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Disclosures

Salary support for MTQIP from BCBSM/BCN

• Anne Cain-Nielsen
• Mark Hemmila
• Jill Jakubus
• Judy Mikhail
• Sara Samborn



No Photos Please



New Members

• Bronson Battle Creek
• Henry Ford West Bloomfield
• Metro Health
• MidMichigan - Gratiot
• Providence Novi 
• Spectrum Zeeland



Data Submission

• Due: June 7, 2019
• Minimum interval: 11/1/17 – 2/28/19
• First submissions: 1/1/16



State of Michigan Collaboration – All 

• Region report summer 2019



State of Michigan Collaboration – Level 3

• Center report summer 2019 
• Data validation (n=5) 



AIS 2015

• Vendors pending AAAM to provide the annual 
license cost

• MTQIP requests transition in unity



Filters

• No filter application to MTQIP data submission
• Consistent collaborative cohort formation
• NTDS button is only for NTDS



Performance index

• Review head CT and open fracture lists
• Only able to provide credit for data received



New Educational Videos

https://www.youtube.com/channel/UCJO9gOW0bSg1mrc_MUdJ4dQ

https://www.youtube.com/channel/UCJO9gOW0bSg1mrc_MUdJ4dQ


New Online Analytics – Open Fracture

Status - UAT



New Online Analytics – Head/Brain CT

Status - Development



MACS – Michigan Acute Care Surgery Project

YOU



MACS – Michigan Acute Care Surgery Project

Trauma

General Surgery –
Operative

Registry

ArborMetrix

General Surgery –
Non + Operative 
(appendicitis, gall bladder disease, SBO, ventral hernia, emergent ex lap)

ArborMetrix + 
Qualtrics



MACS – Michigan Acute Care Surgery Project

vs.

Appendicitis

High 
Prevalence + High 

Cost + High 
Variability = OFI



Evaluations June 2018 Meeting

• Thank you (n=56)
• Feedback-based changes implemented



Evaluations
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Alcohol &
Trauma

Welcome Orthopedic
Injury Coding

AAAM Coding
Diagnoses

Challenging
Questions

Presentation Quality by Topic

Registrar MCR



Improve facility audio

Missing info (Oct/May)

Bigger slides

Talking makes me anxious

Use data abstraction scenarios

Add interactive activity

Facility changed to Marriott 

Slides online

Format changed to 16:9

Collaborative learning, poll

Care withdrawal scenarios

Breakout activity

Solutions



Test Poll

• Web browser (preferred)
• PollEv.com/mtqip910
• Enter your name

• PollEverywhere app
• Text

• Number = 22333
• Text = MTQIP910



Powered by



Powered by



Survey June 2019 Meeting Planning

• Thank you (n= 32)
• Feedback-based agenda



Topics (n=32)
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Topics (n=32)

• Variance TQIP/MTQIP
• Withdrawal of life sustaining treatment
• Open fracture measures
• Challenging cases



Would you like to present? (n=32)

0         5         10       15       20        25       30

Yes

No



Research in Progress

Center PI Topic Phase
Detroit Receiving Oliphant Not further specified: unclassified 

orthopedic injuries in trauma 
registries, cause for concern?

Presented Academic Surgical 
Congress (Feb 2019). Manuscript 
in progress.

Henry Ford Johnson EMS vs. private car effect on 
outcomes

Analysis

Michigan Medicine Wang Injury prevention in vunerable 
populations

Analysis

Michigan Medicine Jakubus Data validation in benchmark 
reporting and modeling

Resubmission

Michigan Medicine Goulet Resource, outcomes, and care 
variation in IHF

Methods

Providence Hospital Lopez TXA in trauma Analysis
Providence Hospital, Spectrum 
Health, St. Joseph Mercy, Michigan 
Medicine

Iskander, Lopez, 
Jakubus, Wahl

Optimal timing head CT’s for geriatric 
falls

Analysis

Spectrum Health Chapman Outcomes in operative fixation of rib 
fractures

Propensity analysis

St. Joseph Mercy Hecht VTE type for trauma patients Analysis



Appreciation



Trauma and Forensic Medicine

Kristi Diephouse
10:20



6/7/2019

Forensic Nursing and the 
Trauma Patient
Kristi Diephouse BSN, RN, EMT-P



No Declarations

• However, my CV is available upon request 

316/7/2019



326/7/2019

Common Responses

• That’s so cool!
• That’s SANE…..right?



336/7/2019

Forensic Nursing from a Research Perspective



Forensic Nursing is…..

•Integration of nursing care for those affected by violence
•Intersection of health care and legal needs
•Trained to assess, collect evidence, provide expert care 
•Function as an expert in the legal system.

346/7/2019



Forensic Nursing is…..

• SANE
• Emergency Management
• Disaster Assessment and Recovery
• Death Investigation
• Care of Vulnerable Populations

356/7/2019



Recognition of Vulnerable Populations

• Recognition
• Documentation
• Resource Availability
• Coordination of Care

366/7/2019



Vulnerable Populations and You

• Vulnerable populations are viewed by us every day
– Geriatrics
– Assault
– Orthopedic Fractures
– Traumatic Head Injuries
– Head Bleeds

• Injuries are not just physical – but emotional, financial, social

376/7/2019



MCR’s and Registrar’s Unique Role

• See whole picture
• Ability to see patterns of injuries and behavior
• Able to be aware
• Able to ask questions
• Ability to educate on the importance of documentation
• Do all the pieces fit?

386/7/2019



The future of Forensic Nursing

• Joint position statement to 
help in the care of patients 
who experience…

• IPV
• Human Trafficking
• Strangulation
• Assault
• SANE
• Evidence collection in 

the ED

396/7/2019



Thank You!

