Rev.  April 2014

PRE‑REVIEW QUESTIONNAIRE

GENERAL TRAUMA CENTER

The Nebraska Department of Health and Human Services, EMS/Trauma Program is pleased that you wish to participate in the statewide trauma system. In order to prepare for your on-site review, please complete this questionnaire. All answers should directly follow the questions. The entire questionnaire is available @ dhhs.ne.gov/publichealth/nebraskaems/pages/emsresources.aspx in a downloadable format and may be sent electronically to Sherri Wren, EMS Trauma Program Manager at sherri.wren@nebraska.gov or you may submit a hard copy to the address listed at the end of this questionnaire.    

The purpose of this questionnaire for consultation visits is: 1) To provide your hospital with an outline of what site reviewers will be discussing with you. 2) To provide the site reviewer with an outline of your hospital to be better able to help you improve trauma care.

NAME OF HOSPITAL:   (Please type in your hospital name here.)

HOSPITAL ADDRESS:   (Please type in your hospital address and information here.)

Email: 

FAX:  

Telephone: 

Contact Person:

I.
PURPOSE OF SITE REVIEW


(To fill in your answer, highlight the box and then type an "X".)


A.
Level of Review

 FORMCHECKBOX 

Consultation

 FORMCHECKBOX 

Designation

 FORMCHECKBOX 

Re‑designation

II.
HOSPITAL INFORMATION

A.
Describe your hospital including governance. Example: Not‑For‑Profit, Private, Critical Access

B.
Hospital Beds

	Hospital Beds
	Adult
	Pediatric
	Total

	Licensed
	
	
	

	Beds Staffed
	
	
	

	Average Census
	
	
	


C.
Show how trauma services are included in the organization chart.  Attach a hospital 
             organizational chart that shows were trauma services are on the chart.


See example provided.


D.
Hospital Commitment


1.
Is there a resolution within the past three years supporting the trauma center by the hospital's governing body?



 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No



If "Yes," attach the resolution to this application.



If "No," See example provided.  If "Yes," attach the resolution to this application.

2.
Is there a medical staff resolution within the past three years supporting the trauma center?



 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No



If "Yes," attach the resolution to this application.



If "No," See example provided. 

III.
PRE‑HOSPITAL SYSTEM

A.
Describe your EMS system including type and names of squad transporting to your facility. (Place an X in each column that applies.)

	Name of Squad
	Medical Director
	Advanced
	Basic
	QRT/first responders

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


B.
How are EMS personnel dispatched to the scene of an injury.? (Check all that apply.)

 FORMCHECKBOX 

EMS Center or 911 Center

 FORMCHECKBOX 

Law Enforcement Agency

 FORMCHECKBOX 

Fire Department

 FORMCHECKBOX 

Other (Define.)

C.
Do your EMS squads have triage criteria for scene helicopter activation?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 



If yes, attach if applicable.

D.
Do your EMS squads have triage criteria for direct transport to the regional trauma center?



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No



If yes, attach if applicable.

E.
Does your hospital currently participate in pre‑hospital training and performance improvement?



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No



If yes, describe and have documentation available at the visit in the form of a spreadsheet or log explaining types of training and dates training and times that training was held.  
F.
Describe your hospital's participation in the regional disaster plan.  If yes, describe and have documentation available at the visit.  List disaster drills with dates, type of drill, agencies involved; including decontamination drills available at the visit. .  .
IV.
TRAUMA CARE

A.
Trauma Director

1.
Do you have a Trauma Program Medical Director?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

2.
Name: ___________________________
MD/DO  (Circle one)

3.
Specialty: ________________________

4.
Board Certified?
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

5.
Attach Medical Director's job description. If none, see attached example.

6.
Attach Medical Director's CV.

7.
How many General Surgeons do you have taking trauma call?

8.
Do you keep statistics on response times of your General Surgeons to your trauma activations?



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 
(Please have available on-site for the review.)

