prospective reporting

= Staff necessary :

= “Future similar patients are less likely to have this ¥
outcome because ?




Patient Care & Pl Issue Identification




After Issues Identified: Levels of Review

" Defined steps to address relevant level of review in order to
reach loop closure.

" Levels of Review include:
- Primary (1% level)

* “every patient” Trauma Program Manager/Coordinator A

- Secondary (2" level)

* “identified/validated issues” Trauma Medical Director -

- Tertiary (3" level)

* “opportunities for improvement!!” Committee




Levels of Review

= After information is gathered on the trauma patient, need
to review case in a structured deliberate manner

" Review case from beginning to end

= Any filter/complication/outcome that was identified needs
to be reviewed

= All cases/issues need to be taken to closure




Levels of Review — Primary

" Primary review

- Trauma Program Manager/Coordinator

- Validate issue, then determine next steps

* |ssues that are primarily allied health may be addressed at this level
* Some system issues

* |ssues that can be addressed by trauma center guidelines/policies may
be addressed at this level




Levels of Review — Primary

- Sometimes things do not seem right at first,
but as you investigate & validate, they may
be a little different, but yet appropriate.




Primary Review — Examples

= Allied health issues:

Warming measures not used during trauma resuscitation
VS not monitored/charted on an unstable patient in the ED

Pulmonary toilet not emphasized in a patient admitted with rib fractures
| & O charting missing

= Review by policy

Timeliness of physician response
Over-under triage

Non-surgical admit patient

Timeliness of tertiary survey




SANF3RD

HEALTH

Accidental Hypothermia
Management

(877 647-1225

Primary Review — Examples

= Review by “guideline”

MILD

» Warm the reom

# Remaove clothing

» Apply warm blankets

» Apply Bair hugger

» Consider placing
temperature
monitaring foley

# Transfer anly if
deteriorates or physician
judgment is otherwise

¥5°Ff35°C

Goals

* Rewarmn to =95 F [35 C) at a controlled rate
* Prevent any recurrent cooling

» Provide efficient stabilization that doas not delay
definitive cara

» Frozen extrernity?

—Wait to rewarm it
- Focus on core rewarming

- MVC / Hypothermic patient T R

» Warm the room
# Handle the patient gently
» Remove clothing

Warm blankets

- Transfer in to our hospital ot —

temperature monitoring
» Warm ventilator gasses

= Labs fer mederate & severe hypothermia

* Give warm [40-42 C) Nor mal _CBC _CPK
Ffﬂ:‘fgﬂr‘:,'ﬂn:“ 5 - EMP - ETOH/texicalogy screen
1 = Adult 2-3 liters — Armmonia - Fibrinogen
- rocess eVI eW - Pediatrics use - Lactate - OFTIOMAL: ABG

Broselow tape
* If frozen extremity identified

: h Results reflect patient condition st normal termpe rature.
- Do Mot actively rewarm it

Labs should be rechecked at lzast every & hrs. during
rewarmning or if major clinical change occurs.

SEVERE B2°H26°C
* Look at Mon-survival Criteria
[see below]
» Decision made to resuscitata:
- Initiate tramsfer for possible

bypass rewarming
# Initiate Moderate
interventions

» Start CPR if indicated
[see right] B
~ I transfer delayed .
# Consider Pleural . 4
rew. ] * CPR Indications. v
-Ill:nlijg.nddﬂl ] — Agystole on ECG [PEA is NOT an indication for CPR] :
Iereilin I _ . . . .
* Infus Z50mL . Bedside ultrasound [optionall does not show cardiac activity .
saline intochestfar S
10 minutes, then drain = Cardiac Arrest Management ?{
- Follow ACLS guideling for identified rhythm.
— Utilize automated compression device for compressions. "‘
° » Defibrillation :
- For temperature < 84 F [30 C]
YY) » Defibrillate = 1

+ Continue CPR until ternperature » 86 F [30 C)
- Fortemperature » 86 F [30 €]
# Defibrillate per ACLS protocols

NON-SURVIVAL = Management of ACLS drugs

. ~ If termperature < 84 F [30 C)
o :::;:\:?;DDL‘LE;E::; + Withhold medications until temp »86 F [30C)
- For temperature 85-93 F [30-34 C]

#» Follow ACLS guidelines, BUT LENGTHEN DOSING INTERVALS

to every &- 10 mins

- For temperature > 94 F [34 €]

» Follow ACLS guidelines

indication to do CPR
= Obvious other lethal injury present
* Frozen, non-compressible chest wall
* Nose/mouth blocked with ice
or froze shut
* Lab data not associated with survival: -

