Addendum to Questionnaires

Addendum 1
INSTITUTIONAL / MEDICAL STAFF RESOLUTION
| |, NEBRASKA
Be it resolved the Hospital Board of Directors (or other

administrative governing board), the Administrative staff and the Medical Staff, approves the establishment and
maintenance of a State of Nebraska designated (Basic, General, etc.) trauma center. The above mentioned commits to
maintain the high standards needed to provide optimal care of all trauma patients.

Governing Body Chairperson Date
Administrator Date
Chief of Staff Date

Resolutions should be updated and dated/signed within three years of upcoming designation/re-designation.

1|Page



Addendum 2

Organizational Chart

(Insert your organization’s org chart)
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Addendum 3

Trauma Program Medical Director Job Description

| , NEBRASKA

JOB TITLE: Trauma Medical Director (TMD)
REPORTS TO:  Administrator

QUALIFICATIONS:
e Board certified in
e Member in good standing of the hospital medical staff.
e Currently licensed to practice medicine in Nebraska.
e Currently certified in Advanced Trauma Life Support (ATLS).
e Three years clinical experience in emergency/trauma care desired.
e Ability to establish and maintain effective interpersonal relationships.
e Ability to accept and implement change.
e Ability to problemlsalve and make decisions
e Demonstrated history of positive collegial relations with colleagues, support staff, hospital-based providers, EMS
and administrators and patients.

NATURE AND SCOPE: The TMD is responsible for the ongoing development, growth and oversight/authority of the
Trauma Program. He/she must be able to demonstrate effective interpersonal skills and have an understanding of the
interdependent roles of various allied health professionals. The TMD is responsible for promoting a high standard of
practice through development of policies, protocols and practice guidelines, participating in rigorous performance
improvement monitoring and staff/EMS training. The TMD has the authority to act on all trauma performance
improvement and administrative issues and critically review trauma deaths and complications that occur within the
hospital. Decisions affecting the care of trauma patients will not be made without the knowledge, input and approval of
the TMD.

PRINCIPAL DUTIES AND RESPONSIBILITIES:
Administrative:
e Participate in the research, development and writing of trauma policies, protocols and practice guidelines.
e Implement all trauma program policies and procedures as they pertain to patient care.
e Organize, direct and integrate the trauma program with all other departments and services within the hospital.
e Promote a cooperative and collaborative working environment among the clinical disciplines involved in trauma
care.
e Maintain an effective working relationship with the medical staff, administration and other departments.
e Provide advice and direction in recommending privileges for the trauma call.
e Assesses need for equipment, supplies and budget.
e Assist the Trauma Program Manager in developing and meeting the trauma budgetary needs.
e Oversee, participate in and develop projects ensuring the cost effectiveness of care provided by physicians and
hospital.
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Program Initiatives:

Lead efforts to develop and maintain a basic trauma center.

Collaborate with the Trauma Program Manager to establish trauma program goals and objectives consistent
with those of the hospital and ensure they are being met.

Develop and provide input on the development and maintenance of practice guidelines, policies and
methodologies for trauma care.

Participate in site review by regulatory agencies.

Organize, direct and implement departmental practices to assure continued compliance with applicable laws
including the guidelines established by the Nebraska Statewide Trauma System and the Joint Commission on
Accreditation of Hospitals.

Demonstrate positive interpersonal relationships with colleagues, referral MDs, hospital personnel, EMS
personnel, patients/families in order to achieve maximum operational effectiveness and customer satisfaction.
Make appropriate referrals for specialty services and communicate regularly with referring physicians as
appropriate.

Ensure adequate attending physician availability is provided to render care to trauma patients.

Ensure establishment of physician call schedules for all trauma related care.

Provide trauma care leadership and consultation in all areas of the hospital.

Participate in regional and statewide activities affecting the trauma program.

Attend local, state and national meetings and conferences to remain current regarding issues relevant to the
performance of duties.

Demonstrate consistent, efficient, cost effective and quality trauma care at all times.

Performance Improvement:

Determine and implement PI activities appropriate to the trauma program.

Oversee the trauma Pl program and participate in other quality initiatives dealing with the care of the injured
patient.

Review and investigate all trauma Pl inquiries in collaboration with the Trauma Program Manager and refer to
the appropriate committees.

Monitor compliance with trauma treatment guidelines, policies and protocols.

Assure the quality and appropriateness of patient care are monitored and evaluated and appropriate actions
based on findings are taken on a consistent basis.

Report quality of care issues promptly to appropriate individuals, including the Trauma Program Manager and
the hospital administration.

Consult with appropriate medical staff and administration regarding quality care issues and adverse outcomes;
identify areas to improve patient care.

Assure continuum of care is maintained.

Identify representatives from various disciplines appropriate to participate in Pl activities.

Coordinate, schedule and facilitate the Pl peer review process.

Chair the Multidisciplinary Trauma System Committee and participate in Hospital Peer Review Committee.
Review all trauma-related peer review and initiate action as necessary.

Assist the Trauma Program Manager in evaluating the effectiveness of corrective actions resulting from the PI
process.

The Committee should utilize the newly revised ACS guidelines for death classification to include: mortality
without opportunity for improvement, mortality with opportunity for improvement and unanticipated mortality
with opportunity for improvement.

Clinical Education:

Support the requirements for trauma CME and ATLS
Provide education for hospital and EMS staff regarding trauma program policies, criteria and appropriate
medical practices.
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Community Outreach:
e Maintain relations with community organizations and legislative bodies whose activities relate to trauma care
and injury prevention.
e Participate in hospital outreach activities as may be requested by administration.
e Develop and participate in trauma communication education and injury prevention activities.

Knowledge and Skills:
e Lead the hospital in trauma program development.
e QOversee the clinical practice of medical staff concerning trauma.
e Determine a course of action based on research, data, standards of care and general guidelines/protocols.
e Possess critical thinking, analytical, teaching/coaching and research skills.

S5|Page



Addendum 4

EXAMPLE (No Longer Required) Trauma Program Manager Job Description

| | , NEBRASKA

JOB TITLE: Trauma Program Manager
REPORTS TO: Director of Nursing and Trauma Medical Director (TMD)

PRINCIPAL DUTIES AND RESPONSIBILITIES:
e Assists in the organization of the trauma program.

Has day-to-day responsibility for process and PI activities.

Coordinates trauma care management across the continuum of care.

Assists the TMD in research, development and implementation of policies, procedures and protocols.

e Coordinates educational and outreach programs for staff, EMS and outreach community programs.

e  Works in close collaboration with the TMD.

e Meets on a regular basis with the TMD to discuss issues related to the trauma program.

e Participates in case reviews.

e Standardizes practice guidelines.

e Isinstrumental along with the TMD to develop and maintain a high functioning Performance Improvement
Program as it relates to the critically injured patient.

e Utilizes pre-established Pl indicators to monitor patient care.

e Develops Pl indicators to monitor patient care, outcomes and system issues.

e |dentifies trends and sentinel events.

e Assists in development of remedial actions to address Pl issues.

e Participates as an active member of the Multidisciplinary Trauma System Committee and the Peer Review
Committee.

e Assists and helps with EMS education concerning Pl processes, case reviews and other forms of education.

e Actively promotes injury prevention and education and community outreach as it relates to trauma.

e Participates as an active member of regional and state activities.

e Gathers and enters data into the State Trauma Registry.

e Utilizes registry data to assist in identifying Pl issues.

e Current TNCC.