9.
Complete and attach Table A, Surgeons. (see end of questionnaire.)

B.
Trauma Program Coordinator

1.
Do you currently have a Trauma Program Coordinator?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

2.
Name: ___________________________
RN/Other:  

3.
If not, who currently coordinates trauma care activities in your hospital?

4.
Attach trauma program coordinator's job description if available. If none, see attached example.

C.
Trauma Response

1.
Do you have criteria that you utilize for trauma activation?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No



If not, see example.

2.
Describe how your hospital gets notification of possible trauma activation.

3.
What personnel respond to trauma activation? Check all that apply.

	Personnel
	Expected response times

	Physician Assistant
	

	Nurse Practitioner
	

	Family Practice Physician
	

	Emergency Physician
	

	General Surgeon
	

	Staff Nurses
	

	Emergency Nurses
	

	Respiratory therapists
	

	X‑ray Technologist
	

	CT Technologist
	

	Laboratory Technician
	

	CRNA
	

	Anesthesiologist
	

	Nursing Supervisor
	

	OR Nurse
	

	Chaplain
	

	Other
	


4.
Who has the authority to activate the trauma team? (example: ED nurse, ED physician, Trauma surgeon)

5.
Do you have documentation and statistics of physician response to the ED?



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No



(Please have available for review)

D.
Trauma/Hospital Statistical Data:

(You may not currently track these numbers. It is suggested to obtain these numbers by having your Medical Records run a report on ED and Admitted patients with trauma related ICD‑9's (800.0 ‑ 959.9, 994.1, 994.7 and 994.8)).

1.
Total number of ED visits with ICD‑9's of 800‑959.9, 994.1,994.7, and 994.8:


(Provide previous fiscal year data in filling out questionnaire.)  “Fiscal year” means 12 months prior to time of review. For example, review date is June 1, 2011 so reporting year would be May 1, 2010-April 1, 2011.  
2.
Trauma Admissions: (admissions with ICD‑9's of 800.0 ‑ 959.9, 994.1, 994.7 and 994.8


(Provide previous fiscal year data in filling out questionnaire.)  “Fiscal year” means 12 months prior to time of review. For example, review date is June 1, 2011 so reporting year would be May 1, 2010-April 1, 2011.  
E.
Trauma Transfers:

1.
Number of trauma transfers: (transfers with ICD‑9's of 800.0 ‑ 959.9, 994.1, 994.7 and 994.8)


(Provide previous fiscal year data in filling out questionnaire.)

	TRANSFERS
	AIR
	GROUND
	TOTAL

	Transfers In
	
	
	

	Transfers Out
	
	
	


2.
Do you have a transfer plan with a trauma center for acceptance of your trauma patients? 



 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No   (If No, see example, or describe your practice.)

F.
Anesthesia

1.
Does your hospital provide Anesthesia services?      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

2.
If Yes, check all that apply.



 FORMCHECKBOX 
  Anesthesiologist



 FORMCHECKBOX 
  CRNA

3.
Do you have Anesthesia available (in house or by call) 24 hours a day?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 



If no, please describe how you provide after hours OR availability.

4.
Complete and attach Table B, Anesthesiology. (see end of questionnaire.)

V.
HOSPITAL FACILITIES

A.
Emergency Department


1.
Do you have a designated Emergency Department Physician Director?



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Name: ____________________________

2.
Do you have 24 hour, 7 day/week Emergency Medicine Physician coverage in your ED?



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

3.
If no, do you keep statistics on response times for your Emergency Department



Physicians?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No



(Have available for site review.)

4.
Complete and attach Table C, Emergency Medicine. (See end of questionnaire.)

5.
Does your ED have resuscitation equipment for all ages?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

6.
Does your hospital have a heliport or landing zone?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

7.
Where is it located?

8.
Attach a copy of ED trauma flow sheet.



See example.

