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Level Requirements Description of Requirements Type 
IV Administrative 

Commitment  
MI 1.1 

In all trauma centers, the institutional governing body, hospital leadership, and 
medical staff must demonstrate continuous commitment and provide the 
necessary human and physical resources to properly administer trauma care 
consistent with the level of verification throughout the verification cycle. 

I 

IV State and Regional 
Involvement   
MI 2.1 

All trauma centers must participate in the regional statewide trauma system. II 

IV  Hospital Regional 
Disaster Committee  
MI 2.2 

All trauma centers must participate in regional disaster/emergency management 
committees, health care coalitions, and regional mass casualty exercises.  

II 

IV Disaster Exercise 
Participation  
MI 2.3 (4) 

The facility must participate in regional disaster management plans and 
exercises. 

II 

IV Trauma 
Multidisciplinary PI 
Committee MI 2.4 

All trauma centers must have a trauma multidisciplinary performance 
improvement committee chaired by the TMD. 

I 

IV Trauma Medical 
Director 
Requirements  
MI 2.5 

A TMD and TPM/TPC knowledgeable and involved in trauma care must work 
together with guidance from multidisciplinary PI committee to: 

• Identify events 
• Develop corrective action plans 
• Ensure methods of monitoring and reevaluation 

 
The TMD must have sufficient authority to:  

• Set the qualifications for physicians, including individuals in 
specialties that are routinely involved with the care of the trauma 
patient.    

II 

IV Trauma Medical 
Director 
Responsibility and 
Authority  
MI 2.6 

In all trauma centers, the TMD must be responsible for and have the authority 
to: 

1. Develop and enforce policies and procedures relevant to care of the 
injured patient. 

2. Ensure providers meet all requirements and adhere to institutional 
standards of practice. 

3. Work across departments and/or other administrative units to address 
deficiencies in care. 

4. Chair of the Multidisciplinary Performance Improvement committee with 
50% attendance.  

5. Determine (with their liaisons) provider participation in trauma care, 
which might be guided by findings from the PI process or an Ongoing 
Professional Practice Evaluation (OPPE). 

6. Oversee the structure and process of the trauma PI program. 
• Regular dedicated time with TPM/TPC for case review. 
• Thorough secondary review of cases with documentation and 

recommendations.  
• Advancement of cases to tertiary review. 
• Preparation of case review for multidisciplinary committee. 
• Evidence of timely performance improvement documentation to 

assist with loop closure/event resolution after the secondary review. 
• The TMD should not review their own cases. These reviews should 

be done by another physician on the panel.  
 

The TMD and the TPM/TPC must have the authority and be empowered by 
the hospital governing body to lead the program. 

II 
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IV Trauma Program 

Manager/ 
Coordinator 
Requirements  
MI 2.7 

The trauma program manager/coordinator must be either a registered 
nurse, paramedic, or advanced practice provider with emergency and/or 
trauma care experience. The manager/coordinator’s job description must 
define the roles and responsibilities for the management and leadership of 
the trauma program and the trauma performance improvement process. 

In all trauma centers, the TPM/TPC should fulfill the following requirements: 
1. Have staff commitment* to the trauma program.

• In programs with 200 - 300 registry entries meeting NTDS/State
criteria, the TPM/TPC must dedicate 0.5 FTE to trauma
program management responsibilities.

• In programs with greater than 300 registry entries meeting
NTDS/State criteria, the TPM/TPC must dedicate a 1.0 FTE to
trauma program management responsibilities.

*At least 50% of the TPM/TPC’s time must be spent on TPM/TPC related
activities as outlined below (this should exclude clinical hours). The remaining
time must be dedicated to other roles within the trauma program.

TPM/TPC Multiple Facility Management Responsibilities: 
1. It is recommended that a Level III TPM/TPC should not manage more

than one Level III facility. If they are directed by their health system to
manage additional programs it is recommended that they only manage
one additional Level IV facility.

