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TITLE 25 HEALTH SERVICES 
PART 1 DEPARTMENT OF STATE HEALTH SERVICES 

CHAPTER 157 EMERGENCY MEDICAL CARE 
SUBCHAPTER A EMERGENCY MEDICAL SERVICES - PART A 

§157.2. Definitions. 

The following words and terms, when used in this chapter these sections, shall have 
the following meanings, unless the context clearly indicates otherwise:  

 (1) Abandonment--Leaving a patient without appropriate medical care once 
patient contact has been established, unless emergency medical services personnel 

are following the medical director's protocols, a physician directive, or the patient 
signs a release; turning the care of a patient over to an individual of lesser 
education when advanced treatment modalities have been initiated.  

 (2) Accreditation--Formal recognition by a national association of a provider's 
service or an education program based on standards established by that 
association.  

 (3) Acronym--An abbreviation formed from the initial letters of other words and 
pronounced as a word. See the DSHS website at 

https://www.dshs.texas.gov/emstraumasystems/ruldraft.shtm for the most current 
list of acronyms associated with the trauma and emergency health care system.  

 (4) (3) Act--Emergency Health Care Medical Services Act, Texas Health and 
Safety Code, Chapter 773.  

 (5) Active pursuit of department designation as a trauma facility--An 
undesignated facility that is recognized by the department after applying for 

designation as a trauma facility and has met the requirement to be eligible for 
uncompensated trauma care funds. 

 (6) Acute Stroke-Ready Level IV stroke facility--A hospital that is reviewed by a 
department-approved survey organization and meets the national stroke standards 

of care for an acute-stroke ready facility as defined by §157.133 of this title 
(relating to Requirements for Stroke Facility Designation). The hospital is 
designated by the department, participates in its local Regional Advisory Council 

(RAC), participates in the regional stroke plan, and submits data to the department 
as requested. 

 (7) (4) Administrator of Record (AOR)--The administrator for an emergency 
medical services (EMS)EMS provider who meets the requirements of the Texas 

Health and Safety Code, §773.05712 and §773.0415.  

 (8) (5) Advanced Emergency Medical Technician (AEMT)--An individual who is 
certified by the department and is minimally proficient in performing the basic life 
support skills required to provide emergency prehospital or interfacility care and 

initiating and maintaining under medical supervision certain advanced life support 
procedures, including intravenous therapy and endotracheal or esophageal 
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intubation.  

 (9) Advanced Level II stroke facility--A hospital that completes a site survey 
with a department-approved survey organization and meets the national stroke 

standards for Non-Comprehensive Thrombectomy Stroke Center. The hospital is 
designated by the department, participates in the hospital’s local RAC, participates 
in the regional stroke plan, and submits data to the department as requested, as 

defined by §157.133 of this title. 

 (10) Advanced Level III trauma facility--A hospital surveyed by a department-
approved survey organization that meets the state requirements and American 
College of Surgeons (ACS) standards for a Level III trauma facility as described in 

§157.125 of this title (relating to Requirements for Trauma Facility Designation). 
The hospital is designated by the department; provides care to a defined trauma 

population based on the hospital's geographic location and proximity to other 
trauma facilities; provides injury prevention and outreach education; participates in 
its local RAC; submits data to the State Trauma Registry, the National Trauma Data 

Bank (NTDB), and the Trauma Quality Improvement Program (TQIP); and has 
appropriate services for dealing with stressful events for the emergency/trauma 

care providers. 

 (11) (6) Advanced life support (ALS)--Emergency prehospital or interfacility care 
that uses invasive medical acts, and which would include ALS assessment. The 
provision of advanced life support must shall be under the medical supervision and 

control of a licensed physician.  

 (7) Advanced life support (ALS) vehicle--A vehicle that is designed for 
transporting the sick and injured and that meets the requirements of §157.11(j)(2) 
of this title (relating to Requirements for an EMS Provider License) as an advanced 
life support vehicle and has sufficient equipment and supplies for providing 

advanced level of care based on national standards and the EMS provider's medical 
director approved treatment protocols.  

 (12) (8) Advanced life support Life Support assessment--Assessment performed 
by an AEMT or paramedic that qualifies qualify as advanced life support based upon 

initial dispatch information, when it could reasonably be believed that the patient 
was suffering from an acute condition that may require advanced skills.  

 (13) Advanced life support vehicle--A vehicle that is designed for transporting 
the sick and injured and that meets the requirements of §157.11(k)(2) of this title 

(relating to Requirements for an EMS Provider License) as an advanced life support 
vehicle and has sufficient equipment and supplies for providing an advanced level of 

care based on national standards and the EMS provider's medical director-approved 
treatment protocols. 

 (14) Advanced Practice Provider (APP)--A nurse practitioner, physician assistant, 
or certified registered nurse anesthetist that has been reviewed and credentialed by 

the facility and may have additional credentialing to participate in the trauma 
program as a trauma advanced practice provider. 
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 (15) (9) Air ambulance provider--A person who operates or leases 
operates/leases a fixed-wing or rotor-wing air ambulance aircraft, equipped and 

staffed to provide a medical care environment on-board appropriate to the patient's 
needs. The term air ambulance provider is not synonymous with and does not refer 

to the Federal Aviation Administration (FAA) air carrier certificate holder unless they 
also maintain and control the medical aspects that are consistent with EMS provider 
licensure.  

 (16) (10) Ambulance--A vehicle for transportation of the sick or injured person 
to, from, or between places of treatment for an illness or injury, and that provides 
out-of-hospital provide out of hospital medical care to the patient. 

 (17) American College of Surgeons (ACS)--The organization that sets the 
national standards for trauma center requirements, trauma verification, the 

National Trauma Data Standards (NTDS), NTDB, TQIP, and regional system 
integration and coordination. 

 (18) Approved survey organization--An organization that meets the 
department’s standards and expectations and is approved to complete designation 
site surveys in Texas. 

 (19) (11) Authorized ambulance vehicle--A vehicle authorized to be operated by 
the licensed provider and that meets all criteria for approval as listed in §157.11(e) 
of this title.  

 (20) Bad debt--The unreimbursed cost to a hospital of providing health care 
services to a patient which meets trauma activation criteria that is evaluated by the 

facility in the emergency department, or within hospital units, transferred, or 
expired who is financially unable to pay, in whole or in part, for the services 
rendered and whose account has been classified as bad debt based upon the 

hospital's bad debt policy. A hospital's bad debt policy shall be in accordance with 
generally accepted accounting principles. 

 (21) Basic Level IV trauma facility--A hospital surveyed by a department-
approved survey organization or defined survey process that meets the state 

requirements and ACS standards for a Level IV trauma facility as described in 
§157.125 of this title. The hospital is designated by the department, provides 

trauma care specific to the hospital's population served in their geographic region, 
participates in injury prevention and outreach education, participates in its local 
RAC, submits data to the State Trauma Registry, and has appropriate services for 

dealing with stressful events for the emergency/trauma care providers. 

 (22) (12) Basic life support (BLS)--Emergency prehospital or interfacility care 
that uses noninvasive medical acts. The provision of basic life support will have 
sufficient equipment and supplies for providing basic level care based on national 

standards and the EMS provider's medical director-approved director approved 
treatment protocols.  

 (23) (13) Basic life support (BLS) vehicle--A vehicle that is designed for 
transporting the sick or injured and that has sufficient equipment and supplies for 
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providing basic life support based on national standards and the EMS provider's 
medical director-approved director approved treatment protocols.  

 (14) Basic trauma facility - A hospital designated by the department as having 

met the criteria for a Level IV trauma facility as described in §157.125 of this title 
(relating to Requirements for Trauma Facility Designation). Basic trauma facilities 
provide resuscitation, stabilization, and arrange for appropriate transfer of major 

and severe trauma patients to a higher level trauma facility, provide ongoing 
educational opportunities in trauma related topics for health care professionals and 

the public, and implement targeted injury prevention programs. 

 (24) (15) Bypass--Direction given to a prehospital emergency medical services 
unit, by direct/on-line medical control or predetermined triage criteria, to pass the 
nearest hospital for the most appropriate hospital/trauma facility. Bypass protocols 

must should have local physician input into their development and must be 
reviewed through the regional performance improvement process.  

 (25) Calculation of the costs of uncompensated trauma care--A hospital will 
calculate its total costs of uncompensated trauma care for patients meeting the 
hospital's trauma activation criteria by summing its charges related to 

uncompensated trauma care as defined in Chapter 157 of this title (relating to 
Emergency Medical Care), then applying the cost-to-charge ratio and derived in 

accordance with generally accepted accounting principles. 

  (A) Cost-to-charges ratio - A ratio that covers all applicable hospital costs 
and charges relating to inpatient care determined by the Texas Health and Human 
Services Commission from the hospital's Medicaid cost report. To calculate a 

hospital’s uncompensated trauma care costs, the department will use the inpatient 
ratio of cost-to-charges pertaining to the fiscal year of allocated funds being 
calculated. 

  (B) Uncompensated trauma care - The sum of “charity care" and "bad debt" 
resulting from trauma care after due diligence to collect the funds. Contractual 
adjustments in reimbursement for trauma services based upon an agreement with 
a payor (including Medicaid, Medicare, Children's Health Insurance Program (CHIP), 

or other health insurance programs) are not uncompensated trauma care. 

 (26) (16) Candidate--An individual who is requesting emergency medical 
services personnel certification, or licensure, recertification, or relicensure from the 
department Texas Department of State Health Services.  

 (27) (17) Certificant--Emergency medical services personnel with current 

certification from the Texas Department of State Health Services.  

 (28) Charity care--The unreimbursed cost to a hospital of providing health care 
services on an inpatient, emergency department, transferred, or expired person 
classified by the hospital as "financially indigent" or "medically indigent." 

  (A) Financially indigent - An uninsured or underinsured person meeting the 
facility’s trauma activation criteria who is accepted for care with no obligation or a 
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discounted obligation to pay for the services rendered based on the hospital's 
eligibility system. 

  (B) Medically indigent - A person whose medical or hospital bills after 

payment by third-party payors (including Medicaid, Medicare, CHIP, or other health 
insurance programs) exceed a specified percentage of the patient's annual gross 
income, determined in accordance with the hospital's eligibility system, and the 

person is financially unable to pay the remaining bill. 

 (29) Chief Executive Officer (CEO)--The highest job title in an organization who 
is responsible for guiding the organization. The CEO sets the tone of interactions, 
embodies the mission and culture of the organization, establishes the level of 

commitment to high quality care, and bears the responsibility for the overall care 
provided for the management of the organization. 

 (30) Chief Financial Officer (CFO)--A senior executive financial managerial 
position in an organization and has the responsibility of overseeing all 

financial/accounting activities of the organization. 

 (31) Chief Medical Officer (CMO)--A physician in an executive role in the 
organization who is responsible for the well-being of the patients care and the 
employees. The CMO serves as a liaison between the administration and medical 

staff and oversees the medical staff contacts and physician credentialing processes 
for the organization. 

 (32) Chief Nursing Officer (CNO)--A non-clinical executive nursing position in the 
health care organization considered the top-level nurse within the organization and 

oversees all nursing functions and patient care practices through the various 
organizational structures and is responsible for the quality of care. The CNO 
develops nursing goals and objectives, recruits and retains nursing staff, maintains 

the nursing financial budget and nursing shared governance, represents nursing to 
the board of the health care organization, and establishes the culture of nursing 

and the commitment to high quality nursing practice. 

 (33) Commissioner--The commissioner of the Texas Department of State Health 
Services. 

 (34) Compliance--Documented evidence of measures to meet established 
criteria for licensure or designation. 

 (35) Comprehensive Level I stroke facility--A hospital surveyed by a 
department-approved survey organization that meets the national standards of care 
for a Comprehensive Stroke Center, participates in its local RAC, participates in the 

regional stroke plan, and submits data to the department as requested. 

 (36) Comprehensive Level I trauma facility--A hospital surveyed by a 
department-approved survey organization that meets the state requirements and 
ACS standards for a Level I trauma facility as described in §157.125 of this title and 

is designated by the department. A Level I trauma facility serves as a resource 
trauma center to its community and RAC. The facility must have continual access to 
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surgical and medical subspecialty services 24 hours a day, 7 days a week. A 
comprehensive Level 1 trauma facility manages major, severe, and all types of 

trauma injuries; provides ongoing educational opportunities on trauma-related 
topics for health care professionals and the public; implements targeted injury 

prevention programs with outcome measures; conducts trauma research; 
participates in its local RAC; submits data to the State Trauma Registry, TQIP, and 
the NTDB; and has appropriate services available for dealing with stressful events 

for emergency/trauma care providers.  

 (37) Concurrent performance improvement--Performance improvement reviews 
occurring at the same time of the patient’s hospital admission, beginning within 24 
hours of the patient’s admission, continuing throughout the patient’s hospital 

course, and all events are identified within 10 business days after the patient is 
discharged allowing for timely review, interventions, and corrective actions. 

 (38) Concurrent trauma registry abstraction--Trauma registry data abstraction 
and registry data entry occur at the same time of the patient’s hospital admission, 

beginning within 24 hours of the patient’s admission, occurs throughout the hospital 
course, and is completed within 60 days after the patient’s discharge, allowing for 

timely access to data for performance improvement reviews and decision-making. 

 (39) Consumer Protection Division (CPD)--A division within the Texas 
Department of State Health Services responsible for the oversight of EMS provider 
licensure, ECA/EMT/AEMT/EMT-P/LP certification, licensure, and education; and 

complaint investigation. The division is responsible for the designation process for 
trauma, stroke, maternal, and neonatal facilities; the RAC system development and 
advances; the funding, grant management, and the distribution of funding for the 

division; and the Medical Advisory Board. 

 (40) Contingent designation--A designation awarded to a facility with one to 
three requirements not met. The department develops a corrective action plan 
(CAP) for the facility and the facility must complete this plan and meet 

requirements to remain designated. Contingent designations may require a focused 
survey to validate requirements are met. 

 (41) Contingent probationary designation--A designation awarded to a facility 
with four or more requirements not met. The department develops a corrective 

action plan for the facility and the facility must complete this plan and meet 
requirements to remain designated. The facility may be required to submit 
documentation reflecting the corrective action plan to the department at defined 

intervals. Contingent probational designation requires a full survey within 12 to 18, 
and the facility must demonstrate requirements are met to maintain designation. 

 (42) Corrective action plan (CAP)--A plan for the facility developed by the 
department that describes the actions required of the facility to correct designation 

requirements that were not met during the facility's site survey or assessment to 
ensure applicable designation requirements are met. 



 

7 

 (43) County of licensure--The county in which the physical address of a licensed 
EMS provider is located, as indicated by the provider on the application for licensure 

that is filed with the department. 

 (18) Comprehensive trauma facility - A hospital designated by the department 
as having met the criteria for a Level I trauma facility as described in §157.125 of 
this title. Comprehensive trauma facilities manage major and severe trauma 

patients, provide ongoing educational opportunities in trauma related topics for 
health care professionals and the public, implement targeted injury prevention 

programs, and conduct trauma research. 

 (44) (19) Course medical director--A Texas licensed physician approved by the 
department with experience in and current knowledge of emergency care who must 
shall provide direction over all instruction and clinical practice required in EMS 

training courses.  

 (45) (20) Credit hour--Continuing education credit unit awarded for successful 
completion of a unit of learning activity as defined in §157.32 of this title (relating 
to Emergency Medical Services EMS Education Program and Course Approval).  

 (46) Criteria--Elements that must be met in the RAC's contract with the 
department with documented evidence that each criterion is met. 

 (47) (21) Critically injured person--A person suffering major or severe trauma, 
with severe multi-system multi system injuries or major unisystem injury; the 

extent of the injury may be difficult to ascertain, but it which has the potential of 
producing mortality or major disability. Retrospectively, typically defined with an 

injury severity score of 25 or greater. 

 (48) Culture of Safety--A culture in which mistakes are acknowledged and lead 
to sustainable, positive change; respectful and inclusive behaviors are instinctive 
and serve as the behavioral norms for the organization; and the physical and 

psychological safety of patients and the workforce is both highly valued and 
ardently protected. 

 (49) (22) Current--Within active certification or licensure period of time.  

 (50) Definitive care--The phase of care in which therapeutic interventions, 
treatments, or procedures are performed to stop or control an injury, illness, or 
disease and promote recovery.  

 (51) (23) Department--The Texas Department of State Health Services.  

 (52) Designated facility administrator--Administrator responsible for the 
oversight, funding, contracts, and leadership of designated programs. 

 (53) (24 Designated infection control officer--A designated officer who serves as 
a liaison between the employer's employees who have been or believe they have 

been exposed to a potentially life-threatening infectious disease, through a person 
who was treated or and/or transported, by the EMS provider.  
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 (54) (25) Designation--A formal recognition by the department of a hospital's 
capabilities, commitment, care practices, and participation in the RAC to serve as a 

trauma or stroke facility trauma care capabilities and commitment. 

 (55) Designation appeal--The process for a hospital that has been downgraded 
or denied a specific level of designation to appeal the designation decision and 
provide information and justification that the hospital meets the criteria for a higher 

level of designation. 

 (56) Dispatch--The sending of persons and equipment by EMS for assessment 
and prompt, efficient transportation of a sick or injured patient, if required. 

 (57) (26) Distance learning--A method of learning remotely without being in 
regular face-to-face contact with an instructor in the classroom.  

 (58) (27) Diversion--A procedure put into effect by a trauma facility or stroke 
facility to ensure appropriate patient care when that facility is unable to provide the 

level of care required for by trauma patient’s injuries or stroke patient needs when 
the facility has temporarily lost capacity or capabilities. exhausted its resources.  

 (59) (28) Emergency call--A new call or other similar communication from a 
member of the public, as part of a 9-1-1 system or other emergency access 

communication system, made to obtain emergency medical services.  

 (60) (29) Emergency care attendant (ECA)--An individual who is certified by the 
department as minimally proficient in performing to provide emergency prehospital 
care by providing initial aid that promotes comfort and avoids aggravation of an 

injury or illness.  

 (61) (30) Emergency medical services (EMS)--Services used to respond to an 
individual's perceived need for medical care and to prevent death or aggravation of 
physiological or psychological illness or injury.  

 (62) (31) Emergency medical services (EMS) operator--A person who, as an 
employee of a public agency, as that term is defined by Texas Health and Safety 

Code, §771.001, receives emergency calls and may provide medical information to 
the public during an emergency call.  

 (32) Emergency medical services and trauma care system - An arrangement of 
available resources that are coordinated for the effective delivery of emergency 

health care services in geographical regions consistent with planning and 
management standards.  

 (63) (33) Emergency medical services (EMS) personnel-- 

  (A) emergency care attendant (ECA);  

  (B) emergency medical technician (EMT);  

  (C) advanced emergency medical technician (AEMT);  
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  (D) emergency medical technician intermediate (EMT-I); or  

  (E) emergency medical technician-paramedic (EMT-P); or  

  (F) licensed paramedic(LP).  

 (64) (34) Emergency medical services (EMS) provider--A person who uses, 
operates or maintains EMS vehicles and EMS personnel to provide emergency 
medical services EMS. See §157.11 of this title regarding fee exemption.  

 (65) Emergency medical services vehicle-- 

  (A) basic life support (BLS) vehicle; 

  (B) advanced life support (ALS) vehicle; 

  (C) mobile intensive care unit (MICU); 

  (D) MICU rotor wing and MICU fixed wing air medical vehicles; or 

  (E) specialized emergency medical service vehicle. 

 (35) Emergency medical services (EMS) volunteer provider--An EMS provider 
that has at least 75% of the total personnel as volunteers and is a nonprofit 
organization. See §157.11 of this title regarding fee exemption.  

 (66) (36) Emergency medical services (EMS) volunteer--EMS personnel who 
provide emergency prehospital or interfacility care in affiliation with a licensed EMS 

provider or a registered First Responder organization without remuneration, except 
for reimbursement of for expenses.  

 (67) Emergency medical services volunteer provider--An EMS provider that has 
at least 75% of the total personnel as volunteers and is a nonprofit organization. 

See §157.11 of this title regarding fee exemption. 

 (68) (37) Emergency medical technician (EMT)--An individual who is certified by 
the department as minimally proficient in performing to perform emergency 
prehospital care that is necessary for basic life support and that includes the control 
of hemorrhaging and cardiopulmonary resuscitation.  

 (69) (38) Emergency medical technician-paramedic (EMT-P)--An individual who 
is certified by the department as minimally proficient in performing to provide 
emergency prehospital or interfacility care in a health care facility's emergency or 
urgent care clinical setting, including a hospital emergency room and a freestanding 

emergency medical care facility, by providing advanced life support that includes 
initiation and maintenance under medical supervision of certain procedures, 

including intravenous therapy, endotracheal or esophageal intubation or both, 
electrical cardiac defibrillation or cardioversion, and drug therapy.  

 (39) Emergency medical services vehicle-- 

  (A) basic life support (BLS) vehicle;  
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  (B) advanced life support (ALS) vehicle;  

  (C) mobile intensive care unit (MICU);  

  (D) MICU rotor wing and MICU fixed wing air medical vehicles; or  

  (E) specialized emergency medical service vehicle. 

 (40) Emergency Medical Task Force (EMTF) - A unit specially organized to 
provide coordinated emergency medical response operation systems during large-

scale large scale EMS incidents.  

 (70) (41) Emergency prehospital care--Care provided to the sick and injured 
within a health care facility's emergency or urgent care clinical setting, including a 
hospital emergency room and a freestanding emergency medical care facility by 

EMS personnel, before or during transportation to a medical facility, including any 
necessary stabilization of the sick or injured in connection with that transportation.  

 (71) Emergency transfer--An event in which a patient at a facility requires 
emergent transfer to another facility for stabilization or definitive care. 

 (72) En route--When an EMS vehicle is responding to an EMS dispatch or 
transporting to a receiving facility. 

 (73) Event--A variation from the standard of care or standard for system 

response or system operations. An event may include delays in response; delays in 
care, complications, or death; and triggers a review of the situation to identify any 
opportunities for improvement. 

 (74) Event resolution--An event, as described in paragraph (73) of this section, 

identified and reviewed to determine if opportunities for improvement in care or the 
system exist, with a specific action plan that was tracked with data analysis to 
demonstrate that the plan changed outcomes to meet the desired goal, and the 

improved outcomes are sustained. 

 (75) Extraordinary emergency--A serious, unexpected event or situation 
requiring immediate action to reduce or minimize disruption to established health 
care services within the EMS and trauma care system. 

 (76) Field triage--The process of distributing patients to the most appropriate 
facility based on injury severity, time-sensitive disease factors, and facility 

availability. 

 (42) Facility triage – The process of assigning patients to an appropriate trauma 
facility based on injury severity and facility availability. 

 (77) (43) Fixed location--The address as it appears on the initial or and/or 
renewal EMS provider license application in which the patient care records and 

administrative offices will be located. 

 (44) General trauma facility - A hospital designated by the department as 
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having met the criteria for a Level III and Level IV trauma facility as described in 
§157.125 of this title. General trauma facilities provide resuscitation, stabilization, 

and assessment of injury victims and either provide treatment or arrange for 
appropriate transfer to a higher level trauma facility, provide ongoing educational 

opportunities in trauma related topics for health care professionals and the public, 
and implement targeted injury prevention programs. 

 (78) (45) Governmental entity--A county, a city or town, a school district, or a 
special district or authority created in accordance with the Texas Constitution, 

including a rural fire prevention district, an emergency services district, a water 
district, a municipal utility district, and a hospital district.  

 (79) Governor’s EMS and Trauma Advisory Council (GETAC)--Provides 
professional recommendations to the EMS/Trauma System Section regarding EMS 

and trauma system development and serves as a forum for stakeholder input. 
GETAC reviews and recommends changes to rules, assesses the need for EMS and 
health care resources in rural areas of the state, develops a strategic plan for 

refining the educational requirements for certification and maintaining certification 
as EMS personnel and RAC system development, and advances the trauma and 

emergency health care system of Texas. GETAC is supported by the air medical 
specialty transport, cardiac, disaster, EMS, EMS educators, EMS medical directors, 
injury prevention, pediatric, stroke, and trauma systems committees. 

