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June 6th, 2016

Participants: Steven Rush, Ryan Neville, Annette Bertelson, Cinda Werner, Kelly Jung, Gary Rowland, Lacey Huset, Andrew Brenton, Julie Forcier, Jenny Ullsvik, Bill Oemichen, Caitlin Washburn

Location: University of Wisconsin Hospital – Health and Science Learning Center, Room 1225 (conference call also available)

Review of Meeting Purpose, Goal, and Time Frame
· Purpose: update the language referring to the optimal care of the injured patient 
· Background: 
· Lots of questions and anxiety from trauma coordinators throughout the state
· Likely will be more people at later meetings since these are open meetings 
· New book from ACS – effective July 1, 2015
· There is also a clarification document from the ACS to help with these new standards 
· ACS will not be updating the color of the book anymore, they will just be updating the language in the book
· CRC Sub Committee
· Jennifer Balthazor
· Marshall Beckman
· Annette Bertelson
· Alex beaning
· Kelly Jung
· Jason Keffeler
· Karen Keyes
· Sarah McCune
· Lori McKibben
· Robyn Schertz
· Wayne Street
· Cinda Werner
· Goals: 
· Care and requirements of the new updates centered around the care of the patient
· Want to engage ALL of the hospitals in Wisconsin
· Maintain a voluntary, inclusive trauma system
· Support national requirements and the state of Wisconsin needs
· Challenges:
· No updates to practice since the Resources for the optimal care of the injured patient 1999
· National requirements v. state of Wisconsin requirements 
· Committee Meetings:
· Cannot change anything outside the statement of scope
· Statement of scope:  criteria for classifying Levels III and IV trauma centers 
· Issues outside this scope will be brought to STAC or to the state
· Goals from the committee:
· Focus on care of the child – pediatric chapter is not very detailed
· Focus should be about the patient
· Also focus on the system 
· Focus solely on the patient may be short-sighted
· Have an open and honest conversation
· Address community needs 
· Rural areas need access to trauma care 
· Remember the economics of these areas
· Concern about number of volunteer EMS in the community and long transport times 

Overview of Resources for the Optimal Care 2014 Wisconsin State Standards
· General Information
· This is a draft document 
· Similar to the clarification document from ACS
· Also looking at the outline for the site visits 
· Goes through each of the chapters and is color coded
· Green – current standards
· Yellow – some current standards and some new standards 
· Pink – new standards
· Either an enhancement or an entirely new standard 
· ACS bases these off of changes in evidence and what they see from site reviews across the nation
· This will be passed out electronically, but wanted to bring it to this group first
· STAC has seen the document without the colors and has reviewed some of the content as well
· Comments section is very helpful – helpful to determine the trauma level during site reviews and also helpful to the facility 
· Only discussing the green (current standards) today

Chapter One: Trauma Systems
· Criterion: CD 1-1, CD 2-20, and CD 2-22: The individual trauma centers and their health care providers are essential system resources that must be active and engaged participants (CD 1-1) based on standardization, integration, and PIPS throughout the region and state. Minimal regional involvement is 50% attendance at RTAC meetings (CD 2-20). Participation in regional disaster plans and exercises (CD 2-22).
· Footnote: Additional meaningful involvement activities  are not all required, simply meant to help define the standard
· Discussion:
· The criterion is the ACS language, is this what will be in appendix A to DHS 118? 
· Should appendix A be a checklist (as it is now) or similar to the draft for resources for the optimal care 2014?
· Current Appendix A is organized as yes/no standards
· Yes or no for this standard: need to meet the minimal regional involvement AND participation in the regional disaster plans
· Could we just add the yes/no before the comments section? 
· Could put in a column that specifically discusses each individual CD
· Are the percentage requirements for the RTAC meetings currently in DHS 118 or in the appendix? 
· Membership and participation in regional trauma advisory council(s) has been defined to be 50% by STAC and the state
· Note: Used to be 80%, lowered it to 50% by STAC

