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Disclaimer

Notice:

All information provide to you at any specific time is as 

accurate as possible.

The NTDS/TQIP change definitions and information 

frequently. If you have questions about the information 

provided, contact TQIP at tqip@facs.org.

You are encouraged to share corrected information with the 

AOTR group.

Please remember to collect the information the way YOUR

facility wants the information. 

mailto:tqip@facs.org


Did the patient report smoking cigarettes within the 12 months 

prior to injury

NO

Do not report “Current 

Smoker
Did the patient have a diagnosis of 

“Tobacco Use disorder” present prior 

to injury?

Yes

Report “Current Smoker 

and “Substance Abuse 

Disorder to NTDB

NO

YES

Report “Current 

Smoker” to NTDB
**Taken From TQIP Email



Alcohol Use Disorder

 Question: Are Alcohol Use Disorder and Alcohol 
Abuse the same?

 Answer from TQIP: No On page A3.1, the definition of 
“Alcohol Use Disorder” states “Diagnosis of alcohol 
use disorder in the patient’s medical record, present to 
prior to injury.” On page A3.3, the definition of 
“Substance Abuse Disorder” states, “Documentation 
of Substance Abuse Disorder documented in the 
patient medical record, present prior to injury. A 
diagnosis of Substance Abuse Disorder must be 
documented in the patient’s medical record.”

 “The NTDB is collecting data on patients that has a 
diagnosis of alcohol use disorder.”



Initial, 

Subsequent And 

Sequela Coding



Initial, Subsequent and Sequela 

Coding

 Seventh character “A,” initial encounter, is used 

while the patient is receiving active treatment for 

a condition. 

 Examples of active treatment are surgical 

treatment, emergency department encounters, and 

evaluation and continuing treatment by the same or 

a different physician.



Initial, Subsequent and Sequela 

Coding Cont’d

 A - Initial encounter for closed fracture

 B - Initial encounter for open fracture, type 

I or II

 C - Initial encounter for open fracture, type 

IIIA, IIIB or IIIC



Initial, Subsequent and Sequela 

Coding

 Seventh character “D,” subsequent encounter, is used 

for encounters after the patient has received active 

treatment of a condition and is receiving routine care for 

the condition during the healing or recovery phase. For 

fractures you can have additional seventh character of 

“E, F, G, H, J, K, M, N, P, Q, R” the meanings are on the 

next slides. 

 Examples of subsequent care are cast change or 

removal, an X-ray to check healing status of fracture, 

removal of external or internal fixation device, 

medication adjustment, other aftercare, and follow-up 

visits following treatment of the injury or condition.



Initial, Subsequent and Sequela 

Coding Cont’d

 D - Subsequent encounter for closed 

fracture with routine healing

 E - Subsequent encounter for open 

fracture, type I or II, with routine healing

 F - Subsequent encounter for open 

fracture, type IIIA, IIIB or IIIC, with routine 

healing

 G - Subsequent encounter for closed 

fracture with delayed healing



Initial, Subsequent and Sequela 

Coding Cont’d

 H - Subsequent encounter for open fracture, 

type I or II, with delayed healing

 J - Subsequent encounter for open fracture, 

type IIIA, IIIB or IIIC, with delayed healing

 K - Subsequent encounter for closed fracture 

with nonunion

 M- Subsequent encounter for open fracture, 

type I or II, with nonunion

 N - Subsequent encounter for open fracture, 

type IIIA, IIIB or IIIC, with nonunion



Initial, Subsequent and Sequela 

Coding Cont’d

 P - Subsequent encounter for closed 

fracture with malunion

 Q- Subsequent encounter for open 

fracture, type I or II, with malunion

 R- Subsequent encounter for open 

fracture, type IIIA, IIIB or IIIC, with 

malunion

 S -Sequela



Initial, Subsequent and Sequela 

Coding

 Seventh character “S,” sequela, is for use for 

complications or conditions that arise as a direct 

result of a condition, such as scar formation after a 

burn. 

The scars are sequelae of the burn. 

 The “S” is added only to the injury code, not the 

sequela code. 

