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(Place substance of rules and other info here. Statutory authority must be given for each rule change. For
information on formatting rules go to http://state,tn.us/sos/rules/1360/1360.htm)

Chapter 1200-08-12

Amendments

Rule 1200-08-12 Trauma Cenlers is amended by deleting the chapter in its entirety and substituting instead the
following new language so that chapter 1200-08-12. as amended. shall read:

1200-08-12-.Q1 Preamble. The Tennessee Department of Health is empowered to adopt such regulations and
standards pertaining to the operation and management of hospitals as are necessary for the public interest. On
November 24, 1982, the EMS Advisory Council prepared and presented to the Board for Licensing Health Care
Facilities ("Board") a recommendation that a formal review of the issues involved In the designation of trauma
centers for the State of Tennessee be explored. SUbsequently, on February 17, 1983, the Board requested a
presentation regarding the City of Memphis Hospital Trauma Center in an effort to further define the need for
action on trauma center designation and/or categorization. As a result of that presentation, the Board created a
Task Force to evaluate and recommend criteria concerning the development of trauma systems and the operation
of trauma centers in the state.

The process of Designation and Reverification is voluntary on the part of hospitals in the state. It is meant to
identify those hospitals that make a commitment to provide a given level of care of the acutely injured patient.
Knowledge of statewide trauma care capabilities and the use of trauma triage protocols will enable providers to
make timely decisions, promote appropriate utilization of the trauma care delivery system, and ultimateiy save
lives.

Authority: T.GA §68-11-201 et seq.

1200-08-12-.02 Authority. The Board for Licensing Health Care Facilities issues these regulations under the
authority granted at T.CA 68-11-201 et seq.

Authority: T.G.A. §68-11-201 et seq.

1200-08-12-.03 Definitions.

(1) "Board" means the Board for Licensing Health Care Facilities.

(2) "Deparlmenf' means the Tennessee Department of Health.

(3) "Facility" shall have the same meaning as defined in T.C.A. § 68-11-201 (18).

(4) "Levels of Care" means the type of trauma service provided by the facility as shown by the
degree of commitment in personnel and facilities made to the delivery of that service.

(5) "Level I" means a facility providing optimum care for the acutely injured patient and which meets
all requirements in these regulations defined as Level of Care I.

(6) "Level II" means a facility providing optimum care for the acutely injured patient and which meets
alt requirements in these regulations defined as Level of Care II.

(7) "Level III" means a facility providing a maximum trauma care commensurate with community
resources. The Level III facility generally serves communities without alt the resources usually
associated with Level I or II facilities. Planning for care of the injured in small comm unities or
suburban settings usually calls for transfer agreements and protocols for the most severely
injured patients. Designation of the Level III facility may also require innovative use of the region's
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resources. For example, if there is no neurosurgeon in a large, sparsely populated region it may
require that a general surgeon be prepared to provide the emergency decompression of mass
lesions and arrangement for patient transfer to the most appropriate Level I or II hospital after the
surgeon has carried out the patient's life-saving operation. Staffing of the Level III hospital is
another example of the innovative use of a region's resources. It will be impractical to require a
general surgeon to be in-house in many instances. With modern communication systems it
seems reasonable that the surgeon should be promptly available and in a great majority of
instances meet the patient in the emergency room on arrival. When a Level III hospital first
receives notification of a critically injured patient, it can activate on-call personnel to respond
promptly to the hospital. The intent of this fleXibility should be clear: to provide the best possible
care even in the most remote circumstances.

(8) "Comprehensive Regional Pediatric Center (CRPC)" means a facility designated as CRPC that
shall be capable of providing comprehensive specialized pediatric medical and surgical care to all
acutely ill and injured children. The center shall be responsible for serving as a regional referral
center for the specialized care of pediatric patients or in special circumstances provide safe and
timely transfer of children to other resources for specialized care. Rules and regulations
governing CRPCs are delineated in Chapter 1200-08-30.

(9) ''Trauma Center" shall have the same definition as provided in T.CA § 68-59-102(6).

(10) ''Trauma Registry" means a central registry compiled of injury incidence information supplied by
designated trauma centers and Comprehensive Pediatric Emergency Centers for the purpose of
allowing the Board to analyze data and conduct special studies regarding the causes and
consequences of traumatic injury.

(11) "E" means essential.

(12) "0" means desired.

(13) "FAST" means focused abdominal sonography for trauma.

(14) "ACS-COT" means American College of Surgeons Committee on Trauma.

(15) "ATLS" means Advanced Trauma Life Support.

(16) "PGY" means postgraduate year.

Authority: T.CA §§4-5-202, 4-5-204, 68-11-201, 68-11-202, and 68-11-209.

1200-08-12-.04 Requirements

(1) Trauma registry requirements shall include the following:

(a) Each trauma center shall submit trauma registry data electronically to the trauma registry
on all closed patient files.

(b) Each trauma center shall submit trauma registry data for receipt no later than one
hundred twenty (120) days after each quarter of the year. Trauma centers shall receive
confirmation of successful submission no later than two weeks after submission.

(c) Trauma centers which fail to submit required data to the trauma registry for three (3)
consecutive quarters shall risk not receiving compensation from the Tennessee Trauma
Center Fund.

(2) Levels of Care

(a) Hospital Origination
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1. Trauma Service I
A recognizable program within the hospital which has a surgeon E
as its director/coordinator/physician in charge. The intent is to
ensure the coordination of services and performance
improvement for the trauma patient. The service includes
personnel and other resources necessary to ensure appropriate
and efficient provision of care and will vary according to facility
and level of designation.

In a Level I and II trauma center, the trauma team shall evaluate
seriously injured patients based upon written institutional graded
activation criteria and those patients shall be adm itted by an
identifiable surgical service staffed by credentialed trauma
providers(1). Level I and II trauma centers shall have sufficient
infrastructure and support to ensure adequate provision of care
for this service. Sufficient infrastructure and support may require
additional qualified physicians, residents, nurse practitioners,
physician's assistants, or other physician extenders. This
composite should be determined by the volume of patients
requiring care and the complexity of their conditions. In teaching
facilities, the requirements of the Residency Review Committee
also must be met.

In Level III centers, the center may admit the injured patients to
individual surgeons, but the structure of the program must allow
the trauma director to have oversight authority for the care of
those injured patients. The center shall ensure that there is a
method to identify the injured patients, monitor the provision of
health care services, make periodic rounds, and hold formal and
informal discussions with individual practitioners. II is particularly
important for team members to attend trauma committee
meetings regularly and participate in peer review activities to
maintain cohesion within the service.

II
E

III
E

2.

Written araded activation criteria
Administration suooortive of the Trauma Prooram
Evidence of an annual budaet for the Trauma Proaram
The Trauma Team may be organized by a qualified physician but
care must be directed by a general surgeon expert in and
committed to the care of the injured. All patients with multiple­
system or major injury must be initially evatuated by the trauma
team, and the surgeon who shall be responsible for overall care
of a patient (the team leader) identified. A team approach is
reauired for ootimal care of patients with mUlliole-svstem iniuries
Surgery Departments/Divisions/Services/Sections
(each staffed by oualified soecialists)
Cardiothoracic Suraerv
General Suraerv
Neuroloaic Suraerv
Obstetrics-Gvnecoloaic Suraerv
Oohthalmic Suraerv
Oral and Maxillofacial Suraerv - Dentistry
Orthooedic Suraerv
Otorhinolarynaolooic Suraerv
Pediatric Suraery
Plastic Suraerv
Uroloaic Suraery
Suraical Critical Care

E
E
E

E
E
E
E
E
E
E
E(3)
E(4)
E
E
E

E
E
E

E (2)

E
E

E

D

E
E
E
E

E

D
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3. Emergency DepartmentlDivision/Service/Section E(5) E(5) E(5)
(staffed bv aualified soecialists)

4. Surgical Specialty Availabilitv In-house 24 hrs a day
General Suraerv E(6)
Neuroloaic Suraerv E(7)
Surgical Critical Care E(6) 0(6)

5. Suraical Specialtv Availabilitv from inside or outside hospital
Cardiac Surgery E E 2)
General Surgery E(17)
Neuroloaic Suraerv E 17) 0
Microsurgery capabilities E
Gvnecoloaic Suraerv E
Hand Suraerv E(8)
Ophthalmic Surgery E E 0
Oral and Maxillofacial Suraerv - Dentistrv E E 0
Orthooedlc Suraerv E E 0
Otorhinolaryngologic Surgery E E 0
Pediatric Suraerv E(4) E 4\
Plastic Suraerv E E 0
Thoracic Surgery E E 0
Uroloaic Suraerv E E 0

6. Non-Suraical Specialtv Availabilitv in-hosoital 24 hours a day
Emergency Medicine E(9) E(9\ E
Anesthesioloav E E(ll) E(12)

7. Non-Surgical Specialty Availability on call from Inside or outside
hosoital
Cardiology E E 0
Chest (pulmonarv) Medicine E E
Gastroenterology E E
Hematology E E 0
Infectious Diseases E E
Internal Medicine E E E
Nephrologv E E
Patholoav E(13) E
Pediatrics E E
Psychiatry E E
Radioloav E E

(b) Special Facilities/Resources/Capabilities

Hi). Emeraencv Department (ED\ - Personnel I II III
Designated Physician Director E E E
Physician with special competence in care of the critically injured E
who is a designated member of the trauma team and physically
present in the ED 24 hours a day
A physician or physician extender with ongoing certification in a
recoanized trauma course
FUll time emeraencv department; RN oersonnel 24 hours a day E E E

1(i1). Emergency Department - Equipment for resuscitation and to
provide support for the critically or seriously injured must include
but shall not be limited to:
Airway control and ventilation equipment including laryngoscopes E E E
and endotracheal tubes of all sizes, bag-mask resuscitator,
sources of oxvaen, and mechanical ventilator
Suction devices E E E
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Electrocardioqraphy-oscilloscope-defibrillator E E E
Bedside ultrasound capability for FAST examination E 0 0
Apparatus to establish central venous pressure monitorinq E E E
All standard intravenous fluids and administration devices, E E E
includinq intravenous catheters
Sterile surgical sets for procedures standard for ED, such as E E E
thoracostomv, cutdown, etc.
Gastric lavaqe equipment E E E
Druqs and supplies necessary for emerqency care E E E
X-raY capabilitv, 24 hour coveraqe bv in-house technicians E E E
Two-way radio linked with vehicles of emergency transport E E E
svstem
Skeletal tonqs E E E
Cervical collars E E E
Spine Lonq Board E E E
Splintinq materials and devices E E E
Helipad or Helicopter Landino Area E E

2. Intensive Care Units (ICU) for Trauma Patients
Desiqnated Surqeon Medical Director E E E
Physician on duty in ICU 24-hours a day or immediately available E(6) E(6) E
from in-hospital (PGY4/5 oualifv)
Nurse-patient minimum ratio of 1:2 on each shift E E E
Immediate access to clinical laboratory service E E E
Eouipment: E E E
Airway control and ventilation devices E E E
Oxyqen source with concentration controls E E E
Cardiac emerqency cart E E E
Temporary transvenous pacemaker E E E
Electrocardiooraph-oscilloscope-defibrillator E E E
Cardiac output monitorinq E E 0
Electronic pressure monitorlnq E E 0
Mechanical ventilator-respirators E E E
Patient weiqhinq devices E E E
Pulmonarv function measurinq devices E E E
Temperature control devices E E E
Drugs, intravenous fluids and supplies (needed also as supply E E E
replacement time for EMS crews)
Intracranial pressure monitorinq devices E E 0

3. Post-anesthetic recoverv room (ICU is acceptable)
Reqistered nurses 24-hours a day E E E
Monitorino and resuscitation eouipment E E E

4. Acute hemodialysis capability E E(14) E(14)
5. Organized burn care (15): Physician directed burn center/unit E(15) E(15) E(15)

staffed by nursing personnel trained in burn care and equipped
properly

6. Acute spinal cord management capability OR written transfer E
agreement with a hospital capable of caring for a spinal cord
patient

7. Acute head injury management capability OR written transfer E
agreement with a hospital capable of caring for a patient with a
head injury

8. Radioloqical Special Capabilities
Anoioqraphy of all tvpes E E 0
Sonoqraphy E E 0
Nuclear scannino E E 0
In-house computerized tomoqraphy E E 0
MRI (maqnetic resonance imaqinq) E E 0
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~I Organ donation protocol

(c) Operating suite special requirements

I E(16) I E(16) I-=D,--_

1. Eauipment/instrumentation I II III
Operating room, dedicated to the trauma service, with nursing E E D
staff in-house and immediately available 24-hours a dav
Cardiopulmonarv bypass capability E
Operatina microscope E E
Thermal control eauipment for patient E E E
Thermal control eauipment for blood E E E
X-rav capabilitv E E E
Endoscopes, all varieties E E E
Craniotomv instrumentation E E D
Monitorina eauipment E E E

(d) Clinical Laboratory Services available 24 hours a day

1. Standard analvsis of blood, urine, and other body fluids E E E
2. Blood tVPina and cross-matchina E E E
3. CoaQulation studies E E E
4. Blood bank or access to a community central blood bank and E E E

hospital storaae facilities
5. Blood aases and pH determinations E E E
6. Serum and urine osmolality E E D
7. Microbioloav E E E
8. Drua and alcohol screenina E E D

(e) Trauma Medical Director

1. Board certified aeneral suraeon E
2. Minimum of three years clinical experience on a trauma service or E

trauma fellowship trainina
3. 48 hours of category I trauma/critical care CME every 3 years or E

16 hours each year and attend one national meeting whose focus
is trauma or critical care

