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Continuing on with reviewing the green standards: 

Chapter 8: Clinical Functions of Neurosurgery
· Criterion: CD8-10: Board certification or eligibility for certification by an appropriate neurosurgical board according to the current requirements or the alternate pathway is essential for neurosurgeons who take trauma call in Level III trauma centers.
· Discussion: 
· Alternate pathway was made pink at the previous meeting so we will discuss this piece later
· Similar standard with emergency medicine in CD7-6 was made pink
· Where is this in Appendix A?
· This was a standard in the gold book
· Decision: Change to pink
· Note at the end of this chapter regarding neurosurgery CME requirements for a Level III trauma center – Add criterion for the neurosurgeon in a Level IV facility? 
· Will follow up with the ACS about this

Chapter 9: Clinical Functions: Orthopedic Surgery
· Criterion: CD9-2: Operating rooms must be promptly available to allow for emergency operations on musculoskeletal injuries, such as open fracture debridement and stabilization, external fixator placement, and compartment decompression.
· Discussion:
· Promptly available means 30 minutes as discussed at the last meeting
· Add in this language to the standard or to a footnote
· Is this from the orange book?
· It has always been the standard that when treating orthopedic patients, you must have the equipment necessary
· Need a general surgeon 24/7 but not an orthopedic one
· Does there need to be an orthopedic surgeon on call 24/7? If so, this would be a new requirement
· Decision: Change to pink.  Add in a footnote or clarify in the standard that “promptly available” means 30 minutes.
· Criterion: CD9-17: Board certification or eligibility for certification by an appropriate orthopedic board according to the current requirements, or the alternate pathway is essential for orthopedic surgeons who take trauma call in Level III trauma centers.
· Decision: Change to pink.
· Criterion: CD6-3: Alternate Criteria for Non-Board-Certified Orthopedic Surgeons in a Level III Trauma Center
· Decision: Change to pink since this is about the alternate pathway.

Chapter 10: Pediatric Trauma Care
· These were standards that came from the recommendations from EMS-C
· Criterion: The hospital must have at least one transfer agreement with a children’s hospital.
· Discussion: This was discussed in a previous standard. 
· Decision: Okay 
· Criterion: Vital signs, appropriate for age, delineated in activation criteria.
· Discussion: This came from CDC, then this standard went to STAC for approval, and this standard is in the EMS – C operational plans as well
· Decision: Okay
· Criterion: Medication dosing protocols or guidelines.
· Discussion: This is part of a checklist.
· Decision: Okay?
· Criterion: Fluid management guidelines for maintenance, shock, and burns.
· Discussion: 
· This criterion is just to ensure that providers know how to manage fluids in kids
· Use broselow tape or alternative standards
· Need end points of resuscitation for burns
· What kinds of problems do providers have with burns?
· Over estimation of total body area and overestimation of fluids
· Maybe add some education around this
· Decision: Change to pink
· Criterion: A policy and procedure for assessment for and report of child abuse/maltreatment.
· Decision: Okay
· Criterion: A process to evaluate care of any child under the age of 18 years of age admitted to the facility.
· Decision: Okay 
· Criterion: A process to evaluate care of children transferred to a higher level of care.
· Decision: Okay?
· Criterion: CD2-23: Any adult trauma center that annually admits 100 or more injured children younger than 15 years must fulfill the following additional criteria demonstrating their capability to care for injured children: trauma surgeons must be credentialed for pediatric 
trauma care by the hospital’s credentialing body.
· Discussion:
· St. Vincent’s and Gunderson may be the only ones that actually meet this number of children treated in a year
· Each hospital determines what the credentialing standards are
· Decision: Okay
· Criterion: CD2-24: There must be a pediatric emergency department area, a pediatric intensive care area, appropriate resuscitation equipment, and a pediatric-specific trauma PIPs program.
· Discussion:
· This is linked to the greater than 100 patients
· Decision: Okay, but add some clarifying language that this is only for trauma centers that treat greater than 100 patients younger than 15 years.




· Criterion: CD2-25: For adult trauma centers annually admitting fewer than 100 injured children younger than 15 years, these resources are desirable. These hospitals, however, must review the care of their injured children through their PIPs program. 
· Discussion:
· Still maintaining the old essential v. desired standards here
· There are very few kids that get admitted to level III and IV facilities
· This standard means reviewing the cases of transfers too 
· The review efforts here should really focus on the transfer and if there is a delay.
· Decision: Change to pink - need to discuss what “these resources” means
In general, need to think about the equipment checklist (if we want to keep it, modify it, or remove it) and if we want a pediatric equipment checklist

