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Opening Remarks:
Cindy Dick, Director, Florida Department of Health (DOH) Division of Emergency Preparedness and Community Support welcomed all attending and thanked everyone for traveling to Tallahassee and spending their time to provide input. 
Director Dick introduced herself as the division director, and introduced Leah Colston, Chief of the Bureau of Emergency Medical Oversight which includes the Trauma Section. 
Director Dick shared with the group that she worked for 27 years in prehospital emergency care as a as a firefighter/EMT, and then served as Tallahassee Fire Chief. Director Dick then introduced Dr. Susan Bulecza, Trauma Section Administrator and Mr. Steve McCoy, Health Policy and Information Section Administrator. Also present were Priscilla Davidson and Beth Lowe who assisted in record keeping and speaking cards. The agenda and speaker cards were provided to attendees and instructions given for those on the phone. 

Director Dick stated the discussion will be on the rules noticed for the workshop -- Rules 64J-2 of the Florida Administrative Code.  

The rules were grouped into six major categories. Section 1-,  rules 64J-2.001, 64J-2.004 and 64J-2.005 related to the definitions, the pediatric and adult trauma scorecard; Section 2-rules 64J-2.006, 64J-2.019 and 64J-2.020 pertaining to the Trauma Registry, quality improvement, funding for trauma centers, and Acute Care Hospital Trauma Registry; Section 3- rules 64J-2.007, 64J-2.008 and 64J-2.009, related to trauma agency formation, trauma agency plan approval and denial process, and trauma agency implementation and operation requirements; Section 4-rule 64J-2.010, relating to trauma center allocation; Section 5-ule 64J-2.011, related to trauma center standards; and Section 6- rules 64J-2.012, 64J-2.013 and 64J-2.016, related to the trauma center selection process for approval, extension of the approval period, as well as site visits and approval.
Section 1- 64J2-.001, 64J2-.004 and 64J2-.005
Mark Anderson, MD, Regional Trauma Director, Hospital Corporation of America, expressed that he was not opposed to the CDC criteria.  He stated it was essential to get the right patient to the right place at the right time. Additionally, all trauma patients should be transported to the closest trauma center. His concern was related to the clause in the CDC criteria that patients should be transported to the highest level of care within the region. In Florida, the Level I and Level II trauma centers function similarly, and the Orange Book standards also considered Level I and Level II trauma center clinical services as essentially the same. The other issue is emergency medical service (EMS) providers. If they have to transport past multiple trauma centers to get to the highest level of care within the region, there could be a delay in transport for other patients if no other units are available. He added that the patient should be transported to the closest trauma center.
Lieutenant Javier Ortiz, President Miami Fraternal Order of Police, expressed that unlike the hospital administrators, nurses or doctors, he was one of the first responders protecting Floridians. The Miami Fraternal Order of Police requested the CDC guidelines for field triage be used and to also give local EMS providers, the authority to make a judgment call when they felt it was necessary to take the patient to the highest level of care. He disagreed about Level I and Level II trauma centers being the same. There was only one Level I trauma center in Miami. His opinion was that Level I trauma centers have the greatest amount of personnel to care for the patient. Lieutenant Ortiz stated that when and if he were to be injured, he wanted to be taken to the highest level of care in Miami – Ryder Level I Trauma Center.
Nicholas Namias, MD, Trauma Surgeon, Chair, Florida Committee on Trauma (FCOT) stated that FCOT supported adopting the CDC criteria. The CDC criteria have been endorsed by the American College of Surgeons, the American Burn Association and the American Association for the Surgery of Trauma. He wanted the score card adopted as written and allow additional criteria be implemented in a particular county based on geography/activity. He added that the CDC criteria stated that patients should preferentially be taken to the highest level of care; it did not mandate that they must be taken to the highest level of care. Dr. Namias added that “burns” was still included in the definitions section but had been stricken from 64J-1. 

