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EXECUTIVE SUMMARY 
Injury is the leading cause of death for Michigan residents between the ages of 1 to 49. Unintentional falls 
are the most frequent leading cause of injury-related hospitalizations with nearly five times the number of 
injuries over the next leading cause, which is motor vehicle crashes for all ages combined. National partners 
and stakeholders recognized that a regionalized, accountable and coordinated approach to care for the 
injured is an effective way to ensure positive outcomes for the injured and to implement prevention strategies 
to mitigate deaths from injury.   

Trauma systems have been in place throughout the country for many years.  The first system began in 
Maryland in 1973. The document Trauma System Agenda for the Future published in 2004 with the support of 
the National Highway Traffic Safety Administration described a trauma system as regionalized, making 
efficient use of health care resources.  Michigan was one of the last states in the county to fund and support a 
statewide trauma system. 

Once system support was provided for the Michigan trauma system in 2012, the components as described in 
statute and Administrative Rules were put into place including; the organizational structure, data registry and 
verification/designation process. In 2017, discussions began regarding the need to tactically address the 
growing trauma system in Michigan to sustain the efforts made to operationalize the system and to focus on 
the determined priority goals and objectives.  A survey was disseminated to partners which assisted in 
identifying a mission and vision as well as critical issues.  A facilitated townhall meeting was organized to 
discuss the survey results and to develop a mission, vision and identify priorities 

The Model Trauma System Planning document published by the Health Resources and Services Administration 
(HRSA) in 2006 remains the national guidance document for trauma system development and assessment.  This 
resource provided the foundation for this plan and the evaluation of the work done thus far.  Workgroups 
were formed to consider the critical components of the system discussed in the HRSA document, outline the 
barriers and opportunities and to draft goals and objectives for each component.   

The draft plan will be presented to the Statewide Trauma Advisory Subcommittee (STAC) in May 2019 and 
will be implemented after endorsement.  Progress on plan implementation will be presented to STAC annually. 
The plan will be published and posted at www.michigan.gov/traumasystem. Experience implementing the 
published goals, objectives and strategies will inform future strategic plans.  

 

  

http://www.michigan.gov/traumasystem
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Michigan Trauma System 
S T R AT E G I C  P L A N  2 0 1 8 - 2 0 2 3  

HISTORY AND BACKGROUND 
Trauma is defined as bodily injury from applied force. The trauma system as described in Administrative Rule 
325.127 Rule 3 (l) means a comprehensive and integrated arrangement of emergency services personnel, 
facilities, equipment, services, communications, medical control authorities and organizations necessary to 
provide trauma care to all patients within a geographic region. The system is designed to make efficient use 
of resources and provide seamless care for the injured across the continuum. 

The development of the trauma system began in 2000 
with the appointment of the Trauma Commission by the 
Governor. The findings of the Commission state “The 
evidence compiled from testimony at the public 
hearings; discussion with non-profit organizations such as 
the Michigan Trauma Coalition; information on other 
states trauma systems; as well as discussion among 
Commission members, reinforced the need for a 
statewide coordinated trauma care system.” 
Recommendations from the committee lead to legislation 
in 2004 (Public Act 580, 581, 582).  The Statewide 
Trauma System Administrative Rules were filed with the 
Secretary of State in October 2009.  The system 
operationalized when funding was made available in 
2011.The appropriation has sunset language effective 
2021. The organizational structure described in rules 
and based on the Emergency Preparedness regions 
were formalized with bylaws and workplans. Each 
Regional Trauma Network applied for and received 
recognition by Michigan Department of Health and 
Human Services. 

A process to verify and designate up to 128 acute care 
facilities was developed and is currently in the implementation phase.  

A statewide trauma registry was established, and data is collected quarterly from all participating facilities. 

Two advisory committees were established.  The Statewide Trauma Advisory Committee (STAC) provides 
expertise to the Bureau of EMS, Trauma and Preparedness on system issues and the Designation 
Subcommittee advises the Bureau on the verification and designation of trauma facilities. 

This work is supported by a mobilized and dedicated group of trauma content experts, injury prevention 
partners, the EMS system, Michigan Committee on Trauma, Michigan Trauma Coalition, the Bureau of EMS, 
Trauma and Preparedness, and others.  
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BURDEN OF INJURY 
Injury is the leading cause of death for Michigan residents between the ages of 1 to 49 years of age.1  Over 
all age groups, injury is the 5th leading cause of death in Michigan, preceded only by heart disease, cancer, 
chronic lower respiratory diseases and stroke.1  Injury may either be unintentional or intentional (violence-
related, including assault, homicide, and suicide) and can lead to death, disability and lifelong health 
consequences.  Unintentional injury can be defined as injuries that were unplanned or unpremeditated, where 
a harmful outcome was not sought.  As presented in Figure 1, unintentional falls are the most frequent leading 
cause of injury-related hospitalizations with nearly five times the number of injuries over the next leading 
cause, which is motor vehicle crashes for all ages combined.2  Unintentional injury accounts for the vast 
majority of injury-related hospitalizations, as displayed in Figure 1, and injury-related deaths.2  Regardless of 
intention, injury has emerged as a public health issue leading to significant morbidity and mortality in 
Michigan. 
 
Figure 1. 

 

                                                
1 Division for Vital Records and Health Statistics, Michigan Department of Health and Human Services 
2 Injury and Violence in Michigan. Michigan’s Core Violence and Injury Prevention Program Burden 
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Adapted from Injuries and violence: the facts. Geneva, WHO 2010. 
 

The injury pyramid in Figure 2 illustrates that fatal injuries 
represent only a small fraction of all injuries.  While deaths are 
the most devastating outcome of injuries, analyzing injury related 
hospitalizations and emergency room visits provides additional, 
valuable information.  Injury related fatalities are significant, but 
non-fatal injuries occur more frequently.  More than 58,000 
Michiganders were hospitalized for injuries between the years 
2006 and 2015. Michigan averages 6,196 injury-related deaths 
per year.2 
 

The financial consequences from injuries are substantial.  The CDC 
estimates that lifetime medical and work loss costs totaled more 
than $7.54 billion for injury deaths in Michigan in 2014.3  Figure 
3 displays the injury death related costs in Michigan compared to 
other nearby states in the Midwest.  The cost totals in Figure 3 do not include other costs such as the impact on 
quality of life. 

 
Figure 3. 

Costs of Fatal Injuries in 2014 
State Number of Dealths Death Rate (per 

100,000) 
Fatal Injury Related 

Costs 
Minnesota 3,226 54.3 $3.04B 
Wisconsin 4,032 64.2 $3.93B 
Indiana 4,462 66.5 $5.24B 

Michigan 6,652 63.8 $7.54B 
Illinois 6,983 52 $8.29B 
Ohio 8,366 69.4 $9.37B 

Source: www.cdc.gov/injury/wisqars/cost/state_costs 

 

 

 

 

 

 

 

                                                
3 Luo F, Florence C. State-Level Lifetime Medical and Work-Loss Costs of Fatal Injuries — United States, 2014. MMWR Morb Mortal Wkly 
Rep 2017;66:1–11. DOI: http://dx.doi.org/10.15585/mmwr.mm6601a1. 

Figure 2. 
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STRATEGIC PLANNING PROCESS 
Once the trauma system was implemented, planning next steps and determining future priorities to sustain 
gains made and direct efforts was needed. In 2017, a strategic planning townhall meeting was held and 
attended by 48 partners and stakeholders. Informing the discussion was: the Michigan Emergency Medical 
Services Plan 2015-2016, the 2017 State of Michigan Reassessment of Emergency Medical Services  by the 
National Highway Traffic Safety Administration, the Regional Trauma Systems: Optimal Elements, Integration, 
and Assessment System Consultation Guide by the Committee on Trauma American College of Surgeons and 
the results of a survey that was disseminated to gather information about strategic issues, priority system 
components and opportunities. At the townhall meeting, the group developed mission and vision statements as 
well as priority goals. Workgroup discussions centered around: Leadership and Human Resources; Injury 
Prevention and Public Education; Communication; Trauma Education; Infrastructure; Continuum of Care; 
Surveillance and Data Collection; System Evaluation; and Finance. With resources focused on facility program 
development, the discussions initiated at the townhall were tabled until 2018 when strategic planning 
resumed.  In August 2018, strategic planning continued with a review by STAC and the Bureau of EMS, 
Trauma and Preparedness (BETP) of the Benchmarks and Indicators and Scoring (BIS) from the Health 
Resources and Services Administration (HRSA) Model Trauma System Planning and Evaluation.1 The BIS were 
used to measure progress, consider barriers, craft strategies and prioritize goals and objectives. After the 
review was completed, workgroups were formed that included many of the participants who had attended 
the townhall.  In order make the most efficient use of resources, the discussions were aligned with 
recommendations from the American College of Surgeons document, Regional Trauma Systems: Optimal 
Elements, Integration, and Assessment as well as the BIS. Benchmarks and Indicators that did not need further 
consideration were not included in the plan. The workgroups completed their discussions in March of 2019. 

Workgroup 1-Administrative (Leadership-Infrastructure-Finance) 

Workgroup 2-Operational and Clinical 

Workgroup 3-Data Collection 

Workgroup 4-System Assessment & Evaluation 

Workgroup 5-Trauma Education & Injury Prevention 

Mission 
Achieving optimal patient outcomes through an integrated, coordinated, statewide trauma system of quality 
care, education and injury prevention. 

Vision 
An effective statewide system of coordinated and standardized evidenced-based trauma care that is patient 
centered and outcome focused.   

• The integrated system spans the entire continuum of care from injury prevention to post-acute care. 
• The system is accountable, highly effective, and widely recognized as a model for time sensitive 

trauma care. 
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PRIORITY BENCHMARKS AND OBJECTIVES 
 

Workgroup 
 

Benchmark 
 

Objective 
 

A D M I N I S T R AT I V E  

 

HRSA Benchmark 105: The system 
assesses and monitors its value to its 
constituents in terms of cost-benefit 
analysis and societal investment. 

By September 30, 2020, develop a 
messaging/media campaign for the 
trauma system that resonates with the 
intended spectrum of constituents as 
evidenced by print, social media, and 
other communication modalities.   

 
A D M I N I S T R AT I V E  
 

HRSA Benchmark 204: Sufficient 
resources, including those both 
financial and infrastructure related, 
support system planning, 
implementation, and maintenance. 

 

By September 30, 2023, establish a 
stable funding source for the trauma 
system that is aligned with the trauma 
system strategic plan and priorities. 
 

O P E R AT I O N S   
 

HRSA Benchmark 302: The trauma 
system is supported by an EMS system 
that includes communications, medical 
oversight, prehospital triage and 
transportation; the trauma system, ems 
system, and public health agency are 
well integrated. 

 

By December 31, 2022, the Regional 
Trauma Networks will put into place 
plans, policies, tools and tracking 
methods for patient transfers to 
ensure trauma patients are moved 
appropriately and expeditiously. 
 

I N J U RY  
P R E V E N T I O N  
 

HRSA Benchmark 203: The State 
lead agency has a comprehensive 
written trauma system plan based on 
national guidelines.  The plan 
integrates the trauma system with 
EMS, public health, emergency 
preparedness, and incident 
management.  The written trauma 
plan is developed in collaboration 
with community partners and 
stakeholders. 

 

By January 31, 2021, the STAC 
establishes a multidisciplinary and 
multi-agency subcommittee writing 
group to write an Injury Prevention 
(IP) Plan with a comprehensive public 
health focus that is specific for the 
state of Michigan.  
 

S Y S T E M  
A S S E S S M E N T  
 

HRSA Benchmark 103: A resource 
assessment for the trauma system has 
been completed and is regularly 
updated. 

 

By December 31, 2020, implement a 
STAC approved regional Inventory 
assessment tool that collects system 
metrics including those described in 
Administrative Rules as evidenced by 
assessment findings reported to the 
RPSRO biannually.  Implement 
strategies to address gaps and report 
outcomes and progress in annual 
regional report. 

