Hospital

For the purposes of Performance Improvement Only

Privileged and Confidential Pursuant to X.Rev.Stat.Ann.ART4495B 5.06 and Tex.Health & Safety Code 161.032

Hospital:__________________________Trauma Level:____________

Month:__________________________Year:____________________

Total Trauma Activations:




______________________

Patients meeting the highest level of trauma response criteria

Total Trauma Transfers to facilities out of the RAC:
______________________
 

Total Trauma Transfers to facilities within the RAC: 
______________________


Total Trauma Transfers with Length of Stay over 2 hours: _____________________
Time of arrival to Time of Transfer


Explanation:__________________________________________________________

Reasons for Transfer out of the RAC (Check all that apply):

__ Lack of Specialty Physician Capability:

___ Lack of Specialty Service:



___ Neurosurgery


___ Pediatrics



___ Orthopedic Surgery


___ Burn Care



___ Hand Surgery


___ Other:__________



___ Plastic Surgery



___ CV/Thoracic Surgery



___ Other: ___________

___ Issues with ease of Transfer:








___ Delay with accepting physician

__ Lack of Specific Capability:



___ Delay with accepting hospital



___ ICU




___ Issue with method of transfer:



___ Telemetry




___ Air



___ CT capability




___ Ground



___ Other: __________

Did you identify any specific Concerns with Ground EMS Services?

_______________________________________________________

Did you identify any specific Concerns with Airmedical Services?

_______________________________________________________

Did you identify any issues with receiving facilities for transfers?

________________________________________________________

Did you identify any trauma system issues that require further review?

________________________________________________________

Do you have any education needs?

________________________________________________________

Was any specific equipment needed that was not available?

________________________________________________________

Person completing report:________________Contact Number:_______________
