Golden Crescent Regional Advisory Council 

Performance Improvement Audit Tool


Airmedical Service

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

Agency:______________________________________

Month:______________________Year:_____________

Total Trauma Scene Calls:




    __________

Average Time from Notification to Scene arrival:
    __________

Total Trauma runs with scene times over 20 minutes:    __________

Time from arrival to scene to time to transport (NOT interfacility)

Total patients requiring advanced procedures in flight:   __________

Needle decompression, Chest tube, crich, etc…
Did you identify any specific Concerns with Receiving Facilities?

_______________________________________________________

Did you identify any specific Concerns with Ground Services?

_______________________________________________________

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?

________________________________________________________

Name of person completing report:___________________________

Contact number:_________________________________________

Ground EMS Service

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

Agency:______________________________________

Month:_________________________Year:__________

Total Trauma related runs:




    __________

Total ALS:_________

Total BLS:__________

Total trauma runs with scene times over 20 minutes:
    __________

Time from arrival to scene to time to transport

Number of Airmedical activations



    __________

Number of times necessary to activate airmedical from scene

Did you identify any specific Concerns with Receiving Facilities?

_______________________________________________________

Did you identify any specific Concerns with Airmedical Services?

_______________________________________________________

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?

________________________________________________________

Name of person completing report:___________________________

Contact number:_________________________________________

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:_______________
The Golden Crescent Regional Advisory Council on Trauma (GCRAC) is required by the Texas Department of State Health Services to have a system-wide performance improvement process.  To meet this requirement, the performance improvement committee of GCRAC has been working diligently on a plan.  The committee has been meeting and planning for the past year and some members have visited other RAC’s to observe their processes.  Based on the information that has been gathered, a process has been developed for implementation.

Overall, this process will allow the GCRAC to gather useful data and make improvements in Trauma Service Area “S”.  The data collected will be analyzed for potential system-wide issues and possible solutions.  Information shared for the purposes of Performance Improvement is protected under HIPAA and is protected from discoverability under Texas Health & Safety code 161.032. The data will be presented to the RAC as aggregate and in the context of a system-wide issue.  Further, the members of the GCRAC PI committee are required to sign confidentiality agreements prior to each meeting.  

Performance improvement (PI) is based on data.  System PI will require that ALL members of the RAC participate by providing the request information accurately, completely, and timely.  Participation in system PI is a requirement of being a member in good standing of the RAC.  Non-participation in the system PI will be reported as non-participation in the RAC and could jeopardize funding attached to RAC participation.

This process requires that each EMS and hospital entity report monthly data to the GCRAC PI committee.  The monthly reports should be hand delivered, mailed, faxed, or emailed within 60 days of the completion of the month to any of the members of the GCRAC PI committee:
	Name/Address
	Email
	Fax

	Carolyn Knox

Citizens Medical Center

2701 Hospital Dr.

Victoria, TX 77901
	carolynk@cmcvtx.org
	361-582-5752

	Jeff Payne
Citizens Medical Center

2701 Hospital Dr.

Victoria, TX 77901
	jpayne@cmcvtx.org
	361-582-5752

	Bette Drozd
PO Box 787

Bloomington, TX 77951-0787
	bdrozd@tisd.net
	361-897-1927

	Cherie Brzozowski
Citizens Medical Center

2701 Hospital Dr.

Victoria, TX 77901
	cbrozozowski@cmcvtx.org
	361-582-5752

	Debbie Fishbeck
PO Box 147

Hallettsville, TX  77964
	lcambulance@techisp.com
	361-798-4763

	Marcella Henke
Jackson County Hospital

1013 S. Wells

Edna, TX  77957-4098
	adm@jchd.org
	361-782-5241

	Patricia Henke
1400 N. Texana

Hallettsville, TX  77964
	phenke@lavacamedcen.com
	361-798-4200

	Lisa Price
DeTar Hospital Navarro

506 E. San Antonio Street

Victoria, TX  77901
	lisa.price@triadhospitals.com
	361-788-6684

	Lee Fernandez
PHI Airmedical

2701 Hospital Drive

Victoria, Texas  77901
	lfernandez@phihelico.com

	261-582-5752


Please submit this information to any RAC PI Committee Member within 60 days of the close of the month.