Chapter 11: Collaborative Clinical Services
· Criterion: CD11-9: Under these circumstances, the presence of a physician skilled in emergency airway management must be documented.
· Discussion: 
· What does under these circumstances mean?
· This links to CD 11-8
· Need to clarify that this means in a Level III trauma center without in-house anesthesia services                                           
· The standard says physician and the footnote says provider
· The orange book describes who can provide anesthesia services
· Be sure to differentiate between airway services and anesthesia services
· Make sure to note that CRNAs need to have a physician on site 
· Appendix A, Footnote #14 does talk about airway services – so this was already in the standards
· Decision: Change to pink.  Change the language in the standard to be provider instead of physician.
· Criterion: CD 11-19: All trauma centers must have rapid fluid infusers, thermal control equipment for patients and resuscitation fluids, intraoperative radiologic capabilities, equipment for fracture fixation/stabilization. Consider removing the equipment for bronchoscopy and gastrointestinal endoscopy.
· Discussion: 
· This is part of the current equipment checklist for level IIIs and IVs 
· But this is only a level III standard
· Is this only desirable right now?
· Talking about removing the equipment for bronchoscopy and gastrointestinal endoscopy
· Required or desired standards?
· Would propose that all the standards going forward are required and take the “desired” standards are taken out 
· This required v. desired designation comes from previous ACS standards
· Decision: Delete bronchoscopy and endoscopy but the rest is okay.
· Criterion: CD11-24: At Level III trauma centers, a PACU with qualified nurses must be available 24 hours per day to provide care for the patient if needed during the recovery phase.
· Discussion: 
· Could add a footnote that says that a PACU could be the ICU.
· But it is important to remember that nurses need to be trained in what they are doing because PACU and ICU patients are not the same
· This is in the appendix already but could add a footnote here to clarify this
· Need some clarification about the type of staffing that is needed and what type of training is needed
· Decision: Okay?  Add in a footnote to clarify that a PACU could be the ICU, but that staff needs to be trained appropriately for PACU care.
· Criterion: CD11-25: If this availability requirement is met with a team on call from outside the hospital, the availability of the PACU nurses and compliance with this requirement must be documented by the PIPS program.
· Decision: 
· Do we want to include a response time? No
· Decision: Okay?
· Criterion: CD11-26: The PACU must have the necessary equipment to monitor and resuscitate patients, consistent with the process of care designated by the institution.
· Discussion:
· There are a few things in the equipment checklist currently related to this standard
· Could list the equipment necessary in the standard (or the footnote)
· This list is already in footnote 3 of Appendix A
· Decision: Okay but need to determine how/if we want to list the equipment in this standard or in the footnote somehow
· Criterion: CD11-29: Conventional radiography must be available in all trauma centers 24 hours per day.
· Discussion: 
· Conventional radiology means X-ray 
· Is this only desirable for IVs right now? Yes
· The technician does not need to be in house 
· Add a footnote to clarify this
· A footnote in Appendix A states this already
· Decision: Change to pink because this is only a desirable standard for IVs right now. Possibly add a footnote to clarify that the technician does not need to be in house.
· Criterion: CD11-30: Computed tomography (CT) must be available in Level III trauma centers 24 hours per day.
· Discussion: 
· Currently this is essential or desirable for Level IIIs 
· Decision: Make this pink
· Criterion: CD11-34: In Level III trauma centers, diagnostic information must be communicated in a written or electronic form and in a timely manner.
· Discussion: 
· Does the ACS provide any clarification as to what timely means? And do we care if it doesn’t?
· Pg. 79 of the orange book talks standards for Levels I and II
· For them timely means 30 minutes
· But there is no reference to a time standard for Level IIIs
· Do not want to define what timely is
· Timely manner is defined by each hospital’s own protocol
· If a radiologist reads it and then calls, is this electronic?
· Yes, this fits the definition of telemedicine 
· Should this standard be for level IVs also?
· ACS does not require it for a IV and we don’t think that we should go above that standard, so leave it just for IIIs
· Decision: Okay?
· Criterion: CD11-35: Critical information deemed to immediately affect patient care must be verbally communicated to the trauma team in a timely manner.
· Discussion:
· Add in a footnote – timely manner means what is defined in your hospital protocol (this is a joint commission requirement also) 
· Decision: Okay, add in a footnote that clarifies that “timely manner” is defined by your hospital protocol.
· Criterion: CD11-65: At Level III trauma centers, qualified critical care nurses must be available 24 hours per day to provide care for patients during the ICU phase.
· Discussion: 
· A level III has to have an ICU – this went back to the ACS and level IIIs have to have ICU capability 
· What does qualified mean?
· All related to their competency – this is a joint commission requirement
· Add a footnote that specifies that this is deemed per hospital criteria
· Decision: Okay, add a footnote that clarifies that “qualified” is determined by hospital criteria
· Criterion: CD11-66: The patient-to-nurse ratio in the ICU must not exceed two to one.
· Discussion: 
· Specify that this is only for trauma patients
· Decision: Okay, but add a footnote to specify that this is referring to trauma patients only
· Criterion: CD11-67: The ICU must have the necessary equipment to monitor and resuscitate patients.
· Discussion:
· Do we want to add the things from the checklist in a footnote here?
· The problem is that different types of patients require different equipment
· Leaving the term as “necessary equipment” is purposely and sufficiently vague since equipment changes 
· Decision: Okay
· Criterion: CD11-69: Trauma patients must not be admitted or transferred by a primary care physician without the knowledge and consent of the trauma service, and the PIPS program should monitor adherence to this guideline.
· Discussion: 
· This is a new guideline so change this to pink
· How do we define a trauma patient?
· Trauma patient as defined by registry criteria
· Decision: Change to pink.  Also potentially add a footnote to clarify that who is a trauma patient is defined by the registry criteria.
· Criterion: CD11-74: In a Level III facility, internal medicine specialists must be available on the medical staff.
· Discussion: 
· This was just a desirable standard before
· Decision: Change to pink.
· Criterion: CD11-76: In Level III centers, there must be a respiratory therapist on call 24 hours per day.
· Discussion: 
· Is this new or is this currently in the appendix?
· Decision: Change to pink
· Criterion: CD11-78: Level III trauma centers that do not have dialysis capabilities must have a transfer agreement in place.
· Decision: Okay
· Criterion: CD11-80: In trauma centers of all levels, laboratory services must be available 24 hours per day for the standard analyses of blood, urine, and other body fluids, including micro sampling when appropriate.
· Decision: Okay
· Criterion: CD11-81: The blood bank must be capable of blood typing and cross-matching.
· Discussion: 
· This is a new standard for IVs.
· Decision: Change to pink
· Criterion: CD11-84: Trauma centers of all levels must have a massive transfusion protocol developed collaboratively between the trauma service and the blood bank.
· Discussion:
· Is this new for level IVs?
· Decision: Change to pink
· Criterion: CD11-85: Coagulation studies, blood gas analysis, and microbiology studies must be available 24 hours per day.
· Decision: Okay

