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LEGISLATIVE RULE TITLE: TRAUMA CENTER OR FACILITY DESIGNATION

1. Authorizing statute(s) citation W. Va. Code §16-4C-1, et seqg.

2. a. Date filed in State Register with Notice of Hearing:

June 3, 18862

b. What other notice, including advertising, did you give of
the hearing?

Notice was sent to hospitals, county health departments

and concerned professional associations.

c. Date of hearing(s): Public comment period ended

July 3, 1892

d. Attach list of persons who appeared at hearing, comments
received, amendments, reasons Ifor amendments.

Attached Z No comments received
e. Date you filed in State Register the agency approved

proposed Legislative Rule following public hearing: (be
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f. Name and phone number of agency person to contact for
additional information:

Kay Eoward - 558-3223




If the statute under which you promulgated the submitted rules
reguires certain findings and determinations fc be made as a
condition precedent to their promulgation:

a.

Give the date upon which you filed in the State Register a
nctice of the time and place of a hearing fcr the taking of
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decided. : : W
N/A -

Date of hearing:

Oon what date did you file in the State Register the find-
ings and determinations required together with the reasons

therefor?

Attach findings and determinations and reasons:

Attached
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RULE ABSTRACT
Agency: Department of Health and Human Resources
Rule Title: Trauma Center or Facility Designation

CSR Title & Series: 64 CSR 27 Tvype: Legislative

Cbkbjective/Purpese: Substantive revisions are for the purpose of
incorporating changes in the national system published in Novem-
ber, 1990 by the American College of Surgeons. There are also
some stylistic and technical revisions.

For further information contact: Fred M. Cocley, M.D., Director,
Emergency Medical Services, Telephone 558-3956, Bureau of Health,
Capitel Complex, Charleston, WV 25305 or Ray Howard, Director,
Regulatory Development Section, Telephcne 338-3223.




§64-27-1.
§64-27-2.
§64-67-3.
§64-27-4.
§$64-27-5,

§64-27-6.

§64-27-7.

~1 -~ -0 -1
[
o B
e e

§64-27-8.

§64-27-9.

§64-27-10.
§64-27-11.
§64-27-12.
§64-27-13.
§64-27-14.

§64-27-15.

64 CSR 27
WEST VIRGINIA ADMINISTRATIVE RULES
DIVISION CF HEALTH
TRAUMA CENTER OR FACILITY DESIGNATICHN

TABLE OF CONTENTS

General

Supersession and Repeal of Former Rules
Application and Enforcement - C
Definitions

Site Visit

General Criteria for Determining Trauma Care Capa-
bility

Specific Standards and Criteria for Designation of
Health Care Facilities as Trauma Centers

Primary Level Facility ,

Level III Trauma Center (Intermediate)

Level II Trauma Center (Advanced)

Level I Trauma Center (Comprehensive)
Notification and Site Visit Process

Designation Process

Review or Audit of Designated Facilities
Combined Hospital Designation of Trauma Centers
Proposal Method and Review Process

Appeal Mechanism

Administrative Due Process

Severability

24
26
27
28
29
31
31




[PROPOSED]

TITLE 64

WEST VIRGINIA ADMINISTRATIVE RULES REOEIVED
DIVISION OF HEALTH

BN SEP OB ML T

SERIES 27 “

TRAUMA CENTER OR FACILITY DESIGNATIQN

§64-27-1. Genheral.

1,1. Scope - This legislative rule establishes the standards,
criteria and methods of designating various health care facilities
in the State of West Virginia as meeting specific levels of care
capability as trauma centers or facilities in order to identify
those facilities best eqguipped and staffed to care for the
critically injured patient.

1.2. Authority - Fhis--rule -is--dssued -by-the-director-of
heaith-under the wuthority-of-and-ig-reftated-to chapter-t&6;-Articte
4Cy-Section-I-et-seqgr—of-the West-Virginia-€ode~s W.Va. Code §16-4C-
i, et seq. - ' ) - _

1.3. Filing Date - - -
1,4, Effective Date - -
$64-27-2. Supersession and Repealrof Former Rules.
This rule supersedes-and-repeails amends and reenacts Trauma

Center or Facility Designation, West-¥Virginia-Department-of ffealth
Legisiative-Rules; 64 CSR 27, 1586+ 1988.

§64-67-3., Application and Enforcement.

3.1. Application - This rule shaii--apply applies to all
heelth care institutions, facilities, hospitals, clinics, corpo-
rations, partnerships and governmental agencies engaged in the
provision of care to critically injured patients in the state.

3.2. Enforcement - TFhe-enfercememt-of This rule 1s vested
with enforced by the director of the West Virginia department
division of health. er-his-itawfui-designee.

§64-27-4. Definitions.

4s2+v-4.1. American College of Surgeons Guidelines - A listing
of hospital resources necessary for optimal care of the injured
patient as published by the American College of Surgeons in 1586
1990 in the Bulletin of the American College of Surgeons.

477+~4.2, Critical Care Committee ~ A committee established
at the regional and state emergency medical service agency level,
composed of specialty physicians representing the eight (8)
critical patient care areas of trauma, cardiac, high risk infant,
poisoning, drug and alcohol detoxification, behavioral, spinal and
burn for the purpose of advising the respective .agency on medical
care principles and activities, including categorization of health




64 CSR 27
care facilities.

458+ 4.3. Dedesignation - ZThis-meens The withdrawal of a
previous deSLgnatlon level by the West Virginia department division
of health when it is determined by review and audit of an institu-
tion that sueh the institutien no longer meets the standards,
criteria, resource availability or ccommitment for trauma care.

4-9+s~4.4. Designation - Fhis-means An official notification
from the West Virginia department division of health to a partic-
ular health care facility indicating the level of trauma care
capability determined by the site visit process.

4v57~-Board---Means~the-West-Virginia-beard-of-heaiths

4.5. Director - The director cof the West Virginia division of
health or his or her lawful designee.

4.6. Level I - This-means Describes a health care facility
which meets all of the standards, criteria, resources and capablli-
ties of trauma care as listed herein (Comprehensive).

41+ 4.7. Level II - This-means Describes a health care
facility which meets most but not all of the standards, criteria,
resources and capabilities of trauma care as listed herein
{Advanced).

4716~ 4.8. Level III ~ TFhis-means Describes a health care
facility that meets some of the standards, criteria, resources and
capabilities of trauma care as listed herein, but dces not have the
specialty care capabilities to manage the more severely injured
patient throughout the course of hospitalization {(Intermediate).

4711+ 4.9. Levels of Care Capabillity - Fhis-refers-to-tire Re-
sources, staffing, equipment and commitment that a particular
health care facility evidences in the trauma care area. The terms
comprehensive, advanced, intermediate and basie primary are used to
identify the various levels.

4+12< 4.10. Office of Emergency Medical Services (OEMS) - An
official division of the West Virginia department division of

health.

474+ 4.11. Basie Primary - This means a health care facility
which meets the minimum standards, criteria, resources and capa-
bilities of trauma care as listed herein.

4v13+ 4.12. Proposal - A document submitted by a health care
facility which indicates the existing resources, care capability,
commitments and cooperative assurances c¢f that institution in
regards to trauma care. Normally, the proposal process will be
used when two (2) or more institutions located in the same
community or general area are competing for designation at a
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particular level. o ; ,

4737 4.13. Regional Emergency Medical Services Agency - One
(1) of several multi-county operational agencies established by the
office of emergency medical services for the purpose of coordi-
nating the development, implementation and planning for emergency
medical services within the regional area. Each region is staffed
by area program perscnnel who function under a board of directors
appointed by the several emergency medical services regions served.

4.14. West Virginia Categorization Committee - A committee
appointed by the director of the department West Virginia divisiocn
of health to periodically reviéew and recommend changes in the West
Virginia State Emergency Facility Categorization Plan. The
committee shall be composed of three (3) representatives each of
the West Virginia State Medical Association, the West Virginia
State Hospital Association, the West Virginia regional or area
Emergency Medical Service agencies, regional Emergency Medical
Service Medical Directors, two (2) each from the West Virginla
Chapter of the American College of Emergency Physicians, the West

Virginia Nurses Association, the West Virginia Emergency Nurses

Association, cne (1) from the West Virginia Society of Ostecpathic
Medicine and three (3) representatives from the public at large.
The director of the West Virginia division of health may name
additional representatives to the committee at his or her dis-
cretion.

§64-27-5. Site Visit.

No health care facility center, unit or hospital shall be
designated in accordance with the following process without a site
visit being performed by individuals authorized teo- perform such
gsite-vigit by the West Virginia department lelSlon of health to

perform the site visit.

§64-27~6. General Criteria for Determining Trauma Care Capability.

6.1. Basie Primary - -A facility which is capable of caring
for a minimally injured patient and is able through its medical
staff to stabilize patients with meore severe injuries prior to
transfer tc a facility with higher care capability.

6.2. Level III (Intermediate) - An--institutionr-with-ap-
proximately-ore hundred totwo-hundred-fifty-beds -wirtch has-a-clear
commitment-te-excellence-of-trauma-cares An institution with the
resources necessary to provide trauma care commensurate with those
resources and demonstrates a commitment to excellence cf trauma
care, Transfer protocols in selected specialty areas are required.

6.3. Level II (Advanced) - An-institutien-with-approximately
two—hRundred-te-five-hundred-beds-which-treats-appreximateiy-three
hurdred-fifty- £o- six hundred -urgent cr-severeky-injured-patients
per-years A community Institution which has the resources necessary
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per~years A community institution which has the resources necessary
to provide trauma care to all injured patients except those
regquiring sophisticated trauma care, .

6.4. Level I (Comprehensive trauma facility) - A hospital
operating in a metropolitan area and experiencing approximately six
hundred {(600) to one thousand (1,000) admissions per vyear of
seriously injured patients, or the treatment of approximately fifty
(50) immediately life-threatening and/or urgent sand--severely
injured patients per year for each surgeon taking trauma call.

§64~27-7. BSpecific Standards and Criteria for Designation of
Health Care Facilities as Trauma Centers.

7.1. Basie Primary Level Facility (No National Level Desig-
nated) ’ N ’

7.1.1, Care Capability

A. The hospital and its medical and nursing staffs, having
met minimum standards as adopted from the American
College of Emergency Physicians gquidelines for emergen-
cy departments and included 1in the West Virginia
Emergency Facility Categorization Plan, are capable of
treating and stabilizing patients with:

1. Closed fractures

2. Soft tissue injuries with stabilized bleeding

3. Multiple rib fractures without flail chest

4. Blunt abdominal trauma not producing hypotension
B. Required resources and equipment:

1. X-Ray facilities with adeguate interpretation and
laboratory facilities, both available twenty-four
{24) hours a day.

2. Regularly available physicians capable of caring
for the patient injuries described in & Section
7.1.1.A abeve of thig rule.