· Does the new ACS standard have a percentage?
· ACS generally has a 50% requirement for most of their meetings
· There is not a set percentage requirements
· Requirement: the trauma center MUST be “actively” involved
·  The definition of “actively” involved is to be determined by each state
· Any time a standard can be quantified is helpful to the trauma centers – as long as it is reasonable and achievable 
· Decision: Accepted


Chapter Two: Description of Trauma Centers & Their Roles in a Trauma System
· Criterion: CD 2-2, Surgical commitment is essential for a properly functioning trauma center.
· Discussion: 
· Should there be more specificity about how to measure surgical commitment?
· Links up with other CDs that are more specific
· Some discussion about potentially putting this criterion with the more specific CDs in some way
· Decision: Change the footnote to read – Surgical commitment is recognized in a number of ways, surgeons who take an active role in all aspects of caring for injured patients, surgical participation in the trauma PIPS program.
· Criterion: CD 2-3, Trauma centers must be able to provide the necessary human and physical resources (physical plant and equipment) to properly administer acute care consistent with their level of verification. 
· Discussion: 
· In the current document there is an equipment checklist, but these are not in the new standards
· Do we want to leave the list as it is or change it to be more broad since technology changes quickly?
· The checklist is already broad enough it seems
· Note: During site visits, hospitals are given credit for equipment that is above and beyond the specified requirements
· Is the “necessary equipment” language okay? 
· Will the equipment list include the pediatric requirements? 
· Focus will be on trauma, no specific pediatric requirements
· Footnote: does not have to be ONE person doing this role
· Decision: Add III to the levels
· Criterion: CD 2-8, With notification from the field the maximum acceptable response time for the highest-level activation tracked from patient arrival is 30 minutes for Level III trauma centers.  The program must demonstrate that the surgeon’s presence is in compliance at least 80 percent of the time.
· Discussion: 
· This is an ACS standard that was in the gold book and has also been in 118
· “Promptly available” by the ACS standard is defined as 30 minutes 
· Need to clarify whether this is an addition or not because it may not have been defined in 118 before, but it has been defined by the ACS standards
· Clarification on the “notification from the field” 
· The standard for the response time is 30 minutes from when the patient arrives at the trauma center
· One caveat –  Low volume centers have more flexible options with this criterion 
· See FAQ on the website for the document that addresses this
· There is a different pathway for low-volume centers to meet these requirements
· This is more of a Wisconsin version of things
· ACS calls them “alternate pathways”
· Decision: Need to determine whether or not to include this document, tabled this decision so committee members have time to review this document
· Criterion: CD 2-8, For Level IV centers, it is expected that the physician (if available) or APP/midlevel provider will be in the emergency department on patient arrival, with adequate notification from the field. The maximum acceptable response time is 30 minutes for the highest level of activation, tracked from patient arrival.  The PIPS program must demonstrate that the physician’s (if available) or midlevel provider’s presence is in compliance at least 80 percent of the time.
· Discussion: 
· This one needs clarification: one sentence says that they are expected to be there on arrival and the next sentence says that they have 30 minutes.
· Currently being interpreted to allow a response time
· Are there any hospitals in Wisconsin that don’t have an APP there 24/7?
· Yes, some hospitals do not have an APP in house all the time
· This is important, needs clarification on this as well
· Does the corresponding rule refer to midlevels?
· Something that has evolved over time
· Orange book says physician or midlevel/APP
· When the committee is seeking guidance from ACS, one member of the committee will request this guidance and back the response from ACS back to the committee for everyone to see
· If the committee is seeking a formal response from ACS, the committee will determine a strategy for how to handle this situation
· Decision: This question will be sent to the ACS for clarification.
· Criterion: CD 2-13, Well-defined transfer plans are essential.
· Discussion: 
· Currently, hospitals have transfer agreements in place
· Is a general transfer agreement for all different specialties okay?
· Yes
· EMS-C has asked that hospitals have transfer agreements for transferring children specifically
· These agreements could be with a children’s hospital, with the children’s department of a hospital, etc.
· The major question site reviewers are looking to answer is: Which hospital do you usually transfer to and do you have an agreement there?
· Note: St. Joe’s pediatric trauma center is up for review 
· Criterion: CD 2-13, Collaborative treatment and transfer guidelines reflecting the Level IV facilities’ capabilities must be developed and regularly reviewed, with input from higher-level trauma centers in the region.
· Discussion: None
· Decision: Accepted
· Criterion: CD 2-14, A Level IV facility must have 24-hour emergency coverage by a physician or midlevel provider. 
· Discussion:
· Does this criterion require a specific type of physician?
· This is addressed in the emergency room section which is a pink section so it will be discussed later
· Decision: Accepted
· Criterion: CD 2-15, The emergency department at level IV centers must be continuously available for resuscitation with coverage by a registered nurse and physician or APP/midlevel provider, and it must have a physician medical director.
· Discussion: 
· Seems like all our hospitals have this service now 
· Decision: Accepted