2. It is recommended that a Level IV TPM/TPC should not manage more
than 2 Level IV facilities.

3. Factors to consider when determining staffing assistance for a
TPM/TPC managing more than one program:

• Patient volume
• Duties required outside of trauma program activities (ER

manager, disaster preparedness, nursing supervisor, etc.)
• Trauma registry work and number of entries meeting NTDS

criteria
• Time needed for PI activities
• Time needed for PI meetings for each site (4 meetings per site)
• Time needed for injury prevention activities
• Participation in regional meetings and activities
• Drive time to individual facilities/Ability to spend time with each

trauma program
4. Staffing for the trauma registry and performance improvement must be

based off a combined total number of registry entries for all
programs managed.

5. There must be at least a 0.5 FTE dedicated performance
improvement personnel* when the annual registry entries meeting
NTDS/State criteria exceed 500 patients (this may be the TPM/TPC).

6. If the combined facility registry entries exceed 1000 registry entries
meeting NTDS/State criteria, the trauma center must have a 1.0 FTE PI
personnel. This cannot be the trauma program manager.

II 
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IV Injury Prevention 
Program  
MI 2.9 

1. There must be someone that has injury prevention as part of his or her 
job description. This may include the TPM/TPC. 

2. Must have an organized and effective approach to injury prevention and 
must prioritize those efforts based on local trauma registry and 
epidemiologic data.  

3. The program should implement at least two activities over the course of 
the verification cycle; 1 regional project and 1 facility project 

II 
 
 
 
 

 

IV MI CD 3-1 Failure of the healthcare facility to participate in the Regional Trauma Network 
Injury Prevention work plan and initiatives is considered a critical deficiency 

I 

IV Organ Procurement 
Program  
MI 2.10 

In all trauma centers, an organ procurement program must be available and 
consist of at least the following: 

1. An affiliation with an organ procurement organization (OPO). 
2. A written policy for notification of the regional OPO. 
3. Protocols defining clinical criteria and confirmatory tests for the 

diagnosis of brain death. 

II 

IV Blood Products/ 
Laboratory  
MI 3.3 

24-hour availability of a laboratory capable of: 
• Equipment available for analysis of blood, urine, and other body fluids, 

including micro sampling 
• If utilizing point of care testing the facility must have a policy for lab 

analysis off site for those tests not available by point of care testing. 
 

Facilities must have the ability to perform all labs needed for the trauma 
patients 

I 

IV Medical Imaging  
MI 3.4 

Conventional radiography must be available in all trauma facilities 24/7.  I 

IV Trauma Surgeon 
Requirements  
MI 4.1 

Trauma surgeons who are involved in the care of trauma patients must meet the 
following qualifications: 

1. Complete the ATLS course at least once. 
2. Have privileges in general surgery. 
3. Hold current board certification or board eligibility in general surgery or 

have been approved through the Alternate Pathway. 
4. For the highest level of activation, at least 80 percent of the time, the 

trauma surgeon must be at the patient’s bedside within 30 minutes of 
patient arrival.  
 

Note: This criterion applies to trauma facilities that have trauma surgeons 
on their trauma call panel. 

II 

IV Emergency 
Department 
Physician 
Requirements  
MI 4.7 

In all trauma centers, emergency medicine physicians involved in the care of 
trauma patients must have completed the ATLS course at least once. 
Physicians who are board certified or board-eligible in a specialty other than 
emergency medicine must hold current ATLS certification. 

1. A Level IV facility must have 24-hour emergency coverage by a 
physician or advanced practice provider. 

2. The emergency department at Level IV centers must be continuously 
available for resuscitation, with coverage by a registered nurse and 
physician or advanced practice provider, and it must have a physician 
director 

II 

IV Allied Health 
Services-Respiratory 
Therapy MI 4.16 

Level IV trauma centers must have staff to provide respiratory services 24 hours 
a day.                                                                                                                                                

II 

IV Advanced Practice 
Providers  
MI 4.18 

In all trauma centers, surgery and/or emergency department APPs who are 
clinically involved in the initial evaluation and resuscitation of trauma 
patients during the activation phase must have current ATLS certification. 