 



Page 9 

ADMINISTRATIVE 
Leadership/Human Resources/Statute/Infrastructure/Finance 
Policy development is an essential Public Health Core Function.  Trauma system components include trauma 
advisory committees; legislation and regulations; system leadership; coalition and partnership building; system 
integration; and financing. 

HRSA Benchmark 105: The system assesses and monitors its value to its constituents in terms of cost-benefit 
analysis and societal investment. 

• HRSA Indicator 105.3 - An assessment of the needs of the media concerning trauma system 
information has been conducted.   

• HRSA Indicator 105.4 - An assessment of the needs of public officials concerning trauma system 
information has been conducted.   

• HRSA Indicator 105.5 - An assessment of the needs of the public concerning trauma system 
information has been conducted.   

• HRSA Indicator 105.7 - An assessment of the needs of the general medical community, including 
physicians, nurses, pre-hospital care providers, and others, concerning trauma system information, has 
been conducted.   

• Priority Goal from Strategic Planning 2017 - Assure administrators at hospitals understand the 
trauma system and their role in it. 

Barriers: 

• Lack of existing data to establish cost-benefit of, and societal investment in, the trauma system.   
• Public sector leadership may lack education on current state of the trauma system.   
• Persons who fill leadership roles are constantly changing resulting in need for message repetition.   
• Message needs may differ from the local to regional to state leadership.  

Opportunity: 

• An opportunity to develop a clear, concise, consistent communication about the Michigan Trauma 
System. 

Goal:  

• There is structure, leadership and resources to support a regionalized, coordinated and accountable 
system of care for the injured or potentially injured in Michigan. 

Objectives: 

• By September 30, 2020, develop a messaging/media campaign for the trauma system that resonates 
with the intended spectrum of constituents as evidenced by print, social media, and other 
communication modalities.   

• By September 30, 2022, measure campaign as evidenced by exposure, engagement, influence, and 
report results to STAC.   
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HRSA Benchmark 204: Sufficient resources, including those both financial and infrastructure related, support 
system planning, implementation, and maintenance. 

• HRSA Indicator 204.2 - Financial resources exist that support the planning, implementation, and 
ongoing management of the administrative and clinical care components of the trauma system.   

• HRSA Indicator 204.4 - Operational budgets (system administration and operations, facilities  
administration and operation, and EMS administration and operations) are aligned with the trauma 
system plan and priorities. Examples: Full-Time Equivalents (FTE’S) per population to support the 
infrastructure; costs to improve the communication system.  

• Priority Goal from Strategic Planning 2017 - Consistent, equitable, sustainable, unassailable funding 
that demonstrates value/substance and supports on-going development. 
 

Barriers: 

• Lack of stable funding for the trauma system at the local, regional, state and national level. 
• Federal and state funds are restricted and only allocated for specific projects which makes spending 

the funds more difficult. 

Opportunity: 

• Leverage community partners in the efforts to secure stable funding for the trauma system.  

 Goal:  

• Establish and maintain funding. 

Objectives: 

• By September 30, 2021, a stable funding source for the trauma system will be identified as 
evidenced, at minimum, by the elimination of the sunset language.  

• By September 30, 2023, establish a stable funding source for the trauma system that is aligned with 
the trauma system strategic plan and priorities. 

• By September 30, 2023, data will be available that demonstrates trauma system impact on the 
injured. 
 

HRSA Benchmark 207: The lead agency informs and educates state, regional, and local constituencies and 
policy makers to foster collaboration and cooperation for system enhancement and injury control. 

• HRSA Indicator: 207.2 - The trauma system leaders (lead agency, advisory committees, and others) 
informs and educates constituencies and policy makers through community development activities, 
targeted media messaging, and active collaborations aimed at injury prevention and trauma system 
development.   

• HRSA Indicator: 207.3 - Trauma system leaders (lead agency; trauma specific statewide 
multidisciplinary, multi-agency advisory committees; and others) mobilize community partners in 
identifying the injury problem throughout the State and in building coalitions of personnel to design 
systems that can reduce the burden of injury.  

Barriers: 

• Data dependent.   
• No established communication link with local constituencies and policy makers at present.   
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Opportunities: 

• Identify risk factors and related interventions to prevent injuries.   
• Partner with community health.   
• Conduct population-based injury prevention.   
• Provide opportunity for trauma system to emphasize the prevention of injuries.   

Goals:  

• Reduction of death and disability caused by trauma.  
• High Priority for 2020 -2023. 

Objectives: 

• By September 30, 2023, trauma system leadership and stakeholders will be engaged in statewide 
collaborative initiatives that address evidenced based injury prevention that incorporate existing 
partnerships and capitalize on established gains as evidence by statistical improvement in injury rates 
in identified population.   

• By September 30, 2023, using data, regional injury prevention experience, and partnerships, 
develop a plan for a system that addresses the burden of injury that includes future planning, as 
evidenced by a draft plan presented to STAC in 2024.   
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OPERATIONS AND CLINICAL 
Emergency Preparedness/Prehospital Care/Communication 
System/Competent Workforce 

Assurance is an essential Public Health Core Function.  Trauma system components include ensuring constituents 
that services necessary to achieve agreed upon goals are provided by encouraging the actions of others 
(public and private); requiring action through regulations; and providing services directly.   

HRSA Benchmark 208: The trauma, public health and emergency preparedness systems are closely linked. 

• HRSA Indicator 208.2 - The incident management and trauma systems have formal established 
linkages for system integration and operational management.  

Barriers: 

• Lack of familiarity with state preparedness plan as it relates to mass casualty incidents and patient 
surge planning.  The plan was developed prior to the existence of the trauma system therefore gaps 
in communication exist. 

• There is limited trauma representation at state level preparedness meetings. 

Opportunity: 

• Provide ongoing, clear communication regarding regional preparedness planning at regional trauma 
meetings. 

Goal: 

• Develop a policy for incident management and trauma system linkage. 

Objective: 

• By December 31, 2023, trauma leadership and regional trauma partners will be integrated in 
preparedness planning at the local, regional and state level.  As evidenced by meeting attendance, 
participation in exercises and communications. 

HRSA Benchmark 302: The trauma system is supported by an EMS system that includes communications, 
medical oversight, prehospital triage and transportation; the trauma system, ems system, and public health 
agency are well integrated. 

• HRSA Indicator 302.2 - There is a clearly defined, cooperative, and ongoing relationship between 
the trauma specialty physician leaders (e.g., trauma medical director within each trauma center) and 
the EMS system medical director.  

• HRSA Indicator 302.5 - The retrospective medical oversight of the EMS system for trauma triage, 
communications, treatment, and transport is closely coordinated with the established performance 
improvement processes of the trauma system.  

• HRSA Indicator 302.6 - There are mandatory system-wide prehospital triage criteria to ensure that 
trauma patients are transported to an appropriate facility based on their injuries. These triage 
criteria are regularly evaluated and updated to ensure acceptable and system-defined rates of 
sensitivity and specificity for appropriately identifying the major trauma patient.  
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Barriers: 

• EMS Administrative Rules do not require initial input on trauma protocols from trauma content experts. 
• The relationships between hospital Trauma Medical Directors (TMD) and Medical Control Authority 

(MCA) Medical Directors are variable.  There are inconsistencies in the MCA’s operations and staffing 
levels.   

• There are no written responsibilities in the TMD job description for activities outside the hospital, such 
as local, regional, and state meetings or EMS activities.  Hospitals may not provide funded hours for 
these activities. 

• Advanced Life Support Services are not as prevalent in rural areas which can lead to level IV trauma 
facilities receiving high acuity patients with limited interventions prior to arrival. 

• There is not a uniform, routine evaluation of the Adult and Pediatric Trauma Triage protocol 
implementation.  

• Monitoring adherence to destination protocols is in its infancy. 
• Linkage between Michigan EMS Information System (Mi-EMSIS) and the state trauma registry is 

inconsistent. 
• Linking patient information through the care continuum is limited. 

Opportunities: 

• Create opportunities for EMS and trauma leadership to discuss and develop clearly defined 
cooperative, ongoing relationships. 

• Provide an opportunity for all interested trauma program staff to interact and establish connections 
with prehospital providers. 

• Support uniform methods of identifying trauma incidents in MI-EMSIS to support system and care 
evaluation. 

Goals: 

• Develop a formal written procedure delineating the responsibilities of the TMD in each trauma facility 
and the MCA Medical Director regarding the roles, responsibilities and methods of working together. 

• Ensure there is a performance improvement process that: retrospectively reviews medical oversight of 
trauma triage, communication, treatment and transport, probabilistically links Mi-EMSIS and trauma 
registry data, a formal method to monitor, track and trend patient transfers in the system, develops a 
standardized practice to identify and review deviations in protocols, guidelines, and care. 

Objectives: 

• By December 31, 2022, the data in Mi-EMSIS and the state trauma registry will be probabilistically 
linked, and trauma transfers will be monitored.  

• By December 31, 2023, there will be an established process where the trauma content experts will 
provide their expertise related to EMS trauma protocols. 

• By December 31, 2023, a STAC member will be invited to participate on the Quality Assurance Task 
Force (QATF) when trauma protocols are on the agenda as evidenced by agenda and minutes.  

• By December 31, 2023, the QATF will develop a process to review adherence to Adult and Pediatric 
Trauma Triage protocols. 
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HRSA Benchmark 303: Acute care facilities are integrated into a resource-efficient, inclusive network that 
meets required standards and that provides optimal care for all injured patients.  

• HRSA Indicator 303.4 - When injured patients arrive at a medical facility that cannot provide the 
appropriate level of definitive care, there is an organized and regularly monitored system to ensure 
the patients are expeditiously transferred to the appropriate, system defined trauma facility. 

Barriers: 

• Information about patient movement in and through the regions including emergency department 
dwell times, level of transport, and transport times have not been formally reported to the Regional 
Professional Standards Review Organization (RPSRO). 

• Prehospital transport can be impacted by available resources, call volumes, and transport distances. 
Critical care transport resources are not universally available in the state. 

• There is no uniform method to collect multiple transfer information. 
• State required data set (National Trauma Data Set) limits the collection of some system metrics. 

Opportunity: 

• Explore issues and challenges related to patient transfers including transfer guidelines and 
procedures, lack or limited monitoring of ED dwell times and failure to report trends to the RPSRO. 

Goal: 

• Develop systems and procedures for monitoring interfacility transfers. 

Objective: 

• By December 31, 2022, the Regional Trauma Networks will put into place plans, policies, tools and 
tracking methods for patient transfers to ensure trauma patients are moved appropriately and 
expeditiously. 
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TRAUMA EDUCATION AND INJURY PREVENTION 
Assessment/Injury Epidemiology/Outreach and Prevention 

Assessment is an essential Public Health Core Function. Assessment is described as regular systematic collection, 
assembly, analysis and dissemination of information on the health of the community.  Trauma systems must 
develop prevention strategies that help control injury as part of an integrated, coordinated and inclusive 
trauma system. 

HRSA Benchmark 203: The State lead agency has a comprehensive written trauma system plan based on 
national guidelines.  The plan integrates the trauma system with EMS, public health, emergency preparedness, 
and incident management.  The written trauma plan is developed in collaboration with community partners 
and stakeholders. 

• HRSA Indicator 203.5 - A written injury prevention and control plan is developed and coordinated 
with other agencies and community health programs.  The injury program is data driven, and targeted 
programs are developed based on high injury risks areas.  Specific goals with measurable objectives 
are incorporated into the injury plan. 

Barriers: 

• An injury prevention plan requires the input and participation of a multitude of disparate groups, 
partners and stakeholders. Anticipated are the challenges inherent in gaining consensus and final 
actionable coordinated plan among both internal and external stakeholders. 

• Challenges regarding actionable data include: the broad range of data sources may be a significant 
resource however the resources required to collect, analyze, and make the data usable are 
significant, data is collected by many sources that are independent of each other, staff turnover 
continue to impact data collection.  

• Injury prevention plan development and data collection is predicated on the commitment of partners 
and stakeholders with other responsibilities. 