= Management of Hypotension
—Warm saline in 1 liter increments
# Large volumeas may be necessary to restors perfusion
- Pediatrics 10 mlfkg boluses
* Correct electrolytes
» Vasopressors may be used
— Recormnmend levophad

- Potassium > 12 mmel/L
- Fibrinogen < 50 mg/dL
- Ammonia > 420 meg/dL




Levels of Review — Secondary

= Secondary Review
- Case is reviewed by the Trauma Medical Director

- Determine need to elevate to the next level of review (Committee),

or use resources at this level to provide resolution




Secondary Review — Examples

= Physician response to trauma activation
- Not meeting expectations

= Non-surgical admission
= Trauma care provided by NP/PA

= Timeliness of care in the ED

" |maging performed prior to transfer




Accidental Hypothermia SANFBRD

Secondary Review — Examples Management

MILD Goals

» Warm the room ¥5°F/35°C p 5
R lothi
(( :Aﬁmf;rmthlgﬂm * Rewarm to =95 F (35 C) at a controlled rate

. . r
I I I n ” :égﬁz;ar“;:[‘aucgisger * Prevent any recurrent cooling
e penature » Provide efficient stabilization that does not delay

monitaring foley

= Review by

# Transfer only if definitive care
deteriorates or physician .
judgmant is otherwisa » Frozen extrernity?
MODERATE $9°F/32°C —'Wait to rewarm it
A » Intubation recommended - Focus on core rewarming

» Initiate transfer
» Warm the room
# Handle the patient gently
» Remove clothing
Warm blankets
# Bair hugger

- * Place esophageal probe for
temperature monitoring
» Warm ventilator gasses = Labs for mederate & severe hypothermia
+ Give warm [40-42 C] Normal —-CBC - CPK
ng:‘fuﬂr':;gr e - BMP - ETOH/taicology sereen
— Adult 2-3 liters — Armmonia - Fibrinogen
= - Pediatrics use - Lactate - OFTIOMAL: ABS
Broselow tape o
. ”I;;D:Eﬂ E“_'ETﬂ)‘ identified Results reflect patient condition st normal tempe raturs.
- ot actively rewarm it Labs should be rechecked at lzast every & hrs. during
SEVERE ST HZC rewarmning or if major clinical change occurs.

TMD Review, brought to Peer Review Meeting e

» Decision made to resuscitata:
- Initiate tramsfer for possible

bypass rewarming
# Initiate Moderate
interventions

g
:
E

[see right]
= litransfer delayed
# Consider Pleural

= CPR Indications
— Agystole on ECG [PEA is NOT an indication for CPR]
- Bedside ultrasound [optional) does not show cardiac activity

L
Eigz‘rs
?;; ¥
?|||| thinln

= Cardiac Arrest Management ?{
- Follow ACLS guideling for identified rhythm.
— Utilize automated compression device for compressions. "‘
= Defibrillation
- For temperature < 84 F [30 C]
» Defibrillate = 1
+ Continue CPR until ternperature » 86 F [30 C)
- Fortemperature » 86 F [30 €]
# Defibrillate per ACLS protocols

o Be Continued...

NON-SURVIVAL = Management of ACLS drugs

. ~ If termperature < 84 F [30 C)
o :::;:\:?;DDL‘LE;E::; + Withhold medications until temp »86 F [30C)

indication to do CPR - For temperature 85-53 F [30-34 C)

#» Follow ACLS guidelines, BUT LENGTHEN DOSING INTERVALS

to every &- 10 mins

- For temperature > 94 F [34 €]

» Follow ACLS guidelines

= Obvious other lethal injury present
* Frozen, non-compressible chest wall
* Nose/mouth blocked with ice
or froze shut
* Lab data not associated with survival: -

= Management of Hypotension
—Warm saline in 1 liter increments
# Large volumeas may be necessary to restors perfusion
- Pediatrics 10 mlfkg boluses
* Correct electrolytes
» Vasopressors may be used
— Recormnmend levophad

- Potassium > 12 mmel/L
- Fibrinogen < 50 mg/dL
- Ammonia > 420 meg/dL




Levels of Review - Tertiary

= Tertiary Review

- Cases that require committee review
* Peer review committee
* Multi-disciplinary committee