Competencies:
Qualifications:
Education:

Certifications/Licensure:
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Addendum 5
TRAUMA ACTIVATION PROTOCOL

Minimum criteria for full trauma team activation:

e Confirmed blood pressure is less than 90 mm Hg at any time in adults and age-specific hypotension in children.

e All penetrating injuries to the neck, chest or abdomen or extremities proximal to the elbow/knee.

e Glasgow Coma Scale score is less than 9 with mechanism attributed to trauma.

e Transfer patients from other hospitals receiving blood to maintain vital signs (llI, Il or 1).

e Intubated patients transferred from the scene or patients who have respiratory compromise or who are in need
of an emergent airway. Includes intubated patients who are transferred from another facility with ongoing
respiratory compromise (does not include patients intubated at another facility who are now stable from a
respiratory standpoint).

e Emergency physician’s discretion.

Additional criteria to be considered for trauma team activation:
e Flail chest
e Two or more proximal long bone fractures
e Crushed, de-gloved, or mangled extremity
e Amputation proximal to the wrist or ankle
e Unstable pelvic fractures
e Open or depressed skull fractures
e Paralysis
e Falls > 20 feet
e High risk auto crash
o Ejection
o Intrusion: > 12 inches on occupant site; > 18 inches any site
o Death in same passenger compartment
e Auto versus pedestrian/bicyclist thrown, run over or with significant (>20 mph
impact)
Motorcycle or ATV crash > 20 mph
Age<5o0r>55
Burns
Pregnant
e Patients on anticoagulation
e EMS provider judgment
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Addendum 6

Date:

PRE-HOSPITAL COMMUNICATION LOG

Time of call:

Person taking call:

EMS Squad:

Mechanism Injury:

Signs and Symptoms:

Treatment:

GCS: Blood pressure:

Interventions:

Pulse:

RR:

Oximetry:

Medications:
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Trauma Activation Protocol — check all that apply

[ ]ocs<1a

I:l Systolic blood pressure < 90

|:| Respiratory rate/min < 10 or > 29 (20 in infant less than 1 yr)

|:| All penetrating injuries to the head, neck, chest, abdomen or
extremities proximal to the elbow or knee

|:| Flail chest

I:l Two or more proximal long bone fractures

|:| Crushed, de-gloved or mangled extremity

I:l Amputation proximal to the wrist or ankle

I:l Unstable pelvic fractures

I:l Open or depressed skull fractures

|:| Falls > 20 feet

|:| Paralysis

|:| Auto versus pedestrian/bicyclist thrown, run over or with significant (> 20
mph impact)

|:| High risk auto crash

O Ejection

O Intrusion: > 12 inches on occupant site; > 18 inches any site

O Death in same passenger compartment

I:l Motorcycle crash > 20 mph

|:| Burns

|:| EMS provider judgment

|:| Patient on anticoagulants

Signature of person filling out form:
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Addendum 7

TRAUMA ACTIVATION POLICY

Name of Hospital:

Location of Hospital:

A. Activation
1. Staff notification

a. The trauma team activation will be determined in collaboration with the ED registered nurse
(RN) / charge nurse, Allied Health professional / mid-level practitioner and EMS personnel
notifying the hospital of the event.

b. Qualified hospital staff (RN / charge nurse, Allied Health professional / mid-level practitioner)
may answer the Prehospital Care Report and receive the request to initiate the trauma team
activation.

c. The assigned ED RN will page over the intercom system or via telephone, depending upon
criteria “full trauma alert — emergency department” or “partial trauma alert — emergency
department” twice.

d. For multiple trauma patients, see administration policy, “Emergency Preparedness Disaster Plan
— Code Triage.”

2. Prehospital Care Report

a. The EMS personnel at the scene may request a trauma team activation on any injured patient
via radio contact with the ED staff.

b. The qualified hospital staff will collect the following information from prehospital care
personnel when available:

1. Patient name (if known) and date of birth
Revised trauma score
Glasgow Coma Scale
Vital signs
Airway stability
Level of consciousness
Obvious fractures
Open wounds
. Mechanism of injury
c. The qualified hospital staff who answers the Prehospital Care Report is responsible to:
Document the Prehospital Care Report
Calculate the trauma score
Calculate the Glasgow Coma Scale
Categorize the patient
Notify Allied Health professional / mid-level practitioner and document time of
notification.

©ENO YA WN

vk wnN R

B. Criteria

1. Trauma Alert Activation — The trauma team will be activated by the ED nurse or ED Allied Health
professional / mid-level practitioner in consultation with the EMS personnel in charge of the patients
who meet the following criteria based on prehospital assessment or presenting ED assessment of those
patients arriving by private vehicle.

2. Based on dispatch information, the ED nurse in consultation with the ED Allied Health professional /
mid-level practitioner will determine the level of the trauma alert and activate the alert via
intercom/telephone/pager.
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a. Full trauma alert — This will active the entire trauma team:

1. ED Allied Health professional / mid-level practitioner in charge of the trauma alert; the
presence of the ED physician in the ED at the time of arrival of the patient is expected
for all high-level trauma alert activations when the hospital was given timely notice by
out-of-hospital providers as to the expected arrival of the patient.

2. If the hospital is not given timely notice by the out-of-hospital providers as to the
expected arrival of the patient, it is expected the trauma team will respond immediately
upon notification of a high-level trauma alert; the on-call ED Allied Health professional
will arrive within 30 minutes of being called.

b. Partial trauma alert

1. Allin-house trauma team members are notified; out-of-house trauma team members
are notified upon discretion of the ED Allied Health professional / mid-level practitioner.

2. ED Allied Health professional / mid-level provider assumes responsibility of the trauma
patient.

C. Trauma team member responsibilities
1. Prehospital personnel
a. Call trauma alert based on criteria, prehospital care, stabilization and transport.
2. ED Allied Health professional / mid-level practitioner

a. Direct team in care of patient.

b. Stabilize patient and perform initial assessment and resuscitation of injured patient.

c. If necessary, consultation with specialty physicians and arrange for transfer of patients to higher
level of care.

d. If the trauma results in death, the medical examiner will be notified.

3. ED primary care nurse

a. Functions under the ED Allied Health professional / mid-level practitioner.

b. Communicates with prehospital care staff and ED Allied Health professional / mid-level
practitioner to determine and activate level of trauma alert activation.

c. Coordinates care of the patient and will delegate to another circulating nurse to assist with
history of event and patient’s past pertinent history, administration of orders, assist with
documentation and ongoing assessment and use of ancillary services and remain with patient
until transfer to another facility, admission to hospital/surgery or dismissed by ED Allied Health
professional / mid-level practitioner.

d. Communicates with family members.

e. Completes trauma charting — trauma triage, primary assessment and secondary assessment.

4. Circulating ED nurse / second nurse

a. Functions under the direction of the ED primary nurse.

b. Assists in preparing the room for trauma patient, assess supplies and equipment needs on an
ongoing basis and order as needed, set up IV lines and perform interventions and orders as
directed by the ED primary nurse.

c. Provides input to evaluation of the trauma activation.

d. Assists with documentation, obtains copies of records for transfer, completes transfer
documentation and assists with procedures.

e. Remains with patient until transfer to another facility, admission to hospital/surgery, or
dismissed by ED Allied Health professional / mid-level practitioner.

f. After trauma, designates restocking of supplies.

