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Regional Multicenter Online Trauma Death Audit Meeting -
Shenzhen's Plan to Reduce Trauma-Related Preventable
Mortality
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Department of Surgery, The University of Hong Kong - Shenzhen Hospital, Shenzhen, China

The trauma related death audit meeting 1s an effective method to improve the quality
of trauma carel!-2l. However, for a single trauma center, there are fewer trauma death
cases, making 1t difficult to enhance trauma quality quickly through trauma death
audit meeting. Establishing a regional multi-center network trauma death audit

meetini involvini multiile trauma centers can address this 1ssue.

Fourteen trauma centers in Shenzhen participated 1in 9 times online trauma related
death audit meetings (Fig.1, Fig.2) from Aug. 31, 2023 to Dec. 31, 2023. The
expert group participating in these meetings consists of 8 to 10 specialties including
general surgery, orthopedics, emergency medicine, neurosurgery, and intensive care
units. Standardized form (Fig.2) was used to document the patient’s treatment process
and details in every case during the meeting. The final determination of whether the
deaths were preventable and the agreed-upon measures for improvement were

documented with the consent and signatures of each member of the expert groups.

Bt () MW (018 4) )
Trauma (Death) Audit Meeting (2018) JJ55Hi / Final Diagnosis:

SR (Case NoJ: WAL F Name): fFilage):

{33 / Issues for discussion:

HE / FTHBY HCECOIE ! 14 ()
Re:

AN/ 50 IS 1 FARR
i 85 ¥ Non-p bl 1. Patient disease

IIIII /5 | Bp: HJt / Chest Xeray: WA TR 2. WAMBIIHNR /
i f WoCFHRE | pong ialy preventable 2 Error/DelayinDx

menentons | gy 3 TP/ e
Department | 6C5: S Preventable 3 Error/ll)ehy in
L/ PW“S: intervention
M54 / Glucose: T/ CTscan: HEMRT 4. FI /a7 / WRRRR

AT/ HGB: Care Appropriateness 4,Errorin Judgement /
% Triage: Intervention / Decision

] 5. il / WA AR
are aj i 5. Inadequate

I uate Protocol /
PPPPPP
% Anibfy 6. Rl

Carc Not appropri 6. Non-compliance with

Operation

E4 (Doctor) : &% (Signature) :

Fig.3 An example of a trauma -related death
audit meeting (in chinese and english)

Fig.1 Notification of one of  Fig.2 A screenshot of meeting viedio records
the meetings

A total of 18 death cases were audited, among which 14 were considered as non-
preventable deaths, 2 were deemed preventable deaths and 2 were 1dentified as
potentially preventable deaths. A total of 30 improvement measures were proposed,
including 10 related to error/delay in intervention, 6 related to inadequate policy, 5
related to error/inappropriate in judgement/decision, 5 related to inadequate treatment
protocol and 4 related to error/delay 1in examination.

Regional multi-center network trauma death audit meetings can efficiently audit a
large number of death cases in a short period and 1dentify improvement measures. It
1s a highly effective approach for trauma quality improvement, contributing to the
overall enhancement of regional trauma care and reducing preventable mortality.
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