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	Steve Ecenia, Esg.
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	Mike Glazier, Esq.
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	Anastasia Hartigan
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Phone participants:

	Susan Ono
	Dan Harshburger
	Darrel Donatto

	David Dyal
	Dr. Joe Nelson
	


Department of Health (DOH) staff present:
Leah Colston, Bureau Chief, Emergency Medical Oversight - Moderator
Susan Bulecza, DNP, Trauma Section Administrator - Panelist
Steve McCoy, Health Policy and Information Section Administrator - Panelist
Cindy Dick, Division Director, Emergency Preparedness and Community Support
John Bixler, Emergency Medical Services Section Administrator

Beth Lowe, Government Operations Consultant II, Bureau of Emergency Medical Oversight
Priscilla Davidson, Sr. Human Services Program Specialist, Director’s Office
Michael Leffler, Trauma Section Manager
I. Opening Remarks:

Leah Colston, Bureau Chief, Emergency Medical Oversight, called the meeting to order at 8:02 a.m. Chief Colston welcomed everyone present, as well as the callers who participated via the telephone. Chief Colston spoke about the last rule workshop held in May, and indicated that much feedback was received. She stated the purpose of this workshop was to focus on the trauma triage criteria and the American College of Surgeons’ (ACS) “orange book” standards in order to understand more fully the impact of proposed changes. Chief Colston welcomed open discussion from the public and the subject matter experts. Ms. Colston introduced Cindy Dick, Division Director, Emergency Preparedness and Community Support, as well as the panelists, Dr. Susan Bulecza, Trauma Section Administrator and Mr. Steve McCoy, Health Information and Privacy Analysis Section Administrator.
II. Discussion:

A. Trauma Triage (Discussion was focused on the Guidelines for Field Triage of Injured Patients: Recommendations of the National Expert Panel on Field Triage- 2011 available at: https://www.facs.org/~/media/files/quality%20programs/trauma/vrc%20resources/6_guidelines%20field%20triage%202011.ashx). 

Chief Colston indicated feedback from the May workshop focused on the definition of “highest level of care.” The main questions seemed to be, “What does the highest level of care mean for the demographics of Florida?” and “Is the highest level of care a Level I or Level II trauma center?” 
Ms. Colston asked Steve McCoy to provide more detail. Mr. McCoy relayed to the group the two different issues pertaining to the highest level of care issue --1) trauma triage determines the trauma alert type patient and 2) trauma transport protocols (TTPs) determine the level of trauma center where the patient will be transported.   
Mr. Craig Prusansky, Palm Beach County Fire Rescue, Emergency Medical Services (EMS) Quality and Improvement Coordinator, addressed the systolic blood pressure in older adults and children criteria. He indicated that his agency was under the impression that this should be a mandatory criteria (i.e., if someone met this criteria then they were automatically deemed a trauma alert and were transported to a trauma facility). He provided statistics based on his local protocols. The local TTPs consider this a “gray” area and requested that this criteria be verified to make sure it is valid and warranted.  
Mark McKinney, MD, University of South Florida and Kendall Regional Medical Center, addressed the issue of the highest level of care. Dr. McKinney stated the state mandates that trauma centers deliver the same high quality clinical care. To evaluate the steps of this process, a team looked at the 2013 data results of all trauma centers in the state of Florida. The data was provided by Florida’s trauma centers to the DOH and the Agency for Health Care Administration (AHCA). Based on the injury severity score (ISS) trauma center outcomes were benchmarked and outcomes evaluated based on the ISS. After evaluating the data, it was concluded that the highest level of care, based on outcomes and results, could be either a Level I and/or Level II trauma center. Dr. McKinney indicated that he would provide the DOH with a copy of the research material that was published in the Journal of Surgical Research.
Erik Barquist, MD, Central Florida Regional, a provisional Level II Trauma Center, presented two examples of how the proposed Guidelines for Field Triage were used by a local EMS agency highlighting his concern that Level II trauma centers potentially could be bypassed based on interpreting Level I trauma center as highest level of care.. In the first example, a young male who suffered a gunshot wound to the chest, was within two minutes of his provisional Level II trauma center.  However, the patient was transported within 35 minutes downtown to a Level I trauma center because of the “level of care” interpretation. Another example is when a patient with a Glasgow Coma Score of 13 bypassed the provisional Level II trauma center by the same transport agency based on interpretation of “highest level of care.”  He further stated, to say that every conceivable seriously injured patient cannot be admitted to a Level II trauma center is inconsistent with the message of these guidelines. Additionally, Dr. Barquist stated there is a need for regionalization for certain injuries such as reimplantations, reconstruction, burns and pediatrics due to the limited availability of these specialty services.
Mr. McCoy asked what a potential solution to this issue was. Dr. Barquist replied that the solution is to say these criteria are too broad to distinguish what needs to be a regionalized injury from what needs to be something taken care of by the local transport criteria. The solution would be to narrow the criteria down.      
Allen Levi, MD, Chief, Neurosurgery, University of Miami/Jackson Memorial Hospital and Ross Bullock, MD, Chief, Neuro Trauma Care, University of Miami, Jackson Memorial Hospital, both addressed the group. Dr. Levi relayed that he is a neuro surgeon and not a trauma surgeon. He provided an example of a complex patient who had a clearly unstable spinal fracture and spinal cord injury and was transported to a Level II trauma center with an incomplete neurological deficit, and had ankylosing spondylitis. The patient stayed in the center for three to four days before Dr. Levi was notified about participating in the care for the patient. The patient ended up being transferred to Jackson Memorial Hospital and ultimately required surgical intervention. The point is that there is not a Level I trauma center in the country that would have kept this type of patient with a fractured spinal cord without surgical intervention for three to four days. 
This begins a conversation that there are instances where it was preferred that patients be transported to regionalized centers providing specialized care. Drs. Levi and Bullock presented DOH Brain and Spinal Cord Injury Program (BSCIP) statistics on brain and spinal cord injury cases for Dade County that showed a decrease in cases being treated at certain centers. The speakers stated that trauma centers need to maintain volume in number of spinal cord injuries treated per year to ensure competency in specialized care for those patients. Thus, these patients need to be taken to designated specialized centers. He stated this is a national issue as well. 
Dr. Levi asked what makes a trauma center a special spinal cord or brain injury center. He stated the state of Florida started the BSCIP years ago to try to address these issues and ensure that certain centers were meeting the criteria of the BSCIP. He added that Jackson Memorial Hospital is one of those centers. Another national effort is the model systems for spinal cord and brain injury. The University of Miami is one of the 15 model systems for brain and spinal cord injuries and one of the few centers in the country that have accredited model systems for both spinal cord injuries and brain injuries. 