 (80) (46) Health care entity--A first responder, EMS provider, physician, nurse, 

hospital, designated trauma facility, or a rehabilitation program.  

 (81) (47) Inactive EMS provider status--The period when a licensed EMS 
provider is not able to respond or be response ready for to an emergency or non-
emergency medical dispatch.  

 (82) (48) Industrial ambulance--Any vehicle owned and operated by an 
industrial facility as defined in the Texas Transportation Code, §541.201, and used 

for initial transport or transfer of company employees who become urgently ill or 
injured on company premises to an appropriate health care medical facility.  

 (83) Injury severity score (ISS)--Standardizes the severity of trauma injuries 
based on the three worst injuries from six body regions. These regions are the head 

and neck, face, chest, abdomen, extremity, and external. It is an anatomical 
scoring system that provides an overall score for trauma patients. Each injury is 
assigned an abbreviated injury score and is categorized within the defined six 

regions. The highest abbreviated injury score in the three most severely injured 
regions have their scores squared, then added together to define the patient’s ISS 

score. ISS of 0-9 is considered moderate trauma injury. ISS of 10-15 is major 
trauma injury. ISS of 16-24 is severe trauma injury. ISS of 25 or greater is critical 
trauma injury. 

 (84) (49) Interfacility care--Care provided while transporting a patient between 

health care medical facilities.  

 (85) Just culture--A system of shared accountability in which health care entities 
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are accountable for the systems and care services the entities have designed in a 
fair and just manner. 

 (50) Lead trauma facility - A trauma facility which usually offers the highest 

level of trauma care in a given area, and which includes receipt of major and severe 
trauma patients transferred from lower level trauma facilities. It also includes on-
going support of the regional advisory council and the provision of regional 

outreach, prevention, and trauma educational activities to all trauma care providers 
in the trauma service area regardless of health care system affiliation. 

 (86) (51) Legal entity name--The name of the lawful or legally standing 
association, corporation, partnership, proprietorship, trust, or individual. Has legal 

capacity to:  

  (A) enter into agreements or contracts;  

  (B) assume obligations;  

  (C) incur and pay debts;  

  (D) sue and be sued in its own right; and  

  (E) to be accountable for illegal activities.  

 (87) Level of harm--A classification system that defines the impact of an event 

to the patient. There are five levels of harm used to define the impact to the 
patient. 

  (A) No harm - The patient was not symptomatic, or no symptoms were 
detected, and no treatment or intervention was required. 

  (B) Mild harm - The patient was symptomatic, symptoms were mild, loss of 
function or harm was either minimal or intermediate but short-term, and no 

interventions or only minimal interventions were needed. 

  (C) Moderate harm - The patient was symptomatic, required intervention or 
interventions such as additional operative procedure, therapeutic treatment, or an 
increased length of stay; may require a higher level of care; may produce 

permanent or long-term harm or loss of function.  

  (D) Severe harm - The patient was symptomatic, required a life-saving or 
other major medical/surgical intervention; shortened life expectancy, and may 
cause major permanent or long-term function.  

  (E) Death - Event was a contributing factor in the patient’s death. 

 (88) Levels of review--Describes the levels of performance improvement review 
for an event in the quality improvement or performance improvement patient 
safety plan, to include the primary level of review, secondary level of review, 

tertiary level of review, and quaternary level of review. 

  (A) Primary level of review - Events identified are investigated by the 
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program’s performance improvement coordinator or program manager to identify 
and capture the event details to validate and document the timeline, contributing 

factors, and level of harm. 

  (B) Secondary level of review - The program manager prepares the 
documentation and facts for the secondary level of review with the program 
medical director; the program medical director reviews the documentation and 

either agrees or corrects the level of harm and defines the actions needed or the 
next level of review. 

  (C) Tertiary level of review - The program medical director and program 
manager prepare the event review for the operations committee or the 

multidisciplinary peer review committee, or assigned departmental committee level 
of review, or regional performance improvement committee; the committee 

evaluates the care practices and standard of care provided, identifies opportunities 
for improvements, and recommends action plans to the program medical director. 
Minutes capturing the event, discussion, identified opportunities for improvement, 

and recommendations must be documented. 

  (D) Quaternary level of review - The program requests a higher level of 
review in the facility or an external level of review as defined in the plan. 

 (89) (52) Licensee--A person who holds a current paramedic license from the 
department Texas Department of State Health Services (department) or a person 
who uses, maintains, or operates EMS vehicles and EMS personnel to provide EMS 

and who holds an EMS provider license from the department.  

 (90) Major Level II trauma facility--A hospital surveyed by a department-
approved survey organization that meets the state requirements and ACS 
standards for a Level II trauma facility as described in §157.125 of this title. The 

hospital is designated by the department; provides care to moderate, severe, and 
critical trauma patients; provides educational opportunities on trauma-related 

topics for health care professionals and the public; implements injury prevention 
and outreach initiatives; participates in its local RAC; submits data to the State 
Trauma Registry, TQIP, and the NTDB; and has appropriate services for dealing 

with stressful events for emergency/trauma care providers. 

 (53) Major trauma facility - A hospital designated by the department as having 
met the criteria for a Level II trauma facility as described in §157.125 of this title. 
Major trauma facilities provide similar services to the Level I trauma facility 

although research and some medical specialty areas are not required for Level II 
facilities, provide ongoing educational opportunities in trauma related topics for 

health care professionals and the public, and implement targeted injury prevention 
programs.  

 (91) (54) Major trauma patient--A person with injuries, or potential injuries, 
who may severe enough to benefit from treatment at a trauma facility. These 

patients may or may not present with alterations in vital signs or level of 
consciousness or obvious significant injuries (see severe trauma patient), but they 
have been involved in an event that incident which results in a high index of 
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suspicion for significant injury and and/or disability. Co-morbid factors such as age 
or and/or the presence of significant medical problems are should also be 

considered. These patients should initiate a system response to include system's or 
health care entity's trauma response, including prehospital triage to the most 

appropriate a designated trauma facility. For performance improvement purposes, 
these patients are also identified retrospectively by an injury severity score of 10-
15 9 or above.  

 (92) (55) Medical control--The supervision of prehospital emergency medical 
service providers by a licensed physician. This encompasses on-line (direct voice 
contact) and off-line (written protocol and procedural review).  

 (93) (56) Medical Director--The licensed physician who provides medical 
supervision to the EMS personnel of a licensed EMS provider or a recognized First 

Responder Organization under the terms of the Medical Practice Practices Act 
(Texas Occupations Code, Chapters 151 – 165 and rules promulgated by the Texas 
Medical Board. May also Also may be referred to as off-line medical control.  

 (94) (57) Medical oversight--The assistance and management given to health 
care providers and and/or entities involved in regional EMS/trauma systems 

planning by a physician or group of physicians designated to provide technical 
assistance.  

 (95) (58) Medical supervision--Direction given to emergency medical services 
personnel by a licensed physician under the terms of the Medical Practice Act, 

(Texas Occupations Code, Chapters 151 – 165) and rules promulgated by the Texas 
Medical Board pursuant to the terms of the Medical Practice Act.  

 (96) (59) Mobile intensive care unit (MICU)--A vehicle that is designed for 
transporting the sick or injured, and that meets the requirements of the advanced 

life support vehicle, and which has sufficient equipment and supplies to provide 
cardiac monitoring, defibrillation, cardioversion, drug therapy, and two-way 

communication with at least one paramedic on the vehicle when providing EMS. 

 (97) National EMS Compact--The National EMS Compact facilitates the day-to-
day movement of EMS personnel across state boundaries in the performance of 
their duties. 

 (98) National EMS Information System (NEMSIS)--A universal standard for how 
patient care information resulting from an EMS response is collected. 

 (99) National Trauma Data Bank (NTDB)--The national trauma registry database 
repository for trauma centers, defined by the ACS with inclusion criteria and 

required data elements that are required for submission. 

 (100) National Trauma Data Standards (NTDS)--The American College of 
Surgeons’ standard data elements with definitions that are required for submission 
to the NTDB, as defined in paragraph (99) of this section. 

 (101) (60) Off-line medical director direction--The licensed physician who 
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provides approved protocols and medical supervision to the EMS personnel of a 
licensed EMS provider under the terms of the Medical Practice Practices Act (Texas 

Occupations Code, Chapters 151 – 165) and a rules promulgated by the Texas 
Medical Board (22 Texas Administrative Code, §197.3).  

 (102) (61) Online course--A directed learning process, comprised of educational 
information (articles, videos, images, web links), communication (messaging, 

discussion forums) with a process, and some way to measure students' knowledge.  

 (103) On-scene time--The time the EMS vehicle, equipment, and staff arrive at 
the location of a dispatch for EMS, as stated in Texas Health and Safety Code 
§773.050 concerning Minimum Standards. 

 (104) (62) Operational name--Name under which the business or operation is 
conducted and presented to the world.  

 (105) (63) Operational policies--Policies and procedures that which are the basis 
for the provision of EMS and that which include, but are not limited to such areas as 
vehicle maintenance, proper maintenance and storage of supplies, equipment, 
medications, and patient care devices; complaint investigation, multi-casualty 

multicasualty incidents, and hazardous materials; but do not include personnel or 
financial policies.  

 (106) Operations Committee--Committee that provides the administrative 
oversight for a program or organization and is responsible for the approval of 

protocols, guidelines, or operational changes within the program or system that 
have the potential to impact care practices before implementing the change to the 

program or organization. 

 (107) Operative or surgical intervention of patients meeting trauma activation 
criteria--Any surgical procedure resulting from a trauma for patients who meet the 
facility’s trauma activation criteria being taken directly from the emergency 

department to an operating suite and meet the current NTDB. 

 (108) (64) Out of service vehicle--The period when a licensed EMS provider 
Provider vehicle is unable to respond or be response ready for an emergency or 
non-emergency response.  

 (109) Performance Improvement Patient Safety Plan (PIPS)--The defined plan 
and written processes for evaluating the performance and compliance to 

established standards of care to identify opportunities for improvement; assign the 
level of harm for identified events, level of review, and corrective action plan; 
implement the action plans; and measure the outcomes of the action plan through 

data analysis to ensure the desired changes are met and maintained to resolve the 
event. The medical director, program manager, and administrator have the 

authority and oversight of the PIPS. 

 (110) (65) Person--An individual, corporation, organization, government, 
governmental subdivision or agency, business, trust, partnership, association, or 
any other legal entity.  
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 (111) Plan of correction (POC)--A report submitted to the department by the 
facility detailing how the facility will correct one or multiple requirements defined as 

not met during a trauma designation site survey review that is reported in the 
survey summary or documented in the self-attestation. 

 (66) Prehospital triage--The process of identifying medical/injury acuity or the 
potential for severe injury based upon physiological criteria, injury patterns, and/or 

high-energy mechanisms and transporting patients to a facility appropriate for their 
medical/injury needs. Prehospital triage for injury victims is guided by the 

prehospital triage protocol adopted by the regional advisory council (RAC) and 
approved by the department. 

 (112) (67) Practical exam-- An Sometime referred to as psychomotor, is an 
exam that assesses the subject's ability to perceive instructions and perform motor 

responses. Also referred to as a psychomotor exam. 

 (113) Prehospital triage--The process of identifying medical/injury acuity or the 
potential for severe injury based upon physiological criteria, injury patterns, and 
high-energy mechanisms and transporting patients to a facility appropriate for the 
patient's medical/injury needs. Prehospital triage for injured patients or time-

sensitive disease events is guided by the approved prehospital triage guidelines in 
the trauma and emergency health care system plan prehospital triage protocol 

adopted by the RAC and approved by the department. 

 (114) Primary EMS provider response area--The geographic area in which an 
EMS provider routinely provides EMS as agreed upon by a local or county 
governmental entity or by contract. 

 (115) Primary Level III stroke facility--A hospital that is designated by the 
department and meets the department-approved national stroke standards of care 

for a Primary Stroke Center, participates in its RAC, participates in the regional 
stroke plan, and submits data as requested by the department. 

 (116) (68) Protocols--A detailed, written set of instructions by the EMS 
provider’s Provider medical director, which may include delegated standing medical 

orders, to guide patient care or the performance of medical procedures as 
approved.  

 (69) Primary EMS provider response area--The geographic area in which an EMS 
agency routinely provides emergency EMS as agreed upon by a local or county 

governmental entity or by contract. 

 (117) (70) Public safety answering point (PSAP)--The call center responsible for 
answering calls to an emergency telephone number for ambulance services; 
sometimes called "public safety access point," or "dispatch center."  

 (118) (71) Quality management--Quality assurance, quality improvement, and 
and/or performance improvement activities. See definition Performance 

Improvement Patient Safety Plan in paragraph (109) in this section. 
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 (72) Regional Advisory Council (RAC) - An organization serving as the 
Department of State Health Services recognized health care coalition responsible 

for the development, implementation and maintenance of the regional trauma and 
emergency health care system within the geographic jurisdiction of the Trauma 

Service Area. A Regional Advisory Council must maintain §501(c)(3) status. 

 (73) Regional EMS/trauma system - A network of healthcare providers within a 
given trauma service area (TSA) collectively focusing on traumatic injury as a public 
health problem, based on the given resources within each TSA.  

 (74) Regional medical control--Physician supervision for prehospital emergency 
medical services (EMS) providers in a given trauma service area or other 

geographic area intended to provide standardized oversight, treatment, and 
transport guidelines, which should, at minimum, follow the regional advisory 

council's regional EMS/trauma system plan components related to these issues and 
22 Texas Administrative Code, §197.3 (relating to Off-line Medical Director).  

 (75) Recertification--The procedure for renewal of emergency medical services 
certification.  

 (119) (76) Receiving facility--A health care facility to which an EMS vehicle may 
transport a patient who requires prompt continuous medical care, or a facility that 

is receiving a patient being transferred for definitive care. 

 (120) Recertification--The procedure for renewal of emergency medical services 
certification.  

 (121) (77) Reciprocity--The recognition of certification or privileges granted to 
an individual from another state or recognized EMS system.  

 (122) Regional Advisory Council (RAC)--An organization approved by the 
department with the purpose of developing system coordination of health care 
services and responsible for the development, implementation, and maintenance of 

the regional trauma and emergency health care system self-assessment and 
system plan within the geographic jurisdiction of the trauma service area (TSA). A 

RAC must maintain Section 501(c)(3) status, defined bylaws, a current self-
assessment, and a current trauma and emergency health care system plan. 

 (123) Regional Advisory Council Performance Improvement Plan--A written plan 
that defines the RAC’s processes to review identified or referred events, identify 

opportunities for improvement, define action plans and data required to correct the 
event, and measures to evaluate the action plan through to event resolution. 

 (124) Regional medical control--Physician supervision for prehospital EMS 
providers in a given TSA or other geographic area intended to provide standardized 

oversight, treatment, and transport guidelines, which should, at minimum, follow 
the RAC’s regional EMS/trauma system plan components related to these issues 
and 22 Texas Administrative Code, §197.3 (relating to Off-line Medical Director). 

 (125) (78) Relicensure--The procedure for renewal of a paramedic license as 
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described in §157.40 of this title (relating to Paramedic Licensure); the procedure 
for renewal of an EMS provider license as described in §157.11 of this title.  

 (126) (79) Response pending status--The status of an EMS vehicle that just 

delivered a patient to a final receiving facility, and the dispatch center has another 
EMS response waiting for that EMS vehicle.  

 (127) (80) Response ready--When an EMS vehicle is equipped and staffed in 
accordance with §157.11 of this title (relating to Requirements for a Provider 

License) and is immediately available to respond to any emergency call 24 hours 
per day, 7seven days per week (24/7). 

 (128) Rural county--A county with a population of less than 30,000 based on the 
latest estimated federal census population figures. 

 (129) (81) Scope of practice--The procedures, actions, and processes that an 
EMS personnel are permitted to undertake in keeping with the terms of their 

professional license or certification and approved by their EMS provider's medical 
director or the resources a facility has available to care for the injured patient or 
time-sensitive disease patterns. 

 (130) Screening events--Selected elements of standards of care that are used 

as performance screening measures to evaluate care provided defined expectation; 
variances to the standard produce a need for further review through the 
performance improvement process. Also referred to as audit filers. 

 (131) (82) Severe trauma patient--A person with injuries or potential injuries 

defined as high risk for mortality or disability and meets facility trauma activation 
criteria that requires definitive require treatment at a designated tertiary trauma 
facility. These patients may be identified by an alteration in vital signs or and/or 

level of consciousness or by the presence of significant injuries and must shall 
initiate a system's or and/or health care entity's highest level of trauma response, 

including prehospital triage to a designated trauma facility. For performance 
improvement purposes, these patients are also identified retrospectively by an 
injury severity score of 16-24 15 or above.  

 (132) Simulation Training--Training that is typically scenario-based or skill-
based utilizing a simulated event to test knowledge, competencies, or skills; utilizes 

simulated patients or system events to train or test knowledge, skills, or 
competencies. 

 (83) Shall - Mandatory requirements. 

 (133) (84) Site survey--An on-site review of a trauma facility applicant to 
determine if it meets the criteria for a particular level of designation.  

 (134) (85) Sole provider--The only licensed EMS emergency medical service 
provider in a geographically contiguous service area and in which the next closest 

provider is greater than 20 miles from the limits of the area.  

 (135) (86) Specialized emergency medical services vehicle--A vehicle that is 
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designed for responding to and transporting sick or injured persons by any means 
of transportation other than by standard automotive ground ambulance or rotor or 

fixed-wing aircraft fixed wing air craft and that has sufficient staffing, equipment, 
and supplies to provide for the specialized needs of the patient transported. This 

category includes, but is not limited to, watercraft water craft, off-road vehicles, 
and specially designed, configured, or equipped vehicles used for transporting 
special care patients such as critical neonatal or burn patients.  

 (136) (87) Specialty centers--Entities that care for specific types of patients 
such as trauma, pediatric, stroke, cardiac, hospitals and burn injuries units that 
have received certification, categorization, verification, or other forms form of 
recognition by an appropriate agency regarding their capability to definitively treat 

these types of patients.  

 (137) (88) Staffing plan--A document that which indicates the overall working 
schedule patterns of EMS personnel or hospital personnel.  

 (138) (89) Standard of care--Care equivalent to what any reasonable, prudent 
person of like education or certification level would have given in a similar situation, 
based on locally, regionally, and nationally documented evidence-based practices or 

adopted standard adopted standard EMS emergency medical services curricula as 
adopted by reference in §157.32 of this title; also refers to the documented 

standards of care that reflect evidence-based practice (relating to Emergency 
Medical Services Training and Course Approval).  

 (139) State EMS Registry--State repository for the collection of EMS response 
data as defined by Chapter 103 of this title (relating to Injury Prevention and 

Control). 

 (140) State Trauma Registry--State repository for reportable injuries that meet 
the state inclusion criteria as defined by Chapter 103 of this title.  

 (141) Stroke--A time-sensitive medical condition that occurs when the blood 
supply to the brain is reduced or blocked, preventing brain tissue oxygenation; 
caused by a ruptured blood vessel or clot. 

 (142) Stroke activation--The process of mobilizing the stroke care team when a 
patient screens positive for stroke symptoms; may be referred to as a “stroke alert” 

or “code stroke.” 

 (143) Stroke facility--A facility that has met the department’s stroke 
requirements and is capable of stabilization and definitive treatment of stroke 
patients and actively participates in its local RAC and system plan. 

 (144) Stroke Medical Director (SMD)--A physician that meets the requirements 
for the stroke medical director and has the defined authority and oversight for the 
stroke program, including the performance improvement process, data 
management, and outcome reviews. 

 (145) Stroke Program Manager (SPM)--A registered nurse that meets the 
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requirements for the stroke program manager and has the defined authority and 
oversight for the stroke program, including the performance improvement process, 

data management, and outcome reviews. 

 (146) (90) Substation--An EMS provider station location that is not the fixed 
station and which is likely to provide rapid access to a location to which the EMS 
vehicle may be dispatched.  

 (147) Telemedicine medical service--A health care service delivered by a 

physician licensed in this state, or a health professional acting under the delegation 
and supervision of a physician licensed in this state, and acting within the scope of 
the physician’s or health professional’s license, to a patient at a different physical 

location than the physician or health professional using telecommunications or 
technology as defined in Texas Occupations Code §111.001. 

 (148) Tertiary exam--A documented reassessment of the admitted trauma 
patient on hospital day one, that includes a detailed primary and secondary head to 

toe exam combined with the reassessment of pertinent labs and images to identify 
new injuries that may require further evaluation. In situations where the patient’s 
mental status is altered, or distracting injuries are present, the tertiary exam may 

need to be repeated multiple times until the mental status clears or the distracting 
injury lessens. 

 (149) Transport mode--As documented on the patient care record, the usage or 
not of red lights and sirens when responding to an EMS dispatch and when 

transporting to a receiving facility. 

 (150) Transport time--The time from when a patient is transported by EMS from 
the scene location to a receiving facility. 

 (151) (91) Trauma--An injury or wound to a living body caused by the 
application of an external force or violence, including burn injuries. Poisonings, 

near-drownings, and suffocations, other than those due to external forces, are to 
be excluded from this definition.  

 (152) Trauma activation criteria--A documented set of standard criteria that 
identifies the potential for risk and level of injury and impact to human body to 
assemble the resources required to evaluate, resuscitate, and stabilize the trauma 

patient. The highest level of trauma activation is commonly based on physiological 
changes in the patient’s level of consciousness, airway or respiratory potential 

compromise, hypotension or signs of shock, significant hemorrhage, or evidence of 
severe trauma. The secondary level of trauma activation is commonly based on the 

patient’s physiological stability with anatomical injuries or mechanisms of injury 
that have the potential for serious injuries. The third level of trauma activation is 
designed for low-energy or single-system injuries in stable patients. The criteria 

must meet the national standards, but each trauma facility defines the levels of 
activation used. The facility may have one activation level, two activation levels, or 

three levels of activation. 

 (153) Trauma and emergency health care system--The inclusive system that 
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refers to the care rendered after a traumatic injury or time-sensitive disease or 
illness where optimal outcome is the critical determinant. The system components 

encompass epidemiology, risk assessments, surveillance, regional leadership, 
system integration, business/finance models, prehospital, definitive care facilities, 

system coordination for patient flow, prevention and outreach, rehabilitation, 
emergency preparedness and response, system performance improvement, data 
management, and research. These components are integrated into the system plan. 

 (154) Trauma care--Care provided to an injured patient that meets trauma 
activation criteria and the continuum of care throughout the system to discharge 
and follow-up care.  

 (155) (92) Trauma facility--A hospital that has successfully completed the 
designation process and, is capable of resuscitating and stabilizing or transferring or 

providing stabilization and/or definitive treatment to patients who meet trauma 
activation criteria,of critically injured persons and actively participates in its local 
RAC and system plan a regional EMS/trauma system. 

 (156) Trauma-informed care--Care that utilizes the core principles of safety, 
trustworthiness, collaboration, empowerment, and peer support to foster patient-

centered care and engages the patient in their plan of care. Practices that prevent 
“secondary trauma” for the patient. 

 (157) Trauma Medical Director (TMD)--A physician who meets the requirements 
and demonstrates the competencies and leadership for the oversight and authority 

of the trauma program as defined by the level of designation, and who has the 
authority and oversight for the trauma program to include the performance 

improvement patient safety processes, trauma registry, data management, peer 
review processes, outcome reviews, and participation in the RAC and system plan. 

 (158) Trauma patient--Any injured person who has been evaluated by EMS, a 
registered nurse, or a physician and meets trauma activation criteria, and requires 

care in a designated trauma facility based on local, regional, or national standards. 