Donna York, RN, President, Association of Florida Trauma Coordinators, stated that she and the Florida trauma coordinators agreed with the adoption of the CDC trauma triage criteria. However, there was concern about the lower Glasgow Coma Scale’s potential impact on the number of trauma patients that would be trauma alerted and brought to the area hospitals that could potentially increase the amount staff in trauma centers by as much as 30 percent. Ms. York stated that the group felt taking patients to the highest level of care may negatively impact the Level II trauma centers. She added that the group liked the discretion to add criteria locally as necessary. 
Ms. York also provided comments from her institution.  She stated pediatric patient criteria were not included in the CDC trauma triage so they had concerns and felt this issue needed to be addressed.   
Darwin Ang, MD, Trauma Medical Director, Ocala Regional Medical Center, supported the CDC’s triage criteria; he requested clarification regarding the “highest level of care.” He stated there are some variations in specialty services among trauma centers regardless of level. Thus, the trauma system should be able to work together and support each other. He proposed the triage criteria language should be designated trauma centers and not use the level designation.
Erik Barquist, MD, Trauma Medical Director, Central Florida Regional Hospital, University of South Florida (USF), stated the highest level of care should be defined as a Level I or Level II trauma center.  He added, that the prehospital care providers should move trauma patients to the highest level of care, which in Florida, was either a Level I or Level II trauma center. 
Mark Cockburn, MD, Trauma Medical Director, Aventura Hospital and Medical Center, stated that optimal care was the same at Level I trauma centers as it was at Level II trauma centers, except Level I facilities took care of adult and pediatric patients. Timely care was another issue; the response time in getting the patient to the proper trauma center in a timely fashion became the priority. In some trauma service areas (TSAs), there should be more than one trauma center to take trauma patients, such as in TSA 19, where there are 2.7 million residents. Patients should be taken to the closest trauma center that offers the highest level of care, either a Level I or Level II trauma center. 
Chad McIntyre, TraumaOne Flight Services, Jacksonville, agreed with the CDC’s triage criteria to transport the patient to the highest level of care. He added that as a prehospital provider, paramedics have the authority to select a trauma center, based on their own discretion.     

Dave Dyal, Fire Chief, Stuart Fire Rescue, via telephone, addressed Rule 64J-2.004, the scorecard methodology. He stated concern based on the way that the rule is currently written and if not changed as proposed. He proposed changing “considered” to “identified as a trauma alert patient”. He provided information related to a recent legal issue in his counties and the rule’s lack of requirement to transport trauma patients to a trauma center. He proposed the rule should state that such patients shall be transported to a trauma center unless TTPs specifically allow a variation from this rule. He also expressed concern that the gunshot wound criteria was too broad and needed further refinement as it could result in overtriage of some patients. 
Mark McKenney, MD, Trauma Medical Director, Kendall Regional Medical Center, Professor of Surgery USF, via telephone, thanked the DOH for their leadership and the opportunity to speak about these important issues. He supported the CDC’s triage criteria and stated the highest level of care needed to be further defined as the nearest state approved trauma center. Another clarification was needed regarding pelvic fracture and suspected  pelvic fracture, as well as hip fracture and suspected hip fractures, recommended these should be transported to the nearest state approved trauma center.
Section 2- 64J2-.006, 64J2-.019 and 64J2-.020