The seventh character “S” identifies the injury 

responsible for the sequela. The specific type of 

sequela (e.g. scar) is sequenced first, followed 

by the injury code.



2018 NTDS Pilot

 NTDS Proposed 

changes for 2020



Inclusion Criteria 





Topics of proposed changes

 ED Discharge Disposition-updated definition

 Alcohol Use Disorder- updated definition

 Mental/Personality Disorder-updated definition

 Physicians Orders for Life-sustaining treatment 

(POLST)-new field

 Pregnancy-new field

 Substance abuse disorder-updated definition

 Delirium-new field



Topics of proposed changes 

cont’d

 Myocardial Infarction (MI)-updated information

 Unplanned visit to the operating room-updated definition

 Unplanned Visit to OR-if it is stated in the OR note 

they are planning to return to OR this by NTDS 

standard is still considered an unplanned visit to 

OR. 

 Packed Red Blood Cells-updated collection to CCs 

instead of CCs or units- doing away with conversion

 Whole Blood-New Field

 Plasma, Platelets, Cryo- Collection Criterion update



Topics of proposed changes 

cont’d

 Lowest ED/Hospital Systolic BP-collection criterion change.

 Angiography-collection criterion change and definition 

change.

 Embolization Site-collection criterion change.

 Angiography Date/Time-Collection Criterion Change

 Surgery for Hemorrhage Control Type, Date &Time-

collection criterion change.





TQIP Process Measures 

(From TQIP Online Course)



TQIP Process Measures

 These are specific steps in a process that lead 

to either positively or negatively to a particular 

outcome metric.

 TBI

 Hemorrhage Control 

 Venous Thromboembolism Prophylaxis

 Withdrawal of Care

* These Process Measure are collected at Level 

1 & 2 Trauma Centers



First TQIP Process Measures 

(Criterion) 

 Collect on all patients 

with at least one injury in 

the AIS region of the 

Head- excluding 

superficial injuries such 

as , scalp lacerations, 

contusion and /or 

avulsions.

Bing.com



TQIP Collection Criteria for Head 

Injury Cont’d

 Highest GCS total within 24 hours of 

ED/Hospital Arrival to index hospital *

 Highest Motor GCS with 24 hours of 

ED/Hospital Arrival

 GCS Assessment Qualifier Component of 

Highest GCS total

 Initial ED/Hospital Pupillary Response

*Note this refers to the hospital abstracting the 

data



Collection Criteria for Head 

Cont’d
Midline Shift > 5mm within 24 hours 

after time of INJURY *Note If the 

injury time is unknown, but there is 

supporting documentation that the 

injury occurred with 24-hours of 

any CT measuring a > 5 mm shift, 

report the field value 1 (Yes) if 

there is no other contradicting 

documentation.

 Cerebral Monitor- Indicate all cerebral 

monitors that were placed

 Cerebral Monitor Date and Time- The 

date and time of the first cerebral 

monitor



2nd TQIP Process Measure 

Criterion

 Collect on ALL 

patients



Venous Thromboembolism 

Prophylaxis Type (VTE)

 The type of data to be 

collected here is 

Medications only.

 Collect the first dose given. 

 If other forms of prophylaxis 

is used i.e. SCDs you will 

capture it as 5 (none).



VTE Date/Time

 Date and Time the prophylaxis is administered 

at YOUR hospital.

 If a patient is given the dose after D/C order is 

written you will not collect the information. You 

will get a Level 1 Edit.



Withdrawal of Life Supporting 

Treatment

 Treatment was withdrawn based 

on a decision to either remove or 

withhold further life sustaining 

intervention.

 Must be documented in the 

Medical Record

 Is often, but not always associated 

with a discussion with the legal 

guardian or next of kin.

 They do NOT have to have a DNR 

in place.



Withdrawal Cont’d

 Interventions are:

 Ventilator support (with or without extubation).

 Dialysis or other forms of renal support.

 Medications to support cardiac function or 

blood pressure.

 Specific surgical, interventional or radiological 

procedure (angio, craniectomy, hemorrhage 

control).