II 
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IV Trauma Registry 
Staffing 
Requirements  
MI 4.19 

Each healthcare facility is required to designate a person responsible for trauma 
registry activities. This person should have minimal training necessary to 
maintain the registry.  This need not be a dedicated position.   

• There should be at least 0.5 FTE hours dedicated to the trauma 
registry if the combined facilities have 200-300 annual registry entries 
meeting NTDS/State criteria.  

If the annual combined facility registry entries meeting NTDS/State criteria 
exceeds 300, staffing should be adjusted accordingly. 

II 
 

IV MI CD 1-4 Failure of the healthcare facility to designate a person responsible for trauma 
registry activities shall be considered a critical deficiency. 

I 

IV Clinical Practice 
Guidelines 
MI 5.1 

All trauma centers must have evidence-based clinical practice guidelines, 
protocols, or algorithms that are reviewed at least every three years. The 
hospital must have a policy describing: 

1. The types of trauma patients considered for admission. 
2. The specialties responsible for admitting and providing consults. 
3. Guidelines that focus on managing different types of injuries and patient 

populations. 
4. The expectations for monitoring patients for deterioration. 
5. Procedures to ensure that, in the event of deterioration, patients 

admitted for trauma care are transferred to an appropriate tertiary 
facility for care. 

II 

IV Levels of Trauma 
Activation 
MI 5.3 
 
 

In all trauma centers, the criteria for tiered activations must be clearly defined. 
For the highest level of activation, the following eight criteria must be included: 

1. Confirmed blood pressure less than 90 mm Hg at any time in adults, 
and age-specific hypotension in children 

2. Gunshot wounds to the neck, chest, or abdomen 
3. GCS less than 9 (with mechanism attributed to trauma) 
4. Transfer patients from another hospital who require ongoing blood 

transfusion. 
5. Patients intubated in the field and directly transported to the trauma 

center. 
6. Patients who have respiratory compromise or are in need of an 

emergent airway. 
7. Transfer patients from another hospital with ongoing respiratory 

compromise (excludes patients intubated at another facility who are 
now stable from a respiratory standpoint) 

8. Emergency physician’s/Advanced Practice Provider’s discretion 

II 

IV Physician Response 
to Highest Level of 
Activation 
MI 5.4 

1. For Level IV trauma centers, it is expected that the physician (if 
available) or advanced practice provider (APP) will be in the emergency 
department on patient arrival, with adequate notification from the field.  

2. The maximum acceptable response time is 30 minutes for the highest 
level of activation, tracked from patient arrival. If the facility only has one 
level of activation it is expected the physician or advanced practice 
provider will meet this benchmark for all activations. 

3. The PI program must demonstrate that the physician’s (if available) or 
advanced practice provider’s presence complies at least 80 percent of 
the time. 

I 

IV Assessment of 
Children for 
Nonaccidental 
Trauma 
MI 5.6 

All trauma centers must have a process in place to assess children for 
nonaccidental trauma.  
 
 

II 
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IV Massive Transfusion 

Protocol 
MI 5.7 

All trauma centers must have a massive transfusion protocol (MTP) that is 
developed collaboratively between the trauma service and the blood bank. The 
policy must include pediatric dosing. 

I 

IV Anticoagulation 
Reversal Protocol 
MI 5.8 

All trauma centers must have a rapid reversal protocol in place for patients on 
anticoagulants.  

II 

IV Pediatric Readiness 
MI 5.9 

In all trauma centers, the emergency department must evaluate its pediatric 
readiness and have a plan to address any deficiencies. 

II 

IV Emergency Airway 
Management 
MI 5.10 

All trauma centers must have a provider and equipment immediately available to 
establish an emergency airway. 

I 

IV Transfer 
Process/Protocols 
MI 5.11 

All trauma centers must have clearly defined transfer guidance that includes: 
• Considerations regarding the types of patients to be transferred.
• Predetermined referral centers for outgoing transfers.

The guidelines should direct caregivers on the emergent transfer of a trauma 
patient from the emergency department or an in-patient area to an appropriate 
tertiary facility that lists: 

• The anatomical and physiological criteria that, when present, result in
immediate transfer.