• Communication process or pathway in bringing groups utilizing different data sources together.  

Opportunities: 

• Engaged, committed partners and stakeholders in state trauma programs. 
• Partnerships with Michigan Department of Health and Human Services (MDHHS) Chronic Disease Injury 

Prevention and Epidemiology who have years of experience with injury prevention initiatives and 
surveillance for injury. 

• Commitment from local and national stakeholders such as American College of Surgeons, Safe Kids 
Coalition, CDC, Office of Highway Safety and Planning etc. for resource allocation for injury 
prevention.  

Goal: 

• Develop a written plan for injury prevention based on actionable data that reflects national 
guidelines and includes community partners and stakeholders. 

Objectives:  

• By January 31, 2021, the STAC establishes a multidisciplinary and multi-agency subcommittee writing 
group to write an Injury Prevention (IP) Plan with a comprehensive public health focus that is specific 
for the state of Michigan.  
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• By June 30, 2021, draft a comprehensive IP Plan with goals and time-specific, measurable objectives 
that are linked to the trauma system plan for trauma education and IP in the State of Michigan.  The 
plan will also recommend specific IP activities for each level of hospital trauma designation.  

• By December 31, 2023, a final plan is adopted by the STAC. 

HRSA Benchmark 205: Collected data are used to evaluate system performance and to develop public 
policy. 

• HRSA Indicator 205.4 - Injury prevention programs use trauma management information system (MIS) 
data to develop intervention strategies. 

• HRSA Indicator 205.5- Education for trauma system participants is developed based on a review and 
evaluation of trauma MIS data. 

Objectives: 

• By January 31, 2020, compile a comprehensive list of local, state, and national 
injury/violence/epidemiology data sources containing data specific to the state of Michigan. 

• By June 30, 2020, request and obtain injury/violence/epidemiology data reports from the identified 
data sources to compile a comprehensive view of injuries in Michigan.   

• By September 30, 2020, request and obtain a lis�ng of all IP programs occurring throughout 
Michigan. 

• By June 30, 2021, publish a comprehensive overview summary of injuries in Michigan, and make 
recommendations on priority areas, topics, and populations to assist in planning future interventions 
and services.   

• By December 31, 2021, prepare a report outlining the evidence-based strength and geographical 
mapping of injury and violence prevention interventions/programs currently being implemented in 
Michigan.  

• By December 31, 2021, conduct a statewide needs assessment to determine the current of level 
professional trauma education (i.e., this includes Physicians, Nursing, PAs, NPs, EMS, and others) using 
experience from the previously conducted assessment.  

• By May 31, 2022, compare the results of the trauma education needs assessment to the pre-
Administrative Rules survey completed in 2016 to evaluate progress and/or changes in trauma 
education needs. 

• By October 31, 2022, publish recommendations for prehospital, nursing, physician and allied health 
personnel for initial and ongoing trauma and IP training.  The professional trauma education needs 
assessment and trauma MIS data will be used to develop these guidelines. 

HRSA Benchmark 207: The lead agency informs and educates state, regional, and local constituencies and 
policy makers to foster collaboration and cooperation for system enhancement and injury control.  

• HRSA Indicator 207.4 - A trauma system public information and education plan exists that heightens 
public awareness of trauma as a disease, the need for a trauma care system and the prevention of 
injury. 

Objectives: 
• By March 31, 2020, develop an internet based public education system with hyperlinks and resources 

which could be accessed from the michigan.gov/trauma website. 
a. Build a resource page with hyperlinks to websites that support the identified priorities for IP 

and education in the state of Michigan, such as:  
i. Center for Disease Control (CDC) 
ii. Michigan Trauma Coalition (MTC) 
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iii. American Trauma Society (ATS) 
iv. Older Adult Falls and Safe Driving:  Office of Service to the Aging (OSA); Area 

Agencies on Aging; Senior Neighbors; Safe Drivers, Safe Options; etc. 
v. Society of Trauma Nurses (STN) 
vi. Other resource hyperlinks added as priorities are established. 
vii. Prevention tips for the top 3 identified injuries from the state trauma registry.   

• By March 31, 2021, the Regional Trauma Networks with the assistance of the MDHHS Trauma Section 
will promote regional evidenced based primary injury prevention activities and projects. 

a. The RTNs or its designated committee will review the injury/epidemiology data reports 
obtained from the state annually to identify the top injury causes in their region. 

b. The RTNs will work with other local agencies (e.g., local health departments, health care 
delivery systems such as health clinics and physician offices, senior centers, schools, etc.) to 
identify a regional strategy for injury prevention education and/or interventions needed to 
mitigate the incidence of top injuries. 

c. Allocate funds (if available) based on identified injury prevention needs through a grant 
process that includes an evaluation component. 

• By May 31, 2021, promote evidenced based primary injury prevention activities and projects 
regionally by development of a first annual regional community event initiative to correlate with 
trauma awareness month [May].   

a. Develop media release to recognize trauma awareness month and distribute trauma 
awareness materials. 

b. Identify topics and talking points to increase public awareness that trauma is a preventable 
disease. 

c. Level 1 and 2 trauma centers within each region will provide support for level 3 and 4 centers 
with development of community events.  
 

HRSA Benchmark 301: The trauma management information system (MIS) is used to facilitate ongoing 
assessment and assurance of system performance and outcomes and provides a basis for continuously 
improving the trauma system including cost benefit analysis. 

• HRSA Indicator 301.4 - The lead agency has available for use the latest in computer/technology 
advances and analytical tools for monitoring injury prevention and control components of the trauma 
system.  There is reporting o the outcome of implemented strategies for injury prevention and control 
programs within the trauma system. 

Objectives: 
• By August 31, 2020, develop a plan for ongoing surveillance of injury epidemiology data reports 

and capturing of trends.  These reports will be distributed to the STAC and Regional Trauma 
Networks.   

• By June 30, 2021, each Regional Trauma Advisory Council (RTAC) Injury Prevention subcommittee 
(through the Regional Trauma Coordinator), will report on which injury prevention programs have 
been implemented based on specific injury data obtained from monitoring tools. 

• By June 30, 2021, each RTAC will report on injury prevention outcome data for at least one 
implemented program. 
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DATA COLLECTION 
Trauma Management Information System/System Performance 
The trauma management information system should be designed to provide system-wide data that allow and 
facilitate evaluation of the structure, process and outcomes of the entire system: all phases of care; and their 
interactions.  

HRSA Benchmark 102: There is an established trauma management information system (MIS) for ongoing 
injury surveillance and system performance assessment 

• HRSA Indicator 102.5 - There is an established method of collecting trauma financial data form all 
health care facilities and trauma agencies including patient charges as administrative and system 
costs. 

Barriers: 

• Cost information is not required data. 
• This type of data collection would be burdensome and not easily shared. 

Opportunities: 

• National data could be used to describe cost of injury. 
• Some data can be interpolated to describe costs of injured. 
• Academic research may provide an opportunity to describe cost of injury and trauma care. 
• Cost data can describe the benefits of implementing a trauma system that improves outcomes and 

productive life saved. 

HRSA Benchmark 205: Collected data are used to evaluate system performance and to develop public 
policy. 

• HRSA Indicator 205.1 - Collected data are used for strategic and budgetary planning 
• HRSA Indicator 205.2 - Collected data from a variety of sources are used to review the 

appropriateness of trauma system policies and procedures. 
 
HRSA Benchmark 206: Trauma system leaders, including a trauma specific statewide multidisciplinary, multi-
agency advisory committee regularly review system performance reports. 
 

• HRSA Indicator 206.1 - Trauma data reports are generated by the trauma system no less than once 
per year and are disseminated to trauma system leaders and stakeholders to evaluate and improve 
system performance and effectiveness. 

Barriers: 

• Limited data set (Administrative Rules require National Trauma Data Set). 
• Elements not defined in data dictionary will create inconsistencies. 
• Turnover in roles of registrar, data abstractor, epidemiologist. 
• Training needs are ongoing. 
• Registry software not intuitive. 
• EMS data collection is not seamless. 
• Data across care continuum is not linked. 
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Opportunities: 

• Active participation in state trauma registry. 
• Michigan Trauma Quality Improvement Program partnership. 
• Engaged trauma registrars and mentoring opportunities. 
• Training and education ongoing. 
• Consider best practices from other states using the same software. 
• Consider collecting additional data elements with input from advisory bodies. 

Goal: 

• Ongoing collection of actionable data to drive system development, performance improvement, 
system evaluation. 

Objectives: 

• By December 31, 2020, institute yearly registrar training that includes an ImageTrend® specific 
module, dictionary, report writing, etc.  Record training and have available via website. 

• By December 31, 2020, engage in ongoing discussions with software vendor for options that best 
address identified needs. 

• By December 31, 2021, develop a Michigan Data Dictionary from within the National Trauma Data 
Bank that provides more in-depth information to address inconsistencies. 

• By December 31, 2022, implement a process to address data validity at the facility and state level. 
• By December 31, 2022 refine description of the role of a trauma registrar.  
• By December 31, 2023 consider resources or support needed for state trauma registry including 

staffing needs. 
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SYSTEM ASSESSMENT & EVALUATION 
Assessment/Trauma Management Information System/Research/ 
Performance Improvement/Quality Assurance 
Key aspects of system-wide effectiveness include the outcomes of population-based injury prevention 
initiatives; access to care as well as the availability of services; quality of services provided within the trauma 
care continuum for injury epidemiology; resource assessments; prehospital and acute care management 
phases thorough rehabilitation; community reintegration; and financial impact or cost. 

HRSA Benchmark 101: There is a thorough description of the epidemiology of injury in the system jurisdiction 
using both population-based data and clinical database. 

• HRSA Indicator 101.4 - Collaboration exists between EMS, public health officials, and trauma system 
leaders to complete injury risk assessments.   

• HRSA Indicator 101.6 - The trauma system works with EMS and the public health system to complete 
a jurisdiction-wide study of the determinants of injury using existing data sources and public health 
tools.   

Barriers: 

• State trauma registry is continuing to receive incidents and data; however, completeness and validity 
have not been fully established. 

• Population based injury data has not been fully realized. 

Opportunities: 

• There are many entities collecting elements of injury and injury surveillance in Michigan. 
• Potential partnerships can be further explored. 
• Trauma registry adds a more specificity to data on injury, patient outcomes, and productive life lost. 

Goal:  

• Using existing surveillance data, monitor and trend injury to inform initiatives, publish reports, FACT 
sheets, drive patient care, performance improvement and system evaluation. 

Objectives: 

• By December 31, 2020, track and report on injury data from the state trauma registry including age, 
gender, top mechanism of injury, ISS, and mortality as evidenced by state and regional reports. 

• By December 31, 2022, use existing data sources to describe the burden of bodily injury by the 
application of force in Michigan to inform 2024 strategic plan and injury prevention initiatives. 

• By December 31, 2023 collaborate with injury prevention partners and stakeholders on injury 
surveillance and reporting as evidenced by fact sheets, web links, participation in meetings, and 
projects as needed. 
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HRSA Benchmark 103: A resource assessment for the trauma system has been completed and is regularly 
updated. 

• HRSA Indicator 103.1 - The trauma system has completed a comprehensive system status inventory 
that identifies the availability and distribution of current capabilities and resources.   

• HRSA Indicator 103.2 – The trauma system has completed a gap analysis based on the inventories of 
internal and external system status as well as system resource standards.      

• HRSA Indicator 103.3 – There has been an initial assessment (and periodic reassessment) of overall 
system effectiveness.  

• HRSA Indicator 103.4 - The trauma system has undergone a jurisdiction wide external independent 
analysis.   
 

Barriers: 

• Resource assessment was conducted in 2015 in the initial phase of system development. 
• Incomplete information regarding system components limits the Regional Professional Standards 

Review Organizations ability to fully assess local system function and conduct a gap analysis. 

Opportunities: 

• National Highway Traffic Safety Administration conducted a Reassessment of Michigan’s EMS and 
Trauma System in 2017. 

• Partners and stakeholders are engaged and committed to system evaluation and appreciate the 
critical importance of measuring capacity with regular participation in system status inventory. 