 This includes withdrawal of intervention in 

place or a decision not to proceed with a life-

supporting measure such as extubation or 

intubation.



Withdrawal of Life Support 

Treatment Date/Time

 Date and time of withdrawal of treatment.

 If no withdrawal of treatment is placed use the 

date and time the decision is made not to 

proceed with life sustaining treatment i.e. 

intubation.



Transfusion Blood (4 Hours)

 Patients who had blood transfused at 

YOUR hospital within the first 4 hours of 

ED/Hospital arrival.

 If no blood is given then it should be 

reported as 0 not NA.

 Make sure to report if CCs OR Units 

 If using CCs then in the conversion field 

should be NA. Conversion field is used 

ONLY is submitting if collecting blood in 

UNITS

 This is for all BLOOD fields.



3rd TQIP Process Measure 

Criterion

 Collect on ALL 

patients with 

transfused packed 

red blood cells 

within first 4 hours 

after ED/Hospital 

arrival. 



Transfusion Blood Products (4 

& 24 Hours)

 If a patient receives PRBCs within 4 hours  of 

ED/Hospital arrival then you will collect other 

blood products:

 PRBC (24 hours)

 Plasma (4 &24 hours)

 Platelets (4 & 24 Hours)

 Cryoprecipitate (4 &24 Hours)

 ONLY COLLECT these products if patient 

received PRBC in the first 4 hours

 You will also collect the blood measurements 

and blood conversion on these.



Lowest ED/Hospital Systolic 

Blood Pressure

 Collect on all patients who had PRBCs 

transfused in the first 4 hours after arrival to 

ED/Hospital.

 This is at YOUR hospital not the referring 

hospital. 



Angiography

 Collect on all patients who received PRBCs in 

the first 4 hours.

 This is the first interventional angiogram with 

or without embolization in the first 24 hours of 

ED/Hospital Arrival.

 If patient did not have PRBCs in the first 4 

hours then fill the field is NA.

 Exclude CTA



Angiography Date/Time

 The date and time of the first angiogram was 

performed



Embolization Site

 Collect on all patients with transfused PRBCs in first 4 hours

 What organ/site had embolization for hemorrhage control:

1. Liver

2. Spleen

3. Kidneys

4. Pelvic(iliac, gluteal, obturator)

5. Retroperitoneum (lumbar, sacral)

6. Peripheral vascular (neck, extremities)

7. Aorta (thoracic or abdominal) 

8. Other

 Note: The null value NA is used it the data field Angiography is “1 “NONE” or “2 Angiogram 

only” 

 The null value Na is used for patients who do not meet the collection criterion. 

 Use all that apply. 



Surgery for Hemorrhage 

Control Type
 First type of hemorrhage control within 24 hours of hospital arrival. 

These procedures do not necessarily mean they were done in OR

1. None

2. Laparotomy

3. Thoracotomy

4. Sternotomy

5. Extremity

6. Neck

7. Mangle extremity/traumatic amputation

8. Other skin/soft tissue

Note:Procedures can be done in ED such as thoracotomy, but 

because you think procedure it doesn’t mean that they were done in OR 

only, some can be done in other locations.



Surgery Date/Time

 The date and time the surgery for hemorrhage 

control was performed.



Conclusion

 Make sure to follow how your 

institute wants you to collect the 

data.

 Refer to the data dictionary for 

further information.

 Ask TQIP for further clarification or 

your Clinical team.

 If you get further clarification from 

TQIP share with the group so that 

we all can be on the same page.



References

 TQIP online Course 

https://web4.facs.org/ebusiness/Education/tqip

ViewClass.aspx?ClassID=189&View=Syllabus

 Initial, Sequela & Subsequent Coding

https://www.aapc.com/blog/27096-initial-

subsequent-sequela-encounter/

 NTDS Data Dictionary

 HIPAA Cartoons

https://web4.facs.org/ebusiness/Education/tqipViewClass.aspx?ClassID=189&View=Syllabus
https://www.aapc.com/blog/27096-initial-subsequent-sequela-encounter/


Questions/Discussions


