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PREFACE

The Roy E. Campbell Trauma Act of 1990 established the specific steps for an individual general
acute care hospital in Florida to follow when seeking to provide trauma care services. Included in
these steps are the requirements that the hospital provide a written application to the Department
of Health Division of Emergency Medical Operations, Office of Trauma, for review and approval
and that the hospital accept an on-site survey by department staff and contracted out-of-state
surveyors with expertise in trauma patient care. This pamphlet, “Trauma center Standards,”
details the standards a hospital shall meet to successfully complete the trauma center application
process. The hospital shall also maintain these standards to operate as a trauma center.

The contents of this pamphlet are based in part on the standards published in the 1998 version
of this pamphlet, in part on the guidelines published in the American College of Surgeons’
Resources for Optimal Care of the Injured Patient: (2006), and in part on the experience gained
during site surveys conducted at Florida trauma center applicant hospitals since 1990.

This latest edition of the standards pamphlet contains many changes. Most notable is that this
document now contains four chapters: a definitions chapter and a chapter that describes the
minimum approval standards for each of the three options available for a hospital seeking to
operate as a trauma center.

Chapter One consists of definitions of words, phrases, and acronyms used throughout the
document to meet the unique requirements of the Florida program. Some definitions, for example,
"trauma team,” may not necessarily match definitions in documents published by other
organizations or by other states.

In Chapters Two through Four, several individual standards begin with an introduction contained
within a shaded box. Also, several standards have general information sections contained within
shaded boxes. The information found in these shaded boxes is not measurable during the site
survey and it is not mandatory for a hospital to comply with these remarks. The requirements
described in the body of the standard that follows the introduction or general information sections,
however, are mandatory. During a review of a hospital, the state will employ the standards as
representing the minimum acceptable level of measure.

The standards published in this document are subject to revision at any time through the rule
promulgation process. Any hospital granted approval to operate as a provisional trauma center
or granted a full seven-year Certificate of Approval shall comply with all revisions published herein,
beginning the date the amended rule becomes law.



CHAPTER ONE

INTRODUCTION: The following definitions are explanations of words, phrases, and acronyms
contained in the text of the subsequent chapters. As the standards found in this document are,
in many cases, unique to the Florida trauma system, the definitions found in this chapter may also
be unique and may not necessarily match those provided by other states or organizations that
develop standards or guidelines for trauma centers.

DEFINITIONS

1. ATLS Advanced Trauma Life Support course approved by the
American College of Surgeons.

2. Arrive Promptly Arriving within 30 minutes, 90 percent of the time, from
inside or outside the hospital to a specified area within the
trauma center when summoned (for example, voice page,
telephone, or beeper) to provide evaluation, consultation,
treatment, or other defined services. The interval between
the delivery of the patient at the trauma center and the arrival
of the respondent should not have a measurably harmful
effect on the course of patient management or outcome.

3. Board Certified Physicians certified by a medical specialty board
recognized by the American Board of Medical Specialties
(ABMS), American Osteopathic Association, a Canadian
board, or other foreign board if recognized by the ABMS as
an equivalent.

4-—————Continuing Medical Education (CME)
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Defined educational activities for practicing physicians, often resulting in approved credit hours
from the American Medical Association, state medical society, a medical school, or hospital. For
the purposes of this document, the Accreditation Council on Continuing Medical Education
(ACCME), the American Osteopathic Association (AOA), or an appropriate state medical society
recognized by the ACCME or AOA to accredit state programs shall approve all CME.

5 Clinical Anesthesiology (CA)

1.2
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Indicates the year of post-graduate medical training (residency program) involvement of an
anesthesiology resident, for example, CA-3.

6. Contact Hour The term used for continuing education credit, as defined by

the Florida Board of Nursing. One contact hour equals 50
minutes of course content.
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Continuing Education Planned educational activities intended to enrich the
educational and experiential background of the health
professional.

Credentialed A process in which an individual hospital grants specific
medical practice privileges to physicians in recognition of
levels of education, training, or experience.

Critical This term describes any trauma patient with potentially life-
or limb-threatening physiological variations or a variation in
the level of consciousness.

-

10. Emergency Medical Service (EMS) System | Formatted: Number of columns: 1, Force equal column
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The arrangement of personnel, facilities, and equipment for the effective and coordinated delivery
of prehospital emergency medical services required for the prevention and management of
incidents. These incidents may occur as a result of a medical emergency, an injury, a natural
disaster, or a similar situation.

-
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An alert issued by trauma center personnel to all trauma team members to arrive promptly to the
trauma resuscitation area for a trauma alert patient not previously identified by EMS.

-
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A hospital wide database that integrates medical and system information related to trauma patient
diagnosis and the provision of trauma care.
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This is an area designated by the hospital for monitoring and treating patients following
anesthesia.

14. Pediatric Patient A patient with anatomical and physical characteristics of a
person 15 years or younger.

-
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A patient with the anatomical and physical characteristics of a person 15 years of age or younger
who meets the pediatric trauma alert assessment criteria described in Rule 64J-2.005(2), (3), or
(4), Florida Administrative Code.

-

16. Post-Graduate Year (PGY) B FQ(lj'mhatted: Number of columns: 1, Force equal column
widt

1.9



Indicates the year of post-graduate medical training (residency program) involvement of a
resident, for example, PGY-2.