• Regional Professional Standards Review Organizations are organized in each region, prepared to 
address system inventory results and address identified gaps. 

Goal:  

• Develop and conduct a STAC approved comprehensive system inventory in each region that informs 
the Regional Trauma Networks on system functioning. 

Objective: 

• By December 31, 2020, implement a STAC approved regional Inventory assessment tool that collects 
system metrics including those described in Administrative Rules as evidenced by assessment findings 
reported to the RPSRO biannually.  Implement strategies to address gaps and report outcomes and 
progress in annual regional report. 

HRSA Benchmark 104: An assessment of the trauma system’s emergency preparedness has been completed 
including coordination with the public health, EMS system, and the emergency management agency.    

• HRSA Indicator 104.1 - There is a resource assessment of the trauma system’s ability to expand its 
capacity to respond to mass casualty incidents (MCIs) in an all-hazards approach.   

• HRSA Indicator 104.2 – There has been a consultation by external experts to assist in identifying 
current status and needs of the trauma system to be able to respond to mass casualty incidents.   

• HRSA Indicator 104.3 – The trauma system has completed a gap analysis based on the resource 
assessment for trauma emergency preparedness.   
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HRSA Benchmark 204: Sufficient resources, including those both financial and infrastructure related, support 
system planning, implementation, and maintenance.   

• HRSA Indicator 204.5 - The trauma system plan includes identification of additional resources (both 
manpower and equipment) necessary to respond to mass casualty incidents.   
 

Barriers: 

• The Michigan trauma system was operationalized 19 years after the preparedness program was 
established in the state. 

• The role of trauma facilities in mass casualty events has not been highlighted in exercises as much as 
other events. 

• Silos still exist between stakeholders who are involved in trauma related mass casualty events. 

Opportunities: 

• Trauma stakeholders understand and are committed to contributing to the discussion and planning 
around mass casualty events. 

• Recent national and worldwide experience has provided an opportunity to capitalize on best 
practices that can and must be shared. 

• A fully operationalized trauma system is critical to positive patient outcomes in a mass casualty events. 

Goal: 

• Assess and address identified gaps in trauma emergency preparedness. 

Objective: 

• By September 30, 2021, support collaboration with preparedness partners and stakeholders as 
evidenced by sharing expertise at meetings, planning events, website links, education and training. 
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EVALUATION 
The STAC approved strategic plan implementation is ongoing.  Progress on the objectives and strategies, will be 
reported annually to STAC and elements specific to the Regional Trauma Networks will be reported to the 
responsible parties as described in the plan.   

Data will be collected on the implementation process and impact of the strategic plan and reported on in the 
annual report to STAC.   

The final report in 2023 will be used to inform the next strategic plan including best practices, lessons learned, and 
barriers identified.  Resource limits and a potentially narrowly defined registry data set may impact the ambitious 
plan set forth in the document.   
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APPENDIX A 
 STATE TRAUMA ADVISORY COMMITTEE MEMBERSHIP, 

DESIGNATION SUBCOMMITTEE MEMBERSHIP & 
STRATEGIC PLANNING TOWNHALL PARTICIPANTS 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

STATEWIDE TRAUMA ADVISORY SUBCOMMITTEE MEMBERS 
January 2018 

 
 
 

Name                                                                                  Position                                                                      Term 
 
Jeff Boyd             Life Support Agency Manager                        1-2020 
Livingston County EMS    who is a member of the 
3950 W. Grand River                                                          Emergency Medical Services Coordination Committee  
Howell, MI  48855                                                               (EMSCC)                       
Phone:  517-546-6220                                                       
jboyd@co.livingston.mi.us  
 
Robert Domeier, MD                                       MCA Medical Director, Non-rural County                                    1-2020 
Washtenaw/Livingston MCA            
P.O. Box 130448 
Ann Arbor, MI  48114 
Phone: 734-604-6532 
rdomeier@epmg.com 
 
Gaby Iskander, MD                Trauma Surgeon/Trauma Medical Director                          1-2020 
Spectrum Health 
100 Michigan St NE  
Grand Rapids, MI 49503 
Phone: 616-391-3996 
gaby.iskander@spectrumhealth.org 
 
Dawn Rudgers, RN                  Hospital Administrator NOT designated as a                             1-2020 
Hills and Dales General Hospital                 Level I or Level II trauma center by the 
4675 Hill St.                    American College of Surgeons Committee on 
Cass City, MI 48726                  Trauma                   
Phone:  989-912-6564 
drudgers@hillsanddales.com 
 
Beth Fasbinder, BSN, RN                                                Trauma Nurse Coordinator                                                                1-2020 
Henry Ford Hospital 
2799 West Grand Blvd 
Detroit, MI 48202 
Phone: 313-916-7051 
bfasbin1@hfhs.org 
 
Jill Jean, RHIT     Trauma Registrar            1-2020 
St. John Providence Park Hospital 
47601 Grand River Ave. 
Novi, MI  48374 
Phone: 248-465-5354 
jill.jean@ascension.org 
 
 
 

mailto:jboyd@co.livingston.mi.us
mailto:rdomeier@epmg.com
mailto:John.fath@oakwood.org
mailto:drudgers@hillsanddales.com
mailto:bfasbin1@hfhs.org
mailto:dkrajkowski@chs-mi.com


 
 
 

 
Name                                                                                  Position                                                                      Term 
 
Howard Klausner, MD    Emergency Physician                                                      1-2020 
Henry Ford Health System 
2799 W Grand Blvd., CFP 266 
Detroit, MI  48202 
Phone: 248-469-3159 
hklausn1@hfhs.org 
 
Joshua Mastenbrook, MD    MCA Medical Director, Rural County                                              1-2020 
Western Michigan University School of Medicine 
1000 Oakland Dr. 
Kalamazoo, MI  49008 
Phone: 269-337-6600 
joshua.mastenbrook@med.wmich.edu 
 
Allan Lamb, DO     Hospital Administrator designated as a                                       1-2020 
Beaumont Hospital - Trenton   Level I or Level II trauma center by the  
5450 Fort St.     American College of Surgeons Committee on 
Trenton, MI 48183                   Trauma 
Phone: 734-676-4996 
allan.lamb@beaumont.org 
                
Wayne Vanderkolk, MD            Trauma Surgeon/Trauma Medical Director                                   1-2020 
Michigan Committee on Trauma 
200 Jefferson  
Grand Rapids, MI 49503 
Phone: 616-456-5311 
waynshell@aol.com 
 

 
Department Contact Information: 
 
Michigan Department of Health and Human Services 
Bureau of EMS, Trauma & Preparedness 
PO Box 30207 
Lansing, MI 48909 
517-355-8150 
 
Trauma Section Manager-Eileen Worden                                               Verification/Designation Coordinator-Tammy First                           
Phone: 517-241-3020                                         TraumaDesignationCoordinator@michigan.gov              
wordene@michigan.gov                                                             
 
State Trauma Epidemiologist/Registrar – Liz Vickers 
StateTraumaRegistrar@michigan.gov 
 

mailto:hklausn1@hfhs.org
mailto:joshua.mastenbrook@med.wmich.edu
mailto:Ppatton1@hfhs.org
mailto:waynshell@aol.com
mailto:TraumaDesignationCoordinator@michigan.gov
mailto:wordene@michigan.gov
mailto:StateTraumaRegistrar@michigan.gov


DESIGNATION SUBCOMMITTEE MEMBERS 
January 2017 

 
 

Name                                                                                   Position                                                                      Term 
Holly Bair, RN                    Trauma Program Manager Level I Hospital                             11-2017 
Beaumont Hospital                                  Region 2N 
3535 W 13 Mile Road 
Royal Oak, MI 48073 
Phone: 248-898-1994               
habair@beaumont.edu  
                 
Joseph Buck, MD                                    Board Certified Surgeon                                                 11-2017 
St. John Hospital and Medical Center        Region 2S     
22101 Moross, PBI Suite 330 
Detroit, MI 48236 
Phone:  313-343-7542 
joseph.buck@stjohn.org  
 
Todd Chassee, MD    Board Certified Emergency Department Physician                11-2017 
Spectrum Health     Region 6 
678 Front Avenue NW, Suite 220 
Grand Rapids, MI 49504 
Phone:  616-802-8401 
tchassee@kcems.org  
 
Rita Cox, MSN, MBA, RN    Trauma Program Manager Level I Hospital   11-2017 
Bronson Methodist Hospital   Region 5  
301 John Street, Box 67 
Kalamazoo, MI 49007 
Phone: 269-341-7695 
coxr@bronsonhg.org  
             
Deborah Falkenberg, RN            Trauma Program Manager Level II Hospital                                 11-2017 
Covenant Healthcare    Region 3 
1447 N Harrison   
Saginaw, MI 48603 
Phone:  989-583-6218 
dfalkenberg@chs-mi.com  
 
John Kepros, MD     Board Certified Surgeon                                          11-2017 
Sparrow Hospital     Region 1 
1215 E Michigan, 2 South Trauma Office 
Lansing, MI 48912 
Phone:  517-364-2616 
john.kepros@sparrow.org  
 
Mark Kerschner, MD    Board Certified Emergency Department Physician  11-2017 
Bronson Methodist Hospital   Region 5 
601 John Street 
Kalamazoo, MI 49007 
Phone: 269-598-8284 
Kerschnm@bronsonhg.org  
 

mailto:habair@beaumont.edu
mailto:joseph.buck@stjohn.org
mailto:Thomas.e.charlton@gmail.com
mailto:coxr@bronsonhg.org
mailto:waynshell@aol.com
mailto:john.kepros@sparrow.org
mailto:Kerschnm@bronsonhg.org


Christine McEachin, RN                                                     Trauma Program Manager Level II Hospital   11-2017 
Henry Ford Macomb Hospital   Region 2N 
15855 Nineteen Mile  
Clinton Township, MI 48038 
Phone: 586-263-2323 
cmceach1@hfhs.org  
 
Sujal Patel, MD     Board Certified Surgeon     11-2017 
Covenant Healthcare    Region 3 
5415 Fashion Square Blvd. 
Saginaw, MI 48604 
Phone: 989-790-4855 
espnmd@att.net 
 
Shamarie Regenold, RN    Trauma Program Manager Level II Hospital   11-2017 
Munson Medical Center                                                    Region 7 
1105 Sixth Street 
Traverse City, MI 49684 
Phone: 231-935-7514 
sregenold@mhc.net 
 
Robert Smith, MD                                                               Board Certified Emergency Department Physician 11-2017 
Munson Medical Center                                                    Region 7 
1105 Sixth Street 
Traverse City, MI 49384 
Phone: 231-935-7835 
temsdoc218@earthlink.net 
   
Penny Stevens, RN    Trauma Program Manager Level I Hospital   11-2017 
Sparrow Hospital     Region 1 
1215 E Michigan  
Lansing, MI 48912 
Phone: 517-364-3783 
penny.stevens@sparrow.org 
 
Wayne Vanderkolk, MD            Board Certified Surgeon                                             11-2017 
Mercy Health Saint Mary’s    Region 6 
245 Cherry Street Suite 102  
Grand Rapids, MI  49503 
Phone:  616-456-5311 
waynshell@aol.com 
 
Christopher Wagner, RN     Trauma Program Manager Level I Hospital   11-2017 
University of Michigan Health Systems  Region 2S 
1500 East Medical Center Drive 
Ann Arbor, MI 48109 
Phone: 734-936-9658 
cwag@umich.edu  
 
Jon Walsh, MD     Board Certified Surgeon     11-2017 
Bronson Methodist Hospital   Region 5 
601 John Street, Box 67 
Kalamazoo, MI 49007 
Phone: 269-341-6022 
walshj@bronsonhg.org 

mailto:pamela.zalis@spectrumhealth.org
mailto:espnmd@att.net
mailto:sregenold@mhc.net
mailto:temsdoc218@earthlink.net
mailto:penny.stevens@sparrow.org
mailto:waynshell@aol.com
mailto:cwag@umich.edu
mailto:walshj@bronsonhg.org