5. Additional nurses will be called in after hours and on weekends at the discretion of the ED Allied Health
professional / mid-level practitioner.
6. Charge nurse/med-surgical floor nurse

a. Charge nurse to respond to trauma alert and communicate with ED primary RN regarding need

for an admission bed, arranging for transfer and assisting in care of the trauma patient.
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b. Assists with meeting needs of family members, clear area of unnecessary personnel and visitors
and limits all calls to departments activated to emergency requests only.
7. Respiratory therapy
a. Reports to ED and positions at the head of the cart to manage airway, assist in intubation and
other respiratory functions (ventilations, CPR, ABGs), will stay with patient to maintain airway
until patient transferred to a higher level of care.
b. Performs EKG as needed.
¢. Remains in ED area until dismissed by the ED primary nurse.
8. Radiology technician
a. Reports to ED with portable x-ray machine and waits for direction to enter care area to obtain
x-ray film.
b. Makes copies of x-ray/CT films if patient is to be transferred.
9. Laboratory technician
a. Reports to ED and awaits orders to enter care area to obtain blood specimens.
b. Assists with blood products; if indicated, will place crossmatch identifications band on patient.
c. Blood will be released and utilized without being fully crossmatched if needed.

1. The ED Allied Health professional / mid-level practitioner will sign appropriate consent
for emergency blood administration and lab will make every attempt to have the
following in stock:

a. 2 units = O Negative
b. 4 units = A Positive
C. 6 units = O Positive

d. In the case the trauma patient was receiving uncrossmatched blood and needed more than was
available onsite, lab will perform a quick blood type to test of the patient could receive type-
specific blood on hand (A Pos or O Pos).

1. If patient could not receive either of these types of blood, lab will contact the American
Red Cross for more blood to be delivered up to our facility or contact the closest
hospital for blood.

2. Please refer to laboratory policy, “Blood Released Uncrossmatched.”

10. Social services/clergy

a. Functions independently assessing trauma event and communicating with ED primary nurse of
patient status as needed and provides support for the family, patient and staff.

b. Arranges for debriefing session, if applicable.

c. Assists with phone calls, arrangements, etc. of family members.

11. Paramedic

a. Functions under the direction of the ED primary nurse, assists with CPR, ventilation, vital signs
and obtaining supplies, equipment, etc. as needed.

12. Additional staff members (certified nursing assistant/ward-clerk)

a. Assists ED Allied Health professional / mid-level practitioner and nurse with making phone calls,
answering phones, assisting nurse with trauma recording of events and gathering paperwork for
transfer of patients. (Pediatric/Adult Trauma Record)

b. Assists with calling in other staff members, if needed, at the direction of the ED Allied Health
professional / mid-level practitioner and nurse.

c. Assists with gathering and setting out supplies and equipment.

D. Quality Assurance Monitoring
1. Trauma coordinator / trauma medical director will collect and monitor trauma data.
2. Trauma coordinator / trauma medical director and trauma committee will monitor trauma charts for

documentation compliance, response times and appropriateness of care and use of the trauma alert
activation.
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Addendum 8
TRAUMA PERFORMANCE IMPROVEMENT AND SAFETY PLAN

Mission and Goals of the Trauma Pl Program:

Our overall goal is to reduce mortality and morbidity to the trauma patients for whom we provide care and to our
surrounding community. The Pl program will evaluate the care provided for the trauma patient using systematic and
objective data collection and analysis and multidisciplinary peer review. In doing this, we will identify opportunities for
improvement of future patient outcomes and safety. We will provide education on trauma patient care to staff. We will
provide community education on safety and injury prevention. Pl program will facilitate effective use of resources. The
role of the basic trauma center is to facilitate, stabilize, prepare for and rapidly transfer all patients with potentially life
or limb threatening injuries to the trauma center best meeting the patient’s needs.

Administrative Structure:

The Trauma Medical Director (TMD) and Trauma Nurse Coordinator (TNC) provide ongoing and systematic monitoring of
care provided by medical, nursing and ancillary personnel. Pl review consists of the utilization of pre-selected
performance improvement “audit filters” and additional hospital and regional indicators when indicated. In addition, a
process of tracking complications, systems issues, provider issues and adverse events is determined. The TNC will report
all issues and opportunities for improvement to the TMD. Primary, Secondary and Tertiary review levels will guide
management of each issue. Documentation of evaluation (loop closure) for identified issues is the responsibility of the
TMD and TNC. The use of indicators to measure, evaluate and improve performance is an important component of the
trauma Pl plan.

Data Collection:

Methods of identifying Pl issues: ED charts for trauma patients with diagnosis that fall within ICDs of 800-959.9, 994.1
and 994.8 who are either being admitted into the hospital or are transferred to a facility with a higher level of care, will
be audited. Charts for those patients identified through PI committee, patient rounds, staff report, hallway
conversation, email, patient complaint or direct observation may also be audited. Trauma deaths are automatic
reviews. All trauma activations should be reviewed. Additional patients may be included in the trauma Pl program
review but they should not be entered into the state or national database.

Quality indicators may include but not limited to the following:
e Appropriateness and timeliness of care
e Appropriate documentation of patient care
e Adherence to patient care guidelines and protocols
e Specific complications

Types of Pl quality indicators:

Process measures — operational issues relating to the system or structure in which care is delivered. Clinical care issues.
Outcome measures — results of the care given. Monitoring to establish if the process of care achieves the desired
outcome.

Levels of Performance Improvement:
Primary review — low level risk issue
Process: contemporaneous / retrospective issue identification
e Trauma coordinator review with validation of issue.
e Immediate resolution and feedback. May be provided on the scene.
e Documented in the Pl process.
e Complete Trauma Death Review form.
e Resort to TMD. Discuss need for further review.
e May be closed at this level.
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Secondary review — issues with a moderate level risk. This may also be a provider issue.
Process: i.e. filter fall out, system concern or care concern
e TMD and TNC review issue.
e Judgment leads to initial action plan.
e Investigation of issue.
e |ssue may be closed at this level.
Refer to multidisciplinary trauma committee.
Refer to peer review.
e Document in the Pl process. Complete Trauma Death Review form.

Tertiary Review — critical risk issue.
Process issue, care issue, trauma committee review

Multidisciplinary Trauma Committee:
e Focused process.
e Works on global system and operational issues.
e Representatives of all phases of case with attendance recorded. (Medical providers, nursing, EMS, ancillary staff
and administration)
e Linked with hospital Pl process.

Medical Peer Review:
e Review of deaths, complications and clinical care issues of seriously injured patients either admitted or
transferred to a higher level of care.
e Provider-focused with participation of providers involved in trauma patient care.
e Limited access to forum but TNC must attend when trauma cases are reviewed.
e Documentation to be written carefully but include discussion.
e Trauma deaths automatically included in Pl review.
e Complete Trauma Death Review form.
A. ldentify injuries
= Autopsy report
=  Feedback from regional trauma center
B. Identify co-morbid conditions
C. Determine preventability of death
= Preventable
= Potentially preventable
= Non-preventable

Pl Subcommittee:
e Regional Advisory Trauma Committee (RATC)
e State Advisory Trauma Committee (SATC)

Performance Improvement Documentation:
e (Case summary
e [ssue identification
o Level of review
e Conclusions
e Correction Action Plan
e Implementation
e Evaluation method for “loop closure”
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Case ldentification

Audit of ED/in-patient log, Pl committee, rounds, staff report, hallway
conversation, email, patielnt complaint, observation

!

Primary Review

TNC

Filter fall out?

Process concern?

Yes

v

No

Secondary Review

THNC + TMP + others?

Frocess concern?

Care concern?