17. Primary Care Specialty Includes internal medicine, family practice, general
surgery, general practitioner, and pediatric medicine.
Hospitals should use caution when using pediatricians to
see adult patients in the emergency department.
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The utilization of a comprehensive approach, with measurable standards and indicators, to
continuously monitor, evaluate, and improve the quality of trauma patient care. Often referred to
as Total Quality Management (TQM), Quality Assurance (QA), and Continuous Quality

Improvement (CQlI).

19. Trauma Alert

20. Trauma Call

21.

An alert (notification) made by an EMS provider informing
a hospital or trauma center that they are en route with a
patient meeting department-approved triage criteria
consistent with trauma alert scorecard criteria as provided
in Rules 64J-2.004 and 64J-2.005, Florida Administrative
Code.

Block(s) of time within a 24-hour period in which
designated trauma team members shall be available to
arrive promptly to a specified area within the trauma center
when summoned (for example, via voice page, telephone,
or beeper) to provide evaluation, consultation, treatment, or
other defined services.

Trauma Program Manager

-«
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A registered nurse who meets the requirements delineated in Standard 11.D.2.
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A course developed and presented by the Emergency Nurses Association that in part will meet
the minimum educational standard for a nurse requiring trauma specific education.

-«
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A multidisciplinary committee established to monitor, evaluate, and improve the quality of
trauma patient care.

24.

25.

26.

27.

28.

Trauma Registrar

Trauma Service

Trauma Medical Director

Trauma Surgeon

Trauma System

An individual who demonstrates the ability to accurately
perform hospital-based coding and injury scaling and who
provides trauma-related data to the trauma service.

A dedicated and defined service within the organizational
structure of the hospital designed to coordinate trauma
patient care, trauma-related training, and trauma quality
management.

A physician who meets the requirements delineated in
Standard 11.D.1.

A physician who meets the requirements delineated in
Standard 11l.A.2 and 3.

A system of organized patterns of trauma readiness and
response services based on public and private agreements
and operational procedures, in accordance with approved
local trauma plans, as provided in

section 395.401(2)(a)(c), Florida Statutes (1997).



29. Trauma Team A group of health care practitioners available for the
resuscitative phase of trauma patient care.



Standard |
Standard Il
Standard lll
Standard IV
Standard V
Standard VI
Standard VI
Standard VI
Standard IX
Standard X
Standard XI
Standard XII
Standard XIlII
Standard XIV
Standard XV
Standard XVI
Standard XVii
Standard XVIII
Standard XIX
Standard XX

CHAPTER TWO

LEVEL | TRAUMA CENTER STANDARDS
TABLE OF CONTENTS

Administrative

Trauma Service

Surgical Services -- Staffing and Organization
Non-Surgical Services -- Staffing and Organization
Emergency Department

Operating Room and Post-Anesthesia Recovery Area
Intensive Care Unit and Pediatric Intensive Care Unit
Training and Continuing Education Programs
Equipment

Laboratory Services

Acute Hemodialysis Capability

Radiological Services

Organized Burn Care

Acute Spinal Cord and Brain Injury Management Capability
Acute Rehabilitative Services

Psychosocial Support Systems

Outreach Programs

Quality Management

Trauma Research

Disaster Planning and Management
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STANDARD | -- ADMINISTRATIVE

INTRODUCTION: From an institutional perspective, the willingness of the hospital’s board of
directors and administration to commit to allocating adequate resources and personnel to accept
and care for trauma patients is essential for the successful operation of a trauma center.

There shall be demonstrated commitment to trauma care by the hospital's board of
directors, administration, medical staff, and nursing staff to treat any trauma patient
presented to the facility for care. Methods of demonstrating commitment to the trauma
center and system by the hospital shall include, but not be limited to, the following:

5.1.  Establishment of policies and procedures for the maintenance of the services

essential to a trauma center and system as outlined in this standards document.
(See Standard 11.C.)

6:2. _ Providing patient care data as requested by the department or its agent.

3. All trauma centers must have clearly defined transfer protocols that include the
types of patients, expected timeframe for initiating and accepting a transfer, and
predetermined referral centers for outgoing transfers

. In all trauma centers, the decision to transfer an injured patient must be
based solely on the needs of the patient, without consideration of their
health plan or payer status

. In_all _trauma centers, when trauma patients are transferred the
transferring provider must directly communicate with the receiving
provider to ensure safe transition of care this communication may occur
through a transfer center

B. In_all frauma centers, the institutional governing body, hospital leadership, and medical
staff must demonstrate continuous commitment and provide the necessary human and
physical resources to properly administer trauma care consistent with the level of
verification throughout the verification cycle. Methods of demonstrating commitment
include:

1. Hospital board of directors (or other administrative governing authority) approval
of the establishment of the trauma center at the level specified and of the

22
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application for verification

2. Commitment to adherence to the standards required for the level of verification

3. Commitment to ensuring that the necessary personnel, facilities, and equipment
are made available to support adherence to the standards

C. The hospital administration must demonstrate support for the research program (level |
and Peds). Demonstration of support of the research program includes documentation
such as the following:

1. Basic laboratory space

2. Sophisticated research equipment

3. Advanced information systems

4. Biostatistical support

5. Salary support for basic and translational scientists, or seed grants for junior
investigators

D. Commitment to postgraduate education

E. In all trauma centers, diversion protocols must be approved by the Trauma Medical
Director and include:

1. Agreement of the trauma surgeon in the decision to divert
2. A process for notification of dispatch and EMS agencies
3. A diversion log to record reasons for and duration of diversions
£ All trauma centers must not exceed 400 hours of diversion during the
reporting period

B-F. The hospital’s chief executive officer (CEO) has overall responsibility for compliance with
all trauma center standards. The CEO or his or her designee shall ensure that all staff
involved with the care of the trauma patient are aware of their responsibilities as required
by the trauma center standards.