Chapter 12: Rehabilitation
· Criterion: CD12-3: Physical therapy must be provided in Level III trauma centers.
· Discussion: New standard
· Decision: Change to pink
· Criterion: CD12-4: Social services must be provided in Level III trauma centers.
· Decision: Change to pink 

Chapter 13: Rural Trauma Center
· Criterion: CD4-1: Direct contact of the physician or midlevel provider with a physician at the receiving hospital is essential.
· Discussion:
· Is this a duplicate?  
· This is already under inter-hospital transfer – pg. 6
· This is an EMTALA violation if it’s not done
· Decision: Check wording with the standard on pg. 6, may be able to take this standard out if it is a duplicate. 

Chapter 14: Guidelines for the Operation of Burn Centers
· Criterion: CD14-1: Trauma centers that refer burn patients to a designated burn center must have in place written transfer agreements with the referral burn center.
· Decision: Okay

Chapter 15: Trauma Registry
· Criterion: CD15-2: Finally, these data must be collected in compliance with the National Trauma Data Standard (NTDS) and submitted to the National Trauma Data Bank (NTDB) every year in a timely fashion so that they can be aggregated and analyzed at the national level.
· Discussion: 
· Not currently a requirement for the IIIs and IVS to submit this themselves to the NTDB
· Could we just change this to submit it to the state?  Since the state submits it to the NTDB?
· Possibly add in a footnote that the submission to the NTDB is submitted by the state?
· Is this redundant? 
· Decision: Change to pink; worth going back and discussing it at length with the entire chapter
· Criterion: CD15-1: Trauma registry data must be collected and analyzed by every trauma center. Data must be submitted to the state per compliance guidelines. 
· Discussion: 
· This is yellow, should it be?
· This is already a requirement for IIIs and IVs
· But  there has been evolution of the trauma registry that has not necessarily been documented in the statute 
· Will need to change footnote 27 because we are not using ICD-9 anymore
· Decision: Stay yellow
· Criterion: CD15-8: The trauma program must ensure that appropriate measures are in place to meet the confidentiality requirements of the data.
· Decision: Okay