406/7/2019



State of Michigan Reporting
Z-Scores Explained

Anne Cain-Nielsen
10:40



Level III Reports



Overview

• State of Michigan and University of Michigan
• Bi-annual reports (winter, summer)
• Data from participating Level III centers only
• Reports include:

• Comparison of admissions, transfers, patient characteristics
• Risk-adjusted outcomes
• Data from Jan 2016 onwards

















Risk-adjusted outcomes

• Outcomes: 
• Mortality
• Mortality/Hospice
• Serious or Major Complications 
• Transfer < 12 hours

• Cohorts: 
• All patients
• Patients ≥ 65
• Isolated hip fractures
• All patients, excluding transfers out



Level I/II Reporting         Level III Reporting

• BCBSM, U of M, ArborMetrix
• Risk- and reliability-adjusted

• Broad risk adjustment 

• ISS 5+, age 16+
• ### reported outcomes
• Tri-annual Box reports
• 24/7 web access

• State of Michigan and U of M
• Risk- and reliability-adjusted

• Basic risk adjustment

• Includes all ISS, all ages
• 4 reported outcomes
• Bi-annual Box reports
• No web access



Questions?



Z-scores Explained



Performance index measure



Goal

We want to answer the (important!) question: 
Is my hospital improving over time? 



Goal

We want to answer the (important!) question: 
Is my hospital improving over time? 

How would you answer this question?



We are interested in trends.
The z-score tests whether a trend exists.



What does my trend look like? 

• Am I trending upwards, downwards, or flat?
• How do we know?
• Let’s try just looking at the data first.



Who is improving more?
Site #1 Site #2



Same slope, different variability
Site #1 
High variability

Site #2 
Low variability 



Testing for trend

• Visual inspection only gets us so far.
• We can test whether our trend is actually going downwards (or 

upwards). 
• We need: 

• Slope of the trend line
• Measure of the variability around that trend line



Calculation

• Test for whether trend over time is flat. 
• (Whether the slope of the line for time = 0). 

Z = Slope / Variability around slope 
Z = βtime /  se(βtime)

*Note: Slope will be negative for downwards trends
*Note: Z will be bigger (farther from 0) if variability is small



Site #1 
High variability

Site #2 
Low variability 

Z = slope / standard error of slope
Z= -0.25 / 0.3
Z = -0.83

Z = slope / standard error of slope
Z= -0.25 / 0.05
Z = -5.0



Z-score follows a normal distribution

7/10 points 5/10  points 10/10 points 



Me vs Me

• Calculations use your hospital’s data only
• Adjusts for your patients’ injury severity, ED vitals, comorbidity 

burden, demographics



Top 5 Most Difficult Complications

Melissa Cunningham
11:00



Uncomplicating
Complications

Melissa Cunningham, MSN, RN, CEN, TCRN
Lauren Paselk, RN, BSN

MTQIP Clinical Reviewers
Ascension St. John Hospital



69

To be honest….

We are not experts, we just play them on TV

Please always refer to the dictionaries for the definitions 
and inclusion criteria.

Disclosures
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Hospital Events

Complications

• Where do I start?
• How do I know?
• Where do I look?
• Tips and Tricks 
• Just because someone says it 

is, it doesn’t mean it is 



71

Hospital Events 

Complications
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Hospital Events

Complications
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Top Five Errors in Validation Visits

Complications

• Pneumonia 6.1%
• Unplanned Intubation 4.9%
• Pressure Ulcer 3.3%
• Unplanned admit to the ICU 1.9%
• Catheter-associated Urinary Tract Infection (CAUTI) 1.6%

• CAUTI is overcaptured significantly more than undercaptured
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Pneumonia

Hospital Events
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Pneumonia

Hospital Events

• Is there a positive culture?
• Blood or sputum (transtracheal aspirate)
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Pneumonia

Hospital Events

• But wait…………

• You must look deeper to investigate if it is a contaminant
• Ask those questions
• Look at the MAR to see if therapy is provided (Abx days)
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Pneumonia

Hospital Events 

• Are there changes in sputum?
• New onset purulent sputum
• Change in character

• Infectious Disease Consult/Progress 
Notes
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Pneumonia 
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Pneumonia

Hospital Events 

• Progress/ Consult Notes
• Assessment flowsheets

• Respiratory Assessment 



80

Pneumonia

Hospital Events
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Hospital Event

• If the patient meets for VAP collect for pneumonia too!!!!!

• Patients may meet for pneumonia but not VAP
• Just because they are intubated does not = VAP

If they have a VAP they have pneumonia

Pneumonia 



82

POP QUIZ

Unplanned Intubation 

• A patient with multiple injuries gets intubated in the ICU for 
increased agitation/impending DTs. The patient goes to the OR 
the same day for operative repair of a fracture. He requires re-
intubation post operatively within 12 hours of the OR for 
respiratory distress. Would this be collected as an unplanned 
intubation?
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Unplanned intubation 

Hospital Events 

• Are they intubated?
• Why?
• Where?
• When?

• Progress Notes
• Respiratory Notes
• Vital Signs 
• CXRs

• CPR
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Pop Quiz

Hospital Events

• A patient is intubated by EMS and is extubated in the SICU 
approximately 6 hours later. She quickly becomes hypoxic and is 
in respiratory distress. She is re-intubated after failing a bi-pap 
trial approximately 12 hours after arrival. Would this be 
collected as unplanned intubation?
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Pop Quiz 

Unplanned Intubation 

• A trauma patient is intubated in the ED. He is taken to the SICU 
with multisystem traumatic injuries. He is extubated the next 
day. 3 days after arrival, his pulmonary contusions blossom and 
he is intubated for respiratory distress. Would this be collected 
as unplanned intubation?
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Pressure Ulcer 

Hospital Events 

• High risk? 
• Immobile
• Altered
• Pre-existing conditions
• Braden Scale 

• Use your resources!
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Pressure Ulcers

Hospital Events
• Wound Care RN
• Skin assessments
• Consult notes
• Progress Notes
• Quality Department
• Pressure Ulcer 

Champion/Workgroup
• Unit leadership
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Unplanned Admission to ICU

Hospital Event

• Registration software
• Program that tracks patient location

• Consult notes
• Progress notes
• Surgical Report 
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Unplanned admission to the ICU???

Hospital Events
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Unplanned Admission to the ICU ?

Hospital Events
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Catheter-associated urinary tract infection

Hospital Events 
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Catheter-associated urinary tract infection

Hospital Events 

NO CULTURE=NO CAUTI!!!!!
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Catheter-associated urinary tract infection

Hospital Events

• If they have a positive culture that meets the definition….
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Catheter-associated urinary tract infection

Hospital Events

• Do they have an indwelling catheter?
• When was it put in

• Nursing assessment 
• I&O
• Progress notes

• Day of placement = Day 1
• Has to be in place >2 days 
• Or removed the day before the date of the event (positive culture)
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Remember….

