Confidential For Peer Review Purposes Only

HOTRAC Regional Pediatric Performance Improvement Indicators

(Review all deaths including neonates, strokes, transfers out of Region)
Pediatric patients are those patients less than 18 years old who are not pregnant.
Facility Name:  ________________________________

Name of person completing form:  ______________________                  








MR #/Chart #:  __________________________

Admit date: _______________
Discharge date:  _______________

 

Patient Age:  ________       Date of Birth:  _____________

□ Male      □  Female 

Physician(s) involved:

Chief Complaint/MOI: ______________________________________________________________

ED: ____________________________

Patient Diagnosis/ Injuries: _________________________________________________________

       ____________________________
Pertinent Past Medical History:  _____________________________________________________

Other: __________________________

_________________________________________________________________________________
Mode of Arrival:  □ POV
IF APPLICABLE, was CPS notified?     □ Yes   □ No


 

□ Ground _________   □ Air ________
	Performance Improvement FILTER
	YES
	NO
	NA
	COMMENTS

	1.  Did patient require intubation?  

	
	
	
	

	2.  Was pediatric (<18 yrs) patient unstable at the time of transfer?

 FORMCHECKBOX 
  Child < 1 year with SBP < 70 or HR <100 or >190?                               FORMCHECKBOX 
  Child 1-9 years with SBP < 70 + 2X age (in years), HR <80 or >150?

 FORMCHECKBOX 
  Child > 9 years with SBP < 90 or HR < 60 or > 100?


	
	
	
	

	3.  Was patient transferred to a facility outside of TSA-M?  If so,

     Why?_________________________________________

     Where? _______________________________________


	
	
	
	

	4. Was the inpatient readmission unplanned?

	
	
	
	

	5.  Was subsequent visit/inpatient admission within 72 hours of discharge from an Emergency Department visit?

	
	
	
	

	6.  When the decision to transfer is made on an inpatient, was time to transfer greater than 2 hours from referring hospital to a higher level of care facility?

	
	
	
	

	7.  From arrival at the ED, was time to transfer greater than 4 hours from referring hospital to a higher level of care facility?


	
	
	
	

	8.  Was disposition of patient affected by transportation issues? 

	
	
	
	If so, how?

	9.  Did patient die?


	
	
	
	

	10.  Other issues/concerns for review.
	
	
	
	


Mode of Departure:  □ POV     □ Ground _________   □ Air ________

**ALL “YES” RESULTS ARE INDICATORS AND REQUIRE REVIEW

Physician reviewer signature (if required):   _____________________________

Clinical Reviewer signature:  _____________________________

Issue:__________

Date:__________

Committee:____________________
Determination:____________________

Conclusion:__________
Preventability:__________
Corrective Strategy:____________________
Closed:  □ Yes    □ No

Issue:__________

Date:__________

Committee:____________________
Determination:____________________

Conclusion:__________
Preventability:__________
Corrective Strategy:____________________
Closed:  □ Yes    □ No

Issue:__________

Date:__________

Committee:____________________
Determination:____________________

Conclusion:__________
Preventability:__________
Corrective Strategy:____________________
Closed:  □ Yes    □ No

Issue:__________

Date:__________

Committee:____________________
Determination:____________________

Conclusion:__________
Preventability:__________
Corrective Strategy:____________________
Closed:  □ Yes    □ No

Issue:__________

Date:__________

Committee:____________________
Determination:____________________

Conclusion:__________
Preventability:__________
Corrective Strategy:____________________
Closed:  □ Yes    □ No

Issue:__________

Date:__________

Committee:____________________
Determination:____________________

Conclusion:__________
Preventability:__________
Corrective Strategy:____________________
Closed:  □ Yes    □ No

Issue:__________

Date:__________

Committee:____________________
Determination:____________________

Conclusion:__________
Preventability:__________
Corrective Strategy:____________________
Closed:  □ Yes    □ No

Issue:__________

Date:__________

Committee:____________________
Determination:____________________

Conclusion:__________
Preventability:__________
Corrective Strategy:____________________
Closed:  □ Yes    □ No

KEYS:


Committee Review:   Facility Review (FR)
Secondary Review (2() w/ Physician     HOTRAC Physician Advisory Committee (PAC)   

Determination:     DR – Disease Related
PR – Provider Related
SR – System Related
UN – Unable to Determine

Contributing Factors for Provider Related:
DD – Delay in Diagnosis
ED – Error Diagnosis







EJ – Error in Judgment
ET – Error in Technique

Preventability:
NP – Non Preventable
PP – Potentially Preventable

PRV – Preventable

Corrective Strategies:


None

Trend

ER Enhanced Resources
Letter to __________


Education

Counseling
PI Team


Refer to __________


Practice Guideline/Protocol

Discussion with__________
Other_____________


Reviewed by _____________________________     Date _____________


