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Instructions

The pre-review questionnaire consists of four categories considered critical to the success of a trauma program: Facility Organization, Facility Capabilities, Clinical Qualifications and Performance Improvement / Prevention. To fill in the answer click on the shaded box after each question.
Complete the pre-review questionnaire and attach the required documentation. Descriptions of various aspects of your facility’s trauma program are requested. The purpose of the descriptions is twofold; to ensure the minimum criteria are in place before the site visit and to allow the site reviewers to become familiar with how your institution “does business” with respect to trauma care before they arrive at your facility. For these reasons, be brief yet detailed in your descriptions. When completing the forms, copy and attach additional pages, if necessary. Mark the attachments clearly as indicated in the pre-review questionnaire.
Contact Trauma System Manager as listed on the title page of this document for assistance if you have questions while completing this application.
When you have completed the pre-review questionnaire and assembled the attachments, submit by either of these two methods: 
1) Email the pre-review questionnaire, then collate and mail the attachments to the Trauma System Manager at the address on the title page.

2) Complete the pre-review questionnaire in hard copy, collate the attachments, mail three (3) copies of both to the EMS and Trauma Systems Section at the address on the title page.
Trauma Hospital Profile

     
Name of Facility

     
     
     
Address

     
Chief Executive Officer
     
Phone #

     
Email Address

     
Application Date
Initial Designation      
Redesignation      
General Facility Information
1. Number of licensed hospital beds:       
2. Number of staffed hospital beds:       
3. Average facility occupancy rate:       
4. Number of beds in the emergency department:       
5. Number of critical care beds:       
6. Number of operating rooms:       
7. Number of PACU beds:       
Trauma Information

1. Specify the 12 month period used to respond to these questions.      
2. Indicate the number of patients seen in your emergency department during the review year.       
3. Indicate the number of injured patients seen in your emergency department during the review year.       
4. Indicate the number of injured patients meeting trauma registry criteria that were seen in your emergency department during the review year.       
5. Indicate the number of trauma patients (those meeting trauma registry criteria) seen in your emergency department that were transferred to another hospital.       
6. Indicate the number of trauma team activations during the review year.      
7. Indicate the number of trauma deaths (meeting trauma registry criteria) at the facility in the past 12 months?      
Community Information

Population of:
City      
County       
 Hospital service area       
Facility Organization
1) Hospital Commitment
a) Attach a copy of a resolution by the governing board indicating the facility’s commitment to the hospital’s trauma program and desire to provide the resources necessary to become and sustain Community Trauma Hospital designation by the State of Montana labeled as ATTACHMENT #1. The board resolution must be current within the last three years. 
b) Attach a copy of a resolution from the medical staff supporting the hospital’s trauma program and designation by the State of Montana labeled as ATTACHMENT #2. The medical staff resolution must be current within the last three years.
2) Trauma Program

Attach an organization chart illustrating the position of the trauma program labeled as ATTACHMENT #3.

3) Trauma Team Roles and Responsibilities

Attach a copy of the trauma team roles and responsibilities labeled as ATTACHMENT #4.

4) Trauma Team Activation

Attach a copy of the trauma team activation protocols/policies labeled as ATTACHMENT #5.

5) Trauma Flowsheet

Attach a copy of the emergency department trauma flowsheet labeled as ATTACHMENT #6.
6) Trauma Program Medical Director
Attach a copy of the trauma program medical director job description labeled as ATTACHMENT #7.

7) Trauma Coordinator
Attach a copy of the trauma coordinator job description labeled as ATTACHMENT #8.
8)   Trauma Transfer 
a) Attach a copy of the interfacility transfer guidelines labeled as ATTACHMENT #9. 
b) Attach copies of the transfer agreements for hemodialysis, burn care and acute spinal cord injury. A comprehensive transfer agreement with a Regional Trauma Center may suffice for hemodialysis and acute spinal cord injury if that trauma center has the required capabilities. Transfer agreement with a burn center is also needed. Label all transfer agreements as ATTACHMENT #10.

9)   Disaster Preparedness
a) Is there a written disaster plan that is updated routinely?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

b) Does the facility participate in community disaster drills?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
Trauma Medical Director

Name:       
1. Medical school:       
2. Year graduated:       
3. Residency location:       
4. Board certified?    
   

      FORMCHECKBOX 
Yes     FORMCHECKBOX 
No    Date:            Specialty:      
5. Boards in progress?  

      FORMCHECKBOX 
Yes     FORMCHECKBOX 
No    Date:            Specialty:      
6. ATLS verified?


      FORMCHECKBOX 
Yes     FORMCHECKBOX 
No    Expiration Date:       
7. Other trauma related education:      
8. Describe clinical experience with trauma care.       
Trauma Coordinator

Name:       
1. Telephone number:       
2. E-mail address:       
3. Education:
a. Associate of Nursing Degree:   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No    Year:      
b. Bachelor Nursing Degree:
  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No     Year:      
c. Master’s Nursing Degree:
  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No     Year:      
d. Other:
     


  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No     Year:      
4. Amount of hours allocated to the trauma program:       
5. Trauma related education:       
6. Describe clinical experience with trauma care.       
Facility Capabilities
1) Describe how the local EMS system functions including medical direction and facility participation in EMS education and performance improvement.  
2)  General Surgery

a)  Describe how the hospital provides for general surgeon coverage. Include a description how the hospital will monitor compliance for the surgeon response time. 
b)  If there are times when no general surgeon is on-call, describe the plan to notify transferring facilities that surgeon is not available to the community. 
c)  Describe the process used to notify the surgical team for emergent trauma cases. Include 1) who responds 2) how they are notified 3) the response time criteria established by the hospital and 4) how the response criteria are monitored for compliance. 
3)  Anesthesia