Hospital Events 

• Follow the NTDB and MTQIP data 
dictionaries

• Ask questions
• Different collection criteria for different 

organizations
• Quality, ICU, OR, ID, etc. may have different 

collection criteria
• Not always apples to apples (CAUTI, VAP, 

Pneumonia)

• Look at the whole picture
• Just because someone says it is, doesn’t 

mean it is
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References

• https://www.mtqip.org/
• http://www.ntdsdictionary.org/
• https://www.npuap.org/
• https://www.cdc.gov/hai/vap/vap.html
• https://www.cdc.gov/infectioncontrol/guidelines/cauti/

https://www.cdc.gov/pneumonia/causes.html
https://www.cdc.gov/pneumonia/causes.html
https://www.cdc.gov/pneumonia/causes.html
https://www.cdc.gov/pneumonia/causes.html
https://www.cdc.gov/pneumonia/causes.html


97

Questions???





Withdrawal of Life Supporting Treatment 
Case Studies

Jill Jakubus
11:30



Objectives

• Review the definition
• Clues
• Example of the withdrawal process
• Cases



Definition



Clues

• Death – All, brain, extubation > death
• Comfort care status
• Gift of Life
• Palliative care consult



What clues does the literature offer?



• High ISS is a predictor of withdrawal of care
• DNR options in Ohio: 1) DNR: comfort care arrest 2) DNR: comfort care
• Palliative care consult were 12.4 times more likely to undergo 

withdrawal of care
• Geriatric consult 16.1 times more likely to undergo continued care



• Hemorrhage was a contributing cause to 38.8% of deaths that 
occurred due to withdrawal of care



Powered by



DNR

• Code status
• Provides instruction on how 

to react if the patient stops 
breathing or heart stops 
beating

• Communicated as an order
• Often present regardless of 

disease acuity

Withdrawal of Life 
Supporting Treatment

• Care status 
• Reflects actual care or lack of 

care being provided to the 
patient

• Communicated in orders, 
notes, or treatment

• Often present when care is 
futile



Example Process

Critically 
ill patient

Palliative 
care consult

Goals of 
care

Comfort care 
status



Comfort Care Status

Pre-Medicated

• Anti-anxiety
• Antisialogogue
• Opioids

Withdrawal

• Pressors
• Extubation
• Chaplain

Comfort Management

• Anxiety
• Bowel obstruction
• Gastroparesis
• Increased ICP
• Pain



Insights from personal or 
professional experience?



Case 1

Elderly female status post fall from bed.  Presented 
with low GCS. Found to have sustained a SAH and 
myocardial infarction.   On HD 1, patient arrests 
without ROSC.  Patient expires.

Withdrawal of life supporting treatment? Y/N



Case 2

Elderly male status post hanging.  Required pre-hospital 
CPR by EMS with ROSC. Found to have sustained anoxic 
brain injury.  On HD 3, patient’s code status is changed 
to DNR and part 1 of brain death exam completed. On 
HD 4, patient arrests no CPR is performed.  Patient 
expires.  Part 2 of brain death exam is unable to be 
completed. 

Withdrawal of life supporting treatment? Y/N



Case 3

Elderly female status post fall. Found to have sustained 
PTX, rib fractures, T-spine fracture.  On HD 3, patient 
develops altered mental status, ileus, and worsened 
respiratory status.  Code status changed to DNR.  On HD 
6, patient arrests no CPR is performed.  Patient expires.  

Withdrawal of life supporting treatment? Y/N



Case 4

Elderly male status post fall. Found to have sustained 
IVH, PTX, rib fractures, scapula fracture.  On HD 2, 
patient develops delirium.  Code status changed to DNR.  
Discussion with family held. Decision was made not to 
pursue aggressive care and patient was made 
comfortable. Pressors are stopped.  On HD 3, patient 
arrests no CPR is performed.  Patient expires.  

Withdrawal of life supporting treatment? Y/N



Case 5

Elderly male status post fall. Found to have sustained 
PTX, rib fractures. Patient develops worsening PTX.  
Chest tube placed and later removed.  Patient develops 
altered mental status. Stat head CT is done and 
transferred to ICU.  Patient improves and is transferred 
to the floor.  All recommended care provided.  For 
disposition, family elects to pursue home hospice.

Withdrawal of life supporting treatment? Y/N



Case 6

Elderly male status post fall. Found to have sustained c-
spine fractures and forehead hematoma. EP turned ICD 
off for MRI. Injury managed non-operatively. Aspirating 
due to collar. NPO/TF started.  Worsened delirium. Code 
status changed to DNR. EP called to turn ICD off. EP on 
evaluation notes already off. Patient arrests. No CPR is 
performed. Patient expires.

Withdrawal of life supporting treatment? Y/N



Case 7

Elderly female status post choking on food and fall. Pre-
hospital arrest requiring CPR. Found to have sustained 
SAH, SDH, and skull fractures. Artic sun cooling 
performed. HD 2 exam reveals blown pupil.  Progress 
note indicates extended family elected to withdraw from 
ventilator following decreased neurologic status. ETT 
removed following change in medications to comply 
with end of life goals. Patient arrests and expires.

Withdrawal of life supporting treatment? Y/N



Case 8

Elderly female status post fall.  Found to have sustained 
SDH, facial fractures, and rib fractures.  ICP monitor 
placed.  Injury worsens. Neurosurgery discusses with 
family that this will not be a recoverable injury. Family 
plans to move to comfort measures in the next 24 hours. 
The next day extubate order placed.  ETT removed.  
Patient arrests and expires.

Withdrawal of life supporting treatment? Y/N



Case 9

Elderly female status post motorcycle crash.  Found to 
ICH, hemopneumothorax, liver laceration.  Craniectomy 
performed and ventriculostomy placed. Develops CVA 
secondary to progression TBI.  Findings discussed with 
family. Family decided to change her to comfort care.  
Palliative extubation performed.  Patient arrests and 
expires.