 (159) Trauma Program Manager (TPM)--A registered nurse who meets the 
requirements and who in partnership with the trauma medical director and hospital 
administration is responsible for oversight and authority of the trauma program as 

defined by the level of designation, including the trauma performance improvement 
patient safety processes, the trauma registry, data management, and outcomes 
reviews. The TPM impacts care of trauma patients in all facility areas providing care 

to the trauma patient through targeted prevention, education activities for the 
public and health care professionals, research activities as appropriate, and 

participation in the RAC and system plan. 

 (160) Trauma Quality Improvement Program (TQIP)--The ACS risk-adjusted 
benchmarking program that uses submitted data to evaluate specific types of 
injuries and events to compare cohorts' outcomes with other trauma centers; 

assists in defining opportunities for improvement in specific patient cohorts. 

 (161) Trauma registrar--Individual whose job responsibilities include trauma 
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patient data abstraction, trauma registry data entry, injury coding, and injury 
severity scoring, in addition to registry report writing and data management skills 

specific to the trauma registry and trauma program. 

 (93) Trauma nurse coordinator/trauma program manager - A registered nurse 
with demonstrated interest, education, and experience in trauma care and who, in 
partnership with the trauma medical director and hospital administration, is 

responsible for coordination of trauma care at a designated trauma facility. This 
coordination should include active participation in the trauma performance 

improvement program, the authority to positively impact trauma care of trauma 
patients in all areas of the hospital, and targeted prevention and education 
activities for the public and health care professionals. 

 (94) Trauma patient - Any critically injured person who has been evaluated by a 

physician, a registered nurse, or emergency medical services personnel, and found 
to require medical care in a trauma facility based on local, regional or national 
medical standards.  

 (162) (95) Trauma registry--A trauma center statewide database that captures 
required elements of which documents and integrates medical and system 

information related to the provision of trauma care for each patient by health care 
entities. 

 (163) (96) Trauma service area (TSA)Service Area--An organized geographical 
area of at least three counties administered by a RAC regional advisory council for 

the purpose of providing prompt and efficient transportation and and/or treatment 
of sick and injured patients. 

 (164) Trauma/Stroke Designation Review Committee--Committee responsible 
for reviewing designation appeals for trauma or stroke designation, reviewing 

requested exceptions and waivers to requirements, and identifying the specific 
requirements that are not met for potential opportunities to improve future rule 

amendments. The committee is divided to form a Stroke Designation Review 
Committee and a Trauma Designation Review Committee to ensure individuals with 
expertise and knowledge of stroke designation or trauma designation are reviewing 

the required documents. See §157.128(c) of this title (relating to Denial, 
Suspension, and Revocation of Trauma and Stroke Facility Designation). 

 (165) Urban county--A county with a population of 30,000 or more based on the 
latest estimated federal census population figures. 

 (166) Verification--Process used by the ACS to review a facility seeking trauma 

verification to validate that the defined standards are met with documented 
compliance for successful trauma center verification. If a Level I or Level II facility 
is not verified by the ACS, the department will not designate the facility. 

 (167) (97) When in service--The period of time when an EMS vehicle is 
responding to an EMS dispatch,at the scene, or en route when enroute to a facility 

with a patient.   
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TITLE 25 HEALTH SERVICES 
PART 1 DEPARTMENT OF STATE HEALTH SERVICES 

CHAPTER 157 EMERGENCY MEDICAL CARE 
SUBCHAPTER G EMERGENCY MEDICAL SERVICES TRAUMA SYSTEMS 

§157.123. Regional Advisory Councils. 

(a) The department shall recognize a Regional Advisory Council (RAC) as the 
coordinating entity for the development and advancements of the regional trauma 

and emergency health care system within the defined trauma service area (TSA) as 
described in §157.122 of this title (relating to Trauma Service Areas). 

 (1) The department shall recognize only one RAC for each TSA. 

 (2) Trauma, prehospital, perinatal, stroke, cardiac, disaster responders, and 
emergency health care stakeholders in the TSA must be eligible for participation or 
membership in the RAC. 

(b) A RAC must meet the following departmental contract requirements to be 
recognized as a RAC: 

 (1) maintain incorporation as an entity that is exempt from federal income tax 
under §501(a) of the United States Internal Revenue Code of 1986, and its 

subsequent amendments, by being listed as an exempt organization under 
§501(c)(3) of the code, and to be eligible to be able to distribute the EMS, 

Uncompensated Care and TSA allotments; and 

 (2) submit required documentation to the department that includes, at a 
minimum, the following: 

  (A) a summary of regional trauma, prehospital, perinatal, stroke, cardiac, 
and emergency health care system activities; 

  (B) a completed regional self-assessment within the first year of the RAC's 
contract with the department and a current trauma and emergency health care 

system plan during the second year of this departmental contract with documented 
evidence the performance criteria are met, as outlined in Texas Health and Safety 
Code, §780.004 and §773.122; 

   (i) the initial performance contract criteria and initial regional self-
assessment are used for the contract years of 2023 and 2024; and 

   (ii) the inclusive performance contract criteria and inclusive regional self-
assessment are used for the year of 2025 and continuing years; 

  (C) maintained external financial audits and financial statements as defined 
in contract; and 

  (D) a maintained current website with the regional bylaws, board members, 
completed self-assessment, and current trauma and emergency health care system 
plan posted. 
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 (3) Each RAC must develop and maintain a regionally specific comprehensive 
trauma and emergency health care system plan that integrates trauma, 

prehospital, perinatal, stroke, cardiac, and emergency health care into the plan and 
is revised at a minimum of every two years utilizing the completed regional self-

assessment. The plan must include all counties within the TSA and must be based 
on current industry standards and guidelines. 

  (A) The system plan must address the following elements: 

   (i) trauma, prehospital, perinatal, stroke, and cardiac epidemiology data 
resources available; 

   (ii) integration of regional stakeholders, identified coalitions, and 
community partners pertinent to the priorities and needs identified through the 
regional self-assessment; 

   (iii) regional guidelines for prehospital field triage and destination, 
treatment, transport, and transfer of patients with time-sensitive health care 
injuries or illnesses; 

   (iv) prevention and outreach activities guided by the trauma, prehospital, 
perinatal, stroke, and cardiac data available; 

   (v) system coordination and patient flow; 

   (vi) meaningful participation in regional disaster preparedness, planning, 
response, recovery, after-action review, data tracking needs, and support of the 
hospital preparedness stakeholders, including the identified health care coalition 

and the department; 

   (vii) identification of the system-wide health care education for trauma, 
prehospital, perinatal, stroke, cardiac, and the emergency health care system 
sponsored or coordinated through the RAC; 

   (viii) execution of a regional systems performance improvement plan to 

include outcome data; 

   (ix) integration of public health and business community stakeholders; 
and 

   (x) guidelines to support regional research projects. 

  (B) All health care entities and identified coalition partners should participate 

in the regional planning process. 

(c) A RAC with at least one county within the region located on the international 
border of Texas and at least one county within the region that is adjacent to the 
Gulf of Mexico must provide guidelines and protocols related to trauma patient 

transfer and related services that meet the following requirements: 
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 (1) The RAC must develop an advisory committee composed of equal 
representation from designated trauma facilities within the RAC. 

 (2) The advisory committee must develop regional protocols for managing the 

dispatch, triage, transport, and transfer of patients. 

  (A) The advisory committee must periodically review patient transfers 
ensuring the applicable protocols are met. 

  (B) Each hospital and EMS provider operating within this TSA must collect 
and report to the RAC data on patients transferred outside of the TSA following the 
developed and approved regional protocols. 

  (C) The advisory committee and activities must be integrated into the 
regional trauma and health care system plan. 

(d) A RAC must meet the performance criteria of its department contract to ensure 

the mission of the regional system is maintained. A RAC must: 

 (1) notify the department and RAC membership within five days of the loss of 
capabilities to maintain the infrastructure to oversee and maintain the regional 
systems as required by the provisions within subsections (a) and (b) of this section 
or the department contract; 

 (2) provide the department with a plan of correction no more than 90 days from 
the onset of the deficiency for the RAC; 

 (3) comply with the provisions of subsections (a) and (b) of this section, all 
current state and system standards as described in this chapter, and all guidelines 
and procedures as set forth in the regional trauma and emergency health care 

system plan; and 

 (4) continue its commitment to meet the criteria as required by the 
departmental contract as the RAC for the TSA. 

(e) If a RAC chooses to relinquish services, it must provide at least a 30-day written 
advance notice to the department, all RAC membership, RAC coalition partners, and 
the county judges within the TSAs impacted. 

 (1) The RAC must submit a written plan to the department for approval before 
the 30-day notice to relinquish services. 

 (2) The RAC funding and assets must be dissolved in accordance with state and 

federal requirements. 

 (3) The department must consider options of realigning the TSA with another 
RAC to continue services. 

(f) The department has the authority to schedule conferences, in-person or virtual, 
to review, inspect, evaluate, and audit all RAC documents to validate the 
department criteria listed in the department contract are met. 
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§157.125. Requirements for Trauma Facility Designation. 

(a) The department designates hospital applicants as trauma facilities, which are 
part of the trauma and emergency health care system. 

(b) The facility seeking trauma designation submits a designation application to the 
department. The department reviews the facility application documents for the 

appropriate level of designation. The complete designation application must include 
the following: 

 (1) an application packet for trauma facility designation and an annual summary 
of the trauma performance improvement and patient safety plan; 

 (2) a completed department pre-review questionnaire; 

 (3) the documented trauma designation site survey summary report that 
includes findings of requirements met and the medical record reviews; 

 (4) evidence of validation that the designation requirements are successfully 
met by the survey organization; and 

 (5) full payment of the non-refundable, non-transferrable designation fee. 

(c) The department recommends designation of an applicant to the Consumer 
Protection Division (CPD) Associate Commissioner for approval, at the level the 

facility demonstrated that designation requirements are met. 

(d) Minimum requirements for trauma designation. 

 (1) Health care facilities eligible for trauma designation include: 

  (A) a hospital in Texas, licensed or otherwise, in accordance with Chapter 
133 of this title (relating to Hospital Licensing); 

  (B) a hospital owned and operated by the State of Texas; or 

  (C) a hospital owned and operated by the federal government in Texas. 

 (2) Each hospital must demonstrate the capability to stabilize and transfer or 
treat an acute trauma patient, have written trauma standards of care, and a written 
trauma performance improvement and patient safety plan. 

 (3) Each hospital operating on a single hospital license with multiple locations 
(multi-location license) may apply for trauma designation separately by physical 

location for each designation. 

  (A) Hospital departments or services within a hospital must not be 
designated separately. 

  (B) Hospital departments located in a separate building that is not contiguous 
with the designated facility must not be designated separately. 

  (C) Each emergency department of a hospital operating on a single hospital 
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license must provide the same level of emergency trauma care for patients. 

  (D) Trauma designation is issued for the physical location and to the legal 
owner of the operations of the designated facility and is non-transferable. 

 (4) If applicable, the designated trauma facility must include trauma patients 
received at the non-contiguous departments in the facility’s trauma registry and 

trauma performance improvement and patient safety plan. 

(e) A facility is defined under subsection (d) of this section as a single location 
where inpatients receive hospital services and inpatient care. If there are multiple 
buildings covered under a single hospital license, each facility location where 

inpatients receive hospital services and care may choose to seek designation. 

 (1) Each facility location must be considered separately for designation. The 
department determines the designation level for each facility based on the facility’s 
ability to demonstrate that designation requirements are met. 

 (2) Each facility must submit a separate trauma designation application based 
on its resources and the level of designation the facility is seeking. 

 (3) A facility with multiple locations that is applying for designation at one 
location may have the other locations where the hospital provides services apply 

separately for designation if they all are under a single hospital's license. 

(f) Facilities seeking trauma designation must meet department-approved 
requirements and have them validated by a department-approved survey 
organization. 

(g) The four levels of trauma designation are: 

 (1) Comprehensive trauma facility designation (Level I). The facility, including a 
free-standing children's facility, must: 

  (A) meet the current American College of Surgeons (ACS) trauma verification 
standards for Level I; 

  (B) meet the state trauma facility requirements; 

  (C) have the Trauma Medical Director (TMD) and Trauma Program Manager 
(TPM) actively participate in their local Regional Advisory Council (RAC); 

  (D) have appropriate services for dealing with stressful events available to 
emergency/trauma care providers; 

  (E) submit trauma data to the State Trauma Registry, defined in §103.2(14) 
of this title (relating to Definitions); and 

  (F) annually submit a 12 month trauma performance improvement summary 
report to the department. 

 (2) Major trauma facility designation (Level II). The facility, including a free-
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standing children's facility, must: 

  (A) meet the current ACS trauma verification standards for Level II; 

  (B) meet the state trauma facility requirements; 

  (C) have the TMD and TPM actively participate in their local RAC; 

  (D) have appropriate services for dealing with stressful events available to 
emergency/trauma care providers; 

  (E) submit trauma data to the State Trauma Registry; and 

  (F) annually submit a 12 month performance improvement summary report 
to the department. 

 (3) Advanced trauma facility designation (Level III). The facility, including a 
free-standing children’s facility, must: 

  (A) meet the current ACS trauma verification standards for Level III; 

  (B) meet the state trauma facility requirements; 

  (C) have the TMD and TPM actively participate in their local RAC; 

  (D) have appropriate services for dealing with stressful events available to 
emergency/trauma care providers; 

  (E) submit trauma data to the State Trauma Registry; and 

  (F) annually submit a 12 month performance improvement summary report 
to the department. 

 (4) Basic trauma facility designation (Level IV). The facility, including a free-
standing children’s facility, must: 

  (A) meet the current ACS trauma verification standards for Level IV; 

  (B) meet the state trauma facility requirements; 

  (C) have the TMD and TPM actively participate in their local RAC; 

  (D) have appropriate services for dealing with stressful events available to 
emergency/trauma care providers; 

  (E) submit trauma data to the State Trauma Registry; and 

  (F) annually submit a 12 month performance improvement summary report 
to the department. 

(h) A Level IV facility that admits and performs operative interventions on injured 
patients who meet trauma activation criteria and have a projected injury severity 

score (ISS) of 9 or greater must meet the Level III ACS verification standards for 
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the laboratory, blood bank, operating suite, Intensive Care Unit (ICU), and 
rehabilitation. 

(i) In the event the ACS does not define Level IV verification standards in future 

publications, the Level IV facilities will continue to utilize the most recent defined 
ACS criteria in addition to the state criteria to achieve designation. 

(j) All facilities seeking trauma designation must meet the following requirements: 

 (1) Facilities must have documented evidence of participation in their RAC: 

  (A) Evidence of submitting the regional data requests for the past three 
years. 

  (B) Evidence the TMD and TPM are participating in the trauma system 
planning and regional disaster planning through the RAC. 

 (2) Facilities must have evidence of quarterly trauma registry submissions to the 
State Trauma Registry following the National Trauma Data Standard (NTDS) 
definitions. 

 (3) Facilities must demonstrate trauma registry performance measures for the 
following: 

  (A) data validations and correction of issues identified; 

  (B) measures to ensure accurate coding and ISS and that all patient profiles 
submitted to the State Trauma Registry must have an ISS; and 

  (C) Level IV facilities are not required to submit data to the ACS National 
Trauma Data Bank (NTDB), only to the State Trauma Registry. 

 (4) The facility must maintain a written trauma operational plan for the program 
to include: 

  (A) description of the scope of services available to support trauma care; 

  (B) trauma program authority and oversight; 

  (C) trauma population evaluated and treated by the trauma program to 
identify those patients routinely admitted and those patients routinely transferred 

out for definitive care; 

  (D) defined trauma activation criteria that meets the national standards; 

  (E) trauma standards of care based on evidence-based practice; 

  (F) trauma policies and procedures; 

  (G) description of the trauma program staffing; 

  (H) trauma medical staff credentialing and education requirements; 
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  (I) measures to “round” on admitted trauma patients to complete a tertiary 
exam and to facilitate the continuum of care; 

  (J) data management procedures to ensure all performance improvement 

documents and registry documents are secured to maintain confidentiality; 

  (K) measures to promote the “Culture of Safety;” 

  (L) documented transfer guidelines with evidence of medical and nursing 
staff education specific to trauma transfers; 

  (M) resources available for the inpatient areas specific to the trauma patient 
population, including the operating suite, ICU, general units, and rehabilitation 
services; 

  (N) evidence of staff orientation, skills credentialing, and ongoing education 
for all areas providing care to injured patients that meet trauma activation criteria; 

  (O) support services available to support the injured patients who meet 
trauma activation criteria; 

  (P) psychosocial support services for the trauma patient and families; 

  (Q) trauma operations committee with defined goals and objectives, 
members, minutes, and attendance requirements; 

  (R) processes to ensure all trauma designation requirements are monitored 
for compliance; 

  (S) trauma registry procedures; 

  (T) injury prevention resources; 

  (U) outreach education resources; 

  (V) TMD and TPM participation in the RAC; 

  (W) processes to provide emergency medical services (EMS) feedback and 
transfer follow-up feedback; 

  (X) measures to support trauma research; and 

  (Y) succession planning for the TMD, TPM, and trauma registrar. 

 (5) The trauma program’s written operational plan and all associated documents 
must be approved by the trauma operations committee and forwarded to the 
hospital’s governing body for review and approval. 

 (6) The hospital’s Chief Executive Officer (CEO), Chief Nursing Officer (CNO), 

and Chief Medical Officer (CMO) have documented evidence of implementing the 
“Culture of Safety” and measures to continually promote the “Culture of Safety.” 

 (7) The hospital’s CEO, CNO, and CMO have documented evidence of 
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implementing trauma-informed care practices in all areas of receiving, assessing, 
evaluating, and caring for injured patients, and psychosocial support or wellness 

programs for staff. 

 (8) The hospital’s CEO, CNO, and Chief Financial Officer (CFO) are responsible 
for providing adequate resources to ensure the trauma program’s performance 
improvement and patient safety processes and trauma registry maintain concurrent 

operations. 

 (9) The hospital’s CEO and CMO have measures in place to monitor the trauma 
physicians’ coverage and the trauma physicians’ contract deliverables to ensure 
adequate trauma coverage, with backup coverage when needed, and to ensure 

defined requirements for education, training, timeliness of response to trauma 
activations, attendance to required meetings, disaster response capabilities, as well 

as attendance at the RAC meetings are met. 

 (10) The hospital’s CEO, CNO, and CFO, in conjunction with the TMD and TPM, 
have established processes to monitor and track the trauma fees and trauma 
patient uncompensated care, in addition to the operational cost of the trauma 
program to assist with completing the uncompensated care grant, and evidence of 

how these funds are used to improve the trauma program and care provided. 

 (11) Written trauma management guidelines must be reviewed and approved a 
minimum of every three years by the trauma operations committee and include, at 
a minimum, the following: 

  (A) trauma activation and response time guidelines based on national 
standards; 

  (B) trauma resuscitation and documentation guidelines; 

  (C) consultation services response guidelines;  

  (D) admission and transfer guidelines; 

  (E) burn injury management guidelines;  

  (F) management of trauma patients with a defined or suspected neurologic 
deficit due to spinal cord injury to include neurogenic shock;  

  (G) management of patients with mild, moderate, and severe traumatic brain 
injury;  

  (H) hemorrhage control and management of shock; 

  (I) complex orthopedic pelvic, acetabular, or long bone fractures, 
hemodynamically unstable pelvic fractures, fractures with the potential for vascular 
compromise, and partial or complete amputation of a long bone extremity; 

  (J) screening, management, and appropriate interventions or referral for 
suspected and confirmed abuse of all patient populations; 
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  (K) measures to prevent over-imaging for patients requiring transfer, and 
processes to share medical images with the receiving facility; 

  (L) pain management guidelines for all populations; 

  (M) guidelines for massive transfusion; 

  (N) management of the acutely injured pregnant patient that is greater than 
20 weeks gestation; 

  (O) management guidelines for substance misuse screening and behavioral 
health screening; 

  (P) transfer guidelines to ensure that when the evaluating physician defines 
an acutely injured patient who meets trauma activation criteria with a projected ISS 

score greater than 9, or injuries involving two or more systems, and requires 
transfer, the transfer must be to a higher-level trauma facility; and 

  (Q) processes to measure and report adherence to these guidelines must be 
integrated into the trauma performance improvement and patient safety plan and 

aggregately reported through the trauma operations committee. 

 (12) The trauma program must have provisions for the availability of all 
necessary equipment and services to administer the appropriate level of care and 
support for the injured patient meeting trauma activation criteria. 

 (13) Adult trauma facilities must meet and maintain the Emergency Medical 
System for Children’s Pediatric Readiness Criteria as evidenced by the following: 

  (A) annual completion of the Pediatric Readiness Survey (pedsread.gov), to 

include a written and monitored corrective action plan for identified opportunities; 

  (B) pediatric equipment and resources immediately available at the facility, 
and staff have defined competency skills and training on the pediatric equipment; 

  (C) education and training requirements for Emergency Nursing Pediatric 
Course (ENPC) or Pediatric Advanced Life Support (PALS) are met for the nurses 
responding to trauma activations; and 

  (D) documented evidence that the trauma program has completed a 
minimum of one quarterly pediatric trauma resuscitation simulation with medical 

staff participation, to include a completed critique that identifies opportunities for 
improvement that is integrated into the trauma performance improvement 

initiatives and tracked until the identified issues is corrected. 

 (14) Free-standing children’s trauma facilities must have resources and 
equipment immediately available for adult trauma resuscitations, adherence to the 
nursing requirements for Trauma Nurse Core Course (TNCC) or Advanced Trauma 

Care for Nurses (ATCN), have evidence of completing a minimum of one quarterly 
adult trauma resuscitation simulation with medical staff participation, to include a 
completed critique that identifies opportunities for improvement that is integrated 
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into the trauma performance improvement initiatives and tracked until the 
identified issues are corrected. 

 (15) Rural Level IV trauma facilities in a county with a population of 30,000 or 

less may utilize telemedicine resources with an Advanced Practice Provider (APP) 
available to respond to the trauma patient’s bedside within 15 minutes of 
notification, with written resuscitation and trauma management guidelines that are 

monitored through the trauma performance improvement and patient safety 
processes. 

  (A) The APP must be current in Advance Trauma Life Support (ATLS), 
annually maintain 16 hours of trauma-related continuing medical education, and 

demonstrate adherence to the trauma patient management guidelines and 
documentation standards. 

  (B) The on-call physician must respond within 30 minutes when requested. 

  (C) The facility must have a documented telemedicine physician credentialing 
process. 

  (D) All assessments, physician orders initiated, and interventions initiated 
through telemedicine must be documented in the patient’s medical record. 

 (16) Telemedicine in non-rural trauma facilities must have a documented 
physician credentialing process, written trauma protocols for utilization of 

telemedicine that include physician response times, and defined standards of care 
that are monitored through the trauma performance improvement and patient 

safety processes. 

  (A) Telemedicine cannot replace the requirement for the trauma on-call 
physician to respond to the trauma activations in-person, to conduct inpatient 
rounds, or to respond to the inpatient units when requested. 

  (B) All assessments, physician orders initiated, and interventions initiated 
through telemedicine must be documented in the patient’s medical record. 

 (17) The TMD must define the role and expectations of the hospitalist or 
intensivist in providing care to the injured patient that meets trauma activation 

criteria requiring admission. 

 (18) The trauma program has an identified administrator or executive leader 
that assists with the trauma program budget, oversight of trauma contracts, 
trauma billing, securing transfer agreements and transport agreements, and 

attends a minimum of 50% of the trauma operations committee meetings annually. 

 (19) A trauma registered nurse as a member of the nurse staffing committee. 