The reason these model systems were developed 50 years ago is because it was federally mandated. The fragmentation of care seems like we are turning back the clock. After discussion, Dr. Levi recommended the adoption of the CDC field triage criteria. This type of patient should go to the highest level of care in that area if one exists. Fragmentation of care is not good for our patients.
Dr. Ross Bullock congratulated the DOH for setting up the BSCIP. The BSCIP is an enormously valuable resource and is a whole system for the accreditation of centers in providing care across the whole continuum for brain and spinal cord injuries specifically. He asked that we apply the ACS Resources for Optimal Care of Injured Patient, 6th Edition criteria plus the BSCIP criteria. Medics in the field need to have the right to apply those rules specifically for the brain and spinal cord injured patients. This means that emergency medical technicians (EMTs) and paramedics in the field should not be restrained to transport to the ‘nearest available’ center specifically for brain and spinal cord injured patients, but should be taken to a BSCI center that has been accredited by the DOH. He added that there are nine BSCI centers in Florida. 
Cindy Dick, Division Director, Emergency Preparedness and Community Support provided that we do not have a rule that states – severely burned patients need to be transported to a designated burn center, but this is happening. This seems like the burn issue goes back to regionalization. 
Steve McCoy added that the TTPs and the EMS medical directors would stipulate where patients should be transported. The field triage criteria is different and is the focus for the workshop.
Dr. David Ciesla, Trauma Medical Director, Tampa General Hospital, Vice-Chair of the Florida Committee on Trauma (FCOT) presented a letter addressed to Cindy Dick submitted by Dr. Nicholas Namias, MD, Chair, FCOT. The letter provided FCOT’s position on the adoption of the guidelines for field triage and the ‘orange book’ criteria, based on the last workshop in May. 
Dr. Ciesla, representing Tampa General Hospital, conveyed that field triage criteria is only a practical tool for EMTs and paramedics to use as a checklist. Triage is a dynamic process and it occurs at every level of patient contact. Dr. Ciesla stated that when the patient arrives to a hospital, there is secondary triage performed to verify if the patient needs to be transferred to another facility that has the best capability (not quality) to treat the injured patient. 