* Some institutions have a multi-disciplinary committee conducting 2

patient reviews — not physician only




Tertiary Review — Examples

= Deaths

= Unexpected outcomes
= Sentinel events

= Complications/Filters

- Delaysin care
- DVT/PE
- Delays to OR




Accidental Hypothermia NF3BRD
Management

HEALTH

(877 647-1225

Tertiary Review — Examples

MILD Go a |_ 5

» Warm the roomn ¥5°F35°C -

Ri lathil
R [] (( . . ” :A:m:ac_rmthllg%hes * Rewarm to =95 F (35 C) at a controlled rate
. V I W I I I I I :égﬁz;arl?l;ucgisger * Prevent any recurrent cooling

T—ﬁ:,r.‘-fi‘;r,-ai:,“;nw . Prolvi.d.e efficient stabilization that does not delay

# Transfer only if dafinitive care
deteriorates or physician .
judgmant is otherwisa » Frozen extrernity?

MODERATE B9°F/a2°C —Wait to rewarm it :
- + Intubation recommended - Focus on core rewarming
» Initiate ransfer
» Warm the room

# Handle the patient gently
» Remove clothing

* Warm blankets

# Bair hugger

- * Place esophageal probe for
temperature monitoring
+ Warm ventilator gasses » Labs for moderate & severe hypothermia
+ Give warm [40-42 C] Normal - CBC - CPK
ng:‘fuﬂr':;gr e - EMP - ETOH/texicalogy screen
- Adult 2- 3 liters —Ammania - Fibrinogen
= - Pediatrics use - Lactate - OFTIOMAL: ABS
Broselow tape .
* If;;n:en “".'ET“' idertified Results reflect patient condition at normal tempe raturs.
- ot actively rewarm it Labs should be rechecked at lzast every & hrs. during
SEVERE ST HZC rewarmning or if major clinical change occurs.
- * Look at Mon-survival Criteria
[see below]
» Decision made to resuscitata:
- Initiate tramsfer for possible
=5 rewarming
# Initiate Mod erate
-

g
:
E

TMD Created a guideline (initial time this i

= litransfer delayed
# Consider Pleural

= CPR Indications
— Agystole on ECG [PEA is NOT an indication for CPR]
- Bedside ultrasound [optional) does not show cardiac activity

i
H
i
|

occurred — now used for further care review

g
&
1
7

= Cardiac Arrest Management
- Follow ACLS guideling for identified rhythm.
— Utilize automated compression device for compressions.

E
?

= Defibrillation
- For temperature < 84 F [30 C]
» Defibrillate = 1
+ Continue CPR until ternperature » 86 F [30 C)
- Fortemperature » 86 F [30 €]
# Defibrillate per ACLS protocols

- Education done with staff, Regional Trauma
Committee, State Trauma Conference et

= Management of ACLS drugs

+ Core temp < 15 C [59F)
* Patient is DNR and has

indication to do CPR

= Obvious other lethal injury present
* Frozen, non-compressible chest wall

* Nose/mouth blocked with ice

or froze shut

* Lab data not associated with survival:

- Potassium > 12 mmel/L
- Fibrinogen < 50 mg/dL
- Ammonia > 420 meg/dL

~ If termperature < 84 F [30 C)
» Withhold medications until temp »86 F [30C)
- For temperature 85-93 F [30-34 C]
#» Follow ACLS guidelines, BUT LENGTHEN DOSING INTERVALS
to every &- 10 mins
- For temperature > 94 F [34 €]
» Follow ACLS guidelines

= Management of Hypotension
—Warm saline in 1 liter increments
# Large volumeas may be necessary to restors perfusion
- Pediatrics 10 mlfkg boluses
* Correct electrolytes
» Vasopressors may be used
— Recormnmend levophad




Tertiary Review

" |t is crucial to have input from specialties involved in

patient events:

— Example: GCS < & not intubated

— Example: if reviewing an extremity compartment syndrome need
input from Orthopedics

— Variation in care from guidelines

" *It is crucial to have physician representative if using
locums tenens providers (ask agency for representation) :




Sanford Medical Center Fargo - Trauma Services
PEDIATRIC PI INDICATORS (reviewed January 2018)
< 17 years of age

Indicator Definition YIN A Initial NA/S

UNK

Blood transfusion Any Transfusion of Blood Product

Abnormal exam?
Cervical spine clearance CT performed?

X-Ray done?