 (20) The facility maintains medical records that facilitate the documentation of 
trauma patient arrival, level of activation, physician response and team response 
times, EMS time-out, resuscitation, assessments, vital signs, Glasgow Coma Score 
(GCS), serial evaluation of needs, interventions, patient response to interventions, 
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reassessments, and re-evaluation through all phases of care to discharge or 
transfer, including: 

  (A) integration of the EMS patient care records to include the EMS wristband 

tracking number; 

  (B) substance misuse screening and interventions; and 

  (C) documentation requirements for nurses in each unit that provides care to 
the trauma patient with a unit-specific plan for monitoring the documentation and 

appropriate corrective action plans taken if requirements are not met. 

 (21) The facility must have an organized, effective trauma service that is 
recognized in the medical staff bylaws and approved by the governing body. 
Medical staff credentialing must include a process for requesting and granting 

delineation of privileges for the TMD to oversee the providers participating in 
trauma call coverage, the trauma panel, and trauma management through all 

phases of care. 

 (22) The facility must identify a TMD responsible for the provision of trauma 
care. The TMD must be credentialed and privileged by the facility for the treatment 
of trauma patients through all phases of care to discharge. The TMD must have 

authority and oversight of the trauma program and be dedicated to only one 
trauma facility. The TMD must be a physician who meets the following criteria: 

  (A) Level I, II, and III trauma centers must have a medical director that: 

   (i) is a trauma or general surgeon that is board-certified or board-eligible, 

   (ii) preferably has completed a trauma fellowship, and 

   (iii) demonstrates knowledge, expertise, and experience in caring for all 
types of trauma injuries; 

  (B) Level IV facilities that do not routinely admit trauma-activation patients 
to their facility may choose to have a surgeon that is board-certified or board-

eligible or an emergency medicine physician that is board-certified or board-eligible 
serve as the facility's TMD; 

   (i) if the individual serving as the Level IV TMD is not a surgeon or 
emergency medicine physician that is board-certified or board-eligible, the 

physician must be current in ATLS; and 

   (ii) annually maintain 16 hours of trauma-related continuing medical 
education; 

  (C) regularly and actively participate in trauma care at the trauma facility 
where TMD services are provided, including taking trauma call monthly; 

  (D) maintain current verification in ATLS or a department-recognized 
equivalent course, and preferably is an ATLS instructor; 
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  (E) demonstrate effective administrative skills and oversight of the trauma 
performance and patient safety plan and associated processes, secondary level of 

performance reviews, trauma operations committee, trauma multidisciplinary peer 
review committee, and communication and collaboration with defined trauma 

liaisons for emergency medicine, orthopedics, neurosurgery, critical care, radiology, 
anesthesia, rehabilitation, and other surgical and medical specialists; 

  (F) have the responsibility for credentialing the trauma call panel and trauma 
liaisons utilizing established and approved guidelines; 

  (G) be a member of the facility’s disaster planning and preparedness 
committee with a specific focus on mass casualty, multiple casualties, and events 

requiring response planning and patient flow management for potential surges in 
the operating suite or ICU; 

  (H) collaborate with the trauma panel, trauma liaisons, TPM, administrator, 
and nursing leaders to develop the trauma management guidelines for the trauma 

facility that are consistent with national evidence-based practice guidelines; 

  (I) participate in the RAC trauma committee, disaster preparedness 
activities, and medical director committee as defined by the RAC bylaws; 

  (J) have a documented job description that defines the TMD's authority and 
oversight of the trauma program through all phases of care; 

  (K) have completed a trauma performance improvement and patient safety 
course every four years, a course on the role of the TMD, the Federal Emergency 

Management Agency (FEMA) Independent Study (IS) 100, 200, and 700 courses, 
and a course specific to the hospital preparedness, planning, and response to a 
disaster at least once; and 

  (L) provide annual training for trauma physicians and trauma liaisons on the 
facility’s mass casualty response, patient flow coordination, and defined job action 

sheets, which may be completed through table-top simulation training or other 
educational measures in collaboration with the TPM, emergency department 

medical director, and the facility’s emergency management leader. 

 (23) Each designated trauma facility must have a defined TPM responsible for 
monitoring trauma patient care from pre-hospital management to trauma 
activation, inpatient admission, transfer or discharge, throughout the continuum of 

care, and transfer follow-up as appropriate. The role must be for each facility and 
cannot cover multiple facilities. The TPM has the following authority and 
responsibility: 

  (A) identify and address trauma performance improvement and patient 
safety issues through all phases of care in the trauma facility, including validating 
and documenting identified events and preparing them for the secondary level of 
review, then implement and track the action plans to address identified 

opportunities for improvement; 
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  (B) organize, track, and follow-through of the trauma performance 
improvement and patient safety processes; 

  (C) comply with the trauma registry processes outlined in the trauma 

operations plan and data submission requirements to the State Trauma Registry; 

  (D) oversee the injury prevention, outreach education, and research 
initiatives of the trauma program in conjunction with the TMD; 

  (E) co-chair the trauma operations committee; 

  (F) record the minutes of the trauma multidisciplinary peer review committee 
discussion; 

  (G) attend specific facility-wide meetings representing the trauma program; 

  (H) participate in the RAC trauma committee, disaster preparedness 
activities, and other committees as defined by the RAC bylaws; 

  (I) assist with the orientation and education of staff in areas providing 
trauma care; 

  (J) serve as the trauma liaison with the facility risk and quality departments; 

  (K) maintain certification in the TNCC or ATCN, Emergency Nursing Pediatric 
Course (ENPC) or Pediatric Advanced Life Support (PALS), and have completed the 

Association for the Advancement of Automotive Medicine (AAAM) Injury Scaling 
Course, a trauma program manager course at least once, a trauma performance 

improvement course every four years, demonstrate expertise in trauma care, and 
have administrative organization skills; 

  (L) may attend an alternate course on data management versus the AAAM 
Injury Scaling Course and have processes in place for outsourcing and continual 

support for the trauma registry services when functioning at a Level IV rural trauma 
facility with a registry volume of fewer than 75 patients annually; 

  (M) complete the FEMA IS 100, 200, and 300 courses and a disaster course 
on hospital preparedness, planning, and response with the option that Level IV 

facilities may choose alternate training to the IS 300 and the disaster course on 
hospital preparedness, planning, and response; 

  (N) routinely collaborate with the TMD, trauma liaisons, nursing leaders, 
staff, and other resources to identify opportunities for trauma facility 

improvements; 

  (O) routinely participate or assist with trauma care at the facility; 

  (P) have a documented job description that defines the TPM's authority and 
oversight of the trauma program through all phases of care; and 

  (Q) must be a full-time employee of the facility to ensure that the TPM is 
current with the facility’s policies and procedures and available during business 
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hours to address trauma related issues, but the hours dedicated to the trauma 
program are based on the number of injured patients who meet trauma activation 

criteria to ensure concurrent processes. 

 (24) Rural Level IV facilities that do not routinely admit patients that meet 
trauma activation criteria to their facility for management of trauma injuries may 
choose to utilize a part-time RN as their trauma program manager, as long as the 

trauma performance improvement and trauma registry reviews remain concurrent. 

 (25) The TMD, in conjunction with the trauma liaisons, defines the criteria and 
credentialing guidelines for the trauma surgeons and specialty services physicians 
taking trauma calls. The criteria include: 

  (A) board-certification or board-eligibility in a defined specialty; 

  (B) adherence to trauma activations and response times; 

  (C) participation in the trauma performance improvement and patient safety 
initiatives; 

  (D) compliance with ATLS and continuing medical education if not board-
certified or board-eligible; 

  (E) participation and attendance at the trauma operations committee and 
trauma multidisciplinary peer review committee meetings maintaining a minimum 

of 50% participation; 

  (F) participation in outreach education and injury prevention initiatives; 

  (G) attendance at assigned facility-wide committees such as the medical staff 

committee, blood utilization committee, resuscitation committee, critical care 
committee, pharmacy committee, or prehospital committee; 

  (H) adherence to transfer guidelines; 

  (I) adherence to diversion guidelines; 

  (J) adherence to established evidence-based practice guidelines or trauma 

management guidelines; 

  (K) adherence to supervision expectations; and 

  (L) in collaboration with orthopedic surgery and neurosurgery, establish 
specific activation criteria that require a 30-minute response for orthopedic and 

neurosurgical trauma injuries to include monitoring compliance and reporting 
aggregate response summaries. 

 (26) The TMD is responsible for the trauma call schedule for the trauma and 
general surgeons and collaborating with other trauma specialty services to 

complete their trauma call schedule to ensure trauma facility coverage and that 
individuals are not on-call for two facilities at the same time. Trauma or general 

surgeons responsible to respond to trauma activations must be dedicated to one 
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trauma facility while they are on-call. 

  (A) If the specialty physician on trauma call is covering two facilities, there 
must be a documented backup call schedule. The individual on backup call must be 

notified when the individual on-call is in the operating suite, or unavailable to 
respond, and the backup physician must be able to respond following the 
established protocols for trauma activations, specialty service consults, or in-house 

calls. The facility must have documented protocols for on-call practices. 

  (B) This process must be monitored through the trauma performance 
improvement and patient safety plan and reported through the trauma operations 
committee. 

 (27) The trauma facility must maintain a current trauma performance 
improvement and patient safety plan that is continuous and concurrent, data-

driven, and aligns with the “Culture of Safety” and just culture concepts. The plan 
defines the levels of harm, levels of review, and event classifications within the 

plan. 

  (A) The plan must utilize standardized terminology for classifying morbidity 
and mortality with the terms: 

   (i) morbidity or mortality without opportunity; 

   (ii) morbidity or mortality with opportunity for improvement; and 

   (iii) morbidity or mortality with regional opportunity for improvement. 

  (B) The plan encompasses review of all identified events, including system 
issues, delays in care, hospital events such as complications, and all trauma deaths. 

  (C) The trauma performance improvement and patient safety plan must be 
approved by the TMD, TPM, and the trauma operations committee and submitted to 

the facility quality department and the facility senior leadership for review. 

  (D) The TMD must chair the secondary level of performance review, the 
trauma multidisciplinary peer review committee, and co-chair the trauma 
operations committee with the TPM. 

  (E) The trauma performance improvement and patient safety plan must 
outline the roles and responsibilities of the trauma operations committee and its 

membership. 

  (F) The required members of the trauma operations committee include: 

   (i) TMD and TPM; 

   (ii) lead registry staff; 

   (iii) administrator or executive leader; 

   (iv) nursing managers or leaders for units that provide trauma care; 



 

39 

   (v) trauma surgeons, trauma liaisons, and representatives for the trauma 
APPs; 

   (vi) ancillary departments that support the trauma program such as 

radiology, interventional radiology, laboratory, blood bank, respiratory therapy, 
pharmacy, rehabilitation services, and EMS representatives; and 

   (vii) managed care contract and billing leaders to attend the meeting at 
least quarterly to review trauma finances and billing needs. 

  (G) Trauma facilities that participate in benchmarking programs must share 
the facility's benchmark reports with the trauma operations committee to identify 

successes and opportunities for improvement, develop action plans for the 
identified opportunities, and monitor the action plan outcomes. 

  (H) The trauma program must define who will attend the trauma 
multidisciplinary peer review committee and have documentation that reflects their 

attendance. 

  (I) The trauma performance improvement and patient safety plan must have 
documented evidence that all identified events are processed through the levels of 
review, have a defined action plan that is implemented, and have data that is 

monitored and analyzed to ensure the desired change or outcome is reached to 
achieve event resolution. 

  (J) The trauma facility must complete a 12-month summary of the facility's 
trauma performance improvement and patient safety plan and share the report with 

their facility quality program and the department. 

  (K) The trauma facility must document and include in the facility's trauma 
performance improvement and patient safety plan the external review of the 
trauma verification and designation pre-review questionnaire, site survey activities, 
the site survey summary report, including the medical record reviews, and all 

communication with the department. 

 (28) Trauma facilities must submit the required data quarterly to the State 
Trauma Registry and have documented evidence of data validation and correction 
of identified errors or blank fields. 

  (A) The facility must have procedures that identify the trauma registry 

inclusion criteria for the Texas reporting requirements. All trauma facilities must 
include the NTDB inclusion criteria. 

  (B) Level I, II, and III trauma facilities must submit the validated trauma 
registry data to the NTDB each quarter. 

  (C) The trauma registry processes must be concurrent. Registry data 
abstraction, data entry, and coding must begin during the patient’s hospital 

admission and be completed within 60 days of the patient’s hospital discharge. This 
requirement must be met at a minimum of 80%. 
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  (D) The trauma registry must have sufficient personnel and technical 
infrastructure support to ensure concurrent data abstraction and complete data 

entry meet the 60-day timeline. 

  (E) The trauma program must have documented procedures for trauma 
registry inclusion criteria, trauma registry validation, trauma registry data 
submission to the State Trauma Registry and NTDB as appropriate, and 

documented procedures to request data from the facility’s trauma registry that are 
approved by the TMD, TPM, and reviewed at the trauma operations committee. 

 (29) The trauma facility must have an identified trauma registrar for every 400 
trauma registry entries that meet the trauma registry inclusion criteria to maintain 

a concurrent registry. 

  (A) All trauma registrars must have a documented job description with 
defined core functions and an organizational structure that reports to the TPM. 

  (B) All trauma registrars must complete the AAAM Injury Scaling Course, a 
trauma registry course, and the International Classification of Diseases (ICD) 10 
coding class within 12 months of starting their role as a trauma registrar. 

  (C) Rural Level IV trauma facilities that have fewer than 75 injured patients 

that meet trauma activation criteria and trauma registry inclusion criteria may have 
the trauma registrar attend an alternate data management course or outsource 
their registry requirements. 

  (D) Trauma facilities that utilize a pool of trauma registrars must have an 

identified trauma registrar from the pool that is assigned to the facility to ensure 
data requests are addressed in a timely manner. 

  (E) The EMS wristband tracking number must be included in the registry 
abstraction and submission to the State Trauma Registry. 

 (30) The trauma facility must have defined education, certification requirements, 
skills competency requirements, and evidence of trauma continuing education for 

trauma nursing staff that is monitored for compliance. 

  (A) There must be documented role-specific orientation plans for new staff 
for all units who participate in trauma care. 

  (B) Registered nurses assigned to care for arriving patients that meet trauma 
activation criteria must have current TNCC or ATCN, ENPC or PALS, and Advanced 
Cardiac Life Support (ACLS) certifications, and those that are new to the facility or 

the facility’s trauma resuscitation area must meet these requirements within 12 
months of their hiring date. 

  (C) There must be documented evidence that the highest level of trauma 
activation has two registered nurses with the required education, certifications, and 

training responding to the activation. 

  (D) Nurses providing care to the trauma patient through the continuum of 
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care must have documented evidence of trauma training and education for the 
trauma population they care for, training in trauma-informed care, and access to 

trauma-related continuing education. 

 (31) The trauma facility must provide outreach training programs for trauma-
related continuing education for staff, community trauma providers, APPs, nurses, 
EMS, and other staff participating in trauma care or trauma system development. 

  (A) The outreach education job functions may be integrated into the trauma 

program manager’s job descriptions for the Level III and IV facilities. 

  (B) Level III and IV facilities may assist with educational initiatives of the 
RAC to meet this requirement. 

 (32) The trauma facility must have an individual responsible for injury 
prevention and public education. 

  (A) The injury prevention and public education job functions may be 
integrated into the TPM job description for the Level III and IV facilities. 

  (B) Trauma facilities must participate in all statewide injury prevention and 
public education initiatives such as the Stop the Bleed course and provide the 
appropriate documentation to demonstrate their activities. 

 (33) The trauma facility must have a comprehensive facility all-hazard disaster 
response and business continuity plan with procedures for establishing incident 
command and department-specific guidelines or job action sheets that guide 
actions and responses. 

  (A) All trauma program medical staff and nursing staff must complete a mass 
casualty response training specific to their role and potential job functions. 

  (B) The trauma program must have documented evidence of an annual mass 
casualty or a no-notice multiple casualty simulation training that integrates EMS 
and is planned by the TMD, emergency department medical director, TPM, trauma 

administrator, and the facility emergency management leaders. 

 (34) The trauma facility must have a process in place to provide trauma patient 
outcomes and feedback to EMS providers. 

  (A) The facility must have documented guidelines to provide EMS time-out 
for the arriving injured patient that are a collaborative outcome between the TMD, 
emergency department medical director, and the EMS medical directors. 

  (B) Trauma patient outcomes and feedback must adhere to the Health 
Information Portability Accountability Act (HIPAA). 

  (C) Processes must be established between the TMD and the EMS medical 

directors for the top three EMS transporting agencies to routinely receive trauma 
patient outcomes, feedback, and identified opportunities for improvement for the 
patients they transport to the facility. 
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  (D) Trauma facilities must provide EMS feedback within 30 days of the date 
of arrival on trauma patients the EMS providers transported to the facility, as 

requested. 

  (E) Feedback must include the first 24 hours of care, resuscitation 
disposition, injury diagnosis available, operative interventions, and demographic 
information. 

  (F) All identified EMS opportunities for improvement are shared with the 

specific transporting EMS provider following HIPAA guidelines. 

(k) In addition to the Texas trauma facility designation requirements, all facilities 
seeking trauma designation must meet the current ACS trauma verification 
standards appropriate for the level of designation they are seeking and have 
documented evidence to validate the standards are met. 

(l) A facility seeking trauma designation or renewal of designation must submit the 
completed designation application packet, have required documents available at the 
time of the site survey, and submit the survey summary and medical record 
reviews following the completed site survey. 

 (1) A complete application packet contains the following: 

  (A) a trauma designation application for the requested level of designation; 

  (B) a completed department pre-review questionnaire and; 

   (i) the questionnaire will be open to the facility 90 days before the survey 
date and closed 30 days before the site survey; and 

   (ii) the questionnaire must be completed and submitted to the 
department and survey organization a minimum of 30 days before the site survey 
date; 

  (C) full payment of the designation fee and department remit form must be 
submitted to the department Cash Branch per the designation application 

instruction; 

  (D) evidence of the TMD and TPM attendance at the RAC meetings 
throughout the designation cycle; 

  (E) evidence of documented data validation and quarterly submission to the 
State Trauma Registry and NTDB for the past 12 months; 

  (F) the documentation in subparagraphs (A) - (D) of this paragraph that 
must be submitted to the department and department-approved survey 

organization no later than 30 days before the facility’s scheduled site survey. 

 (2) The facility must have required documents available and organized for the 
actual site survey process that includes: 

  (A) documentation of a minimum of 12 months of trauma performance 
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improvement and patient safety reviews to include minutes and attendance of the 
trauma operations meetings, the trauma multidisciplinary peer review committee 

meetings, all trauma documented standards of care or evidence-based practice 
guidelines, all trauma-related policies, procedures, protocols, and diversion times 

that must be organized and available during the site survey review; 

  (B) evidence of 12 months of trauma registry data abstraction, data entry 
with completed registry files demonstrating 80% of files completed within 60 days 
of patient discharge, transfer, or death, available during the site survey review; 

  (C) documentation of all injury prevention, outreach education, public 
education, and research activities must be available during the site survey review; 

and  

  (D) documentation to reflect the Texas designation requirements and the 
ACS standards for verification are met. 

 (3) Following the trauma site survey, the facility must submit to the department 
the following documentation no later than 60 days after the survey that includes: 

  (A) the documented trauma designation site survey summary report that 
includes the requirements met and not met, and the medical record reviews; and 

  (B) plan of correction (POC), if required by the department, that addresses 
all designation requirements defined as “not met” in the trauma designation site 

survey summary report and must include: 

   (i) a statement of the cited designation requirement not met; 

   (ii) a statement describing the corrective action taken by the facility 
seeking trauma designation to meet the requirement; 

   (iii) the title of the individuals responsible for ensuring the corrective 
actions are implemented; 

   (iv) the date the corrective actions are implemented; 

   (v) a statement on how the corrective action will be monitored; 

   (vi) documented evidence that the POC is implemented within 60 days of 
the survey date; and 

   (vii) any subsequent documents requested by the department. 

 (4) The application includes full payment of the non-refundable, non-
transferrable designation fee listed: 

  (A) For Level I and Level II trauma facility applicants, the fee will be no more 
than $10 per licensed bed with an upper limit of $5,000 and a lower limit of $4,000. 

  (B) For Level III trauma facility applicants, the fee will be no more than $10 

per licensed bed with an upper limit of $2,500 and a lower limit of $1,500. 
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  (C) For Level IV trauma facility applicants, the fee will be no more than $10 
per licensed bed with an upper limit of $1000 and a lower limit of $500. 

 (5) All application documents except the designation fee will be submitted 

electronically to the department. 

(m) Facilities seeking initial trauma designation must complete a scheduled 
conference call with the department and include the facility’s CEO, CNO, trauma 
administrative or executive leader, TMD, and TPM before scheduling the designation 

site survey. The following information must be shared with the department to 
facilitate the discussion before the meeting: 

  (A) job descriptions for the trauma administrator, TMD, TPM, and trauma 
registrar; 

  (B) trauma operational plan; 

  (C) trauma performance improvement and patient safety plan; 

  (D) trauma activation and trauma management guidelines; and 

  (E) trauma registry inclusion criteria protocols. 

(n) Facilities seeking designation renewal must submit the required documents 
described in subsection (l) of this section to the department no later than 90 days 

before the facility’s current trauma designation expiration date. 

(o) The application will not be processed if a facility seeking trauma designation 
fails to submit the required application documents and designation fee. 

(p) A facility requesting to designate at a different level of care, experiencing a 
change in ownership or a change in physical address must notify the department 
and submit a complete designation application packet. 

(q) Facilities will schedule a designation site survey with a department-approved 
survey organization. All initial designation site surveys must be performed in person 

unless specific approval for virtual review is approved by the department. 

 (1) Level I and II facilities and all free-standing children's facilities must request 
a site survey through the ACS trauma verification program. 

 (2) Level III facilities must request a site survey through either the ACS trauma 
verification program or through a department-approved survey organization. 

 (3) Level IV facilities must request a site survey with a department-approved 
survey organization or follow the defined departmental process. 

 (4) The facility must notify the department of the date of the scheduled site 
survey a minimum of 60 days before the survey. 

 (5) The facility must be responsible for any expenses associated with the site 

survey. 
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 (6) The department, at its discretion, may appoint a department observer to 
accompany the survey team with the observer costs borne by the department. 

(r) The survey team composition must be as follows: 

 (1) Level I or Level II facilities must be surveyed by a multidisciplinary team, 
consistent with current ACS standards, and include at a minimum two trauma or 

general surgeons with trauma expertise, an emergency physician, and a TPM, all 
currently active in a verified trauma facility who currently participate in the 

management or oversight of trauma patients and be from out of the state. 

 (2) Level I or Level II free-standing children's facilities must be surveyed by a 
multidisciplinary team, consistent with current ACS standards, and include at a 
minimum a pediatric surgeon, a trauma or general surgeon with trauma expertise, 
a pediatric emergency physician, and a pediatric TPM, all currently active in a 

designated trauma facility who currently participate in the management or 
oversight of pediatric trauma patients and be from out of the state. 

 (3) Level III facilities must be surveyed by a multidisciplinary team, to include 
two trauma or general surgeons with trauma expertise, an emergency physician, 

and a TPM (ACS or department-approved survey organization), all currently 
participating in the management or oversight of trauma patients at a trauma facility 

designated at the same or higher level. All aspects of the site survey process must 
follow the department survey guidelines. 

 (4) Level III facilities that admit 200 or fewer patients that meet trauma 
activation criteria and NTDB criteria must be surveyed by a multidisciplinary team 

to include one trauma or general surgeon with trauma expertise, one emergency 
medicine physician, and a TPM, all currently participating in the management or 
oversight of trauma patients at a facility designated at the same or higher level. 

