Hospital Test Record Abstract 1

	Patient Information


Medical Record No: 09876A23
Trauma No:  5678901
SSN: 067890123

Last Name:
Love


First Name: Trudy

MI: V

Date of Birth:
 09 /14 /1951 
Pt. Sex: F 


Pt. Race: White

Resident City: Simmons

Resident County: Live Oak
Resident State: TX

Mechanism of Injury:

Tripped and fell; same level

Date and Time Injury Occurred: 02/08/2012 23:30

Location where Injury Occurred:

home

County of Injury: Lipscomb

Protective Devices Used: none

Mode of Arrival: EMS

	  Pre-Hospital Information               


EMS Provider at Scene:  Good EMS

TDH EMS Firm No.: 123456

EMS Dispatch Time: 23:38
    
Scene Arrival Time: 23:47    

Scene Departure Time: 23:58
Extrication: no

Vital Signs:
P: 68

R: 18

B/P: 140

GCS:
(Motor): 4

(Verbal): 4
(Eye):
2
Total: 10

EMS Runsheet on Chart: yes

Essential Data Complete?: yes

Findings/Patient Assessment:

Patient sustained a blunt injury to the head; broken forearm

	Transfer Information


Transfer?: no

Transferring Facility: N/A

Date and time of Arrival: 

Date and time of Discharge:

Transferring EMS Provider #: N/A

	 ED Stay and Clinical Assessment                                               


ED Arrival Date and Time: 02/09/2012  00:42

TTA: yes

Time of TTA: 00:45

Time of TT Arrival: 

On site: 00:46

Off site: 01:02

Trauma Flow Sheet?: yes

1st B/P:  145

1st RR: 21

P: 78



GCS:  (Motor): 3

(Verbal): 2

(Eye): 1

Total: 6

RTS:  (GCSTS): 2

(RRTS): 4

(SBPTS): 4

Total: 10

CPR:  no


Airway Management: oral airway

BAC test: yes

BAC level: 114

Assessments:

Interventions:

CT scan of head

ED Discharge Time:  02/09/2012 04:15

ED Disposition:

Transferred out; receiving facility on divert when first contacted; no other facility available to accept patient

Transferred out? yes

Receiving Facility: Lifecare Hospital

TDH Facility No.: 1345678

Designation level: 4

Air EMS Provider No.: 212987



Air EMS Activation Time: 02/09/2012 03:20

Air EMS Arrival Time: 02/09/2012 04:00

	Procedures and Diagnosis


Direct admit? N/A

Time of Admission: N/A

Admitting Physician:  N/A

Procedures:

87.03 – CT scan of head

Diagnoses and Injury Severity:

Closed skull fracture (vault) with cerebral laceration and contusion (800.1);
 AIS = 3

Open nasal bone fracture (802.1); AIS = 2

distal end closed forearm fracture (813.40); AIS = 2

Black eye (921.0); AIS = 1








ISS: 17

Pre-existing Conditions:

History of alcoholism (V11.3), neurosis (V11.2), psychological trauma from previous injury (V15.5)

	Patient Outcome and Discharge Information


Date and time of Discharge:  02/09/2012 04:15

LOS: 0

ICU LOS: 0

Condition at Discharge: transferred out

Discharged to:

Lifecare Hospital for further acute care treatment

	Billing


Payor: medicaid

Hospital Bill: $1,012.00

Reimbursement: $1,012.00

	Research Fields


Hospital research field 1: 1
Hospital research field 1: 2

Hospital research field 1: 3

RAC research field 1: 4

RAC research field 1: 5

RAC research field 1: 6

Misc research field 1: 7

Misc research field 1: 8

Misc research field 1: 9

	Documentation/QI Process


Trauma flow sheet utilized? yes 

Mechanism of injury documented? yes

Documentation of assessments present? yes

Documentation of interventions present? yes

Documentation of responses to interventions present? yes

Hourly recording of vital signs present in patient record (beginning with arrival in the emergency department, including time spent in radiology, up to the time of admission, death, or transfer)? yes

Hourly determination and recording of Glasgow Coma Score (GCS) present in patient record (beginning with arrival in the emergency department, including time spent in radiology, up to the time of admission, death, or transfer)? yes