C.G. _The hospital shall ensure that the trauma medical director is responsible and accountable
for administering all aspects of trauma care. Therefore, the trauma medical director shall
be empowered to enforce the trauma center standards with other medical and clinical
departments in the hospital. The trauma program manager shall perform under the
direction of the trauma medical director and shall interact with all departments on behalf
of the medical director.

B:H. When there are issues that the trauma medical director has been unable to resolve

through the hospital's organizational structure, the hospital shall provide a specific
mechanism to ensure that the medical staff or CEO address such unresolved issues. This
mechanism shall include direct consultation with the affected services, including, but not
limited to, trauma and emergency services.
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EI._[The trauma medical director is responsible for credentialing and attesting to the medical
ability of all personnel who provide trauma services. Appointment or removal of personnel
from the trauma service shall be done by the trauma medical director pursuant to
procedures, policies, or bylaws of the hospital. _——{ Commented [HLE1]: Possibly align with 2.9 - OPPE |

EJ.  [The hospital shall ensure that the procedures, policies, or bylaws address circumstances
in which the trauma medical director determines that an attending physician's actions
compromise the health, safety, or welfare of trauma patients. In such case, procedures,
policies, or bylaws shall address options such as temporary or permanent removal of the
physician from the trauma service, or other appropriate remedial measure.

G:K. The trauma medical director shall have oversight responsibility for trauma patient care and
shall monitor trauma patient care on an ongoing basis as delineated in Standard XVIII. /[ Commented [HLE2]: Align with 2.9?? }

H.L. When the trauma medical director is unavailable to the trauma service (such as vacation,

out-of-town conference, or illness), the medical director shall delegate authority to another
trauma surgeon to carry out the above administrative functions.

STANDARD Il -- TRAUMA SERVICE

INTRODUCTION: From a personal leadership perspective, the qualifications of the trauma
medical director and the trauma program manager should reflect leadership, planning,
performance improvement, and trauma care expertise. These individuals lead the trauma care
team and are responsible for the organizational integrity of the program. As such, it is desirable
that these individuals obtain greater than 50 percent of their continuing education credits outside
the hospital. It is also desirable that they participate in the development or operation of a local,
regional, and statewide trauma care system and be involved in local or regional EMS services
and local or regional trauma agency activities. The hospital might consider providing additional
resources, such as a quality improvement staff member and clerical support, to assist with these
activities.

A Organizational Requirements - The trauma service shall be a dedicated and defined
service within the organizational structure of the hospital as evidenced by the following:

1. A designated medical director contracted to direct and oversee the operation of
the trauma service. The medical director position for the trauma service shall be
paid by the hospital and documented by a written job description and
organizational chart.

2. A designated trauma program manager for the trauma service. The trauma
program manager position for the trauma service shall be paid by the hospital and
documented by a written job description and organizational chart.

2:3. In_all trauma centers, there must be at least 1.0 FTE dedicated performance
improvement (PI) personnel per 1000 admitted patients annually. The count of
entries is defined as all patients that meet NTDS inclusion criteria, and those
patients who meet inclusion criteria for hospital, local, regional, and state purposes

Right: 0", Space Before: 0 pt, No bullets or

“77 | Formatted: Left, Indent: Left: 0.62", Hanging: 0.5",
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34. A trauma registrar for the trauma service. The trauma registrar position for the

trauma service shall be paid by the hospital and documented by a written job
description and organizational chart.

24



a. A recommended staffing model is: one full time equivalent trauma
registrar will be required to process more than 750 to 1,000 patients annually
b. In all trauma centers, there must be at least 0.5 FTE dedicated to the
trauma registry per 250 annual patient injuries the count of entries is defined
as all patients who meet NTDS inclusion criteria, and those patients who
meet inclusion criteria for hospital, local, regional, and state purposes
c. In all trauma centers, all registrars must fulfill all of the following
requirements:
1. Participate in and pass the most recent version of the AAAM's
abbreviated injury scale (AlS) course
2. Participate in a trauma registry course that includes all of the
following content:
¢ Abstraction
»Reports/report analysis
+ Data management
+ Data validation
*  HIPAA
3. Participate in an ICD — 10 course orin ICD — 10 refresher
courses every five years

a4. Accrue at least 24 hours of trauma related CE during the ‘—'—{ Formatted

verification cycle
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4.5. At least one qualified trauma surgeon (as described in Standard IIl.A) to be in-

hospital and on primary trauma call at all times to provide trauma service care.

5:6. At least one qualified trauma surgeon (as described in Standard Ill.A) to be on

backup trauma call at all times to provide trauma service care.