4. Participate in call E
5. Has the authority to manaQe all aspects of trauma care E
6. Authorizes trauma service privileaes of the on-call panel E
7. Works in cooperation with nursing administration to support the E

nursina needs of trauma patients
8. Develops treatment protocols alonQ with the trauma team E
9. Coordinates pertormance improvement and peer review E

processes
10. With the assistance of the hospital administrator and the TPM, be E

involved in coordinating the budgetary process for the trauma
proaram

11. Participates In the Tennessee Chapter of the ACS-COT E
12. Participates in reaional and national trauma oraanizations E
13. Remains a current provider of ACS-ATLS course and in the E

provision of trauma-related instruction to other health care
personnel

14. Is involved in trauma research E

(f) Attending General Surgeon on the Trauma Service

E
D

E

E
E
E
E

E
E

E

E
E
E

E
D

D

E
E
E
E

E

E

E

E

[I] Board Certified in General Surgery
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(g) Emergency Department Physician

1. Be Board Certified in Emergency Medicine or have
certification

(h) Trauma Program Manager (TPM)fTrauma Nurse Coordinator (TNC)

1. Must have a dedicated fulltime TNCfTPM E E D
2. Must have a part time TNCfTPM with the trauma program as a E

major focus of their iob description (Level III)
3. Must be a Registered Nurse licensed by the TN Board of Nursing E E E

(Levellllllllil
4. Must possess experience in Emergency/Critical Care Nursing E E D

(Levell/Ill
5. Must have a defined job description and organizational chart E E D

delineatinQ the TNCfTPM role and responsibilities (Level 1111)
6. Must be provided the administrative and bUdgetary support to E E

complete educational, clinical, research, administrative and
outreach activities for the trauma proaram

7. Shall attend one national meeting within the 3 year verification E E D
cvcle

(i) Trauma Registrar

1. A full time equivalent registrar for each 750-1000 admissions per E E D
vear is reauired to assure hiah aualitv data collection

2. Shall receive initial training when they start their job and also E E D
complete 4 hours of registry-specific continuing education per year
(Level 1/11\

UJ Programs for Quality Assurance

1. Medical Care Education
Morbidity and Mortality Reviews to encompass all trauma deaths E E E

2. Trauma Process Improvement (Pil
The institution must provide resources to support the trauma E E E
process improvement proaram
Must have a Trauma Performance Committee that meets at least E E E
quarterly to include physicians, nurses, pre-hospital personnel and
a variety of other healthcare providers, and reviews policies and
procedures, system issues, and whose members or designees
attend at least 50% of regular meetings. The committee shall:

• Identify discretionary and non-discretionary audit filters E E E

• Document and review times and reasons for trauma E E E
related diversion of patients from the scene or referral
hospitals

• Document and review response times for trauma E E
surgeons, neurosurgeons, anesthesia or airway
managers, and orthopedists, all of whom must
demonstrate 80% compliance

E• Document and review response times for trauma
surgeons, anesthesia or airway managers, and
orthopedists, all of whom must demonstrate 80%
compliance E E E

• Monitor trauma team notification times E E E
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• Review pre-hospital trauma care to include patients dead
on arrival E E E

• Review times and reasons for transfer of injured patients E

• Document availability of the surgeon on-call for trauma,
such that compliance is 90% or greater where there is no
trauma suraeon back-uo call schedule

The institution shall demonstrate that actions taken as a result of E E E
issues identified in the Process Improvement Program created a
measurable improvement. Documentation shall include where
appropriate: 1) problem identification; 2) analysis; 3) preventability;
4) action plan; 5) implementation; and 6) reevaluation

3. Operational Process Improvement (Evaluation of Svstem Issues)
This is a multidisciplinary conference presided over by the Trauma E E D
Medical Director and shall include hospital administrative staff over
trauma services as well as the staff in charge of all trauma-
program related services. This committee addresses, assesses,
and corrects global trauma program and system issues, corrects
overall program deficiencies to continue to optim ize patient care.
This should be held at least quarterly, attendance noted, and
minutes recorded.

4. Trauma Bvpass LOQ
Trauma bypass shall not exceed 5%. Trauma surgeons shall be E E E
involved in diversion/bvoass decisions

5. Outreach/TraininQ Proarams
Level I centers shall maintain a commitment to provide ATLS and E D
other educational activities deemed appropriate and timely to
surroundinQ referral centers.
Be involved with local and regional EMS agencies and/or E E D
personnel and assist in trauma education, performance
improvement, and feedback reaardina care

6. Public Education
The trauma center shall be involved in community awareness of E D D
trauma and the trauma svstem
Participate in statewide trauma center collaborative injury E E D
prevention efforts focused on common needs throuahout the state
Perform studies in injury control while monitoring the effects of E D D
prevention proQrams

7. Institutional Commitment
Demonstrates knowledge, familiarity, and commitment of upper E E E
level administrative personnel to trauma service
Upper level administration participation in multidisciplinary trauma E E E
conferences/committees
Evidence of vearlv budaet for the trauma oroaram E E E
Suooorts research efforts of the Trauma Service E

8. Trauma Svstem Development
All trauma centers shall participate in trauma system planning and E E E
development under the auspices of the Trauma Care Advisory
Council

9. Activation Criteria
Each center shall have clearly defined graded activation criteria. E E E
For the highest level of activation, the PGY 4/5 shall be
immediately available and the trauma attending available within 20
minutes

(3) Designation

(a) The Board shall implement the designation process.
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(b) The preliminary designation process for facilities aspiring to designation as a Levell, II, or
III Trauma Center shall consist of the following:

1. Each facility desiring designation shall submit an application to the Board;

2. A Department site visit team ("team") shall review each submitted application and
shall act in an advisory capacity to the Board;

3. The team shall communicate deemed application deficiencies to the facility in
writing by certified letter;

4. The facility shall have thirty (30) days to submit required information; and

5. Arrangements shall be made for a provisional site
meeting application requirements.

visit for those facilities

(c) The site visit team shall consist of the following:

1. A trauma surgeon medical director from an out-of-state trauma center who shall
serve as team leader;

2. A trauma surgeon from an in-state Levell trauma center;

3. An in-state trauma nurse coordinator/program manager from a Level I trauma
center;

4. The state trauma program manager/EMS director; and

5. For the provisional site visit, an Emergency Department physician from a Level I
or Level II trauma center.

(d) The team shall be appointed by the following organizations:

1. The National and/or State Committees on Trauma of the American College of
Surgeons shall assist in identifying the out-of-state surgeon; and

2. The state trauma program manager/Director of EMS, in consultation with the
chairman and vice chairpersons of the Tennessee Committee on Trauma, shall
select the in-state members of the site visiting team.

(e) The team shall conduct a provisional visit to ensure compliance with all criteria required
for designation as a Trauma Center with the requested level of designation before the
Board grants an institution designation as a Trauma Center. During the provisional visit,
the applicant shall demonstrate that the required mechanisms to meet the criteria for the
desired accreditation level are in place.

(f) The team shall identify deficiencies and areas of improvement it deems necessary for
designation.

(g) If the team does not cite any deficiencies and concludes that the facility is otherwise in
compliance with all applicable standards, it shall approve the applicant to function with
provisional status for a period of one (1) year.

(h) If, during the provisional visit, the team cites deficiencies, it shall not approve provisional
status for the applicant to function as a trauma center. Centers with deficiencies shall
have fifteen (15) days to provide documentation demonstrating compliance. If the facility
is unable to correct the deficiencies within fifteen (15) days, the application shall be
denied and the applicant may not resubmit an application for trauma center designation
for at least one (1) year from the date of denial.
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(i) Facilities granted provisional status as a trauma center shall adhere to the following:

1. The facility shall submit an interim report at the end of one (1) year that shall
inciude the following:

(i) A description of changes made after the grant of provisional status;

(ii) A description of areas of improvement cited during the provisional visit;
and

(iii) A summary of the hospital's trauma service based on the trauma registry
report.

2. The team shall conduct a site visit at the termination of the applicant's one (1)
year provisional designation as a trauma center.

3. During the follow-up visit, the team shall identify the presence of deficiencies and
areas of improvement.

0) Upon completion of the follow-up visit, the team shall submit its findings and designation
recommendations to the Board.

1. If the team cites deficiencies found during its follow-up visit, they shall be
included in its report to the Board.

2. The facility requesting trauma center designation shall be allowed to present
evidence demonstrating action taken to correct cited deficiencies to the Board
during the ratification process.

(k) The final decision regarding trauma center designation shall be rendered by the Board. If
granted, trauma center designation is applicable for a period of three (3) years.

(I) If the Board denies the applicant trauma center designation, the facility may not reapply
for at least one (1) year.

(m) The facility applying for trauma center designation shall bear all costs of the application
process; including costs of a site visit.

(4) Verification

(a) Following designation as a trauma center, a verification site visit shall be conducted at
the facility every three (3) years.

(b) The team shall advise the center of an upcoming verification visit at least sixty (60) days
prior to the visit. After the facility receives notice of the upcoming verification site visit, it
shall prepare all materials the team requests for submission.

(c) The team shall conduct an exit interview with the facility at the conclusion of the
verification visit.

1. During the exit interview the team shall communicate the following:

(i) The presence of deficiencies;

(ii) The facility's strengths and weaknesses; and

(iii) Recommendations for improvements and correction of deficiencies.
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(d) The team shall submit a site visit report within sixty (60) days of completion of the site
visit. It shall submit a copy of the report to the Board, the Chief Executive Officer of the
hospital, the hospital board, and the Trauma Advisory Council within sixty (60) days of
the site visit.

(e) If the team does not cite deficiencies and the center is in compliance with all applicable
standards, it shall recommend that the facility be confirmed at its current level of trauma
designation for a period of three (3) years.

(f) If during the site visit the team identifies deficiency(ies), the center shall have a period not
to exceed thirty (30) days to correct the deficiencies

(g) If the team ascertains that deficiencies have not been corrected within thirty (30) days,
either through desk review or an on-site visit, the center must present an explanation to
the Board at its next scheduled meeting.

(h) The Board may, in accordance with the Uniform Administrative Procedures Act, revoke a
facility's trauma center designation.

(I) The facility shall bear all costs of the verification process, including the costs of a site
visit.

(5) All designated Trauma Centers shall participate in the collection of data for the Trauma Registry
and in the review of the Trauma Registry.

(6) All designated Trauma Centers shall record and report the payor source for patient care on
patient discharge. Final payment data shall be classed as self pay, commercial insurance,
Medicare, Medicaid, or worker compensation.

(7) Prohibitions

(a) It shall be a violation of these regulations for any health care facility to hold out, advertise
or otherwise represent itself to be a "trauma center" as licensed by the Board unless it
has complied with the regulations set out herein and the Board has so licensed it.

(b) Any facility the Board designates as a trauma center, at any level, shall provide hospital
emergency services to any applicant who applies for the same in case of injury or acute
medical condition where the same is liable to cause death or severe injury or illness. The
medical needs of an applicant and the available medical resources of the facility, rather
than the financial resources of an applicant, shall be the determining factors concerning
the scope of service provided.

References:

1. Credentialed trauma provider: Level 1/11 - Providers shall remain knowledgeable in trauma care principles
through participation in 16 hours of trauma-related CME per year or 48 hours every 3 years. The Trauma
Medical Director shall identify the core group covering trauma which shall take at least 60% of the total
trauma calls per month and attend at least fifty (50) per cent of the multidisciplinary review committee
meetings.

2. Or substituted by a current signed transfer agreement with an institution with Cardiothoracic Surgery and
cardiopulmonary bypass capability.

3. Or substituted by a department or division capable of treating maxillofacial trauma as demonstrated by
staff privileges.

4. Or substituted by a current signed transfer agreement with an institution having a Pediatric Surgery
Service.
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5. The emergency department staffing must provide immediate and appropriate care for the trauma patient.
The emergency department physician must function as a designated member of the trauma team.

6. Requirement may be fulfilled by a Senior surgical Resident (PGY 4 or higher) capable of assessing
emergency situations in trauma patients and initiating proper treatment. A staff surgeon trained and
capable of carrying out definitive treatment must be available within 20 minutes.

7. Requirement may be fulfilled by in-house neurosurgeon or neurosurgery resident, or senior general
surgery resident who has special competence, as documented by the Chief of Neurosurgery Service, in
the care of patients with neural trauma, and who is capable of initiating measures directed toward
stabilizing the patient and initiating diagnostic procedures. An attending neurosurgeon dedicated to the
hospital's trauma service must be available within 30 minutes.

8. Or substituted by a current signed transfer agreement with an institution having a Hand Surgery
Service.

9. Requirement may be fulfilled by senior level (last year in training) Emergency Medicine Residents
capable of assessing emergency situations and initiating proper treatment. The staff specialist
responsible for the resident must be available within 30 minutes.

10. A physician extender may fulfill this role.

11. Requirements for Level II Trauma Center may be fulfilled when local conditions assure that a staff
anesthesiologist is on call and available within 30 minutes. During the interim period prior to the arrival of
a staff anesthesiologist, a Certified Registered Nurse Anesthetist (CRNA) operating under the direction of
the anesthesiologist, the trauma team surgeon director or the emergency medicine physician, may initiate
appropriate supportive care.

12. Requirement for Level II Trauma Center may be fullilled when local conditions assure that a staff
anesthesiologist is on call and available within 30 minutes. However, when there is not an
anesthesiologist on the hospital staff, this requirement may be fulfilled by a CRNA operating under the
supervision of the surgeon, the anesthesiologist, and/or the responsible physician.

13. Forensic pathologist must be available either as part of the hospital staff or on a consulting basis.

14. Or substituted by current signed transfer agreement with hospital having hemodialysis capabilities.

15. Or substituted by current signed transfer agreement with bum center or hospital with bum unit.

16. Each Level I and II Center must have an organized protocol with a transplant team or service to identify
possible organ donors and assist in procuring organs for donation.