Hourly determination and recording of intake and output present in patient record (beginning with arrival in the emergency department, including time spent in radiology, up to the time of admission, death, or transfer)?  yes

Were resuscitation protocols followed? unknown

Were treatment protocols followed? yes

Were standards of care followed? yes

Was required equipment, which is shared with other departments, immediately available when requested? yes

Are physician notes present in the patient care record? yes

Did the patient with a GCS less than 14 receive a CT of the head? yes  

Was a definitive airway established for a comatose patient (GSC<9) before leaving the emergency department?  yes

Was the patient admitted to the hospital under the care of an admitting or attending physician who was NOT a surgeon? N/A

Was a patient sustaining a gunshot wound to the abdomen managed non-operatively? N/A

Did a patient with abdominal injuries and hypotension (systolic BP < 90) NOT undergo laparotomy within 1 hour of arrival in the emergency department? N/A  

Did the patient undergo a laparotomy over 4 hours after arrival in the emergency department? N/A

Did a patient with epidural or subdural brain hematoma receive a craniotomy over 4 hours after arrival in the emergency department, excluding those performed for ICP monitoring? N/A

Was there an interval of more than 8 hours between arrival and the initiation of debridement of an open tibial fracture, excluding a low velocity gunshot wound? N/A

Was abdominal surgery performed over 24 hours after arrival? N/A

Was thoracic surgery performed over 24 hours after arrival?  N/A

Was vascular surgery performed over 24 hours after arrival?  N/A

Was cranial surgery performed over 24 hours after arrival?  N/A

Was there non-fixaction of a femoral diaphyseal fracture in an adult trauma patient? N/A

Did the patient require re-intubation of the airway within 48 hours of extubation? N/A

Were there delays in the identification of injuries? no

Was the patient admitted without being examined by a physician? N/A
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	Patient Information


Medical Record No: 94782m2
Trauma No: 258639

SSN: 456782345

Last Name:
Dude


First Name: Josh

MI: A

Date of Birth:
 04 /01 /1973 
Pt. Sex: M 


Pt. Race: Black

Resident City: Austin

Resident County: Travis
Resident State: TX

Mechanism of Injury:

Motor vehicle crash; driver; hit by train

Date and Time Injury Occurred: 05/31/2012 02:17

Location where Injury Occurred:

Public road

County of Injury: Hays

Protective Devices Used: safety belt and airbag

Mode of Arrival: EMS

	  Pre-Hospital Information               


EMS Provider at Scene:  unknown, but was transported by EMS from the scene

TDH EMS Firm No.: unknown

EMS Dispatch Time: unk
    
Scene Arrival Time: unk    

Scene Departure Time: unk
Extrication: yes

Vital Signs:
P: unk

R: unk

B/P: unk

GCS:
(Motor): 

(Verbal): 
(Eye):

Total: 

EMS Runsheet on Chart: no

Essential Data Complete?: n/a

Findings/Patient Assessment:

	Transfer Information


Transfer?: yes

Transferring Facility:  Central Texas Medical Center 

Facility #: 1678901

Date and time of Arrival: 05/31/2012 02:50 

Date and time of Discharge: 05/31/2012 07:45

Transferring EMS Provider #: 245678

	 ED Stay and Clinical Assessment                        


ED Arrival Date and Time:  N/A

TTA: unknown

Time of TTA: unknown

Time of TT Arrival: 

On site: unknown 

Off site: unknown

Trauma Flow Sheet?: no

1st B/P:  115

1st RR: 14

P: 45



GCS:  (Motor): 4

(Verbal): 3

(Eye): 2

Total: 9

RTS:  (GCSTS): 3

(RRTS): 4

(SBPTS): 4

Total: 11

CPR:  no


Airway Management: nasal endotracheal tube

BAC test: yes

BAC level: 0

Assessments:

Patient sustained a blunt injury

Interventions:

ED Discharge Time:  N/A

ED Disposition:

N/A; direct admit

Transferred out? no

Receiving Facility: N/A

TDH Facility No.: 

Designation level: 

Air EMS Provider No.: 