Yes

|

Mo

Tertiary Review:

Provider case review

F 3

Tertiary Review:

Multidisciplinary

Trauma program team

¥

Develop an action plan

Define loop closure

l

Records of all trauma Pl

activities maintained by
trauma proaram staff

A
J
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TRAUMA INDICATORS

20 Trauma Audits

Date

Patient #

Provider global assessment

Provider arrival time < 15 act. / 30 non act. (min)

Nursing global assessment

Trauma activationY /N, O/ U, ER / EMS

Trauma times documented

Hourly GCS documented

C-spine clearance protocol followed

Pediatric appropriate 1V/IO access

Pediatric temperature on chart

Patient to imaging time

Radiology report time

Imaging time

ER admit time

Transfer decision time

Transfer time

Patient transfer > 2 hours

Delay in transfer reason

Admit to PCU time

Total time in ED

PCU admit — injury category

DVT prophylaxis-ambulates w/in 12 hours of SCD
application

Nutrition — eats w/in 6 hours

Gastric protection H2 or PPl use

Scene time > 15 minutes

GCS, VS, CMS on chart

Pre-hospital airway appropriate

Door to drug time in long bone fx

Mortality

Injury severity score

Medical Provider

Reviewed by:
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TRAUMA INDICATORS

Trauma Indicator

Yes

No

NA

Comments
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TRAUMA PI DOCUMENTATION

Pl Issue

Level of Review

Conclusion

Action Plan

Implementation

Evaluation
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TRAUMA PERFORMANCE IMPROVEMENT REVIEW FORM

Admit Date:

Provider Number:

Patient Number:

Nurse Number:

Diagnosis:

History of events:

Source of information:

TNC

Nurse Manager

Other:

Location of issue:

Pre-Hospital ED

Other:

Provider Risk Management

Imaging Lab

Issue identified:

Trauma Death

Trauma Activation

Primary review date:

Corrective Action Plan:

Secondary review date:

Process Measure

Outcome Measure

Tertiary review date:

Action Plan Start Date:

Investigative Findings:

Issue revaluation date:

Closed date:
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Determination

Preventability

Corrective Actions

System related Non-preventable Education

Disease related Potentially preventable Peer review

Provider related Preventable Trend
Complication Cannot Determine Protocol

Adverse events

Additional comments:

Trauma Medical Director:

Trauma Nurse Coordinator:

Date:

Date:
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TRAUMA DEATH REVIEW FORM

Admit Date:

Patient Number:

Provider Number:

History of events:

Patient Comorbidities:

Source of information:

Nurse Number:

Social Services

Other:

Location of issue:

PCU

Autopsy report findings:

Regional recommendations:

Trauma Committee recommendations:

ICU

TNC Nurse Manager Provider Risk Management
Pl Committee Nursing Staff Ancillary Staff
Pre-Hospital ED Imaging Lab

Other: |

Open:

Closed:
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Determination

Preventability

Corrective Action(s)

System related o ) Unnecessary
Mortality without opportunity for
. improvement

Disease related Trend

Provider related . . . Protocol
Mortality with opportunity for

) improvement .
Cannot determine Education

Unanticipated mortality with
opportunity for improvement

Peer review presentation

Resource enhancement

Process improvement

Privilege / credentialing action

Other:
Trauma Medical Director: Date:
Trauma Nurse Coordinator: Date:
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DEFINITIONS FOR TRAUMA MORTALITY AND MORBIDITY CLASSIFICATIONS

A mortality without opportunity for improvement death or morbidity results from an event or complication that is a
sequela of a procedure, disease, illness or injury for which reasonable and appropriate preventable steps have been
taken.

For example, a gunshot wound to the head with a Glasgow Coma Scale (GCS) of 3 on arrival and subsequent death,
posttraumatic pancreatitis, pneumonia, deep venous thrombosis (DVT), and so on, in patients who had appropriate
preventative steps taken. Most deaths and morbidities fall into this category.

A mortality with opportunity for improvement death or morbidity results from an event or complication that is a
sequela of a procedure, disease, illness or injury that has the potential to be prevented or subsequently ameliorated.

For example, iatrogenic pneumothorax or wound dehiscence, wherein alternate techniques or judgments may have
prevented the complication with some certainty. Such a choice is always a difficult call and requires determination from
experienced trauma surgeons or a panel of physicians. An example of a potentially preventable mortality may be an
elderly trauma patient with a severe head injury who develops a fatal arrhythmia from electrolyte abnormality. The
arrhythmia may have been preventable, but it is unlikely the death was; therefore, the death is deemed “potentially
preventable.” A patient suffering a preventable morbidity who subsequently expires after being declared DNR (do not
resuscitate) by family or advanced directive, may be determined to be a potentially preventable mortality. There is no
precision in these determinations; these are clinical judgments based on the best available evidence.

An unanticipated mortality with opportunity for improvement death or morbidity results from an event or
complication that is an expected or unexpected sequela of a procedure, disease, illness or injury that could have been
prevented or substantially ameliorated.

For example, a patient admitted with abdominal distention and shock who dies from a ruptured spleen two hours later
while waiting for a surgeon. Death as a result of a missed epidural hematoma or esophageal intubation may be
preventable. Preventable mortalities should be very unusual in a mature trauma system. A missed fracture resulting
from failure to examine the patient may be a preventable morbidity.

Adapted from American College of Surgeons, Trauma Performance Improvement Reference Manual, January 2002, pp. 6-
7
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Addendum 9

Other Pl indicators to consider:
Prehospital:

ED:

GCS < 9 patient intubated or definitive airway established
Run reports legible

Hospital received early notification

Timing of interventions

Followed ABC’s of resuscitation

GCS < 9 patient intubated or definitive airway established

Proper immobilization

Rapid triage and transfer protocol followed

Urinary output > 30 cc/hour

Pediatric IV fluid run according to PALS criteria

Temperature record at a minimum of on admission and dismissal

GCS, vital signs, oximetry documented at a minimum of every 15 minutes
Nurse accompanies patient to CT scanner

Trauma activation appropriate according to established criteria

Delay diagnosis

Misread x-ray

Noncompliance with protocols, guidelines, standards of care, procedure
Unplanned re-admission

Acute Care:

Stress ulcer prophylaxis initiated day one if not fully able to take nutrition
DVTP initiated day one if immobile > 8 hours

Nutrition initiated day one

Enternal feeding initiated within 48 hours if unable to take oral diet
Mobilized day one

Appropriate antibiotic regimen

Appropriate pressure ulcer prophylaxis

Pediatric:

Temperature, weight, fluid management according to PALS
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Addendum 10

TRAUMA CRITIQUE

Purpose: To assist in the Pl process to identify any systems, process or peer issue. The trauma program encourages
anyone to add to this critique including physicians, physician providers, nurses, ancillary personnel, EMS. The nurse in
charge of trauma will initiate this report. This report will not be a permanent part of the medical record and is to be

placed in the trauma program manager’s office.

Date: Time:

Name of Patient:

MR#:

Team Response Appropriate

Yes

No

Comments

Nursing

Physician

PA-C

APRN

] |

Lab

Radiology

Nursing Supervisor

]|

Others:

|

Team worked collaboratively together

Clear direction given by person in charge

Team treated each other professionally /
courteously

Other: Please describe any opportunities for improvement

Signature of person completing report:
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Addendum 11

TRAUMA PI PROCESS FLOW CHART

TRAUMA
ACTIVATION

Trauma Program
Manager utilizing the
trauma critique, verbal

reviews charts utilizing

INCLUSION CRITERIA:
ICD-9 CODES BOO-
959.9
DEATHS
TRAMNSFERS

information, Pl indicators

approved report formats.