7. At least one qualified pediatric trauma surgeon for the trauma service (as
described in Standard 111.A.3.b).

Formatted: Left, Indent: Left: 0.62", Hanging: 0.5",
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a. Board certified or board eligible emergency medicine physician 1.13"

b. Board certified or board eligible orthopedic surgeon
* Inlevel | trauma centers, the orthopedic trauma surgeon liaison must have
completed an _orthopedic _traumatology fellowship approved by the
Orthopedic Trauma Association (OTA). In level | pediatric trauma centers,
this requirement may be met by having a pediatric fellowship trained

orthopedic surgeon

1. Level One pediatric trauma centers May share the adult <——{ Formatted

orthopedic trauma surgeon liaison from a level | trauma center
to meet this requirement
board certified or board eligible anesthesiologist
Board certified or board eligible neurosurgeon
Board certified or board eligible radiologist
Board certified or board eligible Intensive Care Unit (ICU) physician
Geriatric provider
* Inlevel | and two trauma centers, the geriatric liaison may be a geriatrician,
or_a physician with expertise and focus in geriatrics, or in APP_was
certification, expertise, and a focus in geriatrics

2 e 2o

6:1. The role of the liaison is to assist in the development and 4——{ Formatted

implementation of geriatric protocols and to be available for
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patient consultation

Administrative Requirements -- The trauma medical director shall ensure that; /{ Formatted: Not Expanded by / Condensed by
1. Policies and procedures relevant to care of the injured patient are developed and

enforced, /{ Formatted: Not Expanded by / Condensed by
2. Ensure providers meet all requirements and adhere to institutional standards of

practice, /{ Formatted: Not Expanded by / Condensed by
3. Work across departments and/or other administrative units to address deficiencies in

care, /{ Formatted: Not Expanded by / Condensed by
4. Determine (with their liaisons) provider participation in trauma care, which might be

quided by findings from the PIPS process or an Ongoing Professional Practice

Evaluation (OPPE) /{ Formatted: Not Expanded by / Condensed by
B-5.  Oversee the structure and process of the trauma pips program «\{
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4.6. _ The following physicians participating on the trauma service meet and maintain the
qualifications, certifications, and trauma-related continuing medical education
(CME) data as required in Standards Ill.A and B and Standard V.B:

a. Pediatric and general trauma surgeons.
b. Emergency physicians.
2-7. __As surgeons change, the trauma medical director must ensure that the new
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3-8.

4-9.

10.

511,

surgeons have the qualifications delineated in Standard 11I.A.3 and that they sign
the General Surgeons Commitment Statement. The trauma service shall keep a
current and up-to-date commitment statement on file in the hospital’s trauma
center application at all times for Department of Health review.

The trauma service maintains morbidity and mortality information, including
discussions and actions by the quality management committee described in
Standard XVIII.

Nursing personnel have completed their trauma-related continuing education
requirements as delineated in Standard VIII.

Evidence is on file of active membership of the trauma medical director and the
trauma program manager in the local or regional trauma agency, or local health
planning council or advisory group if no trauma agency exists. Active membership
is evidenced by attendance by either person at no less than 75 percent of the
scheduled meetings.

All trauma centers must participate in the regional and/or statewide trauma system.

12.

6:13.

A written plan is on file that describes the hospital's interaction with the local or
regional trauma agency, if one exists, and other county and regional medical
response or treatment resources during disaster and mass casualty situations.

All trauma centers must participate in regional disaster/emergency management

14.

committees, healthcare coalitions, and regional mass casualty exercises

In_all trauma centers, trauma registry data must be collected in compliance with

#15.

the NTDS inclusion criteria and data element definitions, and must have been
submitted to the TQP data center in the most recent call for data

The hospital submits trauma data to the state Division of Emergency Medical
Operations, Office of Trauma, trauma registry program in accordance with “The
Florida Trauma Registry Manual, adopted by Rule 64J-2.006, Florida
Administrative Code.

8.16. The trauma service has a current and up-to-date trauma center application on
file and available at all times for Department of Health review.

9:17.

The trauma center shall provide, within the facility, pediatric trauma patient care
services, from emergency department admission through rehabilitation, that are
separate and distinct from adult trauma patient care services.
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C.

Medical and Patient Care Requirements -- The trauma medical director shall maintain
oversight responsibility for the development, implementation, and ongoing compliance of
hospital policies and clinical protocols for trauma care.

1.

All _trauma centers _must have evidence-based clinical practice guidelines,

protocols, or algorithms that are reviewed at least every three years

2. Level | and Il trauma centers must have the following protocols for care of the
injured older adult:
a. ldentification of vulnerable geriatric patients
b. ldentification of patients who will benefit from the input of a healthcare provider
with geriatric _expertise prevention, identification, and management of
dementia, depression, and delirium
c. Process to capture and document what matters to patients, including
preferences and goals of care, code status, advanced directives, and
identification of a proxy decision maker
Medication reconciliation and avoidance of inappropriate medications
Screening for mobility limitations and assurance of early, frequent, and safe
mobility
f. _Implementation of safe transitions to home or other healthcare facility
3. All trauma centers must have a process in place to assist children for non-
accidental trauma
4. All trauma centers must have a massive transfusion protocol (MTP) that is
developed collaboratively between the trauma service and the blood bank
G-5.  All trauma centers must have a rapid reversal protocol in place for patients on
anticoagulants
46.  The trauma medical director shall ensure that patient care protocols exist for a
minimum of the following departments:
a. Trauma Resuscitation Area.
b. Intensive Care Unit and Pediatric Intensive Care Unit.
E. Operating Room and Post-Anesthesia Recovery/Post-Anesthesia Care
Unit.
d. Medical Surgical Unit.
2.7. __ The trauma medical director shall ensure that policies and protocols are developed
for a minimum of the following:
a. Priority admission status for trauma patients.
b. Patient transfers into and out of the hospital.
3.8.  The trauma medical director shall approve all trauma-related patient care protocols
before implementation.
4-9.  The trauma medical director, in coordination with the trauma program manager,

shall monitor compliance with trauma-related protocols through the trauma quality
management process.