Air EMS Activation Time: 

Air EMS Arrival Time: 

	Procedures and Diagnosis


Direct admit? yes

Time of Admission: 05/31/2012  08:32 

Admitting Physician:  N/A; admitted by Nurse Betty

Procedures:

CAT scan of head (87.03)

Diagnostic ultrasound of thorax (lung; 88.73)

Exploratory laparotomy (54.11)

Diagnoses and Injury Severity:

Open fracture of shaft of femur (821.11), AIS of 3

Concussion with moderate loss of consciousness (850.2), AIS of 2



Hemothrorax without mention of open wound into thorax (860.2), AIS of 2



1 closed rib fracture (807.01), AIS of 1

Abrasion on forearm, no mention of infection (913.0), AIS of 1

ISS: 17

Pre-existing Conditions:

none

	Patient Outcome and Discharge Information


Date and time of Discharge:  06/05/2012 10:45

LOS: 9
ICU LOS: 2

Condition at Discharge: full recovery expected

Discharged to:

home

	Billing


Payor:  Blue Cross/Blue Shield

Hospital Bill: $22,456.00

Reimbursement: waiting on billing for information

	Documentation/QI Process


Trauma flow sheet utilized? no 

Mechanism of injury documented? yes

Documentation of assessments present? no

Documentation of interventions present? yes

Documentation of responses to interventions present? unk

Hourly recording of vital signs present in patient record (beginning with arrival in the emergency department, including time spent in radiology, up to the time of admission, death, or transfer)? no

Hourly determination and recording of Glasgow Coma Score (GCS) present in patient record (beginning with arrival in the emergency department, including time spent in radiology, up to the time of admission, death, or transfer)? no

Hourly determination and recording of intake and output present in patient record (beginning with arrival in the emergency department, including time spent in radiology, up to the time of admission, death, or transfer)?  no

Were resuscitation protocols followed? yes

Were treatment protocols followed? no

Were standards of care followed? no

Was required equipment, which is shared with other departments, immediately available when requested? no

Are physician notes present in the patient care record? no

Did the patient with a GCS less than 14 receive a CT of the head? yes  

Was a definitive airway established for a comatose patient (GSC<9) before leaving the emergency department?  N/A

Was the patient admitted to the hospital under the care of an admitting or attending physician who was NOT a surgeon? N/A

Was a patient sustaining a gunshot wound to the abdomen managed non-operatively? N/A

Did a patient with abdominal injuries and hypotension (systolic BP < 90) NOT undergo laparotomy within 1 hour of arrival in the emergency department? N/A  

Did the patient undergo a laparotomy over 4 hours after arrival in the emergency department? unk

Did a patient with epidural or subdural brain hematoma receive a craniotomy over 4 hours after arrival in the emergency department, excluding those performed for ICP monitoring? unk

Was there an interval of more than 8 hours between arrival and the initiation of debridement of an open tibial fracture, excluding a low velocity gunshot wound? N/A

Was abdominal surgery performed over 24 hours after arrival? N/A

Was thoracic surgery performed over 24 hours after arrival?  no

Was vascular surgery performed over 24 hours after arrival?  no

Was cranial surgery performed over 24 hours after arrival?  yes

Was there non-fixaction of a femoral diaphyseal fracture in an adult trauma patient? no

Did the patient require re-intubation of the airway within 48 hours of extubation? yes

Were there delays in the identification of injuries? yes

Was the patient admitted without being examined by a physician?

yes
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	Patient Information


Medical Record No: Q12345
Trauma No: 998877

SSN: 887766554

Last Name:
Beam


First Name: Jimmy

MI: 

Date of Birth:
 06 /06 /1956 
Pt. Sex: M 


Pt. Race: Hispanic

Resident City: Midland

Resident County: Midland
Resident State: TX

Mechanism of Injury:

Shot by another person with a shotgun

Date and Time Injury Occurred: 03/17/2012 22:49

Location where Injury Occurred:

Rock quarry

County of Injury: Andrews

Protective Devices Used: none

Mode of Arrival: EMS

	  Pre-Hospital Information               


EMS Provider at Scene:  Flatlands EMS

TDH EMS Firm No.: 134567

EMS Dispatch Time: 22:52
    
Scene Arrival Time: 23:00    

Scene Departure Time: 23:19
Extrication: no

Vital Signs:
P: 34

R: 7

B/P: 62

GCS:
(Motor): 6

(Verbal): 3
(Eye):
4
Total: 13

EMS Runsheet on Chart: unk

Essential Data Complete?: unk

Findings/Patient Assessment:

	Transfer Information


Transfer?: no

Transferring Facility:  N/A 

Facility #: 

Date and time of Arrival:  

Date and time of Discharge: 

Transferring EMS Provider #: 

	 ED Stay and Clinical Assessment                        


ED Arrival Date and Time:  03/17/2012 23:35

TTA: yes

Time of TTA: 23:35

Time of TT Arrival: 

On site: 23:46

Off site: 00:10

Trauma Flow Sheet?: unk

1st B/P:  74

1st RR: 5

P: 22



GCS:  (Motor): 9

(Verbal): 9

(Eye): 9

Total: 99

RTS:  (GCSTS): 9

(RRTS): 1

(SBPTS): 2

Total: 99

CPR:  unk


Airway Management: oral endotracheal tube

BAC test: unk

BAC level: 

Assessments:

Patient sustained a penetrating injury

Interventions:

ED Discharge Time:  03/18/2012 00:32

ED Disposition:  OR

Transferred out? no

Receiving Facility: N/A

TDH Facility No.: 

Designation level: 

Air EMS Provider No.: 



Air EMS Activation Time: 

Air EMS Arrival Time: 

	Procedures and Diagnosis


Direct admit? no

Time of Admission: 03/18/2012 00:32 

Admitting Physician:  Dr. Jones, trauma surgeon

Procedures:

Repair of blood vessel with synthetic patch graft (39.57)

Splenectomy (41.5)

Suture of skin and subcutaneous tissue (86.59)

Other repair and reconstruction of skin and subcutaneous tissue (86.89)

Laparotomy (54.11)

Diagnoses and Injury Severity:

Injury to spleen, massive parenchymal disruption, with open wound into cavity (865.14), AIS of 4

Injury to hypogastric artery (902.51), AIS of 3

Open wound of abdominal anterior wall (879.2), AIS of 3


Injury to adrenal gland (868.11), AIS of 2

ISS: 34

Pre-existing Conditions:

Hepatitis C carrier (V02.62)

Malignant melanoma of skin (V10.82)

Unspecified mental disorder (V11.9)

Recovering from fracture of nasal bone, closed (802.0)

Recovering from closed dislocation of jaw (830.0)

	Patient Outcome and Discharge Information


Date and time of Discharge:  04/02/2012 08:30

LOS: 16

ICU LOS: 7

Condition at Discharge: expect severe disability

Discharged to:

Flatlands Rehabilitation Center

	Billing


Payor:  self pay

Hospital Bill: $130,290.00

Reimbursement: $110.00

	Documentation/QI Process


Trauma flow sheet utilized? unk 

Mechanism of injury documented? yes

Documentation of assessments present? unk

Documentation of interventions present? unk

Documentation of responses to interventions present? no

Hourly recording of vital signs present in patient record (beginning with arrival in the emergency department, including time spent in radiology, up to the time of admission, death, or transfer)? unk

Hourly determination and recording of Glasgow Coma Score (GCS) present in patient record (beginning with arrival in the emergency department, including time spent in radiology, up to the time of admission, death, or transfer)? unk

Hourly determination and recording of intake and output present in patient record (beginning with arrival in the emergency department, including time spent in radiology, up to the time of admission, death, or transfer)?  unk

Were resuscitation protocols followed? unk

Were treatment protocols followed? unk

Were standards of care followed? unk

Was required equipment, which is shared with other departments, immediately available when requested? N/A

Are physician notes present in the patient care record? unk

Did the patient with a GCS less than 14 receive a CT of the head? unk  

Was a definitive airway established for a comatose patient (GSC<9) before leaving the emergency department?  N/A

Was the patient admitted to the hospital under the care of an admitting or attending physician who was NOT a surgeon? no