Chapter 16: Performance Improvement and Patient Safety
· Criterion: CD15-1: The PIPS program must be supported by a reliable method of data collection that consistently obtains the information necessary to identify opportunities for improvement.
· Decision: 
· This is really the cornerstone of a PIPS program
· Decision: Okay
· Criterion: CD2-18: Multi-disciplinary PIPS review must occur at regular intervals to ensure that the volume of cases is reviewed in a timely fashion.
· Decision: Okay
· Criterion: CD16-3: The trauma PIPS program must integrate with the hospital quality and patient safety effort and have a clearly defined reporting structure and method for integration of feedback.
· Discussion:
· Do we need to provide examples per the footnote?  Fine with this
· Decision: Okay
· Criterion: CD5-1: There must be adequate administrative support to ensure evaluation of all aspects of trauma care.
· Discussion:
· Asking for two letters – need one from the hospital board and one from the medical staff (change the wording in the footnote to reflect this)
· Could possibly take this out because it is already in 5-1,2, and 3
· Decision: Leave this standard in for now and determine if it can be taken out later.  Adjust the wording in the footnote to: Hospital board and medical staff commitment letters will endorse support.
· Criterion: CD5-1: The trauma medical director and trauma program manager must have the authority and be empowered by the hospital governing body to lead the program.
· Decision: Okay
· Criterion: CD5-25: The multi-disciplinary PIPS review committee must be chaired by the Trauma Medical Director.
· Decision: Okay
· Criterion: CD15-1: The trauma center must demonstrate that all trauma patients can be identified for review.
· Decision: Okay
· Criterion: CD15-2: In Level III and IV trauma centers, the trauma registry must submit the required data elements to the state registry which will submit to the NTDB quarterly.
· Discussion:
· Possibly delete or change wording, may be redundant with previous requirement(s)
· Check on the quarterly v. annually standard
· Quarterly is what the state requires now
· Decision: See if this requirement can be added to the previous related requirement.  Could delete if this is redundant.
· Criterion: CD15-3: The trauma PIPS program must be supported by a registry and a reliable method of concurrent data collection that consistently obtains information necessary to identify opportunities for improvement.
· Discussion: 
· The 60 day requirement in the footnote is new
· Decision: Change to pink
· Criterion: CD5-14 and CD 5-15: All Trauma Team Activations must be categorized by the level of response and quantified by number and percentage, as shown in Table 2.
· Discussion: 
· Table 2 is the minimal criteria
· Add a footnote that delineates the trauma team category activations
· Decision: Change to pink and add a footnote that delineates the trauma team category activations.
· Criterion: CD5-16: Trauma surgeon response time to other levels of TTA, and for back-up call response, should be determined and monitored.  Variances should be documented and reviewed for reason for delay, opportunities for improvement, and corrective actions.
· Decision: Okay
· Criterion: CD3-6: Trauma center diversion-bypass hours must be routinely monitored, documented, and reported, including the reason for initiating the diversion policy, and must not exceed 5 percent.
· Discussion: 
· This is a duplicate, though it does not have exactly the same wording
· See 3-6 on pg. 6 
· This is for trauma patients only
· Decision: Compare with CD3-6 on pg. 6 and determine if we can re-word, combine, or get rid of one of the potentially duplicative standards.
· Criterion: CD11-16 and 11-18: Delay in operating room availability must be routinely monitored. Any case that is associated with a significant delay or adverse outcome must be reviewed for reasons for delay and opportunities for improvement.
· Discussion: 
· Clarify what this is applicable to level IVs
· Decision: Need to clarify what in this standard is applicable to level IVs
· Criterion: CD16-10: Sufficient mechanisms must be available to identify events for review by the trauma PIPS program.
· Decision: Okay
· Criterion: CD16-11: Once an event is identified, the trauma PIPS program must be able to verify and validate that event.
· Decision: Okay
· Criterion: CD16-12: There must be a process to address trauma program operational events.
· Discussion: 
· What does system process related events mean?
· Your hospital issues 
· Ex. CT issues, staffing issues
· Process issue not a people/performance issue
· Decision: Okay 
· Criterion: CD16-13: Documentation (minutes) reflects the review of operational events and, when appropriate, the analysis and proposed corrective actions.
· Discussion: None
· Decision: Okay
· Criterion: CD16-18: When an opportunity for improvement is identified, appropriate corrective actions to mitigate or prevent similar future adverse events must be developed, implemented, and clearly documented by the trauma PIPS program.
· Decision: Okay
· Criterion: CD16-19: An effective performance improvement program demonstrates through clear documentation that identified opportunities for improvement lead to specific interventions that result in an alteration in conditions such that similar adverse events are less likely to occur.
· Discussion: 
· Why is this just a level III?
· This is just standard quality processes across the board
· Can we add level IVs to this?
· Pg. 132 of the orange book does not specify one way or the other
· Decision: Add this as a requirement for Level IVs