Nicholas Namias, MD, Trauma Surgeon, Chair, Florida Committee on Trauma (FCOT) requested clarification regarding updating the dictionary date referenced in rules 64J-2.006 and .019. Mr. McCoy stated the adopted date reference in both rules will be January 2015.
Katherine Holzer, Safety Net Hospital Alliance of Florida thanked the DOH for allowing the review of the proposed draft rule language and for providing the conference line as well as for the opportunity to speak. She stated the Safety Net Hospital Alliance of Florida represents 48 percent of Florida’s trauma centers and 78 percent of the Level I trauma centers.  Specifically, pertaining to Rule 64J-2.019, Ms. Holzer asked for more clarification and insight regarding the deletions of the words caseload volume and public hospital. Dr.  Bulecza indicated that the deletion of the definitions is to clean-up duplicative information already defined in statute.
Sandra Schwemmer, MD, Medical Director, Palm Beach County Trauma Agency, participated via telephone and spoke on Rule 64J-2.004(2). She requested that trauma agency uniform protocols be included. 
Stephen Smith, MD, Trauma Surgeon, Professor, Acute Care Surgery, University of Florida, via telephone, stated he was one of the primary editors of the American College of Surgeons Resources for Optimal Care of the Injured Patient 2014 (AKA- the Orange Book). He pointed out that there is rough equivalency in Level I and Level II trauma centers in clinical care according to the Orange Book standards. However, there are differences related to trauma team expertise, research and training. He cautioned the use of Level I and Level II interchangeably and more consideration for the differences should be given as the triage criteria are developed. 
Jennifer Sweeney, RN, Trauma Program Manager, Sarasota Memorial Hospital, via telephone, asked for more information pertaining to trauma case load volume. Mr. McCoy reiterated the trauma case load volume is defined in statute and does not need to be redefined in rule. Director Dick added that the department is attempting to simplify the rules. There is no need to restate in rule what is already defined in statute.  
Director Dick thanked the Florida Hospital Association (FHA) for working with the DOH on Rule 64J-2.020 and that remarkable progress has been made to reduce the acute care facilities’ concerns with the reporting requirements. 
Maggie Crawford, Delray Medical Center and Tenet South Florida, supported the reporting requirement changes. Ms. Crawford requested a more definitive definition of what a trauma patient is when arriving to an acute care hospital as it is currently too broad.  Criteria are needed for inclusion in and inclusion out because it is now duplicative reporting.  Acute care hospitals do not always receive trauma alert patients.  Mr. McCoy acknowledged there was confusion for acute care hospitals surrounding the inclusion criteria and the ability to stratify those patients out. He indicated more analysis would be done to further clarify this issue as the process evolved. 
Darin Roark, Baptist Health-Jacksonville, appreciated the draft language. He asked for clarification on the update of what is to be reported in order to comply while waiting for the rule changes. Mr. McCoy responded until the rule is changed the existing rule’s reporting requirements are to be followed. The DOH’s intent was to expedite the rule change as quickly as possible. 
Kim Streit, Vice President, Health Care Research and Information, Florida Hospital Association (FHA), stressed FHA recognized the need for comprehensive trauma system data to study trauma patient care across the state in both designated trauma centers and acute care facilities. The FHA commended the DOH for working with them to improve the acute care facility reporting. She added there was a strong commitment within acute care hospitals to report the needed data.
Mark McKenney, MD, Trauma Medical Director, Kendall Regional Medical Center, Professor of Surgery USF, via telephone thanked the DOH for setting up and arranging these meetings. He was in favor of a database from the trauma registry being set up in acute care hospitals.
Section 3 - 64J2-.007, 64J2-.008, 64J2-.009
Director Dick stated these rules dealt with trauma agency formation.  The deletions noted were to reduce restatement of statute requirements in rule.  
