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The purpose of this manual is to complement the offering by 
American College of Surgeons’ Committee on Trauma enti-
tled Resources for Optimal Care of the Injured Patient 
( known as the GOLD BOOK), published in 1999 and subse-
quent amendments to the gold book published in June 2000.  
This manual is designed to provide an online handbook of 
practical suggestions and examples of performance im-
provement applications for trauma. This document reflects a 
variety of definitions, models, and examples. The American 
College of Surgeons Committee on Trauma (ACS COT) 
does not endorse any specific model, definition, or example 
over another. 
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I.     OVERVIEW 
       A. What is in this manual? 

This manual contains an informal but structured review of some 
important definitions that have emerged in the maturation of 
� qualitology,� followed by discussion of guidelines, protocols, and 
pathways. A review of personnel, hospital-wide integration, � JCAHO-
speak,� patient safety and registries will lead to an assessment of 
outcome and process measures. Explanations of corrective action 
plans and loop closures will be followed by practical examples of PI 
in action.    

       B. Performance Improvement 
� Performance Improvement� (PI) is a term recommended by the Joint 
Commission on Accreditation of Healthcare Organizations (JCAHO) 
to describe the continuous evaluation of a trauma system and trauma 
providers through structured review of the process of care as well as 
the outcome.   Several recent published reports (Nov 99, Mar 01) by 
the Institute of Medicine on errors in medicine and the national 
attention directed toward patient safety has given new energy to PI. 
 
Before starting, it is useful to review some realities: 
1. Nobody has an ideal trauma program. 
2. Most programs struggle with PI. 
3. No precise prescription for PI exists. 
4. The trauma surgeon must lead. 
5. The effort must be multidisciplinary. 
6. The trauma PI programs can set the PI tone for the health care 

organization. 
7. Adverse outcome does not always indicate bad care. 
8. The focus should be on opportunities for improvement rather than 

on problems. 
9. Most errors are related to system failure. 
10. Timely collection and analysis of meaningful data are great 

challenges. 
11. A solid trauma PI program provides leverage for obtaining 

needed resources. 
12. Trauma PI is most effective when integrated with hospital-wide 

(system-wide) PI. 
13. The trauma program should be familiar with JCAHO 

requirements for PI and current initiatives for patient safety as 
promoted by the Institute of Medicine. 

14. PI will benefit from the advances in information technology. 
15. Current interest exists in evidence-based guideline-derived PI. 
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       C. Trauma Center Verification 
1. Several terms have emerged to describe a formal 

acknowledgment of meeting the standards of a trauma center.  
Verification, Accreditation, and Designation are variably used 
throughout the United States by state, county, and EMS agencies 
to denote successful compliance with standards required by a 
particular � certifying� agency.  Most of these agencies use the 
ACSCOT publication ( Resources for Optimal Care of the 
Injured Patient, and it�s amendments as published on the ACS 
web site at www.facs.org)   as a basic framework for required 
standards. 

2. The Verification Review Committee (VRC), a subcommittee of 
ACSCOT, was established in 198?  to assist in improving the 
care of injured patients through a system of on-site consultation 
and verification reviews.  The verification of a trauma center 
identifies that the center has met all of the criteria offered by the 
Optimal Resources Document.  As an extension of the executive 
committee of the ACSCOT, the VRC works closely with the 
executive committee to insure consistency and fairness in the 
review process. 

3. The VRC has expectations of a Performance Improvement 
Program (PIP) for successful verification as a trauma center.  
The reviewers measure PIP maturity, effectiveness and 
identification of loop closures of patient care and system issues.  
Specific expectations include: 

a. A multidisciplinary peer review 
⇒ Trauma Medical Director leads 
⇒ Trauma panel general surgeons (min attendance requirement 

of 50% for each of the core general surgeons. (Core group to 
be determined by the Trauma Medical Director) 

⇒ Representatives from (required minimum attendance of 50% 
for each) 
• Orthopedic Surgery 
• Neurosurgery 
• Emergency Medicine 
• Anesthesia 
• Trauma nursing 

⇒ Goals 
• Review selective deaths 
• Review complications 
• Discuss sentinel events 
• Review system issues of a peer review nature 

⇒ Objectives 
• Identify and resolve problems 
• Trigger new policies/protocols 
• Representatives act as conduits to their departments 
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b. A multidisciplinary system review 
⇒ Trauma Medical Director 
⇒ Trauma Nurse coordinator/program manager 
⇒ Representatives from (suggested minimum attendance of 

50% each) 
• General Surgery Trauma Panel 
• Subspecialists as listed above 
• OR, ED, Blood Bank, Radiology 
• Pre-hospital, Rehab, Social Service 
• Administration 
• Trauma Registry 
• Other 

⇒ Purpose is to review and resolve any non� peer review system-
related issues 

c. Documentation of the following: 
⇒ Minutes reflecting attendance and actions of multidisciplinary 

committees 
⇒ Use of audit filters (ACS) or hospital-specific to monitor 

performance 
⇒ Use of trauma registry to monitor performance 
⇒ Classification of deaths and complications 

• Preventable 
• Potentially preventable 
• Non-preventable 

d. Demonstration of at least two or three examples of loop 
closures. 

⇒ Performance monitored (process and outcome) ◊  filters, 
registry, rounds, etc. 

⇒ Problems/ issues identified 
⇒ Analysis 
⇒ Corrective action 
⇒ Demonstration of resolution of problem/issues 
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II.   DEFINITIONS 
       A. Complication 

Any event that deviates from an anticipated uneventful recovery from 
illness or surgery (see pp. 74� 76, Resources for Optimal Care of the 
Injured Patient: 1999). 

Comment: Hypothermia and coagulopathy on admission after major 
trauma are usually not complications, but admitting diagnoses. 
Hypothermia or coagulopathy after initial resuscitation may be 
complications. 

       B. Disease-related 
An event or complication that is an expected sequele of a disease, 
illness, or injury. 

Comment: For example, intra-abdominal abscess after damage 
control laparotomy, despite good surgical technique and appropriate 
antibiotics. Other examples frequently include issues related to: 

⇒ Infectious events� Urinary tract infection after prolonged, but 
necessary urethral catheter 

⇒ Pulmonary (noninfectious)� Adult respiratory distress 
syndrome (ARDS) from injury despite best available 
treatment 

⇒ Organ failure (pulmonary, renal, liver)� Renal failure despite 
preventative efforts 

⇒ Cardiovascular events� Atrial fibrillation after appropriate 
fluid resuscitation 

⇒ Neurologic events� Intracranial hemorrhage during 
appropriate therapy 

⇒ GI events� Ileus after injury, or stress ulcer bleed despite 
appropriate prophylaxis 

⇒ Hematologic events� Anemia after unavoidable blood loss in 
the field 

⇒ Dermatologic events� Skin-sloughing over area of severe 
contusion; for example, in the elderly 

       C. Morbidity 
Any deviation from normal health that may be a result of a 
complication or may be preexisting (sometimes called a comorbidity 

Comment: ARDS is usually a complication, whereas chronic 
obstructive pulmonary disease is a comorbidity. Distinction must be 
made for more accurate risk adjusting and outcome benchmarking. 

       D. Non-preventable 
An event or complication that is a sequela of a procedure, disease, 
illness, or injury for which reasonable and appropriate preventable 
steps have been taken. 
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