 
Department Contact Information: 
 
Michigan Department of Health and Human Services 
Bureau of EMS, Trauma and Preparedness  
Division of EMS and Trauma  
PO Box 30207 
Lansing, MI  48909 
517-373-7163 
 
Trauma Section Manager-Eileen Worden                 Verification and Designation Coordinator-Tammy First 
Phone:  517-241-3020                                                   Phone:  517-241-7353 
wordene@michigan.gov                              firstt@michigan.gov 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:wordene@michigan.gov
mailto:firstt@michigan.gov


S T R AT E G I C  P L A N N I N G  TO W N H A L L  PA RT I C I PA N T S

Jeffery Boyd John Kepros, MD 

Kim Campbell, BSN, RN Mark Kerschner, MD 

Deborah Condino Howard Klausner, MD 

Rita Cox, MSN, MBA, RN Christine McEachin, MBA, BSN, RN 

Ken Cummings Michael Mlsna, MD 

Shauna DiPasquo Robert Orr, DO 

Robert Domeier, MD Oreste Romeo, MD 

K. Don Edwards,DO Dawn Rudgers, RN 

Jerry Evans, MD  Barb Smith, RN 

William Fales, MD Penelope Stevens, RN  

John Fath, MD Christopher Stimson BS, RN 

Diane Fisher, RN, BSN, MSA Wayne Vanderkolk, MD 

Deborah Falkenberg, RN Sheri Veurink-Balicki, MSN, RN 

Marlys Folly, RN John Walsh, MD, MPH 

Patricia Hirt, RN Bryan Williams, BS, MS 

Gaby Iskander, MD 

Also attributing to the townhall meeting: 

Helen Berghoef, Emily Bergquist, Tammy First, Deb Detro-Fisher, Theresa Jenkins, Bob Loiselle, Lyn Nelson, 
Kevin Putman, Liz Vickers, Kathy Wahl, Deb Wiseman, Eileen Worden 



 

 

 

 

 

 

 

 

APPENDIX B  
MICHIGAN DESIGNATED TRAUMA FACILITIES 

 

 



Michigan Trauma Facilities in Designation Process 
Status Update 

 As of June 5, 2019  
 

Trauma Facility Name Location Adult Pediatric Status Expiration 
Date 

Allegan General Hospital Allegan Level IV  Designated 11/8/20 
Ascension Borgess Hospital Kalamazoo Level II  Designated 5/11/22 
Ascension Borgess Lee Memorial Hospital Dowagiac  Level IV  In Process N/A 
Ascension Genesys Hospital  Grand Blanc Level II  Designated 6/30/21 
Ascension Macomb-Oakland Hospital Warren Level III  Designated 4/26/22 
Ascension Macomb-Oakland Hospital; Madison 
Heights 

Madison Heights Level IV  Designated 3/28/21 

Ascension Providence – Novi Novi Level II  Designated 3/20/21 
Ascension Providence Hospital – Southfield Southfield Level II  Designated 8/12/21 
Ascension Providence Rochester Hospital  Rochester Level III  Designated 6/6/19 
Ascension River District Hospital East China Level IV  Designated 7/13/19 
Ascension Standish Hospital Standish Level IV  Designated 6/5/21 
Ascension St. Joseph Hospital Tawas City Level IV  Designated 3/16/21 
Ascension St. Mary’s of Michigan Saginaw Level II  Designated 8/26/20 
Aspirus Ironwood Hospital  Ironwood Level IV  Designated 10/2/21 
Aspirus Iron River Hospital & Clinics Iron River Level IV  In Process N/A 
Aspirus Keweenaw Hospital  Laurium Level III  Designated 8/3/20 
Aspirus Ontonagon Hospital Ontonagon Level IV  Designated 10/5/21 
Baraga County Memorial Hospital L’Anse Level IV  In Process N/A 
Beaumont Hospital – Dearborn Dearborn Level II  Designated 1/25/19 
Beaumont Hospital – Farmington Hills Farmington Hills Level II  Designated 1/26/22 
Beaumont Hospital – Grosse Pointe Grosse Pointe Level III  Designated 3/4/22 
Beaumont Hospital – Royal Oak Royal Oak Level I Level II Designated 2/18/20 
Beaumont Hospital – Taylor Taylor Level IV  Designated 9/17/21 
Beaumont Hospital – Trenton  Trenton Level II  Designated 12/13/19 
Beaumont Hospital – Troy Troy Level II  Designated 6/4/21 
Beaumont Hospital – Wayne Wayne Level III  Designated 4/17/21 
Bronson Battle Creek Battle Creek Level III  Designated 1/18/21 
Bronson Lakeview Hospital Paw Level IV  Designated 12/6/20 
Bronson Methodist Hospital Kalamazoo Level I  Designated 10/10/20 
Bronson South Haven South Haven Level IV  Designated 11/30/21 
Children’s Hospital of Michigan Detroit  Level I Designated 10/16/19 
Covenant Healthcare Saginaw Level II Level II Designated 12/16/21 
C.S. Mott Children’s Hospital Ann Arbor  Level I Designated 2/2/21 
Deckerville Community Hospital Deckerville Level IV  Designated 2/16/21 
Detroit Receiving Hospital Detroit Level I  Designated 3/26/20 
Dickinson County Healthcare System Iron Mountain Level IV  In Process N/A 
DMC Huron Valley Sinai Hospital Commerce Level III  In Process N/A 
Eaton Rapids Medical Center Eaton Rapids Level IV  Designated 10/6/20 
Garden City Hospital Garden City Level III  Not Designated N/A 
Harbor Beach Community Hospital Harbor Beach Level IV  Designated 8/3/20 



Michigan Trauma Facilities in Designation Process 
Status Update 

 As of June 5, 2019  
 

Trauma Facility Name Location Adult Pediatric Status Expiration 
Date 

Hayes Green Beach Memorial Hospital Charlotte Level IV  In Process N/A 
Helen DeVos Children’s Hospital Grand Rapids  Level I Designated 3/6/21 
Helen Newberry Joy Hospital Newberry Level IV  Designated 5/18/21 
Henry Ford Allegiance Health Jackson Level II  Designated 1/18/20 
Henry Ford Hospital Detroit Level I  Designated 4/30/22 
Henry Ford Macomb Hospital  Clinton Township Level II  Designated 2/27/22 
Henry Ford West Bloomfield West Bloomfield Level III  Designated 1/19/21 
Henry Ford Wyandotte Hospital Wyandotte Level III  Designated 12/2/20 
Hills and Dales General Hospital Cass City Level IV  Designated 11/16/19 
Hillsdale Hospital Hillsdale Level IV  In Process N/A 
Holland Hospital Holland Level III  Designated 8/24/20 
Hurley Medical Center Flint Level I Level II Designated 4/3/21 
Kalkaska Memorial Health Center Kalkaska Level IV  In Process N/A 
Lake Huron Medical Center Port Huron Level III  In Process N/A 
Lakeland Health – St. Joseph St. Joseph Level III  Designated 8/15/20 
Lakeland Hospital -  Niles Niles Level IV  Designated 3/13/21 
Lakeland Hospital – Watervliet Watervliet Level IV  Designated 6/1/20 
Mackinac Straits Hospital Saint Ignace Level IV  In Process N/A 
Marlette Regional Hospital Marlette Level IV  Not Designated N/A 
McKenzie Health System Cass City Level IV  Designated 3/16/20 
McLaren Bay Region Bay City Level III  In Process N/A 
McLaren Caro Region Caro Level IV  In Process N/A 
McLaren Central Michigan Mt. Pleasant Level IV  In Process N/A 
McLaren Flint Flint Level III  Designated 6/24/20 
McLaren Greater Lansing Lansing Level III  Designated 7/20/19 
McLaren Lapeer Region Lapeer Level II  Designated 11/17/19 
McLaren Macomb Hospital Mount Clemens Level II  Designated 4/12/19 
McLaren Oakland Pontiac Level II  Designated 9/25/21 
McLaren Port Huron Port Huron Level III  Designated 12/8/19 
McLaren Thumb Region Bad Axe Level IV  In Process N/A 
Memorial Healthcare Owosso Level III  In Process N/A 
Mercy Health Muskegon – Hackley  Muskegon Level II  Designated 3/6/21 
Mercy Health Muskegon - Lakeshore Shelby Level IV  Designated 2/9/21 
Mercy Health Mercy Campus Muskegon Level IV  Designated 1/18/21 
Mercy Health Saint Mary’s Grand Rapids Level II  Designated 10/29/19 
Metro Health: University of Michigan Health Wyoming Level II  Designated 5/31/20 
MidMichigan Medical Center – Alpena Alpena Level III  In Process N/A 
MidMichigan Medical Center – Clare Clare Level IV  In Process N/A 
MidMichigan Medical Center - Gladwin Gladwin Level IV  In Process N/A 
MidMichigan Medical Center – Gratiot Alma Level III  Designated 11/30/20 
MidMichigan Medical Center - Midland Midland  Level II  Designated  2/6/20 



Michigan Trauma Facilities in Designation Process 
Status Update 

 As of June 5, 2019  
 

Trauma Facility Name Location Adult Pediatric Status Expiration 
Date 

MidMichigan Medical Center – West Branch West Branch  Level IV  In Process N/A 
Munising Memorial Hospital Munising Level IV  In Process N/A 
Munson Healthcare Traverse City Level II  Designated 5/12/20 
Munson Healthcare Cadillac Hospital Cadillac Level IV  In Process N/A 
Munson Healthcare Charlevoix Hospital Charlevoix Level IV  In Process N/A 
Munson Healthcare Grayling Hospital Grayling Level IV  Designated 6/19/21 
Munson Healthcare Manistee Hospital Manistee Level IV  In Process N/A 
North Ottawa Community Hospital Grand Haven Level IV  Designated 1/30/21 
Oaklawn Hospital Marshall Level III  Designated 7/20/19 
OSF St. Francis Hospital & Medical Center Escanaba Level IV  In Process N/A 
Otsego Memorial Hospital Gaylord Level IV  Designated 8/23/20 
Paul Oliver Memorial Hospital Frankfort Level IV  Designated 11/7/21 
ProMedica Bixby Hospital Adrian Level IV  In Process N/A 
ProMedica Coldwater Regional Hospital Coldwater Level III  In Process N/A 
ProMedica Monroe Regional Hospital Monroe Level III  Designated 4/25/20 
Scheurer Hospital Pigeon Level IV  Designated 2/26/22 
Schoolcraft Memorial Hospital Manistique Level IV  In Process N/A 
Sheridan Community Hospital Sheridan Level IV  In Process N/A 
Sinai-Grace Hospital Detroit Level II  Designated 11/5/20 
Sparrow Carson Hospital Carson City Level IV  In Process N/A 
Sparrow Clinton Hospital St. Johns Level IV  Designated 6/7/20 
Sparrow Hospital Lansing Level I  Designated 4/26/20 
Sparrow Ionia Hospital Ionia Level IV  In Process N/A 
Spectrum Health Big Rapids Big Rapids Level IV  Designated 10/16/19 
Spectrum Health Blodgett Grand Rapids Level III  Designated 1/25/22 
Spectrum Health Butterworth Grand Rapids Level I  Designated 3/6/21 
Spectrum Health Gerber Memorial Hospital Fremont Level IV  Designated 11/14/20 
Spectrum Health Kelsey Hospital Lakeview Level IV  In Process N/A 
Spectrum Health Ludington Ludington Level IV  Designated 4/12/21 
Spectrum Health Pennock Hastings Level IV  Designated 3/11/22 
Spectrum Health Reed City  Reed City Level IV  In Process N/A 
Spectrum Health United Hospital Greenville Level IV  Designated 9/13/19 
Spectrum Health Zeeland Community  Zeeland Level III  Designated 2/1/21 
St. John Hospital & Medical Center Detroit Level I Level II Designated 10/23/20 
St. Joseph Mercy Chelsea Chelsea Level IV  In Process N/A 
St. Joseph Mercy Hospital Ann Arbor Level I  Designated 6/19/19 
St. Joseph Mercy Oakland Pontiac Level II  Designated 12/6/21 
St. Mary Mercy Hospital Livonia Level II  Designated 11/19/21 
Sturgis Hospital Sturgis Level IV  In Process N/A 
Three Rivers Health Three Rivers Level IV  In Process  N/A 
University Hospital – Michigan Medicine Ann Arbor Level I  Designated 9/16/20 



Michigan Trauma Facilities in Designation Process 
Status Update 

 As of June 5, 2019  
 

Trauma Facility Name Location Adult Pediatric Status Expiration 
Date 

UP Health System – Bell Ishpeming Level IV  In Process N/A 
UP Health System – Marquette Marquette Level II  Designated  8/10/21 
UP Health System – Portage Hancock Level III  Designated 12/11/18 
War Memorial Hospital Sault Ste. Marie Level III  In Process N/A 
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APPENDIX C  
MICHIGAN TRAUMA SYSTEM LEGISLATION 



January 4, 2017 

MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES 
 

BUREAU OF EMS, TRAUMA AND PREPAREDNESS 
 

EMS AND TRAUMA SERVICES SECTION 
 

STATEWIDE TRAUMA SYSTEM 
 

Filed with the Secretary of State on May 31, 2017 
 

These rules become effective immediately upon filing with the Secretary of State unless 
adopted under section 33, 44, or 45a(6) of 1969 PA 306.  Rules adopted under these 
sections become effective 7 days after filing with the Secretary of State. 
 