) CT brain done when no LOC or GCS =14 X

CT brain )

Repeat CT at any time
Anticoagulation Lovenox or prophylactic heparnn ordered
Direct admission Admitted directly to floor/PICU
Suspected NAT Suspected non-accidental trauma 3
Other Concern needing follow-up -
Alcohol and/or Drug Screen in Screening methods: Admission navigator
age 12 and above? questionnaire, BAC/UDS/Refermng Hospital Report
If Screen postive, flu complete? | F/U:- CD, SW, Provider or Peds Behawvior Specialist

*A=Care Appropnate/ I=Care Inappropnate
IF “YES” TO ANY ABOVE, COMPLETE CASE SUMMARY REFORT




CoNFIDENTIAL PURSUANT To MINNESOTA STATUTE 145.64

Do NoT Copv/For AuTHORIZED UsSE ONLY

Trauma PI Filter Tracking Worksheet

Patient name: Admit date:

Medical record #:

CONFIDENTIAL PURSUANT To MINNESOTA STATUTE 145.64
Do NoTt Copy/For AuTHORIZED Use OnNLY

Data Point Yes

No

N/A

*Emergency department provider arrival =15 minutes after EMS
notification

*TTA and general surgeon did not promptly contact ED provider after
activation

*Tier-one TTA and general surgeon arrival =30/60 minutes after patient
arrival

*Admitted by a nen-surgeon and no surgeon consult

*Care provided by provider who did not meet the educational
requirement (e.g., ATLS or CALS)

*TTA and length of stay in ED =60 minutes before transfer

*patient met transfer criteria and admitted locally

*Death DEATH X

*Transferred

Trauma Program Coordinator-rp M/Tc

m No improvement opportunities identified m Refer to TMD

comments: ¢ 52 v /0 male, unrestrained driver of
MVC at hwy speeds, ejected thru
windshield, found on hood, CPR,
PEA, intubated, fluids, Epi.

Major Trauma Code- Team

Primary Survey

Cardiac US

Time of Death....

Not a donor candidate

Signature: | Date:

Under-triaged/trauma team not activated when criteria met

=65, fall w/ head injury and no C collar

Oral contrast used rather than IV contrast

Spine board removal =30 minutes after arrival

EMS report not in patient chart

GCS =10 no endotracheal tube or surgical airway

*Any chart that generated a “Yes” must be reviewed by trauma PI team.

Trauma Medical Director TM D

[XNO improvement opportunities identified [_] Refer to committee

comments: o Care appropriate (EMS & Hospital)
* No opportunities for
improvement, other than seatbelt
usage.

Number of Deaths

Signature: Date:

5!
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IMPROVING PATIENT CARE &




ConFDENTIAL PURsUANT To MINMESOTA STATUTE 145.64 ConFIDENTIAL PURSUANT TO MINNESOTA STATUTE 145.64

Do NoT Cory/For AUTHORIZED USE ONLY Do NoT Cory/For AuTHORIZED USE OMLY

Action Plan(s)/fActivities (cont’d):

Trauma Pl Tracking Form

Date of report:
Date(s) of cccurrence:

Medical record #:

Comipplication, problem or complaint:

g9
o
S
©
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9

Goal(s):
Measures/results (with dates):
Corrective action
D trend/track similar occurrences D individual counseling D resource enhancement &
|:| education |:| tertiary/committes |:| privilege/credentialing review :
D guideline/policy review od
Action Plan(s)fActivities (with dates): 3

Loop closure (with date):

TPM Signature: Date:

TMD Signature: Date:
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Performea nce Metrics Sureelance Tracking Form ol oz o2 o4
Jesmary February R Agril [y Jume Ty Amgust September Ootobsr Nowember Decsmiber

Emengen oy department p rovider off-site

Emermen oy department provider off-sibeand arfned within 20 mir i
of patien t's anriee

ransm & b ac tration criteria met

Traumatesm criberia met and team acthated

Trarsfenned and pinysiokogical TTA criterion met

Trarsfenned, pirpsiobogical ariterion met, and trarsporiation andensd
wirkim 30 minubes of partient’s armialtime of discownery

Sustained G5 S8

Sustained G035 55 and aimway socoessfully secuned

Prezumio h orax requiining 2 chest bube and mimitted

Pre=umo th orax nequining, & chest tube, ad mitted and meaneral sunpeon ot
b sicke wirthin 13 hours

Perfonmance Avermg ' Goal%
Tirme f'rom patien tannival to emengency departnent provider armivalat

ros piftal 520 mired 125 wh an the Emengen of departmen tprovider i of =Dnyar ]
site

Traema team acthrabed wien criteis met Do ]
Time f'rom patien tamnival until trars portation ond esed 30 minwbes wibsn