 (5) Level IV facilities that admit patients who meet trauma activation criteria or 

perform operative interventions for these patients must be surveyed by a 
multidisciplinary team to include one trauma or general surgeon with trauma 
expertise, an emergency medicine physician, and a TPM, all currently participating 

in trauma patient management or oversight at a Level I, II, or III designated 
trauma facility. Level IV facilities must be surveyed by a department-approved 

survey organization team. 

 (6) Level IV facilities that admit 200 or more trauma patients who meet trauma 
activation criteria and NTDB criteria must be surveyed by a multidisciplinary team 
to include two trauma or general surgeons with trauma expertise, an emergency 

medicine physician, and a TPM, all currently participating in trauma patient 
management or oversight at a Level I, II, or III designated trauma facility. Level IV 
facilities must be surveyed by a department-approved survey organization team. 

 (7) Level IV facilities that do not admit patients who meet trauma activation 
criteria to the operating suite or intensive care unit must be surveyed by an 

emergency medicine physician or trauma or general surgeon with trauma expertise, 
and a TPM, all currently participating in trauma patient management or oversight at 
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a Level I, II, or III designated trauma facility. Rural Level IV facilities that have less 
than 50 trauma activations per year, and do not admit trauma activation patients to 

the operating suite or intensive care unit or to the hospital for management of 
injuries, will follow the department-approved survey guidelines for the facility's 

designation survey process. Level IV facilities must be surveyed by a department-
approved survey organization team. 

 (8) In Level III and Level IV facilities, the second surgeon may be replaced with 
an orthopedic surgeon for those facilities with predominately orthopedic trauma 

cases or a neurosurgeon for those facilities with a high volume of neurotrauma 
cases. This individual must be currently participating in trauma patient 
management at a designated trauma facility. 

(s) Department-approved survey organizations must follow the department survey 

guidelines and ensure all surveyors follow these guidelines. 

 (1) All members of the survey team for Level III or IV, except department staff, 
cannot be from the same TSA or a contiguous TSA of the facility's location. There 
must be no business or patient care relationship or any potential conflict of interest 
between the surveyor or the surveyor's place of employment and the facility being 

surveyed. 

 (2) The facility must not accept surveyors with any conflict of interest. If a 
conflict of interest is present, the facility seeking trauma designation must decline 
the assigned surveyor through the surveying organization. 

  (A) A conflict of interest exists when the surveyor has a direct or indirect 
financial, personal, or other interest which would limit or could reasonably be 
perceived as limiting the surveyor’s ability to serve in the best interest of the 
public. 

  (B) The conflict of interest may include a surveyor who, in the past four 

years: 

   (i) has trained or supervised key hospital or medical staff in residency or 
fellowship; 

   (ii) collaborated with key members of the facility’s leadership team 
professionally; 

   (iii) employed in the same health care system in state or out of state;  

   (iv) been employed in the same health care system; 

   (v) participated in a designation consultation with the facility;  

   (vi) had a previous working relationship with the facility or facility leader;  

   (vii) conducted a designation survey for the facility; or  

   (vii) is the EMS medical director for an agency that routinely transports 
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trauma patients to the facility. 

 (3) If a designation survey occurs with a surveyor who has an identified conflict 
of interest, the trauma designation site survey summary report and medical record 

review may not be accepted by the department. 

 (4) A survey organization must complete an application requesting to perform 
designation surveys in Texas and be approved by the department. Each 
organization must renew its application every four years. 

(t) Facilities not verified by the ACS and facilities with requirements not met will 
schedule a conference call with the department. The call must include the facility’s 

CEO, CNO, TMD, and TPM to review the next steps. The department will not 
designate a facility seeking Level I or Level II trauma facility designation that is not 
verified by the ACS. 

(u) If a health care facility seeking re-designation fails to meet the requirements 
outlined in subsection (j) of this section, the original designation will expire on its 
expiration date. The facility must wait six months and begin the process again if 
they wish to continue as a designated trauma facility. 

(v) If a facility disagrees with the designation level determined by the department, 

it may request an appeal in writing to the EMS/Trauma Systems Section Director 
not later than 30 days after the designation award. The written appeal must be 
from the facility's CEO or CNO with documented evidence of how the facility meets 

the requirements for the requested designation level. 

 (1) All written appeals are reviewed quarterly by the EMS/Trauma Systems 
Section Director in conjunction with the Trauma Designation Review Committee, as 
defined in §157.128(c) of this title (relating to Denial, Suspension, and Revocation 

of Trauma and Stroke Facility Designation). 

  (A) The Trauma Designation Review Committee consists of the following 
individuals for trauma designation appeals or designation site survey summary 
reviews: 

   (i) Chair of Governor’s EMS and Trauma Advisory Council (GETAC); 

   (ii) Immediate past-chair of GETAC; 

   (iii) Chair of the GETAC Trauma Systems Committee; 

   (iv) Chair of the GETAC Stroke Committee; 

   (v) Chair of the GETAC EMS Medical Directors Committee; 

   (vi) Chair of the GETAC Pediatric Committee; 

   (vii) Chair of the Texas Trauma Coordinators Forum; 

   (viii) Representative from the Texas Council on Cardiovascular Disease 
and Stroke; 
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   (ix) three individuals who each have a minimum of 10 years of trauma 
facility or stroke facility oversight as an administrator, medical director, program 

manager or director, or program liaison, all selected by the current Chair of GETAC 
and approved by the EMS/Trauma Systems Section Director and CPD Associate 

Commissioner of the department; and 

   (x) three department representatives from the EMS/Trauma Systems 
Section. 

  (B) The Trauma Designation Review Committee will meet quarterly in-person 
or virtually to review trauma facility appeals, exception and waiver requests, and 
site survey summary reports identified by the EMS/Trauma Systems Section and 

follow the review process outlined in the department’s designation survey 
guidelines. 

  (C) The Trauma Designation Review Committee meetings are closed to 
maintain confidentiality for all reviews. 

  (D) The GETAC Chair and the Chair of the Trauma System Committee are 
required to attend the Trauma Designation Review Committee in addition to a 

minimum of five of the other members to conduct meetings with the purpose of 
reviewing trauma facility designation appeals, exception and waiver requests, and 

trauma site survey summary reports that identify requirements not met. 

 (2) If the Trauma Designation Review Committee upholds the original 
designation determination, the EMS/Trauma Systems Section Director will give 
written notice of the upheld designation determination to the facility not later than 

30 days after the committee’s decision. 

 (3) If the Trauma Designation Review Committee disagrees with the 
department’s original designation determination, it will recommend the appropriate 
level of trauma designation to the department. The department provides the facility 

with a designation letter and a certificate of designation valid for three years. 
Additional actions, such as a focused review or submission of information and 
reports to maintain designation, may be required by the department for identified 

designation requirements that are not met or partially met. 

 (4) If a facility disagrees with the Trauma Designation Review Committee’s 
recommendation regarding its designation, the facility may request a second appeal 
review with the department’s CPD Associate Commissioner in writing and 

electronically submitted to the EMS/Trauma Systems Section no later than 15 
business days after the date of the Trauma Designation Review Committee’s 

recommendation notice. If the CPD Associate Commissioner disagrees with the 
Trauma Designation Review Committee’s recommendation, the CPD Associate 
Commissioner decides the appropriate designation. The department sends a 

notification letter of the second appeal decision within 30 days of receiving the 
second appeal request. 

 (5) If the facility continues to disagree with the second level of appeal decision, 
the facility has a right to a hearing in accordance with the department's rules for 
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contested cases and Texas Government Code, Chapter 2001. 

(w) All designated facilities must follow the exceptions and notifications process 
outlined in the following paragraphs. 

 (1) A designated trauma facility must provide written or electronic notification of 
any significant change to the trauma program impacting the capacity or capabilities 

to manage and care for a trauma patient. The notification must be provided to the 
following: 

  (A) all EMS providers that transfer trauma patients to or from the designated 
trauma facility; 

  (B) the hospitals to which it customarily transfers out or transfers in trauma 
patients; 

  (C) applicable RACs; and 

  (D) the department. 

 (2) If the designated trauma facility is unable to meet the requirements to 
maintain its current designation, it must submit to the department a documented 
POC and a request for a temporary exception to the designation requirements. Any 

request for an exception must be submitted in writing from the facility's CEO and 
define the facility’s timeline to meet the designation requirements. The department 

reviews the request and the POC and either grants the exception with a specific 
timeline based on the public interest, including geographic location, other levels of 
trauma facilities available, transport times, impact on trauma outcomes, access to 

care, and the regional trauma system, or denies the exception. If the facility is not 
granted an exception or it does not meet the designation requirements at the end 

of the exception period, the department will elect one of the following: 

  (A) review the exception request with the Trauma Designation Review 
Committee with consideration of geographic location, access to trauma care in the 
local area of the facility, and impact on the regional system; 

  (B) re-designate the facility at the level appropriate to its revised 
capabilities; 

  (C) outline an agreement with the facility to satisfy all designation 
requirements for the level of care designation within a time specified under the 

agreement, which may not exceed the first anniversary of the effective date of the 
agreement; or 

  (D) accept the facility’s surrender of its trauma designation certificate. 

 (3) If the facility is relinquishing its trauma designation, the facility must provide 
a 30-days written advance notice of the relinquishment to the department. The 

facility informs the applicable RACs, EMS providers, and facilities it customarily 
transfers out or transfers in trauma patients. The facility is responsible for 
continuing to provide trauma care services or ensuring a plan for trauma care 
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continuity for the 30 days following the written notice of relinquishing its trauma 
designation. 

(x) A designated trauma facility that is increasing its level of trauma designation 

and capabilities may choose to apply for a higher level of designation at any time. 
The facility must follow the initial designation process described in subsection (j) of 
this section to apply for a higher level of trauma designation. The facility cannot 

claim or advertise the higher level of designation until the facility has been awarded 
the higher level of designation. 

(y) A hospital providing trauma services must not use or authorize the use of any 
public communication or advertising containing false, misleading, or deceptive 

claims regarding its trauma designation status. Public communication or advertising 
is deemed false, misleading, or deceptive if the facility uses these terms: 

 (1) trauma facility, trauma hospital, trauma center, functioning as a trauma 
center, serving as a trauma center, or similar terminology if the facility is not 

currently designated as a trauma center or designated trauma center at that level; 
or 

 (2) comprehensive Level I trauma center, major Level II trauma center, 
advanced Level III trauma center, basic Level IV trauma center, or similar 

terminology in its signs, website, advertisements, social media, or in the printed 
materials and information it provides to the public unless the facility is currently 
designated at that level of trauma care, in accordance with this section. 

(z) During a virtual, on-site, or focused designation review conducted by the 
department or a survey organization, the department or surveyor has the right to 
review and evaluate trauma patient records, trauma multidisciplinary performance 
improvement plan and process documents, trauma operations committee or trauma 

multidisciplinary peer review committee documentation for attendance, meeting 
minutes, and documents demonstrating why the case was referred, the date 

reviewed, pertinent discussion, and any action specific to improving trauma care 
and outcomes, as well as any other documents relevant to trauma care in a 
designated trauma facility or facility seeking trauma facility designation to validate 

evidence that designation requirements are met in this section and the Texas 
Health and Safety Code Chapter 773. 

(aa) The department complies with all relevant laws related to the confidentiality of 
such records. 

§157.128. Denial, Suspension, and Revocation of Trauma and Stroke Facility 

Designation. 

(a) An applicant applicant/healthcare facility's application for designation may be 
denied, or a healthcare facility's trauma or stroke designation may be suspended or 
revoked for, but not limited to, the following reasons: 

 (1) failure to comply with the statute and this chapter these sections; 
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 (2) willful preparation or filing of false reports or records; 

 (3) fraud or deceit in obtaining or attempting to obtain designation status;  

 (4) failure to submit trauma data to the State Trauma Texas EMS/Trauma 
Registry; 

 (5) failure to submit required stroke data to the department or other 
department-approved entity; 

 (6) (5) failure to maintain required licenses, designations, and accreditations or 
when disciplinary action has been taken against the health care healthcare facility 

by a state or national licensing agency; 

 (7) (6) failure to have appropriate staff, or equipment, or resources required for 
designation routinely available as described in §157.125 of this title (relating to 
Requirements for Trauma Facility Designation); 

 (8) (7) abuse or abandonment of a patient, including failure to consistently 
accept patients from arriving EMS agencies within 30 minutes during normal 

operations; 

 (9) (8) unauthorized disclosure of medical or other confidential information; 

 (10) (9) alteration or inappropriate destruction of medical records; 

 (11) (10) refusal to render care because of a patient's race, color, gender, sex, 
creed, national origin, sexual preference, age, disability handicap, medical problem, 

or inability to pay; or 

 (12) (11) criminal convictions conviction(s) as described in the Texas 
Occupations Code, Chapter 53, Subchapter B. 

(b) Intermittent Occasional failure of a health care healthcare facility to meet 
designation criteria shall not be grounds for denial, suspension, or revocation by the 
department Office of EMS/Trauma Systems Coordination (office), if the 

circumstances under which the failure occurred. To remain designated, the facility 
must ensure: 

 (1) continuous performance improvement and patient safety measures that are 
effective and appropriately reported;do not reflect an overall deterioration in quality 

of trauma care; and  

 (2) the physician in the Medical Director role remains in place or an interim is 
immediately named;are corrected within a reasonable timeframe by the healthcare 
facility. 

 (3) the registered nurse in the Program Manager role remains in place or an 
interim is immediately named; 

 (4) the trauma facility continues trauma registry data abstraction, entry, and 
quarterly submission to the State Trauma Registry; 
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 (5) stroke facilities submit the data requested to the department or other 
department-approved entity; and 

 (6) a written plan of correction for requirements not met addresses the 

requirement variances within a reasonable time frame, as defined in §157.2 of this 
title (relating to Definitions). 

(c) If the department office proposes to deny, suspend, or revoke a designation, 
the department must office shall notify the healthcare facility at the address shown 

in the current department records of the department. The notice must shall state 
the alleged facts that warrant the proposed action and state that the healthcare 
facility has an opportunity to appeal the proposed action through the 

Trauma/Stroke Designation Review Committee or request a hearing in accordance 
with Texas Government Code, Chapter 2001. 

 (1) The facility must electronically submit a written appeal to the EMS/Trauma 
Systems Section Director no later than 30 days after the designation denial, 

suspension, or revocation notice A request for a hearing shall be in writing and 
submitted to the Office of EMS/Trauma Systems Coordinator and postmarked within 
15 days of the date the notice was sent. 

 (2) The Trauma/Stroke Designation Review Committee will separate into a 
Trauma Designation Review Committee and a Stroke Designation Review 
Committee to review the specific appeal documentation for the trauma or stroke 
facilities and then provide recommendations for facility designation to the 

department. 

 (3) The Trauma/Stroke Designation Review Committee consists of the following 
individuals: 

  (A) Chair of the Governor’s EMS and Trauma Advisory Council (GETAC); 

  (B) Immediate past-chair of GETAC; 

  (C) Chair of the GETAC Trauma Systems Committee; 

  (D) Chair of the GETAC Stroke Committee; 

  (E) Chair of the GETAC EMS Medical Directors Committee; 

  (F) Chair of the GETAC Pediatric Committee; 

  (G) Chair of the Texas Trauma Coordinators Forum; 

  (H) Representative from the Texas Council on Cardiovascular Disease and 
Stroke; 

  (I) three individuals who each have a minimum of 10 years of trauma facility 
or stroke facility oversight as an administrator, medical director, program 

manager/director, or a liaison, all selected by the current Chair of GETAC and 
approved by the EMS/Trauma Systems Section Director, and Consumer Protection 
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Division (CPD) Associate Commissioner of the department; and 

  (J) three department representatives. 

 (4) The Chair of GETAC and the Chair of the Trauma Systems Committee are 
required to attend the Trauma Designation Review Committee in addition to a 
minimum of five other committee members to conduct a meeting with the purpose 

of reviewing trauma facility designation appeals, exception or waiver requests, and 
contingent designation determinations when the trauma site survey summary 

identifies requirements that are not met. 

 (5) The targeted additional committee members to participate in the trauma 
designation appeals are the immediate past-chair of GETAC, Pediatric Committee 
Chair, EMS Medical Directors Committee Chair, Texas Trauma Coordinators Forum 
Chair, and selected individuals with experience in trauma. Other committee 

members with trauma expertise may also participate in this meeting. 

 (6) The Chair of GETAC and the Chair of the Stroke Committee are required to 
attend the Stroke Designation Review Committee in addition to a minimum of five 
other committee members to conduct a meeting with the purpose of reviewing 

stroke facility designation appeals, exception or waiver request, and contingent 
designation determination when the stroke site survey summary identifies 

requirements that are not met. 

 (7) The targeted additional committee members for the Stroke Designation 
Review Committee are the immediate past-chair of GETAC, Pediatric Committee 
Chair, EMS Medical Directors Committee Chair, the Texas Council on Cardiovascular 

Disease and Stroke representative, and selected individuals with experience in 
stroke. Other committee members with stroke expertise may also participate in the 
meeting. 

 (8) If a facility disagrees with the Trauma/Stroke Designation Review 

Committee’s recommendation regarding its designation, the facility may request a 
second appeal review with the department’s CPD Associate Commissioner in writing 
and electronically submitted to the EMS/Trauma Systems Section no later than 15 

business days of the date of the Trauma/Stroke Designation Review Committee’s 
recommendation notice. If the CPD Associate Commissioner disagrees with the 

Trauma/Stroke Designation Review Committee’s recommendation, the CPD 
Associate Commissioner decides the appropriate designation. The department sends 
a notification letter of the second appeal decision within 30 days of receiving the 

second appeal request. 

 (9) If the facility continues to disagree with the second level of appeal decision, 
the facility has a right to a hearing in accordance with the department’s rules for 
contested cases and Texas Government Code, Chapter 2001. 

 (10) (2) If the healthcare facility fails to timely submit a written request for a 
hearing, it will be deemed to have waived the opportunity for a hearing, and the 

proposed action will be ordered. 



 

54 

(d) Six months after the denial of an applicant applicant/healthcare facility's 
designation, the applicant applicant/healthcare facility may reapply for trauma 

facility designation as described in §157.125 of this title. 

(e) One year after the revocation of a healthcare facility's designation, the 
healthcare facility may reapply for designation as described in §157.125 of this 
title. The department office may deny designation if the department office 

determines that the reason for the revocation continues to exist or if the facility 
otherwise does not continuously meet the designation requirements. 

(f) The department will inform the facility of the potential funding implications 
related to the designation denial, suspension, or revocation as outlined in: 

 (1) Title 1 of the Texas Administrative Code (TAC), Part 15, Chapter 355, 
Subchapter J, Division 4, §355.8052 and §355.8065; and 

 (2) Chapter 157 of this title, §157.130 and §157.131. 

§157.130. Funds for Emergency Medical Services, Trauma Facilities, and Trauma 
Care Systems. 

(a) Definitions. The following words and terms, when used in this section, have the 
following meanings, unless the context clearly indicates otherwise. Other definitions 

specific to this section are located in §157.2 of this title (relating to Definitions). 

 (1) Account--A subdivision of a fund under Texas Health and Safety Code 
Chapter 773 used to fund county and regional emergency medical services, 
designated trauma facilities, and trauma care systems. 

 (2) Fund--A fiscal and accounting entity with a self-balancing set of accounts 
recording cash and other financial resources as defined in Texas Government Code 
Chapter 403. 

(b) Reserve. In each fiscal year, the commissioner will reserve $500,000 of any 
money appropriated from the accounts for extraordinary emergencies. During the 

fiscal year, distributions may be made from the reserve based on submitted 
requests that demonstrate a need and justify the impact on the EMS and trauma 
care system. Requests not immediately recommended for funding will be 

reconsidered at the end of each fiscal year if funding is available and a need is still 
present. 

(c) Allocations. The allocations described in this section will be established by Texas 
Health and Safety Code §773.122. 

 (1) Allocation Determination. Each year, the department will determine: 

  (A) eligibility criteria for emergency medical services (EMS), trauma service 
area (TSA), and hospital allocations; and 

  (B) the amount of EMS, TSA, and hospital allocations based on language 
found in Texas Health and Safety Code §773.122. 
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 (2) EMS Allocation. The department will contract with each eligible Regional 
Advisory Council (RAC) to distribute the county funds to eligible EMS providers 

based within counties that are aligned with the relevant TSA. 

  (A) The department will evaluate submitted support documents per contract 
statement of work. Awarded funds must be used in addition to current operational 
EMS funding of eligible recipients, not supplant the operational budget. 

  (B) Funds are allocated by county to be awarded to eligible providers in each 

county. Funds are non-transferable to other counties within the RAC if there are no 
eligible providers in a county. 

  (C) Eligible EMS providers may contribute funds for a specified purpose 
within the TSA. 

  (D) The department may grant an exception to this section if it finds that 
compliance with this section would not be in the best interests of the persons 

served in the affected local system. 

 (3) TSA Allocation. The department will contract with eligible RACs to distribute 
the funds for the operation of the 22 TSAs and for equipment, communications, 
education, and training for the areas. 

 (4) Hospital Allocation. The department will distribute funds to designated 
trauma facilities to subsidize a portion of uncompensated trauma care provided or 

to enhance the facility’s delivery of trauma care. Funds distributed from the hospital 
allocations will be made based on: 

  (A) the percentage of the hospital's uncompensated trauma care cost for 
patients who meet the facility’s trauma activation criteria and National Trauma Data 

Standards (NTDS) registry inclusion criteria, relative to the total uncompensated 
trauma care cost reported for the identified patient population by qualified facilities 
that year; and 

  (B) availability of funds. 

(d) Eligibility requirements. To be eligible for funding from the account, all potential 
recipients must maintain the regional participation requirements. 

 (1) Extraordinary Emergency Funding.  

  (A) To be eligible to receive extraordinary emergency funding, an entity must 
meet the following requirements: 

   (i) be a licensed EMS provider, a designated trauma facility, or a 
recognized first responder organization; 

   (ii) submit a completed application and any additional documentation 

requested by the department; and 

   (iii) provide documentation of active participation in its local RAC. 
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  (B) Incomplete applications will not be considered for extraordinary 
emergency funding. 

 (2) EMS Allocation.  

  (A) To be eligible for funding from the EMS allocation, providers must: 

   (i) maintain and comply with all licensure requirements as described in 
§157.11 of this title (relating to Requirements for an EMS Provider License); 

   (ii) follow RAC regional protocols regarding patient destination and 
transport in all TSAs in which they operate (verified by each RAC); 

   (iii) follow actual patient referral patterns of each RAC to which it provides 
services, if the provider is licensed in a county or contracted to provide EMS in a 

county that is contiguous with a neighboring TSA; 

   (iv) notify the RACs of any potential eligibility to receive funds and meet 
the RAC's participation requirements if a provider is contracted to provide EMS 
within a county of any one TSA and whose county of licensure is another county not 

in or contiguous with that TSA; and 

   (v) provide the department evidence of a contract or letter of agreement 
with each additional county government or taxing authority in which EMS is 
provided in any county beyond its county of licensure. 

    (I) Inter-facility transfer letters of agreement and contracts or mutual 
aid letters of agreement and contracts are not elements of the county government 

or taxing authority and do not meet this requirement. 

    (II) Contracts or letters of agreement must be submitted to the 
department on or before the stated department contract deadline of the respective 
year and be able to provide evidence of continued coverage throughout the 

effective contract dates the EMS provider is being considered for eligibility. 

    (III) EMS providers with contracts or letters of agreement on file with 
the department that meet the effective contract dates do not need to resubmit a 
copy of the contract or letter of agreement unless it has expired or will expire 

before the release of the next contract. 

    (IV) The submitted contracts or letters of agreement must include 
effective dates to determine continued eligibility. 

    (V) EMS providers are responsible for ensuring that all necessary 
portions of their contracts or letters of agreement have been received by the 
department on or before the listed deadline to be considered for eligibility. 

