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I n 2001, with the reestablishment of the
Trauma-EMS (emergency medical services)
Systems Program, the Health Resources &
Services Administration (HRSA) began to as-

sess state trauma systems across the country. In
August, HRSA released the results of its report, A
2002 National Assessment of State Trauma Sys-
tem Development, Emergency Medical Services Re-
sources, and Disaster Readiness for Mass Casualty
Events. This survey looked at each state’s trauma/
EMS program and infrastructure and its ability
to respond to injuries.

Background
In 1990, the Trauma Care Systems Planning and

Development Act was signed into law. This
groundbreaking legislation provided the frame-
work necessary to assist states in developing,
implementing, and monitoring statewide trauma
care systems. Eighty percent of the funds appro-
priated for the program are used for trauma care
system grants to individual states and U.S. terri-
tories. Additional funds are targeted to provide
grants to public and not-for-profit entities for con-
ducting research and demonstration projects on
methods for improving the availability and qual-
ity of EMS and trauma care in rural areas.

An annual amount of $4.8 million was appropri-
ated to the program for fiscal years (FYs) 1992,
1993, and 1994. Ironically, in 1995, the funding
was rescinded to pay for disaster relief legislation,
and the trauma-EMS program, then called the Di-
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vision of Trauma and Emergency Medical Services
(DTEMS), ceased to exist.

At the urging of the American College of Sur-
geons, Congress reestablished funding in 2001 at
$3 million, and DTEMS, now called the Trauma-
EMS Systems Program, was revived. The program
continued to secure funding of $3.5 million in FYs
2002 and 2003. Congress is currently debating the
FY 2004 Labor, Health & Human Services, and
Education Appropriations bill, which has once
again set funding for the program at $3.5 million.

To date, every state in the country has received
funding under the program for a number of pur-
poses, such as: establishing a state lead agency to
administer a trauma system; developing state and
regional trauma system plans; drafting state leg-
islation to permit the development of trauma sys-
tems and the designation of trauma centers; and
training EMS personnel in trauma assessment and
triage protocols. In addition, rural grants were
awarded to support studies on such subjects as:
preventable trauma mortality in rural areas; train-
ing and skill maintenance for rural emergency
medical services providers; and the impact of tri-
age, documentation, and transport protocols on
patient outcomes. Finally, special initiative grants
were awarded to address access impediments or
to assess emerging issues related to trauma and
EMS systems, including the development of 9-1-1
telephone systems in rural areas and enhancement
of the ability of EMS personnel to recognize vic-
tims of domestic violence for appropriate referral.
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Status
When the Trauma-EMS program was reestab-

lished in 2001, the first step was to determine the
status of state trauma systems across the country.
According to the Senate report that accompanied
the FY 2001 appropriations bill, the funds were
“…intended to improve the nation’s overall emer-
gency medical system, including the joint efforts
between HRSA and the National Highway Traf-
fic Safety Administration (NHTSA) to assess state
systems and recommend improvements to the cur-
rent system.”1 With the approval of the Office of
Management and Budget, and under the guidance
of the HRSA Trauma-EMS Systems Program and
the Office of Rural Health Policy, a national as-
sessment survey was developed. Additional orga-
nizations had input into the development of the
survey including NHTSA, the Maryland Institute
for Emergency Medical Services Systems, and the
Center for Injury Research and Policy at the Johns
Hopkins Bloomberg School of Public Health.

To complete the survey, states were required to
establish trauma-EMS stakeholders panels. These
councils included representatives from EMS and
hospital administrators, trauma nurses and sur-
geons, rural health officials, pediatric representa-
tives, public health officials, and citizen advocates.
Each state received approximately $40,000 to com-
plete the needs assessment survey and send the
results to HRSA.

For the trauma system development component
of the survey, two sources were used to generate
questions that could accurately determine a state’s
current trauma system status. First, in 1988, John
G. West, MD, FACS; Donald D. Trunkey, MD,
FACS; Charles C. Wolferth, Jr., MD, FACS; and
Michael J. Williams, MPA, published “Trauma Sys-
tems: Current Status—Future Challenges” in the
Journal of the American Medical Association. In
this article, the authors established eight “key cri-
teria” for a properly functioning trauma care sys-
tem. These questions were repeated in similar ar-
ticles in 1993 and 1998. Seven of the original cri-
teria were used in this new survey. Second, during
the 1993 reassessment of the criteria first identi-
fied by West and others, additional questions were
posed that were “designed to identify key struc-
tural and operational characteristics of function-
ing trauma centers and systems.”2 These questions
were added to the survey.

Survey results
The results of the survey indicate that states

continue to make progress toward organizing
successful trauma care systems, but, due to sig-
nificant financial shortfalls, the presence of key
trauma care system components continues to
vary across the country. “Survey results specific
to EMS resources suggest that Americans have
some degree of ready access to well-trained pre-
hospital emergency personnel…but 10 to 25
percent of the U.S. population do not have ac-
cess to basic emergency medical and communi-
cations services.”2

Because the survey was conducted after Sep-
tember 11, 2001, it provides many details regard-
ing a state’s ability to handle a mass-casualty
event. The findings conclude that although most
states have developed “disaster readiness plans,”
the programs and policies of these plans are in-
complete.3 Although communication systems
remain fragmented, it is important to note that
the survey questions were asked just a few
months after 9/11, and states have successfully
improved their systems for a mass-casualty event
since then.