2.8
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Qualifications of Leadership Staff -- The trauma service shall have evidence on file that
describes the qualifications of the trauma medical director and the trauma program
manager to provide medical and organizational leadership to the trauma service. At a
minimum, this evidence shall include the following:

1. Trauma medical director
a. Proof of board certification in general surgery or pediatric surgery (pediatric

centers only) by the American Board of Medical Specialties (ABM S), American
osteopathic Association (AOA), or Royal College of Physicians and Surgeons

of Canada (RCPS — C), ///{ Formatted: Not Expanded by / Condensed by

1. If a board certified general surgeon who is not board certified or
board eligible in pediatric surgery serves as the pediatric TMD,
they must also:

¢ Hold current pediatric advanced life support (P ALS)

* _Have a written affiliation agreement with a pediatric 4——{ Formatted

TMD had another verified level | pediatric trauma
Center whose role is to assist with process
improvement, guideline development, and complex

case discussions, ///{ Formatted: Not Expanded by / Condensed by

ab. Serve as the medical director of a single trauma program

c. Documentation that the hospital granted the medical director full and
unrestricted privileges to provide general surgical and trauma care surgical
services for adult and pediatric patients.

b.d.  Participate on the trauma call panel Right: 0", No bullets or numbering, Tab stops: Not at
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director manages pediatric trauma patients. These cases may
include operative and non- operative interventions.
ee.  Documentation of a minimum of ten Category | CME credits every year in
trauma-related topics, five of which shall be in pediatric trauma only if the
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eg. A written attestation from the Chief of Neurosurgery indicating that the
trauma medical director is capable of providing initial stabilization
measures and instituting diagnostic procedures for patients, both adult and
pediatric, with neural trauma. This statement shall be on file and available
for Department of Health review.

£h. Current ATLS instructor certification.

2. Trauma Program Manager,

/{ Formatted: Not Expanded by / Condensed by

a. Have 1.0 Full-Time Equivalent (FTE) commitment to the trauma program,

b. Hold current membership in a national or regional trauma organization,

‘{ Formatted: Not Expanded by / Condensed by

c. _The TPM assumes day-to-day responsibility for process and Pl activities as they

relate to nursing and ancillary personnel involved in the care of trauma patients.

The TPM's role also includes partnering with the TMD in the development of
policies and oversight of the program
d. In all trauma centers, the TPM must have a reporting structure that includes the

TMD

*‘{ Formatted: Not Expanded by / Condensed by

2:1. The reporting structure must, at minimum, include a “dotted line" <——{ Formatted

to the TMD that allows for additional oversight and guidance to the

TPM and execution of their activities. The intent is to ensure that

the TMD has the opportunity to provide leadership to the TPM and

partner with them in setting goals

a-e. Documentation of current Florida Registered Nurse licensure.
bf. Documentation of current Emergency Nurses Association Trauma Nursing
Core Course (TNCC) training or equivalent.

g. Documentation of a minimum of ten contact hours every year in trauma-
related topics, five of which must be in pediatric trauma. The trauma
program manager may apply contact hours earned during any given year
for the completion of TNCC toward meeting this requirement. (See Note
#1 )‘ or maintenance of certification,

Commented [HLE4]: Need discussion re: aligning with

S Injury prevention professional
a. All trauma centers must have a designated injury prevention professional that
prioritizes injury prevention work based on trends identified in the trauma
registry and local epidemiological data
* In level | trauma centers, the injury prevention professional must be
someone other than the TPM or Pl personnel

2.8 - requires 36 hours during the verification cycle.
Should this be changed to requiring 36 hours every 3
years, 12 hours per year, etc.?
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4. Volume criteria
a. Level | adult trauma patient volume criteria
* Alevel | adult trauma center must care for at least 1200 trauma patients
per year or at least 240 trauma patients with Injury Severity Score (ISS)
greater than 15 per year
b. Level | pediatric trauma patient volume criteria
* A level one pediatric trauma center must care for more than 200 or more
injured patients under 15 years of age per year
3———C. Adult trauma centers that admit pediatric patients
* Adult trauma centers that care for 100 or more injured children under 15
years of age must have the following:
1. Pediatric emergency department area
2. Pediatric intensive care area

2.10
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STANDARD lil -- SURGICAL SERVICES --
STAFFING AND ORGANIZATION

INTRODUCTION: The background of surgeons involved in the provision of trauma patient care
should reflect an interest in and a commitment to trauma. Formal trauma fellowships, training in
surgery with an active trauma service, or combat experience as a surgeon constitutes examples
of such interest. Each trauma surgeon participating on the trauma service should also maintain
his or her skills and expertise through continuing trauma-related education. It is desirable that
these individuals obtain greater than 50 percent of their continuing education credits outside the
hospital. Active trauma surgeon involvement in not only the care of injured patients, but also in
the development of trauma protocols, coordination of trauma call schedules, and involvement in
trauma rounds is imperative for the successful operation of a trauma center. Each of those
elements indicates a commitment to excellence in trauma patient care.