    (VI) Air ambulance providers must meet the same requirements as 

ground transport EMS providers to be eligible to receive funds from a specific 
county other than the county of licensure. 
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  (B) If an EMS provider is licensed in a particular county for a service area 
that is considered a geo-political subdivision and whose boundary lines cross 

multiple county lines, it will be considered eligible for the EMS Allocation for all 
counties overlapped by that geo-political subdivision's boundary lines. Verification 

from local jurisdictions will be requested for every county that comprises the geo-
political subdivision to determine funding eligibility for each county. The eligibility of 
EMS providers whose county of licensure is in a geo-political subdivision other than 

those listed in clauses (i) - (v) of this subparagraph will be evaluated on a case-by-
case basis: 

   (i) municipalities; 

   (ii) school districts; 

   (iii) emergency service districts (ESDs); 

   (iv) utility districts; or 

   (v) prison districts. 

 (3) TSA Allocation.  

  (A) To be eligible to distribute funding on behalf of eligible recipients in each 
county to the TSA, a RAC must be: 

   (i) officially recognized by the department as described in §157.123 of 
this title (relating to Regional Advisory Councils); 

   (ii) in compliance with all RAC contract criteria and expectations, have a 
current RAC self-assessment, and have a current regional trauma and emergency 

health care system plan; and 

   (iii) incorporated as an entity that is exempt from federal income tax 
under Section 501(a), Internal Revenue Code of 1986, and its subsequent 
amendments by being listed as an exempt organization under Section 501(c)(3). 

  (B) The TSA allocation distributed under this section will be based on the 
relative geographic size and population of each TSA and on the relative amount of 

trauma care provided. 

 (4) Hospital Allocation. To be eligible for funding from the hospital allocation, a 
hospital must be designated as a trauma facility by the department. 

  (A) To receive funding from the hospital allocation, a complete application 
must be submitted to the department within the stated time frame. 

  (B) Initial applications received after the stated deadline will not be 
considered for funding from the hospital allocation. 

  (C) Additional information may be requested at the department's discretion 
to determine eligibility for funding from the hospital allocation. 
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  (D) A designated trauma facility in receipt of funding from the hospital 
allocation that fails to maintain its designation as required in §157.125 of this title 

(relating to Requirements for Trauma Facility Designation) must return to the 
department all hospital allocation funds received in the prior 12 months within 90 

days of failure to maintain trauma designation. 

  (E) The department may grant an exception to subparagraph (D) of this 
paragraph if it finds that compliance with this section would not be in the best 
interests of the persons served in the affected local system. 

  (F) A facility must have no outstanding balance owed to the department or 
other state agencies before receiving any future disbursements from the hospital 

allocation. 

(e) Calculation Methods. Calculation of county portions of the EMS allocation, the 
RAC portions of the TSA allocation, and the hospital allocation will be the following: 

 (1) EMS allocation. 

  (A) Counties will be classified as urban or rural based on the latest estimated 
federal census population figures. 

  (B) EMS allocation will be derived by adjusting the weight of the statutory 
criteria in such a fashion that: 

   (i) 40% of the funds go to urban counties; and 

   (ii) 60% of the funds go to rural counties. 

  (C) An individual county's portion of the EMS allocation will be based on its 

geographic size, population, and number of emergency health care runs, multiplied 
by adjustment factors determined by the department, so the distribution 
approximates the required percentages for urban and rural counties. 

  (D) The formula will be: 

   (i) the county's population multiplied by an adjustment factor; 

   (ii) plus the county's geographic size multiplied by an adjustment factor; 

   (iii) plus the county's total emergency health care runs multiplied by an 
adjustment factor; 

   (iv) divided by 3; and 

   (v) multiplied by the total EMS allocation. 

  (E) The adjustment factors will be manipulated so that the distribution 
approximates the required percentages for urban and rural counties. 
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  (F) Total emergency health care runs will be the number of emergency 
patient care records electronically transmitted to the department in a given 

calendar year by EMS providers. 

 (2) TSA allocation. 

  (A) The TSA allocation will be based on its relative geographic size, 
population, and trauma care provided as compared to all other TSAs. 

  (B) The formula will be: 

   (i) the TSA's percentage of the state’s total population; 

   (ii) plus the TSA's percentage of the state’s total geographic size; 

   (iii) plus the TSA's percentage of the state’s total trauma care; 

   (iv) divided by 3; and 

   (v) multiplied by the total TSA allocation. 

  (C) Total trauma care will be the number of trauma patient records 
electronically transmitted to the department in a given calendar year by EMS 

providers and hospitals. 

 (3) Hospital allocation. 

  (A) Distributions, including unexpended portions of the EMS and TSA 

allocations, are determined by an annual application process. 

  (B) An annual application process must be completed each fiscal year. 
Incomplete applications will not be considered for the hospital allocation calculation. 

  (C) Based on the information provided in the approved application, each 
facility will receive allocations as follows: 

   (i) An equal amount not to exceed 20% of the available hospital allocation 
to reimburse designated trauma hospitals under the program and located in a rural 
county as defined in §157.2 of this title. 

   (ii) Any funds not allocated in paragraphs (1) and (2) of this subsection 

will be included in the distribution formula in subparagraph (E) of this paragraph. 

  (D) If the total cost of uncompensated trauma care for patients meeting 
trauma activation criteria and National Trauma Data Bank (NTDB) inclusion criteria 
exceeds the amount appropriated from the account, minus the amount referred to 
in subparagraph (C)(i) of this paragraph, the department will allocate funds based 

on a facility's percentage of uncompensated trauma care costs in relation to the 
total uncompensated trauma care cost reported by qualified hospitals for the 

funding year. 

  (E) The hospital allocation formula for trauma designated facilities will be: 
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   (i) the facility’s reported costs of uncompensated trauma care; 

   (ii) minus any collections received by the facility for any portion of the 
facility's uncompensated trauma care previously reported for the purposes of this 

section; 

   (iii) divided by the total reported costs of uncompensated trauma care by 
eligible facilities; 

   (iv) multiplied by the total money available after reducing the amount to 
be distributed in subparagraph (C)(i) of this paragraph. 

  (F) The reporting period of a facility's uncompensated trauma care must 
apply to costs incurred during the preceding calendar year. 

(f) Loss of funding eligibility. If the department finds that an EMS provider, RAC, or 
hospital has violated Texas Health and Safety Code Chapter 773 or fails to comply 

with this section, the department may withhold account monies for a period of one 
to three years, depending upon the seriousness of the infraction. 

§157.131. Designated Trauma Facility and Emergency Services Account. 

(a) Definitions. The following words and terms, when used in this section, have the 
following meanings, unless the context clearly indicates otherwise. Other definitions 
specific to this section are located in §157.2 of this title (relating to Definitions). 

 (1) Account--A subdivision of a fund under Texas Health and Safety Code 
Chapter 780 used to fund designated trauma facilities, county and regional 

emergency medical services, and trauma care systems. 

 (2) Fund--A fiscal and accounting entity with a self-balancing set of accounts 
recording cash and other financial resources as defined in Texas Government Code 
Chapter 403. 

(b) Reserve. In each fiscal year, the commissioner will reserve $500,000 of any 
money appropriated from the account for extraordinary emergencies. During the 

fiscal year, distributions may be made from the reserve based on submitted 
requests that demonstrate a need and justify the impact on the emergency medical 

services (EMS) and trauma care system. Requests not immediately recommended 
for funding will be reconsidered at the end of each fiscal year if funding is available 
and a need is still present. 

(c) Allocations. The allocations described in this section will be established by Texas 
Health and Safety Code Chapter 780. 

 (1) Allocation Determination. Each year, the department will determine: 

  (A) eligibility criteria for EMS, trauma service area (TSA), and hospital 

allocations; and 



 

61 

  (B) the amount of EMS, TSA, and hospital allocations based on language 
outlined in Texas Health and Safety Code Chapter 780. 

 (2) EMS Allocation. The department will contract with each eligible Regional 

Advisory Council (RAC) to distribute the county funds to eligible EMS providers 
based within counties that are aligned with the relevant TSA. 

  (A) The department will evaluate submitted support documents per contract 
statement of work. Awarded funds must be used in addition to current operational 

EMS funding of eligible recipients, not supplant the operational budget. 

  (B) Funds are allocated by county to be awarded to eligible providers in each 
county. Funds are non-transferable to other counties within the TSA if there are no 
eligible providers in a county. 

  (C) Eligible EMS providers may contribute funds for a specified purpose 
within the TSA. 

  (D) The department may grant an exception to this section if it finds that 
compliance with this section would not be in the best interests of the persons 

served in the affected local system. 

 (3) TSA Allocation. The department will contract with eligible RACs to distribute 
the funds for the operation of the 22 TSAs and for equipment, communications, 
education, and training for the area. 

 (4) Hospital Allocation. The department will distribute funds to designated 
trauma facilities and those in active pursuit eligible to receive funds to subsidize a 

portion of uncompensated trauma care provided or to enhance the facility’s delivery 
of trauma care. Funds distributed from the hospital allocations will be made based 

on: 

  (A) the percentage of the hospital's uncompensated trauma care cost for 
patients who meet the facility’s trauma activation criteria and National Trauma Data 
Standards (NTDS) registry inclusion criteria, relative to the total uncompensated 

trauma care cost reported for the identified patient population by qualified facilities 
that year; and 

  (B) availability of funds. 

(d) Eligibility requirements. To be eligible for funding from the account, all potential 
recipients must maintain the regional participation requirements. 

 (1) Extraordinary Emergency Funding.  

  (A) To be eligible to receive extraordinary emergency funding, an entity must 
meet the following requirements: 

   (i) be a licensed EMS provider, a designated trauma facility, or a 
recognized first responder organization; 
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   (ii) submit a completed application and any additional documentation 
requested by the department; and 

   (iii) provide documentation of active participation in its local RAC. 

  (B) Incomplete applications will not be considered for extraordinary 
emergency funding 

 (2) EMS Allocation.  

  (A) To be eligible for funding from the EMS allocation, providers must: 

   (i) maintain and comply with all licensure requirements as described in 
§157.11 of this title (relating to Requirements for an EMS Provider License); 

   (ii) follow RAC regional protocols regarding patient destination and 
transport in all TSAs in which they operate (verified by each RAC); 

   (iii) follow actual patient referral patterns of each RAC to which it provides 
services, if the provider is licensed in a county or contracted to provide EMS in a 

county that is contiguous with a neighboring TSA; 

   (iv) notify the RACs of any potential eligibility to receive funds and meet 
the RAC's participation requirements if a provider is contracted to provide EMS 
within a county of any one TSA and whose county of licensure is another county not 

in or contiguous with that TSA; and 

   (v) provide the department evidence of a contract or letter of agreement 
with each additional county government or taxing authority in which EMS is 
provided in any county beyond its county of licensure. 

    (I) Inter-facility transfer letters of agreement and contracts or mutual 
aid letters of agreement or contracts are not elements of the county government or 

taxing authority and do not meet this requirement. 

    (II) Contracts or letters of agreement must be submitted to the 
department on or before the stated department contract deadline of the respective 
year and be able to provide evidence of continued coverage throughout the 

effective contract dates it is being considered for eligibility. 

    (III) EMS providers with contracts or letters of agreement on file with 
the department that meet the effective contract dates do not need to resubmit a 
copy of the contract or letter of agreement unless it has expired or will expire 

before the release of the next contract.  

    (IV) The submitted contracts or letters of agreement must include 
effective dates to determine continued eligibility. 

    (V) EMS providers are primarily responsible for assuring that all 
necessary portions of their contracts or letters of agreement have been received by 
the department on or before the listed deadline to be considered for eligibility. 
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    (VI) Air ambulance providers must meet the same requirements as 
ground transport EMS providers to be eligible to receive funds from a specific 

county other than the county of licensure. 

  (B) If an EMS provider is licensed in a particular county for a service area 
that is considered a geo-political sub-division and whose boundary lines cross 
multiple county lines, it will be considered eligible for the EMS Allocation for all 

counties overlapped by that geo-political sub-division's boundary lines. Verification 
from local jurisdictions will be requested for every county that comprises the geo-

political sub-division to determine funding eligibility for each county. The eligibility 
of EMS providers whose county of licensure is in a geo-political sub-division other 
than those listed in clauses (i) - (v) of this subparagraph will be evaluated on a 

case-by-case basis. 

   (i) municipalities; 

   (ii) school districts; 

   (iii) emergency service districts (ESDs); 

   (iv) utility districts; or 

   (v) prison districts. 

 (3) TSA Allocation.  

  (A) To be eligible to distribute funding on behalf of eligible recipients in each 
county to the TSA, a RAC must be: 

   (i) officially recognized by the department as described in §157.123 of 

this title (relating to Regional Advisory Councils); 

   (ii) in compliance with all RAC contract criteria and expectations, have a 
current RAC self-assessment and have a current regional trauma and health care 
system plan; and 

   (iii) incorporated as an entity that is exempt from federal income tax 
under Section 501(a), Internal Revenue Code of 1986, and its subsequent 

amendments by being listed as an exempt organization under Section 501(c)(3). 

  (B) The TSA allocation distributed under this section will be based on the 
relative geographic size and population of each TSA and on the relative amount of 
trauma care provided. 

 (4) Hospital Allocation. To be eligible for funding from the hospital allocation, a 
hospital must be a designated trauma facility by the department or recognized by 

the department as in active pursuit of trauma facility designation. 

  (A) To receive funding from the hospital allocation, a complete application 
must be submitted to the department within the stated time frame. Incomplete 
applications will not be considered for the hospital allocation calculations. 
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  (B) Initial applications received after the stated deadline will not be 
considered for funding from the hospital allocation. 

  (C) Additional information may be requested at the department's discretion 

to determine eligibility for funding from the hospital allocation. 

  (D) A designated trauma facility in receipt of funding from the hospital 
allocation that fails to maintain its designation as required in §157.125 of this title 
(relating to Requirements for Trauma Facility Designation) must return to the 

department all hospital allocation funds received in the prior 12 months within 90 
days of failure to maintain trauma designation. 

  (E) The department may grant an exception to subparagraph (D) of this 
paragraph if it finds that compliance with this section would not be in the best 
interests of the persons served in the affected local system. 

  (F) An undesignated facility in active pursuit of designation that has not 
achieved the department trauma designation pursuant to Texas Health and Safety 
Code §780.004(i) must return to the account all funds received from the hospital 
allocation, plus a penalty of 10% of the awarded amount. 

  (G) A facility must have no outstanding balance owed to the department or 

other state agencies before receiving any future disbursements from the hospital 
allocation. 

(e) Calculation Methods. Calculation of county portions of the EMS allocation, the 
RAC portions of the TSA allocation, and the hospital allocation will be the following: 

 (1) EMS allocation. 

  (A) Counties will be classified as urban or rural based on the latest estimated 
federal census population figures. 

  (B) EMS allocation will be derived by adjusting the weight of the statutory 
criteria in such a fashion that: 

   (i) 40% of the funds go to urban counties; and 

   (ii) 60% of the funds go to rural counties. 

  (C) An individual county's portion of the EMS allocation will be based on its 
geographic size, population, and number of emergency health care runs, multiplied 
by adjustment factors determined by the department, so the distribution 

approximates the required percentages for urban and rural counties. 

  (D) The formula will be: 

   (i) the county's population multiplied by an adjustment factor; 

   (ii) plus the county's geographic size multiplied by an adjustment factor; 
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   (iii) plus the county's total emergency health care runs multiplied by an 
adjustment factor; 

   (iv) divided by 3; and 

   (v) multiplied by the total EMS allocation. 

  (E) The formula adjustment factors will be manipulated so that the 
distribution approximates the required percentages for urban and rural counties. 

  (F) Total emergency health care runs will be the number of emergency 
patient care records electronically transmitted to the department in a given 

calendar year by EMS providers. 

 (2) TSA allocation.  

  (A) The TSA allocation will be based on its relative geographic size, 
population, and trauma care provided as compared to all other TSAs.  

  (B) The formula will be:  

   (i) the TSA's percentage of the state’s total population; 

   (ii) plus the TSA's percentage of the state’s total geographic size; 

   (iii) plus the TSA's percentage of the state’s total trauma care; 

   (iv) divided by 3; and 

   (v) multiplied by the total TSA allocation. 

  (C) Total trauma care will be the number of trauma patient records 
electronically transmitted to the department in a given calendar year by EMS 
providers and hospitals. 

 (3) Hospital allocation. 

  (A) Distributions, including unexpended portions of the EMS and TSA 
allocations, are determined by an annual application process. 

  (B) An annual application process must be completed each fiscal year. 
Incomplete applications will not be considered for the hospital allocation calculation. 

  (C) Based on the information provided in the approved application, each 
facility will receive allocations as follows: 

   (i) An equal amount not to exceed 20% of the available hospital allocation 
that is not obligated to fund provider reimbursement payments under the medical 
assistance program established under Texas Human Resources Code, Chapter 32, 

including reimbursement enhancements to the statewide dollar amount (SDA) rate 
used to reimburse a department designated trauma facility or an undesignated 
facility in active pursuit of a trauma designation and located in a rural county as 

defined in §157.2 of this title. 
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   (ii) Any funds not allocated in paragraphs (1) and (2) of this subsection 
will be included in the distribution formula in this subparagraph. 

  (D) If the total cost of uncompensated trauma care for patients meeting 

trauma activation criteria and National Trauma Data Bank (NTDB) inclusion criteria 
exceeds the amount appropriated from the account, minus the amount referred to 
in subparagraph (C)(i) of this paragraph, the department will allocate funds based 

on a facility's percentage of uncompensated trauma care costs in relation to the 
total uncompensated trauma care cost reported by qualified hospitals for the year 

of funding distribution. 

  (E) The hospital allocation formula for trauma designated facilities receiving 
funding under Texas Health and Safety Code, §780.004(2) will be: 

   (i) the facility’s reported costs of uncompensated trauma care; 

   (ii) minus any collections received by the facility for any portion of the 
facility's uncompensated trauma care previously reported for the purposes of this 
section; 

   (iii) divided by the total reported costs of uncompensated trauma care by 
eligible facilities; and 

   (iv) multiplied by the total amount allocated for the purposes described in 
the Texas Health and Safety Code §780.004(2)(j), and after reducing the amount 

to be distributed in subparagraph (C)(i) of this paragraph. 

  (F) The reporting period of a facility's uncompensated trauma care must 
apply to costs incurred during the preceding calendar year. 

  (G) The hospital allocation formula for trauma designated facilities and those 
facilities in active pursuit of designation not receiving funding under Texas Health 
and Safety Code §780.004(2) and not in a rural county will be: 

   (i) the facility’s reported costs of uncompensated trauma care; 

   (ii) minus any collections received by the facility for any portion of the 
facility's uncompensated trauma care previously reported for the purposes of this 

section; 

   (iii) divided by the total reported costs of uncompensated trauma care by 
eligible facilities; and 

   (iv) multiplied by the total money available after reducing the total 
amount allocated for the purposes described in the Texas Health and Safety Code 
§780.004(2)(j), and after reducing the amount to be distributed in subparagraph 

(C)(i) of this paragraph. 

  (H) The reporting period of a facility's uncompensated trauma care must 
apply to costs incurred during the preceding calendar year. 
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(f) Loss of funding eligibility. If the department finds that an EMS provider, RAC, or 
hospital has violated Texas Health and Safety Code §780.004, or fails to comply 

with this section, the department may withhold account monies for a period of one 
to three years, depending upon the seriousness of the infraction. 
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TITLE 25 HEALTH SERVICES 
PART 1 DEPARTMENT OF STATE HEALTH SERVICES 

CHAPTER 157 EMERGENCY MEDICAL CARE 
SUBCHAPTER G EMERGENCY MEDICAL SERVICES TRAUMA SYSTEMS 

§157.123. Regional Emergency Medical Services/Trauma Systems. 

(a) The bureau of emergency management (bureau) shall recognize the 
establishment of a regional emergency medical services (EMS)/trauma system 

(system) within a trauma service area (TSA) as described in §157.122 of this title 
(relating to Trauma Service Areas).  

(b) Establishment of a regional EMS/trauma system consists of three phases.  

 (1) The first phase begins with the establishment of a regional advisory council 
(RAC) and ends with recognition of the RAC by the bureau.  

  (A) All health care entities who care for trauma patients should be offered 
membership on the RAC. RACs shall:  

   (i) be operated in a manner that maximizes inclusion of their constituents 
and ensures membership approval of "participation requirements";  

   (ii) have documented evidence that participation guidelines have been 
discussed and affirmed by vote of the entire RAC voting membership;  

   (iii) have clear definitions of participation guidelines in the organization's 
by-laws and/or other official RAC files;  

   (iv) have documentation that participation guidelines have been 

communicated to EMS providers and hospitals, regardless of past participation 
history;  

   (v) have documented attendance records;  

   (vi) have consistency in the annual participation reporting period;  

   (vii) send participation "progress reports" to EMS providers and hospitals 

at some period during the reporting year;  

   (viii) send participation requirements "non-compliancy" letters to 
appropriate EMS providers and hospitals at end of reporting year;  

   (ix) be cognizant of the direct and indirect fiscal roles they play on behalf 
of their members; and  

   (x) be particularly cognizant of the logistical challenges faced by rural and 
volunteer agencies and open to considering viable alternatives to members' 
physical presence at all meetings.  

  (B) The bureau shall recognize only one official RAC for a TSA.  
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  (C) At least quarterly, a RAC shall submit evidence of on-going activity, such 
as meeting notices and minutes, to the bureau.  

  (D) Annually, the RAC shall file a report with the bureau which describes 

progress toward system development, demonstrates on-going activity, and includes 
evidence that members of the RAC are currently involved in trauma care.  

  (E) The RAC functions without the expectation of comprehensive, permanent 
and/or unrestricted state funding.  

  (F) RACs may request technical assistance from the bureau at any time.  

 (2) The second phase begins with RAC recognition by the bureau and ends with 
approval of a complete EMS/trauma system plan (plan) by the bureau.  

  (A) The RAC shall develop a system plan based on standard guidelines for 
comprehensive system development. The system plan is subject to approval by the 

bureau.  

  (B) The bureau shall review the plan to assure that:  

   (i) all counties within the TSA have been included unless a specific county, 
or portion thereof, has been aligned within an adjacent system;  

   (ii) all health care entities and interested specialty centers have been 

given an opportunity to participate in the planning process; and  

   (iii) the following components have been addressed:  

    (I) injury prevention;  

    (II) access to the system;  

    (III) communications;  

    (IV) medical oversight;  

    (V) pre-hospital triage criteria;  

    (VI) diversion policies;  

    (VII) bypass protocols;  

    (VIII) regional medical control;  

    (IX) regional trauma treatment guidelines;  

     (-a-) Guidelines consistent with current Advanced Trauma Life 
Support (ATLS), Advanced Pediatric Life Support (APLS), Basic Trauma Life Support 
(BTLS), Pre-Hospital Trauma Life Support (PHTLS), Trauma Nurse Core Course 

(TNCC), Emergency Nurse Pediatric Course (ENPC), Pediatric Advanced Life Support 
(PALS) and Pediatric Education For Pre-Hospital Providers (PEPP) standards shall be 

developed, implemented, and evaluated.  
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     (-b-) Individual agencies and medical directors may, and are 
encouraged, to exceed the minimum standards.  

     (-c-) Major/severe trauma patients will be cared for by health 

professionals with documented education and skill in the assessment and care of 
injuries throughout their pre-hospital and hospital course.  

     (-d-) Major/severe trauma patients will have their medical care, as 
documented by pre-hospital run forms and hospital charts, reviewed by the 

individual entity's medical director for appropriateness and quality of care.  

     (-e-) Major/severe trauma patients will have deviations from 
standard of care addressed through a documented trauma performance 
improvement process.  

    (X) facility triage criteria;  

    (XI) inter-hospital transfers;  

    (XII) planning for the designation of trauma facilities, including the 
identification of the lead facility(ies); and  

    (XIII) regional guidelines for disaster preparedness; and  

    (XIV) a performance improvement program that evaluates processes 

and outcomes from a system perspective.  