3. Experienced nurses available to care for and eval-
uate such patients

4, Available stored blcod
5. Cut-down trays

6. BSBurgical supplies for hemostasis and wound repair
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Splints and slings
Cxygen supplies
Nasogastric tube sets

Suction egquipment

‘Parenteral fiuids and infusion equipment including

dextran or similar product and blood administration
sets

Standard emergency drugs
Stretchers capable of Trendelenberg position

Electrocardioscope-graph-defibrillator eguipment

7.2. Level III Trauma Center (Intermediate)

7.2.1..

Care Capability - The hospital and its medical, nurs-

ing and administrative staffs are capable of treating and stabi-
lizing patients with most types of traumatic injuries. Available
resources include all those listed under "Basie Primary Level
Facility," plus the following:

4. Hospital organization:

1.

Departments/divisicns/services or sections which
are staffed by gualified physicians:

a. Reguired: General surgery
t1y--Senerai-surgery

t25--FPrauma-service

b. Recommended/Desired: Trauma service

surgical specialties availability. On-call and
promptly avallable from inside or outside the hos-
pital {May-be-fulfilled- by residents-capable-of
assegsing-emergency-situations-in-their-respective
specialties~and-ef-providing-any-immediately-indi-
cated-treatment - - When residents are used-to—-ful-
£i1t-availabididity- requirements, -staff-speciatists
are-to-be onr—call- end premptly -avattable-for-eoen-
suitation< (The staff specialists on call are
immediately advised and promptly avallable. This
capablility is continuously monlitored by the trauma
guality assurance program.)

a. Reguired:
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(1) General surgery specialists: {(Communica-
tion is such that the general surgeon is
present in the emergency department at
the time of arrival of the trauma pa-

tient.)

b. Recommended/Desired:
(1) Ophthalmic surgery specialists
(2) Orthopedic surgery specialists
(3) Otorhinolaryngologic surgery specialists
t4y--Ptastie-and mexi-ltlofacial- surgery —spec-
tatists
(3 4} Thoracic surgery specialists
(6 3) Urologic surgery specialists
{(# 6) MNeurologlcal surgery specialists
Non-surgical specialties availability: tHay~-be

fultfiiied-by-residents-as-before-gpecifiedys

2.

&

Q

|

Required: {In-hospital twenty-four {24) hours

a davy)

{l) Emergency medicine: (This reguirement may
be fulfilled by a phvsician whe is cre-
dentialed by the hospital to provide
emergency medical services.)

tZy--Anegthesia-department—{May-ba-physician-
directed- program staffed by nurse-anes-
thetistsy

£3¥--Internat-medicine

{¢¥--Patholegy

Required: {On call and promptly available
from inside or outside the hospital):

(1) Anesthesiclecgy {May be physician directed

Program staffed by nurse anesthetists)

{2) Internal medicine

Reccmmended/Desired:

{1l) LCardiology
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64 CSR 27
(2) Hematology
(3) Nephrology
(4) Pediatrics
(5) Radiology

(6) Family Medicine (The patient's primary

care physician is notified at an appro-

priate time.)

{7) Pathelogy

Emergency Department/Division/Service/Section: The
emergency department staff should ensure immediate
and appropriate care for the trauma patient. The
emergency department physician 2houid--funcetien
functions as a designated member c¢f the trauma
team. The relationship between emergency depart-
ment physicians and other participants of the
trauma team must-be is established on an individual
hospital . basis, consistent with resources but
adhering to established standards that ensure
optimal care.

Special facilities, resources and capabilities

1.

Emergency department:
a. Persconnel - Required
(1) Designated medieat physician director

(2) Physician(s) with special competence in
the care of the critically injured pa-
tient and who is a designated member of
the trauma team and is physically present
are-on—thuty in the emergency department
twenty-£four (24) hours a day

{3) Registered nurses, licensed practical
nurses and nurses' aides in adeguate num-
bers

b. Equipment for resuscitation and to provide
iife support for the critically or sericusly
injured patient shall include, but nct be lim-
ited to the following: (Required)

(1) Alrway control and ventilation equipment,

including laryngoscopes and endotracheal
tubes of all sizes, bag-mask resuscita-
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tor, sources of ozxygen and mechanical
ventilatoer

Suction devices
Electrocardiograph-scope-defibrillator

Apparatus to meniter establish central
vanous pressure

All standard intravenous fluids and ad-
ministration devices, including intrave-
nous catheters

Sterile surgical sets for procedures
standard for emergency departments, such
as thoracostomy, eutdewn--trays;--etes
venesection, lavage

Gastric lavage eguipment -

Drugs and supplies necessgary for emergen-
cy care

Two-way radio linked with wvehicles of
emergency transport system and with es-
sential on-call physicians in-hospital

X-ray capability, twenty-four (24) hour
coverage by in-hospital technician - (De-
sired/Recommended)

MASY- garment- - {Mediecal--Anti—shock -Freu-
sersy-Swan-Ganz and arterial catheters

Skeletal tengs traction device for cervi-
cal injuries

Thermal control eqguipment for patient,

blood and

2, Intensive care unit for trauma patients (May be
gseparate speclalty units.):

a. Required:

(1)

Designated medifeai gurgical director

t2y--Physietan- on-duty or -immedtately-avaii-

(2

3)

abte-froem-ingide-the-hespital

Nurse-patient ratio at a minimum of 1:2
on each shift
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{3 4) Immediate access to clinical tabkeratery

diagnostic services

(2 5) Eguipment required: Appropriate monitor-
ing and resugcitation equipment

tay--Airway- cortrol-and--ventilaticn-de-
vieces

tby--Oxygen--source--with--cenecentration
centroils

ftey-~Cardiac-emergency-cart
tdy—-Femporary-transvencus-pacemaker

tet--Eilectrocardiograph-scope-
defibritiaton

t£¥--Mechanicai-ventilator-respiratoer
{gy¥—-Pulmenary-frunetion-measuring-deviece

thy--FTemperature--controi--devices—-{pa-
tienty

tiy--Pressure-diztribution-equipment

3y --Brugs;-intravencous--fluids —and -sup-
plies

tk}y--Patient-weighing-devices
b. Recommended/Desired:

{1) Phvysieian Surgeon, credentialed in criti-

cal care by the trauma director, on duty

- in the intensive care unit (ICU) twenty-

four (24) hours a day or immediately
available from inside the heospital

t2y--Eardiac-cutput-menitering-devices
t3y--Eleetreonié-pressure-monttering-devices
f4y--fntracranial-presgsure-menittoring-devices

3. Postanesthetic recovery rocm (a surgical intensive
care unit is acceptable):

a. Required:

(1) Registered nurses and other essential
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personnel available twenty-four (24)
hours a day

Appropriate menitoring and resuscitation
eguipmnent

4. Hemodialysis

a. Recommended/Desired:

(1)

Acute hemodialysis capabllity or written
transfer agreements in place

5. Organized Burn Care

a. Essential - Required

(1)

(2)

Physician-directed burn center staffed by
nersing personnel trained in burn care
and equipped properly for care of the
extensively burned patient, or

Written transfer agreement with nearby
burn center or hospital with a burn unit.

6. Acute Spinal Cord/Head Injury Management Capability

a. Essential - Reguired

(1)

(2)

In circumstances where a designated spi-
nal cord injury rehabilitation center
exists in the region, early transfer
should be considered; written transfer
agreements sheuitd shall be in effect.

In circumstances where a head injury cen-
ter exists in the region, transfer should
be considered in selected patients;
transfer agreements should be in effect.

7. Radiological special Capabllities

a. Recommended/Desired
{1) Angiography of all tvypes
{2} Sonography
(3} Nuclear scanning
(4) Computed tomography
{5) In-hcospital computerized technology (CT)
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technician twenty-four (24} hours

8. Rehabilitation Medicine
a. Essential
(1) Physician-directed rehabilitation service
staffed by nursing personnel trained in
rehabilitation care and egquipped properly
for care .of the critically ill patient,
or

(2) Transfer agreement when medically feasi-
ble to a nearky rehabilitation service.

C. Operating suite special requirements, equipment and
instrumentation:

1. Reguired:

a. Thermal control equipment for patients, fluids
and blood supplies

b7——K—raf—capabiiitg_

e+ b. Endoscopes, all varieties

d+ c. Monitoring equipment ..
2. Recommended/Desired:

a. Operating rcoom adequately staffed and immedi-
ately available twenty-four (24) hours a day

b. Craniotome

c. X-ray capability including c-arm image intensi-
fier with technologist available ftwenty-four
{(24) hours a day

D. Clinical laboratory services --regquired -twenty-—four
t24y-hours-a-day

1. Reguired twentv-four (24) hours a day

t+- a. Standard analysis of bleed, urine and other
body fluids
2+ b. Blood-typing and cross-matching
3w ¢. Coagulation stu&ies capabitity
v+ d. Comprehensive blood bank or access to a commu-
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nity central blood bank and adegquate hospital
storage facilities

5r e. Blood gases gas level and pH determinations

6z f. Microbiclogy

1. Recommended/Desired

iz a. Serum and urine osmolality determinations
2+ b. Drug and alcohol screening (Toxicology screens
need not be immediately available but are de-
sirable. If availabkble, results are included in
all quality assurance reviews.)
E. Programs for quality assurance --regquired

1. Reguired:

i+ a. Organized guality assurance program

2+ Db. Special audits for trauma deaths

3+ c¢. Trauma morbidity and mortality reviews

4z d. Medical nursing audits, utilization review and
tissue review

5+ e. Trauma registry review (Documentation is made

of severity c¢f injury by trauma score, age,
injury severity score (ISS) and outcome by
survival, length of stay, intensive care unit
length of stay, with monthly review of statis-

tics.)

6---Review--of - pre—thospital--and-regionak-systems--of
trauma-care-{desired;

l. Desired/Reccmmended:

a. Trauma conference, multidisciplinary (Regular
and periodic multidisciplinary trauma confer-
ences that include all members o©f the trauma
team are held for the purpose of quality assur-
ance through c¢ritiques of individual cases.)

b. Review of prehospital and regional systems of
trauma care

F. Public educaticon program - Reccmmended/Desired

as l. Program(s) to cover injury prevention in the home,
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in industry, on the highway and on athletic
fields. To include programs of standard first aid,
problems confronting the public, medical profession
and hospitals regarding optimal care for the in-
jured patient.