Chapter Three: Prehospital Care
· Criterion: 1. CD 3-1, 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:
· This is currently in DHS 118 Appendix A under quality improvement – review of out-of-hospital trauma care (checklist D-7)
· If you have multiple EMS services, does this apply to all of them?
· Is the continuing education piece new?
· There are education standards that have to be signed off on annually and this would satisfy the protocol
· This does not require direct training, only proof of training 
· Information about proof of training sent from one medical director to another is fine
· Decision: Change this criterion to pink and discuss later
· Criterion: CD 2-3, The protocols that guide prehospital trauma care must be established by the trauma health care team, including surgeons, emergency physicians, medical directors for EMS agencies, and basic and advanced prehospital personnel.
· Discussion: 
· This type of information should be in an operational plan
· Issue: This criterion includes surgeons in the language, is this a problem for Level IV trauma centers?
· Level IVs aren’t required to have surgeons so the site reviewers will know that they do not need to have surgeons involved in this process
· Could we put Level III in parenthesis after the surgeons?
· Issue: What if a Level IV does have a surgeon that is actively involved?
· Nice to have this support written in to the language to help encourage surgeons to be involved
· Does not say you MUST have them all, just says INCLUDING
· Alternative option would be to put a footnote in that clarifies that surgeons are not required at Level IVs 
· The gold book does say that surgeons should be involved 
· Decision: Change the language in the criterion.  
· New language: The protocols that guide prehospital trauma care must be established by the trauma health care team, which may include surgeons, emergency physicians, medical directors for EMS agencies, and basic and advanced prehospital personnel.
· Criterion: CD3-4, The trauma director must be involved in the development of the trauma center’s bypass (diversion) protocol.
· Discussion:
· Right now every hospital has this protocol in place
· Is there a trauma specific bypass for diversion?  
· Yes, can go on diversion for bypass specifically 
· This is referring to trauma bypass specifically, but hospitals do not have to have two separate protocols
· Decision: Add a footnote to clarify that this relates to trauma bypass specifically. 
· Criterion: CD 3-5, The trauma surgeon must be involved in the decision regarding bypass (diversion) each time the center goes on bypass.
· Discussion:
· What is the thinking for having the surgeon being involved?
· This is part of the surgical directed care of the patient 
· For example: the hospital’s electronic medical records goes down and the hospital wants to go on bypass, but the surgeon may say no because they could still render acute care without these systems and there should be backup for the EMR anyway.
· It is acceptable to get the trauma surgeon involved via phone-call  
· Trauma centers may also have tiered diversion 
· For example, a trauma center may not be able to take someone as an inpatient but can provide some care before transferring them out
· Decision: Add a footnote to clarify that this relates to trauma bypass specifically.
· Criterion: CD 3-6, The trauma center must not be on bypass more than 5 percent of the time.
· Discussion: 
· This criterion corresponds to trauma bypass only.
· If a trauma center is on surgical bypass, it does not necessarily mean that the trauma center is a trauma bypass
· Maybe add a footnote about this as part of an education piece
· Bypass protocol is a protocol specific for each facility
· Decision: Add a footnote to clarify that this relates to trauma bypass specifically.