• The levels of EMS agencies and aeromedical services available and
appropriate for patient transfers.

• Consider a checklist or guidance on what to include in the medical
record, medications needed during transport or special needs of patient.

II 

IV Decision to Transfer 
MI 5.12 

In all trauma centers, the decision to transfer an injured patient must be based 
solely on the needs of the patient, without consideration of their health plan or 
payor status. A door to transfer benchmark time for the most critical patients 
should be established and monitored. 

II 

IV Transfer 
Communication 
MI 5.13 

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

II 

IV Trauma Diversion 
Protocol 
MI 5.14 

In all trauma centers, diversion protocols must be approved by the TMD or 
designee and include: 

1. Agreement of the ED Provider in the decision to divert.
2. A process for notification of dispatch and EMS agencies
3. A diversion log to record reasons for and duration of diversions

II 

IV Trauma Diversion 
Hours 
MI 5.15 

All trauma centers must not exceed 400 hours of diversion during the reporting 
period. 

II 

IV Communication of 
Critical Imaging 
Results 
MI 5.24 

In all trauma centers, documentation of preliminary diagnostic imaging must 
include evidence that critical findings were communicated to the trauma team. 
The final report must accurately reflect the chronology and content of 
communications with the trauma team, including changes between the 
preliminary and final interpretations. 

II 

IV Alcohol Misuse 
Screening 
MI 5.29 

All trauma centers must screen all admitted trauma patients greater than 12 
years old for alcohol misuse with a validated tool or routine blood alcohol 
content testing. Programs must achieve a screening rate of at least 80 percent. 

II 

IV Data Quality 
MI 6.1 

All trauma centers must have a data quality plan that, at a minimum, requires 
quarterly data validation. 

II 

IV Trauma Registry 
Patient Record 
Completion MI 6.2 

In all trauma centers, the trauma registry must be concurrent, defined as having 
a minimum of 80 percent of patient records completed within 60 days of the 
patient discharge date. 

II 
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IV Trauma Registry 

Data Collection and 
Submission 
MI 6.3 

In all trauma centers, trauma registry data must be collected in compliance with 
NTDS/State inclusion criteria and data element definitions in the current version 
of the Michigan Data Dictionary and must have been submitted to the State of 
Michigan for quarterly data submissions.  

II 

IV MI CD 1-1 Failure of the healthcare facility to participate in the submission of data on 
patients who meet trauma inclusion criteria as defined in this section shall be 
considered a critical deficiency. 

I 

IV MI CD 1-2 Failure of the healthcare facility to submit data into the State Trauma Registry 
shall be considered a critical deficiency. 

I 

IV MI CD 1-3 Failure of the healthcare facility to continue to submit data into the State Trauma 
Registry on a regular basis after submission of the initial twelve (12) months of 
data shall be considered a critical deficiency. 

I 

IV Registry Use in 
Performance 
Improvement 
MI 6.4 

The trauma registry is essential to the performance improvement (PI) program 
and must be used to support the PI process. The trauma PI program must be 
supported by a registry and a reliable method of concurrent data collection that 
consistently obtains information necessary to identify opportunities for 
improvement. 

II 

IV PIPS Plan 
MI 7.2 

All trauma centers must have a written PI plan that: 
1. Specifies the processes for event identification.
2. The scope for event review must extend from prehospital care to

hospital discharge.
3. Includes a list of audit filters, event review, and report review that

must include, at minimum, those listed in the Audit Filter section.
4. Defines levels of review (primary, secondary, tertiary, and/or

quaternary), with a listing for each level that clarifies:
• Which cases are to be reviewed, including guidance on

which cases should always receive a tertiary case review.
• Who performs the review.
• Documentation of each level of review, discussion/minutes,

actions taken, and loop closure.
5. Specifies the members and responsibilities of the trauma

multidisciplinary performance improvement committee.
6. Outlines an annual process for identification of priority areas for

PI, based on audit filters, event reviews, and PI committee
guidance.