  (C) Bureau approval of the completed plan may qualify health care entities 
participating in the system to receive state funding for trauma care if funding is 
available.  

 (3) The third phase begins with approval of a complete plan by the bureau and 
ends with the regional EMS/trauma system being recognized by the bureau.  

  (A) Upon approval, a RAC implements the plan to include:  

   (i) education of all entities about the plan components;  

   (ii) on-going review of resource, process, and outcome data; and  

   (iii) if necessary, revision and re-approval of the plan or plan components 
by the bureau.  

  (B) Following implementation of the plan, the bureau shall recommend to the 
commissioner of health (commissioner) the designation of a regional EMS/trauma 
system if the applicant RAC meets or exceeds the current Texas EMS/trauma 

systems essential criteria; actively participates at the bureau's quarterly RAC Chairs 
meetings; and submits data as requested.  

  (C) The designation process shall consist of three phases:  

   (i) The first phase is the application phase which begins with completing 
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and submitting to the bureau a complete application and non-refundable fee for 
designation as a regional EMS/trauma system and ends when the bureau approves 

a site survey (survey);  

   (ii) The second phase is the review phase which begins with the survey 
and ends with a bureau recommendation to the commissioner to designate a 
regional EMS/trauma system; and  

   (iii) The third phase is the final phase which begins with the commissioner 

reviewing the recommendations and ends with his/her final decision. This phase 
also includes an appeal procedure for the denial of a designation application in 
accordance with the Administrative Procedure Act, Government Code, Chapter 

2001.  

  (D) The bureau's analysis of submitted application materials, which may 
result in recommendations for corrective action when deficiencies are noted, shall 
include a review of:  

   (i) evidence of participation at the bureau's quarterly RAC Chairs 
meetings;  

   (ii) the completeness and appropriateness of the application materials 

submitted, including the non-refundable application fee.  

   (iii) the non-refundable application fee shall be based on the trauma 
service area's geographic size, population and trauma death rate.  

   (iv) a RAC's non-refundable application fee shall be no more than $10,000 
and not less than $2500.  

  (E) When the application phase results in a bureau approval for survey, the 
bureau shall notify the regional EMS/trauma system's RAC that will then contract 
for the survey by a team of approved non-Texas Department of Health 

(department) surveyors.  

   (i) The bureau, at its discretion, may appoint an observer to accompany 
the survey team. In this event, the cost for the observer(s) shall be borne by the 
bureau. A RAC shall have the right to refuse to allow non-department observers to 

participate in a survey.  

   (ii) The survey shall be completed within one year of the date of the 
approval of the application.  

   (iii) At any time, a RAC may file a complaint with the bureau regarding 
the conduct of a surveyor. The bureau will investigate and notify the RAC of the 
outcome.  

  (F) The survey team composition shall consist of at minimum a physician; an 
EMS provider representative; a trauma nurse from a designated trauma facility; all 
of which shall have demonstrated knowledge and experience with system 
development. A fourth surveyor with experience in system management may be 
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requested by the RAC or the bureau.  

  (G) Non-department surveyors must meet the following criteria:  

   (i) have at least three years experience in the care of trauma patients and 
active participation in a regional EMS/trauma system;  

   (ii) be currently employed in the coordination of care for trauma patients;  

   (iii) have direct experience in the preparation for and successful 
completion of regional EMS/trauma system designation;  

   (iv) have successfully completed the department Regional EMS/Trauma 
System Site Surveyor Course; and  

   (v) on-going bureau evaluation of survey reports for compliance with 
bureau reporting requirements.  

  (H) All members of the survey team, except department staff, should come 
from a non-adjacent public health region and/or trauma service area (TSA). There 

shall be no business or patient care relationship between the surveyor and/or the 
surveyor's place of employment and regional EMS/trauma system being surveyed.  

  (I) The survey team shall evaluate the regional EMS/trauma system by:  

   (i) attendance records, performance improvement committee meeting 
minutes and other documents specifically relevant to regional EMS/trauma system 
development;  

   (ii) visiting EMS provider stations and hospitals within the TSA; and  

   (iii) conducting interviews with RAC members and non-members.  

  (J) Findings of the survey team shall be forwarded to the RAC Executive 
Board within thirty calendar days of the date of the survey. If a RAC wants to 
continue the designation process, the complete survey report must be submitted to 

the bureau within three months after receipt of the survey or the application will 
expire. A request for an extension could be requested for extenuating 

circumstances.  

  (K) The bureau shall review the findings for compliance with the criteria. If a 
regional EMS/trauma system does not meet the criteria for designation, the bureau 
shall notify the RAC executive board of the requirements it must meet to achieve 
designation.  

  (L) A recommendation for designation shall be made to the commissioner 
based on compliance with the criteria.  

  (M) In the event there is a problem area in which a regional EMS/trauma 
system does not comply with the criteria, the bureau shall notify the applicant of 
deficiencies and recommend corrective action.  
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  (N) The regional EMS/trauma system shall submit a report to the bureau 
which outlines the corrective action taken. The bureau may require a second survey 

to insure compliance with the criteria. If the regional EMS/trauma system and/or 
bureau report substantiates action that brings the regional EMS/trauma system into 

compliance with the criteria, the bureau shall recommend designation to the 
commissioner.  

  (O) If a regional EMS/trauma system disagrees with a bureau decision 
regarding its designation application or status, it may request a secondary review 

by a designation review committee. Membership on the designation review 
committee will:  

   (i) be voluntary;  

   (ii) be appointed by the bureau chief;  

   (iii) be representative of trauma care providers within a designated 
regional EMS/trauma system; and  

   (iv) include representation from the department and the Trauma Systems 
Committee of the Governor's EMS and Trauma Advisory Council (GETAC).  

  (P) If the designation review committee disagrees with the bureau 
recommendation for corrective action, the records shall be referred to the associate 
commissioner for consumer health protection for recommendation to the 

commissioner.  

  (Q) The bureau shall provide a copy of the survey report, for surveys 
conducted by or contracted for by the department and results to the applicant 
regional EMS/trauma system.  

  (R) At the end of the secondary review and final phases of the designation 
process, if a regional EMS/trauma system disagrees with the bureau 

recommendations, opportunity for an appeal in accordance with the Administrative 
Procedure Act, Government Code, Chapter 2001 shall be offered.  

  (S) The bureau may grant an exception to this section if it finds that 
compliance with this section would not be in the best interests of the persons 

served in the affected local system.  

  (T) The applicant regional EMS/trauma system shall have the right to 
withdraw its application at any time prior to the department making a final decision 
on the application for designation.  

  (U) If the commissioner concurs with the recommendation to designate, the 
RAC shall receive a letter of designation for two years. Site surveys will be required 

every six years, or more frequently at the bureau's discretion. Additional actions, 
such as a site review or submission of information, to maintain designation may be 

required by the department.  

  (V) It shall be necessary to repeat the designation process as described in 
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this section prior to expiration of a regional EMS/trauma system designation or the 
designation will be considered expired:  

  (W) A designated regional EMS/trauma system shall:  

   (i) notify the bureau within five days if temporarily unable to comply with 
the essential trauma system criteria;  

   (ii) notify the bureau and RAC membership within five days if it is unable 
to provide the resources as required by its designation.  

    (I) If the resources are not critical, the bureau will determine a 30-day 
to 90-day period from onset date of deficiency for the RAC to achieve compliance.  

    (II) If the resources are critical, the bureau will determine a no greater 
than 30-day period from onset date of the deficiency for the RAC to achieve 
compliance.  

   (iii) notify the bureau if the RAC will no longer provide services 
commensurate with designation. If the regional EMS/trauma system chooses to 

permanently relinquish its designation, it shall provide at least 30 days notice to the 
bureau.  

   (iv) comply with the provisions within these sections, all current state and 
system standards as described in this chapter, and all policies, guidelines, and 

procedures as set forth in the system plan;  

   (v) continue its commitment to provide the resources as required by its 
designation; and  

   (vi) utilize the state trauma registry.  

  (X) A regional EMS/trauma system may not use the terms "regional trauma 
system", "trauma system", or similar terminology in its signs or advertisements or 
in the printed materials and information it provides to the public unless the regional 
EMS/trauma system has been designated as a regional EMS/trauma system 

according to the process described in this section. This subsection also applies to 
regional EMS/trauma systems whose designation has lapsed.  

  (Y) The bureau shall have the right to review, inspect, evaluate, and audit all 
RAC performance improvement committee minutes and other documents relevant 

to trauma care in any designated regional EMS/trauma system at any time to verify 
compliance with the statute and these rules, including the designation criteria. The 

bureau shall maintain confidentiality of such records to the extent authorized by the 
Public Information Act, (Government Code, Chapter 552), the Texas Health and 
Safety Code, Chapter 773 and/or any other relevant confidentiality law or 

regulation. Such inspections shall be scheduled by the bureau when appropriate.  

(c) Regional EMS/trauma system criteria.  

Figure: 25 TAC §157.123(c) 
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§157.125. Requirements for Trauma Facility Designation. 

(a) The Office of Emergency Medical Services (EMS)/Trauma Systems Coordination 
(office) shall recommend to the Commissioner of the Department of State Health 

Services (commissioner) the designation of an applicant/healthcare facility (facility) 
as a trauma facility at the level(s) for each location of a facility the office deems 
appropriate.  

 (1) Comprehensive (Level I) trauma facility designation--The facility, including a 

free-standing children's facility, meets the current American College of Surgeons 
(ACS) essential criteria for a verified Level I trauma center; meets the "Advanced 
Trauma Facility Criteria" in subsection (x) of this section; actively participates on 

the appropriate Regional Advisory Council (RAC); has appropriate services for 
dealing with stressful events available to emergency/trauma care providers; and 

submits data to the Texas EMS/Trauma Registry.  

 (2) Major (Level II) trauma facility designation--The facility, including a free-
standing children's facility, meets the current ACS essential criteria for a verified 
Level II trauma center; meets the "Advanced Trauma Facility Criteria" in subsection 
(x) of this section; actively participates on the appropriate RAC; has appropriate 

services for dealing with stressful events available to emergency/trauma care 
providers; and submits data to the Texas EMS/Trauma Registry.  

 (3) Advanced (Level III) trauma facility designation--The facility meets the 
"Advanced Trauma Facility Criteria" in subsection (x) of this section; actively 

participates on the appropriate RAC; has appropriate services for dealing with 
stressful events available to emergency/trauma care providers; and submits data to 

the Texas EMS/Trauma Registry. A free-standing children's facility, in addition to 
meeting the requirements listed in this section, must meet the current ACS 
essential criteria for a verified Level III trauma center.  

 (4) Basic (Level IV) trauma facility designation--The facility meets the "Basic 
Trauma Facility Criteria" in subsection (y) of this section; actively participates on 
the appropriate RAC; has appropriate services for dealing with stressful events 
available to emergency/trauma care providers; and submits data to the Texas 

EMS/Trauma Registry.  

(b) A healthcare facility is defined under these rules as a single location where 
inpatients receive hospital services or each location if there are multiple buildings 
where inpatients receive hospital services and are covered under a single hospital 

license.  

 (1) Each location shall be considered separately for designation and the 
Department of State Health Services (department) will determine the designation 
level for that location, based on, but not limited to, the location's own resources 

and levels of care capabilities; Trauma Service Area (TSA) capabilities; and the 
essential criteria and requirements outlined in subsection (a)(1) - (4) of this 

section. The final determination of the level(s) of designation may not be the 
level(s) requested by the facility.  
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 (2) A facility with multiple locations that is applying for designation at one 
location shall be required to apply for designation at each of its other locations 

where there are buildings where inpatients receive hospital services and such 
buildings are collectively covered under a single hospital's license.  

(c) The designation process shall consist of three phases.  

 (1) First phase--The application phase begins with submitting to the office a 
timely and sufficient application for designation as a trauma facility and ends when 

the survey report is received by the office.  

 (2) Second phase--The review phase begins with the office's review of the 
survey report and ends with its recommendation to the commissioner whether or 
not to designate the facility and at what level(s). This phase also includes an appeal 
procedure governed by the department's rules for a contested case hearing and by 

Government Code, Chapter 2001.  

 (3) Third phase--The final phase begins with the commissioner reviewing the 
recommendation and ends with his/her final decision.  

(d) For a facility seeking initial designation, a timely and sufficient application shall 
include:  

 (1) the department's current "Complete Application" form for the appropriate 
level, with all fields correctly and legibly filled-in and all requested documents 

attached, hand-delivered or sent by postal services to the office;  

 (2) full payment of the designation fee enclosed with the submitted "Complete 
Application" form;  

 (3) any subsequent documents submitted by the date requested by the office;  

 (4) a trauma designation survey completed within one year of the date of the 
receipt of the application by the office; and  

 (5) a complete survey report, including patient care reviews, that is within 180 
days of the date of the survey and is hand-delivered or sent by postal services to 
the office.  

(e) If a hospital seeking initial designation fails to meet the requirements in 
subsection (d)(1) - (5) of this section, the application shall be denied.  

(f) For a facility seeking re-designation, a timely and sufficient application shall 

include:  

 (1) the department's current "Complete Application" form for the appropriate 
level, with all fields correctly and legibly filled-in and all requested documents 
attached, hand-delivered or sent by postal services to the office one year or greater 

from the designation expiration date;  

 (2) full payment of the designation fee enclosed with the submitted "Complete 
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Application" form;  

 (3) any subsequent documents submitted by the date requested by the office; 
and  

 (4) a complete survey report, including patient care reviews, that is within 180 
days of the date of the survey and is hand-delivered or sent by postal services to 

the office no less than 60 days prior to the designation expiration date.  

(g) If a healthcare facility seeking re-designation fails to meet the requirements 
outlined in subsection (f)(1) - (4) of this section, the original designation will expire 
on its expiration date.  

(h) The office's analysis of the submitted "Complete Application" form may result in 
recommendations for corrective action when deficiencies are noted and shall also 

include a review of:  

 (1) the evidence of current participation in RAC/regional system planning; and  

 (2) the completeness and appropriateness of the application materials 
submitted, including the submission of a non-refundable application fee as follows:  

  (A) for Level I and Level II trauma facility applicants, the fee will be no more 
than $10 per licensed bed with an upper limit of $5,000 and a lower limit of 
$4,000;  

  (B) for Level III trauma facility applicants, the fee will be no more than $10 
per licensed bed with an upper limit of $2,500 and a lower limit of $1,500; and  

  (C) for Level IV trauma facility applicants, the fee will be no more than $10 

per licensed bed with an upper limit of $1000 and a lower limit of $500.  

(i) When a "Complete Application" form for initial designation or re-designation 
from a facility is received, the office will determine the level it deems appropriate 
for pursuit of designation or re-designation for each of the facility's locations based 
on, but not limited to: the facility's resources and levels of care capabilities at each 

location, TSA resources, and the essential criteria for Levels I, II, III, and IV trauma 
facilities. In general, physician services capabilities described in the application 

must be in place 24 hours a day/7 days a week. In determining whether a physician 
services capability is present, the department may use the concept of substantial 
compliance that is defined as having said physician services capability at least 90% 

of the time.  

 (1) If a facility disagrees with the level(s) determined by the office to be 
appropriate for pursuit of designation or re-designation, it may make an appeal in 
writing within 60 days to the director of the office. The written appeal must include 

a signed letter from the facility's governing board with an explanation as to why 
designation at the level determined by the office would not be in the best interest of 

the citizens of the affected TSA or the citizens of the State of Texas.  

 (2) The written appeal may include a signed letter (s) from the executive board 
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of its RAC or individual healthcare facilities and/or EMS providers within the affected 
TSA with an explanation as to why designation at the level determined by the office 

would not be in the best interest of the citizens of the affected TSA or the citizens 
of the State of Texas.  

 (3) If the office upholds its original determination, the director of the office will 
give written notice of such to the facility within 30 days of its receipt of the 

applicant's complete written appeal.  

 (4) The facility may, within 30 days of the office's sending written notification of 
its denial, submit a written request for further review. Such written appeal shall 
then go to the Assistant Commissioner, Division for Regulatory Services (assistant 

commissioner).  

(j) When the analysis of the "Complete Application" form results in 
acknowledgement by the office that the facility is seeking an appropriate level of 
designation or re-designation, the facility may then contract for the survey, as 

follows.  

 (1) Level I and II facilities and all free-standing children's facilities shall request 
a survey through the ACS trauma verification program.  

 (2) Level III facilities shall request a survey through the ACS trauma verification 
program or through a comparable organization approved by the department.  

 (3) Level IV facilities shall request a survey through the ACS trauma verification 
program, through a comparable organization approved by the department, or by a 

department-credentialed surveyor(s) active in the management of trauma patients.  

 (4) The facility shall notify the office of the date of the planned survey and the 
composition of the survey team.  

 (5) The facility shall be responsible for any expenses associated with the survey.  

 (6) The office, at its discretion, may appoint an observer to accompany the 

survey team. In this event, the cost for the observer shall be borne by the office.  

(k) The survey team composition shall be as follows.  

 (1) Level I or Level II facilities shall be surveyed by a team that is multi-
disciplinary and includes at a minimum: 2 general surgeons, an emergency 

physician, and a trauma nurse all active in the management of trauma patients.  

 (2) Free-standing children's facilities of all levels shall be surveyed by a team 
consistent with current ACS policy and includes at a minimum: a pediatric surgeon; 
a general surgeon; a pediatric emergency physician; and a pediatric trauma nurse 

coordinator or a trauma nurse coordinator with pediatric experience.  

 (3) Level III facilities shall be surveyed by a team that is multi-disciplinary and 
includes at a minimum: a trauma surgeon and a trauma nurse (ACS or department-
credentialed), both active in the management of trauma patients.  
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 (4) Level IV facilities shall be surveyed by a department-credentialed 
representative, registered nurse or licensed physician. A second surveyor may be 

requested by the facility or by the department.  

 (5) Department-credentialed surveyors must meet the following criteria:  

  (A) have at least 3 years experience in the care of trauma patients;  

  (B) be currently employed in the coordination of care for trauma patients;  

  (C) have direct experience in the preparation for and successful completion 
of trauma facility verification/designation;  

  (D) have successfully completed a department-approved trauma facility site 
surveyor course and be successfully re-credentialed every 4 years; and  

  (E) have current credentials as follows:  

   (i) for nurses: Trauma Nurses Core Course (TNCC) or Advanced Trauma 
Course for Nurses (ATCN); and Pediatric Advanced Life Support (PALS) or 

Emergency Nurses Pediatric Course (ENPC);  

   (ii) for physicians: Advanced Trauma Life Support (ATLS); and  

   (iii) have successfully completed a site survey internship.  

 (6) All members of the survey team, except department staff, shall come from a 
TSA outside the facility's location and at least 100 miles from the facility. There 

shall be no business or patient care relationship or any potential conflict of interest 
between the surveyor or the surveyor's place of employment and the facility being 
surveyed.  

(l) The survey team shall evaluate the facility's compliance with the designation 
criteria, by:  

 (1) reviewing medical records; staff rosters and schedules; process 
improvement committee meeting minutes; and other documents relevant to trauma 
care;  

 (2) reviewing equipment and the physical plant;  

 (3) conducting interviews with facility personnel;  

 (4) evaluating compliance with participation in the Texas EMS/Trauma Registry; 
and  

 (5) evaluating appropriate use of telemedicine capabilities where applicable.  

(m) The site survey report in its entirety shall be part of a facility's performance 
improvement program and subject to confidentiality as articulated in the Health and 
Safety Code, §773.095.  

(n) The surveyor(s) shall provide the facility with a written, signed survey report 
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regarding their evaluation of the facility's compliance with trauma facility criteria. 
This survey report shall be forwarded to the facility within 30 calendar days of the 

completion date of the survey. The facility is responsible for forwarding a copy of 
this report to the office if it intends to continue the designation process.  

(o) The office shall review the findings of the survey report for compliance with 
trauma facility criteria.  

 (1) A recommendation for designation shall be made to the commissioner based 

on compliance with the criteria.  

 (2) If a facility does not meet the criteria for the level of designation deemed 
appropriate by the office, the office shall notify the facility of the requirements it 
must meet to achieve the appropriate level of designation.  

 (3) If a facility does not comply with criteria, the office shall notify the facility of 
deficiencies and recommend corrective action.  

  (A) The facility shall submit to the office a report that outlines the corrective 
action(s) taken. The office may require a second survey to ensure compliance with 

the criteria. If the office substantiates action that brings the facility into compliance 
with the criteria, the Office shall recommend designation to the commissioner.  

  (B) If a facility disagrees with the office's decision regarding its designation 
application or status, it may request a secondary review by a designation review 

committee. Membership on a designation review committee will:  

   (i) be voluntary;  

   (ii) be appointed by the office director;  

   (iii) be representative of trauma care providers and appropriate levels of 
designated trauma facilities; and  

   (iv) include representation from the department and the Trauma Systems 
Committee of the Governor's EMS and Trauma Advisory Council (GETAC).  

  (C) If a designation review committee disagrees with the office's 
recommendation for corrective action, the records shall be referred to the assistant 
commissioner for recommendation to the commissioner.  

  (D) If a facility disagrees with the office's recommendation at the end of the 
secondary review, the facility has a right to a hearing, in accordance with the 

department's rules for contested cases, and Government Code, Chapter 2001.  

(p) The facility shall have the right to withdraw its application at any time prior to 
being recommended for trauma facility designation by the office.  

(q) If the commissioner concurs with the recommendation to designate, the facility 
shall receive a letter and a certificate of designation valid for 3 years. Additional 
actions, such as a site review or submission of information/reports to maintain 
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designation, may be required by the department.  

(r) It shall be necessary to repeat the designation process as described in this 
section prior to expiration of a facility's designation or the designation expires.  

(s) A designated trauma facility shall:  

 (1) comply with the provisions within these sections; all current state and 
system standards as described in this chapter; and all policies, protocols, and 
procedures as set forth in the system plan;  

 (2) continue its commitment to provide the resources, personnel, equipment, 
and response as required by its designation level;  

 (3) participate in the Texas EMS/Trauma Registry. Data submission 
requirements for designation purposes are as follows.  

  (A) Initial designation--Six months of data prior to the initial designation 
survey must be uploaded. Subsequent to initial designation, data should be 
uploaded to the Texas EMS/Trauma Registry on at least a quarterly basis (with 

monthly submissions recommended) as indicated in §103.19 of this title (relating to 
Electronic Reporting).  

  (B) Re-designation--The facility's trauma registry should be current with at 
least quarterly uploads of data to the Texas EMS/Trauma Registry (monthly 

submissions recommended) as indicated in §103.19 of this title;  

 (4) notify the office, its RAC plus other affected RACs of all changes that affect 
air medical access to designated landing sites.  

  (A) Non-emergent changes shall be implemented no earlier than 120 days 
after a written notification process.  

  (B) Emergency changes related to safety may be implemented immediately 
along with immediate notification to department, the RAC, and appropriate Air 
Medical Providers.  

  (C) Conflicts relating to helipad air medical access changes shall be 
negotiated between the facility and the EMS provider.  

  (D) Any unresolved issues shall be handled utilizing the nonbinding 
alternative dispute resolution (ADR) process of the RAC in which the helipad is 
located;  

 (5) within 5 days, notify the office; its RAC plus other affected RACs; and the 
healthcare facilities to which it customarily transfers-out trauma patients or from 

which it customarily receives trauma transfers-in if temporarily unable to comply 
with a designation criterion. If the healthcare facility intends to comply with the 

criterion and maintain current designation status, it must also submit to the office a 
plan for corrective action and a request for a temporary exception to criteria within 
5 days.  
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  (A) If the requested essential criterion exception is not critical to the 
operations of the healthcare facility's trauma program and the office determines 

that the facility has intent to comply, a 30-day to 90-day exception period from the 
onset date of the deficiency may be granted for the facility to achieve compliancy.  