17. All specialists must be available within 30 minutes

Authority: T.C.A. §§4-5-202, 4-5-204, 68-11-202, and 68-11-209.
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• If a roll-call vote was necessary, the vote by the Agency on lhese rulemaking hearing rules was as follows:

Board Member Aye No Abstain Absent Signature
IiI required)

Dr. Larry Arnold X
SYlvia Burton X
Dr. Thomas M. Carr, Jr. X
Paula Collier X
Betsy Cummins X
Alex Gaddv X
Robert Gordon, Ph.D X
Dr. Jennifer Gordon-Malonev X
C.Luke Greaorv X
Mike Hann X
Janice M. Hill, RN X
Dr. Roy Kin!) X
Carissa S. Lynch, Pharm.D. X
Annette Marlar X
John Marshall X
Sara Snodarass X
James V. Weatherinaton X

I certify that this is an accurate and complete copy of rulemaking hearing rules, lawfully promulgated and adopted
by the Board for Licensing Health Care Facilities on 11/10/2010. and is in compliance with the provisions of TCA
4-5-222.

I further certify the following:

Notice of Rulemaking Hearing filed with the Department of State on: 09/17/10

Rulemaking Hearing(s) Conducted on: (add more dates). 11/10/10

Date: 7/,/),:>/1/

Signature: .>;+cefev.J Sth<...../--
Name of Officer: _L:;:u:::c"'il"'lee"F-:.-';B"'o"'n"'d-..,-;o;-_-..,,--- _

Assistant General Counsel
Title of Officer: Department of Health

Subscribed and sworn to before me on: -L-J,-""':.-"---L-1d--,---.,...".....~~Iri'?*..-:---

Notary Public Signature: ~:L~&JtEI::!tt,Ii!:.,~~~~~~~~+__
:" .- ~ •• CI'~

My commission expires on: I ( (7/,;,.. tifl: ~ ~ i
:.... fUll: •. -
s' ... . .=
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Public Hearing Comments

One copy of a document containing responses to comments made at the public hearing must accompany the
filing pursuant to T.C.A. §4-5-222. Agencies shall include only their responses to public hearing comments, which
can be summarized. No letters of inquiry from parties questioning the rule shall be accepted. When no comments
are received at the public hearing, the agency need only draft a memorandum stating such and include it with the
Rulemaking Hearing Rule filing. Minutes of the meeting shall not be accepted. Transcripts are not acceptable.

PUBLIC HEARING COMMENTS

RULEMAKING HEARING

TENNESSEE DEPARTMENT OF HEALTH

BOARD FOR LICENSING HEALTH CARE FACILITIES

The rulemaking hearing for the Tennessee Department of Health, Board for Licensing Heallh Care Facilities was
held on November 10, 2010 in the Department of Heallh Conference Center's Iris Room on the First Floor of the
Heritage Place Building in MetroCenter, Nashville, Tennessee. Lucille F. Bond, Assistant General Counsel,
presided over the hearing.

There were no written comments received prior to the meeting and no public comments were made at the
hearing.
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Regulatory Flexibility Addendum
Pursuant 10 T.G.A. § 4-5-401 through 4-5-404, prior 10 initiating Ihe rule making process as described in T.GA
§ 4-5-202(a)(3) and T.G.A. § 4-5-202(a), all agencies shall conduct a review of whether a proposed rule or rule
affecls small businesses.

(If applicable, inserl Regulatory Flexibility Addendum here)

Regulatory Flexibility Analysis

(1) Every effort has been made to assure that the proposed rules do not overlap, duplicate, or conflict
with other federal, state, or local government rules.

(2) The proposed rules exhibit clarity, conciseness, and lack of ambiguity.

(3) The proposed rules are not written with special consideration for the flexible compliance and/or
requirements because the licensing boards have, as their primary mission, the protection of the
health, safety and welfare of Tennesseans. However, the proposed rules are written with a goal of
avoiding unduly onerous regulations.

(4) The compliance requirements throughout the proposed rules are as "user-friendly" as possible while
still allowing the Board to achieve its mandated mission in regulating the trauma care centers. There
is sufficient notice between the rulemaking hearing and the final promulgation of rules to allow
services and providers to come into compliance with the proposed rules.

(5) Gompliance requirements are not consolidated or simplified for small businesses in the proposed
rules for the protection of the health, safety and welfare of Tennesseans.

(6) The standards required in the proposed rules are very basic and do not necessitate the establishment
of performance standards for small businesses.

(7) There are no unnecessary entry barriers or other effects in the proposed rules that would stifle
entrepreneurial activity or curb innovation.
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STATEMENT OF ECONOMIC IMPACT TO SMALL BUSINESSES

Name of Board, Committee or Council: Tennessee Department of Health, Board for Licensing Health Care
Facilities, Trauma Care Advisory Councii

Rulemaking hearing date: November 10, 2010

Types of small businesses that will be directly affected by the proposed rules:

These rule changes only affect trauma care centers all of which are located in hospitals. Their impact on small
businesses is expected to be negligible.

Types of small businesses that will bear the cost of the proposed rules:

The rule changes impact trauma care centers and would have minimal affect on any small businesses.

Types of small businesses that will directly benefit from the proposed rules:

It is unlikely that the attached rules would affect small businesses.

Description of how small business will be adversely Impacted by the proposed rules:

The rule changes should have little adverse impact on small business as they primariiy affect hospitals.

Alternatives to the proposed rule that will accomplish the same objectives but are less burdensome, and
why they are not being proposed:

The Department of Health, Board for Licensing Health Care Facilities does not believe there are less burdensome
alternatives to the proposed rule amendments.

Comparison of the proposed rule with federal or state counterparts:

Federal: None.

State: The proposed rule amendments will have no state counterpart because the Department of Health, Board
for Licensing Health Care Facilities is the only agency charged with regulating trauma care centers.
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Impact on Local Governments

Pursuant to T.CA 4-5-220 and 4-5-228 "any rule proposed to be promulgated shall state in a simple declarative
sentence, without additional comments on the merits of the policy of the rules or regulation, whether the rule or
regulation may have a projected impact on local governments." (See Public Chapter Number 1070
(http://state.tn.us/sos/acts/106/pub/pc1070.pdf) of the 2010 Session of the General Assembly)

This rule amendment is not expected to have an impact on local governments.
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Addltlonallnformalion Required by Joint Government Operations Committee

All agencies, upon filing a rule, must also submit the following pursuant to TCA 4-5-226(i)(1).

(A) A brief summary of the rule and a description of all relevant changes in previous regulations effectuated by
such rule;

1200-08-12-.01 Preamble. The new rule includes a statement that the process of designation and re-verification
as a trauma center is voluntarv on the part of hospitals in the state. The old rule did not include the above.
1200-08-12--.03(8) Definitions. The new rule includes the definition of a Comprehensive Regional Pediatric
Center (CPRC). The old rule did not include the above.
1200-08-12-.03(11) Definitions. The new rule includes a definition for the abbreviation "E," meaning essential.
The old rule did not include the above.
1200-08-12-.03(12) Definitions. The new rule includes a definition for the abbreviation "D," meaning desired. The
old rule did not include the above.
1200-08-12-.04(1) Requirements. The new rule includes the possible penalty trauma centers failing to submit
required data to the trauma registry for three consecutive quarters may risk losing compensation from the
Tennessee Trauma Center Fund. The old rule did not include the above.
1200-08-12-.04(2) Requirements. The new rule includes both essential and desired requirement for those
facilities desirinQ desiQnation as Level III trauma centers. The old rule did not include the above.
1200-08-12-.04(2) Requirements. The new rule includes both essential and desired requirements for each
specific level of care for hospitals desirina desianation as trauma centers. The old rule did not include the above.
1200-08-12-.04(3)(b) Requirements. The new rule includes specific requirements for facilities desiring
desianation as a trauma center includina a orovisional site visit. The old rule did not include the above.
1200-08-12-.04(3)(c) Requirements. The new rule includes that the site visit team shall include a team leader
who is the medical director of an out-of-state trauma center. The team shall include a trauma surgeon from a
Levell trauma center as well as an emergency department physician from a Levell or Level II trauma center.
The old rule did not include the above.
1200-08-12-.04(3)(d) Requirements. The new rule includes that the site visit team shall be appointed by the
state trauma director/Director of EM8, in consultation with the chairman and vice chairman of the Tennessee
Committee on Trauma. The old rule did not include the above.
1200-08-12-.04(3)(h) Requirements. The new rule includes adherence requirements for facilities during the one
(1) vear orovisional desianation status. The old rule did not include the above.
1200-08-12-.04(3)(1) Requirements. The new rule includes the provision that if a facility has been denied
designation as a trauma center, if may not reapply for at least one (1) year. The old rule did not include the
above.
1200-08-12-.04(4) Requirements. The new rule includes provision for verification of facilities previously
desiQnated as trauma centers. The old rule did not include the above.

(B) A citation to and brief description of any federal law or regulation or any state law or regulation mandating
promulgation of such rule or establishing guidelines relevant thereto;

Authority for these amendments comes from state statutes regarding the licensure of health care facilities,
includin Tenn. Code Ann. 68-11-201, et se .

(C) Identification of persons, organizations, corporations or governmental entities most directly affected by this
rule, and whether those persons, organizations, corporations or governmental entities urge adoption or
rejection of this rule;

Individuals, organizations, corporations and governmental entities most directly affected by these rules are
current and future licensees who 0 erate facilities desirin desi nation trauma centers.

(0) Identification of any opinions of the attorney general and reporter or any judicial ruling that directly relates to
the rule;

I There are no known opinions of the attorney general that relate to these rules.

88-7039 (July 2010) 20 RDA 1693



(E) An estimate of the probable increase or decrease in state and local government revenues and expenditures,
if any, resulting from the promulgation of this rule, and assumptions and reasoning upon which the estimate
is based. An agency shall not state that the fiscal impact is minimal if the fiscal impact is more than two
percent (2%) of the agency's annual budget or five hundred thousand dollars ($500,000), whichever is less;

There is estimated to be no significant increase or decrease in revenues or expenditures because of these rule
amendments.

(F) Identification of the appropriate agency representative or representatives, possessing substantial knowledge
and understanding of the rule;

Robert Seesholtz
State Trauma Manager
Heritage Place, MetroCenter
227 French Landing, Suite 303
Nashville, Tennessee 37243
(615) 741-2584

Lucille F. Bond
Assistant General Counsel
Office of General Counsel
Tennessee Department of Health
220 Athens Way, Suite 210
Nashville, Tennessee 37243
1615\ 741-1611

(G) Identification of the appropriate agency representative or representatives who will explain the rule at a
scheduled meeting of the committees;

Lucille F. Bond
Assistant General Counsel
Office of General Counsel
Tennessee Department of Health
220 Athens Way, Suite 210
Nashville, Tennessee 37243
(615) 741-1611

(H) Office address, telephone number, and email address of the agency representative or representatives who
will explain the rule at a scheduled meeting of the committees; and

Lucille F. Bond
Assistant General Counsel
Office of General Counsel
Tennessee Department of Health
220 Athens Way, Suite 210
Nashville, Tennessee 37243
(615) 741-1611
Lucille.F.Bond@tn.Qov

(I) Any additional information relevant to the rule proposed for continuation that the committee requests.

I None
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RULES
OF

THE TENNESSEE DEPARTMENT OF HEALTH
DIVISION OF HEALTH CARE FACILITIES

CHAPTER 1200-8-12
TRAUMA CENTERS

TABLE OF CONTENTS
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1200-Q8-12-.04
1200·Q8-12-.05
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Requirements for Level III Trauma Centers

1100 8 11,01 PREAMBLE, Th. T.AA.SS•• (l.,,_.At af H.alth is .",,,aw.r.d ta ada"t su.h r.gulatiaAs and
staAdards ".rlaining ta the a".ratiaA aAd ",aAag."'.At af has"itals as ar. A•••ssa,)' fur the "ubli. iAt.r.st. OA
~Ia',.",b., 24, 1982, a r.salutiaA was "r."ar.d b)' the HMS Advisa')' Caun.il .Ad ,,'.S.AI.d ta the Baa.d af
Lie.A.iAg H.alth Car. Fa.iliti•• r.ealFu"."diAg that a furmal r.vi.w af Ih. is.u•• iAvah'.d iA the d••ignaliaA af
trau",a ••At... fur the Stale af T.AA••••• b•••"Iar.d, Sub'.~U.Atly, aA hbrua')' I+, 198~, a "r.'.AtatiaA was
r.~u.'I.d af Ih. Cily af M.",,,hi. Ha."ital Trau",a C.Al.r by the Baard iA aA .flerl la furlh.r d.IiA. Ih. A••d fur
BetieR en tFauma GeRter aesignation 8ndter eategeriil8tieR. As a result ofilia! J3reseRtatisR, a Task FaTGe was sTeated
b)' the Baard fur IiS.ASiAg h.alth sar. fa.ilili.s ta .valual. aAd ,••a_eAd .rit.ria .aA••rning Ih. d.·...la"'''.nl af
wau",a sysl.n,. and fur the a".raliaA afwau",a ••nt.rs in the stat•.

1200-08-12-.01 Preamble. The Tennessee Department of Health is empowered to adopt such regulations
and standards pertaining to the operation and management of hospitals as are necessary for the public
interest. On November 24, 1982, the EMS Advisory Council prepared and presented to the Board for
Licensing Health Care Facilities ("Board") a recommendation that a formai review of the issues involved in
the designation of trauma centers for the State of Tennessee be explored. Subsequently, on February 17,
1983, the Board requested a presentation regarding the City of Memphis Hospital Trauma Center in an
effort to further define the need for action on trauma center designation and/or categorization. As a result
of that presentation, the Board created a Task Force to evaluate and recommend criteria concerning the
development of trauma systems and the operation of trauma centers in the state.