9.
Percent of nurses with trauma continuing education averaging 4 hr/year _______.

10.
Define the educational requirements for the nurses in the emergency department.


a) Percent of total staff:


____________%    TNCC


____________%    PALS


____________%    Other: ____________________

11.
Complete and attach Table D, ED checklist. (see end of questionnaire.)

B.
Radiology

1.
Is there a 24‑hour radiology technician available?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

2.
Do you have a Radiologist?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

3.
Do you have access to ultrasound 24 hrs/day?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

4.
Do you have CT scanner availability 24 hrs/day?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

5.
How do you insure prompt availability of CT Technician after hours?

6.
Do you keep statistics on CT Technician availability?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No



(Have available for site review)

C.
Respiratory Therapy


1.
Do you have Respiratory Therapist available or on call 24 hr/day, 7 days/week?



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

D.
Operating Room

1.
How many functioning Operating Rooms do you have at your hospital?

2.
Do you have OR personnel available within 30 minutes 24hrs/day, 7 days/week?



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

3.
If no, how do you assure OR staff availability?

4.     Do you have anesthesia available within 30 minutes 24/hour/day, 7 days/week?
5.
Complete and attach Table E, OR checklist. (see end of questionnaire.)


E.
PACU


1.  Do you have registered nurses available for your PACU 24 hrs/day     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


2.  Check all equipment that is available in your PACU:




 FORMCHECKBOX 
 Monitoring equipment




 FORMCHECKBOX 
 Pulse oximetry




 FORMCHECKBOX 
 Thermal control

F.
ICU

1.
Number of beds:

2.
Who is the designated surgical director of your ICU? Name: ________________

3.
Check all equipment that is available in your ICU:



 FORMCHECKBOX 
 Equipment for monitoring and resuscitation



 FORMCHECKBOX 
 Pulse oximetry



 FORMCHECKBOX 
 Thermal control

G.
Clinical Laboratory

1.
Does your hospital have a comprehensive blood bank?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

2.
If no, does your hospital have access to a community blood bank? 
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

3.
If yes, how many units of blood, on average, do you keep on hand?

4.
Does your lab do Type and Crossmatch?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

5.
What hours do you have clinical lab capabilities?

6.
Does your lab have capability for standard analysis of:



 FORMCHECKBOX 
 Blood



 FORMCHECKBOX 
 Urine



 FORMCHECKBOX 
 Body fluids



 FORMCHECKBOX 
 Microsampling



 FORMCHECKBOX 
 Coagulation studies



 FORMCHECKBOX 
 Blood gas and pH



 FORMCHECKBOX 
 Microbiology

H.
Pediatric Care

1.
Do you have pediatric resuscitation equipment and monitoring in all patient care areas?



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

2.
Do you have a pediatric ICU?



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

3.
If Yes,



a. How many beds? _________



b. Define educational requirements for Nursing Staff‑


i. Percent of total staff​


________% TNCC


________% PALS

4.
If no PICU, do you have a transfer plan for the Pediatric ICU?  Please describe.


 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No                 

5.
Do you have pediatric‑specific audit filters for performance improvement?



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No                 (Have available for site review.)

I.
Rehabilitative Services

1.
Do you have in-house rehabilitation services?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

2.
If yes, do you have in-house Physical Therapy and Social Services?
  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

3.
If no, Do you have a transfer plan for in‑patient rehabilitation?



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No                  
J.
Burn Patients

1.
Do you have a transfer plan for burn patients?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

K.
Spinal Cord Injuries

1.
Do you have a transfer plan for spinal cord injury patients. 



 

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

L.
Acute Hemodialysis:

1.
Do you have acute hemodialysis available in house?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

2.
If no, do you have a transfer plan for acute hemodialysis
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No



(Have available for site review)

VII.
EDUCATIONAL ACTIVITIES/OUTREACH PROGRAMS

A.
Do you have any integrated/affiliated specialty residency programs?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If "Yes," list and define any relationship with trauma program.

B.
Describe any trauma education programs for:

1) Physicians

2) Nurses

3) Pre‑hospital providers

C.
Is there any hospital funding for physician, nursing or EMS trauma education?


 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 


If "Yes", please describe.

VIII.
PERFORMANCE IMPROVEMENT (PI) Please DO NOT send any performance improvement documents or minutes. These should be available at time of review.

A.
Performance Improvement (PI) program.

1.
Describe your PI program including how issues are identified and tracked.

a) Who is responsible for loop closure of both system and peer review issues?



b) Do you have PI reports available on-site?