A. Capabilities

1. In all trauma centers, trauma surgery coverage must be continuously available
a. levelland Htrauma-centers , the trauma surgeon must be dedicated to a //{ Formatted: Strikethrough }
single trauma center while on call
b. Levellandl All trauma centers must have a published backup call schedule [Formaued: Strikethrough }
for trauma surgery Formatted: Left, Space Before: 0 pt, Tab stops: Not at }
2. Level | trauma centers must have the capability for comprehensive soft tissue 0.63" + 0.63"

coverage of wounds, including microvascular expertise for free flaps

3. All trauma centers must have the capability to diagnose and manage acute facial
fractures of the entire cranial maxillofacial skeleton, including the skull, cranial base,
orbit, mid phase, and occlusal skeleton, with expertise contributed by any of the
following specialists: otolaryngology, oral maxillofacial surgery, or plastic surgery

4. All trauma centers must have replantation capability continuously available or must 4——{ Formatted: Left }
have in place a triage and transfer process with a replant center
B. Trauma surgeons who are involved in the care of trauma patients must complete the
following qualifications:
1. Maintain current ATLS certification
2. Have privileges in general and or pediatric surgery
3. Hold current board certification or board eligibility in general surgery, or have been

approved through the alternate pathway

//{ Formatted: Strikethrough }

b. LevelH Level | and Pediatric trauma centers must have at least one surgeon 4——{ Formatted: Left }
board-certified or board eligible in pediatric surgery

A-C.  General or Pediatric Surgery

41— There shall be a minimum of five qualified trauma surgeons, assigned to the <——{ Formatted: Space Before: 0.2 pt }
trauma service, with at least two trauma surgeons available to provide primary (in-
hospital) and backup trauma coverage 24 hours a day at the trauma center when
summoned. AB; ifi

pediatric trauma surgeon for the trauma service.
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3:2.

(1) To be physically present in-hospital to meet all trauma alert patients
in the trauma resuscitation area at the time of the trauma alert
patient's arrival.

(2) To perform no elective surgery or procedures, during the on-call
period, that would render the trauma surgeon unavailable to arrive
promptly to a trauma alert patient.

3) To refrain from taking general surgery emergency calls or trauma
calls at any other facility while on trauma call at the primary facility.

b. Backup trauma call

1) When the trauma surgeon on primary call takes a trauma patient to
surgery, the trauma surgeon on backup trauma call shall become
the primary trauma surgeon and shall arrive promptly when
summoned.

(2) To perform no elective surgery or procedures, during the on-call
period, that would render the trauma surgeon unavailable to
become the primary trauma surgeon.

3) To refrain from taking general surgery emergency calls or trauma
calls at any other facility while on trauma call at the primary facility.

(4) To refrain from any activity that would delay or prohibit the trauma
surgeon from becoming the primary trauma surgeon when notified.

Evidence shall be on file that clearly describes the qualifications of each trauma
surgeon to be a member of the trauma service and to take trauma calls. At a
minimum, this evidence shall include the following:

a. For a general surgeon:

(1) Proof of board certification or actively participating in the
certification process with a time period set by each specialty board
in general surgery, or proof of meeting the following definition of
alternate criteria:

[Alternate Criteria for the Non-Board-Certified General Surgeon in a
Level | Trauma Center. In rare cases in a Level | trauma center, a
non-board-certified general surgeon who meets all 4 of the following
criteria may be included on the trauma call panel:

Has provided exceptional care of trauma patients
Has numerous publications and presentations
Has published excellent research

Eali ol

Is documented to provide excellent teaching. [ Commented [HLE5]: Align with ACS AP
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@)

@)

Documentation that the hospital granted the general surgeon full
and unrestricted privileges to provide general surgical and trauma
care surgical services for adult and pediatric patients.

Documentation that the general surgeon manages a minimum of 28
trauma cases per year (average of seven trauma cases per
quarter), at least eight of which are pediatric if the general surgeon
manages pediatric trauma patients. These cases may include
operative and non-operative interventions.

{6)(4) Current ATLS provider certification.

or

For a pediatric surgeon_(Level | and Pediatric trauma centers):

(1)

@)

@)

Proof of board certification or actively participating in the
certification process with a time period set by each specialty board
in pediatric surgery, or proof of meeting the following definition of
alternate criteria:

IAlternate Criteria for the Non-Board-Certified Pediatric Surgeon in
a Level | Trauma Center. In rare cases in a Level | trauma center,
a non-board-certified general surgeon who meets all 4 of the
following criteria may be included on the trauma call panel:

Has provided exceptional care of trauma patients
Has numerous publications and presentations
Has published excellent research

Eal ol

When the number of pediatric surgeons on staff is too few to sustain
the pediatric trauma panel, general surgeons who are board-
certified or actively participating in the certification process with a
time period set by each specialty board may serve on the trauma
team.

Documentation that the hospital granted the pediatric surgeon full
and unrestricted privileges to provide general surgical and trauma
care surgical services specific to pediatric patients.

2.14
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(4) Documentation that the pediatric surgeon manages a minimum of
12 pediatric trauma cases per year (average of three trauma cases
per quarter). These cases may include operative and non-
operative interventions.

(5) IDocumentation of a minimum of ten Category | CME credits every
year in trauma-related topics, five of which shall be in pediatric
trauma. The pediatric surgeon may apply CME credits earned
during any given year for the completion of ATLS certification
toward meeting this requirement. (See Note #1.)

; A o Shiof of !
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(7) Current ATLS provider certification.,

Formatted: Strikethrough

—

PGY3, PGY4, PGY5 General Surgical Residents

{Ha. The trauma rotation for PGY3, PGY4, PGY5 General Surgical Residents
must have defined objectives and curriculum

Senior surgical residents (PGY-4 or above) may fill the in-hospital general
surgical requirement if the trauma medical director ensures the following:

a. A qualified general surgeon (or pediatric surgeon for pediatric patients) is
on trauma call and shall arrive promptly at the trauma center when
summoned.

b. The trauma medical director attests in writing that each resident is capable

of the following:

1) Providing appropriate assessment and responses to emergent
changes in patient condition.