Trauma Research Program - Desired

Training Program ftdesiredy}

Formal programs in continuing education provided by
hospital for: T ’

a. Staff physicians - Desired/Recommended

b. Nurses - Reguired
c. Allied health personnel - Required

d. Community physiclans - Desired/Recommended

Level II Trauma Center (Advanced)

7.3.%.

A.

1.

Care Capability - The hospital and its medical,
nursing and administrative staffs are capable of treating and
stabilizing patients with all but the most serious or complicated
injuries. Resources include all of 'those required
elements of basie primary and intermediate Level III trauma fa-
cilitiesg, plus the fellowing: '

Hospital crganization:

Departments/divisions/services or sections which
are staffed by qualified physicians:

a. Reguired:
{1) Neurologic surgery
{2) Orihcopedic surgery
(3) Trauma Service
b. Recommended/Desired:
(1) Cardicthoracic surgery
(2) Obstetrics-gynecologic surgery
(3) Ophthalmic surgery

(4) Oral surgery (dental)
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(5) Otorhinolaryngelogic surgery
(6) Pediatric surgery
(7) Plastic and maxillofacial surgery
(8) Urologic surgery

Surgical specialties availability: tReguirement
may-be~fuitfilted-by-residents-capable-ef-assessing
emergency-sittuations -in their respective fieids-and
of-providing- any--tmmediateby —indicated -treatment<
When~--residents -are--used -to--ful-fill--avaitabiiity
reguirements ;- staff-specialists—ware -to-be-on-cati
and-prompriy-avatlabie-for-censuitation<y

a. Reguired:

(1) General surgery - In-hospital twenty-four
(24) hours a day: {May-ke-fulfiltled-when
teeal-conditiens--Hdnsure -that -the-~physi-
citan-witi-be-in-the-emergency-department
at-the -Time-of-+ithe patienttes —arrivai-}
{Evaluation and treatment may be start-
ed by a team of surgeons that includes,
at a minimum, a senior fourth vyear (PGY
4} general surgical .resident who is a
member of the hospital's surgical resi-
dency program. The trauma attending
surgecon's participation in major thera-
peutic decisions and presence at opera-
tive procedures are. mandatory and are
monitored by the hospital's trauma quali-
ty assurance program. Local criteria may
be established, where warranted, that
allow the general surgeon to take call
from outside the hospital, but with a
clear commitment on the part of the hos-
pital and the surgical staff, that the
general surgeon will be present in the
emaergency department at the time of ar-
rival of the trauma patient and is avail-
able to care for trauma patients in the

ICU.)

{2) Neurologic surgery - In—-hospital twenty-
four {24) hours a day. An attending neu-
rosurgeon must-be is promptly available
and dedicated to that hospital's trauma
service. The in-house requirement may be
fulfilled by an in-house neurosurgeon or
surgeon fer-phyeteian-in Irevel-II-faciii-~
tiesy who has special competence, as
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judged by the chief of neurosurgery, in
the care of patients with neural trauma,
and who is capable of initiating measures
directed toward stabkilizing the patient
and initiating diagnostic procedures.

Orthopedic surgery - In-hospital twenty-

(3 4)

four (24) hours a day. An attending or-
thopedic surgeon must is promptly avail-
able and dedicated to that hospital's
trauma service. The in-hospital reguire-
ment may be fulfilled by an in-hospital
orthopedic surgeon cor a surgeon who has
special competence, as judged by the
chief of ceorthopedic surgery, in the care
of patients with orthopedic trauma, and
who is capable of inltiating measures
directed toward stabilizing ithe patient

as well as initiating diagnostic¢c proce-
dures.

On-call and promptly availaeble from in-
side or outside the hospital: (The staff
specialists on call are immediately ad-
vised and are prompfly available. This
capability is continucusly monitored by
the trauma gquality assurance prodgram.)

{a) Ophthalmic surgery

fby--orthopediec-surgery

(¢ b) Otorhinolaryngologlc surgery

tdy--Plastiec-and-maxiiiefactat-surgery

(e ¢) Thoracic surgery

(£ d) VUrologic surgery

b. Recommended/Desired:

(1)

On-call and promptly available from in-
side or outside the hospital:

(a) Cardiac surgery
(b) Microsurgical capabilities
(c) Obstetric-Gynecologic surgery

{d) Pediatric surgery
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3. HNon-surgical
fuifitied-by-residents-as-specified-previensiv-y

a. Reqguired:

(1)

(2}

64 CSR 27

Hand surgery
Oral surgery (dental)

specialties availability: {May--be

In hospital twenty-four (24) hours a day:

(2)

(a)
(b)

Emergency medicine (Reguirements
may be fulfilled by emergency medi-
cine chief residents. When chief

residents are used to fulfill avail-
ability reguirements, the staff
specialist on call is advised and is
premptly available,)

Anesthesiology tmay-be -physician di-
rected-program-staffed-by-n-u-r-g-e
anesthetistys (Requirements may be
fulfilled by anesthesioclogy chief
residents capable of assessing emer-
gent situations in trauma patients
and of providing any indicated
treatment, including initiation of
surgical anesthesia. When anesthe-
siolecgy chief residents are used to
fulfill availablility reguirements,
the staff anesthesiologist on call
is advised and is promptly avail-
able.) {Requirements may be ful-
filled when local conditions assure
that the staff anesthesiologist will
be in the hospital at the time of or
shortly after the patient’'s arrival.,
During the interim period, prior to
the arrival cof the staff anesthesi-
clogist, a certified nurse anesthe-
tist (CRNA) capable of assessing
emergency situations in trauma pa-
tients and of initiating and pro-
viding any indicated treatment is
available.)

On-call and promptly avallable from in-- - -
side or outside the hospital:

Cardiolegy

Hematology
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{c} Nephrology
{d) Pathology
{e) Pediatrics: {The patient's primary

care physician is neotified at an ap—--
propriate time.) :

(f) Radiology

(g) Internal Medicine: (The patient's
primary care physician is notified
at an appropriate time.)

Recommended/Desired

(1) On-call and promptly available from in-
side or outside the hospitai:

fa) Gastroenterology

{(b) Infectious disease

(c) Psychiatry

(d) Chest Medicine

(e) Family Medicine: (The patient's

primary care physician is notified
at an appropriate time.)

B. Special facilities, resources and capabilities:

Emergency department: As before under Level III

Intensive care unit{s): {As befcre under Level

I1I,

plus):

a.

Required:
t1y~-Physietan--on - duby --in - I€U--twenty-four
hours-a-dey or -immeditatery-froem-in-hos-
pitat
{2y~-Cardiac-output-menitering-device -
f3}——Eiéétrcnic~preésure-menitdring—device
t4y--Patient-weighing-devices

t{5y-—-Intracraniai-pressure-meonitering-devices

(1) Surgeon, credentialed in criticel care by

Page 17




64 C8SR 27

the trauma director, on duty in intensive
care unit twentv-four (24) hours a day or
immediately available in hospital (Local
criteria mav be established that allow
the general surgecn to take call from
outside of the hospital, but with the
clear commitment on the part of the hos-
pital and the surgical staff, that the
general surgeon will be present in the
emergency department at the time of ar-
rival of the trauma patient and be avail-
able to care for trauma patients in the
intensive care unit.}

3. Postanesthetic recovery room: As before under
level III.

4. Acute Hemodialysis capability - Recommended/Desired

5. Radiclcgical special capabllities:

2.

Required:

(1) Angiography capabizity of all types

(2) Computed tcocmography
£2+--FIn-hespital-computerized -tomegraphy -{or

equivatent}y;~-with-technteians

Recommended/Desired:
(1} Sonocgraphy
(2 Nuclear scanning

(3) In-hospital computerized tomography tech-
nician twentv-four (24) hours

6. Rehabilitation Medicine: As before for Level III

C. Operating suite special reguirements, eguipment and
instrumentation:

1. Reqguired:

a.

Operating room adequately staffed and immedi-
ately available twenty-four (24} hours a day

Craniotome

Thermal control egquipment for patient, blood
and fluids
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d. X-ray capability including c¢-arm image inten-
sifier with technologistsg available twenty-four
(24) hours a day

e. Endoscopes, all varieties

f. Monitoring eguipment

2. Recommended/Desired:
a. Cardiopulmcnary bypass capability
b. OQOperating microscope

D. Ciinical laboratory services: As before under Level
rII , .

1. Reqguired:
a. Drug and alcohol screening

b. Serum and urine osmolality

E. Quality assurance: Same as Level III, Plus:
1. Trauma conference, multidisciplinary - Reguired

2. Quality assurance personnel who are dedicated to
and specific for the trauma program - Required

F. Public educatien programs to cover injury prevention in
the home, in industry, on the highway and on athletic
fields. To include programs of standard first aid,
problems confronting the public, medical profession and
hospitals regarding optimal care fecr the injured

patient. Required

G. Outreach program with telephone and on-site consulta-
tions with physicians o¢f the community and outlying
areas. Desired/Recommended

H. Training program: As before for Level III, Plus:

Reguired

1. Formal program in continuing educaticn provided by
the hospital for:

a. Staff physicians - Reguired
by~--Nurses

er--Altied-heaith-persennel
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d+ b. Community physicians - Required

I. Trauma Research Program - desired Required

7.4, Level I Trauma Center {(Comprehensive)

7.4.1. Care <Capability - The hospital and its medical,
nursing and administrative staffs are capable of treating and
stabilizing patients with all types cof trauma within the existing
state of the art technclogy and knowledge. The facility or center
operates as a dedicated trauma service with all ¢of the resources
and capabilities afforded to the other national Level I (Comprehen-
sive) trauma centers across the nation. The resources available to
the comprehensive trauma facility include all of those previously
listed as reguired for "Basie Primary," "Intermediate Level TIII,"
and "Advanced Level II" trauma facilities, plus the following:

A. Hospital organization:

1. Reqguired departments/divisions/services or sections
which are staifed by qualified physicians:

a. Cardiothoracic surgery service

b. Ophthalmic surgery service ..