2.
List all trauma PI filters and include all pediatric specific PI filters, if applicable.



If none, see attached examples.

3.
Are nursing issues reviewed in the trauma PI process?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If "No," please describe how nursing units ensure standards and protocols are followed on

their units.

B.
Trauma Death Review

1.
Do you review all trauma deaths?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

2.
Who reviews emergency department trauma deaths?

3.
Who reviews in‑house trauma deaths?

4.
How many trauma deaths have there been during the last fiscal year. (Include DOA, ED deaths, and in‑house deaths.)  “Fiscal year” means 12 months prior to time of review. For example, review date is June 1, 2011 so reporting year would be May 1, 2010-April 1, 2011.  


Deaths:  ____________ DOA


              ____________ ED


              ____________ In‑hospital (includes OR)

5.
Do you currently categorize your deaths as preventable, non‑preventable and possibly


  preventable?      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
                             6.       If yes, please list below (Have available at the time of review.) 
     _________________ Mortality without opportunity for improvement
     _________________ Mortality with opportunity for improvement
     _________________ Unanticipated mortality with opportunity for improvement
7.
What percentage of your trauma deaths have autopsies?

8.
How are autopsies reported to the trauma program?

9.
Do you review all trauma complications?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

C.
Multidisciplinary Trauma Committee(s)

Provide a description of any committee with trauma PI involvement in chart below including system and peer review committees. (Complete Table F, PI Committees. See end of document)

D.
Trauma Registry

1.
Does your hospital have a trauma registry?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

a) If Yes, how many months/years are complete for review?

2.
What registry program are you using?

3.
Who extracts data from the charts and enters it into the registry?

4.
What is your average time lapse to entrance into the registry?

5.
Describe the criteria for patient entry into the trauma registry.

6.
Do you send your data to the regional trauma center?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

7.
Does the registry program support the Performance Improvement Program?


 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If "Yes," please explain.

E.
Trauma Prevention

1.
Does your hospital participate in community trauma prevention activities?


 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, describe.

F.
Research

1.
Does your hospital use the registry for any PI activities? 
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

2.
Does your hospital provide trauma registry data for regional or national research projects?


 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, describe.

G.
Regional/State Commitment

1.
Does your hospital, or representative from your hospital participate in any regional or state trauma committee activities? 
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

2.
Has any representative from your hospital applied for or been appointed to a regional or state trauma board position?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, delineate.

____________________________________
________________________________

Signature of person filling out questionnaire
Title of person filling out questionnaire

(If not Coordinator or Director)

PRE‑REVIEW DOCUMENT CHECKLIST

(To be completed by the hospital and included with questionnaire.)

This list is provided to assist you in assuring that your pre‑review application is COMPLETE.

I.
General Information

 FORMCHECKBOX 

Hospital's Governing Body Resolution

 FORMCHECKBOX 

Medical Staff Resolution

II.
Trauma Care
 FORMCHECKBOX 

Organizational Chart

 FORMCHECKBOX 

CV:    Trauma Service Director

 FORMCHECKBOX 

Trauma Directors Job Description

 FORMCHECKBOX 

Table A. Surgeon's Table

III.
Trauma Program Coordinator

 FORMCHECKBOX 

Job Description of Trauma Program Coordinator

 FORMCHECKBOX 

CV: 
Trauma Program Coordinator

IV.
Anesthesia

 FORMCHECKBOX 

Table B. Anesthesia

V.
Hospital Facilities

 FORMCHECKBOX 

Table C. Emergency Medicine Physicians

 FORMCHECKBOX 

Emergency Department Trauma Flow Sheet

 FORMCHECKBOX 

Table D. Emergency Department Equipment Check List

VI.
Operating Room

 FORMCHECKBOX 

Table E. OR Equipment Check List

VII.
Performance Improvement

 FORMCHECKBOX 

        Table F. Multidisciplinary Committee(s)
 FORMCHECKBOX 

Table F. PI Committees

 FORMCHECKBOX 

PI Plan

 FORMCHECKBOX 

Audit Filters

 FORMCHECKBOX 

Pediatric Audit Filters
VIII.   Trauma Team

 FORMCHECKBOX 

Trauma Activation Criteria
 FORMCHECKBOX 


Helicopter Activation Protocol if Applicable

 FORMCHECKBOX 

EMS Protocol for transfer to Regional Trauma Center if Applicable
Audit Filters Including a Pediatric Specific Audit Filters

SITE REVIEW DOCUMENT CHECKLIST

(To be completed by hospital and Have Available at Time of Site Review.  Do not send with the application)

This list is provided to assist you in assuring that you have all the documents ready for your site visit.