The process of Designation and Reverification is voluntary on the part of hospitals in the state. It is meant
to identify those hospitals that make a commitment to provide a given level of care of the acutely injured
patient. Knowledge of statewide trauma care capabilities and the use of trauma triage protocols will
enable providers to make timely decisions, promote appropriate utilization of the trauma care delivery
system, and ultimately save lives.

Allthority: T.CA. §68-11-201 et seq. At/mlllistrative History: Original ntlefilet/ September 18. 1985; effective
October /8, /985.

noo 8 11 ,01 AYTUORlTY, Th.s. r.gulatiaAs ar. is.u.d und.r the authari!)' grant.d the Health Car. Fa.iliti.s
bie.n.iAg Baard at T.G.A. 68 I I 20 J .1 se~,

1200-08-12-.02 Authority. The Board for Licensing Health Care Facilities issues these regulations under
the authority granted at T.C.A. 68-11-201 et seg.

Allthority: T.CA. §68-1/-201 et seq. At/mlllistratll'e History: Originoll'lliefilet/ September 18, 1985; effective
October 18, 1985,

1200-8-12-.03 DEFINITIONS,

(I) Baard. Baard fur bi••nsing H.alth Car. Fa.ililies.

October, 2006 (Revised)



TRAUMA CENTERS CHAPTER 1200-8-12

Rule 1200-8-12-.03, continued)
(2) "bo...ol, af GaFO" ,l1all mean tho tj'fJo af !Faama s.F... i•• ~Fal'ided OJ' tl10 in,titati.n a, ,l1awn by til.

d.gFe. af.ammitm.nl in ~eFSann.1 and la.iliti., mad. la tile d.liy.F)' aftl1at so.,'i••,

(3) "b.yol I" ,l1all d.signat. 111.1 instilatian Gan"Hitt.d ta ~Fayiding a~timam G.F. feF tilo a.atoly injaF.d
~ati.nt ",l1i.b meets all Fe~aiF.m.nts in Il1i' F.galatian d.l"in.d as b.y.1 af G.FO I.

(1) "bo....1 II" sl1all d.,ignalo .n institalian .a_itted la ~Fa'liding a~Iimam GaFO feF lb. a.at.ly inj ....d
tilal meels til. Fe~aiF.m.nts in tilis Fogalatian d.lined as b.',ol af GaF. tI.

(j)"b.y.1 III" til. b .....1UI l1a,~ital g.n.Fally s......s .ammanili.s tbat da nat ha',. all lb. F.saaF••Sasaally
assa.ialed ",ith b.".1 J aF II in'tilatians. Haw.".F, • bo',ol III bas~ital F.ll.Gls a ma"imlHll
Gommitment t9 lfaum8 GaTB GommSRSlirate \'lith rBS9W'Ges. Planning far GarB of tBe iRjl:lfeEl in sl'Rall
.a_HIlities aF sab...ban settings asa.lly Gall' feF !Fan,feF ag<••'H.nts .nd ~FataGals feF tho masl
'."'.F.ly iBj ...ed. D.signalian af tb. b.',.1 III bas~ilal may alsa Fe~aiF. innal'ali.... aso af tbo F.giaH's
F.,aaF••S. FaF ."am~lo, if tb.F. is na n.aFas...g.an in a la<g., s~aFs.lj' ~a~alal.d F.gian il may F.~airo

Ibal a gen...1saFgean b. ~F.~aFod ta ~Fayido lb••m.<g.n.y d••am~F.ssian af mass I.sians. TFansfeF
la tilo mast '~~Fa~Fi'Io b....ol I aF II has~ital .an th.n b. _anged OftOF tbo ~aliont's life s....ing
a~.Falian bas beon Ga..ied aal. ."nalboF o".m~lo i' tbo 'taffing af tbo boyol III ha,~ital. In many
in,tanGo, it will bo im~Fa.tiGal ta Fo~airo a g.n.Fal sUFg.an ta b. in haa,., Witil mad.m
GalHm.niGatian ,yst.m, il , ••ms F.a,anabl. tb.t Ih. ,aFgean sl1aald be ~FBm~t1y a·,.ailabl. and in a
great majority of iRstaRGBS meet the patient in the emergeRGY roolJl 9R 8FFi'/al. OR Gall peFSBRllel SliGR

as l.baFataF)', " FaY, and a~.Fating FaalH n...se, al'a Gan bo a.tiyal.d and Fes~and ~FBm~lly ta the
ha,~ilal wl1.n til. liFSI netili.atian afa .Fili.ally injaFed ~alient i' FeG.i'.'ed. Th. int.nt afll1i' ll."ibility
,l1aald b••1.aF: la ~FB ... id. til. be,t ~assibl. GaF••,'en in the ma,t Femat••iF.am,lan.e,.

(fi) TFa.ma R.gistF)'. ... ••ntFal F.gi'tF)' Gam~il.d af injaF)' in.id.n•• infeFlllaliBll-SH~~li.dby d.,ignated
tTaama ••nt." and Gam~F.h.n,i .... l'edia!Fi.lJm.Fg.n.y G.nt.Fs feF tho ~a~as. afallawing tile 8BBFd
ta analy~. data and .andu.t s~e.ial stadi.s F.gaFding tb••au,es and .anse~a.nG.s aftFaumati. injaF)'.

(7) TRAGS. T..ama RogistF)' afAm.FiGan Gall.go afSa<goans.

(1) "Board" means the Board for Licensing Health Care Facilities.

(2) "Department" means the Tennessee Department of Health.

(3) "Facility" shall have the same meaning as defined in T.CA § 68-11-201(18).

(4) "Levels of Care" means the type of trauma service provided by the facility as shown by the
degree of commitment in personnel and facilities made to the delivery of that service.

(5) "Levell" means a facility providing optimum care for the acutely injured patient and which
meets all reguirements in these regulations defined as Level of Care I.

(6) "Level II" means a facility providing optimum care for the acutely injured patient and which
meets all reguirements in these regulations defined as Level of Care II.

(7) "Level III" means a facility providing a maximum trauma care commensurate with
community resources. The Level III facility generally serves communities without all the
resources usually associated with Level I or II facilities. Planning for care of the injured in
small communities or suburban settings usually calls for transfer agreements and
protocols for the most severely injured patients. Designation of the Level III facility may
also reguire innovative use of the region's resources. For example, if there is no
neurosurgeon in a large, sparsely populated region it may reguire that a general surgeon
be prepared to provide the emergency decompression of mass lesions and arrangement
for patient transfer to the most appropriate Level I or II hospital after the surgeon has
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TRAUMA CENTERS

(Rule 1200-8-12-.03, continued)

CHAPTER 1200-8-12

carried out the patient's life-saving operation. Staffing of the Level III hospital is another
example of the innovative use of a region's resources. It will be impractical to require a
general surgeon to be in-house in many instances. With modern communication systems
it seems reasonable that the surgeon should be promptly available and in a great majority
of instances meet the patient in the emergency room on arrival. When a Level III hospital
first receives notification of a critically injured patient, it can activate on-call personnel to
respond promptly to the hospital. The intent of this flexibility should be clear: to provide
the best possible care even in the most remote circumstances.

(8) "Comprehensive Regional Pediatric Center (CRPC)" means a facility deSignated as
CRPC that shall be capable of providing comprehensive specialized pediatric medical and
surgical care to all acutely ill and injured children. The center shall be responsible for
serving as a regional referral center for the specialized care of pediatric patients or in
special circumstances provide safe and timely transfer of children to other resources for
specialized care. Rules and Regulations governing CRPCs are delineated in Chapter
1200-08-30.

(9) "Trauma Center" shall have the same definition as provided in T.C.A. § 68-59-102(6).

(10) "Trauma Registry" means a central registry compiled of injury incidence information
supplied by designated trauma centers and Comprehensive Pediatric Emergency Centers
for the purpose of allowing the Board to analyze data and conduct special studies
regarding the causes and conseguences of traumatic injury.

(11) "E" means essential.

(12) "0" means desired.

(13) "FAST" means focused abdominal sonography for trauma.

(14) "ACS-COT" means American College of Surgeons Committee on Trauma.

(15) "ATLS" means Advanced Trauma Life Support.

(16) "PGY" means postgraduate year.

AII/"orlty: rCA. §§4-5-202, 4-5-204, 68-11-201, 68-11-202, alld 68-11-209. Admlllls/ra/II'e Hls/ory: Origillal
rille filed September 18, 1985; effective October 18, 1985. Amelldmelll filed Marc" 31, 1989; effeclive May 15,
1989. Amelldmentfiled Allgllstl6, 2006; effective October 30,2006.

1200-8-12-,04 REQUIREMENTS,

(I) !Jash !fa"",a sealer shall submil TRACS RegislFy aala eleslreaisally Ie Ihe slale Ira"",a regislFy ea all
slesea palieal files ae less ellea Ihaa quarterly lOr Ihe sele pUll'ese ef allewmg Ihe beara Ie aRaly~e

eBuses and meaieal s9Bsequ80GeS of serious tfaHm8 while promoting the eeJltmHwB of Gare that
previaes limely aaa apprepriale aelivery ef emergeasy meaisal Ireallneal lOr peeple wilh asule
traumatis iRjwy.

(1) Trauma registry reguirements shall include the following:

(a)

(b)

October, 2006 (Revised)

Each trauma center shall submit trauma registry data electronically to the trauma
registry on all closed patient files.

Each trauma center shall submit trauma registry data for receipt no later than one
hundred twenty (120) days after each guarter of the year. Trauma centers shall
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TRAUMA CENTERS

(Rule 1200-8-12-.04, continued)

CHAPTER 1200-8-12

receive confirmation of successful submission no later than two weeks after
submission.

(c) Trauma centers which fail to submit required data to the trauma registry for three
(3) consecutive quarters shall risk not receiving compensation from the
Tennessee Trauma Center Fund.

(2) TRACS dala shall ao Iransmillod Ie Iho slalo Irawma fogistry and fOGoivod ne lalof Ihan eno Modfod
lwonly (120) days aftof oaGh ~wartof.

(3) I'ailwfo Ie limoly swamil TRACS dala Ie Iho slalo Ira_a fogislfy fof Ihfoo (3) GansoGwliyo ~warto,s shall
foswlt in lila dolin~wonl faGilit)"s neGessil)' la appea' aofofe IRa Ileafd fof an)' disGiplinaf)' aGlien il
dooms appfOpFialo, inGlwding, awl nel Iin,i1ed la, Gilatien ef Givil manola'Y penaltios anfllaf lass ef
kauma designatioR status.

(4) nawma Cento,s shallmainlain deGwnontalien la shew Ihallimol)' Ifansmissians hayoboon swamilled Ie
Ihe slalo Irawma ,ogislry en a ~wartefl)' aasis.

(ti) Le."". e{CflFe

(a) HeSp.'lfl/ O'igi//flli"//

11

I. Trauma SsrviGe x x

2. Surgery DefJartffiBRtstDivisiens/ServiGBS/SeGtieRS
(oaGh slaffed a)' ~waliliod spoGialisls)

CafdietllefaGiG SlH'gef)'
Gonofal SWFgOf)'
NowfOlegiG SWFgo'Y
GaslolriGs GynoGelegiG SWfgOf)'
GphlhaloniG Su,go'Y
Gfal and Ma.iIIefaGial

SWfgO'Y DonliSlf)'

x X·
x x
x x
x
x

X
LewH5,

"• .11.

GrtloepaodiG Su,gOf)'
Gle,llinalaf)'ngalegiG SUfgef)'
PodialriG SUfgOf)'
Plastio SUfgOf)'
UfOlagiG SUfgO'Y

x
x·
x·

x

x

33"-.--EE"m"O"lfg~o"n"'G'f)'-J:D},o'l'p ..aR__o,"nYllI;D~i'I'i.. i"si;"a>fl",I-l'S,.e"'f'I'i:ii&o..e/L----------XX"----XX'
Soolian (staffed ay ~waliliod spooialisls)

4, Su,giGal SpoGialtios Ayailaailil)'
In bauso 24 beufs a day

Gonofal SUfgOf)'
NoufOlagio SUfgOf)'
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TRAUMA CENTERS

(Rule 1200-8-12-.04. continued)

OR Gall aRa available Ifo'" insiae or
oUlsiae hllSj>ital

CaraiaG SIlrger)'
General Surger)'
~leurologiG Surgery
MiSFGS\lFg6F)' Capabilities
GyneGologiG Sluger)'
Hana Surgery
Ophthal",iG Surgery
Gral aRa MaKillofaGial

Surgery Dentislry
OrthopaeaiG SIlrgef)'
OtorhinolaryngologiG Surgery
PeaiatriG SllFgery

I'las!iG Surgery
ThoraGiG SllFgery
Urologi. Surge')'

j, ~lon SurgiGal SpeGialties A',ailabili!)'
IH hospital 24 hOllrs a aay:

CHAPTER 1200-8-12

x X·
X'"
X'"

X
X
X
X X

X X
X X
X X
X· X'

X X
X X
X X

J;EiI1"'!lle"rgl!<e..nl<G",y'-l~I4A..eaEliiI6Gifin",e-----------------XX· X'
Anesthesiology X"' ~XXH

On Gall ana a'ia;lable Ifo'" insiae or outsiae hospilal:

Caraiology
Chest EP.lmonaf)') MeaiGi"e
GastroeRterolo~'

Hematology
InfeGtiolls Diseases
Intemal Mea;G;"e
~Iephrology

Patholog)'

PeaiatriGs
PS)'Ghiatry
Raaiolo~'

(e) Speei(d FlIeiUJies/Resou,uees/Cap8hl!i.l ltVi

I. Emerge".y I)epart",ent

0) Personnel

X X
X
X
X
X
X X
X X
X'" X'"

bew!ffl
1 "11.