Nicholas Namias, MD, Trauma Surgeon, Chair, Florida Committee on Trauma (FCOT) stated that the FCOT supported trauma agency formation. He asked for clarification on the word- entity in 64J-2.007(2). It did not specify what entity meant. 
Section 4 - 64J2-.010
Dr. Nick Namias stated the FCOT supported rule 64J-2.010’s and needs based apportionment. He asked what happened in areas that already had trauma centers in excess of the revised apportionment language and what happened to the provisional trauma centers in excess of the newly revised apportionment language. Director Dick relayed that the existing trauma centers or provisional trauma centers would not be affected. She stated these changes would be effective for the next application period.   
Erik Barquist, MD, Trauma Medical Director, University of South Florida (USF), congratulated the DOH for this complex allocation system. On section (1)3a, under community support, where stated, “25 to 50 percent of the city and county commissions” and in sub section b, where stated, “50 percent of the city or county commissions”, he encouraged making the language more consistent. His suggestion was to use city or county commissions. He explained that it was difficult at times to get on the agenda of the city commission meetings.
Tom Panza, Panza, Maurer and Maynard representing Jackson Memorial Medical Center, wanted further clarification on the data and the formula used for the allocation process. He asked what data was used and how could the data be obtained. Mr. McCoy stated the data sources were the Agency for Health Care Administration’s database, and Emergency Medical Services Tracking and Reporting System (EMSTARS) data. EMSTARS was protected data that could not be provided to the public per statute.    
Allison Mawhinney, Memorial Regional Hospital (MRH) in Broward County stated concerns about the renewals for Memorial Regional Hospital. She objected to the wording of the rule in its present form. She stated there was concern regarding trauma center renewals in her TSA and if an argument could be made that no slot was available because of the two existing trauma centers. She requested language be added clarifying the allocation would not affect existing trauma centers or their ability to renew designation.  
David Ciesla, MD, Trauma Medical Director, Tampa General Hospital, via telephone, addressed rule 64J-2.010(1)4 related to severely injured patients discharged from acute care hospitals, as a way of allocating points. The idea of the number of severely injured patients discharged from acute care hospitals is really a measure of triage accuracy. When real time decisions are evaluated based on the best information available and retrospective analysis of more complete information, there will be a mismatch and result in methodological miss-triage. The actual number is less important than the ratio of accurately triaged persons and inaccurately triaged persons. Dr. Cielsa stated he had written a paper on the subject and provided a draft.   
Cheryl Rashkin, Manager, Broward County Trauma Agency, via telephone, addressed the wording of 64J-2.010. She suggested adding the words additional and/or new where the allocation of centers was mentioned. She added that this would alleviate the community concerns regarding the reduction. Additionally, she suggested input be requested from trauma agencies in the decision to increase or decrease the allocation numbers.
Clint Shouppe, BayCare Health System, via telephone, suggested sub section 64J-2.010(1)3a, “25 to 50 percent of the city and county commissions” be changed to “and” rather than “or”. He did not understand what changed in the area based on the calculation, unless community support was a factor. Dr. Bulecza stated community support letters were received and the TSA document reflected the number of letters received based on recognized city and county governments, determined by the Department of State. Where the threshold for the first criterion of 25-50 percent for the number of city and counties within that TSA was met a point was given.  In response to Mr. Shouppe’s question if the letters were posted, she indicated they were not.  Mr. Shouppe suggested that the community support letters be posted for the public to view for more transparency. Director Dick added that community support letters are not solicited by DOH, they are only accepted. 