I 

IV MI CD 2-3 Failure of a facility requesting in-state verification to provide a written 
performance improvement plan which meets state of Michigan criteria shall be 
considered a critical deficiency. The plan must include a process of event 
identification and levels of review which result in the development of corrective 
action plans, methods of monitoring, re-evaluation, and the process being 
reviewed and updated annually. 

I 

IV Documented 
Effectiveness of the 
PIPS Program 
MI 7.3 

All trauma centers must have documented evidence of event identification; 
effective use of audit filters; demonstrated loop closure; attempts at corrective 
actions; and strategies for sustained improvement measured over time. The 
process of event identification and levels of review must result in the 
development of corrective action plans, and methods of monitoring, and 
reevaluation must be present. 

Time for review to closure of non-complex PI cases is 90 days 

II 
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IV Trauma 

Multidisciplinary 
PIPS Committee 
Attendance and 
Physician 
Participation in 
Performance 
Improvement 
MI 7.6 

In Level IV trauma centers, there must be a minimum of 3 physicians that 
participate in the multi-disciplinary meetings. 

• One must be the trauma medical director
• One must be an emergency medicine physician
• The third could be an emergency department provider or an APP from

the ED or another service. 

The following providers are also required if caring for trauma patients: 
1. General Surgeon (if indicated/ad hoc)
2. Orthopedic Surgeon Liaison (if indicated/ad hoc)
3. Hospitalist/Internal Medicine/Admitting Provider (if the facility admits

trauma patients a provider from a service that admits patients to the
hospital should be included)

4. Anesthesia Liaison (if indicated/ad hoc)

The trauma program manager/coordinator is also required to attend. 

Other service lines that are highly recommended, but not required are: 
• Radiology - Attendance of a radiology provider at PIPS meetings is

especially important if the facility is experiencing delays in radiology
reads or misreads. There should be a process to send cases with
radiology issues for PI review.

II 

IV MI CD 2-1 Failure to participate in the Regional Trauma Networks performance 
improvement workplan and initiatives shall be considered a critical deficiency 

I 

IV Trauma Mortality 
Review 
MI 7.7 

In all trauma centers, all cases of trauma-related mortality and transfers to 
hospice must be reviewed and classified for potential opportunities for 
improvement. Deaths must be categorized as: 

1. Mortality with opportunity for improvement
2. Mortality without opportunity for improvement
3. Transfers to hospice – with opportunities for improvement identified

In Level IV facilities all trauma deaths need to be reviewed at the multi-
disciplinary PIPS meeting. 

II 

IV Nonsurgical Trauma 
Admissions Review 
MI 7.8 

1. In all trauma centers, all nonsurgical trauma admissions must be
reviewed by the trauma program.

2. NSA without trauma or other surgical consultation, with ISS > 9, or with
identified opportunities for improvement must, at a minimum, be
reviewed by the TMD in secondary review.

3. NSA with trauma or other surgical consultations, with ISS ≤ 9, or without
other identified opportunities for improvement may be closed in primary
review.

II 

IV Trauma Diversions 
Review 
MI 7.9 

All instances of diversion must be reviewed by the TMD. II 

IV Prehospital Care 
Feedback 
MI 7.10 

All trauma centers must have a process of reviewing and providing feedback to 
the Medical Control Authority regarding: 

1. EMS agencies, related to accuracy of triage and provision of care.
2. Referring providers, related to the care and outcomes of their patients

and any potential opportunities for improvement in initial care

II 

IV Trauma Transfers 
MI 7.11 (4) 

All transfers must be reviewed by the TMD. II 
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IV Public and 
Professional Trauma 
Education MI 8.1 

All trauma centers must support public and professional trauma education. II 

IV Nursing Trauma 
Orientation and 
Education 
MI 8.2 

All trauma centers must provide trauma orientation to new nursing staff caring 
for trauma patients. 

II 

IV Prehospital Provider 
Feedback and 
Education 
MI 8.3 

The trauma program must participate in feedback to prehospital personnel 
related to trauma care and opportunities to educate on trauma program  

II 

 