¢. Otorhinelaryngologic surgery service

d. Pediatric surgery service

e. Plastic and maxillofacial surgery service
f. Urologic surgery service

g. Oral Surgery-Dental

2. Surgical specialties availability: (On-call and
promptly available frem inside or outside the
hospital)

a. Required:

(1) Cardiac surgery speciatist

(2) Microsurgery capabilities

(3) Obstetric/Gynecologic surgery speciatist
{4) Pediatric surgery speeialist

(5) Hand surgery speciaiist

(6) Oral surgery (dental) speciaiist

Page 20




64 CSR 27

Non-surgical specialties availability: {Resident
gerviceg-as-previousiy-indicated-for-Leveils-II-and
IEEY

a. Reguired:
(1) Gastroenterology
(2) Infectious disease
{3) Nephrology
{4y Chest medicine
(3} Psychiatry

(6) Anesthesiology - (Reguirements may be
fulfilled by anesthesiclogy chief resi-
dents who are capable of assessing emer-
gent situations in trauma patients and of
providing anvy indicated treatment, in-
cluding initiation cof surgical anesthe-
sia. When anesthesiclogy chief residents
are used to fulfill availability require-
ments, the staff anesthesiologist ¢on call
is advised and is promptly available.)

b. Recommended/Desired:

(1) Familv Medicine (Notification as before)

B. Special facilities; resources and capabilities:

1.

Emergency department - As before for Level II plus:

a. Swan-Gantz and arterial catheters reguired
Intensive care unit(s): As before for Level II
except:

a. Surgeon, c¢redentialed in critical care by the

trauma director is on duty in intensive care
unit twenty-four (Z4) hours a day or immedi-
ately available in the hecspiteal.

Postanesthetic recovery room: (Surgical intensive
care unit is acceptable) - As before for Level II

Acute hemodialysis capability required
Radiclecgical special capabilities:

a. Regquired:
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(1) Sonography
(2) Nuclear scanning
(3) Eemputerized-tomography oreguivalent In-
hospital computerized technology (CT)

technician twenty-four (24) hours a day
avaiigkility.

6. Rehabilitaticn medicine - Reguired

a. Physician-directed rehabilitation and service
staffed by personnel trained in rehabilitation
care and ecquipped properly for care &f the
critically inijured patient.

C. Operating suite special requirements, equipment and
instrumentation:

1. Cardiopulmonary bypass capability - Reguired -
2. Operating microscope - Required
D. Clinical laboratory services: As before for Level II
E. Precgrams for guality assurance - Required

1. Review of pre- hospltal and regional systems of
trauma care. -

F. Outreach program with telephone and on-site consulta-
tion with physicians of the community and outlying
areas - Required

G. Trauma research program - Reguired

1. A defined and documented program for the study of
the various aspects of trauma treatment, diagnosis,
management and patient response must-Pbe is pro--
vided. - :

£§64-27-8. Notification and Site Visit Process.

8.1. The designation of health care facilities providing
emergency or critical trauma care services to patients in this
State shall be accomplished in a manner ccnsistent with mutual
cooperation of the facility to be evaluated and the agency per-
forming or causing tc be performed the site visit intended to
obtain the necessary facts and information to facilitate sueh the
designation.

8.2. The evaluation process shall only address the resources,
equipment, care capability and commitment for trauma care on the
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part of the institution and its medical, nursing and administrative
staffs, as recommended by the West Virginia Categorization
Committee and published by the West Virginia department divigion of
health office cf emergency medical services.

§.3. Notification of Intention to Perform a Site Visit - The
regional emergency medical services agency through its board of
directors shall notify in writing each health care institution
within the emergency medical services regiocnal borders that a site
visit by qualified physicians and others is to be accomplished upcn
acceptance in writing of sueh the site visit by the health care
facility, institution, c¢linic, center, unit or hospital.

8.4. The site visit team a=s selected by the regional emer-
gency medical services board of directors and approved by the West
Virginia department division of health shall include specialists in
the care of traumatized patients and if necessary, other medical
speC1allsts, as well as others appointed by the board of directors

to assist in the site visit process.

8.5. Each facility to be visited shall be provided a copy of
this rule as well as a copy of the evaluaticn form or forms to be
used by the site visit teamy-such-copies--to Pe-provided free of
charge by the regicnal emergency medical services agency involved.

8.6. The hospital and its medical staff shall appoint ap-
propriate individuals to accompany the site visit team and provide
access to the various clinical and administrative areas of the
hospital during the site visit.

8.7. Patient confidentiality wi%} shall Pbe maintained
throughout the process and names or other patient identifying
information shall not be published or recorded in any form by the
site visit team. Review of patient records by physician members of
the team shall be permitted even though the physicians may not be
members of the hospital medical staff. The hospital may require
that one {1) of their its medical staff or medical records
personnel accompany the site visit team physician or physicians
during review of patient records.

8.8, The site visit team leader, previously appointed by the
regional emergency medical services board of directors, and
approved by the director of the West Vlrglnia division of health
office of emergency medical services, shali review the results of
the survey prior to departing the hospital or facility in order to
give the hospital administrator and the medical staff representa-
tive a preliminary judgment as to the level o¢f trauma care
determined. Sueh The verbal reports shall not be interpreted as
final, but shall be used toc allow the heospital and its medical
staff "the opportunity of preparing a response upon official
notification and to allow the re-evaluation of specific areas by
the site wvisit team leader or his or her representative(s) if
significant changes are made prior to submissicn ¢f the results of
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the site visit to the regional emergency medical services board of
directors.

8.9. The regional emergency medical services board of di-
rectors may delegate to its critical care committee and the re-
gional emergency medical services medical director the authority to
carry out the entire site visit process, upon approval of the
director of the West Virginia divisicn of health office of.
emergency medical services, but the ultimate responsibility for the
actions of the critical care committee .and emergency medical
services medical director remeins shall remain with the regional
emergency medical services board of directors.

8.10. The regional emergency medical services board of
directors or its designee shall prepare a report indicating the
findings of the site visit team and recommend to the West Virginia
department division of health office of emergency medical services
the levels of trauma care capability for each health care facility,
institution, clinic, center, unit or hospital so evaluated. A copy
of the final recommendations related to each facility shall be sent
to each facility individually with no reference to the findings on
other faclilities. ineluded-im-suchr—reportr The report to the state
West Virginia division of health office cf emergency medical ser-
vices shall be prepared in matrix "form showing the name of each
facility in the left hand column and the level of care capability
in rows across the top of the page. In addition, the report to the
state West Virginia division of health office of emergency medical
services shall contain the names cf the individuals participating
in the site visits and any other pertinent comments related to the
acceptance of the verbal report by the hospital administrative cor
medical personnel.

8.11. Upon receipt of the reccmmendations from the regional
emergency medical services board cf directors, the state West
Virginia division of health office of emergency medical services
shall prepare a letter of prOVlSlonal designation to each facility.
Sueh This designation shati-ke is limited to trauma care capability
and shall not be interpreted as. implying total facility care
capability or expertise in other areas of health care.

§64-27-9. Designation Process.

9.1. The West Virginia department division c¢f health shall
have the power to designate health care facilities 1in the State
which meet or exceed the standards and criteria listed herein as
"Bagie Primary," "Intermediate Level III," "Advanced Level II" or
"EOmprehensxve Level I" trauma fac111t1es, units or centers. Such

A designaticn wiii shall be provided in writing by the director of
the West Virginia department division of health upon determination
that the appropriate standards and criteria have been met or
exceeded by & health care facility.

9.2. The initial review of a particular health care facility
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wiit may be accomplished by regional emergency medical service
agencies utilizing the standards and criterie listed in this rule
and performed in accordance with the mechanisms outlined in Sec-
ticns 5 and 6 of this rule.

9.3. Upon review and recommendation of the board of directors
of the regional emergency medical services agency, or their iis
designated body, the proposed level of designation wiii shall " be
submitted to the West Virginia department divisicn of health office
of emergency medical services for review and action. )

9.4, The director of the West Virginia department division of
health shall issue & provisicnal designation to the health care
facility upon determination that the information submitted by the
regional emergency medical services agency is in order and reflects
compliance with this rule.

9.5. Upon granting the prcovisional designation, the director
of the West Virginia division of health er-his-designee may enlist
the assistance of outside reviewers to perform a site visit at the
health care facility in crder to confirm the original findings. If
outside reviewers are not utilized, the director of the West
Virginia divigion of health or- hr31ﬁaiﬂﬁﬁﬁrﬁﬂﬂ& shall perform suech
the site visits accompanied by specialists and others recruited
from West Virginia licensed physicians practicing critical care
medicine in the specialty or subspecialty related to trauma care.

9.6. Upon verification that the health care facility has met
the  appropriate criteria and standards, an official letter of
designation witt shall be forwarded to the hospital administrator
by the director of the West Virginia department division of health.

9.7. Should the regional emergency medical service agency
refuse or be unable to provide the initial evaldation through their
its own resources or from outside consultants, the director of the
West Virginia division of health shall arrange for sueh the initial
appraisal of the institution or institutions in questlon.

9.8. 1In areas of the State where the most likely institution
for trauma care refuses to allow site visits by the regional
emergency medical services agency or the designees director of the
West Virginia department division of health, and, where no other
appropriate instituticon i1s located within a reasonable distance,
the director of the West Virginia department divisicn of health or
his-designee may enter sueh the facility in order to accumulate the
necessary information to evaluate the institution's trauma care
capability, but no official designation wiit shall be made. The
level of trauma care capability may be provided to the public and
emergency ambulance sqgquads in order to facilitate proper trans--
portation to the most appropriate facility for the care of a
particular type of injury.

9.9. No institution, health care facility, unit, center or
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hospital shall hold itself cut to be a trauma center, unit or
facility until sueh-time-a3 a designation level is assigned by the
director of the West Virginia department division of health. Any
public advertisement or c¢laim of such trauma care capability on the
part ¢f a health care fac111ty prior to receiving the appropriate
designation may result in civil proceedlngs against sueh the
institution,.

9,10. Any institution, health care facility, unit, center or
hospital having received a designation as a trauma center, unit or
facility from the West Virginia department division cof health shall
be exempted from the antitrust laws of this state pertaining to
antitrust actions brought as a result of such designation by an
individual, individuals, corporation, partnership, other health
care institutiocon, or governmental agency.

§64-27-10. Review or Audit of Designated Facilities.

10.1. The director of the West Virginia department division
of health er-his-dezignee shall have the power to pericdically re-
view or cause to be reviewed the trauma care capability of a
previously designated health care facility. Suech The review or
audit may include a site visit or visits to the institution in
order to verify that the original standards and criteria are still
in place. Suelh The audit or review may be performed at the
discretion of the director of the West Virginia department division
of health, but in nc case more freguently than annually and with
the time and date of sueh the site visit being mutually agreed upon
by the official spokesperson of the instituticn and the director of
the West Virginia division of health.

10.2. The director of the West Virginia division of health
may authorize qualified individuals outside state government to
perform such site visits.