 FORMCHECKBOX 

Statistics on Physician/PA Response Times to the ED for Trauma Activations

 FORMCHECKBOX 

Statistics on Response Times for General Surgeons to Trauma Activations

 FORMCHECKBOX 

Statistics on ED Physician Response Times (if response is from outside the hospital) 

 FORMCHECKBOX 

Performance Improvement Committee minutes and documents. 

 FORMCHECKBOX 

Prehospital Education: Have a log available at the visit that includes date, topic, speaker and attendance 
             for MD, RN, and EMS. 

 FORMCHECKBOX 
        Disaster Drills & Exercises: A spreadsheet or log documenting local and regional disaster drills with 
            dates, type of drill and agencies involved.
 FORMCHECKBOX 
         *RN’s who cover the ED.  A  spreadsheet or log documenting TNCC for RN’s and 8 hours every two
               years  of trauma-related  education, with two hours of pediatric education.  Date of hire should be        
              documented on the spreadsheet.   Provide an organized manual containing copies of certificates 
               identifying type of course, date of course and expiration.


 FORMCHECKBOX 
         *Physicians, Mid-Levels and Locum Tenans that cover the ED.  A spreadsheet or log documenting 
              ATLS.  Provide an organized manual containing copies of ATLS certificates identifying card expiration 
              date.   

 FORMCHECKBOX 
           Community Prevention Activities: A spreadsheet or log documenting and flyers, handouts, etc. 
              describing community prevention activities.  Includes, date, time, location and individuals in attendance.  

 FORMCHECKBOX 
  
 Examples of Trauma Registry Performance Improvement Activities   
               

 FORMCHECKBOX 
          Written guidelines for when PA-C must notify MD if applicable.
*Available at re-designation only.
Table A

TRAUMA SURGEONS

List all surgeons currently taking trauma call

	Name
	Residency‑where and when completed
	Board Certified (type and year)
	ATLS: Instructor/ Provider Status& Date of Expiration
	Number of trauma CME hours in last 3 years‑hours
	Number of trauma patients admitted per year
	Number of trauma patients admitted per year ISS >15

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Table B

ANESTHESIOLOGY

Please list all Anesthesiologists that provide services for trauma patients

	Name
	Residency‑where and when completed
	Board Certified (type and year)
	ATLS: Instructor/ Provider Status & Date of Expiration

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Table C

EMERGENCY MEDICINE

Please list Emergency Department Physicians on the Trauma Panel

	Name
	Residency‑where and when completed
	Board Certified (type and year)
	ATLS: Instructor/ Provider Status & Date of Expiration
	Number of trauma CME hours in last 3 years‑hours
	Frequency of shifts/call per month

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Table D

Emergency Department Checklist

	CATEGORIES         General Trauma Center
	Check if requirement met

	Heliport or Landing Zone Located Close Enough to Permit the Facility

to Receive Or Transfer Patients By Air
	

	ED Nurses TNCC Verified or Equivalent11
	

	ED Nurses trauma education 8 hr/2 Year12
	

	Designated Physician ED Director
	

	Equipment For Resuscitation For Patients of All Ages
	

	Airway Control & Ventilation Equipment
	

	Pulse Oximetry
	

	Suction Devices
	

	Electrocardiograph‑Oscilloscope‑Defibrillator
	

	CVP Monitoring Equipment
	

	Standard IV Fluids and Administration Sets
	

	Large Bore Intravenous Catheters
	

	Airway Control/Cricothyrotomy
	

	Thoracostomy (Chest Tubes)
	