X X
X X
X X
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TRAUMA CENTERS

(Rule 1200-8-12-.04, continued)

(ii) g~wipmenl fer reswssilalian aB~ la pravi~e

supparl for Ihe arilisall)' er seriausly injure~

mwsl inalw~e hUI shall nel he limile~ Ie:

CHAPTER 1200-8-12

(I) Airway eantral an~ ,'enlilalien
e~uipmenl inelu~ing laF)'Ilgaseapes
...........oolrashealluhes af all sizes,
bag masl( rBsussitataF, sonless of 8'''ygeR,
and meshanieal ventilator

(II) Swslian ~eviees

(Ill) Eleetraear~iegraphaseilla seape ~elihrillalar

(IV) Apparatus la eslahlish eenlral
...S08U5 flFessllF8 meDitaring

(V) All slan~ar~ intra',enews Ilwi~s

aRa administratioR devises, inelusiRg
iRtra'/809uS eatneters

(VI) Slerile swrgieal sets fer
prase~wres slan~ar~ fer Ilg,
SUSR as tRsra68stemy, 6utaaVo'H, ats.

(VII) Gastrie lavage e~wipl1lenl

x

x

x

x

x

x

x

x

x

x

x

x

x

x

(VIII) grugs an~ .wpplies nesessaF)'
fer emergene)' eare; splinting
malerial.

(IX) X ray eapahilit)', 24 hawr aaverage
hy in hawse leahRieians

(X) Twa way ra~ia linlce~ wilh vehieles
af emergene)' transperls)'slem

(Xl) Pnewmalis Anti Shael, Garmenl'

(XII) Skelelal Tangs

(XIII) Cervieal eallars'

2. Inlensive Care Unils (ICU) fer
Trauma Patients

X X

X X

X X

""""'"! {f• li

X X

X X

X X

(i) gesignale~ Me~iaal Direslar

(ii) Physiaian an ~wty in ICU 24 hawrs a ~ay ar
iml1le~ialelya'..ailahle fraln in haspilal

(iii) Nurse palienl minimwm ralia af

October, 2006 (Revised) 6
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TRAUMA CENTERS

(Rule 1200-8-12-.04, continued)

CHAPTER 1200-8-12

.J4.<>n eash shift

(i,') Immediate assess ta slinisal
laoarat8l)' seF'/iees

(v) 8~uipment:

x

x

x

x

(I) Airway santIal and ventilatian devises

(II) Oxygen saurse with sallsentIatian santrals

(III) Cardias emergens), sart

(IV) . Tempara')' tIans'/enaus pa.emal,er

(V) Illestrasardiagraph
assilassape delibrillatar

('II) Cardias aUljlut mallitaring

('III) glestIanis pressure manitarirtg

(VIII) Meshanisal ventilalar respiratars

(IX) Patient weighting devises

(X) Pulmana')' funstian
measlHing d8viEes

(XI) T.mperatur. santIal d.vises

(XII) grugs, intIav.naus lIuids and supplies

'Ne.ded alsa as supply replasement time far IlMS sre",s

(XIII) Intrasranial press",emanitaring devises

3. Pastan.sth.tis R..sa....ry Raam (PAR)
(int.nsiv. sara unil is ass.ptabl.)

X X

X X

X X

X X

X X

X X

X X

X X

X X

X X

X X

X X

X X

b<;w;/&
I II• .. 1

4.

(i) Registeredn",ses 24 hams ada)'

(ii) Manitaring and resussitatian
8E1UifJRlent

Asut. Hemadialysis Capability

X

X

X

X

X

X"

"ti.~---<O.Jr,!g~a"n"i.",e<ld-lQ~ulfrnn""C;,ar~ee-----------------~X,,"---~Xl\,"

(i)Physisian dirested QUfR Center/Unit
statleEi by nursing peFS8JHlei trainee iH
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(Rule 1200-8-12-.04, continued)

bHm eare and e~Hippedpreperly.

fi. Radielegieal Speeial Capabilities

(i) AngiegrapAy efall types

(ii) Senegraphy

(iii) ~IHGlear seanning

0.,,) in AeHse GempHteri.ed
temegraphy

1. Organ denatien preteGel

(6) Ope,,"6tblg Sui.'e Speelal ReqEli:'emen,ls

I. EEtl:liJ31H8Rt instrumentation:

CHAPTER 1200-8-12

x X

X X

X X

X X

X" X"

(i) Operating reem, dediGated te the
trauma serviss. with nursing staff in heuse
and immediately a',ailable 24 heHrs a day X x

Oi) CardiepHlmenary bypass eapability

(iii) Operating mieresGepe

(i.,,) TAeRIlal Genlrel e~Hipment

(,,) X ray Gapabili~'

(vi) EndesGepes, all varieties

('Iii) CraRiet91Hy instrumentatioR

(viii) Menitering e~uipment

(I) for patient

(II) for bleed

(EI) CUn;eRJ h(4b8Nl(Br;es SeA'ieeti lJ'l;·£Ii!-ah.'e 2,/ Helll'S R dll)'

X

x

X

X

X

x

X

x

x

x

x

x

x

x

X

"
x

X

I.

2.

J.

Standard anal)'ses ef bleed, urine,
and ether bedy IlHids

Bleed lyjling and Gress matGhing

CeagHlatien studies

x

x

x

x

X

x

4. QlaaEi BaBic sr assess ta a G8m1HWlit.::y

October, 2006 (Revised) 8



TRAUMA CENTERS

(Rule 1200-8-12-.04, continued)

CHAPTER 1200-8-12

eeRlralbleed baHl, and hes~ilal

slerage faeililies x x

3.

G.

7.

8.

Bleed gas.s and ~I<l aetemlinaliens

Serum ana ",ine esmelalil)'

Misrebielegy

Dr.g ana alsehel ssr••ning

x

x

x

x

x

x

x

x

(8) P:"Og...tNl1tJ'/or Qualilf ASSUrlowee

I. Meaieal ear••a.salieR iRsluaiRg:

(i) Trauma a.alh auail revi.w.

(ii) Merbiaity aRa mertalily review.

(iii) TrauR,a eeRror.Ree, multiaisei~Ii""f)·.

(Iv) Trauma b)'!'ass leg.

(v) Medisal reseras r.... i.w

x

x

x

x

x

x

x

x

x

x

2.

3.

OUTREACH PROGR,.\M: 1.1."heRe-an<I
eR sile eaRsliltalieRs wilh ~hysieians ef
the Gsmmwllity and But lying areas

PUBLIC EDUCATION: s~.silisally air.elea
wwanls trauma; fer BJ(ample, injuF)' tlflWBntisR i:R
til. hem., inauslf)', ana en th. high...a)'s ana
alhl.lie Ii.las; slanaara lirsl aid; ~rebl.ms
eeRlfenling ~lIblie, meaisal "refessien, ana
hes~ilals regaraing e~limal eare fer Ihe inj",ea

x

x x

(t) lhwl'HS Rl!!ieereh P.~gNih·1

(gj Haining PregJ"Rms in Co..,Unuing Edue8ticm Pre"Jitied Bj'jfa...;

I. Siaff ~h)'sisians
2. ~I",ses

3. Alliea health ~ersellllel

4. Celnmunily ~h)'sisians

(h) Helip..".' Helie9f'ler l.all.4l1g Area
(2) Levels of Care

(a) Hospital Origination

beveffl
I "• h

X X
X X
X X
X X

X X

1.
ram within the hos ital which has a sur eon as

October, 2006 (Revised) 9



TRAUMA CENTERS

(Rule 1200-8-12-.04, continued)

CHAPTER 1200-8-12

its director/coordinator/physician in charge. The intent is to ensure
the coordination of services and performance improvement for the
trauma patient. The service includes personnel and other
resources necessarY to ensure appropriate and efficient provision
of care and wiil varY according to facilitv and level of designation.

In a Level I and II trauma center, the trauma team shall evaluate
seriously injured patients based upon written institutional graded
activation criteria and those patients shall be admitted by an
identifiable surgical service staffed by credentialed trauma
providers(11. Level I and II trauma centers shall have sufficient
infrastructure and support to ensure adeguate provision of care for
this service. Sufficient infrastructure and support may require
additional qualified physicians, residents, nurse practitioners,
physician's assistants, or other physician extenders. This
composite should be determined by the volume of patients
requiring care and the complexitv of their conditions. In teaching
facilities, the requirements of the Residency Review Committee
also must be met.

In Level III centers, the center may admit the injured patients to
individual surgeons, but the structure of the program must allow
the trauma director to have oversight authority for the care of those
injured patients. The center shall ensure that there is a method to
identify the injured patients, monitor the provision of health care
services, make periodic rounds, and hold formal and informal
discussions with individual practitioners. It is particularly important
for team members to attend trauma committee meetings regularly
and participate in peer review activities to maintain cohesion within
the service.
Written craded activation criteria E E E
Administration suooortive of the Trauma Prooram E E E
Evidence of an annual budaet for the Trauma Proaram E E E
The Trauma Team may be organized by a qualified physician but £
care must be directed by a general surgeon expert in and
committed to the care of the injured. All patients with multiple-
system or major injurY must be initially evaluated by the trauma
team, and the surgeon who will be responsible for overall care of a
patient (the team leader) identified. A team approach is required
for ootimal care of oatients with multiole-svstem iniuries

£. Surgery Departments/Divisions/Services/Sections
(each staffed bv aualified snecialists\
Cardiothoracic Surcerv E Ei21
General Suroerv E E E
Neuroloaic Suroerv E E
Obstetrics-Gvnecoloaic Suraerv E
Ophthalmic Surcerv E
Oral and Maxillofacial Suraerv - Dentistrv E
Orthooedic Suroerv E E D
Otorhinolarvnaoloaic Suraerv E(3)
Pediatric Surcerv 1;L41
Plastic Surcerv E
Urolaaic Suroerv E
Suraical Critical Care E D

October, 2006 (Revised) 10



TRAUMA CENTERS

(Rule 1200-8-12-.04, continued)

CHAPTER 1200-8-12

3. Emergency DepartmenUDivision/Service/Section E(5) E(5) E(5)
(staffed bv aualified specialists)

4. Suraical Specialtv Availabilitv In-house 24 hrs a dav
General Suraerv E(6)
Neuroiooic Suroerv E(7)
Suraical Critical Care 1;L6j QL6j

5. Suraical Specialtv Avaiiabilitv from inside or outside hospitai
Cardiac Suroerv E E(2)
General Suroerv 1;L171
Neuroloaic Suraerv E(m D
Microsuraerv capabilities E
Gvnecolooic Suroerv E
Hand Surgerv !;L8j
Ophthalmic Suraerv E E D
Oral and Maxillofacial Suroerv - Dentistrv E E D
Orthooedic Suroerv E E D
Otorhinolarvnaoloaic Suraerv E E D
Pediatric Suraerv E(4) E(4)
Plastic Suroerv E E D
Thoracic Suroerv E E D
Uroioaic Suraerv E E D

6. Non-Suraical Specialtv Availabilitv In-hospital 24 hours a dav
Emeroencv Medicine E(9) E(9) E
Anesthesiolonv E Wl1 1;L12j

L Non-Surgical Specialtv Availabilitv on call from inside or outside
hospital
Cardioloav E E D
Chest (oulmonarv) Medicine E E
Gastroenteroloav E E
Hematoloav E E D
Infectious Diseases E E
Internal Medicine E E E
Nephroloav E E
Patholoav E(13) E
Pediatrics E E
Psvchiatrv E E
Radioloav E E

(b) Special Facilities/Resources/Capabilities

1(i) Emeroencv Deoartment (Em - Personnel ! II III
Desianated Phvsician Director E E E
Physician with special competence in care of the critically injured g
who is a designated member of the trauma team and physically
present in the ED 24 hours a dav
A physician or physician extender with ongoing certification in a
recoanized trauma course
Full time emeroencv deoartment· RN oersonnel 24 hours a dav E E E

1ill1 Emergency Department - Equipment for resuscitation and to
provide support for the critically or seriously injured must include
but shall not be limited to:
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TRAUMA CENTERS

(Rule 1200-8-12-.04, continued)

CHAPTER 1200-8-12

Airway control and ventilation eguipment including laryngoscopes £ £ £
and endotracheal tubes of all sizes. bag-mask resuscitator,
sources of oxvoen and mechanical ventilator
Suction devices E E E
Electrocardiooraohv-oscilloscooe-defibrillator E E E
Bedside ultrasound canabilitv for FAST examination E D D
Apparatus to establish central venous pressure monitorino E E E
All standard intravenous fluids and administration devices £ £ £
includino intravenous catheters
Sterile surgical sets for procedures standard for ED, such as £ £ £
thoracostomv. cutdown etc.
Gastric lavane enuinment E E E
Druos and supplies necessary for emeroencv care E E E
X-rav capabilitv. 24 hour coveraoe bv in-house technicians E E E
Twa-way radio linked with vehicles of emergency transport £ £ £
svstem
Skeletal tonos E E E
Ceryical collars E E E
Spine Lono Board E E E
Solintino materiais and devices E E E
Helinad or Heliconter Landinn Area E E

2. Intensive Care Units (ICUl for Trauma Patients
Desionated Suroeon Medical Director E E E
Physician on duty in ICU 24-hours a day or immediately available E(6) E(6) £
from in-hosoital IPGY4/5 nualifv)
Nurse-natient minimum ratio of 1:2 on each shift E E E
Immediate access to clinical laboratory seryice E E E
Eouipment: E E E
Airwav control and ventilation devices E E E
Oxvoen source with concentration controls E E E
Cardiac emeroencv cart E E E
Temoorarv transvenous oacemaker E E E
Electrocardionranh-oscilloscone-defibrillator E E E
Cardiac outout monitorino E E D
Electronic pressure monitorino E E D
Mechanical ventiiator-resoirators E E E
Patient weinhinn devices E E E
Pulmonary function measurino devices E E E
Temperature control devices E E E
Drugs, intravenous fluids and supplies (needed also as supply £ £ £
reolacement time for EMS crews)
Intracranial nressure monitorino devices E E D