10.3. Should sueh a site visit audit result in a report indi-
cating less than acceptable levels of care capability as indicated
by the standards and criteria listed herein, the institution may be
dedesignated at a lower level until such-time-as-regquired-te-meet
the institution meets the standards and crlterla of the previous
designation level.

10.4. A health care facility receiving notification from the
department West Virginia divisicon of health of its intention to
lower the designation level shall be given the opportunity to
respond in writing within ten (10) working days upon receipt of
sueh the notification of dedesignation. sSueh The response shall
contain the reasons for recommending that no change in designation
be made. The director of the department West Virginia division of
health may revoke the notice of dedesignation based upon factual
information provided by the facility that substantlally alters the
results of the site wvisit.
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§64-27-11. Combined Hospital Designation of Trauma Centers.

11.1. General - Due tc limitations in particular areas of
trauma care in basically similar hospitals located in a community,
there is a need to recognize the combined capabilities ©f these
hespitals in the designation process.

11.2. Requirements - Two (2) or more hospitals within a
particular community which share a common physician attending staff
and which would be eligible for a certain designation if the
resources of each of the hospitals were to be combined in a trauma
care plan, may be individually designated at the combined level.
In order toc qualify for a combined trauma center designation the
following requirements must shall be met:

11.2.1. A current (annual) written plan of. trauma patient
care must shall be available and endorsed by each hospital.

11.2.2. S8pecific care capabilities for all major injury types
must shall be addressed and the plan must shall indicate the re-
sources available for treatment of these major injuries, including
personnel, equipment and facilities. ] ,

11.2.3. Specific triage protocols (based upon types of
injury) must shall be provided in writing and endorsed by each par-
ticipating hospital. The medical command center must shall accept
these protocols and fellow the triage patterns in directing patient

flow.

11.2.4. The participating hospitals must shall address each
of the standards for designation and must shall, as a combined
effort, meet the standards upon which designation is based. All
facilities may then be designated at that particular level although
separately none of the facilities would be capable cf meeting all
of the standards for sueh that level of care.

11.3. Minimum Care Capabilities - Each facility participating
in a combined designrnation process must shall meel certain minimum
standards in order to be eligible for sueh the combined designa-

tion.

11.3.1. Each facility participating in a combined designation
process must shall be capable of meeting all of the required/essen-
tial standards of a Level III (Intermediate) trauma center.

11.3.2. Each facility must shall meet the following Level II
{Advanced) standards individually in order to qualify for combined
designation as Level II: .

A. All ef-the standards listed under "Hospital organization,”
as-tisted-under Section 7.3.1.A of this rule.

B. All standards listed under "Specilal faclilities, resources,
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and capabilities," as-iisted-under Section 7.3.1.B of this
rule. ' : o _

C. All standards listed under "Operating suite special re-
guirements egquipment and instrumentation," as-listed-under
Section 7.3.1.C of this rule. o

11.4. .Combined Designation as Level I (Comprehensive) Trauma
Center - Each facility must shall meet as a minimum all of the
minimum care capabilities as listed under Section 11.3 akeve of
this rule, and in addition, must shall individually meet the
following standards: o

11.4.1. All standards listed under "Specigl facilities,
resources, and capabilities,” Section 7.4.1.3 of this rule.

11.4.2. All standards listed under "Programs for quality
assurance,'" Secticn F-4<3isB 7.4.1.E of this rule.

11.5. Shared Resources - Other than those requirements listed
above under Sections 1%-4 l1l.3 and %%+s5 11.4 of this rule, all
other human resources, specialists, equipment or facilities may be
located in one (1) or the other hospital.

11.6. Restrictions - If only a single hospital within a
community meets all of the standards of a Level II or above trauma
center, then only that hospital may be the designated trauma center
for that community or area. All other hospitals approaching Level
II, but not meeting all of the standards as reqguired herein for
Level IT designation shaii-not-be are nct eligible for combined
designation as Level II trauma centers. '

§64-27-12. Proposal Method and Review Process,

12.1. 1In those cases where it is impractical or when one (1)
or more quailfied hespitals in a community insists upon designation
of the trauma center through the proposal process rather than the
method of combined or single designation as previously described,
each hospital wi33 shall be given the opportunity to present a
written proposal stating the gualifications of that hospital that
would indicate the resources, persoconnel, equipment and facilities
necessary for designation at a particular level. Standard forms
for this purpose wii: shall be supplied by the West Virginia
department division of health upon request. Upcon receipt of the
completed forms from all participating hospitals, the emergency
medical services regional board of directors wii: shall submit the
entire group of proposals to the West Virginia department division
of health, office of emergency medical services for review and
preocessing.

12.2. Submission of Proposals - Each hospital participating
in the proposal process within an emergency medical services region
wii:t shall submit the completed forms to the regional emergency
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medical services board of directors for review as-te for complete-
ness and proper preparation. The regional emergency medical
services board wiit shall make no judgements or decisions regarding
the individual proposals, but wil: shall provide appropriate
written comments as-te regarding the compatibility of the proposals
with the regicnal trauma care strategy. Upon receipt and review of
a proposal that is found to be incorrectly prepared or is incom-
plete, the regional emergency medical services board shall return
guch the proposal to the respective hospital for corrections.

12.3. The director of the West Virginia department division
of health er-his-designee,-wilt shall appoint a site visit team
composed of physicians and others familiar with trauma center
designation principles to visit each facility submitting a proposal
within a West Virginia emergency medical service region in order to
ascertain the wvalidity of ..the individual proposals and make
recommendations regarding the findings of the site wvisit to the
director of the West Virginia division of health.

12.4. Upon receipt of the site visit reports, the proposal
and findings of the site visit team wili shall be evaluated by the
director of the West Virginina division of health er-his-designee
and outside consultants if necessary, in order to determine which
facility, if-any, wiii shall be designated as the trauma center.

12.5. Written confirmation of the receipt of all materials
submitted wi11 shall be sent to each hospital participating in the
proposal process. ;

12.6. Upon review of the submitted proposals, the director of
the West Virginia division cf health may elect to follow any of the
following actiocns:

12.6.1. Selection of one (1) facility to be designated as the
trauma center.

12.6.2. Submit materials or porticns of the proposal back to
a hospital to obtain additional information or to properly complete
the proposal. :

12.6.3. Arrange fof an additional site visit at one (1) or
more hospitals to verify prev1ous findings or tc evaluate addition-
al resocurces.

12.6.4. Make a determination that none of the proposals meet
the reguirements for any level of designation.

12.6.5. Recommend that twe (2) or more facilities reguest
combined designation.

§64-27-13. Appeal Mechanism.

13.1. Upon receipt of official designation action, a health
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care facility may appeal the designatien through the following
mechanism:

13.1.1. The facility may request a re-evaluation of any
specific areas by the original site visit team. Should this review
remain unchanged and the hospital continue to disagree with any
part of the site visit team's findings, the hospital may request
review and recommendations by the State critical care committee.

13.1.2. A request for re-evaluation may be made at any time
within thirty {30) working days of receipt of the notice of
provisicnal designation from the director of the West Virginia
division of health by any participating hospital. Reguests may be
made for re-evaluaticn at any future time that the hospital admini-
stration feels that the level of care has been changed due to
improvements, additions or deleticns from conditions or resources
existing at the time of the original or subsequent site visits.

13.1.3. Reguésts for re-evaluation must shall include the
specific area or areas of concern on the part cf the facility and
must-include shall those facts or factors which would significantly
affect the level of care previously deSLgnated.

13.1.4. A reguest to the State West Virginia categorization
committee for review of a site visit evaluation which has been
acted upon by the regional and State critical care committees witi
shall be acted upon by the West Virginia categorization committee
within three (3) months of such request on the part of a hospital.
This action constitutes the programmatic appeals mechanism and wzii
shall only be utilized when an agreement cannct be reached between
the hospital and the critical care committees.

13.1.5. The West Virginia categorizaticn committee may follow
one (1) of several alternatives in reaching a decision:

13.1.5.1. Appointment of a special site visit team, approved
by the director of the West Virginia division of health, to review
the original report and perform an additional evaluation of
specific areas of concern and report the findings to the state West
Virginia categorization committee for action.

13.1.5.2. Refer the reguest to the original critical care
committee for review and re-evaluation with specific recommenda-
tions as to the action to be taken.

13.1.5.3. Alter the level of care capability previously
reported based upon results of the site visit, additicnal infor-
mation received from the hospital and make appropriate recommen-
dations to the department West Virginia division of health re-
garding designation level.

13.1.5.4. Reaffirm the re-evaluation recommended designation
level as made by the critical care committees.
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' 64 CSR 27

13.1.5.5. "Regardless of the aiternative method chosen by the
state West Virginia categorization ccmmittee, the hospital wiiz
shall be informed by letter from the chairperson of the committee
as-te of the action taken and/or final decision.

§64-27-14, Administrative Due Process.

Those persons adversely affected by the enforcement of this
rule desiring a contested case hearing to determine any rights,
duties, interests or privileges shall do so in a manner prescribed
in Rules of Procedure for Contested Case Hearings and Declaratory
Rulings, West-Virginia-Pepartment- of- Health -Procedural -Rules; 64
CSR 1. ZThe-aforementioned- procedurel--rules-are-incerperated-Dby
references - : - - : -

§64-27-15. Severability.

If-any-provisiens-ef-this-rule-or-the-appiicatioen-thereof-teo
any-persen-or-circumstanee-shati-be-hetd-invatids;-such-invatidity
shati- fiot- affect——the -provizions -or-the- applicetionr cf-thiz-rute
whieh- can -pbe--given-effect -~ without- -the--invalid—provisions--or
eppliecation;--and -to--this -end--the -provisiens-of--this--rule-are
declared--to-be--severabies The provisicns of this rule are
severable. If any provision of this rule is held invalid, the
remaining provisions shall remain in effeckt.
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Discussion of Public Comments Received
Concerning the Proposed Rule,
Trauma Center or Facility Designation, 64 CSR 27

The proposed revisions are for the purpose of incorporating
changes in the national system published in November, 1220 by the
American College of Surgeons.

A public comment period was held from June 3, 1992 to July
2, 199z2. Eight sets of comments were received. Copies of the
comments are attached. - }

General B
1. Comment: St. Mary's Hospital requested that "“no action be
taken on these proposed rules and regulations until the State
Trauma Categorization Advisory Committee has had the opportunity
to review and discuss the impact of the proposed regulations on
existing trauma centers in our State.”" The West Virginia Hospi-
tal Association stated that "while the proposed standards by the
American College cof Surgeons may be a good beginning point, modi-
fications are needed based on West Virginia's special needs in-
cluding its rural nature." The Association recommended that the
proposed standards "be reviewed by the state's hospital categori-
zation committee to determine if standards are applicable to West
Virginia's unigue problems and opportunities.”