	Ultrasound
	

	Drugs Necessary for Emergency Care
	

	X‑Ray Availability 24/7
	

	Broselow Tape
	

	Thermal Control For Patient
	

	Thermal Control For Fluids and Blood
	

	Rapid Infuser System (may Share with Operating Room)
	

	Qualitative End‑Tidal C02 Determination
	

	Communication with EMS Vehicles
	


11
Registered Nurses have a year to comply from date of hire.
12
At least two of these hours shall be in pediatric trauma.  These hours may be accomplished outside of the hospital, e.g., in-house training, valid internet courses, journal reading may be acceptable.  
Table E

OR / PACU Checklist

	CATEGORIES                   Level III / General Trauma Center
	Check if

meet

requirement

	OPERATING ROOM



	Personnel Available within 20 Minutes 24/7
	

	Age Specific Equipment
	

	Thermal Control for Patient
	

	Thermal Control for Fluids And Blood
	

	Endoscopes Bronchoscope
	

	Rapid Infuser System (may share with Emergency Department)
	

	POST ANESTHETIC RECOVERY ROOM (SICU is acceptable)



	Registered Nurses Available 24‑Hours/Day
	

	Monitoring Equipment
	

	Pulse Oximetry
	

	Thermal Control
	


Table F

PI COMMITTEES

Multidisciplinary Trauma Committee(s): to provide a description of any committee with trauma PI involvement, complete this table


including morbidity and mortality review:

	Name of Committee
	
	
	

	What is the purpose of the committee?
	
	
	

	Describe the membership using titles
	
	
	

	Name/Title of Chairperson
	
	
	

	How often does the committee meet?
	
	
	

	Are there attendance requirements? If yes, describe:
	
	
	

	Attendance of specialty panel members:
	Trauma Emergency _________(%)

Medicine Surgeons __________(%)

Anesthesia   ________________(%)

Orthopedics  _______________(%)

Neurosurgery  ______________(%)
	Trauma Emergency   _________(%)

Emergency Surgeons _________(%)

Anesthesia    ________________(%)

Orthopedics   _______________(%)

Neurosurgery  ______________(%)
	Trauma Emergency   _________(%)

Emergency Surgeons _________(%)

Anesthesia    ________________(%)

Orthopedics   _______________(%)

Neurosurgery  ______________(%)

	Committee reports to whom?
	
	
	


Conclusion

The Nebraska Statewide Trauma System is comprised of hospitals and clinics striving to improve trauma patient care.  Through this system all facilities offering trauma care may become centers of excellence.  Thank you for participating in this process.  If you have any questions, please call Joseph C. Stothert, M.D., Ph.D, State Trauma Medical Director, or your Trauma Regional Medical Director or Sherri Wren, EMS Trauma Program Manager. 

State Trauma Medical Director:  Joseph C. Stothert, M.D., Ph.D. 
University of NE Medical Center  
(402) 679-1293

Region I Medical Director:           Lawrence Nelson, DO                 
University of NE Medical Center                (402) 559-6592
Region II Medical Director:
Reginald Burton, MD

Bryan-LGH Medical Center                        (402) 481-5194

Region III Medical Director:
David Huebner, MD

Good Samaritan Hospital
               (308) 865-2570
Region IV Medical Director:
Rommie Hughes, MD

Regional West Medical Center                     (308) 632-2872
Return the completed questionnaire to:

Sherri Wren

EMS Trauma Program Manager
Nebraska Department of Health and Human Services 

P.O. Box  95026
Lincoln, NE  68509-5026
Phone:   (402) 471-0539 or 800-422-3460, #28.

E-mail:  sherri.wren@nebraska.gov
Fax:  (402) 471-1890

Inclusions:

1. Example:
Hospital board resolution

2. Example:
Medical Staff resolution

3. Example:
Trauma Director Job Description

4. Example:
Trauma Program Coordinator Job Description

5. Example:
Trauma Activation Criteria Guidelines

6. Example:
ED Trauma Flow Sheet

7. Example:
Transfer Agreements

8. Example:
PI Audit filters
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