Chapter Four: Interhospital Transfer
· Criterion:  CD4-1, Direct provider to provider contact is essential. 
· Discussion: EMTALA violation if this is not followed.
· Decision: Accepted
· Criterion: CD 4-2, The decision to transfer an injured patient to a specialty care facility in an acute situation must be based solely on the needs of the patient and not on the requirements of the patient’s specific provider network (for example, a health maintenance organization or a preferred provider organization) or the patient’s ability to pay.  
· Discussion: 
· Patient preference is still a big piece of our system – the important piece of this is largely about the discussion that ensues between the provider and the patient and discussing their options 

Chapter Five: Hospital Organization & The Trauma Program
· Criterion: CD 5-1, A decision and documentation by a hospital to become a trauma center requires the commitment of the institutional governing body and the medical staff.
· Discussion:
· For CD 5-1 and 5-2 there are templates/documents provided by the state for this
· Is there a frequency requirement for the institutional governing body and medical staff to commit to this decision? 
· Every three years – the medical board and the hospital board both have to approve this
· The footnote helps to explain this 
· Decision: Accepted
· Criterion: CD 5-2, The [administrative] support must be reaffirmed continually (every 3 years) and must be current at the time of the site visit.
· Discussion: 
· “Current at the year of site visit” 
· Has to be current at the year of the site visit, but site visits are every three years and this needs to be decided on every three years so this is not an issue
· Does not have to be signed in the same year as the site visit
· Decision: Take out the footnote “Current for year of site visit.”
· Criterion: CD 5-3, The [medical staff] support must be reaffirmed continually (every 3 years) and must be current at the time of site visit. 
· Discussion: 
· Discussed in conjunction with CD 5-1 and 5-2.
· Decision: Take out the footnote “Current for year of site visit.” 
· Criterion: CD 5-4, The trauma program must involve multiple disciplines and transcend normal departmental hierarchies.
· Discussion:
· Ambiguity with the “transcend normal departmental hierarchies” language
· Decision: 
· Add a footnote to explain the language “transcend normal departmental hierarchies”
· Appropriate department for what level the trauma center is and what services they provide – edited version of pg. 36 
· Criterion: CD 5-6, The TMD must be current in Advanced Trauma Life Support (ATLS)
· Discussion:
· Must be current in ATLS 
· What does it mean to be current?
· Refresher course every 4 years
· Whoever has the role of trauma medical director must have this certification
· Decision: Accepted
· Criterion: CD 5-10, The TMD must chair and attend a minimum of 50% of the multidisciplinary trauma peer review committee meetings. 
· Discussion: 
· None
· Decision: Accepted
· Criterion: CD 5-15, In Level III and IV trauma centers the team must be fully assembled within 30 minutes of trauma activation.
· Discussion: 
· Is this currently defined as promptly and is this now a change to define it as 30 minutes?
· Suggestion to take immediate and promptly out and put in the times everywhere
· Think this was actually defined as 15 minutes before
· Decision: Take out the footnote.
· Criterion: CD 5-22, In addition to administrative ability, the TC must show evidence of educational preparation and clinical experience in the care of injured patients.
· Discussion:
· Why is this just Level IIIs and not IIIs and IVs?
· Is there a potential issue of being outside the scope here?  
· Believe this change would still be okay
· Think this is how it is spelled out by ACS
· This criterion is purposely kept vague
· For the trauma coordinator, ACS specifies Level I and II, not for III and IV
· Note for the reviewers that the trauma coordinator does not have to be a nurse
· Decision: Make this for Level IVs as well, potentially make a footnote for reviewers that the trauma coordinator does not have to be a nurse


Chapter Six: Clinical Functions: General Surgery 
· Criterion: CD 6-2, Board certification or eligible for certification by the American Board of Surgery according to current requirements or the alternate pathway is essential for general surgeons who take trauma calls in Level III trauma centers.
· Discussion:
· Potential issue: If a level IV facility has surgeons do they have to meet this standard? 
· This question will be discussed later
· Does DHS 118 currently refer to board certification?
· STAC has approved a non-boarded pathway 
· Decision: Make this pink and discuss later
· Criterion: CD 6-3, Alternate Criteria for Non-Board-Certified Surgeons in a Level III Trauma Center 
· Discussion: 
· The way this is written currently it reads that this alternate pathway is only available for surgeons trained outside the United States or Canada
· Decision: Make this pink and discuss later

