Information in this document may be protected by the work product doctrine.  It is prepared for the Hospital’s Peer Review and Quality Assurance Functions, and is protected under RCW 70.41.200 and/or RCW 4.24.250.  


TRAUMA ED NURSING CHART REVIEW

Date: ___________ 

	Description
	Definition

	Is there a “Run sheet” on the chart?
	A copy of the “run sheet” from the EMS agency or agencies must be present in the patient’s medical record in Chart Max. “Run sheet” is defined as the paper documentation used to record patient information by EMS before the patient arrives at our facility.

	Does the patient have a Trauma ID Band?
	A Trauma Band ID number must be documented in the charting for all trauma patients admitted or transferred or have a trauma activation called.

	Was a Trauma Eval done? With when, where, how and protective devices?
	See next four definitions: a,b,c and d

	a. When was the patient injured?  Give a specific time.
	The date and time of the actual injury must be recorded in the “Presenting complaint” or “Trauma event details” in the Trauma Eval portion of the nurse’s notes or “unknown” is documented.

	b. Where was the patient injured?  Give a location.
	The location, including physical place of injury such as “home”, as well as, geographical location such as “Renton”, of the actual injury must be recorded in the “Presenting complaint” or “Trauma event details” in the Trauma Eval portion of the nurse’s notes or “unknown” is documented..

	c. What was the mechanism of injury?
	A complete description of mechanism of the actual injury must be recorded in the “Presenting complaint” or “Trauma event details” in the Trauma Eval portion of the nurse’s notes or “unknown” is documented.

	d. What protective devices were used?
	A complete description of the protect devices in place at the time of injury must be recorded in the “Presenting complaint” or  “Trauma event details” in the Trauma Eval portion of the nurse’s notes or “unknown” is documented.

	Are vital signs documented on arrival?
	“Time of arrival” is defined as within 10 minutes of an EMS patient being in the ED based on Medhost Arrival Time, or at the time of Triage.

	Are vital signs documented at time of discharge?  
	“Time of discharge” is defined as with in 30 minutes of a Medhost documentation of “Patient left the ED” or the documented time of arrival on the floor.

	Are vital signs documented hourly?  This includes when they are out of the department in x-ray, CT, MRI, US, etc?
	“Hourly” is defined as every 60-75 minutes during the patients stay until discharged, transferred or admitted. Documentation may be in Medhost or other special care documents such as the conscious sedation form.

	Is the patient’s GCS documented on arrival? 
	“Time of arrival” is defined as within 10 minutes of an EMS patient being in the ED based on Medhost Arrival Time, or at the time of Triage. 

	Is the patient’s GCS documented at discharge?
	“Time of discharge” is defined as with in 30 minutes of a Medhost documentation of “Patient left the ED” or the documented time of arrival on the floor.

	Is GCS documented hourly when appropriate?
	“Appropriate” is defined as when a neurological injury exists, is presumed to exist or may exist based on mechanism of injury or when there is an unanticipated response of the patient to the reported or supposed injury.



	Was a focused assessment done at the time of triage?
	“Focused assessment” is defined as an in-depth assessment and description of the patient’s injuries. This includes, for example, location, depth, size and appearance of wounds and/or neurological assessment of head injuries including GCS, areas or parethesias or paralysis, CMS of extremities and so on.  

	Was an assessment done at the time patient was handed off to new nurse?
	Again a “focused assessment” needs to be documented.

	Was an assessment done after an intervention or change in condition? 
	Again a “focused assessment” needs to be documented. Intervention is defined as any procedure involving the targeted body part or region done to change the current condition of the patient. This may be a conscious sedation, application of a splint, placement or removal of a BB or CC for examples.

	Was an assessment done at the time of discharge?
	Again a “focused assessment” needs to be documented.

	Was a CMS assessment of effected limb done at the time of triage?
	“CMS” is defined as circulation, movement and sensation.

	Is CMS documented hourly when appropriate?
	Any patient with a limb injury or a possible or confirmed neurological injury or impairment is deemed “appropriate”.

	Was a CMS assessment done after an intervention or change in condition?
	Intervention is defined as any procedure involving the targeted body part or region done to change the current condition of the patient. This may be a conscious sedation, application of a splint, placement or removal of a BB or CC for examples.

	Was a CMS assessment done at the time of discharge?
	“Time of discharge” is defined as with in 30 minutes of a Medhost documentation of “Patient left the ED” or the documented time of arrival on the floor.


	Was wound care documented?
	“Wound care” is defined as any intervention or procedure  done for skin injuries such as cleaning abrasions, prepping a wound for sutures, immediate burn care, dressings and ointment application.

	Was a HCG documented before CT or X-rays were done?
	A HCG must be documented by POC charting, by form or Medhost, or lab tests ordered by the ED physician or PA. Exceptions are for documented or obvious pregnancy, ages less than 12 or greater than 55, or documented hysterectomy. A patient’s statement, while it might guide care, is not considered proof of pregnancy status.

	How long was the patient in Radiology? Were the times charted when the patient moved to radiology or CT and moved back?
	“Patient moved to ED RAD” and or “Patient moved to CT” must be documented as well as “Patient moved to____” when studies are completed.

	PERCENT OF CHARTS MEETING CRITERIA
	Percent is determined by the number of charts meeting criteria divided by the relevant patient number.

Not acceptable (Red) 0-70%  Needs improvement (Yellow) 71-94%  Acceptable (Green) 95-100%
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