Was a patient sustaining a gunshot wound to the abdomen managed non-operatively? No

Did a patient with abdominal injuries and hypotension (systolic BP < 90) NOT undergo laparotomy within 1 hour of arrival in the emergency department? no  

Did the patient undergo a laparotomy over 4 hours after arrival in the emergency department? no

Did a patient with epidural or subdural brain hematoma receive a craniotomy over 4 hours after arrival in the emergency department, excluding those performed for ICP monitoring? N/A

Was there an interval of more than 8 hours between arrival and the initiation of debridement of an open tibial fracture, excluding a low velocity gunshot wound? N/A

Was abdominal surgery performed over 24 hours after arrival? no

Was thoracic surgery performed over 24 hours after arrival?  N/A

Was vascular surgery performed over 24 hours after arrival?  yes

Was cranial surgery performed over 24 hours after arrival?  N/A

Was there non-fixaction of a femoral diaphyseal fracture in an adult trauma patient? N/A

Did the patient require re-intubation of the airway within 48 hours of extubation? no

Were there delays in the identification of injuries? unk

Was the patient admitted without being examined by a physician?

no
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	Patient Information


Medical Record No: 

Trauma No: 3692581         SSN:

Last Name:



First Name: 


MI: 

Date of Birth:
 11 /19 /1928 
Pt. Sex: F 


Pt. Race: Asian

Resident City: Crystal City

Resident County: Zavala
Resident State: TX

Mechanism of Injury:

Residential fire; burning caused by conflagration

Date and Time Injury Occurred: 01/26/2012 04:07

Location where Injury Occurred:

Nursing home

County of Injury: Frio 

Protective Devices Used: unk

Mode of Arrival: EMS

	  Pre-Hospital Information               


EMS Provider at Scene: South County Volunteer EMS  

TDH EMS Firm No.: 213456

EMS Dispatch Time: 04:10
    
Scene Arrival Time: 04:16    

Scene Departure Time: 04:40
Extrication: unk

Vital Signs:
P: 52 

R: 9

B/P: 95

GCS:
(Motor): 1

(Verbal): 1
(Eye):
1
Total: 3

EMS Runsheet on Chart: yes

Essential Data Complete?: no

Findings/Patient Assessment:

Patient sustained burns and smoke inhalation

	Transfer Information


Transfer?: no

Transferring Facility:  N/A 

Facility #: 

Date and time of Arrival:  

Date and time of Discharge: 

Transferring EMS Provider #: 

	 ED Stay and Clinical Assessment                        


ED Arrival Date and Time:  01/26/2012 05:18

TTA: N/A

Time of TTA: N/A

Time of TT Arrival: 

On site: 

Off site: 

Trauma Flow Sheet?: no

1st B/P:  38

1st RR: 4

P: 14



GCS:  (Motor): 1

(Verbal): 1

(Eye): 3

Total: 5

RTS:  (GCSTS): 1

(RRTS): 1

(SBPTS): 1

Total: 3

CPR:  yes


Airway Management: assisted ventillation

BAC test: no

BAC level: 

Assessments:

Patient sustained a burn injury

Possible blunt injury?

Smoke inhalation

Interventions:

ED Discharge Time:  01/26/2012 06:10

ED Disposition:  morgue; died in ER

Transferred out? no

Receiving Facility: N/A

TDH Facility No.: 

Designation level: 

Air EMS Provider No.: 



Air EMS Activation Time: 

Air EMS Arrival Time: 

	Procedures and Diagnosis


Direct admit? N/A

Time of Admission: N/A 

Admitting Physician:  

Procedures:

Diagnoses and Injury Severity:

3rd degree burns on 45% of body (948.44); AIS of 5

concussion with moderate loss of consciousness (850.2); AIS of 3

ISS: 34

Pre-existing Conditions:

Recovering from hip fracture (820.03); base of neck of femur

	Patient Outcome and Discharge Information


Date and time of Discharge:  01/26/2012 06:10

LOS: 0

ICU LOS: 