Using seven of the original West criteria, the
survey posed the following questions to deter-
mine states’ trauma system development:

1. Does your organization have the legal au-
thority to formally designate and accredit hos-
pital trauma centers?

2. Does your organization or some other or-
ganization designate, verify, accredit, and cat-
egorize hospital trauma centers within your ser-
vice area?

3. What sources or guidelines were used as a
basis for the trauma center standards in your
service area?

4. Is an on-site hospital visit required to de-
termine a hospital’s initial compliance with
trauma center standards?

5. Were (or will) the number of trauma cen-
ters identified for your service area (be) limited
based on the results of a needs assessment?

6. What type of transport practice occurs in
your service area when a field assessment iden-
tifies a trauma patient with severe injuries that
threaten loss of life or limb?

7. Is a trauma registry present in your ser-
vice area?
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State assessment of West criteria
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8. Do you have a designated trauma advisory
committee that evaluates the performance of
trauma care delivery within your service area?

The table on page 15 provides an overview of
the responses to the survey, and the map on this
page ranks states’ ability to meet the West crite-
ria.3 A summary and discussion of the results fol-
lows.

• Legal authority to designate trauma centers.
A total of 38 states now have the legislative au-
thority to designate trauma centers. This is an in-
crease from the 19 states that had this authority
in 1988. Four additional states that “identify” hos-
pitals as ACS-designated trauma centers may be
added to this list, bringing the total to 42.

• Formal process for designating trauma cen-
ters. The number of states that have initiated a
formal process for trauma center designation has
increased dramatically. Since 1988, this number
has climbed from 19 to 34.

• Use of ACS standards for trauma center des-
ignation. The American College of Surgeons has
played an important role in developing the trauma
center designation process by creating the stan-
dards necessary to achieve Level I through IV sta-
tus. The number of states using some form of ACS
criteria has increased from 20 in 1988 to 34 cur-
rently. Nine states that do not have legislated
trauma systems recognize ACS standards and use
them for trauma center designation.

Ranking of states according to West criteria
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• On-site hospital verification of compliance
with trauma center standards. These visits are de-
signed to ensure that hospitals that have already
been formally designated as trauma centers main-
tain those high standards. This number has
dropped from 37 in 1988 to 36 today.

• Number of designated trauma centers limited
based on community need. The original 1988 West
study concluded that it was important for states
to limit the number of designated trauma centers
based on community need. The reasoning behind
this theory was to keep crucial resources and per-
sonnel at key hospitals to treat severe and com-
plex injuries. The number of states that limit the
number of designated trauma centers based on
community need has grown from five to eight since
1993.

• Prehospital triage criteria allowing for the
bypass of nondesignated hospitals. It is very im-
portant that emergency medical personnel be al-
lowed to bypass nondesignated centers to deliver
critically injured patients to the center that can
best treat their injuries. In 1993, 18 states had
implemented triage bypass protocols. The new
survey found that 25 states now have these pro-
tocols.

• Processes to monitor trauma system outcomes.
The establishment of a state trauma registry and
committee that monitors patient outcomes is con-
sidered an important component of any trauma
care system. These elements may provide valuable
information in determining a system’s strengths
and weaknesses. From 1993 to today, this number
has increased from 18 to 23, a small but impor-
tant improvement.

Other survey characteristics
In addition to the information discussed above,

the HRSA survey also looked at very detailed and
specific characteristics of selected trauma centers
as well as trauma systems. These characteristics
included the limitations of a hospital’s initial des-
ignation as a trauma center, hospital standards
specific to pediatric care, and burn referral cen-
ters. Characteristics discussed for trauma systems
were divided into three categories: prehospital cat-
egorization and triage, interhospital transfer ar-
rangements, and trauma registry submission in-
formation. To order a copy of this survey, go to
http://www.ask.hrsa.gov/detail.cfm?id=HRS00327.

What’s next?
The findings from this survey confirm that the

status of trauma care systems in this country have
improved dramatically over the last decade. But
great strides still need to be made to protect the
lives and limbs of trauma victims. Many of the suc-
cesses discussed in this article are largely due to
the passage and subsequent years of funding of
the Trauma Care Systems Planning and Develop-
ment Act.

When asked to identify the number one weak-
ness of its trauma systems, a lack of funding was
the overwhelming response from all states.3 Just
as illuminating is the fact that while the number
one weakness listed was financial, the number one
strength identified was system planning and op-
eration.

Action needed
Both federal and state policymakers need to rec-

ognize the importance of having a fully funded
trauma system that responds to both conventional
injuries and acts of unconventional terrorism.
Please visit the College’s Legislative Action Cen-
ter at http://capwiz.com/facs/home/ to encourage
your congressional delegation’s support for the
trauma care systems legislation.

For copies of A 2002 National Assessment of State
Trauma System Development, Emergency Medical
Services Resources, and Disaster Readiness for
Mass Casualty Events, please contact the HRSA
clearinghouse at www.ask.hrsa.gov, or call 1-888/
ask-hrsa (275-4772).
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