Response: The West Virginia Categorization Ccmmittee approved
the changes in the rule at the meeting held July 21, 1992.

Section 4 o
2. Comment: Section 4.9%. WRMS EMS, Inc. believes the word "ba-
gic" in line 4 should be replaced with "primary".

Respcnse: Agreed.
Section 6

3. Comment: Section 6.2. Cabell Huntington Hospital stated
that "rural" is not specified in the definition of a Level III
facility in Section 4.2; suggested a definition of a "rural in-
stitution” and clarificaticn on whether a small "urban" hospital
can obtain a Level III designation. The West Virginia Hospital
Association stated that it believes the criteria for the Level
III Category are reasonable with two (2) exceptions, which are
neted separately at appropriate pcints in this discussion.

Response: Except for a few metreopolitan areas, West Virginia is
generally defined as "rural" under the federal census. The word
"rural" has been deleted from Section 6.2 as it appeared to cause
some cenfusion. ’




Section 7

4., Comment: Section 7.1.1.A. Cabell Huntington Hospital stated
that "The concept of determining 'care capability' for Primary
Level Facilities bassd on the West Virginia Emergency Facility
Categorization Plan is to be commended in the context of catego-
rization by participating institutions who know well their capa-
bilities and available resources."

Response: The Department acknowledges the comment.

5. Comment : Section 7.2.1. Cabell Huntington Hospital stated
that Basic Level Facility should read Primary Level Facility.

Response: Agread.

6. Comment: Sections 7.2.1.A.1l.a, 7.3.1.A.1l.a and 7.4.1.A.1l.a.
West Virginia University Hospital recommended that Emergency
Medicine be added to all three sections.

Response: The Department will take this recommendation under
consideration in the next revision.

7. Comment: Sectlion 7.2.1.A.2. Cabell Huntington Hospital
stated that requiring surgical specialists on-call and "promptly
available" is impractical in some Level III centers. This com—
menter questioned whether the proposed changes "preclude the use
of residents to provide immediate treatment if staff speclalists
are on-call and promptly available for consultation”. United
Hospital Center stated that this provision would essentially
exclude all hospitals without a general surgical training program
from designation as a Level III facility. The hospital believes
that a more fitting reguirement for general surgery backup in a
Level III facility would be a general surgeon qualified to pro-
vide trauma care on-call and promptly available from inside or
outside the hospital (within 30 minutes), and that a designation
as a Primary Level Facility instead of a Level III facility would
under-rate its capabilities.

Response: Wording in this section is "Recommended/Desired" and
does not preclude the use of residents since Level II facilities
permit resident use to meet the standard.

8. Comment: Section 7.2.1.A.2.a.(1l). West Virginia University
Hospital suggested that this section shouid more clearly state
how the general surgeon is to be notified so that he/she is pres-
ent in the Emergency Department at the time of the arrival of the
trauma patient. -~ -

Response: This is a guestion best answered by each individual
faclility depending upon local circumstances.

9. Comment Section 7.2.1.A.3.Db. West Virginia University

Hospital, West Virginie Hospital Association and Summersviile
Memorial Hospital objected to the regquirement for an anesthesiol-
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ogist to be promptly available from inside or outside the hospi-
tal. The commenters stated that this is impractical and will be
impossible for many hospitals to meet. The West Virginia Hospital
Association stated that "Most small rural hospitals dec not have
anesthesiologists on call and, in fact, do not employ anesthesi-
ologists. Rural America does nct use anesthe51ologlsts, rather,
the certified registered nurse anesthetist 1is the standard of
care and is recognized as a national standard of care by the

JCAEQ and by Medicare.” Summersville Memorial Hospital stated
that this reguirement "will prevent us. from becoming such a des-
ignated trauma center."” The commenters suggested returning o

the previous language which included certified registered nurse
anesthetists.

Response: The phrase "May be physician directed program staffed
by nurse anesthetists" was inadvertently omitted when the re-
guirement for the anesthesia department was moved from in-hospi-
tal to on call and promptly available. This has been corrected.

10. . Comment: Section 7.2.1.A.3.c.{6). Cabell Huntington Hospi-
tal stated that the inclusion of the patient's primary care phy-
sician among those recommended to be notified is to be commended.

Response: The Department acknowledges the comment.

11.  Comment: Section 7.2.1.B.1.b.(10). WRMS EMS, Inc. stated
that X-ray capability with twenty-four hour coverage by an in-
house technician should be "required". "Allcwing the x-ray tech--

nician to be called in seems unrealistic Zfor any trauma center
designation level."

Response: Requlrlng twenty-four hour coverage by an in-house x-
ray technician is not in accordance with the American Cecllege of
Surgeons guidelines.

12. Comment: Section 7.2.1.B.1l.b.(11l). West Virginia Universi-
ty Hospital stated that substituting Swan-Ganz and arterial cath-
eters for MAST garments makes no sense. The commenter stated

that many seriously injured rural trauma patients have the MAST
garment inflated during transport to their Level I trauma facili— -
ty. "swan-Ganz and arterial catheters.have little use in emer-
gency departments unless there are sophisticated monitoring de-
vices avalilable."

Response: The change in this section was not intended to "sub-
stitute" catheters for MAST garments. MAST garments are primari-
ly a prehospital device for assisting in the management of shock.
Arterial or Swan-Ganz catheters are an added equipment item as
suggested by the aAmerican College of Surgeons.

13. Comment: Section 7.2.1.2.2.b.(1). Summersville Memorial
HEospital suggested that the language be changed to allow call
from outside the hospital as cpposed to placing a surgeon on call
inside the hospital twenty-four hours a day.




Response: This 1is a "Recommended/Desired" item, not a reguire-
ment.

14, Comment: Section 7.2.1.B.4.a.(1l). WRMS EMS, Inc. stated
that the word "written'" should be inserted before "transfer" in
line 1. )

Response: Agreed.

15. Comments Section 7.2.1.B.5.a.(2). WRMS EMS, Inc. stated
that the word "written" should be inserted before "transfer" in

line 1.
Response: Agreed.

l6. Comment: Section 7.2.1.8B.6.a.(1) and {(2). WRMS EMS, Inc.
stated that the word "written" should be inserted before "trans-
fer"” in line 4 and the word "shall" should replace "should" in
line 5 in both sections. "Transfer agreements for head/spinal
injuries sheould be required, not optiocnal, for any designated
facility that doces not provide such care."

Response: Agreed.

17. Comment: Sectiens 7.2.1.B.7.a.(4) and 7.3.1.B.5.a.(2).
Cabell Huntington Hospital stated that the "certificaticn of need
standards for CT scanners should take into consideration that CT
capabillities are recommended for TLevel III centers and regquired
for Level II and I centers." summersville Memorial Hospital
stated that "as long as somecne is on call within a reasonable
period of time, it i1s unnecessary to have someone in-house for CT
procedures twenty-four hours a dav". Summersville Memcrial Hos-
pital also suggested that the Health Care Planning Commission’'s
proposed Certificate of Need regulations will effectively elimi-
nate the . majority of CT scanners within the next ten vyears as the
current machines need to be replaced.

Response: The Department notes the comment but has no authority
over regulations of the Eealth Care Planning Commission.

18. Comment: Section 7.2.1.H.l1. WRMS EMS, Inc. suggested that
the phrase "in trauma care shall be" should follow the word "edu-
caticen" on line 1. This commenter further suggested that any
trauma center must be requlred to provide specific trauma educa-
tion for its staff.

Response: The Department believes the item is clear.

19, Comment : Section 7.2.1.H.1.a. WRMS EMS, Inc. stated that
this section should be changed from "desired/recommended" to "re-
quired". This commenter stated that 1f ancillary and allied

health personnel are required to have specific trauma education,
the physicians should also.

Response: This would be inappropriate for this rule. Individual

&




hospitals set physician training standards in their staffing
regquirements. - .

20. Comment: Section 7.3.1.A.2.a.(1l). West Virginia University
Hospital stated that this section is vague and needs to be re-
written to clarify whether the intent is that the general surgeon
attending is to be present at the arrival of the trauma patient
in the emergency department or if the upper level resident Iis
considered sufficient. Wheeling Hospital stated that: "With the
exception of hospitals which have surgical residents, this is a
very impractical requirement £for hospitals attempting to attain
Level II status". This commenter felt that making a surgeon
available within 10-15 minutes of arrival of the patient is more
than adequate for trauma patient care, and that the "immediate
evaluation and resuscitation can be handled adeguately by skilled
emergency physicians boarded in emergency medicine or trained in
ATLS".

Respecnse: The Department agrees in principle, but believes that
establishing specific time reguirements is not acceptable or

necessary.

21. Comment: Section 7.3.1.2A.2.a.{2) and (3). West Virginia
Hospital Association and Cabell Huntington Hospital both reqguest-
ed retaining the previous language, which reguired an orthopedic
surgeon be "on call and promptly available from inside or outside
of the hospital" instead of the new language which requires the -
orthopedic surgecn tc be "in-hospital twenty-four (24} hours a
day" at Level II centers. Cabell Huntington Hospital stated that
the previous reguirement for orthopedic surgery being available
on call and promptly available from inside or cutside the hospi--
tal was sufficient.

Response: The language permits the chief of orthopedic surgery
to designate an in-house surgecn tc meet in-hospital requirement
and permits Level II facilities to continue on-call practices for
the orthopedic surgeon. '

22. . Comment: Section 7.4.1.B.2.a. Cabell Huntington Hospital
guestioned the practicality of requiring a critical care surgeon
to be on duty in the ICU of a Level I center twenty-four hours
per day or immediately available in the hospital.

Response: The Department agrees with the American College of
Surgeons standards which require Level I centers to have a criti-

cal care surgeon on duty in the ICU twenty-four hours per day or
immediately available in the hospital.

23. Comment : Section 7.4.1.B.4%. Cabell Huntington Hospital
stated that a definition of "acute" hemodialysis is not included
and questioned the practicality of the reguirement.

Resporise: "acute" refers to the patient (e.g. as oppeosed to
chrenic dialysis).