Field triage criteria is not intended to bypass a Level II trauma center for a Level I. A Level II trauma center is not of less quality of care than a Level I is; however, Level I trauma centers have the better capability to treat the injured patient. The trauma service areas (TSAs) of a geographic unit are too small to be practical. He added that it is not doable for every TSA to have a Level I trauma center and it makes better sense to create areas based on the seven domestic security task force regions. There also needs to be a clause added to the field triage criteria to prevent driving or flying past a Level II trauma center when a patient needs immediate care.  
Katherine Holzer, Safety Net Hospitals of Florida, which represents 14 public teaching children’s hospitals, 100 percent of pediatric trauma care, 88 percent of Level I trauma care and 72 percent of the graduate medical education. Ms. Holzer asked for clear, clarifying language to be inserted into rule that the closest Level II trauma center would not be bypassed. Additionally, the insertion into the rule of an analysis by the domestic security task force regions to look at over triage and under triage. She asked if it is the intent of DOH, that each time the CDC triage guidelines are updated, that this rule would be updated to incorporate the latest version of the triage criteria.  

Chief Colston then invited the phone participants to speak.  

Chief Dan Harshburger spoke about the highest level of care issue. Local control is critical. Ultimately, it is recommended for EMS medical directors to make the decision of what is the highest level of care. They are our local subject matter experts. EMS medical directors would still meet with all regional EMS medical directors and with trauma center medical directors, and continue to hold meetings with trauma agencies. He recommended keeping the current language as is. 
Susan Ono, RN, Trauma Program Manager, Orlando Health discussed concerns of potential volume increase by trauma center with the new criteria. She asked how much under triage do we have to non-trauma centers that would make it to definitive care sooner because of the implementation of the CDC criteria.  She relayed that Chapter 1 of the “orange book” provides information on Level I and Level II trauma centers.  She recommended that we use these resources and the collaboration of chapters 1 and 2 of the “orange book.” She added that the CDC guidelines are broad; but this is necessary to give guidance to our field experts, EMTs and paramedics.
Chief Darell Donnato spoke about the broad nature of the CDC criteria. He recommended separating transport from the trauma triage criteria, allow for local EMS medical directors and trauma agencies to make the trauma transport protocol decisions.
Cheryl Rashkin, Manager, Broward County Trauma Agency, stated that there are three trauma centers in Broward County; two Level Is and one Level II. She shared with the group that Level I and II trauma centers in her area do a fantastic job. Recently they had a major traffic accident were two pediatric patients needed to be transported to a Level I trauma center that provided pediatric care. One of the patients was immediately flown out; the other was delivered to a Level II trauma center where the patient was stabilized and then transported to a Level I/Pediatric trauma center. This was done successfully only because they are a team. Let paramedics in the field help make the transport decision because they work directly with their EMS medical directors.

Chief Dave Dyal reiterated what Chief Darell Donnato said. He recommended allowing the local EMS medical directors and trauma agencies to make the transport decisions.
Dr. Joe Nelson participated via telephone. He commented on the overall construction of the TTPs as related to the new rule language. He agreed with the criteria but felt that the CDC language in the proposed rule could leave room for error. He asked if there is any mention in the rule that prohibits the local medical director or trauma agency from constructing their trauma alert criteria as long as the CDC guidelines are followed in whatever point value system decided upon. This would allow for better understanding of the trauma alert criteria by the EMS field personnel. He added that the change in the trauma alert criteria is going to create a training challenge for EMS agencies. The implementation timeline will need to be taken into consideration.  
Steve McCoy reiterated that the proposed rule language does accommodate for the EMS medical directors and/or trauma agencies constructing their own trauma alert criteria based on the CDC guidelines. 

B. Trauma Center Standards (Discussion was focused on the relevant chapters from the ACS’ Resources for Optimal Care of Injured Patient, 6th Edition- “Orange Book” and related Clarification Document 2015, available at:  https://www.facs.org/quality%20programs/trauma/vrc/resources

Dr. Susan Bulecza opened the following chapters up for discussion:
Chapter 2- Descriptions of Trauma Center Levels and their Roles in a Trauma System
No speaker cards were received; no comments were made.  

Chapter 3- Prehospital Trauma Care

There were speaker cards submitted by Drs. Ross Bullock and Allan Levi; however, they had already departed from the workshop.
Katherine Holzer asked if there was consideration taken from Florida Trauma Center Standards 2010- DH Form 150-9, to include the new sections of the ‘orange book’ and would the verification be administered by the ACS or the DOH?  
Dr. Bulecza relayed that at this time the verification process is not under consideration for change.  