3. Post-anesthetic recovery room IICU is acceptable)
Reoistered nurses 24-hours a dav E E E
Monitorina and resuscitation enuinment E E E

4. Acute hemodialvsis capabilitv E E(14l E(14l
Q., Organized burn care (15): Physician directed burn center/unit ill§J. ill§J. E(15)

staffed by nursing personnel trained in burn care and eguipped
properlv

§" Acute spinal cord management capability OR written transfer £
agreement with a hospital capable of caring for a spinal cord
patient

Z Acute head injury management capabilitv OR written transfer £
aoreement with a hospital capable of carino for a patient with a
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(Rule 1200-8-12-.04, continued)

CHAPTER 1200-8- 12

head iniurv
8. Radioloaical Snecial Canabilities

Anaioaraphv of all types E E 0
Sonoaraphv E E 0
Nuclear scannina E E 0
In-house comnuterized tomoaranhv E E 0
MRI fmaanetic resonance imaainal E E 0

9. Oroan donation protocol E(16) E(16) 0

(c) Operating suite special requirements

1. EauinmenUinstrumentation I II III
Operating room. dedicated to the trauma service. with nursing staff g g Q
in-house and immediatelv available 24-hours a day
Cardiopulmonarv bypass capabilitv E
Ooeratina microscooe E E
Thermal control eauinment for natient E E E
Thermal control eauipment for blood E E E
X-ray capabilitv E E E
Endoscooes all varieties E E E
CraniotomY instrumentation E E 0
Monitorina eauipment E E E

(d) Clinical Laboratory Services available 24 hours a day

1 Standard analvsis of blood urine and other body fluids E E E
2. Blood tvnina and cross-matchina E E E
3. Coaaulation studies E E E
4. Blood bank or access to a community central blood bank and g g g

hospital storaae facilities
5. Blood oases and oH determinations E E E
6. Serum and urine osmolalitv E E 0
7. Microbioloav E E E
8. Orua and alcohol screen ina E E 0

(e) Trauma Medical Director

1. Board certified aeneral suraeon E E E
~ Minimum of three years clinical experience on a trauma service or g Q Q

trauma fellowship trainina
3. 48 hours of category I trauma/critical care CME every 3 years or g g Q

16 hours each year and attend one national meeting whose focus
is trauma or critical care

4. Particioate in call E E E
5. Has the authoritv to manaae all asoects of trauma care E E E
6. Authorizes trauma service privileaes of the on-call panel E E E
7. Works in cooperation with nursing administration to support the g g g

nursina needs of trauma patients
8. Oeveloos treatment protocols alona with the trauma team E E
9. Coordinates oerformance imorovement and oeer review nrocesses E E E

ill. With the assistance of the hospital administrator and the TPM. be g g g
invoived in coordinating the budgetary process for the trauma
nroaram

11. Participates in the Tennessee Chapter of the ACS-COT E E E
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(Rule 1200-8-12-.04, continued)

CHAPTER 1200-8-12

12. Particinates in renional and national trauma ornanizations E E
.tL Remains a current provider of ACS-ATLS course and in the g g g

provision of trauma-related instruction to other health care
personnel

14. Is involved in trauma research E

mAttending General Surgeon on the Trauma Service

1. Board Certified in General Suroerv E E E
2. Completion of an ATLS course E E E
3. Trauma specific CME 16 hours/vear or 48 hours everv 3 vears E E D

(g) Emergency Department Physician

1,. Be Board Certified in Emergency Medicine or have ATLS g g g
certification

(h) Trauma Program Manager (TPM)lTrauma Nurse Coordinator (TNC)

1. Must have a dedicated fulltime TNCITPM E E D
£. Must have a part time TNCITPM with the trauma program as a g

maior focus of their iob description (Levellill
~ Must be a Registered Nurse licensed by the TN Board of Nursing g g g

(Levelllll/1I1l
4. Must possess experience in Emergency/Critical Care Nursing g g Q

(Levell/Ill
5. Must have a defined job description and organizational chart g g Q

delineatina the TNCITPM role and resnonsibiiities (Level 1/11\
6. Must be provided the administrative and budgetary su pport to g g

complete educational. clinical, research. administrative and
outreach activities for the trauma proaram

L Shall attend one national meeting within the 3 year verification g g Q
cvcle

(i) Trauma Registrar

1,. A full time eguivalent registrar for each 750-1000 admissions per g g Q
vear is reauired to assure hiah aualitv data collection

2. Shall receive initial training when they start their job and also g g Q
complete 4 hours of registry-specific continuing education per year
(Levell/Ill

(j) Programs for Quality Assurance

1. Medical Care Education \

Morbiditv and Mortaiitv Reviews to encompass all trauma deaths E E E
2. Trauma Process Improvement IPI\

The institution must provide resources to support the trauma g g g
arocess imarovement aroaram
Must have a Trauma Performance Committee that meets at least g g g
guarterly to include physicians. nurses. pre-hospital personnel and
a variety of other healthcare providers, and reviews policies and
arocedures svstem issues and whose members or desianees
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(Rule 1200-8-12-.04, continued)

CHAPTER 1200-8-12

attend at least 50% of regular meetings. The committee shall:
• Identify discretionary and non-discretionary audit filters g: g: g:
• Document and review times and reasons for trauma g: g: g:

related diversion of patients from the scene or referral
hospitals

• Document and review response times for trauma g: g:
surgeons neurosurgeons anesthesia or airway
managers. and orthopedists, all of whom must
demonstrate 80% compliance

• Document and review response times for trauma g:
surgeons, anesthesia or airway managers, and
orthopedists, all of whom must demonstrate 80%
compliance g: g: g:

• Monitor trauma team notification times g: g: g:

• Review pre-hospital trauma care to include patients dead
on arrival g: g: g:

• Review times and reasons for transfer of injured patients g:

• Document availability of the surgeon on-call for trauma,
such that compliance is 90% or greater where there is no
trauma suraeon back-un call schedule

The institution shall demonstrate that actions taken as a result of g: g: g:
issues identified in the Process Improvement Program created a
measurable improvement. Documentation shall include where
appropriate: 1) problem identification; 2) analysis; 3) preventability;
4\ action nlan' 5\ imnlementation' and 6\ reevaluation

3. Operational Process Improvement (Evaluation of Svstem Issues)
This is a multidisciplinary conference presided over by the Trauma g: g: Q
Medical Director and shall include hospital administrative staff over
trauma services as well as the staff in charge of all trauma-
program related services. This committee addresses, assesses,
and corrects global trauma program and system issues, corrects
overall program deficiencies to continue to optimize patient care.
This should be held at least guarterly, attendance noted, and
minutes recorded.

4. Trauma Bvpass Loa
Trauma bypass shall not exceed 5%. Trauma surgeons will be g: g: g:
involved in diversion/bvpass decisions

5. OutreachlTrainina Proorams
Level I centers shall maintain a commitment to provide ATLS and g: Q
other educational activities deemed appropriate and timely to
surroundina referral centers.
Be involved with local and regional EMS agencies and/or g: g: Q
personnel and assist in trauma education, performance
improvement and feedback reaardina care

6. Public Education
The trauma center shall be involved in community awareness of g: Q Q
trauma and the trauma svstem
Participate in statewide trauma center collaborative injury g: g: Q
nrevention efforts focused on common needs throuahout the state
Perform studies in injury control while monitoring the effects of g: Q Q
nrevention nroarams

7. Institutional Commitment
Demonstrates knowledge, familiarity, and commitment of upper g: g: g:
level administrative personnel to trauma service

I
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(Rule 1200-8-12-.04, continued)

CHAPTER 1200-8-12

Upper level administration participation in multidisciplinary trauma £ £ E
conferences/committees
Evidence of vearlv budoet for the trauma orooram E E E
Sunnorts research efforts of the Trauma Service E

8. Trauma Svstem Develooment
All trauma centers shall participate in trauma system planning and £ £ £
development under the auspices of the Trauma Care Advisory
Council

9. Activation Criteria
Each center shall have clearly defined graded activation. criteria. £ £ £
For the highest level of activation, the PGY 4/5 will be immediately
available and the trauma attendino available within 20 minutes

(~) tHlpiem."wlion

(a) . I",ple",enlalian af Ille aesignalian pra.ess will be by Ihe Li.ensing !loara ler Heallll Care
I'a.ililies. A sile visil lea", will be responsible ler ",aking re.o_enaalioRs 10 Ihis !loa"l.
Inslilalions VlishiHg 10 he aesignalea as be'lel I ar bevel II Trau",a Cenlers will ",ake
ap"li.alian la the !laara. The appli.alian ",aj' be reviewea by Ille Sile 'Iisil Tea", ana, if
a""rapriale, Ihe tea", will 'lisilille i,,,liMian. Iflhe ap"li.aliaR is !ellia be insalli.ient, tllis fa.1
will be .a",,,,ani.ateala Ille Inslilalian. If Ille Inslilalian is visitea, lIle lea",'s finaings will be
<Ieoornenlea and-wb",iltea ta Ille !laara willl re.a",,,,enaalians. I'amlal aasignalian VliII ba
",aaa by tlla !laara. gasignalian will ba afle.liva ler a" la fiva yaars.

(b) Tho Silo 'Iisil Taam will ba aavisary la Ihe !laara, ana will .ansisl af Iha fallawing: TIla Siaia
Meai.al gira.lar af BMS ar lila Siaia gira.lar af BMS, a Traama Sargaan fra", in slala, a
TraUl11a Sargaan fram aal af slala, a Crili.al Cara ~Iarsa fram in slale, ana a Haspital gire.lar
fr8l11 in slale. Thesa nlambers 'IIill a.1 as .ansallants la tho !laara, ana ,,.,ill ba sala.taa wi III lila
assislan.a af the TNI'. Crili.al Cara }Iarsas Assa.ialian, T.H."", ana Ihe Nalional ana Siaia
Cemmittees 8n Trauma afthe AmeriGan College efSw=geeRs.

(.) All .asls aftha ap"li.alian "ra.ess, in.laaing .asls afa silo visil, will ba bama by lila a""lying
instiMie&.-

(a) Initially, anlj' bavall a""li.atians will ba .aRsiaarea. On.a a ba\'all Cantor Ilas boon aesignalaa
ler a regian ana has a.Iliavaa aplimal atilizalian ar al leasl aHa yaar has ala"saa sin.a initial
aasignalian, appli.alians ler laval II aesignalian will be .ansiaaraa, ax.e,,1 Illal lhasa areas
wlli.Il .annal be serl'aa aaa~aalely by Ille nearesl bevel I Traama Cenler be.aase af gaagra"hi.
GSnsit:tefatieR may immediately pursue Level 11 designation.

(e) All aesignalea Traa",a Cenlers sllall paRi.i"ale in the .alle.liao af aala ler Iha Traa",a Regislf}'
aDa in tile reviaw aftha Traama Regisl!7'.

(I) All aesignalea Iraa",a .enlers sllall re.ara ana ra"aR the "ayar saar.a ler "alianl .are an
ais.Ilarge, Vlilll finan.ial sala .Iassea as self "ay, .ammer.ial inSHFan.e, Maai.are, Meai.aia, af
werl"er SeffifJ6nsatieB.

(3) Designation

Ca) The Board shall implement the designation process.

(b)

October, 2006 (Revised)
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CHAPTER 1200-8-12

1. Each facility desiring designation shall submit an application to the Board;

2. A Department site visit team ("team") shall review each submitted
application and shall act in an advisory capacity to the Board;

3. The team shall communicate deemed application deficiencies to the
facility in writing bv certified letter;

4. The facility shall have thirty (30) days to submit required information; and

5. Arrangements will be made for a provisional site visit for those facilities
meeting application requirements.

(c) The site visit team shall consist of the following:

1. A trauma surgeon medical director from an out-of-state trauma center
who shall serve as team leader;

2. A trauma surgeon from an in-state Levell trauma center;

3. An in-state trauma nurse coordinator/program manager from a Level
trauma center;

4. The state trauma program manager/EMS director; and

5. For the provisional site visit. an Emergency Department physician from a
Levell or Level II trauma center.

(d) The team shall be appointed by the following organizations:

1. The National and/or State Committees on Trauma of the American
College of Surgeons shall assist in identifying the out-of-state surgeon;
and

2. The state trauma program managerlDirector of EMS, in consultation with
the chairman and vice chairpersons of the Tennessee Committee on
Trauma, shall select the in-state members of the site visiting team.

(e) The team shall conduct a provisional visit to ensure compliance with all criteria
required for designation as a Trauma Center with the requested level of
designation before the Board grants an institution designation as a Trauma
Center. During the provisional visit. the applicant shall demonstrate that the
required mechanisms to meet the criteria for the desired accreditation level are in
place.

(f) The team shall identify deficiencies and areas of improvement it deems
necessary for designation.

(g) If the team does not cite any deficiencies and concludes that the facility is
otherwise in compliance with all applicable standards. it shall approve the
applicant to function with provisional status for a period of one (1) year.

(h) If, during the provisional visit. the team cites deficiencies, it shall not approve
provisional status for the applicant to function as a trauma center. Centers with
deficiencies shall have fifteen (15) days to provide documentation demonstrating
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(Rule 1200-8-12-.04, continued)

CHAPTER 1200-8-12
I

compliance. If the facility is unable to correct the deficiencies within fifteen (15)
days. the application shall be denied and the applicant may not resubmit an
application for trauma center designation for at least one (1) year from the date of
denial.

(i) Facilities granted provisional status as a trauma center shall adhere to the
following:

1. The facility shall submit an interim report at the end of one (1) year that
shall include the following:

(i) A description of changes made after the grant of provisional status;

(ii) A description of areas of improvement cited during the
provisional visit; and

(iii) A summary of the hospital's trauma service based on the trauma
registry report.