(2) Instituting initial diagnostic procedures.
3) Initiating surgical procedures.

This statement shall be on file and available for Department of Health
review for each general surgical resident that fills this requirement.

c. When a trauma alert patient is identified, the attending trauma surgeon
shall be summoned and take an active role by participating in patient care
during the resuscitation.

d. The attending trauma surgeon shall also accompany the senior surgical
resident to the operating room.

e. Each general surgical resident has current ATLS provider certification.
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GENERAL INFORMATION: Optimal care of patients with neurological injuries requires dedicated
neurosurgeons participating as members of the trauma team. Neurosurgeons should become
involved early in trauma care planning to optimize outcomes. Early neurosurgical interventions
include arriving promptly when a trauma patient needs neurosurgical evaluation or care. These
interventions also include coordinating standard diagnostic or treatment protocols to assist the
emergency physicians or trauma surgeons in their initial efforts to stabilize, diagnose, and treat
trauma patients with neurological injuries.

B:-D. Neurological Surgery

1.

Level 1 and I All trauma centers must have board certified or board eligible

2.

2:3.

neurosurgeons continuously available for the care of neurotrauma patients

PN

There shall be a minimum of one qualified neurosurgeon to provide in-hospital
trauma coverage 24 hours a day at Level | the-trauma centers and to arrive
promptly at Level Il and Pediatric centers when summoned._

Evidence shall be on file that clearly describes the qualifications of each
neurosurgeon who takes trauma call. At a minimum, this evidence shall include
the following:

a. Proof of board certification or actively participating in the certification
process with a time period set by each specialty board in neurosurgery, or
proof of meeting the following definition of alternate criteria:

IAlternate Criteria for Non-Board-Certified Neurosurgeon in a Level | trauma
center. In rare cases in a Level | trauma center, a non-board- certified
specialist who does not meet all of the following 9 criteria:

1. A letter by the trauma medical director indicating this critical need
in the trauma program because of the physician’s experience or the
limited physician resources in general surgery within the hospital
trauma program.

2. Evidence that the neurosurgeon completed an accredited residency
training program in that specialty. This completion must be certified
by a letter from the program director.

3. Documentation of current status as a provider or instructor in the
Advanced Trauma Life Support (ATLS) program.

4. A list of the 48 hours of trauma-related continuing medical
education (CME) during the past 3 years.

5. Documentation that the neurosurgeon is present for at least 50% of
the trauma performance improvement and educational meetings.

6. Documentation of membership or attendance at local, regional, and
national trauma meetings during the past 3 years.

7. A list of patients treated during the past year with accompanying
Injury Severity Score and outcome data.

8. Performance improvement assessment by the trauma medical
director demonstrating that the morbidity and mortality results for
patients treated by the neurosurgeon compare favorably with the
morbidity and mortality results for comparable patients treated by
other members of the trauma call panel.

2.16
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9. Licensed to practice medicine and approved for full and unrestricted
neurosurgical privileges by the hospital’s credentialing committee.
or
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may be included on the trauma panel if he or she meets the following criteria:

1. Has provided exceptional care of trauma patients.
2. Has numerous publications and presentations.
3. Has published excellent research.
4. |s documented to provide excellent teaching.\ //{ Commented [HLE9]: ACS AP
b. Documentation that the hospital has granted the neurosurgeon privileges
to provide neurosurgical and trauma care services for adult and pediatric
patients.

34.  Senior neurosurgical residents, PGY-2 or above, may fill the in-hospital

neurosurgeon requirement only if the trauma medical director and the Chief of
Neurosurgery ensure the following:

a. An attending neurosurgeon is on trauma call and available to arrive
promptly at the trauma center to provide stabilization, diagnostic
procedures, or definitive operative care.

b. The trauma medical director and the Chief of Neurosurgery attest in writing
that the senior neurosurgical resident is capable of the following:

(1)  Providing appropriate assessment and responses to emergent
changes in patient condition.

(2) Instituting initial diagnostic procedures.

This statement shall be on file and available for department review for
each senior neurosurgical resident that fills the neurosurgeon
requirement.

© There is evidence on file that each resident has completed at least two
years of neurosurgical training.

4:5. _ General trauma surgeons on trauma call (or the senior surgical residents, PGY-4
or above, who are fulfilling the in-hospital requirement as described in Standard
IIl.A.4) may fill the in-hospital neurosurgeon requirement only if the trauma

medical director and the Chief of Neurosurgery ensure the following:

a. An attending neurosurgeon is on trauma call and shall arrive promptly at
the trauma center when summoned.

b. The Chief of Neurosurgery shall provide written protocols for the general
trauma surgeons regarding the initiation of neurological resuscitation and
evaluation for head and spinal cord injuries. The protocols shall also
include criteria for immediate summoning of or consultation with the
attending on-call neurosurgeon.

