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OBJECTIVES

Identify strategies to enhance 
communication between the 
Trauma Team and the Hospital 
Multidisciplinary Teams

Understand the tools and 
strategies that enhance team 
organization and facilitate optimal 
loop closure

Identify strategies to implement 
and maintain optimal loop 
closure



BACKGROUND

• Level II Trauma Center

• Northern California

• Wine Country 

• Trauma Volume: 3,446

• Admits: 1,879

• MOI: #1 GLMF, #2 MVC



PI TEAM

• Total FTE 3.8

• Blended positions WFH and In Office



LOOP CLOSURE

Presenter Notes
Presentation Notes
50% of hospitalist don’t pass verification because of their loop closure. The ACS essential states that loop closure is where a identified problem leads to a corrective action, which is then continuously monitored and documented to ensure it has resolved the issue and prevented recurrence. But not everything needs a formal A3/project plan written. I think we know what cases or data triggers huge projects, I don’t think that is where most places have issues, its with the day to day. So, I am going to show you our day to day and how loop closure is intertwined throughout our day



ISSUES IDENTIFIED

• Sign-Out

• Teams Messenger

• To be time efficient not everyone needs 
to be there.

• ICU Rounds

• In Person



TRAUMA TEAM COMMUNICATION – PI LOG



PI DICTIONARY



COMMUNICATING EFFECTIVENESS OF 
THE PIPS PLAN



COMMUNICATING EFFECTIVENESS OF 
THE PIPS PLAN



PHYSICIAN FEEDBACK (INTERNALLY)



TRANSFER OUT FOLLOW UP 
COMMUNICATION



TRANSFER IN FOLLOW UP

• TPM sends an email at the end of the 
month, and it’s the responsibility of the 
OSF to request more details

• PIRN can also use a referring facility issue 
filter and follow up with the OSF

• If a OSF contacts us for a DC summary, 
we put that information into DI (Transfer 
in F/U filter) for loop closure. We also 
save the email to the patients e file 
showing that we sent the follow up.



MORTALITY REPORT OUT



QUATERNARY REVIEW



E-FILE

• We add everything to the E-File, even if 
you think its insignificant we add it. 



REGISTRY

• NSA
• P1 closures

• Case closed in P1. NSA with ISS<9, surgical consult, and nelson score >4. No 
need for TMD review.

• For Cases Referred to P2 review:
• Consent closure: All NSA cases were thoroughly reviewed and discussed through 

primary review and secondary review and deemed care appropriate. Case closed. 
• Transfers to HLOC

• P2
• All higher level of care transfer cases were thoroughly reviewed through the PIPS 

process. Placed on Secondary Agenda for transparency.
• Peer

• All consent closure cases were thoroughly reviewed and discussed through 
primary and secondary review and deemed care appropriate. Cases referred to 
Peer Review as Consent Closure.

• Death/DC to Hospice
• P2

• Case reviewed. Case determined mortality without OFI per TMD. Referred to 
peer review as consent closure.

• Peer
• All consent closure cases were thoroughly reviewed and discussed through 

primary and secondary review and deemed care appropriate. Filter closed.



REGISTRY



PEER MINUTE’S STANDARD LANGUAGE

• Event with OFI

• Determination: The TMD and members of the committee deemed this case as event with identified opportunity for 
improvement.  OFI =…  The committee agreed that care was acceptable with reservation. 

• Action: Education in the form of case review was provided to committee members within the Peer meeting. The filter 
is closed. The issue will continue to be tracked and trended via the Trauma Dashboard for opportunities to protect and 
benefit future trauma patients to mitigate or prevent similar or future events.  

• Determination: The TMD and members of the committee agreed that care was not acceptable. 

• Action: The issue is currently being addressed for the protection and benefit of future trauma patients to mitigate or 
prevent similar or future events through policy update and review and improved provider communication.  The 
filter/case will be open pending the action items. 

• Event with no OFI

• Determination: The TMD and the members of the committee agreed that care was appropriate given all factors 
involved. There were no opportunities for improvement identified.  Care was acceptable. 

• Action: Education in the form of case review was provided to committee members within the Peer meeting. The filter 
is closed. The issue will continue to be tracked and trended via the Trauma Dashboard for opportunities to protect and 
benefit future trauma patients to mitigate or prevent similar or future events.  



TIMELINE













KEY TAKE AWAYS

Be hypervigilant about dates and times 
of when conversations happened.

Utilize a dictionary with standard 
language 

Standardize your minutes language

Save everything

Not everything needs a full corrective 
action plan



THANK YOU

• Meaghan.Carroll@providence.org
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