Withdrawal of life supporting treatment? Y/N



Summary

• Withdrawal of life supporting treatment is a 
decision to either remove or not escalate 
care of a life supporting treatment

• Clues can include: comfort care, death, or 
palliative care involvement



Lunch

Jennifer O’Gorman
12:00



Challenging Questions 2.0

Jill Jakubus
12:45



Instructions

• Show questions submitted to MTQIP
• Definition 
• Your response
• Provided response
• Commentary



Challenges



Question 1

For the variable Hospital Discharge Disposition, if a 
patient lives in a group home prior to injury and then is 
discharged back to that same address group home with 
home hospice what is the discharge disposition?

• Home
• Hospice care
• Home under care of organized home health service



Definition



TQIP Response
To answer your question, if your patient came from a “group 
home” and was “discharged back to that same address group 
home with home hospice” you should report their Hospital 
Discharge Disposition to TQIP as Field Value “8. 
Discharged/Transferred to hospice care.” The reason why is this is 
no longer a routine discharge as the patient is now returning to 
their previous place of residence but under the care of hospice.



Question 2

For GCS and GCS-40 Eye, if the only documentation 
available for capture is the verbiage “eyes open 
spontaneously” from the physical examination does this 
get entered under GCS Eye or GCS-40 Eye?

The definition indicates only one of these variables 
should be populated.



Definition



TQIP Response

If providers were using the “old” GCS to assess patients, 
for data consistency and quality purposes, report the 
values for the Initial ED/Hospital GCS - Eye. 

If the providers were using the GCS 40 criteria to assess 
patients, then report the appropriate values for the 
Initial ED/Hospital GCS 40 - Eye.



Question 3

For Embolization Site, what pick list option should be 
chosen for a gastroduodenal artery embolization? 



Definition



Gastroduodenal Artery
In anatomy, 
the gastroduodenal artery is 
a small blood vessel in the 
abdomen. It supplies blood 
directly to the pylorus (distal 
part of the stomach) and 
proximal part of the 
duodenum, and indirectly to 
the pancreatic head (via the 
anterior and posterior 
superior pancreaticoduoden
al arteries).



TQIP Response

If the patient had a gastroduodenal artery embolization 
performed for hemorrhage control, then Field Value “8. 
Other” should be reported to TQIP for the Embolization 
Site data element. The reason why is that the 
gastroduodenal artery does not fall under any of the 
other listed Field Values, so “8. Other” is the appropriate 
value to report.



Question 4

For Pupillary Response, patient has a subarachnoid 
bleed and the physician writes that the CN III, CN IV, 
and CN V are intact can I use that for my pupillary 
response within 30 min?



Definition



MTQIP Response

Definition does allow for capture via verbiage.  For 
pupils to be captured as reactive, the cranial nerve 
examination would need to have that BOTH cranial nerve 
2 and 3 are intact. This is commonly written as CN II 
and III, or CN II-VII are intact with a time stamp within 
30 min. 

The provided email is missing cranial nerve 2 (CN II).



https://www.youtube.com/watch?v=Hy7B6fFv2gE

https://www.youtube.com/watch?v=Hy7B6fFv2gE


Question 5

Is it acceptable for me to use the “Care Everywhere” 
information to obtain data?  This tab shows 
patient information (i.e. medical history, medications) 
at the different hospitals the patient received treatment.



MTQIP Response

Yes, Care Everywhere is within the EMR.

For validation, please be sure our access includes Care 
Everywhere.



Question 6

I have a patient that was diagnosed on CT with a 
nondisplaced acetabulum fracture. Ortho consult placed 
and upon consult note physician states that there is no 
acetabulum fracture. Who is right in this situation or 
more over who should be used as the deciding factor on 
whether I collect the injury? 



Definition



MTQIP Response

We refer all coding questions to AAAM for consistency.

Their email address is AIS@AAAM1.org. I’ve also copied 
them on this message. 

mailto:AIS@AAAM1.org


AAAM Response

We teach in AIS class that when you have a discrepancy 
such as this, you code based on what the physician 
caring for the patient documents. In this case, we would 
NOT code the acetabular fracture if that is the only 
documents you have to base a decision.

Follow-up email sent to AAAM 6/5/19 11:21 AM re: AIS 
coding hierarchy resource. Response pending at time of 
this publication, but this slide can be updated upon 
receipt.



Question 7

For Operation, patient had kyphoplasty surgery 
performed in the Interventional Radiology.  Is this 
considered an operation?



Definition



MTQIP Response

Yes, please capture IR performed kyphoplasty as “Y” for 
operation.  This surgery is normally performed in the 
operating room.



Question 8

For VTE Prophylaxis Time, case was a GSW (246 lbs.) 
taken to the OR for SFA exploration with reconstruction 
of femoral vein and artery. The operative note indicates 
heparin 2500 units was administered IV in the OR prior 
to a Fogarty catheter being passed. Four hours later 
heparin 5000 units SQ was administered. Which is the 
first dose administered?



Definition – Part 1



Definition – Part 2



MTQIP Response

Capture the ICU dose.

Based on the patient’s weight this is non-prophylactic dosing 
(bullet 4 in the definition) since the drug was dosed at 22.3 
units/kg.

IV dosing for heparin for VTE tx is 80 units/kg IV x 1. Alt 5000 
units IV x 1, then 1000 units/hr IV. Prophylactic is SQ.

There are other treatment indications which do have lower 
units/kg options, but the patient does not appear to be treated for 
STEMI/NSTEMI/PCI with prior anticoag tx. Usually this is also a 
bolus followed by gtt.



Question 9

For Mental/Personality Disorder, does documentation 
have to include “disorder” when the provider is listing 
the patient’s comorbidities? Or does “bipolar” meet the 
criteria for capture?



Definition



MTQIP Response

Providers use the verbiage bipolar and bipolar disorder 
when referring to medical history interchangeably.

A history of bipolar, anxiety, depression, etc. are 
sufficient when referring to a comorbidity.  We know a 
new interpretation was offered on a recent webinar. We 
will add to June meeting and 2020 updates. To ensure, 
data reflects actual disease state. 



Question 10

For Advanced Directive Limiting Care, the below image is 
scanned into our EMR from the nursing home where a 
patient resided prior to arrival. Can we use this to meet 
capture?