CABELL HUNTINGTON HOSPITAL

June 26, 1892

Ms. Xay Howard

Regulatery Develcprment Section

Departmant cf Health and Human Resources -
Rocm 204, Building 3

Capitel Complex

Charleston, West Virginia 2530%

Re: Prercsed Trauma Canter Rules
Dear Ms, Heoward:
Thank you for the cpprortunity to comment on the prcpeosad
Trzuma <Center Rules, My commenits are atitached. Each
comment 1s prefaced by the referencad (Ref) secticon of
the proposed ruls te which it applies.
If you have any gquesiicns, please call.

erely,

(’Wéw—

C. Kaith Biddle
Vice President Planning and
Guest Servicas

cc: W. Don Smith
President

1340 Hal Creer Boulevard. Munungton, West Virginig 25701-0193 304/526-2CC00




Ms. Ray EHoward
Regulatory Develcopment
Cepartment of Healti and
Page Two

Sectlcon
Hunman Ressurcas

Ref. Sect 64-27-5.2, pB.3

Dces a Level ITI designation necesszrily requixe tha
the heszital ke "rural™? wnat is the definition of
"rural institution"? Can a small yrkan hescital cbtal
a Lavel designation? "Rural” is not specified i
the definitien provided in 4.2 on o.2.

S

——
[
—

Ref., Sect 7.1.1.A., 1.4

o

The concept of determining "care capability" for Primary
Level Facillities bkased on the West Virginia Imergency
Facility Categorization Plan is %o be commended in the
centext of categeorizaticn by participating institutions
who knew well  their capabilities and availakle
resources. ‘

Raf, Sect 7.2.1, p.5

Reference is made under "Care Capabkility" to "Basic
Level Facility". Te ke consistent with the change in
terminolegy, it should read "Erimarv Level Facility™.

Ref. Sect 7.2.1.A.2., p.3

What is the basis feor the proposed change reguiring
surgical specilalists cn-call ~and "promptly available!"?
Do the propesed changes preclude the usz cf rssidents to
provide immediate treatmenit if staff specialists ars on-
call and promptly available for consultation? If so.
wen’t this prepesad  change in rescuirements ke
impractical in scme Level III canters?

Ref. Sect 7.2.1.A.3.c{8)., B.7

This inclusicn of the patient’s primary care physician

is amcng those recommended and notified is to ke

commended.

Ref. Secht 7.2. .
Sect 7.3

i

.B.7.a.(4) .,
B.5.a.(2)

o le

-10;
138

. . - -

s
The certificaticn ¢f nesd standards Zfor CT scanners
should take intc consideration that CT capabilities are
recemmended fcor Level III cénters and reguired fcor Level
II ang I centers.




Ms. Xavy HEcocward

Regulatory Develcrment Ssciion
Department of Eealth and Human Rescurces
Page Thrse

Ref. Sect 7.3.1.3.2.a(2) and (3), pp.12-13

What 1is the basis =Zfor the propossed changes reguiring
that =2n eattending neurcsurgecn néd_ _an_attending
orihopedic surgeon ke "in-hcsnital twentv-four (243
hours & dav’® at a Lewvel II c=nter? These prorvcosead
changes in reguirsmants mZay ke impractical in Lewvel IZI
centers in the state. Wera these propesed changes made
in consultaticen with the Trauma Adviscry Beard? The
previcus recuirement for orthopsdic surgery being
availakle "on-call and promptly avallable frcom inside or
cutside the hospital" was sufficient.

Ref. Sect. 7.4.1.B.2.a., g.21

What is the basis for reguiring a critical care surgeon
T2 be con duty in the ICU cof a Level I canter twenty-four
(24) hours per day or immediately availakle in <the
hospital? Is this practical?

Ref, Seact. 7.4.1.B.2.4., p.21

What is the definitien of "acuta" hemcdialysis? Is this
requirement practical?
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ECGULATORY DEV
DErAR ‘MENT OF

i'm corce"nec Aabout the Trnuma Center Lesislatisn pase 14,
wherein there 1s a2 reguirzment for Gsneral. Surgery in hespitals
24 hecurs a2 day. With the esxcepiticon of hospitals which havse Surg-
ical Residents, this is a wvery impractical requirement for hespi-
tals attempting to attain I

Level II status.

10-13 minutss ol arrival
rauma paltlient care. The
e”aWuatiun and “ﬁsuscitat*on can be handled adeuuatel o

in Emerzgency Medicl G-

I feel that a Surgecn avallazble within
of the patient is mors than adegnate fo
. . "
Le
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RECEIVED

© o LUBIT0 882
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Regulatsry DJewvelcopment Secticn
Dezartment < Health and Human Rescursss
Attznticn: Ray EHcoward

Roem 204, 3uilding 3

Capitzl Complex

Charlestson, WY 28308

I am writing Lo comment on tThe Proposed Amendments to the Rules for Trauma
5 or Facility Designaticn.
uld gstrongly urge tlhat the proresaed amendments not be adeptad at this
time. The State of West Virginia has a State Trauma Catzgorizaticn Adviscry
Committze which i1s chaized by Fred Cocley, M.ID. XHembership on this commitize
is made up of phvsician, nursing, heapital, EMS and ctler intseragtad individuals
¢ provide izaput and guidancgs to the stata with regard to trauma designaticn.
The progpesed amendmenta aave ngt feen presentad to or discussed by the Trauma
Adviscry Ccmmittee. TFTursher, if my opinion that the propesed regulaticns could
hawe a significant impacs on existing frauma facilities in our gsata.

%,

I

I would reguest that 7é acticn e taken on these progossed rules and
regulaticns until the Stana Trauma Catagerization Adviscry Commitize has had the
opportunity t2 raview and discuss the impact ¢f the prorpesed :egulaticné on
existing trauma centers-in cour atate.

TIZ yIu Ravs dny guastiors, wlikase & not hasitate fo contact me.

Sincarely,

e e

J. Thomras Jones

-y

Txegusnive Dirsector/CEO
- oz
RECENVES

22"‘&.1763‘! JEVELOPMAETY
SEZTION
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400 Fairview Heights Foad + Summersville, West \/irginia 288581 . BV2-2881

Jumre 13, 1952

Regulatory Davelopment Section
West Virginia Department oI Hezlth
and Human Rssourcss

Attenticn: Xay Howard

Room 204, Building 3

Capitol Comple:

Charlesuon, W 223G8

Rz2: Propesed Trauma Csnter Rules N
Dear Ms, Ecoward:

I am writing in regards to the propesed trauma center rules
which were presented toc me by EMSOR on June 1lZ. My comments
will be brief and to the point. I'm writing my comments
from the pe“s“e_u;ve of a2 rTural hospital administratcr whose
hospoital has the DLSleSu Zmergency Dezartment izo a Zive
COL‘tv area. : '

Summersville Memorizl Hospital, because of 1ts central
location ané the large veolume of patients i1t sees ia it's
Emergency Department, would like to e classifisd as a Level
IZII (Intsrmediate) trauma center. In raviewing the progosed
regulations, there was one particular item which will
prevent us from becoming such a designated trauma center.

On page 6 - Item 33 (1), an anesthesioclogist is reguired to

ke on call for the Level III trauma designaticn. Like the
majority of rural hospitals in ocur state, we do 2ot have an

anesthesiclogist on our medical staff., Instead, we rTely
strictly upon nurse anesithetists for the provision of all
anesthesia. Based upon the continued growilh of our

facility, we anticipate that we will indeed recruit an -
anestiesiologist within the next five vears, aowever, I'm
certain that there are a aumber of cther rural hospitals
which serve a wide geographlc area wizich do not have any
immediate plans or hopes of recruizing an a:esthes:ologist.
I would hope that the propcsed *ecula:iors could be locseaned
te afford the survey team flexinilitv to override the
raguirement for an anesthesiclogist. -

RECEIVED

i

'
RN

N2 1ee
RELOLATORY MYRLOPMENT
SECTION




Zven <icugh the following two concerans a-s under

"Recommendad,/Desired"” categorisg, I have scme COnCErns that
-~
o

these criteriz ars too swrict and perhaeps unrealistic I
—evel I trauma designaticn. On pace %, the proposed
regulatlicns encourdge the presance ¢f a surgeon Inside the
hespital at 2ll times. I would suggest that this lancuage
be changed to zllow c¢call frcm cutsicde the hospital as
oppesed to placizng a surgecon on call inside tae hospictal 24

hours a dav. _.

Lixewise, cn page 10, tihe provosed criteria encourage the
cresence o an in-house CT technician 24 nours a2 <ay. In
tTiis zecard, I Zeel that as long as somecne is on call
within a reesconable pericd of time, it is tnnecessary to
have.someone in-house Zor CT procedures 24 acurs z dav.

In terms of CT services, I would hope that EMSOR znd cthers
WAO ars working on the propesed trauma designatlions would
takx2 inte account that the Hezl:th Care Planning Commission's
proposed Certliicate of Need regulations will effsctively
eliminate the majoriity o©f CT scanners within tiae next 10
vears a2s the current machines need to be repmlaced. The
proposed CON regulaticns arce based strictly upon volume
criteria and do not take into account the wide geograpaic
aresas that certain hospitals, such as my own, serve.
Ncnexistence of basic diagrostic sexrvices, sucih as CT
scaaniag, in certain hospltals is golzng to tax the Emergency
Mecdiczl Transvortation system across the stats and
unnecessarily place victims of accidental and medical
emercencies at unanecessary risk.

Thank you Zor this crvpertunity to comment. Please feel free

£o c¢all or contact me if vou need additicnal clarification

en my <omments.

Sincersly, :
Lo

/ N

Gregery DT Johnson

Admianistrator

GDJl:ss

cc: E. M. Cocley, MD
Bob Whitliexr, WVHA
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Julw 1, 182l
Lav EBEoward : o
Regulateory Development Zecticn
Departnent <©f Hezlth and Humen Rascurces
Building 2., Reoom 304
Statse Capizcl Complex
Charleston, West Virginia 233C3
Dear M¥Ms. Eoward
This lettsr is in reaspoass to the Drepesad frauma csntsr =~ulas
for West Virginia {(propessd - Title 854, West Virginiza
Acdministrative Rulas, Divisicn ¢f Zealth, Trzumzs Czatsr or
Facility Designation, Series 27, 1882).

ran for United Hosplital Canter and cocther similar
e general surgsry Dackup raguirement  undsr
7.2.2.4.2.2.(1). General surgery specialiscts:(Cocmmunication Is
SuUch tist the zsnara! surgscon is pra i n rthe smersenc
cdepartyent at the zime of arrival of the trauma patient.) Thi

provisicn weculd esserntially sxclude ail hoespitals witahout =
eneral surgical training program from designaticn as a Level IIZ

or Intermediats facility.