& pitvysiolo gical TTA criterion is met and patien t trarefenred fio rtrums

caine; o rTiem & from winen & pivrsio kogical TTA criterion is discowered un i =nnya! 200
tran 5po ristion ondered £20 mirartes wiven patie it trans fermed for traums

care

Airaray sucomsspully secunsd wihen G 0558 000! 0%
‘Seneral surgson srmival athedsid & within 12 kiours wihen reguired Dnya! =%




North Dakota Level IV/V Trauma Centers
PERFORMANCE IMPROVEMENT Tracking Form - 2019

(Month / Quarter / or Year) i.e.: June 2019 or "2019" or 2Q 2019

2Q 2019 Example:
|

w
2 5 = a 2 |4 = z = 9 |3 =
Ecn|E = = = = = = = = = = =
!'—'EM = = = = = = = = = = = =
E=&|E = = = = = = = = = = =
E"x |E =z |E = | E = | E = | E n | E = | E n | E = | E = | E = | E = | E 3=
) Et’riE EME EME EME EmE EmE EmE EmE EmE EmE EmE EME EME =
Indicatorbelow: |FRE|FRE |FRE|FRE | FEBE | FRE |FRE | FRE|FRE|FEBE|FRE|FBE|FBE

Trauma code not called &
patient meets trauma
code criferia

X
X

GCS =8 and patient not
intubated X

Preumo/Hemothorax
identified and no chest
tube placed

noGespocumented | X | X | X

Hypothermia not freafed

(< 97.5 F/36.4 C) X X | X X X X ;

= 2 liters of crystaloid
infused and no RBC x ~
administered -

Delay in transferring

patient (=2hrs) x x X

Trending Pl Indicato

Trauma Death x

L el

CT scans not indicated.,
causing delay of fransfer
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Issue Identification

PERFORMANCE IMPROVEMENT: IMPROVING PATIENT CARE & OUTCOMES
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Chart Review Process
Mortalities and More

Sheryl M. Sahr MD MS FACS

Trauma and Acute Care Surgeon
Sanford Medical Center - Fargo
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Chart Review Process

« This is what happens after you've compiled a list of complications
(“identified issues”)

— I’'m imagining you with a list (Excel spreadsheet, EMR data pull, or a notepad with
patient stickers and short descriptions of complications) and a worried look on your
face

« The idea here is to get a sense of what could be driving these issues

— Sometimes complications occur for no reason; other times, there is a reason and a
pattern that can be identified.

« Avoid getting overwhelmed; take things one step at a time

SANFDRD

HEALTH




Big Picture or Little Picture?

 Forest or trees? Both — but not at the same time. And not from the
same angle every time.

SANFDRD

HEALTH




Ways to Sort the Trees

* One angle: sort by timeline
— Patient characteristics prior to injury
— Mechanism of injury
— Elements of first response
— ED work-up and evaluation
— Hospital/health system elements

SANFPRD
HEALTH



Ways to Sort the Trees

* Another angle: sort by complication

— For example, mortality. Why do patients die?
 Airway/breathing
« Circulation

* Disability (i.e. TBI)
« Late complications (sepsis, MSOF)

SANFPRD
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Complications

« A good list is supplied by TQIP

— AKI - ALI/ARDS - Cardiac Arrest — CRBSI Decubitus — Surgical Site
Infections — Ml PNA — PE — Severe Sepsis — CVA — Unplanned OR
Return — Unplanned ICU Admission

— Not all complications will occur at all facilities

« No OR? No surgical site infections or unplanned OR
* No ICU? You get the idea...

— There may be other complications that are important in your facility

SANFDRD
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Other Important Outcomes

« Again, TQIP has a good list
— Percentage of patients transferred
— Average time to transfer
— Late transfers (more thanl2 hours)
— Mortality
— LOS
— 1SS>16

SANFPRD
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Important Populations

« TQIP has a good starting list
— Severe TBI — Pediatric — Elderly — Isolated hip fractures

« There may be important populations specific to your facility as
well

— For us, Native Americans comprise 16 percent of our patients.
National average is less than 1 percent.

SANFPRD
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Look for the Tree Rows

« What time period of review works for you and your system —
every year? Quarter? Month?

 Now — how many patients do you have in each population?
(TQIP or your own specific populations)

— You may already start seeing some patterns, either by time or by
population

« For example, complications from fireworks injuries frequently occur in younger
populations in July.

SANFPRD
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Entering the Forest

« Start big. Look for large groups and obvious combinations.
Ilgnore things (for now) that don’'t seem to matter.
— No ICU? Then you won't be chasing those ICU complications.
« The first and most obvious group will be the deaths

— Do you transfer most of your patients?