Chapter 17: Outreach & Education
· Criterion: CD17-1 and CD2-21: All verified trauma centers, however, must engage in public and professional education including participation in prehospital education.
· Discussion: 
· This is in the checklist (appendix A) under continuing education on pg. 67
· What does public health mean in the footnote?
· Change this to public education which may include public health, law enforcement, and EMS
· If your RTAC does education, attendance at meetings would count, but it would not be limited to this
· What is the difference between EMS in professional and public education?
· This was just meant to be a list of options.  Many things, such as nursing, can fit into both categories.
· Currently, the appendix does not reference prehospital or public health right now
· Public health can include injury prevention
· Appendix A only references allied health and nursing
· Criterion CD2-21 talks about education
· Should this be in the second chapter as well?
· Are criterions 2-17 to 2-25 missing from this document?
· Some of them are included in other chapters
· Double check to make sure all of these are included somewhere else
· Decision: Make this yellow because prehospital is not currently mentioned in Appendix A
· Criterion: CD17-4: In Level III and IV trauma centers, the hospital must provide a mechanism to offer trauma-related education to nurses involved in trauma care.
· Decision: Okay

Chapter 20: Disaster Planning & Management
· Criterion: CD20-1: Trauma centers must meet the disaster-related requirements of the Joint Commission.
· Decision: Change to pink
· Criterion: CD2-22: Participation in regional disaster plans and exercises. 
· Discussion: 
· This was moved from Chapter 1
· Decision: Change to pink
· Criterion: CD20-3: Hospital drills that test the individual hospital’s disaster plan must be conducted at least twice a year, including actual plan activations that can substitute for drills.
· Discussion: 
· This is a joint commission requirement
· Decision: Change to pink
· Criterion: CD20-4: All trauma centers must have a hospital disaster plan described in the hospital’s policy and procedure manual or equivalent.
· Decision: Change to pink

Chapter 21: Organ Procurement
· Criterion: CD21-1: The trauma center must have an established relationship with a recognized OPO.
· Decision: Okay
· Criterion: CD21-2: A written policy must be in place for triggering notification of the regional OPO.
· Decision: Change to pink


Yellow Standards

Chapter 3: Prehospital Care
· Criterion: CD3-7: When a trauma center is required to go on bypass or to divert, the center must have a system to notify dispatch and EMS agencies. The center must do the following: 
· Prearrange alternative destinations with transfer agreements in place
· Notify other centers of divert or advisory status
· Maintain a divert log
· Subject all diverts and advisories to performance improvement procedures

· Discussion:
· Right now, people are maintaining the diversion log and sharing it as part of the  PRQ
· Do not need a transfer agreement
· The decision on where is go is made by EMS
· The problem could potentially be the level of diversion
· Could bring patients in, provide some treatment, and then divert them – is this just a transfer? Kind of a question of semantics
· All of the listed requirements in the standard need to be included in the Diversion Policy or Guidelines
· The notification of other centers can be met through WiTrac
· Something to remember: Rural ambulances do not have computers in them to use WiTrac, so dispatch centers should be the ones doing this, but this is not pushed
· Decision: Take out: prearrange alternative destinations with transfer agreements in place.

Chapter 5: Hospital Organization & The Trauma Program
· Criterion: CD5-9: The TMD must have the authority to manage all aspects of trauma care.
· Discussion: Need to talk about what background is required for the trauma medical director
· Decision: Change to pink
· Criterion: CD5-16: Other potential criteria for trauma team activation that have been determined by the trauma program to be included in the various levels of trauma activation must be evaluated on an ongoing basis in the PIPS process to determine their positive predictive value in identifying patients who require the resources of the full trauma team.
· Discussion: 
· All this means is that you follow the trauma tier activations
· What is the enhancement?
· Before the only requirement was the highest tier activation and did not have any requirements for the other tiers 
· This standard is meant for the hospital to evaluate the criteria that the hospital has set for itself in the response plan
· Should this be moved to a different chapter?
· What does “to determine your positive predictive value mean?”
· Relates to over and under triage
· The positive predictive value language is directly from the ACS
· Decision: Keep this yellow but think more about it.  Change the footnote to make the standard more clear – make sure to discuss positive predictive value and what over/under triage is. Also look at whether this should be moved to a different chapter.
· Criterion: CD5-21: There must be a method to identify the injured patients, monitor the provision of health care services, make periodic rounds, and hold formal and informal discussions with individual practitioners for trauma patients admitted to the hospital.
· Discussion: 
· How is this new? 
· Periodic rounds were not included before
· Do we want this to be level IVs as well?
· Yes
· Pretty standard for a PIPS program
· Decision: Make this a requirement for Level IVs as well
· Criterion: CD5-25: The trauma center’s PIPS program must have a multidisciplinary trauma PIPS committee chaired by the TMD.
· Discussion: 
· What is new?
· Chaired by the TMD
· Decision: Okay