(By authority conferred on the department of health and human services by  sections 
20910, 20917a, and 2233 of 1978 PA 368, MCL 333.20910, 333.20917a, and 333.2233; 
and  Executive  Reorganization  Order  No 2015-1, MCL 400.227.) 
 
R 325.125; R 325.126; R 325.127; R 325.128; R 325.129; R 325.130; R 325.131; R 
325.132; R 325.133; R 325.134; R 325.135; R 325.136; R 325.137; and R 325.138 are 
amended in the Michigan Administrative Code as follows:  
 

PART 1. GENERAL PROVISIONS 
 
R 325.125 Definitions; A to D. 
   Rule 1. As used in these parts: 
   (a) "ACS-COT" means the American College of Surgeons-Committee on Trauma. 
   (b) "Adult trauma patient" means an injured or potentially injured individual that is, or 
reasonably appears to be, 15 years of age or older. 
   (c) "ATLS  course" means an advanced trauma life  support course with an emphasis on 
the first hour of initial  assessment  and primary management of an injured patient, 
starting at the point  in  time  of injury continuing  through  initial  assessment,  life-
saving  intervention, reevaluation, stabilization, and transfer when appropriate. 
   (d) "Administrative hearing" means a hearing conducted pursuant to the administrative 
procedures act, 1969 PA 306, MCL 24.201 to 24.328. 
   (e) "Code" means MCL 333.1101 to MCL 333.25211 and known as the Michigan 
public health code. 
   (f) "Department" means the Michigan department of health and human services, or its 
duly appointed successor. 
   (g) "Disciplinary action" means an action taken by the department against a health care  
facility or regional trauma network for failure to comply  with  the  code, rules,  or  
protocols  approved  by  the  department.    
 
 R 325.126 Definitions; E to O. 
  Rule 2.  As used in this part: 
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 (a) "Health care facility" means  a health care facility  licensed under  MCL 333.20801 
and  333.21501 that  operates  a  service  for  treating  emergency patients, 24 hours a 
day, 7 days a week. 
 (b) "Hold itself out" means the  agency,  health care  facility,  or  trauma facility  
advertises,  announces,  or  charges  specifically  for   providing trauma care as defined in 
the code. 
   (c) "Inter-facility trauma transfer" means identifying the group of  trauma patients that 
require additional trauma resources with the goal of  providing optimal care to these 
patients by the timely transfer of that patient  to  an appropriate level of care to optimize 
outcome. 
   (d) "Medical control" means the supervision and coordination of emergency medical 
services through a medical control authority, as prescribed, adopted, and enforced 
through department-approved protocols, within an emergency medical services system. 
  (e) "Medical Control Authority or “MCA” means an organization designated by the 
department to provide medical control as defined in the code. 
   (f) "Medical control authority board" means a board appointed by the participating 
organizations to carry out the responsibilities and functions of the medical control 
authority. 
   (g) "Medical control authority region" means the geographic area comprised of a 
county, group of counties, or parts of an individual county, as designated by the 
department. 
   (h) "Non-designated health care facility” means a health care  facility  that has chosen 
not to be a part of Michigan's trauma  care  system,  or  a health care facility that the 
department has  not  designated  as  a  trauma facility. 
 
R 325.127 Definitions; P to T 
 Rule 3.  As used in this part: 
   (a) "Pediatric trauma facility" means a facility that has obtained a level of verification 
as a pediatric trauma facility, as provided by the ACS-COT, as well as those requirements 
to be designated as a trauma facility in Michigan, as set forth in R 325.127 to R 325.138. 
 (b) "Pediatric trauma patient" means an injured or potentially injured individual that is, 
or reasonably appears to be, under 15 years of age. 
   (c) "Physician" means a doctor of medicine (MD) or a doctor of osteopathy  
(DO) who possesses a valid current license to practice medicine in the state of Michigan. 
   (d) "Protocol" means a patient care standard, standing orders, policy, or procedure for 
providing emergency medical services that is established by a medical control authority 
and approved by the department under MCL 333.20919. 
  (e)   "Professional  standards  review  organization"  means  a   committee established 
by a life support agency or a medical control authority  for  the purpose of improving the 
quality of medical care, as provided in MCL  331.531. 
   (f) "Quality improvement program" means actions taken by a life support agency, 
medical control authority, trauma facility, or jointly between a life support agency, 
medical control authority, or trauma facility with a goal of continuous improvement of 
medical care in accordance with the code.   Actions shall take place under a professional 
standards review organization, as provided in MCL 331.531 to 331.533. 
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  (g) "Regional Professional Standards Review Organization or RPSRO" means a 
committee established by the regional trauma network for the purpose of  improving  the 
quality of trauma care within a recognized trauma region as provided  in  MCL 331.531 
to 331.533. 
  (h) "Regional trauma advisory council or “RTAC" means a committee established by a 
regional trauma network and comprised of MCA personnel, emergency medical services 
(EMS) personnel, life support agency  representatives,  health care  facility  
representatives, physicians, nurses, and consumers. The functions of the RTAC are  to  
provide leadership and direction in matters related to trauma systems development  in 
their region,  and  monitor  the  performance  of  the  trauma  agencies  and health care 
facilities within the region, including, but not limited  to,  the review of trauma deaths 
and preventable complications. 
  (i) "Regional trauma network" means an organized  group  comprised  of  the local  
MCAs  within  a  region,  which  integrates  into  existing  regional emergency 
preparedness, and is responsible for appointing a  regional  trauma advisory council and 
creating a regional trauma plan. 
  (j) "Regional trauma plan" means a written plan prepared by a RTAC, and submitted by 
the regional trauma network and approved by the department, that is based on minimum 
criteria established by the department. 
 (k) "Statewide Trauma Care Advisory Subcommittee or “STAC," as  used  in  these 
rules, means the statewide trauma care advisory subcommittee as defined in MCL 
333.20917a, 333.20908, and 333.20910, that acts as the department's  subject matter 
experts with regard to the  clinical  and  operational  components  of trauma care. 
  (l) "Statewide trauma care system" means a comprehensive and integrated arrangement 
of emergency services personnel, facilities, equipment, services, communications, 
medical control authorities, and organizations necessary to provide trauma care to all 
patients within a particular geographic region. 
  (m) "Statewide trauma registry" means a system for collecting data which the 
department manages and analyzes the data and disseminates results. 
  (n) "Trauma" means bodily injury caused by the application of external forces. 
  (o) "Trauma bypass" means to forego delivery of a patient  to  the  nearest health care 
facility for  another  health care  facility  whose  resources  are  more appropriate to  the  
patient's  injury  pursuant  to  direction  given  to  a pre-hospital  emergency  medical  
service  by  online  medical  direction  or predetermined  triage  criteria   as   established   
by   department-approved protocols. However, trauma care still must be provided to 
patients as necessary pursuant to 42 USC §1395dd or other applicable laws. 
 (p) "Trauma diversion” means the re-routing of a trauma patient from a trauma care 
facility that has 1 or more of its essential resources currently functioning at maximum 
capacity, or is otherwise unavailable, to an alternate trauma care facility in order to serve 
the best interests of the trauma patient. 
 (q) “Trauma  facility"  means  a  health care  facility  designated  by  the department as 
having met the criteria set forth in the code as being either a level I regional trauma 
research facility, level II regional trauma facility, level III community trauma facility, or 
level IV trauma support facility.  
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  (r) "Trauma response" means a patient who has been injured or potentially injured as a 
result of the application of external forces and requires the utilization of the trauma care 
system. 
  (s) "Trauma team" means a team of multidisciplinary health care providers established 
and defined by a health care facility or emergency care facility that provides trauma care. 
  (t) "Triage" means classifying patients according to the severity of their medical 
conditions. 
 
R 325.128 Terms. 
   Rule 4. Terms defined in the code have the same meanings when used in these rules. 
 
R 325.129 Powers and duties of department. 
   Rule 5. (1) The department, with the advice of the emergency medical services 
coordination committee and   statewide   trauma   care   advisory subcommittee, shall do 
all of the following:  
  (a) Implement an "all-inclusive" trauma system throughout the state.  This type of 
system allows for the care of all injured or potentially injured patients in  an  integrated 
system  of  health  care  in  the  pre-hospital   and   health care   facility environments by 
personnel that are well trained  and  equipped  to  care  for injured patients of any 
severity. The system allows for a health care facility to participate in the system to the 
extent or level that  it  is  willing  to commit the resources necessary for the appropriate 
management of  the  trauma patients and prohibits the department from limiting the 
number of health care facilities that seek to qualify for any given  level  of  trauma  
designation under this system. It also ensures that all trauma patients are served by a 
system of coordinated care, based on the degree of injury and care required. 
  (b) Perform all of the following: 
   (i) Establish a statewide trauma quality improvement process using a statewide 
database. 
   (ii) Monitor the statewide trauma system. 
   (iii) Ensure the coordination and performance of the regional trauma networks. 
   (iv) Set minimum standards for system performance and trauma patient care. 
   (c) Develop a statewide process to establish regional trauma networks comprised of 
local medical control authorities in a manner that integrates into existing regional 
emergency preparedness, EMS, or medical control systems. 
  (d) Implement and maintain a statewide trauma systems plan.   
  (e) Develop a statewide process for the verification of trauma resources based on criteria 
as defined in the “American College of Surgeons-Resources for Optimal Care of the 
Injured Patient; 2014,” including any subsequent amendments and editions of this 
publication. This document is available online at the ACS website or from ACS, P.O. 
Box 92425, Chicago, IL  60675. 
  (f) Develop a statewide process for the designation of trauma facilities. 
  (g)  Develop an appeals process for facilities contesting their designation. 
  (h)  Establish state trauma recommendations  and  approve  regional  trauma triage 
protocols which are established  and  adopted  by  the  local  medical control authority. 
  (i)  Maintain the established regional trauma networks to provide system oversight of 
the trauma care provided in each region of the state.  Regional trauma networks shall be 
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comprised of collaborating local medical control authorities (MCAs) in a region.  The 
collaborating MCAs in a region shall apply to the department for approval and 
recognition as a regional trauma network. The  department,  with the statewide  trauma  
care advisory subcommittee and emergency medical  services  coordination  committee,  
shall review the regional  trauma network application for approval every  3  years.   The 
establishment of the regional trauma networks shall not limit the transfer or transport of 
trauma patients between regional trauma networks. 
  (j) Require field triage protocols which are established and adopted by local medical 
control and regional trauma networks, and shall be developed based on triage criteria 
prescribed by the department upon the recommendation of the STAC and emergency 
medical services coordination committee, and following the procedures established by 
the department under MCL 333.20919(3).   
  (k) Verify the trauma care resources of designated trauma facilities or health care 
facilities seeking designation in this state for a 3-year period. 
  (l) Establish a mechanism for periodic redesignation of all health care trauma care 
facilities. 
  (m) Develop a comprehensive statewide data collection system. 
  (n) Formulate recommendations for the   development   of   performance improvement 
plans by the regional trauma networks, consistent with those in R 325.135. 
  (o) Develop a process for trauma system performance improvement, which will include 
responsibility for monitoring compliance with standards, maintaining confidentiality, and 
providing periodic review of trauma facility standards. The standards as specified in R 
325.129(2)(l)(e) and R 325.135 are incorporated by reference in these rules. 
  (p) Develop a process for the evaluation of trauma system effectiveness based on 
standards that are incorporated by reference in these rules, as specified in subdivision (b) 
of this subrule and R 325.135.   
  (q)  Coordinate and integrate appropriate injury prevention initiatives and programs.  
  (r) Support the state trauma system and provide resources to carry out its responsibilities 
and functions. 
  (s) Support the training and education needs and resources of trauma care personnel 
throughout the state.     
   (2) The department may deny, suspend, or revoke designation of a trauma facility upon 
a finding including, but not limited to, any of the following: 
   (a)  Failure to comply with the administrative rules and/or health care facility rules and 
regulations. 
   (b) Willful preparation or filing of false reports or records. 
   (c) Fraud or deceit in obtaining or maintaining designation status. 
   (d) Failure to meet designation criteria established in these rules. 
   (e) Unauthorized disclosure of medical or other confidential information. 
   (f) Alteration or inappropriate destruction of medical records. 
   (g) The facility no longer has the resources required to comply with the current level of 
designation conferred.  
   (h) The facility no longer cares for trauma patients. 
   (i) A department-approved trauma care verification body has determined that the 
facility no longer meets its trauma facility verification criteria. 
   (j) Identified deficiencies are not remediated in the allowable timeframe. 
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   (3) The department shall provide notice of intent to deny, suspend, or revoke trauma 
facility designation and shall provide for an appeals process in accordance with the code 
and the sections 71 to 87 of the administrative procedures act of 1969, MCL 24.271 to 
24.287.  
   (4) In developing a statewide trauma system, the department shall consider all of the 
following factors:   
  (a) Efficient implementation and operation. 
  (b) Decrease in morbidity and mortality.  
  (c) Cost effective implementation. 
  (d) Incorporation of national standards. 
  (e) Availability of funds for implementation. 
 