'—‘ Formatted: Left, Indent: Left: 0.62", Hanging: 0.5",
6. Neurosurgical evaluation must occur within 30 minutes of request for the following: Right: 0", No bullets or numbering, Tab stops: Not at
a. Severe TBI (GCS <9) with head CT evidence of intracranial trauma 1.63"
b. Moderate TBI (GCS 9 — 12) with head CT evidence of potential intracranial
mass lesion
C. Neurologic deficit as a result of potential spinal cord injury (applicable to
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spine surgeon, whether a neurosurgeon or orthopedic surgeon)

d. Trauma surgeon discretion
e. In level | and two trauma centers, neurosurgical provider response times
must be documented
f. in all levels of trauma centers, the neurosurgery attending must be involved
in clinical decision-making
7. Level | and two trauma centers must have a neurotrauma contingency plan and

must implement the plan when neurosurgery capabilities are encumbered or
overwhelmed. The plan must include the following criteria:

(N

a. A thorough review of each instance by the PIPS program
b. Monitoring of the effectiveness of the process by the PIPS program ‘_-*[Formatted: Indent: Left: 1.12"
. Onhopedto surgery P G R A
1. Trauma centers must have board certified or board eligible orthopedic surgeons ] 33..' ' 9 ps:
continuously available for the care of orthopedic trauma patients and must have -
a contingency plan for when orthopedic trauma capabilities become encumbered
or overwhelmed
Alevell pediatric trauma-centers atleastone board certified-orboard eligible Formatted: Strikethrough
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4. All trauma centers must have treatment guidelines for, at minimum, the following
orthopedic injuries:
a. Patients who are hemodynamically unstable attributable to pelvic ring
injuries
b. Long bone fractures in patients with multiple injuries (e.qg., time to fixation,
order of fixation, and damage control versus definitive fixation strategies)
©, Open extremity fractures (e.g., time to antibiotics, time to OR for operative
debridement, and time to wound coverage for open fractures)
d. Hip fractures in geriatric patients (e.q., expected time to OR)
5. In all trauma centers, an orthopedic surgeon must be at bedside within 30
minutes of request for the following:
a. Hemodynamically unstable, secondary to pelvic fracture
b. Suspected extremity compartment syndrome
[ Fractures/dislocations with risk of avascular necrosis (e.q., femoral head
or talus)
d. Vascular compromise related to a fracture or dislocation
e. Trauma surgeon discretion
bf. The orthopedic surgeon must be involved in the clinical decision-making <—-—{F°,maued: Left, Indent: Left: 1.12"
for care of these patients
E. Surgeons in the following specialties shall be available to arrive promptly at the trauma
center when summoned:
C.G. Levell and two trauma centers must have continuous availability of the surgical

expertise listed below:

+—Cardiacsurgery /{ Formatted: Strikethrough

2. Cardiothoracic surgery
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3.

Neurosurgery

4.

Vascular surgery
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2:5.  Hand surgery (Level | and Peds only)*

3:6.  Mierosurgery capabilities Soft tissue coverage, including, microvascular expertise for //[ Formatted: Strikethrough
N

free-flaps and replantation capability 3

\{ Formatted: Not Strikethrough

4.7. _ Obstetric/gynecologic surgery Formatted: Not Strikethrough

5.8.  Ophthalmic surgery*
6:9.  Oral/maxillofacial surgery*
7#-10.  Orthopedic surgery
8:11.  Otorhinolaryngologic surgery*
9:12. Plastic surgery*
10.— Thoracic surgery
44-13._Urologic surgery*
B:H. _ Allsurgeons staffing the services listed in items C.1-11 above shall be board certified
or actively participating in the certification process with a time period set by each specialty

board for certification in their respective specialties, and granted privileges by the hospital
to care for adult and pediatric patients.

STANDARD IV -- NON-SURGICAL SERVICES --
STAFFING AND ORGANIZATION

INTRODUCTION: A trauma center should use a coordinated team approach for the optimal care
of trauma patients because the complex problems of trauma patients can require the involvement
of several specialty areas. However, trauma surgeons should not relinquish the overall
responsibility for the trauma patient.

A. In_all trauma centers, anesthesia services must be available in-hospital and arrive at
bedside within 15 minutes of request 24 hours a day. Furthermore, the attending
anesthesiologist must be present within 30 minutes of request for all operations

AB.  Anesthesia --
panenkeareﬂ?#heu%&a%a%The anesthesmloglst shall be board certlfled or actlvely
participating in the certification process with a time period set by each specialty board and
have privileges from the hospital to provide anesthesia and trauma care services for adult
and pediatric patients. A certified registered nurse anesthetist (C.R.N.A.) or a senior
anesthesia resident (CA-3 or above) may, however, fill the in-hospital anesthesiologist
requirement only if the trauma medical director ensures the following:

1. A staff anesthesiologist is on trauma call and available to arrive promptly at the
trauma center when summoned.







C. Level | and Il trauma centers must have all of the following medical specialists continuously
available:
1. Cardiology*
2. Gastroenterology*
3. Internal medicine or pediatrics (Level | and pediatric centers only)*
4. Infectious disease*
5. Nephrology*
6. Pulmonary medicine*
D. Level | and Il trauma centers must have all of the following medical specialists available

seven days per week:

1. Pain management (with expertise to perform regional nerve blocks)
2. [Physiatryf

3. Psychiatry

4. Hematology

5. Infectious Disease

B———The following non-surgical specialties shall be_continously available 24-heurs—a-day-to

E.
1. Cardiology
2. Gastroenterology
S Hemaleleo
4-3. _ Infectious disease
5:4. Internal medicine
6:5.  Nephrology
76.  Pathology
8.7.  Pediatrics
9—Psyehiatry
46.8. Pulmonary medicine
44-9. Radiology

G-FE. _ All specialists staffing the services listed in B.1-11 above shall be board certified or actively

participating in the certification process with a time period set by each specialty board in
their respective spec