Definition



MTQIP Response

From the screenshot that was shared, the box is labeled 
“Advanced Directives” and it indicates the limiters for 
hospitalization of no tube feeds, hydration or blood 
transfusion. Finally, you had shared that this was from 
the patient’s current living facility where the patient 
resided or prior to arrival.



Question 11
For Surgery for Hemorrhage Control Type, case was a GSW. Patient received 2 
units PRBC in resus room. Initially hypotensive but improve upon leaving resus
for OR. FAST +.  In the OR, ex lap revealed liver laceration requiring repair 
with four 2-0 vicryl and fibrin. 500cc was EBL.

There is no mention if the liver was actively bleeding in the operative report.

Per the definition it says that we can consult the surgeon to ask if it was 
hemorrhage control. He indicated that it was verbally. Therefore, we would 
count this as a hemorrhage control surgery. We just need to know that this is 
ok with using his verbal indication that it is a hemorrhage control 
laparotomy. We’re working on data accuracy and want to ensure consistency 
for data validation.  



Definition



MTQIP Response

Completely agree with capture of Surgery for 
Hemorrhage Control Type.

If you do see something that you or the registrars think 
looks tricky, you could have the provider or yourself drop 
a one-liner in the chart. That would make it worry free 
and very transparent.



Hemorrhage
For Surgery for Hemorrhage Control Type, case was a GSW. Patient received 2 
units PRBC in resus room. Initially hypotensive but improve upon leaving resus
for OR. FAST +.  In the OR, ex lap revealed liver laceration requiring repair 
with four 2-0 vicryl and fibrin. 500cc was EBL.

There is no mention if the liver was actively bleeding in the operative report.

Per the definition it says that we can consult the surgeon to ask if it was 
hemorrhage control. He indicated that it was verbally. Therefore, we would 
count this as a hemorrhage control surgery. We just need to know that this is 
ok with using his verbal indication that it is a hemorrhage control 
laparotomy. We’re working on data accuracy and want to ensure consistency 
for data validation.  



Question 12

For Antibiotic Type 2, I have a patient with an open 
fracture who received Ancef IV in ED, however in OR 
(approx. 4 hrs. after Ancef administration) he had 
vancomycin powder placed into the wound.

Should vancomycin powder be captured as Antibiotic 
Type 2?



Definition



MTQIP Response

You are correct non-systemic medications should be 
excluded.



Question 13

For antibiotic administration for open fracture, is an 
error generated on validation if an antibiotic type, date, 
or time are entered, but no coded open fracture is 
entered?



Definition



MTQIP Response

On data validation, if a variable does not meet inclusion 
criteria the field is not validated.

We do usually verbally feed this back as a time saving 
measure if we see fields populated that do not meet 
criteria that are entered.



Question 14

For IV Fluids, I know we do not include fluids given for 
medication administration.  However, what if the fluids 
were given in conjunction with blood to clear the line 
(e.g., 0.9NS IVPB 100 mL). 



Definition



MTQIP Response

The intent of the definition is to capture IV fluids 
administered for volume expansion. We would 
recommend not including the fluids used for line 
clearance.



Question 15

I am reviewing a case for a superficial surgical site 
infection. The case meets definition. However, the 
patient had a surgical procedure at an outside hospital 
then transferred to us. Would this infection still count as 
a complication for our facility?



Definition



MTQIP Response

Short answer: Do not include if the associated procedure 
is not done at your facility. 

Long answer: The CDC definition (first bullet on page 9-
2) does not attribute the infection to the center 
recording but that did not perform it. Of note, the CDC 
does have a way of capturing this (second center enters 
with the first center’s ID number noted). 

https://www.cdc.gov/nhsn/pdfs/pscmanual/9pscssicurrent.pdf


MTQIP Audience Feedback

Would you like us to add CDC links to all applicable 
definitions for 2020 dictionary? 

We could have a supporting links section after sources to 
make these tools easy to find.

Per poll results, links will be added for 2020 dictionary.



Question 16

The lowest documented systolic blood pressure was 38 
mmHg per blood pressure cuff; however, there is an 
arterial line in the patient and the arterial line SBP at the 
exact same time was 107 mmHg. In clinical practice, we 
would go by the arterial line as it is felt to be more 
accurate. Should 38 mmHg or 107 mmHg be captured?



Definition



MTQIP Response

Let’s reach out to TQIP.

A functioning arterial line is the more accurate reading, 
but the definition was recently updated by TQIP 
removing the verbiage intended to weed out erroneous 
values since that verbiage was creating data 
inconsistency.

Maybe they have a solution or clarification.



TQIP Response

If “38” was the lowest systolic blood pressure measured 
within the first hour of the patient’s ED/hospital arrival, 
then that is the correct value to report to TQIP. 

If you feel as though the NTDS definition could be 
clarified to exclude different types of blood pressure 
measurements, please feel free to submit your 
suggestion to the Data Dictionary Revision Site: 
https://www.facs.org/quality-
programs/trauma/tqp/center-programs/ntdb/ntds.

https://www.facs.org/quality-programs/trauma/tqp/center-programs/ntdb/ntds


MTQIP Response

Submitted.



Evidence-Based Quality Improvement

Judy Mikhail
1:10



MTQIP
Evidenced Based Quality 

Improvement

Judy Mikhail, PhD, MBA, RN



Evidence - Based Decision Making



MTQIP

Clinician Driven
Literature Based
Validated Data
Risk Adjusted
Research Opportunities

Neutral Platform
Meetings-Website-Help
BCBSM no influence
No Favoritism:

-Tr Center Location
-Tr Center Size
-Tr Center Level
-Tr Center Personalities

Benchmarking Results
Audit & Feedback
Stages of Grief
Self Correction
Sharing - Learning
Lift All Boats
MTQIP – Provides Context



Influence (Tells MTQIP What to Do)

BCBSM (Level I & II’s) 
• None
• $ Support

• New & challenging measures
• One collaborative wide

State of Michigan (Level 
III’s)
• None
• $ Support

• Reports, meetings
• Data Validation 

Why is this important?  Avoid industry sponsor- taint





Q1 - Please indicate your discipline:

Surgeon 

TPM/MCR/AP 

Registrar 

N=84
84/240=35%



Q2 - General Trauma Measure Interest

ED LOS Highest Activation



Q3 - Shock Measure Interest

TXA

TEG



Q4 - Abdominal Trauma Measure Interest

VTE Prophylaxis Timeliness in Non Op Blunt Abd Trauma 



Q5 - Geriatric Hip Fracture Measure Interest

Geriatric trauma triage 

Time to hip fx fixation



Q6 - Traumatic Brain Injury Measure Interest



Q7 - Rib Fracture Measure Interest

Operative fixation vs nonoperative management 

Time to operative fixation 
Regional anesthesia (nerve block) use 

Regional anesthesia (nerve block) timeliness 

Time to operative fixation 
Regional anesthesia (nerve block) use 

Regional anesthesia (nerve block) timeliness 

Operative fixation vs nonoperative management 

Time to operative fixation 

Regional anesthesia (nerve block) use 
Regional anesthesia (nerve block) timeliness 



Q8 - Overuse Measure Interest



Suggestion

•Non surgical admissions with ISS>10



Performance Measure Selection

• Pipeline planning
• Evidence based
• Valid data collection
• Clinically relevant
• Feasible
• Volume sensitive
• Fair but challenging
• Assist with verification



Performance Measures→→

Outcome Measures (context sensitive)
• Hemorrhage Mortality     →
• VTE Rate                             →
• Readmission rate
• Return to ICU

Process Measures (non context sensitive)
• Blood to Plasma Ratios
• Prophy agent, timeliness
• ?
• ?

MTQIP Outcome Measure Compromise:
• Serious Complications:  Z Score Trend
• Mortality: Z Score Trend



Proposed 2020 Performance Index



Michigan Trauma Quality Improvement Program (MTQIP) 2020 Performance Index
January 1, 2020 to December 31, 2020

Measure Weight Measure Description Points

#1 10 Data Submission
On time and complete 3 of 3 times
On time and complete 2 of 3 times
On time and complete 1 of 3 times

10
5
0

PA
RT

IC
IP

AT
IO

N
(3

0%
)

#2 10 Meeting Participation Surgeon 1 center only, alternate must be attending level
Surgeon and (TPM and/or MCR) participate in 3 of 3 Collaborative meetings (9 pt)
Surgeon and (TPM and/or MCR) participate in 2 of 3 Collaborative meetings (6 pt)
Surgeon and (TPM and/or MCR) participate in 1 of 3 Collaborative meetings (3 pt)
Surgeon and (TPM and/or MCR) participate in 0 of 3 Collaborative meetings (0 pt)
Registrar and/or MCR participate in the Annual June Data Abstractor meeting (1 pt)

0-10

#3 10
Data Validation      Centers not selected receive full points  
0-4.0%                    Center’s that are selected, but do not schedule visit will receive 0

4.1-5.0%                   
5.1-6.0%

6.1-7.0%

> 7.0%

10

8

5

3

0

Partial incomplete submissions will receive 0



#4 10 Timely LMWH VTE Prophylaxis in Trauma Service Admits (18 mo: 1/1/19-6/30/20)

≥ 50% of patients (≤ 48 hr)

≥ 45% of patients (≤ 48 hr)

≥ 40% of patients (≤ 48 hr)

< 40% of patients (≤ 48 hr)

10

8

5

0

Combination of LMWH & Timeliness



NEW  Hip Fx’s Timely OR

#5 10 Timely Surgical Repair in Geriatric (Age ≥ 65) Isolated Hip Fxs
(12 mo: 7/1/19-6/30/20)

≥ 90% of patients (≤ 48 hr)

≥ 85% of patients (≤ 48 hr)

≥ 80% of patients (≤ 48 hr)

< 80% of patients (≤ 48 hr)

10

8

5

0

Not all patients get an operation.  
This is accounted for in the 10%.



The Same…
#6 10 RBC to Plasma Ratio in Massive Transfusion (18 mo: 1/1/19-6/30/20)

Weighted Mean Points in Patients Transfused ≥ 5 Units 1st 4 hr

0-10

Step One Step Two (Example)
PRBC to Plasma Ratio Tier Points Patient PRBC FFP PRBC/FFP Tier Points

<1.5 1 10 1 10 10 1.0 1 10
1.6 – 2.0 2 10 2 5 2 2.5 3 5
2.1 – 2.5 3 5 3 9 2 4.5 4 0

>2.5 4 0 Total 15
Total Points/Total #Patients = 15/3 = 5 points earned

Step 1: Assign (weight) to each individual patient’s 4 hr PRBC/FPP ratio to designated tier/points using chart below    
Step 2: Add the points and divide by number of patients (weighted average) See example below:



The Same…

#7 10
Serious Complication Z-Score Trend in Trauma Service Admits
(3 yr: 7/1/17-6/30/20)

< -1 (major improvement)

-1 to 1 or serious complications low-outlier (average or better rate)

> 1 (rates of serious complications increased)

10

7

5

#8 10
Mortality Z-Score Trend in Trauma Service Admits (3 yr: 7/1/17-6/30/20)

< -1 (major improvement)

-1 to 1 or mortality low-outlier (average or better)

> 1 (rates of mortality increased)

10

7

5



Advancement of previous Head CT Measure  
from data collection to timeliness.  
#9 10 Timely Head CT in TBI Patients on Anticoagulation Pre-Injury

(12 mo: 7/1/19-6/30/20)

≥ 90% patients (≤ 120 min)

≥ 80% patients (≤ 120 min)

≥ 70% patients (≤ 120 min)

< 70% patients (≤ 120 min)

10

7

5

0

We will focus on anticoagulation for now
and not include antiplatelet agents.

Will likely advance to include 
antiplatelet’s at a future time.



Advancement of Antibiotic Open Fx Timeliness

#10 10 Timely Antibiotic in Femur/Tibia Open Fractures - Collaborative Wide 
(12 mo: 7/1/19-6/30/20)

≥ 85% patients (≤ 120 min)

< 85% patients (≤ 120 min)

10

0

Points awarded based on total collaborative result, 
not individual hospital result



Thank You for All That You Do 
To Improve Trauma Care in Michigan!



