Transfer Diagnoses: Topics for discussion at CTN
Historically the department has captured the diagnosis at a particular facility. For example a level III diagnosed a patient with rib fractures 3-6 on the right. The patient subsequently transferred to a level I and was diagnosed with right rib fractures 3-8 and a pulmonary contusion. The level III could only submit right rib fractures 3-6 because that’s what they diagnosed. Several years ago the field DIAGNOSIS_LOCATION was added to the registry dictionary. This allowed facilities to enter diagnoses from a higher level of care, for accuracy, and whether it was captured HERE-Your facility or OTHER-Other facility. It also came with specific instruction to code OTHER injury with an AIS terminal digit of .9. The terminal digit of .9 meant that the software’s auto-calculation for ISS would not sum the injury diagnoses from the OTHER field. The vast majority of facilities in Colorado only used c-d-m as their software vendor. 
Colorado now has many software vendors. The ISS calculation depends on the submission of accurate AIS codes to determine an ISS. The software does not consider the DIAGNOSIS_LOCATION field in its calculation when submitted to the state. The registrars rarely code those injuries from an OTHER location with a terminal digit .9.

If lower level facilities capture injuries from a higher level of care and they are auto calculated with a higher ISS then the lower level facility has the potential to present inaccurate data. For example, a level III diagnosed 6 rib fractures from blunt force trauma (ISS=9). Patient is then transferred to a higher level of care that has the capability to do CT angiogram of the vertebral arteries. The higher level of care finds bilateral vertebral artery thrombi with neurological deficit (ISS=25). The level III did not diagnose or treat the injury. 
Lower level facilities could potentially benchmark their data based on severity scores that are inaccurate. 

· There is potential for data analytic error if the state allows facilities to submit injury diagnosis from a higher level of care
· Lower level facilities will have inaccurate process measure matrices if their data captures higher level injuries

· Lower level facilities should capture the injuries they diagnose otherwise undertriage formulation data would be inaccurate

· Resource utilization would be inaccurate for higher ISS scores that were not diagnosed or treated at a lower level facility

A lower level facility should feel comfortable collecting any data they feel is pertinent to their facility’s performance improvement or patient safety. The department would encourage any facility to collect any such data but, the state requirement remains the same.

Transfer Scenarios and Topics for Discussion

Patient presents to level III with a syncope and fall. Patient is confused and a CT head is performed. CT head negative. Level III decides to transfer the patient to a level I for medical work up and neurological consultation. The only traumatic diagnosis is a laceration above eyebrow. This patient is not transferred to a higher level of care for trauma and would not be included in the level IIIs registry. The level I then calls the level III to say that they found a hip fracture in this patient. Does the level III now go back and put that patient in the registry for a diagnosis found at a higher level of care?

· Staff notes: The level III would not include this patient in the registry because they did not diagnose the injury and did not transfer the patient for trauma. The level I would capture the patient. The level III must however PI the missed injury.
From Lisa Buckman: Our question really comes from the transfer of an acute trauma patient because of a serious injury that is found to not have an injury. We are wondering how facilities such as Children’s are handling this in their registry. This would be a trauma discharge that would meet state inclusion criteria because it’s a transfer, but there’s no injury. Does the transferring out facility code to the injury they thought the patient had?

· Staff notes: The lower level facility that transferred the patient includes the patient if it has a definitive diagnosis. There must be some documentation of an injury even if it is superficial. Suspected, probable, maybe or I think, are not examples of definitive diagnosis. 

For example: 3 year old with multiple contusions is transferred to a higher level of care for suspected NAT. The lower level of care includes in the registry because the patient has contusions and is transferred to a higher level of care for trauma. The higher level of care interviews the parents and NAT is ruled out. “The kid just falls all the time”. Full body bone scan is negative and the patient is discharged from the ED. The higher level of care does include that patient in the registry with a diagnosis of contusions.
 Information should be downloaded to the state registry from both the transferring facility and the receiving facility for any patient transferred (even if the patient is discharged from the ED of the receiving facility).5
·  Patient transfers from a ski clinic level V. Ankle sprain rule out fracture. At the higher level of care the ankle fracture is ruled out. The patient is included at both levels of care with a definitive diagnosis of ankle sprain if it is documented. 

· Patient transfers from a level III with high mechanism of injury like a rollover MVC. Work up at the level III shows no definite injury. “Suspected concussion” Patient transfers to a higher level of care. They discharge from the ED with no injury diagnosis other than suspected closed head injury. Neither facility can put that in the registry because there is no codeable injury. 

· A level IV transfers a patient after a fall. The only injury is a laceration above the eyebrow. The patient is being transferred to a higher level of care for medical work up of their syncope. This is not a patient that is included in the registry from both facilities. Although the patient has a definite injury their principal diagnosis is not trauma.
“Principal diagnosis of trauma” means that the reason for the patient’s admission was for care of their traumatic injuries. Patients with minor injuries who are admitted primarily for work-up of medical problems, dealing with placement or social issues are not considered to be trauma patients.
