STAC Data Management Subcommittee
MEETING MINUTES

MEETING TITLE:
  Data Management Subcommittee



CHAIR:  Mike Trelow
DATE:  August 8, 2012


PLACE:   Live Meeting
    
CONVENED:  0830
ADJOURNED:  0950
Members Present:   
	Per Marianne:   it is difficult to keep track of who is present.    Will provide meeting attendance to hospital systems if required.  


Submitted by:   Barb Hahn Hermening  09/12/12
	TOPIC
	DISCUSSION
	ACTION

	Review of Minutes and approval
	Approved

	
	Approved
	Mike Trelow

	Registry Toolbox
	Mike reviewed what is in the toolbox.   This toolbox allows everyone across the state to have the same information for the Trauma Registry.  
Procedure codes – does not include the 2013 NTDB procedure codes.    It will be added later.   

Everything in the toolbox ix on the North Central RTAC website until the Sate web site is up and running.  

Below is the website.

www.ncrtac.wi.org
NTDS data dictionary is available online for download.

There is an ICD9 free website per Mel.    She will send the info to Mike.  Barb will send a data validation tool to Mike.  Anyone else that has anything to add to the Toolbox should send it to Mike so it can be put in it. 

Marianne said that we do not need to go through STAC for approval.    We just need to say we need it done.    Marianne hasn’t had a lot of time to update the website but she will put it on there when approved.

Everyone needs to look at the toolbox and then we can vote on the use of the toolbox in October.  

There was a question on who will maintain the toolbox and keep it current?   Mike stated that everyone needs to download and look at the toolbox for discussion at the October meeting.   


	Mike Trelow

	Data Entry Discussion – NTDB Definitions
	Question:  What are the common problems that we are encountering in getting data entry completed?

Answer per those present:  EMS run sheets

The memo dated July 12 on the EMS website just came out.    Everyone should download this memo.

Memo series 12-02 July 12, 2012.   Pages five and six talk about the hospital reports.   EMS must submit written report upon delivering the patient.   It must be uploaded to WARDS w/I 24 hours.   

Mike wants everyone to find the percentage of trip sheets that are received when the patient arrives in the ED.    Either the half sheet or full report.    He would like this for the October meeting so we can let EMS know what percentage we receive.      There will be a joint STAC / EMS meeting and we need to quantify what the problem really is.   
Chuck Happel wants to know the name of the units that only use paper reports.   Transferring hospitals need to provide the name of the EMS provider and/or send the run sheet with the patient.

In WARDS click on the link for transferred patients and you might be able to get the scene report.

Question:   what are other barriers to data entry?    

Group response:   the nurses need to document the transporting service so we know the ambulance service.  

Marianne:  when you’re trying to communicate with EMS remember that some RTACS are not as strong as others.    We are having a joint meeting in October with STAC and EMS.    We could have a 10 minute time slot on the October agenda regarding run reports.     Also, maybe have a letter go out to the EMS agencies about the issues.

Mike:   each hospital needs to reach out to their Ems agencies.    Initial responder and transferring units are given patient feedback.    That is encouraging them to provide their info because they want the feedback if the run report from the initial hospital has been provided.

Marianne:  for those who are new:

· Reminder – the injury narrative in the back of data collection is for the specific injuries (not what happened). 

· Contact Marianne for resource people in your area if you are new

· A reminder for those who are not new – please pass your info and materials on to the next person who takes your place.   

· Digital Innovations (DI) has two videos that are to be released and will be helpful with documentation and injury descriptions.

· Remember, this is confidential data.    If someone is not longer in the position please let Marianne know so that they can be removed from getting access.    Marianne and Shirley have administrative rights for that.   

Mike wanted to know how reports are going for everyone. 
He has the full version and uses report writer.   He does pull reports off of the state.   Everyone is encouraged to print at least one of every report off and put it in a folder so you know what is in each report.    If you don’t know what is in the report you don’t know what you have.

Marianne:   At the last data management meeting regarding the state purchased DI program for $4000 – each hospital could purchase the ability to run more reports.    Marianne did go ahead and purchase the ability for Wisconsin hospitals to purchase the bigger package.   It’s expensive.    More robust and you can do much more with the reports.     DI is holding to the prices that are out there.     

Marianne will still do the web cast teaching with DI for those that are signed up.    She will set up another web for that education.

Report writer can be drilled down to specifics.    Mike has a document that he created that will walk you through making reports.    

Marianne:   some are disappointed that there are no graphs.    

Mike:   you can do export it into excel spreadsheets and create graphs.    Also, with Power Point you can do graphs, too.

Mike chose Power Point rather than Excel – other people can open up the data if you don’t lock it.   Others can make changes to your data.   

There was discussion on how soon it can be set up to use Report Writer.     
Marianne answered that there is a Start up fee of $1500 and another fee of annual maintenance fee of $700.     $500 fee for educational training and then annual fee.   DI will set up on-site training.       DI has web training.    Suggestion that Mike the take time at a meeting and go through running a report for people to see.     Suggestion by Mike that we can do our own training and not have to pay DI for it.    Suggest that Marianne talk to DI about that.  

 
	Mike Trelow

	Educational Offering – LeForte Fxs
	LaForte fxs:

They can be tricky to code.   Can be coded as I, II, and III or listed as separate and specific fxs.   

You need to read through the radiologist documentation to determine what type of LaForte fx it is.  

It is easier to document Laforte I, II or III than document and code individual fxs.    

Coding rule:    if you have bilateral fxs.   -  code the most  severe Laforte fx.   

  Blood loss greater than 20% by volume that is the most severe III.     
	Mike Trelow

	
	Q & A: 

1.Todd – we are unable to obtain WARDs reports from ambulance services other than our own.    We will be able to get other ambulance services?    

Ask the service what region they are in.    If they do not have the proper code in their system you will not get the report.    The EMS service must have the right code for their region.   

If you go to the WARDS website you will see the regions colored in.

2.   Can you code LaForte as single fractures rather than I, II or III?

It is up to you but it is easier to type in I, II, or II if you know what the fractures are.  
	

	Homework
	Print our trauma registry toolbox and review so it can be approved at the October meeting.

Read page 5 and 6 from WARDS regarding the trip sheets.     Go to state website underneath EMS services and program it will take you to their screen.      Left hand column will state numbered memo series – 12-02 dated July 2012.   


	Mike Trelow

	Adjourn
	0950
	