2. The team shall conduct a site visit at the termination of the applicant's
one (1) year provisional designation as a trauma center.

3. During the follow-up visit, the team shall identify the presence of
deficiencies and areas of improvement.

(j) Upon completion of the follow-up visit, the team shall submit its findings and
designation recommendations to the Board.

1. If the team cites deficiencies found during its follow-up visit, they shall be
included in its report to the Board.

2. The facility requesting trauma center designation shall be allowed to
present evidence demonstrating action taken to correct cited deficiencies
to the Board during the ratification process.

(k) The final decision regarding trauma center designation shall be rendered by the
Board. If granted, trauma center designation is applicable for a period of three (3)
years.

(I) If the Board denies the applicant trauma center designation, the facility may not
reapply for at least one (1) year.

(m) The facility applying for trauma center designation shall bear all costs of the
application process; including costs of a site visit.

(7) P.'611/bilhm.

(a) It shall b. a "ielalieR ef tIl.s. F.g"lalieRs faF aR)' h.allh GaF. rao;lil)' Ie hela eul, aa....F1is. eF
etn8FWise reJ3FBsBnt itself ta b8 a UtraWHa seRter" as IisBRsea by thB health saFB fasilities
IiO.RSing beaFa "nl." II has oempll.a wllh til. F.g"laliens s.1 e"1 h.F.in aBa bas b••R se
lio.Rs.a by Ih. sala beaFa.

(b) AR)' faolli~' a.signal.a by Ih. BeaFa faF LiG.BSing M.allh CaF. Faollill.s as a lFa"ma G.nl.F, al
aRy 1.".1, shall p.....ia. hespilal .m.FgoRo)' so..IiG.s Ie aR)' appliGanl 'IIhe appli.s faF Ih. sam. in
ease sf iRjUfy SF aGute meElieal G9RaitiaH wAere the same is liable te Gause Beath sr severe injHF)'
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CHAPTER 1200-8- I2

ar illRo5S. Tho modieal Ro.d af OR applieaRt aRd tho availailio modieal rosa8reos af tho faeility,
rathor thaR tho HRaRei"1 rosa8reos af aR appiie"Rt, shall ho tho dotoFllliRiRg faGtars eaRe.miRg
tho seapo afsorvieo pravidod.

(4) Verification

(a) Following designation as a trauma center, a verification site visit shall be
conducted at the faciiity every three (3) years

(b) The team shall advise the center of an upcoming verification visit at least sixty
(60) days prior to the visit. After the facility receives notice of the upcoming
verification site visit, it shall prepare all materials the team reguests for
submission.

ec) The team shall conduct an exit interview with the facility at the conclusion of the
verification visit.

1. During the exit interview the team shall communicate the following:

(i) The presence of deficiencies:

(Ii) The facility's strengths and weaknesses; and

(iii) Recommendations for improvements and correction of
deficiencies.

(d) The team shall submit a site visit report within sixty (60) days of completion of the
site visit. It shall submit a copy of the report to the Board, the Chief Executive
Officer of the hospital, the hospital board, and the Trauma Advisory Council within
sixty (60) days of the site visi!.

(e) If the team does not cite deficiencies and the center is in compliance with all
appiicable standards, it will recommend that the facility be confirmed at its current
level of trauma designation for a period of three (3) years.

m If during the site visit the team identifies deficiency(ies), the center shall have a
period not to exceed thirty (30) days to correct the deficiencies

(g) If the team ascertains that deficiencies have not been corrected within thirty (30)
days, either through desk review or an on-site visi!. the center must present an
explanation to the Board at its next scheduled meeting.

(h) The Board may, in accordance with the Uniform Administrative Procedures Act.
revoke a facility's trauma center designation.

(i) The facility shall bear all costs of the verification process, including the costs of a
sitevisi!.

(5) All designated Trauma Centers shall participate in the collection of data for the Trauma
Registry and in the review of the Trauma Registry.

(6) All designated Trauma Centers shall record and report the payor source for patient care
on patient discharge. Final payment data shall be classed as self pay, commercial
insurance, Medicare, Medicaid, or worker compensation.

(7) Prohibitions
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CHAPTER 1200-8-12

(a) It shall be a violation of these regulations for any health care facility to hold out,
advertise or otherwise represent itself to be a "trauma center" as licensed by the
Board unless it has complied with the regulations set out herein and the Board
has so licensed it

lb) Any facility the Board designates as a trauma center, at any level, shall provide
hospital emergency services to any applicant who applies for the same in case of
injury or acute medical condition where the same is liable to cause death or
severe injury or illness. The medical needs of an applicant and the available

medical resources of the facility. rather than the financial resources of an
applicant shall be the determining factors concerning the scope of service
provided.

I. OF substiM.d by • .urr.nt sign.d transfeF .gr••",.nt with Institulian with Cardia
ThaF.di. Surg.ry .nd C.Fdia Pulman.ry bYfl.ss ••p.bility.

Z. OF subsliM.d by ••urr.nt sign.d tr.nsfeF .gr••",.nt with InstiMian with }1.uFasurg.ry
IJ.p_.ntlIJivisian.

J. OF subsliM.d by d.p.rtm.nt aF di ... isian ••p.bl. ar tr••ting ",••iIIara.i.1 tr.u",••s
d.",anstr.t.d by staff pFivil.g.s.

4. OF subslitut.d by a .urr.nt sign.d tFansfeF agF••m.nt with haspit.I having a p.diatri.
su.rgisal serviss.

~. Th••"'.rg.n.y d.partm.nt staffi"g must pFavid. im",.diat. and appFapFiat. e.F. feF the
trow". p.ti.nt. Th. ."'.rg.n.y d.p_.nl physiaian ",ust fun.tian .s • d.sign.t.d
",.,,,b.F ar th. tr."",. t••",.

6. R.quiF.",.nt m.)' b. fililill.d by S.niaF Surgie.1 R.sid.nt (P.G.4 aF high.r) ••p.bl. ar
assessing emergensy situations in tFal:ltna fJatieRts initiating fJrefJer treatment. A staff
sUFg.an tr.in.d ."d e.p.bl. ar earFying aut d.Iinili .... tr••tm.nt ",ust b••vail.bl. within
JQ minut.s.

1. R.quiF.",.nt may b. fillHlI.d by in haus. n.uFasurg.an aF n.uFasurg.~' F.sid.nt, aF
s.niaF g.n.F.1 surg.~' F.sid.nt wha h.s sp.aial .a"'p.t.n••, as da."",.nt.d by th. Cbi.r
ar N.uFasurg.~'S...,i••, in the .ar. nr p.ti.nts with n.u,al trau",a, and wha is eapabl. ar
initiating "'••SUF.S dir••I.d taward slabilieing Ih. pati.nt and initialing diagnasti.
fJF9Sedur8s. An attending n81:1f9sw:geen deeis8tee t9 tRe R8SfJital's lfauma serviss must
b. 3'o'.il.bl. within JQ Illinul.s.

8. R.quiF.",.nt "'.)' b. rullill.d by s.niaF l.v.1 (I.st y••' in IF.i,,ing) Il",.rg.nay M.diai".
Resid.nts e.p.bl. ar ass.ssing ."'.Fg.na)' situ.tia"s .nd initi.ting pFap.F treatm.nt. Th.
sl.lfsp.ei.list F.spansibl. feF the F.sid.nt",ust b......il.bl. within JQ ",inut.s.

9. RequiF.",.nt m.y b. fillHlI.d by • s.niaF 1.\,.1 Il",.rg.nay Mediain. R.sid.nt aF s.niaF
1.,...1(P.G.4 aF .bav.) SUFg.~'R.sid.nt.

IQ. RequiF.",.nt "'.y b. filllilled by F.sid.nts eap.bl. ar assessing ."'.Fg.nay situ.tian and
initi.ting pFap.F 1F••tmant. A staff .n.sth.sialagist must b••v.il.bl. withi" JQ ",i"ut.s.
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+1+1.~-4(ffi)}----IR~el<l~llifement for be",el I Trauma Center mal' ~e fulfillea when laeal ealldili<ms
assure that a staff anesthesialagist will ~e availa~le within JQ minutes. D"ring the
interim periaa priar ta the arrival af a staff anesthesialagist, a CeFlmea Registerea
~I"rse Anesthetist (CRNA) eapa~le af assessing emergeney situatians in trawna
patients ana af initiating ana praviaing any ,naieatealfeatment must ~e a',aila~le

in Reuse.

(ii) Re~uirement for bevel II Trauma Cenler may ~e fulfillea whon laeal eanaitians
assure Ihal a slaff anesthosialagist is an eall ana availa~le within JQ minutos.
During the intorim poriaa priar ta the arri',al af a staff anosthosielagist, a CeFlifiea
Registorea ~Iurse Aneslhotist (CR1'IA) aperating unaer tho airoetian af tho
anesthesiologist, the trauma team surgeon dir8eter ar the emeFgenG)' meaieme
J3R~[siGiaR, may initiate afJ)3FB)3riate sU)3)39rti ...e eare.

(iii) Ro~uiremont for bo'..el III Trauma Contor may he fulfillea when laeal eanailians
assure that a slaff anoslhesialagist is an eall ar a',aiI8~le within JQ minutes,
hawe'..er, when there is nat 8n anethesialagist an the haspital staff, this re~uirement

may ~8 fulfillea ~y a CeFlifiea Registerea Nurse Anesthetist (CRNA) aperating
unaer the super",isien af the surgean, the 8nesthesialagist, anEllar tho respansi~le

physieian.

12. FaraBsie pathalagist must he 8",ailahle either as paFl af the haspital slaff ar an a
eansulting hasis.

n. Or suhstitutea hy eurrent signea lfansfer agreement with haspital having hemaaial)'sis
eapahilities.

14. Or su~stitutea ~y eurrent signealfansfer agreement with hum eenter ar haspital with hurn

I§. liaeh bevel I ana bevel II Center IllUSt ha,'e an arganizea prataeal with a lfansplant team
aT SerViG8 ta identify JJ8ssibie argeR aeBeFs and assist in )3FOGW"iRg organs fer dORatieR.

I~. Nursing Staffma)' he a',ailahle an eall.

17. All speeialists must ~e a",ailahle within JQ minutes.

References:

1. Credentialed trauma provider: Level 111I Providers shall remain knowledgeable in trauma care
principles through participation in 16 hours of trauma-related CME per year or 48 hours every 3
years. The Trauma Director shall identify the core group covering trauma which shall take at least
60% of the total trauma calls per month and attend at least fifty (50) per cent of the
multidisciplinary review committee meetings.

2. Or substituted by a current signed transfer agreement with an institution with Cardiothoracic
Surgery and cardiopulmonary bypass capability.

3. Or substituted by a department or division capable of treating maxillofacial trauma as
demonstrated by staff privileges.

4. Or substituted by a current signed transfer agreement with an institution having a Pediatric
Surgery Service.
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5. The emergencv department staffing must provide immediate and appropriate care for the trauma
patient. The emergencv department physician must function as a designated member of the
trauma team.

6. Requirement may be fulfilled by a Senior surgical Resident (PGY 4 or higher) capable of
assessing emergency situations in trauma patients and initiating proper treatment. A staff
surgeon trained and capable of carrving out definitive treatment must be available within 20
minutes.

7. Requirement may be fulfilled by in-house neurosurgeon or neurosurgerv resident. or senior
general surgerv resident who has special competence. as documented by the Chief of
Neurosurgery Service. in the care of patients with neural trauma. and who is capable of initiating
measures directed toward stabilizing the patient and initiating diagnostic procedures. An
attending neurosurgeon dedicated to the hospital's trauma service must be available within 30
minutes.

8. Or substituted by a current signed transfer agreement with an institution having a Hand Surgery
Service.

9. Requirement may be fulfilled by senior level (last year in training) Emergency Medicine Residents
capable of assessing emergency situations and initiating proper treatment. The staff specialist
responsible for the resident must be available within 30 minutes.

10. A physician extender may fulfill this role

11. Requirements for Level II Trauma Center may be fulfilled when local conditions assure that a staff
anesthesiologist is on call and available within 30 minutes. During the interim period prior to the
arrival of a staff anesthesiologist. a Certified Registered Nurse Anesthetist ICRNA) operating
under the direction of the anesthesiologist. the trauma team surgeon director or the emergency
medicine physician, may initiate appropriate supportive care.

12. Requirement for Level II Trauma Center may be fulfilled when local conditions assure that a staff
anesthesiologist is on call and available within 30 minutes. However, when there is not an
anesthesiologist on the hospital staff, this requirement may be fulfilled by a CRNA operating under
the supervision of the surgeon, the anesthesiologist. andlor the responsible physician.

13. Forensic pathologist must be available either as part of the hospital staff or on a consulting basis.

14. Or substituted by current signed transfer agreement with hospital having hemodialysis capabilities.

15. Or substituted by current signed transfer agreement with burn center or hospital with burn unit.

16. Each Level I and It Center must have an organized protocol with a transplant team or service to
identify possible organ donors and assist in procuring organs for donation.

17. All specialists must be available within 30 minutes

Authority: rCA. §§4-5-202, 4-5-204, 68-//-202, alld 68-//-209. Admiuistrative History: Origillal rule fiied
September /8, /985; effective October i8, /985. Amendment filed March 3/, /989; effective M'o/ /5, /989.
Amendmelll filed August 3/, /990; effective October /5, 1990. Amendment filed October 20, /992; effective
December 4, /992. Amendment filed July 2/, /993; effective October 4, /993. Amendmelll filed August /6, 2006;
effective October 30, 2006.

