STATE TRAUMA ADVISORY COUNCIL
MEETING MINUTES

Wednesday, August 8, 2012
Department of Health Services
Live meeting/webcast
Noon – 2:00pm

STAC Members Attending:  Dan Diamon EMT-P, Tom Thelen RN, Mary Anderson RN, Marshall Beckman MD, Dave Schultz MD, Annette Bertelsen RN, Paul Reckard MD, (webcast/phone), Alex Beuning MD, (webcast/phone),  Anne O’Rourke MD, Tom Derrig MD, (webcast/phone), Brenda Fellenz RN, (webcast/phone),  Jason Selwitschka EMT-P.
STAC Members Absent:  Cheryl Paar
STAC Vacancies:  None
DHS Representatives:  Jenny Ullsvik, Section Chief, Emergency Health Care and Preparedness Section; Marianne Peck RN, State Trauma Coordinator; Kevin Wernet, Director, Wisconsin Hospital Emergency Preparedness Program (WHEPP); Melissa Dittmer-Herrmann, Emergency Health Care and Preparedness.
I. Introductions:  Meeting called to order by Marshall Beckman (Chair) at 12:10pm.
II. Approval of June minutes:  June meeting minutes approved by STAC unanimously as written.
III. Trauma Registry Data Analysis Presentation: Brooke Lerner PhD, Laura Cassidy PhD. Medical College of Wisconsin (MCW).
A. Where are we compared to last year?
· There are still some missing values, however less than last year’s analysis performed by the MCW.  
· Date of Arrival in the demographic field was a value missing more frequently.  
· Capture of GCS by both EMS and the Emergency Department values are slightly improved-close to 80%.  
· The pre-hospital run reports provided to hospital was 80% in 2010 and 86% in 2011.  Slight improvement.  
· Capturing the pre-hospital record realistically have various reasons they are not left at the hospitals;  some EMS need to get back into service, when the sheet is left at the hospital, the report does not always end up in the right hands.  It is important to determine what other barriers there may be such as equipment issues, double charting, lack of education for EMS on the importance of the report being left at the hospital, etc.  
· The data dictionary and coding do not match; needs to be updated.  
· Some values coded unknown, 9999 or left blank.  The missing values leads to more complicated and less reliable analysis.  

B. Using data to begin performance improvement

· Develop goals as a group, standardize performance measurements and identify statewide initiatives.
· Recognize that there have already been PI indicators identified by STAC, selected years ago, including:  EMS scene time > 20 minutes, use of trauma transfer and triage guidelines etc.  There are more identified in past minutes and the PI document created by the DHS in 2006.

C. The summary (power point slides) of the MCW presentation is on the trauma website with the STAC minutes and sent out to trauma participants.

IV.                  Clarification of criteria for trauma site reviews: Level III and IV

· Footnote 4 states “The Level IV TCF is not required to have the same type of trauma service and team as the upper level facilities.  However, the administration, physicians, nurses and support personnel, with aid of guidelines, protocols, and transfer agreements, make a commitment to assess, stabilize, and transfer patients to the appropriate level TCF.  Any inpatients admitted to a Level IV TCF shall not have injuries requiring major surgical or surgical specialty care”.  
· Level IV’s vary in the size and kind of patients admitted to their hospital.  It is noted that Level IV’s are keeping patients that were not anticipated they would keep.  Some larger Level IV’s employ some of the specialties such as orthopedics and neurology/neurosurgical and may be admitting those patients without having the required trauma performance improvement required of the Level IIIs as Level IIIs were expected to admit those patients.  

· After some discussion, Tom Thelen made a motion to combine Footnote 3 and 4.  Discussion continued.  
· Group reminded there is a process for requesting a waiver of non-statutory language (which includes the footnotes) if the language creates a hardship or proves to be harmful and must be approved by DHS legal counsel.  The waivers are rarely successful.

· Dave Schultz expressed his concern that DHS has spent money getting recommendations from national groups (ACS and NHTSA),  both of whom highly recommend the rules be changed.  All STAC concurs they are frustrated that recommendations regarding rule changes are made to DHS as the advisory group to DHS but continue to hit road-blocks due to the nature of “State” requirements.  The group is reminded that the changes to the date of 1999 for the “gold book” is going through the process to have some changes made in approximately a year or so.  This will include the Level III and IV essential and desired criteria (footnotes) to be excluded from the rule process allowing for change as the trauma system develops. 
· Question posed to STAC.   Should surgeons admit traumatically injured patients and have family practice, hospitalists, etc. as consultants or can it be the other way around, with hospitals, family practice admitting patients with a consult for surgeons.   The trauma team should always be monitoring the admission and stay of the trauma patient.  ACS reminds us that it is important to have management of the trauma patient by trauma team as it is not just the care at time of admission but from pre-hospital through discharge and rehabilitation and performance improvement.  
Tom retracted his motion and it was suggested the discussion needs to return to the CRC for reevaluation again.

· There was a concern expressed by a site reviewer that we need to discuss larger facilities choosing to be Level IV’s rather than IIIs for various reasons like surgeons not wanting to come in at night, not wanting to be part of the PI process.  It is important that the message is clear to hospitals that this system does not agree with hospitals choosing the level that will just get them through the process to have a plaque and collect fees.  Wisconsin’s Trauma System needs hospitals to step up to the plate and say my community needs a Level III and do what is required of a Level III trauma care facility. Following footnote 4 may be important to limit the ability to admit certain patients and making sure the patients are at trauma centers.

Question by a trauma participant:  When a trauma patient is transferred to another hospital, is a written radiology report acceptable?  “No.” There should be no delay in the patient’s transfer.  Send medical imaging pictures and do not delay the transfer waiting for the report.  
V.       Next Meeting:  Joint meeting between EMS Board and STAC, Wednesday,   
                                 October 10, 2012, location to be determined.         
Motion to adjourn made by Jason S. and a second by Dan D.  Unanimous  
approval; meeting adjourned at 2:12 pm.
Attendance not captured at this STAC meeting.

Respectfully submitted,

Marianne Peck MSN, RN

State Trauma Coordinator