Opportunity for Improvement Identified
/ \ Mo Further Action

OFI identified as system,

process or peer review issue

System or Process Peer lssue

Issue

Trauma Multidisciplinary
Committee, separate minutes
are kept to include frank and

open discussion of OFI,

conclusionfrecommendations,

actions, and follow up or loop
closure

Required

TPM enters all OFI into Excel File for

TMD

Evaluates

Summary sent to

excel file and to

the Trauma Peer
Review Committee

tracking of the Pl process

Case sent for review at the Trauma
Peer Review Committee, minutes are
separate and should demonstrate a
frank open discussion,
conclusions/recommendation,
actions, and follow up or loop
closure.

HOSPITAL

QA
COMMITTEE
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Addendum 12
TRAUMA Pl EXAMPLE
Case #: 3456
Name: J. Doe
Date of Admission: 1/7/2020

Opportunity for Improvement:
e Failed procedure, insertion of central line
e Hospital not notified by EMS in timely manner
e  GCS not documented by EMS
e Delayed trauma activation

Actions:
e Dr. Winner will be sent to ATLS class in March
e TPM and TMD will meet with EMS to educate about importance of documentation of GCS and early notification
e TPM will meet with nursing staff to educate on timely trauma activate and activation criteria. Trauma activation
protocol will be sent to all physicians and physician assistants.

Follow Up:
e Dr. Winner attended the March 16, 2020 ATLS class and is current in ATLS. Will continue to monitor.
e TPM and TMD met with EMS squads January 16, 2020.
e TPM met with nursing staff January 16, 2020 and trauma activation protocol was sent to physicians and
providers on January 16, 2020.

Loop Closure: (refer to minutes, case is closed)
e February 16, 2020 trauma peer review minutes
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Addendum 13
TRAUMA PEER REVIEW

Date: Name of Patient:

Casett: Name of Physician:

Injury Severity Score:

Opportunity for Improvement:

|:| Sentinel Event
|:| Complication

Trauma Medical Director Evaluation:

Conclusion / Recommendation:

Action:

Follow Up or Loop Closure:

Trauma Medical Director Signature:

Death Classification: Mortality with opportunity for improvement

Mortality without opportunity for improvement

Unexpected mortality with opportunity for improvement
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Addendum 14
REQUIRED EQUIPMENT — BASIC TRAUMA CENTER

e Equipment for resuscitation for patients of all ages
e Airway control and ventilation equipment

e Pulse oximetry

e Suction devices

e Electrocardiograph-Oscilloscope-Defibrillator

e Standard IV fluids and administration sets

e large bore-intravenous catheters

e Airway control / cricothyroidotomy

e Thoracostomy

e Drugs necessary for emergency care

e Breslow tape

e Thermal control for patient

e (Qualitative end-tidal CO2 determination

e Communication with EMS vehicles

e Posted call lists and trauma activation guidelines
e Crash cart easily accessible to CT and x-ray

e  Oxygen, suction and BMV in CT and x-ray
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Addendum 15
Example Minutes for Trauma Program Operational Process and Performance Committee

Trauma Program Operational Process and Performance Committee
January 16, 2020 Minutes

Attendance: Trauma Medical Director, Director of Nursing, Trauma Program Manager, Manager of Radiology, Manager
of Laboratory, etc.

Agenda Item: Unavailability of Pediatric Chest Tube

Dr. John Smith reported on case #34756 on January 6, 2020, he had a pediatric patient requiring a chest tube for a
diagnosis of pneumothorax. When he requested a #12 chest tube, it was reported the smallest chest tube available was
#20. A #20 chest tube was inserted and the patient was transferred to a higher level of care.

Conclusions / Recommendations: Discussion about the need for pediatric sized chest tubes. It was agreed upon by
members concerning trauma cases, a larger chest tube can be appropriate in certain cases. The committee members
recommended the regional trauma coordinator be called to discuss the need for smaller chest tubes for pediatric

patients.

Actions: Dr. Smith will call the regional trauma center and discuss the issue and will bring back the information at the
next Pl meeting.

Follow Up / Loop Closure: Refer to minutes of the February 12, 2020 committee meeting.

Agenda Item: Laboratory Response After-Hours

Carol reported twice in two months, the laboratory did not meet response times for trauma activations.
Conclusions / Recommendations: Gene Hansen, laboratory manager, was available to respond to this system issue. He
investigated the reason for the delayed response and was informed the group pager had the wrong number for the on-

call lab technician.

Actions: Gene has notified their pager carrier and the number has been updated. A trial was completed on January 7,
2020 and the technician received the page and responded in the appropriate time frame.

Follow Up: Carol will continue to monitor response times of team members. Loop closed.

Agenda Item: Case #3456

This case involved a 66-year-old male who was the driver of a tractor that rolled over the patient’s abdomen. Upon
arrival of EMS, the patient was unresponsive, GCS of 9, blood pressure 66/40, pulse 160, pulse oximetry 86%. A combi-
tube was placed, the patient was ventilated, an IV was initiated with a 20 gauge needle, full spinal immobilization was
completed and the patient was transferred to “Any” Hospital. This was a trauma activation. Upon arrival at the
hospital, the trauma team was present. A primary assessment was completed. Vital signs included: GCS of 8, combi-
tube in place, decreased breath sounds on the right, blood pressure 60/45, pulse 166, bagged, oximetry 86%. The
combi-tube was exchanged with an endotracheal tube and the patient was ventilated. A central line was attempted to
be placed, but was unsuccessful, so an 1/0 was inserted and fluids initiated. O-negative blood was ordered and 2 units
initiated. A chest tube was placed, with return of a lot of air. After a CT of the abdomen, arrangements were made to
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transfer the patient to a higher level of care by air. The patient was transferred by air after 2 hours and 30 minutes in
the ED. The patient expired prior to arrival at the regional trauma center.

Reason for review:
e Death
e ATLS not followed; decreased breath sounds on the right but chest tube not inserted until after I/O placed
e Failed procedure: central line placement
e > 2 hoursin the ED prior to transfer
e Rapid triage and transport protocol not followed

What went well?
e EMS in field < 15 minutes
Combi-tube inserted to manage airway (basic unit)
Patient intubated on arrival
Team member response times appropriate
O negative blood initiated
e |/Oplace
e Transferred by air

Conclusions / Recommendations:

The committee members discussed the fact the chest tube should have been inserted prior to starting an 1/0, thus
following the ABC's of ATLS resuscitation. Dr. Winner was present and stated he had not placed a chest tube for some
time and realized his ATLS certification had expired. A recommendation was made Dr. Winner be sent by the hospital to
be recertified in ATLS, this being able to practice chest tube insertion and primary survey skills. Dr. Winner will also be
sent to ATLS for practice with central line insertion and a competency program will be established biannually for
physicians to include intubation, chest tube insertion and central line insertion. The rapid triage and transfer protocol
will be sent out by the trauma program manager to all physicians and surrogates on trauma calls to educate them about
timely transfer.

The death was voted as possibly preventable.

Action: Dr. Winner will be scheduled to take an ATLS course within the next 3 months. Carol will send out the rapid
triage and transfer protocol.

Follow Up: Refer to February 16, 2020 minutes of the trauma peer review committee.
The February 16, 2020 minutes should reflect under Old Business, Dr. Winner was scheduled for ATLS March 16, 2020.