Section 5 - 64J2-.011
Nicholas Namias, MD, Trauma Surgeon, Chair, Florida Committee on Trauma (FCOT), supported the adoption of the American College of Surgeons Resources for Optimal Care of the Injured Patient 2014 (AKA- the Orange Book). He stated it was a living document with changes, notes and addenda added online. He asked how these elements would be a part of the DOH’s adoption of the Orange Book. Director Dick indicated that the DOH would look into that to clarify.  

Stephen Smith, MD, Professor, Acute Care Surgery UF, via telephone offered that a clarification document was available on the ACS website, which he encouraged the review of for helpful information. There would also be a webinar offered from the ACS, during the first two weeks of June outlining some of the areas of clarification. 
Maggie Crawford, Delray Medical Center and Tenet South Florida, agreed with Dr. Namias, that these were national standards and some hospitals have already gone through the verification process. She added that one of the issues, of adopting national standards, was it may be confusing. Her question related to how the DOH was going to take these standards that are living documents, and use them as Florida criteria. Additionally, she stated the ACS Committee on Trauma’s verification standard was every three years and the state was every seven years, how was the DOH going to address. Director Dick stated the cycle of verification was currently seven years as defined by statute and no midterm cycle site visits unless one is needed.

Donna York, President, Association of Florida Trauma Coordinators asked if the Orange Book would be adopted in its entirety- with type 1 and type 2 deficiencies. She also inquired if continuing education requirements would be added since the Orange Book does not address.    
Section 6 - 64J2-.012, 64J2-.013 and 64J2-.016
Nicholas Namias, MD, Trauma Surgeon, Chair, Florida Committee on Trauma (FCOT) addressed the halo clause. The FCOT supported needs-based apportionment of trauma centers without the addition of the halo clause. He added that the use of ten miles was arbitrary. He also questioned the tiebreaker clause where a trauma agency would make the decision. 

Donna York, President, Association of Florida Trauma Coordinators indicated that the trauma coordinators discussed the halo clause and felt it was not necessary. She added the tiebreaker with trauma agencies could become an issue as it had in the past due to conflict of interests.

Maggie Crawford with Delray Medical Center and Tenet South Florida asked for the definition and more clarification of the application process timeframe, submission requirements (electronic or hardcopy) and the application process. 
Erik Barquist, MD, Trauma Medical Director, University of South Florida (USF) was concerned with the tiebreaking rule criteria related to trauma agencies. He stated the state needed to learn from recent history as a trauma community. If the tiebreaker decision was determined by to the trauma agencies, then conflict may occur. He suggested the decision-making remain with the DOH, not the trauma agencies. Additionally, geographic considerations should be used instead of the halo clause. He added that when trauma agencies are developed and working as intended, then the language should be revisited at that time.
Tom Panza, Panza, Maurer and Maynard, stated Jackson Memorial Medical Center was against the ten mile radius. He added that he does not understand the basis for the ten mile radius. He requested from the DOH, to have a policy on the ten mile radius. He felt it should be based on the needs and not an arbitrary number. The tiebreaker issue was referenced and then discussed.  
Stephen Smith, MD, Trauma Surgeon, Professor, Acute Care Surgery UF, via telephone, cautioned using the ten mile halo clause. He encouraged caution in the adoption of a geographic radius approach as opposed to other factors. He added the data available tended to support the volume-based approach.
Donna Nayduch, Ocala Regional Medical Center, stated in rule 64J-2.001 under (1) where abbreviated injury score is defined as – AIS-90 needed to be updated to 2005, with 2008 update, or current so this section would not have to be updated in the future. She suggested changing the address of the Association for the Advancement of Automotive Medicine to their website instead.  Also, under section (8), where  AIS-90 is mentioned, suggested it be changed to current. She added that under section (7), it needed to be changed from ICD-9-CM to current.  Rule 64J-2.016 had the same issue under 5(b) where it mentioned AIS-90 and ICD-9-CM. Under section 5(d), she added, the nurses were no longer called trauma nurse coordinators and recommended to use something more generic. Mr. McCoy stated those changes were going to be made but did not make the final cut before the workshop.  

Barbara Uzenoff, Hillsborough County Trauma Agency, wanted clarification on the jurisdictions of existing trauma agencies and any potential changes. Director Dick stated the intent of the regional trauma agencies is not to make any existing trauma agency lose authority.  

Follow-up comments following completion of all sections:

Steven Epstein, MD, Trauma Medical Director, Bayfront Health Systems, stated in his opinion, Level II trauma centers basically functioned as Level I trauma centers. He added that all trauma centers should have capacity to fix a fractured pelvis and take care of any gunshot wound to the torso. Reimplants and burns should go to specialized trauma centers.  He did not feel it was necessary to have the side-branch in the triage criteria for penetrating or what is called more serious trauma. 
David Ciesla, MD, Trauma Medical Director, Tampa General Hospital, added that in a practical application in the trauma system, this issue was going to have a small effect on the actual distribution of trauma patients. He added that there was a clear difference between Level I and Level II trauma centers. What the CDC triage criteria said was when all things were equal; the patient should be taken to the highest level of care. In Florida, almost everyone was within 50 minutes of a trauma center, so everyone had access.
Director Dick closed the workshop and advised all participants that written comments would be accepted through June 5, 2015. She thanked everyone for their contributions and summarized next steps.  
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