Chapter 7: Clinical Functions: Emergency Medicine
· Criterion: CD7-3: Occasionally, in a Level III trauma center, it is necessary for the physician to leave the emergency department for short periods to address in-house emergencies. Such cases and their frequency must be reviewed by the performance improvement and patient safety (PIPS) program to ensure that this practice does not adversely affect the care of patients in the emergency department.
· Discussion: 
· Does this mean any time a physician leaves the ED or any time the physician leaves and a trauma comes in?
· It is for any time the physician leaves the ED and there would not be an ED physician in the ED
· But only have to track this when they leave to cover in-house emergencies
· What if you have an APP certified in ATLS?
· Would this need to be reviewed when the ED physician leaves for an in-house emergency in this situation since the hospital is technically covered?
· Do we want to change this or do hospitals still need to review it when a physician leaves and you are covered?
· Change physician to provider? No
· Do not include this for Level IVs
· Decision: Okay leaving this standard the way it is
· Criterion: CD7-5: The Emergency physician may begin initial assessment and treatment before the trauma surgeon arrives. Performance of diagnostic and resuscitative procedures may be shared. These roles and responsibilities must be defined, agreed on, and approved by the director of the trauma service.
· Discussion: 
· Why was this made yellow?  
· Because they need to be credentialed first?
· Or is the enhancement that the TMD is the one who is overseeing this?
· Does it 	have to be a physician?  Could it be a midlevel? 
· If the APP is ATLS certified they can go in and start resuscitation 
· So should we change physician to ATLS provider?
· Decision: Change the language to emergency physician or ATLS provider?

Chapter 11: Collaborative Clinical Services
· Criterion: CD11-17: In Level III trauma centers, an operating room must be adequately staffed and available within 30 minutes.
· Discussion: 
· The enhancement is the footnote that defines what adequate staffing means
· Also a change in the timeframe – now 30 minutes 
· The time starts when they are requested
· Add a footnote to clarify when the time starts
· Would it ever be anything less than this team?
· Decision: Either add a footnote to clarify when the time starts or add the language: from OR team request to the end of the standard.
· Criterion: CD11-18: If an on-call team is used, the availability of operating room personnel and the timeliness of starting operations must be continuously evaluated by the trauma PIPS process, and measures must be implemented to ensure optimal care.
· Decision: Okay
· Criterion: CD11-36: The final report must accurately reflect the chronology and content of communications with the trauma team, including changes between the preliminary and final interpretations.
· Discussion:
· This is a joint commission requirement
· This is something that hospitals are currently asked during site reviews, but now the requirement is that it should be written
· Decision: Change the language to: final radiology report and make this a requirement for Level IVs as well if they have CT. 
· Criterion: CD11-37: Changes in interpretation between preliminary and final reports, as well as missed injuries, must be monitored through the PIPS program.
· Decision: Make this a requirement for Level IVs if they have CT.
· Criterion: CD11-47: In Level III centers, if the CT technologist takes call from outside the hospital, the PIPS program must document the technologist’s time of arrival at the hospital.
· Discussion: 
· Why is this not for level IVs also?
· What are the radiology requirements for level IVs?
· Conventional radiology available 24/7
· But if they do have a CT, do they need to follow these guidelines?
· Do 11-34, 11-35, 11-36, 11-37 and 11-47 apply to level IVs if they have CT?
· Yes
· Decision: Make this a requirement for Level IVS as well if they have CT.  Do the same for all of the previously listed criterion as well. 
· Criterion: CD11-59: Many of the daily care requirements can be collaboratively managed by a dedicated ICU team, but the trauma surgeon must be kept informed and concur with major therapeutic and management decisions made by the ICU team.
· Discussion: 
· How is this new?
· It didn’t exist before
· Issue over the word “concur”
· Collaborate v. concur
· The national standard is to have the trauma surgeon involved in the care of the patient – not saying that they have to be in charge but saying that they have to be involved
· Can the neuro surgeon function as the trauma surgeon in certain situations?
· What if a patient has an event, but has subsequent conditions that are also very difficult to treat (significant critical care issues) that the trauma surgeon will not be involved in?
· It’s about informing the trauma surgeon and working together as a team
· How do we define what the major therapeutic and management decisions are?
· Do not want to list these out but need some sort of standard for this
· Could add a footnote to something along the lines of: handoff communication between the trauma surgeon and the ICU team will occur within the guidelines for the management of the patient
· Guidelines for the management of the patient: when the surgeon wants to be called, etc. 
· Or do we even want to include this?
· Need to document that this occurred 
· Decision: Okay, leave the standard as is
· Criterion: CD8-5: For all patients being transferred for specialty care, such as pediatrics, burn care, microvascular surgery, cardiopulmonary bypass capability, complex ophthalmologic surgery, or high-complexity pelvic fractures, agreements with a similar or higher-qualified verified trauma center should be in place. If this approach is used, a clear plan for expeditious critical care transport, follow-up, and performance monitoring is required. If complex cases are being transferred out, a contingency plan should be in place and must include the following: 
· A credentialing process to allow the trauma surgeon to provide initial evaluation and stabilization of the patient
· Transfer agreements with similar or higher-verified trauma centers
· Direct contact with the accepting facility to arrange for expeditious transfer or ongoing monitoring support
· Monitoring of the efficacy of the process by the PIPS program
· Discussion:
· Can we take all of the examples out or put them in a footnote? 
· What is the contingency plan for?  If they are being transferred out or if they are staying?
· Is this specific to neurosurgery? Pg. 84, talks about collaborative clinical services
· Contingency = when the provider is encumbered on the arrival of a case
· Is this already covered with the transfer agreements, etc?  
· Decision: Follow up with this one – confusion about what this one is really talking about, referencing, etc.
· Criterion: CD11-86: Advanced practitioners who participate in the initial evaluation of trauma patients must demonstrate current verification as an Advanced Trauma Life Support provider.
· Discussion: 
· If they are in the ED, they need to be ATLS certified 
· Why is this yellow and not green?
· This was approved by STAC so it is what we have been using but it has never been changed in the rule
· Decision: Okay