1100 8 11 ,OS REQlJlREMENTS FOR bEVEb III TRAlJMA CENTERS,
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"ssantial (") .r Dasirabla (D)

(I) H.spital Org~ti.B

(a) TralHRa Sarvi.a

I. Spa.iliad delinaati.n .rpri',ilages fer tha
Trauma Saryi.a must be made by the madi.al starr
Cradantialing C.mmittae,

2, Trauma team May be erganized by a ~ualiRad

physiaian but .ara must ba direatad by a ge.aral
surga.n a"perl in and ••,mnitted I••ara .r Ihe
inj",ad, all patiants with muilipla sj'stem .r
maj.r injury musl ba initiallj' ayaluatad by
tlla trauma taam, a"d tlla s"'ge.n Vlh. will be
resp.nsible fer .verall .are .ra palient (the
leam laader) idantiRed, A taa", appr.a.h is
ra~uired fer .ptimal aara .r patiants with
muiliple sj'slem injuries.

(b) Surgery Deparlment!DiYisie"slSe",i.eslSe.li.n
(ea.h sta!fed by ~ualiRed speaialists)
Cardi.th.ra.ia Surgery
General Surger)'
~leur.l.gi. Surgery
Obstetri.s Gyna••I.gie Surgery
Ophlhalmie Surgery
Oral Surgery Dental
Orlh.padia Surgery

Ot.rhiH.IOf)'ng.l.gie Surgery
Padiatria Surgery
Plastie a"d Ma"ill.laeial Surgery
lIr.l.gia SllFgery

(e) amergenay Depa_ent!Divisi.nlServiee,lSeeli.n
(sla!fed by ~ualiHed spaeialist) (sea n.ta I)

(d) Surgiaal S~eaiailies Ayailable
In h.use 24 h..... a day:

General SllFgery
Ne",.I.gia S",gery
On aall and ~r.mpllj' a',ailable IF.m inside .r .utside
h.s~ital:

Cardiaa SllFgery
General Surge')'
~le",.I.gia SllFge')'
Miar.sllFge')' Ca~abililies
Gynea.l.gia Surgary
Hand SllFga')'
O~hthalmia Surge')'
Oral Surge')' (de"tal)
Orlh.~aadiaSurgery

CHAPTER 1200-8-12
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OtarhiBala')'HgalgiG S",gery
Pediatris Surgery
Plastis and M..,jllafasial Surge')'
Tharasis Surgery
Uralagis Surge')'

(e) ~Ian Surgisal Spesiallies Availabilily
In haspital 21 haurs a day:
E,"ergeasy Medisine

ABestltesielegy

On sail and pramptly a'.'ailable tram inside ar autside haspital:
Cardialagy
Chest Medisine
Gastraeateralagy
Hematalagy
IRfeetisl:ts Diseases

I. The e,"erganGy department slalf shauld ensura
immediale and apprapriale Gare rer Ihe trauma palieat.
The emergenGY departmenl physisian shauld funGtian
as a designaled member afthe trauma team and the
reIalWnship between emergenGY depa_enl physiGians
aad ather partioipants af Ihe trauma team must be
established an • laGallevel, oansistentwith resauroes
but adhering la eslablished standards and aptimal sare.

2.Requiremenls may be fulfilled when laoal sanditians
assure lhatthe stalf anesthesialagist will be in the haspital
at the time ar shartly aller the patient's arrival mIhe haspitat
IH same oirsumslanoes this qualilisalian may be mel by a
oertilied aurse aneslhetisl (CR.'IA) aperatlng under pFalasal
!fam an aneslilesialagistand in sansullatian with Ihe trauma
team sw-geOR diFeGteF.

Inlemal MedioiDe
~Iephralagy

~leuFaFadialag}'

Pathalagy
Pediatrios
Psyohiatry
Radialagy

(2) Spesial FasililieslResauFsesiCapabililies

(a) Emergensy Department (ED)

I. PeFs9Rflei

CHAPTER 1200-8-12
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(i)

Oil

Desigllaled ph)'sisian diFeslaF

Physioian wilh spesial oampelense ill sare
afthe oritisally injured wha is a designaled
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m.me.r af Ih. Iraema leam and pAysioally
pr.s.nl in IA. ED 24 l1aers a day

(iii) RNs, lPNs, and nurs.s' aides in ad.~eal.

numBers

2. E~eipm.nl fer r.sesoilalion and la pra'lide life
seppaR fer Ih. orilioally ar s.riausly injur.d
shall inolud. eulnal e. limil.d la:

(i) Airway oanlral and ....nlilalian .~uipm.nl

iaoh,ding laryngasoap.s aRd .ndalraoh.al
tubes Bf all sizes, bag masIc r8susGital9f
paok.lmasks, ax)'g.a, and m.ohanioal
'I.nlilalar

(ii) Suoliaa d....io.s

(iii) I>I.Olraoardiab'faph asoillasoap.
d.Herillalar

(i'l) Apparales ta .slaelish o.ntral 'I.naus
pressure monitaring

(,') All slandard inlra'l.naus l1uids aRd
admiRistTatien devises, inG)uaiRg
intravenous satheters

(vi) SI.ril. surgioal s.ls fer prae.dur.s
slandard fer ED suoh as Iharaeaslamy,
eUlda'l"', .Ie.

(...ii) Gaslrie la...ag••~uipm.RI

('Iiii) Drugs aRd suppli.s R.oessaF)' fer .m.rg.ney ear.

(ix) X ray eapaeilily, 24 Aaur oa....rag. ey
in hBuse teGtmiGian

(x) Tw. way radio IinJ,.d wilh ,'.hiol.s af
8mergeRsy traRsfJert s~[stem

CHAPTER 1200-8-12

(><i) Sk.I.lal IraoliaR-fu,rr-6o...r...v"'io"a~I"in,ji"urrii",.s>-----------------IiI>

(e) Inl.Rsi". Car. Unils (lCUs) fer Trauma Pali.nts
ICUs may e. s.paral. sp.oially uRils.

I.

2,

D.signaled m.dioal direolar

Physi.iaR an dUI)' iR ICU 24 haurs a day ar
imm.dial.ly a...ailael. "am in Aaspilal

], ~Iurs. pali.RllIlinimulH ralia .f I :2 an .aoe
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TRAUMA CENTERS

(Rule 1200-8-12-.05, continued)

CHAPTER 1200-8-12

4•.---Ilh"""",.....dliiiaall"...."'GGG."'s..s>-ll..a....ahif·n..i....oll-ilaiabil<a..r'8alita"F)'j·e"s...""I'i,iGG"'.s..----------------!'H

(i) l\irway Gantral .nd ',.nlilalian d.yiG.s

(ii) O*yg.n saarG. wilh GanG.ntmhan
Gantrals

(iii) Cardia••",.rg.nG), Gart

(iv) T."'parary tr.n...naus paG.",ak.r

(-,) BI••traGardiagraph as.iIIas.ap.
d.librillalar

(yi) Cardia. aalpallllanilaring

(yii) HI••trani. pr.ssar. ",anilariAg

(viii) M••hani.al ',onlilalar rospiralars

(iK) Palionl Woighing doyi.os

(n) Pal",ena')' fun.lian ",oasuring dovi••s

(Ki) Tomp.raluro .antral dovi.os

(Kii) (Jrugs, intrayonaus nuids, and suppli.s

(Kiii) Intra.ranial prossuro ",anilariAg
devises

(G) Pasl.".slholi. Ro.a',ory Raa", (surgi.al i"l.nsiYo
earo anit is a.Goptablo)

I.

2.

Rogisl.r.d nursos and alhor ossonlial pors81lBol
24 haurs a day

Af'tJF9pFiate monitoring aRd resussitatieB
H~aip",ont

(d)

(0)

A.ulo Homadialysis Capabili!)' (ar tr."sfer agr.om.nt)

OFg8Ai~.dDum Caro

I, Ph)'siGi." dir.Glod burn ••nlor slaffed by
nursiAg porsannol traiA.d in burA .aro and
.~uipp.d praporll' liar G.ro .1' Iho oKlonsivol)'
barnod palionl,
OK

2, Tr.nsfer agroomonl wilh nearby burn .onlor
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(Rule 1200-8-12-.05, continued)

er hes~it.1 with a b.m .ait

CHAPTER 1200-8-12

(I) Ae.te g~iIl.1 CeFEItHe.d laj.FY M.a.gemeat C.~.bility

I. la eire.mst.aees where. design.ted s~ia.1 eerd
inj.FY reh.bilit.tieR eeRter eKists iR the regieR,
e.rly tr."sfer she.ld be eeRsidered; transfer
.greemeRts she.ld be iR effeet

1. In eirsurAslaAees WRerB a head injt::lf}' eeRter
ellis's in tRB regieR, tr8Rsf.8r SHould 98
GBASieered in seleetee patients; transfer
.greemeots she.ld be iR elleet

(g) Radielegie.1 g~eei.1 C.~.bilities

I. Angiegr.~hyaf.1I ty~es l)

2. geoegr.~h)'

J. ~I.e'e.r se.BRing

4. I" he.se eem~.teri.edteloegr.~hywith teehoiei."

(h) Reh.bilit.tieR MediGiI>Ree-------------------------!>1l

I. Physiei.R direeted rehobilit.tie" serviee
st.ffed by R.rsiRg perseRRe' tr.iRed iR
reb.bilit.tieR eare .Rd e~.ip~ed ~reperl)'

for eare efthe eritie.lly iRj.fed ~.tieRts, OR

2. Transfer ogreemeRt wheR medieally feasible
te a Reorby rehabilit.tieR se,,>'iee

(J) O~er.tiRgg.ite g~eei.1 Re~.iremeRtse~.iplReRtlRstr_eRt.tieR

(.) O~ef.tiRgreem .de~••tely st.ffed iR he.se
and .',.iloble 24 be....s • d.y

(b) Cardie~.lmeRary byp.ss ••~.bility

(.) O~er.tiogmi.resee~e

(d) Tlle_.1 .eRtrel e~.i~meRt:

l)

I.

2.

for ~.tieRt

fer bleed

(e) X ray e.~.bility

(I) Il"desee~e, .11 y.rieties

(g) Cr.RietelAe
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TRAUMA CENTERS

(Rule 1200-8-12-.05, continued)

(h) MaRilaFiRg a~ui~maRI

(4) Clillioal babaFalaF)' SaFvioa (a','ailabla 24 bauFs a

~

(a) SlaRda,,1 anal)'sas arblaad, uFiRa, aHd albaF
bad)' Iluids

(b) Blaad lyJliRg aRd OFass malobillg

(a) Caagulalian sludias

(d) Cam~FahaRsi','a blaad bar.k aF aooass la a
oammllHity eaRlfal blaad baRI, aRd ada~uaIo

bas~ilal slaFaga raoililias

(a) Blaad gasas and ~F1 dalam.inaliaRs

(I) SORB" and uFiRa aSR.alalil)'

(g) MioFabialag)'

(b) [)Fug and aloahal sOFaaRiRg

CHAPTER 1200-8-12

'fa.ioalagy SOFaens need Ral ba i_edialel)' a','ailable bul aFe desirable. Irnal a"ailable, Fesulls shauld
be inoluded in all ~uality aSSUFaHOe Feviews.

(5) Quality AssuFanoe

(0) TFauma daalll audil Fe"iew. ..
(b) MaFbidity aRd maRality Fe"iew. ..
(e) Mauma senfereRse. multidissifJlinary. ..
(d) TFauma b)'pass lag. ..
(a) Medioal FeoaFd Feview. ..

(~) OulFeaob PFagfOl..
Talepbana ...d an sile eansullalian wilb ~b)'sioians af
Iba oamlllunity ...d autl)'ing aFaas.

(7) Publio 6duoalian
Injury ~Fe"anlian iR Ibe hame and industry, aRd an Ibe
bigbways aHd alblelio Helds; slandaFd HFSI aid;
~Fablems oantfaRlillg ~ublio, madieal ~FafessiaR, aRd
has~ilals FegaFdiRg a~limal oaFe feF Ille iRjllfed.

(8) TFauma ReseaFob PFagfOlR

(9) TFaiRiRg PFagfam
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TRAUMA CENTERS

(Rule 1200-8-12-.05. continued)

(~ faFlllal JlFegra",s in eanlineing .deeatian prayid.d b)' haspilal far;

CHAPTER 1200-8-12

I. SIalf physiGiaRs g

J. Ners.s g

J. AIIi.d h.allh p...e.".1 g

4. Gam",,,ni\)' physiGiaR g

(b) R.gelar and p.riadiG ",,,ltidisGiplinary tra"",a GaRfef.nG. that iRGled. all "'.I"b.fS erth. lfa"",a
t.a", sha"ld b. h...ld. This GaRfef.RG. will b. fef th. P"fPes. ef ~eali\)' aSSafanG. thFeegh
eritiElues sf individual eases.

(G) gaGe",.ntatien af s.Y.fily ef inj,,'), (b)' Ifae"'a SGaf•• ag•• injll')' s.".fi\)' SGef.) and ee_
(sefYi·,al. I.ngth efsIay. IGU I.ngths efsta)') with ",enthl)' r."i.w efstatistiGs.

•
(10) finanGial gata

(a) All d.signat.d trae",a G."t.fS shall f.Gefd lIHd r.peR th. payef se"rG. fer pati.nt Gar. en
disGharg. with linanGial data Glass.d as s.lf pal'. Ge",,,,.rGial insefOBG•• M.diG.... M.diGaid. af
wBF)(eFS eBlHpeRsatiaR.

AH/hol'ily., ToGA. §§~ 11 209 HI'" if 5 202. AdlHiI,p.;IMIi.'e Hi5161Y' {kigi"'fli mle file" MfI..h 11, 1989;
ejfre.'i,'e Ufl}' 18, 1989, Am....dme....'fil."hlji 2/. /991; ejfr••'i,'. Q.I"b.r <t, /991.
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