Chapter 4- Inter-hospital Transfer
No speaker cards were received; however Dr. Barquist commented that we all agree on regionalization, but the word on the street is that DOH frowns on transfers, unless they are well justified. The state needs to be more explicit regarding resources a Level I and a Level II should have. He asked where the divided line is and at what point does the state feel that we should “cross the line.”  
Dr. Ciesla agreed with Dr. Barquist’s statement and suggested that we establish a tertiary triage criteria. 

Dr. Bulecza added that if this is an issue, that the performance improvement process would come into play. 
Chapter 5- Hospital Organization and the Trauma Program

No speaker cards were received; no comments were made.  
Chapter 6- Clinical Functions: General Surgery

Katherine Holzer suggested that we continue to maintain the highest level of standards, regardless if DOH or the ACS standards. She stated that she would also provide written comments by August 28.
Chapter 7- Clinical Functions: Emergency Medicine

Thomas Ellison suggested that we maintain the highest level of standards. 
Chapter 8- Clinical Functions: Neurosurgery

Katherine Holzer suggested that we continue to maintain the highest level of standards.
Chapter 9- Clinical Functions: Orthopedic Surgery

After discussion of this chapter, Dr. Bulecza stated that DOH requires broad standards already. It was suggested that DOH do a periodic review of the “orange book.” 

Chapter 10- Pediatric Trauma Care

No speaker cards were received; no comments were made. 
Katherine Holzer stated that she will provide written comments on this chapter by August 28.
Chapter 11- Collaborative Clinical Services

Mark Anderson, MD, spoke on the requirement of board certification for non-surgical specialists. He said it appears that non-surgical specialists do not need to be certified, but the state currently requires that they be board certified and asked which way DOH is going. It was reiterated that the state should go with the highest level of standards. He also recommended midlevel practitioners need to take the advanced trauma life support course. 
Chapter 12- Rehabilitation

No speaker cards were received; no comments were made. 

Chapter 13- Rural Trauma Care

Dr. Bulecza stated that there are some TSAs that do not have Level I care and in one TSA there is no trauma center. The current DOH standards do not speak to rural trauma care. So we need to understand what impact this would have. 
Dr. Ciesla stated that in his area, they hold rural trauma care classes once or twice a year with rural hospitals to get a better understanding of their resources and maintain connections with facility staff. 
Dr. Bulecza stated that it would be helpful to know where the courses take place in our state.  
Chapter 14- Guidelines for Trauma Centers Caring for Burn Patients

No speaker cards were received; no comments were made. 

Chapter 15- Trauma Registry

No speaker cards were received; however Thomas Ellison commented on the required registrar’s continuing education courses and the trauma quality improvement plan. Mr. Ellison added that this may be a financial burden for trauma centers, which DOH may want to consider.  

Chapter 16- Performance Improvement and Patient Safety
The peer review requirement change may be a major change for trauma centers. Mr. Ellison indicated that this chapter is a complete rewrite. After some discussion it was agreed upon that the changes made are a great step forward and will provide more clarification. 
Chapter 17- Education and Outreach

Donna York, RN, stated that the state is very specific on the amount of trauma hours and has a higher level of requirements in education hours especially for nurses. The ‘orange book’ has more of a focus on credentialing and does not address nursing education.       
Chapter 18- Prevention

Susan Ono, RN, participated from the phone line and relayed there is mention of specific injury prevention coordinators being different than the trauma program manager for Level I trauma centers.  Thomas Ellison added that in Level I and Level II trauma centers, the trauma program manager should be dedicated to the trauma program.  
Chapter 19- Trauma Research and Scholarship

The state’s Level I research requirements are not as stringent as the ACS’ guidelines. Maggie Crawford stated that the changes in research are focused more on a true academic medical center. Florida has made other options available in the past for those trauma centers that are not academic medical centers. 
Dr. Ciesla indicated that he supports the highest standard available on research requirements for Level I trauma centers.  

Chapter 20- Disaster Planning and Management

No speaker cards were received; no comments were made.  

Chapter 21- Solid Organ Procurement

No speaker cards were received; no comments were made.  

Dr. Bulecza asked for any general comments or considerations on any of the chapters. There was no further discussion.

III. Closing Remarks
Chief Colston reminded everyone present and on the phone to provide any written comments to Dr. Susan Bulecza by close of business August 28, 2015. 

The meeting adjourned at 11:20 a.m. 
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