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TRAUMA CHART REVIEW-EMERGENCY DEPARTMENT

Medical Record# Date of Review: RN Reviewing:

Disposition of patient:
Date/Time Admission to ED: 0 Admitted

o Transfer
Date/Time Discharge from ED: o HOII.]e

o Expired
Primary RNs assigned to patient: - 0 Referred
Providers assigned to patient: Transport Team
e . Ambulance:

Flight:

QUESTION YES | NO | N/A Comments

Was mechanism of injury documented? With when? Where? How? And
any protective devices?

Are vital signs and time documented on arrival?

Are vital signs and time documented on discharge?

Are vital signs documented every 15mins, 30mins, 60mins (according to
ESI level)? This includes when they are out of the ED department in x-ray,
CT, MR, ultrasound, etc.?

Is the patient’s GCS documented on arrival?

Is the patient’s GCS documented on discharge?

Is GCS documented hourly when a head injury is suspected?

Was a focused assessment done at the time of triage appropriate for injury?

Was an assessment done at the time patient was handed off to new nurse?

Was as assessment done after an intervention or change in condition?

Was a final assessment done at the time of discharge?

Was a CMS assessment of affected limb done at the time of triage?

Is CMS documented hourly when there is an injury?

Was a CMS assessment done after an intervention or change in condition?

Was CMS assessment done at the time of discharge?

Was wound care documented?

Was a HCG documented before CT or X-rays were done?

Times charted when the patient moved to radiology or CT? And who
escorted patient?

Times charted when the patient returned from radiology or CT?

Procedure(s) documented & timed?

P's & O’s documented?

Time accepting hospital was called?

Time report given?

Name of Flight Team, time called and time arrived?