VAP

Jill Jakubus
1:35



Objectives

• Polling competition
• Opportunities for improvement
• Solutions
• VAP visual
• Box breakdown
• Training links



Was the June 2018 meeting content too easy?

About right

About right

Too easy

Much too easy
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How did we do?

• Variability
• Opportunity for improvement
• Drill in



Limitations

• TQIP CDC VAP 2016
• TQIP missing CDC links
• CDC 2016 links listed as not available
• TQIP CDC VAP PNEU 2 & 3 only



Solutions

• MTQIP CDC VAP 2019
• CDC link automatically updates Jan
• Single source link 2020
• Consider addition PNEU 1 2020



Visual VAP Symptoms
• Dyspnea
• Nonverbal

Signs
• Fever
• Tachypnea
• Purulent or increased secretions
• Rales/crackles

Ventilatory
• Tidal volume reduced
• Inspiratory pressures increased

Laboratory
• ABG - Hypoxemia
• WBC – Leukocytosis or leukopenia

Imaging
• New or progressive infiltrate



Box Breakdown CDC secrets 
are found here



Box Breakdown
No cultures in 
PNU1



Box Breakdown
A case can meet 
criteria in two 
tables during the 7-
day infection 
window. Only report 
one.  



Box Breakdown
How is persistence defined?

1. Imaging test evidence of pneumonia 
will persist. Rapid imaging resolution 
suggests that the patient does not have 
pneumonia, but rather a non-infectious 
process such as atelectasis or congestive 
heart failure. In patients without 
underlying disease if more than one 
imaging test is available serial imaging 
test results must also be evaluated and 
demonstrate persistence. 



Box Breakdown
What if the radiologist uses different words?

2. Note that there are many ways of 
describing the imaging appearance of 
pneumonia. Examples include, but are not 
limited to, “air-space disease”, “focal 
opacification”, “patchy areas of increased 
density”. Although perhaps not specifically 
delineated as pneumonia by the radiologist, 
in the appropriate clinical setting these 
alternative descriptive wordings should be 
seriously considered as potentially positive 
findings. If provided and the findings are not 
documented as attributed to another issue 
(for example pulmonary edema, chronic lung 
disease) they are eligible for meeting 
imaging test evidence of pneumonia. 



Box Breakdown
What if the chest x-ray is equivocal?

14. Note If the imaging test result is 
equivocal for pneumonia, check to see if 
subsequent imaging tests are definitive. 
For example, if a chest imaging test 
result states infiltrate vs. atelectasis and 
a subsequent imaging test result is 
definitive for infiltrate—the initial 
imaging test would be eligible for use. 
In the absence of finding a subsequent 
imaging result that clarifies the 
equivocal finding, if there is clinical 
correlation then the equivocal imaging 
test is eligible for use. 



Box Breakdown
How is change in sputum character 
defined?

4. Change in character of sputum 
refers to the color, consistency, 
odor and quantity.



Box Breakdown
How is tachypnea defined?

5. > 25 breaths per minute (adults)



Box Breakdown
Can documentation of crackles be 
used for capture of rales?

6. Yes



Box Breakdown
What are the excluded organisms?

8.  Commensal flora are excluded 

• Coagulase-negative Staph
• Enterococcus species
• Candida species 
• Yeast not otherwise specified 



Box Breakdown
What are the excluded organisms?

8.  Commensal flora are excluded 

• Coagulase-negative Staph
• Enterococcus species
• Candida species 
• Yeast not otherwise specified 

Wait a SEC!



Box Breakdown
What are the excluded organisms?

8.  Commensal flora are excluded 

• Coagulase-negative Staph
• Enterococcus species
• Candida species 
• Yeast not otherwise specified 

Exceptions
• When obtained from pleural fluid 

or chest tube placement.
• Candida spp. in 

immunocompromised



Box Breakdown
What culture types are accepted?

9. A specimen that is not obtained 
through an artificial airway 
(specifically endotracheal tube or 
tracheostomy) from a ventilated 
patient is not considered minimally 
contaminated and is not eligible for 
use in meeting the laboratory 
criteria for PNU2. Sputum or 
tracheal secretions collected from a 
non-ventilated patient are not 
minimally-contaminated specimens.

Exceptions for 
immunocompromised patients see 
footnote 12   

LRT = Lower Respiratory Tract



Box Breakdown
How is immunocompromised 
defined?

10. These include:
• WBC < 500/mm^3
• Leukemia, lymphoma, or HIV 

with CD4 < 200
• Status post splenectomy
• Solid organ or stem cell TXP
• Cytotoxic chemotherapy
• Systemic steroids daily > 2 

weeks on the date of event



Training & Education

• MTQIP Data Dictionary link
• CDC FAQ
• CDC Training

https://www.cdc.gov/nhsn/training/

Don’t forget about the front matter 
of this document that includes 
general comments like inclusion of 
aspiration pneumonia if PNU 
criteria met

https://www.cdc.gov/nhsn/training/


Summary

• Highlighted presence of variability
• Footnotes and FAQ for consistency
• Video training links



Break Out 
Level I/II Centers

2:00



Collaborative Validation

Jill Jakubus
2:05



Objectives

• Validation progress over time
• Potential new approach
• Logistics
• Feedback



Validation Progress Over Time

n = 166 visits



What if we used each other’s 
errors make us better? 



The Future of Validation



Value Proposition

Obliterate the learning curve Validation transparency



Logistics

Give to get Email MTQIP with 
names if interested

Start small Validation 
Monday links

Link private
Avoid sharing
Meeting lock 
Audience muted
Email questions



Feedback/Questions



MTQIP/TQIP Variability

Jill Jakubus



Objectives

• Inquiry
• MTQIP membership
• Variation management
• Audience solutions



Inquiry 1

Variance between TQIP data dictionary capture 
and MTQIP data dictionary capture.  When data 
collection is different, which do we collect?



Inquiry 2

Some of the data definitions vary between 
MTQIP and NTDS, being the data is placed into 
one registry for both, what is the best way to 
handle when the data definitions are different.  
Should the registrars use MTQIP definitions or 
NTDS definitions?