Chapter 15: Trauma Registry
· Criterion: CD15-1: Trauma registry data must be collected and analyzed by every trauma center. Data must be submitted to the state per compliance guidelines.
· Discussion: 
· The enhanced part of this standard is the addition of the compliance guidelines language
· Again, this is something that has been done in practice but has not been put in the rule
· This needs to be changed in footnote 27 as well – this footnote needs to be re-worded as well
· Reporting will be at least on a quarterly basis
· Can we put the NTDB data dictionary in as the guidelines to follow?  No, because these guidelines change every year
· Decision: Okay

Chapter 16: Performance Improvement and Patient Safety
· Criterion: CD16-2: Problem resolution, outcome improvements, and assurance of safety (“loop closure”) must be readily identifiable through methods of monitoring, reevaluation, benchmarking, and documentation.
· Discussion: 
· The new part of this standard is the benchmarking
· It is easy to benchmark with reports from the registry
· Do we need a footnote that says benchmark to the registry?
· No since this isn’t the only way to do it
· Decision: Okay
· Criterion: CD9-14, 3-4, and 4-3: Acute transfers out (CD9-14). All trauma patients who are diverted (CD3-4) or transferred (CD4-3) during the acute phase of hospitalization to another trauma center, acute care hospital, or specialty hospital (for example, burn center, reimplantation center, or pediatric trauma center) or patients requiring cardiopulmonary bypass or when specialty personnel are unavailable must be subjected to individual case review to determine the rationale for transfer, appropriateness of care, and opportunities for improvement. Follow-up from the center to which the patient was transferred should be obtained as part of the case review.
· Discussion: 
· Take out the diverted language
· How would you know who the diverted patients are?
· Take out “acute transfers out (CD 9-14)
· Decision: Take out: Acute transfer out (CD9-14) and the diverted language.  So the new criterion will read: All trauma patients who are transferred (CD4-3) during the acute phase…
· Criterion: CD11-16, CD 11-18, CD 11-25: Response times of operating room and post anesthesia care unit personnel when responding from outside the trauma center must be routinely monitored.
· Discussion: 
· Determine if this is redundant 
· Decision: Okay, possibly take out if this is already covered in another criterion
· Criterion: CD11-29, 11-30, 11-31, 11-32, 11-33, 11-34, 11-35, 11-36, 11-37, and 11-46: Response times of computed tomography technologist (30 minutes)/magnetic resonance imaging (60 minutes) technologist/interventional radiology team (30 minutes) when responding from outside the trauma center.
· Decision: Change to pink
· Criterion: CD16-8 and CD4-3: Transfers to a higher level of care within or outside of the institution including evaluation of transport activities. 
· Discussion: 
· Is this redundant?  Could possibly incorporate this into other standards
· Possibly new: evaluation of transport activities 
· Evaluating the method of transportation and that process, not the transport activities of EMS, etc.
· Decision: Okay?
· Criterion: CD16-14: Mortality data, adverse events, problem trends, and selected cases involving multiple specialties must undergo multidisciplinary trauma peer review.
· Discussion: 
· Do not like the word peer in this
· What is specifically meant by peer?
· Peer review is determined by the medical staff
· Should this be termed systems review?
· Decision: Take out the word peer.