· Criterion: CD 6-4, Trauma surgeons must have privileges in general surgery.
· Discussion: 
· Is this required in 118?  
· Not necessarily but the committee is okay with this because this requirement is covered by other hospital rules and regulations 
· Decision: Accepted

Chapter Seven: Clinical Functions: Emergency Medicine 
· Criterion: CD 7-1, The emergency departments of Level III trauma centers must have a designated emergency physician director supported by an appropriate number of additional physicians to ensure immediate care for injured patients.
· Discussion: None
· Decision: Accepted
· Criterion: CD 7-7, Emergency physicians on the call panel must be regularly involved in the care of injured patients.
· Discussion: 
· Want a clarification for “Regularly involved” and “call panel” 
· Potentially changing the language from call panel to ED schedule 
· Does regularly involved have to be at your hospital?
· Requires active engagement of a PI
· Email is okay as long as the hospital receives confirmation back that the emergency physician has read the report and understands it 
· Decision: 
· Add footnotes and examples for clarification about what “regularly involved” means (add the language from pg. 51 of the orange book) 
· Potentially change the language in the criterion from call panel to ED schedule
· Criterion: CD 7-8, A representative from the emergency department must participate in the prehospital PIPs program.
· Discussion: None
· Decision: Add a footnote to clarify what “participate” means.
· Criterion: CD 7-9, A designated emergency physician liaison must be available to the trauma director for the PIPs issues that occur in the emergency department.
· Discussion: 
· Some discussion about what the role of the emergency physician liaison is exactly
· Decision: Add a footnote to explain the emergency physician liaison position
· Criterion: CD 7-10, Emergency physicians must participate actively in the overall trauma PIPs program and the multidisciplinary trauma peer review committee.
· Discussion: 
· Is this all emergency physicians?
· Emergency physicians do not have to attend meetings, just need to know what is going on in the hospital 
· Potentially issue in difference in language from CD 7-8 and CD 7-10: participate v. actively participate
· The physicians are involved because they are involved in the patient care 
· Decision: Add some footnotes to clarify what “actively participate” means.
· Criterion: CD 7-11, The emergency medicine liaison on the multidisciplinary trauma peer review committee must attend a minimum of 50 percent of the committee meetings. 
· Discussion: 
· Attendance does not have to be physical 
· Decision: Add a footnote to explain the emergency medicine liaison position
· Criterion: CD 7-15, Physicians who are certified by boards other than emergency medicine who treat trauma patients in the emergency department are required to have current ATLS status.
· Discussion: 
· Difference in standard with the 2014 guidebook? 
· Pg.50 discusses emergency medicine board certification 
· Pg. 52 discusses ATLS
· Is there a more general requirement for ATLS?  Any physician who treats trauma patients have to current ATLS status
· New change: if a physician is board certified in emergency medicine they only have to have ATLS certification once and do not have to do the refresher
· This change was something that was taken through STAC and was approved
· If a physician is board certified in family practice or internal medicine, they have to have current ATLS certification, including refreshers, because they are not board certified in emergency medicine
· All physicians have to have taken it at least once
· What happens if you are not certified at all?  
· Are physicians who are not board certified allowed to practice in emergency rooms? 
· Decision: Change to pink and discuss later


Next Steps
· How should these meetings take place going forward? (Frequency and format)
· All day is better 
· Not weekly or bi-weekly
· Make sure to have a room big enough for other people to attend 
· Look at the other clinics that are out of downtown
· May be limited based on telecommunications needs 
· Time: 10 to 4 or 10 to 4:30 
· Last week of June: Wednesday the 29th 
· Travel: 
· Advisory committee members are eligible for reimbursement for travel costs