The rapid triage and transfer protocol was sent to all physicians and surrogates by Carol on January 16, 2020. Death
charts will continue to be reviewed. Loop closed on case #3456.
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Addendum 16

Example Written Transfer Agreement Guidelines
EXAMPLE A

Purpose
To establish guidelines for the proper and efficient transfer of traumatically injured patients out of Hospital A.

Policy

1. Asa Level IV Trauma Center Hospital A will accept all trauma patients arriving by walk-in or EMS

2. All trauma patients including burn, pediatric, spine, and brain trauma will be stabilized as appropriate including
fluids, intubation as needed, blood products as needed and any other stabilization procedures needed prior to
the transfer of the patient.

3. The patient will be transferred by ground transport XXXXXXX or XXXXXX or air as appropriate for the patient’s
condition as deemed necessary by the provider.

4. EMTALA guidelines will be followed.

5. Bed acceptance will be obtained by the Trauma RN prior to transfer.

6. Medical records for the patient including lab, radiology and procedures completed will be printed and sent with
the patient on transfer.

7. The patients’ belongings will be either given to the family or sent with the ambulance attendant.

8. The Nurse must conduct a 1:1 report with the receiving nurse.
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EXAMPLE B

Transfer of Patients from Hospital Z

Purpose
To ensure proper and efficient transferring of trauma patients to outside facilities from Hospital Z when resources are not
available or the patient requests transfer.

Trauma Patients to Consider for Transfer
A. Any pediatric patient requiring admission for traumatic injury

B.

Any adult trauma patient requiring admission for the following types of traumatic injury:
a. Any burn patient that meets American Burn Association (ABA) transfer criteria

b. Patients with burns AND traumatic injuries — consider transfer to a level 1 trauma/burn center

c. Patients with Spinal Cord Injuries

d. Patients with traumatic brain injury

e. Trauma patients requiring acute hemodialysis

f. Patients requiring inpatient acute rehabilitation or inpatient social services following traumatic injury
Procedure

A.

The patient or their representative should be made aware of the reason for transfer and consent to the transfer if
capable.

Transfer should be to the closest capable hospital/trauma center unless the patient requests transfer to another
facility and has been stabilized for a longer transport.

Confirmation of the availability of the receiving hospital and an accepting physician is required following EMTALA
guidelines.

. Any life or limb threatening injury must be temporized based on available resources prior to transport. This includes,

but not limited to, initiating fluids, intubation, or administering blood products as needed.

. Communication with the receiving facility should be provider to provider report unless the attending provider is

unavailable.
The appropriate transfer mode (ground or air) should be determined by the transferring provider based on the
patient’s injury and potential for deterioration en route.

. Copies of the patient chart and any laboratory and radiology studies must be transferred to the receiving facility. If

radiology imaging is not able to be pushed to the receiving facility, ensure a digital copy of the films are sent with
patient.

. Nursing must conduct a 1:1 report with the receiving nurse.

33|Page



HOSPITAL RN's

Staff Name

DOH

PALS/ENPC
exp

ATCN/TNCC
exp

Event/Name of
Program

Date Attended

Adult Hrs.

Ped Hrs.

L

[

L

[ ]

Totals:

0.00

L

rora | 0:00 ]|[ 0.00
0.00 ]|[ 0.00

Totals:




HOSPITAL RN's

PALS/ENPC | ATCN/TNCC Event/Name of
Staff Name DOH exp exp Program Date Attended| Adult Hrs. | Ped Hrs.
rouae: |L_0:00_[I| 0.00

[ ]

rows: |L_0-00 || 0.00
| [ ]
[ ]
| L]
[ ]
Totals: 0.00 0.00




HOSPITAL RN's

PALS/ENPC | ATCN/TNCC Event/Name of
Staff Name DOH exp exp Program Date Attended| Adult Hrs. | Ped Hrs.
rowai | 0:00 | 0.00
%
rorats: || 000 ||l 0.00

L

s

[ ]

i

Totals:

0.00

1




HOSPITAL RN's

Staff Name

DOH

PALS/ENPC
exp

ATCN/TNCC
exp

Event/Name of
Program

Date Attended

Adult Hrs.

Ped Hrs.

]

[

L

T

Totals:

g

|

{U

|

L] IE

Totals:

0.00

1

i

Totals:

i




HOSPITAL RN's

PALS/ENPC | ATCN/TNCC Event/Name of
Staff Name DOH exp exp Program Date Attended| Adult Hrs. | Ped Hrs.
%
Q
0.00

Totals:

o
o
o

!

{

L
L |

I

|

i

Totals:

0.00

0.00

|

Totals:

0.00




HOSPITAL RN's

PALS/ENPC | ATCN/TNCC Event/Name of
Staff Name DOH exp exp Program Date Attended| Adult Hrs. | Ped Hrs.
Totals: OOO

|

Totals:

0.00

i

T

Totals:

0.00

0.00




HOSPITAL RN's

PALS/ENPC | ATCN/TNCC Event/Name of
Staff Name DOH exp exp Program Date Attended| Adult Hrs. | Ped Hrs.

L L
| |

0.00 0.00

Totals:

L
| | |

Totals:

0.00 0.00

Totals:




HOSPITAL RN's

Ped Hrs.

|

il

0.00

|

1]

0.00

il

|

0.00

il

%

0.00

Date Attended| Adult Hrs.