Chapter 17: Outreach & Education
· Criterion: CD17-1 and CD2-21: All verified trauma centers, however, must engage in public and professional education including participation in prehospital education.
· Discussion: 
· The question is about the prehospital education 
· Prehospital education was only a desired standard previously
· Decision: Take out the current footnote and the word however in the criterion. The rest of the standard is okay?

Pink Standards

Chapter 2: Description of Trauma Centers & Their Roles in a Trauma System
· Criterion: CD2-12: A Level III trauma center must have continuous general surgical coverage.
· Discussion: 
· What is new in this?
· If a doctor is in surgery, then they are not really continuously available
· This question was submitted to the ACS
· A back up call list is not required
· Doctors are allowed to cover two (or more) facilities, but there needs to be a back-up plan in place in case there are two (or more) activations at the same time
· If the surgeon is in the OR or at the other facility and you have to transfer, that would count as a miss in the surgeon response time
· If transferring out is the back-up plan, this has to be written down
· All of this has to be tracked through the PIPS process
· Decision: Add a footnote clarifying that surgeons may be on call at more than one facility, but there needs to be a back-up plan in place if this is the case
· Criterion: CD2-16: These providers must maintain current Advanced Trauma Life Support certification as part of their competencies in trauma.
· Discussion: 
· In the current system if an emergency surgeon treats trauma patients they must be ATLS certified 
· Who are these providers?
· Unless you are board certified in emergency medicine, you need to be ATLS certified 
· The providers are the primary care physicians 
· Need to clarify this in the standard
· Will CALS be accepted?  And what about RTDC?
· CALS must be done with a skills station to be accepted
· Will providers get a period of time to actually obtain this certification?
· RTDC has been allowed up to this point
· All of the other certifications have already gone through this period
· Requirement
· If you are board certified in emergency medicine – no current ATLS is needed
· If you are not board certified in emergency medicine – need to maintain currency in ATLS or CALS with the skills station
· Clarify the language about which providers this applies to
· CD7-14 and 15 may cover the same requirements
· But those are III and IVs and this standard is only for IIIs
· Eliminate RTDC as a way to maintain currency with ATLS
· This is just not equivalent to the ATLS or CALS with the skills station
· How many people does this affect? 
· The RTDC course is bigger in the Marshfield and La Crosse area 
· But do they also take ATLS on top of it? 
· Some providers do
· Send out a survey to all the trauma coordinators to determine how much of a hardship this would be for Level IVs to meet this requirement
· This change was made in STAC so this has actually been the standard for a while and is in Appendix A
· Decision: Send out the survey to determine the hardship and re-address this standard once we have received some feedback

Chapter 3: Prehospital Care
· Criterion: CD3-1: The trauma program must participate in the training of prehospital personnel, the development and improvement of prehospital care protocols, and performance improvement and patient safety programs.
· Discussion:
· Does this need to be done with all EMS that come to a hospital?
· May be hard to do for some if the hospital is not their medical director 
· As long as the hospital offers review, communication, education, etc. that will meet this requirement
· The hospital does not have to be responsible for holding the classes, just need to participate
· Put more in the footnote to add some clarification as to what participation is and/or what the relationship with EMS can be
· Is there a way to tweak the language to make this softer?
· The ACS uses must and should so we need to use that as well
· Decision:  Add in a footnote or some clarifying language about what participation means
· Criterion: CD3-3: Rigorous multidisciplinary performance improvement is essential to evaluate over-triage and under-triage rates to attain the optimal goal of less than 5 percent under-triage.
· Discussion:
· Current registry processes cannot get over-triage and under-triage reports, but with the new trauma registry this may be possible – so this would need to be phased in
· But, the timelines for when this rule would go into effect and when the new trauma registry will be available are similar
· Also, hospitals can still evaluate this without using the registry
· May need to do some training on how to do this without the registry but the mechanisms are already there
· The language of less than 5% is a little confusing
· It’s an optimal goal – so if hospitals aren’t meeting the 5% the site reviewers will look at what the hospital is doing to improve
· Add a footnote to clarify this
· Put the 5% goal in the footnote
· Should this be a requirement for level IVs as well?
· Links with CD16-7 which is for level IIIs and IVs
· Level IVs might not be included because of the low volume, the percentage numbers may be difficult 
· Need to determine how to reconcile this
· The number may need to be different
· Decision: New language should be some similar to: Hospitals shall evaluate over-triage and under-triage rates and will perform rigorous multidisciplinary performance improvement to attain…


Next Steps
· Go through the document to determine where/how we could potentially bring some standards together
· Next meeting: July 25th, 10 am to 4 pm