I telieve dasignaticn as a Primary Lavel Facility wculd helis cur
true capabilities. Level III designation <of a facility such as
curs would be 2 mors accurate reflecticon of our capabilities.
United Hospital Cantsr is z 383 bed full-sarvice community
nospital. Cur active mediczl staff includes § general sursg=ons

ks

4 cphthalmologists, 2 orthopedists,
thoracic/vascular surgecns, & urclogists and 2 neurcsurzecns.
Qur facility has =2 new, well eguipped and aprcropriataly staffed
Enmergency Department, as well as, the full arrayv of ancillary
ervices in-hcuss 24 hours a day.

2 oztorhinolarvngolezists, 3

United Hospital Centsr has aporoximataly 100 trauma admissions
cer yvear. Iome of cur trauma patients ares sericusly injured =hile
cthers have relatively mincr injuriss. Scome reguirs ezrlv
surgical interventican while cthers require nainlv observatiocn.
The initizl =svaluaticn zad stabilizaticon of thess patients c=n be
properly accomnplished by gualifisd smergency oovsicilians with
prompt surzizcal consulitation as indicated by cthe patisnc's
conditcion. A meore fitting requirsment £ =
in a Lav T { :

ocrovide

nosD | ' U . s weoul us
and otzers like us te provide good orozuamse carse within cur
capabiilties whlle not utnder-rating these carabiliziss




u8= Usatep
Hosprrar

CEJ'. J‘IER - Post Office Box 188C m Clarksburg, West Virginia 28302-i1680 » Telepnone 304572
Thank you for vour favorable consider=ztion of this issue.

J. Hermel, M¥MD, FalZZ, AZCAUE?P
defica\ Tiractor and Chairman, Department of Ensrzency Medici
[/ -t
g J,}’Vv‘\.{m
s

z: Bruce Carter, CZED
Saad Mossallati, MD, Chief of Surgerv
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Ms., Xav Hcowarz
Faculzfcry Develcpment Seczicn )
Department of Health and Zuman Issources

4, Bullding 3

Charlastcn, Wesst Virginia 23208

)
{0
f

Ravys:

t

The West Virginia Hespltzl Asscciatlion on behalf cf its &4 member
Acseitzls ag;rec'ates the opportuniiy to review and csmment on the propesad

l [

trauma center or faclllity desicrnation rulas. Ths zrooesaed rule chances have
kLean made Zzsa d on a 192C publicaiicn of the American Collece of Surgeons.
The Hoszital Ass at;or's Bcard of Trusifees and i1is Imergency Ysdiczl
Services (EHS) ”955 Force fellieves that while the propesad standards hv the
American Ccllagae of Surgscns 1av e a cocd keginning reint, modificaticns ar=a
needad 2asad cn West Virginis's special needs including its rurzl naturs.

0
[r_li

We wculdé raccmmend that the prooessed trauma czntar réards could ke
reviewed by the stata's hoscital categorizaticon cormmitiss to determine i
standards awe applicapnie Lo West Virginia's unicque problems and cpporiunities.

We neve the Zcllowing comments on specific standards for Level III and
Lavel II cenisrs:

Level IZIZ {(ITntarmecizate) Traums Cantar

=i

Cnder €.2., 2 Level IIT Trauma Centar I1s defired as "a rurxzl institution
with the rescurces necessary to provide trauma centsr ccmmensurats wilil Ticse

rescurcas and demonstFdtas a commitment to excallencs of trauma cars.
Transfer proiszceols in selacted specialty areas ars resguiwed.” -

Manv of our rural hospitals have recently made majcr commitments o
improve thelir asmergency deparitment capabiliti es anc have, indeed, mace
arrangements for 24-notr in-hespital physician coverazgs and have made maicr
investments Iin eguipping the emergency department. These particular heospitals
werzs fully expecfing that they would be able to move from the kasic catagery

to arn intermedizte cr Level III catsgory.
The West Virginia Heospital Asscciationts IME Tasik Forze has ravi
prorposed standard and basically belisves that the criteriz is reascn

two exczaptions which ars qutlined helcw:

I. Recuirsment that an anesthesiolccist be srcmznulv availasble frxocm inside or

outTsids the ncspital.,

- rre2-
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Mest small ruwal hospitals de =zt hev
ané, in fzcz, dc aect emplov znesthesicloci
use znesthesiologists; razther, tThe caxziZl
{CENAJ is the szandard of care and is raco
cf cawe Zv the Jeint Commissicn on the Acsx
Crgarizziion (JCASQ) and bv Medicare. A s
amzlov anesthesiolegists is, in cur opinicn, net

.
raquiremant, especially when national accrsdi

that Quality care gzan be given oy CRMAS.

-

—

Teyel TT Traumza Cantsr

The Droposed equizes that an atzending
Ze in-hospital 24 heurs a day. We rzcommend thail an o
cn czll and promptly available from inside or cutside

sufficiant.

Plaase f2el free to call if you have anv cuesticns.

Robert D. Whitler
Tizce President
Public Peclicv Devw
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Regularcry Development Secdon
Deparment of Health and Human Resources

Auendon:

Kay Howard
Building 3, Room 204
State Caritol Comnplex

Charleston, WV 25305

Dear Ms. Howard:

Please find eaclosed my commments on the proposed mauma center rules for West Virginia
I apologize for the lateness of this letter bur given the importance of this mater I hope the
commires will take these comments ino consideraton.

Most of the rules and proposed changss are swaightforward, However, there are several
areas for concsrn. The most important of these are as follows: :

Page 6:

Iisted below are other

Page 3:

Page &:

Secdon 7.2.1.A.3.b. “Required: (On call and promptly available from
inside or curside the hospitai): (1) Anesthesiclogy.” From 2 practcal
standpoint, this new requirsment wiil be an impossibie one for many
capable rural hospitals 0 mest, Certdfied nurse anesthetists are a fact of life
for maral hospitals, there simply are not enough anesthesiclogists. Hospitals
which would otherwise receive the Level I designation would be
arbimnrity forced to accept a lower designation for faflure to meert this
requirement. I sirongly advise you support the old wording which included
nurse anesthetsts.

areas of concern/guestons:

Secton 7.2.1.A.L.a. I recommend that Emergency Medicine be added here
and in each of the fellowing secdons (7.3.1.A.1.a. and 7.4, 1.A.1.a) which
are designated as required under Hospital Crganizadon.

Secdon 7.2.1.A.2.a. (1). This is a very vague statement and does not spell
cut how the general surgeon is (o be nodfied so that he/she is present in the
ED at the time of the arrival of the rauma patent.

Secrion 7.2.1.B.1.b.(11). In this statement, the MAST garment is deleted
and Swan-Ganz and arterial catherers are subsdmuted. This makes no sense.
Many seriously injured rural wauma padents have the MAST garmen
inflared during wansport to our Level I Tzuma facility. (Recent siudies have
shown :hat it is not very useful in urban environments and padents with
penematng Tauma. Bur I am not familiar with any study that comes to the
same conciusion for rural padents surfering rom blunt Tauma.}
Furthermore, Swan-Ganz and arterial catherers have little use in emergency
deparmments uniess there ares scphistcared monitoring devices available.




Page Two

Page 14: Secdon 7.3.1.A.2.a.(1). This stotement is somewhat vague and may have
purposefully besn written that way. After reading it several tmes, I'm sdil
not sure if the inteat of this swaement is that the general surgery anending is
10 be present at the arrival of the Taumsa patient in the ED or if the upper
level resident is considersd sufficient. This may need o be rewrinen w©
reflect the wishes of the State.

Please contact me at (304) 3984180 if you have any questons regarding these comments.

Sincerely,

R Tl
John E. Prescon, M2, FACEP
ChieZ, Emergency Medicine

Direcrtor,

Center for Rural Emergency Medicine
(CREM)

JEP/CI
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June 28, 19382

Kay Haowzazd -

QeguvaborV'Devnlcumenb Saction

West Virginia Department cof Health & Human Rascurcsas
Room 204, Building 3

Capitol Complex

Chazleston, West Virginia 22302

RE: &4 CSR 27, Trauma Cankaz or Faclility Designation
Dear M=s. Howard:

Please acgept these comments related ko revision of the
rafarencad rule.

In general, the revisions are appropriate for use in
Wast Vizginia and will improve the trauma canter designation

process. I do have specific commentz or have found apparsnt
errxczs in scme sectiocns. Sgecifiec comments as follows:
i. 4.9.: The word "kasic™" in the line 4 should ke

raplaced with "primazry". This will bring this wording
into line with cuzrant facility categorizaticn plans.

2. 7.2.1.B.L.2.{10}): X-zray capablility, 24 hour
csverage By in-hcouse tachnician sheuld be "regquirzaed™.
Significant delays in patient tzsatment can and will
ecgour if this is left as "desirad/recommended”., Level
III ce2nters in scuthern West Vizginia will be getiing
critical patiesnts that should go to a higher lavel
facility but cannct due to time/distancs/weathez
constzaints. Allcewing the x-ravy technician to be
callied—-iln seams unr=2alistic £or any traums ca2ntax
designaticn level,

3. 7.2.1.3.4.a3.(1}): The word "writtan" should be
ingerxtad before "tzansZszr" in line 1., In evaluating
a facility, only the existence of 3 current written
decument is procf that such agrsements exist.

=.0. » BEAVER.WEST YIRGINIA 28318
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=. 7.2.1.3.8.a2.(1): The wczrd "wzli-
inserted beifozs "transfer" in 1i
ought teo raclace "sheuwld®" i
facility, only the existaznc
document 1Is proof that such a
agreementcs for head/spinal
not cpticnal for any designated
provide such care.

O
GOH L

[
o
L.}

e 5
a o
aments exist. mransfa
i=zg should bhe za2guirzed,
facility that dges nct

M

e

g, 7.2.1.B.6.2.{2): The word "writt=n" should bpe
insexztad befors "tCransfar" in lines 4. The wozrd "shall"
cught %o replace "should" in line 4. Same raascn as 3.
accve.

7. 7.2.1.8.1,: The ghrase "in trzuma cars shall be"
should f£ollow the werd "education® on lilne 1. Anv
facility that helds itself out to be a trauma centax
must be reguired to provide specific trauma edugaticn
£for it's statff.,

3. 7.2.1.5.1.a.,: 2heuld e changed Zzom "desizrzd/
recommended” fo "reguirad®". Therxese 1s no resxscno thac
ancililarxy and allied health perxscnnel should be
raguirad to have trauma aducatien and the physicians
net. Trauma is a surgical dissase best tra2atad by
skilled physicians. How can a physicizn staif at
anv designatad txauma csnter be considered to have
special competence in trauma care i1f speclfic trzuma
care education is net ragulred?

Thank yeu £or the oppertunity to comment on these
rules.