R 325.130. Trauma facility verification; designation and redesignation.  
  Rule 6.  (1)  A health care facility, which intends to provide trauma care, shall obtain 
designation as a trauma facility. A health care facility shall not self-designate itself as a 
trauma facility.  
  (2)  A health care facility shall not use the word "trauma" to describe  its facility,  or  in  
its  advertising,  unless  it  obtains  and  maintains a designation as a "trauma facility" 
from the department. 
  (3) The department shall redesignate the trauma capabilities of each health care facility 
on the basis of verification and designation requirements in effect at the time of 
redesignation. 
  (4) To obtain a designation as a "trauma facility," the institution shall apply to the 
department.  An applicant health care facility has a right to an administrative hearing if 
denied a specific trauma facility level designation. 
  (5) The department shall designate the existing trauma resources of all participating 
health care facilities in the state, based upon the following categories: 
  (a) A level I  regional  trauma  research  center  shall  comply  with  the standards that 
are incorporated by reference and verification criteria developed by ACS-COT for Level 
I trauma facilities  pursuant to R 325.129(l)(e), and all of the following: 
  (i) Comply with data submission requirements in R 325.133 and R 325.134. 
  (ii)  Participate in coordinating and implementing   regional   injury prevention plans. 
  (iii) Provide staff assistance to the  department  in  the  designation  and verification 
process  of  community  trauma  facilities  and  trauma  support facilities.  
   (iv) Participate in the regional performance improvement process. 
  (b) A level II regional trauma center shall comply with the standards that are 
incorporated by reference and verification criteria established by the ACSCOT or level II 
trauma facilities, pursuant to R 325.129(l)(e), and all of the following: 
  (i) Comply with data submission requirements in R 325.133 and R 325.134. 
  (ii)  Participate in coordinating and implementing   regional   injury prevention plans. 
  (iii) Provide staff assistance to the  department  in  the  designation  and verification 
process  of  community  trauma  facilities  and  trauma  support facilities. 
  (iv) Participate in the regional performance improvement process. 
  (c) For a level III, community trauma facility, verification criteria shall be established 
by the department, with the advice and recommendations of the state trauma advisory   
subcommittee   and emergency   medical   services coordination committee.   The 
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standards are incorporated by reference in these rules, based upon verification criteria 
established by ACS-COT for level III facilities, pursuant to R 325.129(l)(e), and all of the 
following: 
  (i) Comply with data submission requirements in R 325.133 and R 325.134. 
  (ii)  Participate in coordinating and implementing   regional   injury prevention plans. 
  (iii)  Participate in the regional performance improvement process. 
  (d) For  a  Level  IV trauma  support  facility,  verification  shall  be completed using an 
"in-state" process, and criteria shall be  established  by the department, with the advice  
and  recommendations  of  the  state  trauma advisory subcommittee and emergency 
medical services coordination committee.  The verification standards incorporated by 
reference in these rules, are based upon criteria recommended by ACS-COT for level IV 
facilities, pursuant to R 325.129(l)(e) and Michigan level IV verification criteria and all 
of the following:  
   (i)   Comply with data submission requirements in R 325.133 and R 325.134. 
   (ii)  Participate in coordinating and implementing regional injury prevention plans. 
   (iii) Participate in the regional performance improvement process. 
   (e) The Michigan level III and IV verification criteria document is available from the 
department or online at the Michigan trauma system website. 
  (6) The resources of health care facilities applying for  level  I  regional trauma research 
facility or level II  regional  trauma  facility  designation status shall be verified by the 
ACS-COT and shall do all of the following: 
  (a) Comply with data submission requirements in R 325.133 and R 325.134. 
  (b) Participate in coordinating and implementing regional injury prevention plans. 
  (c) Provide staff assistance to  the  department  in  the  designation  and verification 
process  of  community  trauma  facilities  and  trauma  support facilities.   
  (d) Participate in the regional performance improvement process. 
  (7)  Health care facilities seeking designation as  a level  III,  community trauma  facility  
shall  be  verified  using  either  an  in-state  process established by the department, with 
the advice of the state  trauma  advisory subcommittee, or by the ACS-COT and shall do 
all of the following:  
  (a) Comply with data submission requirements in R 325.133 and R 325.134. 
  (b) Participate in coordinating and implementing regional injury prevention plans. 
  (c) Participate in the regional performance improvement process. 
  (8)  Health care facilities  seeking  designation  as  a  level  IV,  trauma support facility 
shall be verified using an in-state process established by the department, with the advice 
of the state  trauma  advisory  subcommittee, and shall do all of the following: 
  (a) Comply with data submission requirements in R 325.133 and R 325.134. 
  (b) Participate in coordinating and implementing regional injury prevention plans. 
  (c) Participate in the regional performance improvement process. 
  (9)  Health care facilities wishing  to  be  redesignated  as  a  level  I regional trauma 
research facility must independently obtain ACS-COT  verification at that level, and shall 
comply with the standards that are  incorporated  by reference pursuant to R 
325.129(l)(e), and all of the following: 
  (a) Comply with data submission requirements in R 325.133 and R 325.134. 
  (b) Participate in coordinating and implementing regional injury prevention plans. 
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  (c) Provide staff assistance to  the  department  in  the  designation  and verification 
process  of  community  trauma  facilities  and  trauma  support facilities. 
  (d) Participate in the regional performance improvement process. 
  (10) Health care facilities wishing  to  be  redesignated  as  a  Level  II regional trauma 
facility must independently obtain ACS-COT verification  at  that level, and shall comply 
with the standards that are incorporated by reference pursuant to R 325.129(l)(e), and all 
of the following: 
  (a) Comply with data submission requirements as set forth in R 325.133 and R 325.134. 
  (b) Participate in coordinating and implementing regional injury prevention plans. 
  (c) Provide staff assistance to  the  department  in  the  designation  and verification 
process  of  community  trauma  facilities  and  trauma  support facilities. 
  (d) Participate in the regional performance improvement process. 
  (11) Health care facilities wishing to  be  re-designated  as  a level  III community 
trauma facility must obtain verification at that level using either in-state resources, or the 
ACS-COT, and shall comply with the standards that are incorporated by reference 
pursuant to R 325.129(l)(e),  and  all  of  the following: 
  (a) Comply with data submission requirements in R 325.133 and R 325.134. 
  (b) Participate in coordinating and implementing regional injury prevention plans. 
  (c) Participate in the regional performance improvement process. 
  (12) Health care facilities wishing to be redesignated as a level IV trauma support 
facility must obtain verification at that level using an in-state process. Level IV 
verification criteria shall be established by the department, with the advice and 
recommendations of the state trauma advisory subcommittee and emergency  
medical services coordination committee. The verification standards incorporated by 
reference in these rules are based upon criteria recommended by ACS-COT for level IV 
facilities, pursuant to R 325.129(l)(e), R 325.130, and Michigan level IV verification 
criteria, including all of the following: 
  (a) Comply with data submission requirements in R 325.133 and R 324.134. 
  (b) Participate in coordinating and implementing regional injury prevention plans. 
  (c) Participate in the regional performance improvement process. 
  (13) The department may, with the advice and recommendations  of  the  state trauma  
advisory  committee  and  emergency  medical  services   coordination committee, 
modify the criteria or establish additional levels of trauma  care resources as appropriate 
to maintain an effective  state  trauma  system,  and protect the public welfare, except that 
the department  shall  not  establish any criteria for the purpose of limiting the number of 
health care facilities that qualify for a particular trauma level under these rules. 
 
R 325.131 Triage and transport. 
  Rule 7.  (1) The department, with the advice  and  recommendations  of  the state  
trauma  advisory   subcommittee   and   emergency   medical   services coordination 
committee, shall develop  recommendations,  based  on  standards that  are  incorporated  
by  reference  in  these  rules,   pursuant   to   R 325.129(l)(e), R 325.136, R 325.137, and 
R 325.138 for  protocols  which  are established and adopted by local medical control, for 
the triage,  transport, and inter-facility  transfer  of  adult  and  pediatric  trauma  patients  
to appropriate trauma care facilities. 
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  (2) The standards that  are  incorporated  by  reference  in  these  rules, pursuant to R 
325.129(l)(e), R 325.136, R 325.137,  and  R  325.138  for  the triage, transport, and the 
inter-facility transfer of trauma patients, provide recommended minimum standards of 
care for protocols which are established and adopted by local medical control that must 
be utilized  during transport of trauma patients.  On an annual basis, or as needed, the 
department shall review and update these recommended minimum standards with the 
advice and recommendations of the state trauma advisory subcommittee and emergency 
medical services coordination committee. 
  (3) The department, with the advice and recommendations of the state trauma advisory 
subcommittee and emergency medical services coordination committee, shall create 
regional trauma networks that shall have the responsibility for developing triage and 
transport procedures within that geographical area. Both of the following apply: 
  (a) Each regional trauma network shall be created within the emergency preparedness 
region currently established within the state. 
  (b) Each trauma region may create its own triage and transport criteria and protocols, 
destination criteria and protocols,  and  inter-facility  transfer criteria and protocols, 
which are established and adopted  by  local  medical control, so long as they meet or 
exceed the standards that  are  incorporated by reference  in  these  rules,  pursuant  to  R  
325.129(l)(e), R 325.129(1)(k), R 325.136, R 325.137, and R 325.138, and that they are 
reviewed by the  quality assurance task force and  approved  by  the  department.   This  
may  include coordination of triage  and  transport  criteria  and  protocols,  which  are 
established and adopted by local medical control, across  geographic  regions if in the 
best interest of providing optimal trauma care to patients. 
 