« Then you want to look at complications like late transfer or mortality of patients
who are not transferred

SANFDRD

HEALTH




Your Tree

SANFDRD
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Death — the First Tree

« Depending on the number of deaths your system has, you

may need to look over a longer time period

— For more common things, like complications or outcomes, you may need to use a
shorter time period in order to keep up.

« Sort the deaths by several angles, looking for patterns

— Deaths by population
« Elderly, young, TBI, transfers, not-transfers

SANFDRD

HEALTH




Deaths

« Sort the deaths by several angles, looking for patterns

— Deaths by mechanism
— Deaths by population
« Elderly, young, TBI, transfers, not-transfers
— Deaths by location in the timeline
* Pre-hospital, ED, hospital stay
— Deaths by cause
« Airway, breathing, circulation, disability, sepsis/MSOF

SANFDRD

HEALTH




Transfers — The Second Tree

« Depending on your local resources, this may be the single
biggest group of patients you have

— For the larger facilities, you may be on the receiving end of transfers
as often as you are the sending facility

« This group includes some of your other trackable outcomes
— Time to transfer, late transfer

SANFPRD
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Transfers

 Sort this population into sub-groups as well, just as If these
were deaths or complications (even though they aren't)
— Transfers by age group
— Transfers by injury mechanism

— Transfers by ISS or need for higher level of care
 Are there groups which are always transferred?
« Are there groups which are never transferred?

SANFPRD
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More on Transfers

* Know your definitions!

— TQIP’s definition looks like “door in” to “door out”, so that means it
Includes waiting for transport after the decision to transfer has been
made.

— You may also track other times in your own facility, to look at the
elements involved In transfer time.
» “door in” to “provider at bedside”, or “decision to transfer”

» This requires a lot of in-depth chart review, so it wouldn’t be my first or even
second choice unless there are significant problems with late transfers.

SANFDRD
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More on Transfers

* Important groups to track

— Transfers after 12 hours
« Did the patient’'s condition change? Were new injuries discovered?

— Populations that are always transferred
 How can you streamline the transfer process?

— Patients who died after more than 12 hours in your facility
« Should these patients have been transferred?

SANFDRD
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Complications

* This Is where things get messy because of the level of detall.
Again, start big.

« Group complication types together where possible

— |ICU-associated complications
« ALI/ARDS, CRBSI, unplanned ICU admission

— Time-associated complications
« Decubitus ulcers, severe sepsis, PNA

SANFPRD
HEALTH



More on Complications

* Group complication types together where possible

— latrogenic complications
* These are not all specifically listed in TQIP

 Line associated pneumothorax, UTI, use of Narcan, rapid response team
activations, adverse drug reactions or dosing errors

— Comorbidity-based complications
* AKI, cardiac arrest, CVA, MI

SANFPRD
HEALTH






Bringing the Data Home

« What do you do with all this data?

— Track, track, track
« Again, choose the time period that makes sense in your facility

— Your hospital may already be tracking some of these complications
(and you can use their surveillance data to make your job easier)

— Look for combinations of complications...there may be ones you don't
expect.

SANFPRD
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Event Resolution

WHEN IS THE PIPS LOOP CLOSED?

CAROL IMMERMANN RN BSN
TRAUMA PROGRAM MANAGER - MAYO CLINIC ROCHESTER MN

CLINIC

Y




Define the meaning of event resolution in the PIPS process

State the principles used to determine when an event can deemed to
be resolved

State how to demonstrate/document event resolution in trauma PIPS



Case Scenario

O




» ED presentation
VS — BP 100/78 HR 98 Resp. 32
Wound “in the box” from “small” knife

» Resuscitation/Evaluation - Chest x-ray, trauma panel, FAST (negative),
Chest/Abdomen/Pelvis CT

» Labs
Lactate 10
HCT 30
» CT
Positive hemothorax




Trauma Case Continued

Transfer ordered after lab / CT results

Chest tube placed as transfer being arranged

Total time in ED — 110”

Cardiac arrest enroute to tertiary care where patient later dies

Autopsy reveals lacerated pericardium with tamponade
Outcome information provided to initial facility



Triggers (events) for review

Transfer out

ED length of stay
Guideline variation (?)
Death (?)