|

il

|

|

|

T 1,

—
)
Q
€ E
c O
g8
- o
S a
>
w
Q
o
2
Eg
2 o
o
=
<
@)
S
w
A o
—
<
a

T

o

a

Staff Name




	City: 
	Text2: 
	Text5: 
	Text7: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	CheckBox26: Off
	CheckBox27: Off
	CheckBox28: Off
	CheckBox29: Off
	CheckBox30: Off
	CheckBox31: Off
	CheckBox32: Off
	CheckBox33: Off
	CheckBox34: Off
	CheckBox35: Off
	CheckBox36: Off
	CheckBox37: Off
	CheckBox38: Off
	CheckBox39: Off
	RadioButton40: Off
	RadioButton41: Off
	RadioButton42: Off
	CheckBox43: Off
	CheckBox44: Off
	CheckBox45: Off
	CheckBox46: Off
	CheckBox47: Off
	CheckBox48: Off
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	CheckBox57: Off
	CheckBox58: Off
	CheckBox59: Off
	CheckBox60: Off
	Text61: 
	CheckBox62: Off
	CheckBox63: Off
	CheckBox64: Off
	CheckBox65: Off
	Text66: 
	Text67: 
	CheckBox68: Off
	CheckBox69: Off
	CheckBox70: Off
	CheckBox71: Off
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	CheckBox80: Off
	CheckBox81: Off
	CheckBox82: Off
	CheckBox83: Off
	CheckBox84: Off
	CheckBox85: Off
	CheckBox86: Off
	CheckBox87: Off
	CheckBox88: Off
	CheckBox89: Off
	CheckBox90: Off
	CheckBox91: Off
	CheckBox92: Off
	Text93: 
	Text95: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Text103: 
	CheckBox104: Off
	CheckBox105: Off
	CheckBox106: Off
	CheckBox107: Off
	CheckBox108: Off
	CheckBox109: Off
	CheckBox110: Off
	CheckBox111: Off
	CheckBox112: Off
	CheckBox113: Off
	CheckBox114: Off
	CheckBox115: Off
	CheckBox116: Off
	CheckBox117: Off
	CheckBox118: Off
	Text119: 
	Text120: 
	Text121: 
	Text122: 
	Text123: 
	Text124: 
	Text125: 
	CheckBox126: Off
	CheckBox127: Off
	CheckBox128: Off
	CheckBox129: Off
	CheckBox130: Off
	CheckBox131: Off
	CheckBox132: Off
	CheckBox133: Off
	CheckBox134: Off
	CheckBox135: Off
	CheckBox136: Off
	CheckBox137: Off
	CheckBox138: Off
	CheckBox139: Off
	CheckBox140: Off
	Text141: 
	Text143: 
	Text145: 
	Text146: 
	Text147: 
	Text148: 
	Text149: 
	CheckBox150: Off
	Text151: 
	CheckBox152: Off
	Text153: 
	CheckBox154: Off
	Text155: 
	CheckBox156: Off
	Text157: 
	CheckBox158: Off
	Text159: 
	CheckBox160: Off
	Text161: 
	CheckBox162: Off
	Text163: 
	CheckBox164: Off
	Text165: 
	Text166: 
	Text167: 
	Text168: 
	CheckBox169: Off
	CheckBox170: Off
	Text171: 
	CheckBox172: Off
	Text173: 
	CheckBox174: Off
	Text175: 
	Text176: 
	Text178: 
	Text179: 
	Text180: 
	Text181: 
	Text182: 
	Text183: 
	CheckBox184: Off
	CheckBox185: Off
	CheckBox186: Off
	CheckBox187: Off
	Text188: 
	CheckBox189: Off
	Text190: 
	Text191: 
	CheckBox192: Off
	CheckBox193: Off
	Text194: 
	Text195: 
	Text196: 
	Text197: 
	CheckBox199: Off
	Text1: 
	Text3: 
	Text4: 
	Text6: 
	Text8: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text57: 
	Text58: 
	Text59: 0
	Text60: 0
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text94: 
	Text96: 
	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Text108: 
	Text109: 
	Text110: 
	Text111: 
	Text112: 
	Text113: 0
	Text114: 0
	Text115: 
	Text116: 
	Text117: 
	Text118: 
	Text126: 
	Text127: 
	Text128: 
	Text129: 
	Text130: 
	Text131: 
	Text132: 
	Text133: 
	Text134: 
	Text135: 
	Text136: 
	Text137: 
	Text138: 
	Text139: 
	Text140: 
	Text142: 
	Text144: 
	Text150: 
	Text152: 
	Text154: 
	Text156: 
	Text158: 
	Text160: 
	Text162: 
	Text164: 
	Text169: 
	Text170: 
	Text172: 
	Text174: 0
	Text177: 0
	Text184: 
	Text185: 
	Text186: 
	Text187: 
	Text189: 
	Text192: 
	Text193: 
	Text198: 
	Text199: 
	Text200: 
	Text201: 
	Text202: 
	Text203: 
	Text204: 
	Text205: 
	Text206: 
	Text207: 
	Text208: 
	Text209: 
	Text210: 
	Text211: 
	Text212: 
	Text213: 
	Text214: 
	Text215: 
	Text216: 
	Text217: 
	Text218: 
	Text219: 
	Text220: 
	Text221: 
	Text222: 
	Text223: 0
	Text224: 0
	Text225: 
	Text226: 
	Text227: 
	Text228: 
	Text229: 
	Text230: 
	Text231: 
	Text232: 
	Text233: 
	Text234: 
	Text235: 
	Text236: 
	Text237: 
	Text238: 
	Text239: 
	Text240: 
	Text241: 
	Text242: 
	Text243: 
	Text244: 
	Text245: 
	Text246: 
	Text247: 
	Text248: 
	Text249: 
	Text250: 
	Text251: 
	Text252: 
	Text253: 
	Text254: 
	Text255: 
	Text256: 
	Text257: 0
	Text258: 0
	Text259: 
	Text260: 
	Text261: 
	Text262: 
	Text263: 
	Text264: 
	Text265: 
	Text266: 
	Text267: 
	Text268: 
	Text269: 
	Text270: 
	Text271: 
	Text272: 
	Text273: 
	Text274: 
	Text275: 
	Text276: 
	Text277: 
	Text278: 
	Text279: 
	Text280: 
	Text281: 
	Text282: 
	Text283: 
	Text284: 
	Text285: 
	Text286: 
	Text287: 
	Text288: 
	Text289: 
	Text290: 
	Text291: 0
	Text292: 0
	Text293: 
	Text294: 
	Text295: 
	Text296: 
	Text297: 
	Text298: 
	Text299: 
	Text300: 
	Text301: 
	Text302: 
	Text303: 
	Text304: 
	Text305: 
	Text306: 
	Text307: 
	Text308: 
	Text309: 
	Text310: 
	Text311: 
	Text312: 
	Text313: 
	Text314: 
	Text315: 
	Text316: 
	Text317: 
	Text318: 
	Text319: 
	Text320: 
	Text321: 
	Text322: 
	Text323: 
	Text324: 
	Text325: 0
	Text326: 0
	Text327: 
	Text328: 
	Text329: 
	Text330: 
	Text331: 
	Text332: 
	Text333: 
	Text334: 
	Text335: 
	Text336: 
	Text337: 
	Text338: 
	Text339: 
	Text340: 
	Text341: 
	Text342: 
	Text343: 
	Text344: 
	Text345: 
	Text346: 
	Text347: 
	Text348: 
	Text349: 
	Text350: 
	Text351: 
	Text352: 
	Text353: 
	Text354: 
	Text355: 
	Text356: 
	Text357: 
	Text358: 
	Text359: 0
	Text360: 0
	Text361: 
	Text362: 
	Text363: 
	Text364: 
	Text365: 
	Text366: 
	Text367: 
	Text368: 
	Text369: 
	Text370: 
	Text371: 
	Text372: 
	Text373: 
	Text374: 
	Text375: 
	Text376: 
	Text377: 
	Text378: 
	Text379: 
	Text380: 
	Text381: 
	Text382: 
	Text383: 
	Text384: 
	Text385: 
	Text386: 
	Text387: 
	Text388: 
	Text389: 
	Text390: 
	Text392: 
	Text393: 
	Text394: 0
	Text395: 0
	Text396: 
	Text397: 
	Text398: 