Condition at Discharge: dead

Discharged to:

morgue

	Billing


Payor:  medicare

Hospital Bill: $957.00

Reimbursement: $957.00

	Research Fields


Hospital research field 1: 9
Hospital research field 1: 8
Hospital research field 1: 7
RAC research field 1: 6
RAC research field 1: 5
RAC research field 1: 4
Misc research field 1: 3
Misc research field 1: 2
Misc research field 1: 1
	Documentation/QI Process


Trauma flow sheet utilized? no

Mechanism of injury documented? yes

Documentation of assessments present? yes

Documentation of interventions present? no

Documentation of responses to interventions present? no

Hourly recording of vital signs present in patient record (beginning with arrival in the emergency department, including time spent in radiology, up to the time of admission, death, or transfer)? N/A

Hourly determination and recording of Glasgow Coma Score (GCS) present in patient record (beginning with arrival in the emergency department, including time spent in radiology, up to the time of admission, death, or transfer)? N/A

Hourly determination and recording of intake and output present in patient record (beginning with arrival in the emergency department, including time spent in radiology, up to the time of admission, death, or transfer)?  N/A

Were resuscitation protocols followed? no

Were treatment protocols followed? yes

Were standards of care followed? no

Was required equipment, which is shared with other departments, immediately available when requested? no

Are physician notes present in the patient care record? yes

Did the patient with a GCS less than 14 receive a CT of the head? no  

Was a definitive airway established for a comatose patient (GSC<9) before leaving the emergency department?  no

Was the patient admitted to the hospital under the care of an admitting or attending physician who was NOT a surgeon? N/A

Was a patient sustaining a gunshot wound to the abdomen managed non-operatively? N/A

Did a patient with abdominal injuries and hypotension (systolic BP < 90) NOT undergo laparotomy within 1 hour of arrival in the emergency department? N/A  

Did the patient undergo a laparotomy over 4 hours after arrival in the emergency department? N/A

Did a patient with epidural or subdural brain hematoma receive a craniotomy over 4 hours after arrival in the emergency department, excluding those performed for ICP monitoring? N/A

Was there an interval of more than 8 hours between arrival and the initiation of debridement of an open tibial fracture, excluding a low velocity gunshot wound? N/A

Was abdominal surgery performed over 24 hours after arrival? N/A

Was thoracic surgery performed over 24 hours after arrival?  N/A

Was vascular surgery performed over 24 hours after arrival?  N/A

Was cranial surgery performed over 24 hours after arrival?  N/A

Was there non-fixaction of a femoral diaphyseal fracture in an adult trauma patient? N/A

Did the patient require re-intubation of the airway within 48 hours of extubation? N/A

Were there delays in the identification of injuries? N/A

Was the patient admitted without being examined by a physician?

N/A
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	Patient Information


Medical Record No: 34578

Trauma No: 256                 SSN: 999999999

Last Name:
Clutz


First Name: Don

MI: R 

Date of Birth:
 10 /07 /1997 
Pt. Sex: M 


Pt. Race: Other

Resident City: Las Cruces

Resident County:      
Resident State: NM

Mechanism of Injury:

Unintentionally cut by power lawn mower

Date and Time Injury Occurred: 04/11/2012 20:24

Location where Injury Occurred:

unknown

County of Injury: out of state - NM 

Protective Devices Used: none

Mode of Arrival: EMS

	  Pre-Hospital Information               


EMS Provider at Scene: none

TDH EMS Firm No.: 

EMS Dispatch Time: 
    
Scene Arrival Time:     

Scene Departure Time: 

Extrication: 

Vital Signs:
P:  

R: 

B/P: 

GCS:
(Motor): 

(Verbal): 
(Eye):

Total: 

EMS Runsheet on Chart: 
N/A

Essential Data Complete?: N/A

Findings/Patient Assessment:

	Transfer Information


Transfer?: yes

Transferring Facility:  Small Town Hospital 

Facility #: 1567891

Date and time of Arrival: 04/11/2012 20:51  

Date and time of Discharge: 04/11/2012 22:18

Transferring EMS Provider #: unknown; but EMS transported patient

	 ED Stay and Clinical Assessment                        


ED Arrival Date and Time:  04/11/2012 22:47

TTA: no

Time of TTA: N/A

Time of TT Arrival: 

On site: 

Off site: 

Trauma Flow Sheet?: unknown

1st B/P:  41

1st RR: 12

P: 46



GCS:  (Motor): 6

(Verbal): 4

(Eye): 4

Total: 14

RTS:  (GCSTS): 4

(RRTS): 4

(SBPTS): 1

Total: 9

CPR:  no


Airway Management: unknown

BAC test: no

BAC level: 

Assessments:

Patient sustained a penetrating injury; blunt injury

Possible burn injury?