Opportunities for Improvement identified



COMFIDENTIAL PURSUANT TOo MINNESOTA STATUTE 145.064
Do Mot Copr¥/FOR AUTHORIZED USE OMHLY

Trauma PI Filter Tracking Worksheet

Patient name: lerry Unlucky Admit date:  1/1/2019
Medical record #: 13
Data Point Yes Mo MSA
*Emergency department provider arrival =30 minutes after EMS w
D .t t' notification
OCUI I len a |On *admitted by non-surgeon X
*Care provided by advance practice provider x
*Care provided by provider who did not meet the educational %
requirement (e.g., ATLS or CALS)
*Death
*Transferred

Transfer out after = 60 minutes

b - - -4

Guideline Variation

Anychart that generated a “Yes" must be reviewed by trauma PI team.

[] Mo improvement opportunities identified

Comments: Patient presented with criteria for Level Red activation. Decision made to undergo
complete trauma evaluation pricr to decision to transfer. Positive CT and positive lab results
triggered decision to transfer. Patient sustained cardiac arrest enroute to tertiary care facility
where he ultimately died. Autopsy determined cause of death to be cardiac tamponade.

signature: Emmrz (?i?-‘ﬂ-j?m ﬁmﬁﬂrzﬁﬂ? | Date: 1/3/2019




Does Every Opportunity for Improvement need an Action Plan?




PIPS for Jerry Unlucky

PIPS review determined failure to follow accepted guideline/standards
caused delay to transfer.

Impact to patient — Death



Common Action Plans

Education

Discussions/Counseling
Guideline/Policy/Protocol Development
Focused PI Project

Periodic Reporting



Action Plan

Discussion/Counseling
Date — 1/20/2019

Dr. TMD met with Dr. ED and reviewed the protocol for Trauma Red patients.
Dr. ED agreed to follow Red/Yellow treatment protocols

Education

Date — 1/30/2019

Dr. TMD provided case review at monthly ED staff meeting. Education included
Red/Yellow treatment protocols

Date — 2/1/2019

TPC provided case review at quarterly ED nursing meeting. Education included
how the team can support Red/Yellow protocol



Action Plan

Guideline Review

Red/Yellow patient care management guideline reviewed by
trauma medical director, ED medical director, trauma program
coordinator, and lead tertiary care facility.

All agreed guideline should remain as is
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Trauma Pl Tracking Form

Demographics Source of Information Location of Issue

Date of report: 1/3/2019 [E Trauma program coordinator |:| EMS

[] murse manager 4 eD
Date(s) of occurrence: 1,/1,/2019 [] staff nurse L]or

[ physician Clicuspacu
medical record #: 13 [] patient relations [] Floor

|:| Rounds I:l Radioclogy

[] muki-disciplinary conference ] Lab

] Registry ] rehab

[] PI chart audit 1

Complication, problem or complaint [Event]: 1) Death 2) Delay to Transfer 2) Guideline variation

Date of review: 1/8/2019 Reviewed by: Trauma PIPS Committee

Determination Outcome Preventability
1 system-related ] expected outcome [ without opportunity for improvement
[] disease-related B4 unexpected outcome (] with opportunity forimprovememnt

[E provider-related
[] unable to determine

Corrective action [Action Plan]

] not necessary [ guideline/protocol [] resource enhancement
|:| trend/track similar occurrences E individual counseling |:| privilege/credentialing review
E<] education (<] provider case review B4  Guideline Review

Action Plan(s) 8 Effect(s):
- DiscussionICounseling
- Date —1,/20/2019
TMD met with Dr. ED and reviewed the protocol for Trauma Red patients. Dr. ED agreed to follow
Red/Yellow treatment protocols
- Education
- Date —1,/30/2019
. Dr. TMD provided case review at monthly ED staff meeting. Education included Red/Yellow
treatment protocols
- Date —2/1/2019
. TPC provided case review at quarterly ED nursing meeting. Education included how the team
can support Red/Yellow protocol
Guideline Review
Analysis of Level Red/Yellow patients revealed 95% transferred within 30” when protocol followed. All with
good outcomes. This presented to Trauma System Committee on 3/1/2019. Agreedto keep guideline as
written.

Signature: by p—— %m Coordinator Date: 3,/4/2019

Adapted from American College of Surgeons, Resources for Optimal Core of the Injured Potient: 1933, p. 72,
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Event Resolution - Definition

After a period of monitoring it is determined that the implemented
action plans have succeeded to prevent or mitigate similar events in the
future

““lﬁ S




Period of Monitoring

How long should a specific event be monitored?
What factors come into play in the above decision?

Is there a minimum time?