MTQIP Membership

Data Use Agreement 
Attachment A

Support



Variation Management

Variation Framework Variation Identification
(clarification or variance)



Rational

Actionable Evidence-
Based Practices

Risk Adjustment Model 
Discrimination & Calibration



Let’s Try An Example - Modeling Made Easy



Your turn. . . 
Predict Penetrating Mortality 

• Age
• ED BP
• ED GCS Motor
• ISS
• Severity >= 3 Regions 

(head, abdomen)
• Male
• Fall or Firearm
• Alcoholism
• Cancer
• Hypertension
• Pre-Hospital CPR



Audience Solutions



Summary

• MTQIP data dictionary primary source 
• MTQIP data is used to promote actionable 

evidence-based practices
• Strive for capture that reflects actual care 
• Open to solutions to decrease burden



2020 MTQIP Data Dictionary Updates

Jill Jakubus



Projected Changes

• Clarifications from meeting
• TQIP updates
• Blocks



Block Example Note 



Block Feedback

• Are your patients receiving neuraxial blocks?
• How are these blocks documented?
• Are these being entered under Procedures?
• Coding cheat sheet?



Isolated Hip Fracture Disposition 
Variability

Jill Jakubus



Objectives

• Email
• Definition
• Data
• Dialogue



Email





Data Validation

• Do we have a data definition or capture 
problem?
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Data Validation

• What does data quality look like for a 
cohort 8 – isolated hip fracture?
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Data Validation

• What does the variability of hospital 
disposition across centers look like?
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Dialogue



Break Out 
Level III Centers

2:00



Level III Breakout Session

Sara Samborn, MSN, RN
Amy Bohner, MS
June 4, 2019



State of Michigan 

Clarifications regarding the upcoming data submission: 

• Direct Data Entry into ImageTrend: 
• If you directly enter your cases into ImageTrend and do not use any other 

software vendors, the are no changes to the state quarterly data submission, 
please submit as usual. 

• Collect data in software and have Vendor Aggregator:
• If you use a software vendor other than ImageTrend AND currently have 

access to the Vendor Aggregator (our understanding is this is made available 
after the facility signs a user agreement), please submit the file that is 
exported out of the Vendor Aggregator to the state trauma registry by June 
15.



State of Michigan

Clarifications regarding the upcoming data submission: 

• Collect data in software and do not yet have permissions 
(signed user agreement) to access Vendor Aggregator:
• If you use a software vendor other than ImageTrend and do NOT have access 

to the Vendor Aggregator, the state is currently still accepting files from your 
software vendor for the June 15 deadline. 



State of Michigan

Contact Information

• Amy Bohner
• Trauma Registrar and Epidemiologist
• StateTraumaRegistrar@michigan.gov



SOM/MTQIP FAQs

Is participation in the SOM/MTQIP project 
required?

• In short, no. It is still voluntary. 
• It fulfills the benchmarking requirement for 

designation.
• Currently 16 centers are participating.



SOM/MTQIP FAQs

Is there a penalty for late or missed data 
submissions?

• No, your center simply will not receive a site specific 
report for that time period.

• Please note: there is no grace period for MTQIP 
data submission deadlines.



SOM/MTQIP FAQs

What data should I submit?

• NTDS type data. Level III centers are not required 
to capture MTQIP specific variables.

• If your center is collecting MTQIP variables, you are 
welcome to submit that data.



SOM/MTQIP FAQs

MTQIP has several meetings on the calendar. 
What meetings should I attend? 

• The June Abstraction Staff meeting in Ann Arbor.
• Interest in other meetings?



SOM/MTQIP FAQs

Any other questions??



Closing Comments
Thank you

Jill Jakubus
2:55



Hidden Hints – Medication list secrets

While not all comorbidities require a medication for 
capture, the medication list may offer hidden hints of 
associated comorbidities.

Medication: donepezil (Aricept)

Comorbidity: Dementia



Hidden Hints – Medication list secrets

While not all comorbidities require a medication for 
capture, the medication list may offer hidden hints of 
associated comorbidities.

Medication: arpiprazole (Abilify)

Comorbidity: Mental/Personality Disorder



Hidden Hints – Medication list secrets

While not all comorbidities require a medication for 
capture, the medication list may offer hidden hints of 
associated comorbidities.

Medication: prednisone (Deltasone)

Comorbidity: Steroid Use



Hidden Hints – Medication list secrets

While not all comorbidities require a medication for 
capture, the medication list may offer hidden hints of 
associated comorbidities.

Medication: metoprolol succinate (Toprol-XL)

Comorbidity: Hypertension
Beta Blocker



Hidden Hints – Medication list secrets

While not all comorbidities require a medication for 
capture, the medication list may offer hidden hints of 
associated comorbidities.

Medication: bosutinib (Bosulif)

Comorbidity: Chemotherapy for Cancer



Hidden Hints – Medication list secrets

While not all comorbidities require a medication for 
capture, the medication list may offer hidden hints of 
associated comorbidities.

Medication: rivastigmine (Exelon)

Comorbidity: Dementia



Hidden Hints – Medication list secrets

While not all comorbidities require a medication for 
capture, the medication list may offer hidden hints of 
associated comorbidities.

Medication: sevelamer hydrochloride (Renagel)

Comorbidity: Chronic Renal Failure



Hidden Hints – Medication list secrets

While not all comorbidities require a medication for 
capture, the medication list may offer hidden hints of 
associated comorbidities.

Medication: apixaban (Eliquis)

Comorbidity: Anticoagulation Therapy
Factor Xa Inhibitor



Hidden Hints – Medication list secrets

While not all comorbidities require a medication for 
capture, the medication list may offer hidden hints of 
associated comorbidities.

Medication: galantamine (Razadyne)

Comorbidity: Dementia



Hidden Hints – Medication list secrets

While not all comorbidities require a medication for 
capture, the medication list may offer hidden hints of 
associated comorbidities.

Medication: paliperidone (Invega)

Comorbidity: Mental/Personality Disorder



Hidden Hints – Medication list secrets

While not all comorbidities require a medication for 
capture, the medication list may offer hidden hints of 
associated comorbidities.

Medication: ruxolitinib (Jakafi)

Comorbidity: Chemotherapy for Cancer
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