Interventions:

ED Discharge Date & Time:  unknown

ED Disposition:  hospital floor

Transferred out? no

Receiving Facility: N/A

TDH Facility No.: 

Designation level: 

Air EMS Provider No.: 



Air EMS Activation Time: 

Air EMS Arrival Time: 

	Procedures and Diagnosis


Direct admit? unknown

Time of Admission:  

Admitting Physician:  Dr. Smith

Procedures:

Repair of blood vessel with tissue patch graft (39.56)

Control of hemorrhage (39.98)

Toe reattachment (84.25)

Debridement of open fracture site (79.66)

Diagnoses and Injury Severity:

Traumatic amputation of toes, complicated (895.1), AIS of 3

Open fracture of shaft of tibia (823.30), AIS of 3

Open wound of thigh with tendon involvement (890.2), AIS of 2

Injury to saphenous vein (904.3), AIS of 1

Injury to deep plantar vessels (904.6), AIS of 1

ISS: 22

Pre-existing Conditions:

none

	Patient Outcome and Discharge Information


Date and time of Discharge:  04/15/2012 14:51

LOS: 4

ICU LOS: 1

Condition at Discharge: moderate recovery expected

Discharged to:

other

	Billing


Payor:  HMO

Hospital Bill: unknown 

Reimbursement: unknown

	Documentation/QI Process


Trauma flow sheet utilized? unknown

Mechanism of injury documented? unknown

Documentation of assessments present? yes

Documentation of interventions present? yes

Documentation of responses to interventions present? yes

Hourly recording of vital signs present in patient record (beginning with arrival in the emergency department, including time spent in radiology, up to the time of admission, death, or transfer)? yes

Hourly determination and recording of Glasgow Coma Score (GCS) present in patient record (beginning with arrival in the emergency department, including time spent in radiology, up to the time of admission, death, or transfer)? yes

Hourly determination and recording of intake and output present in patient record (beginning with arrival in the emergency department, including time spent in radiology, up to the time of admission, death, or transfer)?  yes

Were resuscitation protocols followed? unknown

Were treatment protocols followed? yes

Were standards of care followed? yes

Was required equipment, which is shared with other departments, immediately available when requested? unknown

Are physician notes present in the patient care record? yes

Did the patient with a GCS less than 14 receive a CT of the head? N/A  

Was a definitive airway established for a comatose patient (GSC<9) before leaving the emergency department?  N/A

Was the patient admitted to the hospital under the care of an admitting or attending physician who was NOT a surgeon? unknown

Was a patient sustaining a gunshot wound to the abdomen managed non-operatively? N/A

Did a patient with abdominal injuries and hypotension (systolic BP < 90) NOT undergo laparotomy within 1 hour of arrival in the emergency department? N/A  

Did the patient undergo a laparotomy over 4 hours after arrival in the emergency department? N/A

Did a patient with epidural or subdural brain hematoma receive a craniotomy over 4 hours after arrival in the emergency department, excluding those performed for ICP monitoring? N/A

Was there an interval of more than 8 hours between arrival and the initiation of debridement of an open tibial fracture, excluding a low velocity gunshot wound? 

no

Was abdominal surgery performed over 24 hours after arrival? N/A

Was thoracic surgery performed over 24 hours after arrival?  N/A

Was vascular surgery performed over 24 hours after arrival?  unknown

Was cranial surgery performed over 24 hours after arrival?  N/A

Was there non-fixaction of a femoral diaphyseal fracture in an adult trauma patient? N/A

Did the patient require re-intubation of the airway within 48 hours of extubation? unknown

Were there delays in the identification of injuries? yes

Was the patient admitted without being examined by a physician?

no