	Text399: 
	Text400: 
	Text401: 
	Text402: 
	Text403: 
	Text404: 
	Text405: 
	Text406: 
	Text407: 
	Text408: 
	Text409: 
	Text410: 
	Text411: 
	Text412: 
	Text413: 
	Text414: 
	Text415: 
	Text416: 
	Text417: 
	Text418: 
	Text419: 
	Text420: 
	Text421: 
	Text422: 
	Text423: 
	Text424: 
	Text425: 
	Text426: 
	Text427: 
	Text428: 0
	Text429: 0
	Text430: 
	Text431: 
	Text432: 
	Text433: 
	Text434: 
	Text435: 
	Text436: 
	Text437: 
	Text438: 
	Text439: 
	Text440: 
	Text441: 
	Text442: 
	Text443: 
	Text444: 
	Text445: 
	Text446: 
	Text447: 
	Text448: 
	Text449: 
	Text450: 
	Text451: 
	Text452: 
	Text453: 
	Text454: 
	Text455: 
	Text456: 
	Text457: 
	Text458: 
	Text459: 
	Text460: 
	Text461: 
	Text462: 0
	Text463: 0
	Text464: 
	Text465: 
	Text466: 
	Text467: 
	Text468: 
	Text469: 
	Text470: 
	Text471: 
	Text472: 
	Text473: 
	Text474: 
	Text475: 
	Text476: 
	Text477: 
	Text478: 
	Text479: 
	Text480: 
	Text481: 
	Text482: 
	Text483: 
	Text484: 
	Text485: 
	Text486: 
	Text487: 
	Text488: 
	Text489: 
	Text490: 
	Text491: 
	Text492: 
	Text493: 
	Text494: 
	Text495: 
	Text496: 0
	Text497: 0
	Text498: 
	Text499: 
	Text500: 
	Text501: 
	Text502: 
	Text503: 
	Text504: 
	Text505: 
	Text506: 
	Text507: 
	Text508: 
	Text509: 
	Text510: 
	Text511: 
	Text512: 
	Text513: 
	Text514: 
	Text515: 
	Text516: 
	Text517: 
	Text518: 
	Text519: 
	Text520: 
	Text521: 
	Text522: 
	Text523: 
	Text524: 
	Text525: 
	Text526: 
	Text527: 
	Text528: 
	Text529: 
	Text530: 0
	Text531: 0
	Text532: 
	Text533: 
	Text534: 
	Text535: 
	Text536: 
	Text537: 
	Text538: 
	Text539: 
	Text540: 
	Text541: 
	Text542: 
	Text543: 
	Text544: 
	Text545: 
	Text546: 
	Text547: 
	Text548: 
	Text549: 
	Text550: 
	Text551: 
	Text552: 
	Text553: 
	Text554: 
	Text555: 
	Text556: 
	Text557: 
	Text558: 
	Text559: 
	Text560: 
	Text561: 
	Text562: 
	Text563: 
	Text564: 0
	Text565: 0
	Text566: 
	Text567: 
	Text568: 
	Text569: 
	Text570: 
	Text571: 
	Text572: 
	Text573: 
	Text574: 
	Text575: 
	Text576: 
	Text577: 
	Text578: 
	Text579: 
	Text580: 
	Text581: 
	Text582: 
	Text583: 
	Text584: 
	Text585: 
	Text586: 
	Text587: 
	Text588: 
	Text589: 
	Text590: 
	Text591: 
	Text592: 
	Text593: 
	Text594: 
	Text595: 
	Text596: 
	Text597: 
	Text598: 0
	Text599: 0
	Text600: 
	Text601: 
	Text602: 
	Text603: 
	Text604: 
	Text605: 
	Text606: 
	Text607: 
	Text608: 
	Text609: 
	Text610: 
	Text611: 
	Text612: 
	Text613: 
	Text614: 
	Text615: 
	Text616: 
	Text617: 
	Text618: 
	Text619: 
	Text620: 
	Text621: 
	Text622: 
	Text623: 
	Text624: 
	Text625: 
	Text626: 
	Text627: 
	Text628: 
	Text629: 
	Text630: 
	Text631: 
	Text632: 0
	Text633: 0
	Text634: 
	Text635: 
	Text636: 
	Text637: 
	Text638: 
	Text639: 
	Text640: 
	Text641: 
	Text642: 
	Text643: 
	Text644: 
	Text645: 
	Text646: 
	Text647: 
	Text648: 
	Text649: 
	Text650: 
	Text651: 
	Text652: 
	Text653: 
	Text654: 
	Text655: 
	Text656: 
	Text657: 
	Text658: 
	Text659: 
	Text660: 
	Text661: 
	Text662: 
	Text663: 
	Text664: 
	Text665: 
	Text666: 0
	Text667: 0
	Text668: 
	Text669: 
	Text670: 
	Text671: 
	Text672: 
	Text673: 
	Text674: 
	Text675: 
	Text676: 
	Text677: 
	Text678: 
	Text679: 
	Text680: 
	Text681: 
	Text682: 
	Text683: 
	Text684: 
	Text685: 
	Text686: 
	Text687: 
	Text688: 
	Text689: 
	Text690: 
	Text691: 
	Text692: 
	Text693: 
	Text694: 
	Text695: 
	Text696: 
	Text697: 
	Text698: 
	Text699: 
	Text700: 0
	Text701: 0
	Text702: 
	Text703: 
	Text704: 
	Text705: 
	Text706: 
	Text707: 
	Text708: 
	Text709: 
	Text710: 
	Text711: 
	Text712: 
	Text713: 
	Text714: 
	Text715: 
	Text716: 
	Text717: 
	Text718: 
	Text719: 
	Text720: 
	Text721: 
	Text722: 
	Text723: 
	Text724: 
	Text725: 
	Text726: 
	Text727: 
	Text728: 
	Text729: 
	Text730: 
	Text731: 
	Text732: 
	Text733: 
	Text734: 0
	Text735: 0
	Text736: 
	Text737: 
	Text738: 
	Text739: 
	Text740: 
	Text741: 
	Text742: 
	Text743: 
	Text744: 
	Text745: 
	Text746: 
	Text747: 
	Text748: 
	Text749: 
	Text750: 
	Text751: 
	Text752: 
	Text753: 
	Text754: 
	Text755: 
	Text756: 
	Text757: 
	Text758: 
	Text759: 
	Text760: 
	Text761: 
	Text762: 
	Text763: 
	Text764: 
	Text765: 
	Text766: 
	Text767: 
	Text768: 0
	Text769: 0
	Text770: 
	Text771: 
	Text772: 
	Text773: 
	Text774: 
	Text775: 
	Text776: 
	Text777: 
	Text778: 
	Text779: 
	Text780: 
	Text781: 
	Text782: 
	Text783: 
	Text784: 
	Text785: 
	Text786: 
	Text787: 
	Text788: 
	Text789: 
	Text790: 
	Text791: 
	Text792: 
	Text793: 
	Text794: 
	Text795: 
	Text796: 
	Text797: 
	Text798: 
	Text799: 
	Text800: 
	Text801: 
	Text802: 0
	Text803: 0
	Text804: 
	Text805: 
	Text806: 
	Text807: 
	Text808: 
	Text809: 
	Text810: 
	Text811: 
	Text812: 
	Text813: 
	Text814: 
	Text815: 
	Text816: 
	Text817: 
	Text818: 
	Text819: 
	Text820: 
	Text821: 
	Text822: 
	Text823: 
	Text824: 
	Text825: 
	Text826: 
	Text827: 
	Text828: 
	Text829: 
	Text830: 
	Text831: 
	Text832: 
	Text833: 
	Text834: 
	Text835: 
	Text836: 0
	Text837: 0
	Text838: 
	Text839: 
	Text840: 
	Text841: 
	Text842: 
	Text843: 
	Text844: 
	Text845: 
	Text846: 
	Text847: 
	Text848: 
	Text849: 
	Text850: 
	Text851: 
	Text852: 
	Text853: 
	Text854: 
	Text855: 
	Text856: 
	Text857: 
	Text858: 
	Text859: 
	Text860: 
	Text861: 
	Text862: 
	Text863: 
	Text864: 
	Text865: 
	Text866: 
	Text867: 
	Text868: 
	Text869: 
	Text870: 0
	Text871: 0
	Text872: 
	Text873: 
	Text874: 
	Text875: 
	Text876: 
	Text877: 
	Text878: 
	Text879: 
	Text880: 
	Text881: 
	Text882: 
	Text883: 
	Text884: 
	Text885: 
	Text886: 
	Text887: 
	Text888: 
	Text889: 
	Text890: 
	Text891: 
	Text892: 
	Text893: 
	Text894: 
	Text895: 
	Text896: 
	Text897: 
	Text898: 
	Text899: 
	Text900: 
	Text901: 
	Text902: 
	Text903: 
	Text904: 0
	Text905: 0