Describe anesthesia coverage including how the response time criterion is monitored for compliance. 
4)  Orthopaedic Surgery

Describe the orthopaedic coverage and types of orthopedic surgical cases that are admitted to this facility and those that are transferred. 
5)  Emergency Department
a) Describe how the emergency department is staffed by nursing personnel and medical provider coverage. Describe the process used to monitor compliance with response time criteria for the medical provider if on-call coverage is provided.      
b)  Does the emergency department have the required equipment for resuscitation of patients of all ages as outlined in the Montana Trauma Facility Resource Criteria?  FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
6)  Radiology

a)  Is computed tomography available 24 hours/day?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

b)  Describe how the radiology department is staffed and the process used to monitor response times for on-call coverage. 
c)  Describe the radiologist coverage. 
7)  Clinical Laboratory

a)  Is the lab capable of 1) standard analysis of blood, urine and other body fluids including micro sampling 2) blood typing and cross matching 3) coagulation studies 4) blood gas and ph determination and 5) microbiology 24 hours/day?  FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
b)  How much blood and of what type is kept in-house? 
c)  Is fresh frozen plasma stocked in the department? 
d)  If both blood and FFP are available, is there a massive or rapid transfusion guideline?             FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
8)  Operating Room
Describe how the OR is staffed and the process used to monitor response times for on-call coverage. 
9)  Post Anesthesia Care Unit (PACU)

Describe how the PACU is staffed and the process used to monitor response times for on-call coverage. 
10)  Intensive Care Unit (ICU)
a)  Describe how the ICU is staffed. 
b) Describe the types of trauma patient that are admitted to the ICU. 
11)  Respiratory Therapy

Is respiratory therapy in-house or on-call 24 hours/day.  FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
Clinical Qualification for Trauma Medical Providers
	Name of Medical Provider 
	Board Certification/Specialty
	ATLS expiration date
	Hours of continuing trauma education in the last 3 years
	% Attendance at multidisciplinary trauma committee / peer review meetings

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


Nursing
a) Percentages of emergency department nurses with 8 hours of trauma related education annually.       

b) Percentages of ICU nurses with 8 hours of trauma related education annually.       

c) List the trauma related education for nurses.      
Performance Improvement and Prevention
1) Performance Improvement (PI) Program

Describe the PI program with respect to trauma care. Specifically, describe how trauma patients are identified, how issues related to trauma care are found, how issues are addressed or action plan development, and how the issue continues to be followed to assure how the action plan was successful.       
2) Multidisciplinary Trauma Review

Specify 1) the frequency of multidisciplinary trauma review meetings and 2) the disciplines involved.      
3) Trauma Peer Review

Specify 1) the frequency of trauma peer review meetings and 2) the disciplines involved.      
4) Injury Prevention

a) List and describe the injury prevention activities the facility is involved with.      
· ON SITE PLEASE HAVE THE PERFORMANCE IMPROVEMENT DOCUMENTATION WITH EACH MEDICAL RECORD TO BE REVIEWED.

· PLEASE HAVE ALL MEETING MINUTES WITH ATTENDANCE RECORDED

Signature Page

I hereby make application on behalf of this hospital for designation in the State of Montana as a Community Trauma Hospital. 

I certify that:

· I have read and understand all of the criteria requirements contained in the Montana Trauma Facility Resource Criteria and this facility meets or exceeds the criteria for Community Trauma Hospital set forth therein. 

· The facility will continue to maintain all criteria required of a Community Trauma Hospital.
· I will immediately notify the Department if the facility becomes unable to provide trauma services commensurate with its designation level for a period of more than one week.

· All information provided in or with this pre-review questionnaire is truthful and accurate to the best of my knowledge.

· All responses to the questions are full and complete, omitting no material information.

· I understand that all data submitted in or with this pre-review questionnaire, is public.

· I will allow representatives of the Department of Public Health and Human Services to perform on-site reviews of the hospital to assure compliance with designation standards for the State of Montana.

· Pursuant to the articles of incorporation, bylaws, or resolution of the board of directors that I am authorized to submit this pre-review questionnaire on behalf of the hospital.

[image: image2.wmf]I make the above assertions.


[image: image3.wmf]I do not do not make the above assertions.


CEO Signature      
Documentation Checklist
Please collate and clearly label the attachments.

 FORMCHECKBOX 
  Attachment #1: Resolution from governing board

 FORMCHECKBOX 
  Attachment #2: Resolution from medical staff

 FORMCHECKBOX 
  Attachment #3: Organizational chart
 FORMCHECKBOX 
  Attachment #4: Trauma team roles and responsibilities
 FORMCHECKBOX 
  Attachment #5: Trauma team activation protocol/policy

 FORMCHECKBOX 
  Attachment #6: Trauma flowsheet
 FORMCHECKBOX 
  Attachment #7: Medical director job description
 FORMCHECKBOX 
  Attachment #8: Trauma coordinator job description
 FORMCHECKBOX 
  Attachment #9: Trauma transfer plan/protocol
 FORMCHECKBOX 
  Attachment #10: Interfacility transfer agreements
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