R 325.132 Trauma regions. 
  Rule 8.  (1) The department, with the advice  and  recommendations  of  the state  
trauma  advisory   subcommittee   and   emergency   medical   services coordination  
committee,  shall support the establishment and operational  activities  of the trauma 
regions through the commitment of resources. 
  (2)  Each region shall establish a regional trauma network as prescribed and defined by 
R 325.125 to R 325.135. 
  (3) All MCAs within a  region  must  participate  in  the  regional  trauma network, and 
life support agencies that  care  for  trauma  patients shall be offered membership on  the  
regional  trauma  advisory council. Regional trauma advisory councils shall be operated 
in a manner that maximizes inclusion of their constituents. All of the following must 
apply: 
  (a) At least quarterly, a regional trauma network shall submit evidence of ongoing 
activity, such as meeting notices and minutes, to the department. Annually, the regional 
trauma advisory council shall file a report with the department which describes progress 
toward system development, demonstrates on-going activity, and includes evidence that 
members of the regional trauma advisory council are currently involved in trauma care. 
  (b)  The regional trauma network shall develop a system regional trauma plan. The plan 
is subject to review of the STAC and emergency medical services coordination 
committee and approval by the department. 
   (c) The department shall review the plan to assure that it contains at a minimum, all of 
the following: 
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   (i) All counties within the regional trauma advisory council have  been included unless 
a specific county,  or  portion  thereof,  has  been  aligned within an adjacent network, 
and all  health  care  entities  and  MCAs,  life support agencies have  been  given  an  
opportunity  to  participate  in  the planning process. 
   (ii) All of the following components have been addressed: 
   (A) Injury prevention. 
   (B) Communications. 
   (C) Regional performance improvement. 
   (D) Trauma education. 
   (E) Infrastructure. 
   (F) Continuum of care. 
   (4) Each regional trauma network shall appoint a RPSRO as defined in R 325.127(g). 
   (5)  Each regional trauma  advisory council shall  develop  performance improvement 
plans that are  based  on  standards  that  are  incorporated  by reference in these rules, 
pursuant to R  325.129(l)(e), R 325.129(1)(k),  and  R  325.135,  and shall be reviewed 
annually by the  state  trauma  advisory  subcommittee  and emergency medical services 
coordination committee for recommendations to  the department. 
  (6) Recommendations, which are developed and proposed for implementation by a 
regional trauma advisory council, shall meet or  exceed  those  that  have been established 
by the department with the advice and recommendations of the state  trauma  advisory   
subcommittee   and  emergency   medical   services coordination committee, as  based  on  
standards  that  are  incorporated  by reference in these rules, pursuant to R 325.129(l)(e) 
and R 325.129(1)(k). 
  (7) The department shall recognize the regional trauma network once it approves a 
completed regional trauma plan. The regional trauma network approval process shall 
consist of the following phases: 
  (a) The first phase  is  the  application  phase,  which  begins  with  the submission to the 
department of a completed regional plan  for  the  regional trauma network. 
  (b) The second phase is the review phase, which begins with the receipt of the regional 
plan, and ends with a department recommendation to approve the regional trauma 
network. 
  (c) The third phase is the final phase, with the department making a final decision 
regarding the regional trauma network plan.   This phase also includes an appeal 
procedure for the denial of an approval of application in accordance with the department's 
administrative hearings requirements. 
  (8) If the application phase results in a recommendation to the department for approval 
by the statewide trauma advisory subcommittee and the emergency medical services 
coordination committee, and the department approves, then the department shall notify 
the regional trauma network applicant of the recommended action within 90 days from 
receipt by the department. 
   (9) Upon approval, a regional trauma advisory council shall implement the plan to 
include the following: 
  (a) Education of all entities about the plan components. 
   (b) On-going review of resources, process, and outcome data. 
   (10) The regional trauma network approval is in effect for 3 years. 
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R 325.133.  Data collection. 
  Rule 9.  (1) The department, with the advice and recommendations of the state trauma 
advisory   subcommittee and emergency   medical   services coordination committee, 
shall develop and maintain a statewide trauma data registry.  The department shall do all 
of the following: 
  (a) Adopt the national trauma data standard elements and definitions as a minimum set 
of elements for data collection, with the addition of elements as recommended by the 
STAC. The following standards are incorporated by reference in these rules, as identified 
in the National Trauma Data Standard: Data Dictionary, 2016 Admissions, including 
subsequent amendments and editions. A link to the document is available online at the 
Michigan trauma systems website. A copy may be obtained at no cost by writing to the 
Bureau of EMS, Trauma and Preparedness.   
   (b) Implement a plan for data including the following: 
   (i) Notify partners of data dictionary changes and new iterations annually. 
   (ii) Define the data validation process for designated trauma facility data submissions to 
the statewide trauma registry. 
   (iii) Participate in state data collaboration activities. 
   (iv) Establish and maintain processes for the following: 
   (A) Data related to trauma incidents shall be submitted to the statewide trauma registry 
according to the data submission timelines. 
   (B) Monitor national standards, regional issues, facility, and RPSROs to determine the 
need for additional data metrics needed for system function. 
   (C) For those trauma incidents that met the inclusion criteria identified for data 
submission, the following data elements shall be submitted to the department: 
   (1) All national trauma data standard data elements. 
   (2) All data elements recommended by the STAC. 
   (v) Develop annual reports using regional and state data defined by the STAC which 
assesses the state trauma system and regional trauma networks. 
   (vi) Evaluate and import additional data from existing databases as needed. 
   (vii) Support and evaluate probabilistic and deterministic data linkages. 
  (2) The department shall support the data collection and analysis process. 
  (3) Both of the following apply to health care facility participation in data submission: 
  (a) All designated facilities shall participate in data submission. 
  (b) Participation as appropriate in the RPSRO, as provided in 1967 PA 270, MCL 
331.531 to 331.533. 
 
R 325.134 Statewide trauma registry. 
  Rule 10.  (1) The purpose of the trauma registry is to collect and  analyze trauma system 
data to evaluate the delivery of  adult  and  pediatric trauma care, develop  injury  
prevention  strategies  for  all  ages,  and  provide resources for research and education. 
  (2) The department shall coordinate data collected by the trauma care facilities and 
emergency medical service providers.  The department shall develop and publish a data 
submission manual that specifies all of the following: 
  (a) Data elements and definitions.  The standards that are incorporated by reference 
pursuant to R 325.133(1)(a), and all of the following: 
  (i) Definitions of what constitutes a reportable trauma case. 
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  (ii) Method of submitting data to the department. 
  (iii) Timetables for data submission. 
  (iv) Data submission format. 
  (v) Protections for individual record confidentiality. 
  (b) Notification of trauma care facilities of the required registry data sets  and  update  
the facilities and providers, as necessary, when the registry data set changes. 
  (c) Specification of both the process and timelines for health care facility submission of 
data to the department. 
  (3) All  health care  facilities  shall submit  to  the  department  trauma  data  determined  
by  the department to be required for the department's operation of the state  trauma 
registry. The department shall prescribe and provide both of the following: 
  (a) Standard reporting mechanisms to be used by all health care facilities. 
  (b) The form and content of records to be kept and the information to be reported to the 
department. 
  (4) The department and regional trauma advisory councils shall  use  the trauma registry 
data to identify and evaluate regional  trauma  care  and  to prepare reports and  analyses 
as requested  by  regional  trauma  advisory councils,  the  state  trauma advisory  
subcommittee,  or  the  emergency  medical  services coordination committee. 
 
R 325.135 Regional performance improvement. 
  Rule 11.  (1) Each trauma care region shall be required to develop and implement a 
regional trauma performance improvement program.  This program shall include the 
standards that are incorporated by reference pursuant to R 325.129(1)(e), R 
325.129(1)(k), and R 325.130(6)(d), and shall include the development of an annual 
process for reporting to the department a review of all region-wide policies, procedures, 
and protocols. 
   (2) Each regional trauma network is responsible for monitoring, assessing, and 
evaluating its regional trauma system to improve trauma care, reduce death and disability, 
surveillance of injury, and implementation of injury prevention activities. 
  (3) Each regional trauma network shall appoint a RPSRO. 
  (4)  Deviations from protocols, which  are  established and adopted by local medical 
control  and  approved  by  the  department  for trauma patients, shall be addressed 
through a documented  trauma  performance improvement  process  established  by   a   
professional   standards   review organization. 
  (5) Each  regional  trauma  advisory council shall observe the confidentiality provisions 
of the  health  insurance  portability and accountability act under 45 CFR Part 164, data 
confidentiality provisions under the code, or as established  by  the  regional  professional  
standards review organization. 
  (6)   The  performance  improvement  process  shall  include  the following standards 
that  are  incorporated  by  reference  in  these  rules, pursuant to R 325.129(l)(e),  R 
325.129(1)(k), and R 325.130(6)(d)  and  include  all  of  the  following system 
components to be evaluated for  both pediatrics and adults: 
  (a) Components of the regional trauma plan. 
  (b) Triage criteria and effectiveness. 
  (c) Trauma center diversion. 
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  (d) Data driven provision of care defined by available data metrics supported by the 
region, the statewide trauma advisory subcommittee, and the department. 
   (7) Each trauma care region shall be responsible for the ongoing evaluation of its 
trauma care system.  Accordingly, each region shall be responsible for the ongoing 
receipt of information from the regional trauma system constituents on the 
implementation of various components of that region’s trauma system, and shall include 
the standards that are incorporated by reference pursuant to R 325.129(1)(e), R 325. 
129(A)(12), and R 325.130(6)(d), and include all of the following system components to 
be evaluated: 
   (a) Components of the regional trauma plan. 
   (b) Triage criteria and effectiveness. 
   (c) Trauma center diversion. 
   (d) Data analytics as defined by the department with the advice of the statewide trauma 
advisory subcommittee. 
  (8) Based upon information received by the region in the evaluation process, the region 
shall annually prepare a report containing results of the evaluation and a performance 
improvement plan. The report shall be made available to all regional trauma system 
constituents. The region shall  ensure  that  all  trauma facilities participate in this  annual  
evaluation  process,  and  encourage  all  other hospitals that treat trauma patients to  
participate in the annual evaluation process.  The region shall not release specific 
information related to an individual patient or practitioner. Aggregate system 
performance information and evaluation will be available for review. 
 
R 325.136 Destination protocols. 
  Rule 12. Local MCAs shall develop and submit trauma destination protocols to the EMS 
and trauma section for review by the quality assurance task force, pursuant to MCL 
333.20916.  Upon review and approval by the department, the MCA must formally adopt 
and implement the protocol.   The following factors will be used in evaluating those 
destination protocols: 
  (a)  Trauma patients shall not be transported to   a   facility   not participating in the state 
trauma system unless there is no other reasonable alternative available. 
  (b) Trauma patients shall be transported to the closest appropriate trauma facility as 
identified in regional and local medical control protocols. 
  (c) If a level I or level II trauma facility is not within a reasonable distance from the 
scene, the trauma   patient   shall   be   transported to the closest appropriate trauma 
facility. 
  (d) Each region shall make appropriate determinations for destination based on what is 
best for the patient. 
   (e) In areas of the state close to state borders, the most appropriate facility may be out 
of the state. If possible, transport trauma patients within state borders. Local protocols 
shall address this issue. 
 
R 325.137 Trauma patient inter-facility transfer protocols. 
  Rule 13.  (1) All designated trauma centers shall maintain inter-facility transfer 
protocols for trauma patients that are consistent with regional and local medical control 
protocol and that are compliant with the emergency medical treatment and labor act, 42 
USC 1395dd.  
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   (2) All level III and level IV designated hospitals will develop and implement formal 
policies based on published guidelines for the transfer of trauma patients who need care 
at level I or level II trauma facilities. 
  (3)  Trauma patients will be transported to a hospital that is designated as a trauma 
facility. 
 
R 325.138 Criteria for transfer protocols; criteria. 
  Rule 14. Designated trauma centers shall contact the department for current trauma 
patient transfer guidelines. 
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