1 _Q 2 3 L
2\ A\
L \S & M =
2\ 272 24 2w T

Is it possible to close all events? 2% 2n IS =g
BERR 25 o



Event and Opportunities

O

*» Event
o Death

» Opportunities for Improvements
o ED Length of Stay =
o Guideline Variation




Guiding Principles for Monitoring

Event monitoring should be three - six months minimum

Factors that affect monitoring time
Patient volumes
Specific trauma presentations (penetrating/burns/etc)
Impact to the patient
Complexity of action plan
The need to alter action plans
Internal quality program recommendations



Guiding Principles for Monitoring

Monitor the action plan itself when monitoring its success
Be prepared to modify/change action plan

Look for ways to incorporate a trauma action plan with similar
institutional initiatives

While the time should not be too short — it also needs to end!



Event Resolution
Is it possible that some events cannot be closed?

Undertriage/Overtriage
Mandatory filters

Monitor the factors that were identified as the opportunity for
improvement and bring those to a close
Document resolution in PIPS file
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Event Resolution

Share success institutionally

Include in PIPS reports

Individual patient
Trauma Center reports

Document for site visit



Trauma Pl Tracking Form

Demographics Source of Information Location of Issue

Date of report: 1/3/2019 E Trauma program coordinator |:| EMS

|:| Murse manager |E ED
Date(s) of occurrence: 1,/1,/2019 [] staff nurse [L]or

[] physician [1icu/eacu
medical record #: 13 [] patientrelations [] Floor

|:| Rounds |:| Radiology

] Multi-disciplinary conference [] Lab

] Registry [] rehahb

[] pI chart audit ]

]

Complication, problem or complaint [Event]: 1) Death 2) Delay to Transfer 3) Guideline variation

Date of review: 1/8/2019 Reviewed by: Trauma PIPS Committee

Determination Outcome Preventability
] system-related ] expected outcome ] without opportunity for improvement
[] disease-related G4 unexpected outcome E<] with opportunity forimprovement

4 provider-related
[] unable to determine

Corrective action [Action Plan]

|:| not necessary |:| guideline/protocol |:| resource enhancement
[] trend/track similar occurrences ] individual counseling ] privilege /credentialing review
(<] education 4 provider case review (4] __ Guideline Review

Action Plan(s) & Effect(s):
= Discussion/Counseling
+  Date—1/20/2019
ThRD met with Dr. ED ond reviewed the protocolfor Trouma Red patients. Dr. ED agreed to follow
Red/Yellow treatment protocols
. Education
+  Date—1/30/2019

- Dr. TMD provided case review at monthly ED staff meeting. Education included Red/Yellow
treatment protocols

= Date —2,/1/2019

. TPC provided case review at gquarterly ED nursing meeting. Education included how the team
can support Red/Yellow protocol

Eventwill be monitored for six (6) months to determine success of action plans.

after sik months of monitoring no instances of guideline variation occurred. Event resolved

Signature: by =p—_— %m GocrdIrnator Date: 10/4/2019




FAST Exams Jan 1 2018 — Aug 31 2018
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System PIPS Example for Site Visit

TOTAL
PATIENTS < 20 DAYS < 40 DAYS <60 DAYS |>= 60 DAYS
OCTOBER 2017 DISCHARGES 176 1 (1%) 3 (2%) 170 (97%) | 176 (100%)
NOVEMBER 2017 DISCHARGES 155 2 (1%) 2 (1%) 153 (99%) | 155 (100%)
DECEMBER 2017 DISCHARGES 129 19 (15%) 20 (16%) 128 (99%) | 129 (100%)
JANUARY 2018 DISCHARGES 165 31 (19%) 44 (27%) 165 (100%) NA
FEBRUARY 2018 DISCHARGES 132 32 (24%) 119 (90%) 132 (100%) NA
MARCH 2018 DISCHARGES
(NEW PROCESS STARTED) 139 107 (77%) 137 (99%) 139 (100%) NA
APRIL 2018 DISCHARGES 133 132 (99%) 133 (100%) NA NA
MAY 2018 DISCHARGES
(EPIC STARTED) 209 174 (83%) 208 (99%) 209 (100%) NA
JUNE 2018 DISCHARGES 194 172 (89%) 193 (99%) 194 (100%) NA




GERIATRIC CONSULTS
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67%
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Adult Trauma Performance Improvement Committee — Attendance 2018

% Total
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14

2018

Jan.
10

2018
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Event resolution follows a period of monitoring of action plans
developed to address opportunities for improvement

Time to monitor will vary depending on severity, patient volumes, and
resources

Documentation of event resolution crucial to successtul site visit