  (B) If the requested essential criterion exception is critical to the operations 
of the healthcare facility's trauma program and the office determines that the 

facility has intent to comply, no greater than a 30-day exception period from the 
onset date of the deficiency may be granted for the facility to achieve compliancy. 

Essential criteria that are critical include such things as:  

   (i) neurological surgery capabilities (Level I, II);  

   (ii) orthopedic surgery capabilities (Level I, II, III);  

   (iii) general/trauma surgery capabilities (Level I, II, III);  

   (iv) anesthesiology (Levels I, II, III);  

   (v) emergency physicians (all levels);  

   (vi) trauma medical director (all levels);  

   (vii) trauma nurse coordinator/program manager (all levels); and  

   (viii) trauma registry (all levels).  

  (C) If the healthcare facility has not come into compliance at the end of the 
exception period, the office may at its discretion elect one of the following:  

   (i) allow the facility to request designation at the level appropriate to its 
revised capabilities;  

   (ii) propose to re-designate the facility at the level appropriate to its 
revised capabilities;  

   (iii) propose to suspend the facility's designation status. If the facility is 
amenable to this action, the office will develop a plan for corrective action for the 
facility and a specific timeline for compliance by the facility; or  

   (iv) propose to extend the facility's temporary exception to criteria for an 
additional period not to exceed 90 days. The department will develop a plan for 
corrective action for the facility and a specific timeline for compliance by the facility.  

    (I) Suspensions of a facility's designation status and exceptions to 
criteria for facilities will be documented on the office website.  

    (II) If the facility disagrees with a proposal by the office, or is unable 
or unwilling to meet the office-imposed timelines for completion of specific actions 

plans, it may request a secondary review by a designation review committee as 
defined in subsection (o)(3)(B) of this section.  
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    (III) The office may at its discretion choose to activate a designation 
review committee at any time to solicit technical advice regarding criteria 

deficiencies.  

    (IV) If the designation review committee disagrees with the office's 
recommendation for corrective actions, the case shall be referred to the assistant 
commissioner for recommendation to the commissioner.  

    (V) If a facility disagrees with the office's recommendation at the end 

of the secondary review process, the facility has a right to a hearing, in accordance 
with the department's rules for contested cases and Government Code, Chapter 
2001.  

    (VI) Designated trauma facilities seeking exceptions to essential 
criteria shall have the right to withdraw the request at any time prior to resolution 

of the final appeal process;  

 (6) notify the office; its RAC plus other affected RACs; and the healthcare 
facilities to which it customarily transfers-out trauma patients or from which it 
customarily receives trauma transfers-in, if it no longer provides trauma services 

commensurate with its designation level.  

  (A) If the facility chooses to apply for a lower level of trauma designation, it 
may do so at any time; however, it shall be necessary to repeat the designation 
process. There shall be a paper review by the office to determine if and when a full 

survey shall be required.  

  (B) If the facility chooses to relinquish its trauma designation, it shall provide 
at least 30 days notice to the RAC and the office; and  

 (7) within 30 days, notify the office; its RAC plus other affected RACs; and the 
healthcare facilities to which it customarily transfers-out trauma patients or from 
which it customarily receives trauma transfers-in, of the change(s) if it adds 

capabilities beyond those that define its existing trauma designation level.  

  (A) It shall be necessary to repeat the trauma designation process.  

  (B) There shall then be a paper review by the office to determine if and when 
a full survey shall be required.  

(t) Any facility seeking trauma designation shall have measures in place that define 
the trauma patient population evaluated at the facility and/or at each of its 
locations, and the ability to track trauma patients throughout the course of their 

care within the facility and/or at each of its locations in order to maximize funding 
opportunities for uncompensated care.  

(u) A healthcare facility may not use the terms "trauma facility", "trauma hospital", 
"trauma center", or similar terminology in its signs or advertisements or in the 

printed materials and information it provides to the public unless the healthcare 
facility is currently designated as a trauma facility according to the process 
described in this section.  
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(v) The office shall have the right to review, inspect, evaluate, and audit all trauma 
patient records, trauma performance improvement committee minutes, and other 

documents relevant to trauma care in any designated trauma facility or 
applicant/healthcare facility at any time to verify compliance with the statute and 

this rule, including the designation criteria. The office shall maintain confidentiality 
of such records to the extent authorized by the Texas Public Information Act, 
Government Code, Chapter 552, and consistent with current laws and regulations 

related to the Health Insurance Portability and Accountability Act of 1996. Such 
inspections shall be scheduled by the office when deemed appropriate. The office 

shall provide a copy of the survey report, for surveys conducted by or contracted 
for the department, and the results to the healthcare facility.  

(w) The office may grant an exception to this section if it finds that compliance with 
this section would not be in the best interests of the persons served in the affected 

local system.  

(x) Advanced (Level III) Trauma Facility Criteria.  

Figure 25 TAC §157.125(x) 

(1) Advanced (Level III) Trauma Facility Criteria Standards.  

Figure 25 TAC §157.125(x)(1) 

(2) Advanced (Level III) Trauma Facility Criteria Audit Filters.  

Figure 25 TAC §157.125(x)(2) 

(y) Basic (Level IV) Trauma Facility Criteria.  

Figure 25 TAC §157.125(y) 

(1) Basic (Level IV) Trauma Facility Criteria Standards.  

Figure 25 TAC §157.125(y)(1) 

(2) Basic (Level IV) Trauma Facility Criteria Audit Filters.  

Figure 25 TAC §157.125(y)(2) 

§157.130. Emergency Medical Services and Trauma Care System Account and 
Emergency Medical Services, Trauma Facilities, and Trauma Care System Fund. 

(a) Definitions. The following words and terms, when used in this section, shall 
have the following meanings, unless the context clearly indicates otherwise.  

 (1) Extraordinary emergency--An event or situation which may disrupt the 
services of an EMS/trauma system.  

 (2) Rural county--A county with a population of less than 50,000 based on the 
latest official federal census population figures.  

 (3) Urban county--A county with a population of 50,000 or more based on the 
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latest official federal census population figures.  

 (4) Emergency transfer--Any immediate transfer of an emergent or unstable 
patient, ordered by a licensed physician, from a health care facility to a health care 

facility which has the capability of providing a higher level of care or of providing a 
specialized type of care not available at the transferring facility.  

 (5) Trauma care--Care provided to patients who underwent treatment specified 
in at least one of the following ICD-9 (International Classification of Diseases, 9th 

Revision, of the National Center of Health Statistics) codes: between 800.00 and 
959.9, including 940.0-949.0 (burns), excluding 905.0-909.0 (late effects of 
injuries), 910.0-924.0 (blisters, contusions, abrasions, and insect bites), 930.0-

939.0 (foreign bodies), and who underwent an operative intervention as defined in 
paragraph (9) of this subsection or was admitted as an inpatient for greater than 

23-hours or who died after receiving any emergency department evaluation or 
treatment or was dead on arrival to the facility or who transferred into or out of the 
hospital.  

 (6) Uncompensated trauma care--The sum of "charity care" and "bad debt" 
resulting from trauma care as defined in paragraph (5) of this subsection after due 

diligence to collect. Contractual adjustments in reimbursement for trauma services 
based upon an agreement with a payor (to include but not limited to Medicaid, 

Medicare, Children's Health Insurance Program (CHIP), etc.) is not uncompensated 
trauma care.  

 (7) Charity care--The unreimbursed cost to a hospital of providing health care 
services on an inpatient or emergency department basis to a person classified by 

the hospital as "financially indigent" or "medically indigent".  

  (A) Financially indigent--An uninsured or underinsured person who is 
accepted for care with no obligation or a discounted obligation to pay for the 
services rendered based on the hospital's eligibility system.  

  (B) Medically indigent--A person whose medical or hospital bills after 
payment by third-party payors (to include but not limited to Medicaid, Medicare, 

CHIP, etc.) exceed a specified percentage of the patient's annual gross income, 
determined in accordance with the hospital's eligibility system, and the person is 

financially unable to pay the remaining bill.  

 (8) Bad debt--The unreimbursed cost to a hospital of providing health care 
services on an inpatient or emergency department basis to a person who is 
financially unable to pay, in whole or in part, for the services rendered and whose 

account has been classified as bad debt based upon the hospital's bad debt policy. 
A hospital's bad debt policy should be in accordance with generally accepted 
accounting principles.  

 (9) Operative intervention--Any surgical procedure resulting from a patient 
being taken directly from the emergency department to an operating suite 

regardless of whether the patient was admitted to the hospital.  
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 (10) Calculation of the costs of uncompensated trauma care--For the purposes 
of this section, a hospital will calculate its total costs of uncompensated trauma 

care by summing its charges related to uncompensated trauma care as defined in 
paragraph (6) of this subsection, then applying the cost to charge ratio defined in 

paragraph (12) of this subsection and derived in accordance with generally 
accepted accounting principles.  

 (11) County of licensure--The County within which lies the location of the 
business mailing address of a licensed ambulance provider, as indicated by the 

provider on the application for licensure form that it filed with the department.  

 (12) Cost-to-charge ratio--A hospital's overall cost-to-charge ratio determined 
by the Health and Human Services Commission from the hospital's Medicaid cost 
report. The hospital's latest available cost-to-charge ratio shall be used to calculate 

its uncompensated trauma care costs.  

(b) Reserve. On September 1 of each year, there shall be a reserve of $500,000 in 
the emergency medical services (EMS) and trauma care system account and the 
emergency medical services, trauma facilities, and trauma care system fund 
(accounts) for extraordinary emergencies. During the fiscal year, distributions may 

be made from the reserve by the commissioner of health based on requests which 
demonstrate need and impact on the EMS and trauma care system (system). 

Proposals not immediately recommended for funding will be reconsidered at the 
end of each fiscal year, if funding is available, and need are still present.  

(c) Allotments. The EMS allotment shall be 50%, the trauma service area (TSA) 
allotment shall be not more than 20%, and the uncompensated care allotment shall 

be at least 27% of the funds remaining from the accounts after any amount 
necessary to maintain the extraordinary emergency reserve of $500,000 has been 
deducted.  

 (1) Allotment Determination. Each year, the department shall determine:  

  (A) eligibility of all EMS providers, regional advisory councils (RACs), and 
trauma facilities;  

  (B) the amount of the TSA allotment, the EMS allotment, and the 
uncompensated care allotment;  

  (C) each county's share of the EMS allotment for eligible recipients in the 
county;  

  (D) each RAC's share of the TSA allotment; and  

  (E) each designated trauma facility's share of the uncompensated care 

allotment.  

 (2) EMS Allotment. The department shall contract with each eligible RAC to 
distribute the county shares of the EMS allotment to eligible EMS providers based 
within counties which are aligned within the relevant RAC. Prior to distribution of 
the county shares to eligible providers, the RAC shall submit a distribution proposal, 
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approved by the RAC's voting membership, to the department for approval.  

  (A) The county portion of the EMS allotment shall be distributed directly to 
eligible recipients without any reduction in the total amount allocated by the 

department and shall be used as an addition to current county EMS funding of 
eligible recipients, not as a replacement.  

  (B) The department shall evaluate each RAC's distribution plan based on the 
following:  

   (i) fair distribution process to all eligible providers, taking into account all 
eligible providers participating in contiguous TSAs;  

   (ii) needs of the EMS providers; and  

   (iii) evidence of consensus opinion for eligible entities.  

  (C) A RAC opting to use a distribution plan from the previous fiscal year shall 
submit, to the department, a letter or email of intent to do so.  

  (D) Eligible EMS providers may opt to pool funds or contribute funds for a 
specified RAC purpose.  

 (3) TSA Allotment. The department shall contract with each eligible RAC to 
distribute the TSA allotment. Prior to distribution of the TSA allotment, the RAC 

shall submit a budget proposal to the department for approval. The department 
shall evaluate each RAC's budget according to the following:  

  (A) budget reflects all funds received by the RAC, including funds not 
expended in the previous fiscal year;  

  (B) budget contains no ineligible expenses;  

  (C) appropriate mechanism is used by RAC for budgetary planning; and  

  (D) program areas receiving funding are identified by budget categories.  

 (4) Uncompensated Care Allotment. The department shall contract with each 
eligible RAC to distribute shares of the uncompensated care allotment to eligible 

designated trauma facilities within the RAC's TSA. Prior to distribution of the 
uncompensated care allotment, the RAC shall submit a distribution proposal, 

approved by the RAC's voting membership, to the department for approval.  

  (A) The department shall evaluate each RAC's distribution plan based on the 
following:  

   (i) fair distribution process to all eligible providers;  

   (ii) needs of designated trauma facilities; and  

   (iii) evidence of consensus opinion from eligible entities.  

  (B) A RAC opting to use a distribution plan from the previous fiscal year shall 
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submit, to the department, a letter or email of intent to do so.  

  (C) Eligible designated hospitals may opt to pool funds or contribute funds 
for a specified RAC purpose for novel or innovative projects.  

(d) Eligibility requirements. To be eligible for funding from the accounts, all 
potential recipients (EMS Providers, RACs, Registered First Responder Organizations 

and hospitals) must maintain active involvement in regional system development. 
Potential recipients must also meet requirements for reports of expenditures from 

the previous year and planning for use of the funding in the upcoming year.  

 (1) Extraordinary Emergency Funding. To be eligible to receive extraordinary 
emergency funding, an entity must:  

  (A) be a licensed EMS provider, a licensed general hospital, or a registered 
first responder organization;  

  (B) submit to the department a signed written request, containing the entity 
name, contact information, amount of funding requested, and a description of the 
extraordinary emergency; and  

  (C) timely submit a signed and fully completed extraordinary emergency 
information checklist (on the department's form) to the department.  

 (2) EMS Allotment. To be eligible for funding from the EMS allotment, an EMS 
provider must meet the following requirements:  

  (A) maintain provider licensure as described in §157.11 of this title (relating 
to Requirements for An EMS Provider License) and provide emergency medical 
services and/or emergency transfers;  

  (B) demonstrate utilization of the RAC regional protocols regarding patient 
destination and transport in all TSAs in which they operate (verified by each RAC);  

  (C) demonstrate active participation in the regional system performance 
improvement (PI) program in all TSAs in which they operate (verified by each 

RAC);  

  (D) if an EMS provider is licensed in a county or contracted to provide 
emergency medical services in a county that is contiguous with a neighboring TSA, 
it must participate on at least one RAC of the TSAs:  

   (i) participation on both RACs is encouraged;  

   (ii) RAC participation shall follow actual patient referral patterns;  

   (iii) an EMS provider, contracted to provide emergency medical services 
within a county of any one TSA and whose county of licensure is another county not 
in or contiguous with that TSA, must be an active member of the RAC for the TSA 

of their contracted service area and meet that RAC's definition of participation and 
requirements listed in subparagraph (E)(i)-(vi) of this paragraph; and  



 

89 

   (iv) it is the responsibility of an EMS provider to contact each RAC in 
which it operates to ensure knowledge of the provider's presence and potential 

eligibility for funding from the EMS allotment related to that RAC's TSA;  

  (E) if an EMS provider is serving any county beyond its county of licensure it 
must provide to the department evidence of a contract or letter of agreement with 
each additional county government or taxing authority in which service is provided:  

   (i) inter-facility transfer letters of agreement and/or contracts, as well as 

mutual aid letters of agreement and/or contracts, do not meet this requirement;  

   (ii) contracts or letters of agreement must be dated and submitted to the 
department on or before August 31 of the respective year, and be effective more 
than six months of the upcoming fiscal year;  

   (iii) effective dates of the contracts or letters of agreement should be 
provided;  

   (iv) EMS providers with contracts or letters of agreement on file with the 
department which include contract service dates that meet the required time period 

need not resubmit.  

   (v) EMS providers are responsible for assuring that all necessary portions 
of their contracts and letters of agreement have been received by the department; 
and  

   (vi) air ambulance providers must meet the same requirements as ground 
transport EMS providers to be eligible to receive funds from a specific county other 

than the county of licensure; and  

  (F) if an EMS provider is licensed in a particular county and has a contract 
(with a county government or taxing authority) for a service area which is a 
geopolitical subdivision (examples listed below) whose boundary lines cross multiple 

county lines, it will be considered eligible for the 911 EMS Allotment for all counties 
overlapped by that geopolitical subdivision's boundary lines. A contract with every 

county that composes the geopolitical subdivision is not necessary. And, the 
eligibility of EMS providers, whose county of licensure is in a geopolitical subdivision 
other than those listed in clauses (i)-(vi) of this subparagraph, will be evaluated on 

a case-by-case basis.  

   (i) Municipalities.  

   (ii) School districts.  

   (iii) Emergency service districts (ESDs).  

   (iv) Hospital districts.  

   (v) Utility districts.  

   (vi) Prison districts.  
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 (3) RAC Allotment. To be eligible for funding from the RAC allotment, a RAC 
must:  

  (A) be officially recognized by the department as described in §157.123 of 

this title (relating to Regional Emergency Medical Services/Trauma Systems);  

  (B) be incorporated as an entity that is exempt from federal income tax 
under §501(a) of the United States Internal Revenue Code of 1986, and its 
subsequent amendments, by being listed as an exempt organization under 

§501(c)(3) of the code;  

  (C) submit documentation of ongoing system development activity and future 
planning;  

  (D) have demonstrated that a regional system performance improvement 
(PI) process is ongoing by submitting to the department the following:  

   (i) lists of committee meeting dates and attendance rosters for the RAC'S 
most recent fiscal year;  

   (ii) committee membership rosters which included each member's 
organization or constituency; and  

   (iii) lists of issues being reviewed in the system performance 
improvement meetings; and  

  (E) submit all required EMS allocation eligibility items addressed in paragraph 
(2)(B)-(C) of this subsection.  

 (4) To be eligible to distribute the EMS, Uncompensated Care and TSA 

allotments, a RAC must be incorporated as an entity that is exempt from federal 
income tax under §501(a) of the Internal Revenue Code of 1986, and its 
subsequent amendments, by being listed as an exempt organization under 

§501(c)(3) of the code.  

 (5) Uncompensated Care Allotment. To be eligible for funding from the 
Uncompensated Care allotment, a hospital must be a department designated 
trauma facility or a Department of Defense hospital that is a department designated 

trauma facility.  

  (A) To receive funding from the Uncompensated Care allotment, an 
application must be submitted within the time frame specified by the department 
and include the following:  

   (i) name of facility;  

   (ii) location of facility including mailing address, city and county; and  

   (iii) Texas Provider Identifier (TPI number) or accepted federal 
identification number.  

  (B) The application must be signed and sworn to before a Texas Notary 
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Public by the chief financial officer, chief executive officer and the chairman of the 
facility's board of directors.  

  (C) A copy of the application shall be distributed by Level I, II, or III facilities 

to the trauma medical director and Level IV facilities to the physician director.  

  (D) The department may opt to use data from applications submitted by 
qualified hospitals in accordance with §157.131(d)(5) of this title (relating to 
Designated Trauma Facility and Emergency Medical Services Account) for the 

distribution of funds outlined in subsection (e)(3) of this section.  

  (E) Additional information may be requested at the department's discretion.  

(e) Calculation Methods. Calculation of county shares of the EMS allotment, the RAC 
shares of the TSA allotment, and the TSA's share of the uncompensated care 

allotment.  

 (1) EMS allotment.  

  (A) Counties will be classified as urban or rural based on the latest official 
federal census population figures.  

  (B) The EMS allotment will be derived by adjusting the weight of the 
statutory criteria in such a fashion that, in so far as possible, 40% of the funds are 
allocated to urban counties and 60% are allocated to rural counties.  

  (C) An individual county's share of the EMS allotment shall be based on its 
geographic size, population, and number of emergency health care runs multiplied 

by adjustment factors, determined by the department, so the distribution 
approximates the required percentages to urban and rural counties.  

  (D) The formula shall be: ((the county's population multiplied by an 
adjustment factor) plus (the county's geographic size multiplied by an adjustment 

factor) plus (the county's total emergency health care runs multiplied by an 
adjustment factor) divided by 3) multiplied by the total EMS allocation). The 

adjustment factors will be manipulated so that the distribution approximates the 
required percentages to urban and rural counties. Total emergency health care runs 
shall be the number of emergency runs electronically transmitted to the department 

in a given calendar year by EMS providers.  

 (2) TSA allotment.  

  (A) A RAC's share of the TSA allotment shall be based on its relative 
geographic size, population, and trauma care provided as compared to all other 
TSAs.  

  (B) The formula shall be: ((the TSA's percentage of the state's total 
population) plus (the TSA's percentage of the state's total geographic size) plus 

(the TSA's percentage of the state's total trauma care) divided by 3) multiplied by 
the total TSA allotment). Total trauma care shall be the number of trauma patient 
records electronically transmitted to the department in a given calendar year by 
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EMS providers and hospitals.  

 (3) Uncompensated care allotment.  

  (A) The uncompensated care allotment shall be based on a TSA's relative 
geographic size, population, and a TSA's percentage of the state's total reported 
uncompensated trauma care.  

  (B) The formula shall be: ((the TSA's percentage of the state's total 
population) plus (the TSA's percentage of the state's total geographic size) plus 

(the TSA's percentage of the total reported cost of uncompensated trauma care by 
qualified hospitals that year) divided by 3) multiplied by the total uncompensated 

care allotment).  

  (C) For purposes of subparagraphs (A)-(B) of this paragraph, the reporting 
period of a facility's uncompensated trauma care shall apply to costs incurred 
during the preceding calendar year.  

  (D) The department may choose to distribute funds outlined in paragraph (3) 
of this subsection, to eligible recipients, in conjunction with the distribution of funds 

outlined in §157.131(e)(2) of this title concerning the hospital allocation of the 
designated trauma facility and emergency medical services account.  

(f) Loss of funding eligibility. If the department finds that an EMS provider, RAC, or 
trauma facility has violated the Health and Safety Code, §773.122, or fails to 

comply with this section, the department may withhold account monies for a period 
of one to three years depending upon the seriousness of the infraction.  

§157.131. Designated Trauma Facility and Emergency Medical Services Account. 

(a) Definitions. The following words and terms, when used in this section, shall 
have the following meanings, unless the context clearly indicates otherwise.  

 (1) Extraordinary emergency--An event or situation which may disrupt the 
services of an EMS/trauma system.  

 (2) Rural county--A county with a population of less than 50,000 based on the 
latest official federal census population figures.  

 (3) Urban county--A county with a population of 50,000 or more based on the 
latest official federal census population figures.  

 (4) Emergency transfer--Any immediate transfer of an emergent or unstable 

patient, ordered by a licensed physician, from a health care facility to a health care 
facility which has the capability of providing a higher level of care or of providing a 
specialized type of care not available at the transferring facility.  

 (5) Trauma care--Care provided to patients who met the facility's trauma team 

activation criteria and/or were entered into the facility's Trauma Registry and 
underwent treatment specified in at least one of the following ICD-9 (International 
Classification of Diseases, 9th Revision, of the National Center of Health Statistics) 



 

93 

codes: between 800 and 959.9, including 940-949 (burns), excluding 905-909 (late 
effects of injuries), 910-924 (blisters, contusions, abrasions, and insect bites), 930-

939 (foreign bodies), and who underwent an operative intervention as defined in 
paragraph (9) of this subsection or was admitted as an inpatient for greater than 

23-hours or who died after receiving any emergency department evaluation or 
treatment or was dead on arrival to the facility or who transferred into or out of the 
hospital.  

 (6) Uncompensated trauma care--The sum of "charity care" and "bad debt" 
resulting from trauma care as defined in (a)(5) of this section after due diligence to 
collect. Contractual adjustments in reimbursement for trauma services based upon 
an agreement with a payor (to include but not limited to Medicaid, Medicare, 

Children's Health Insurance Program (CHIP), etc.) is not uncompensated trauma 
care.  

 (7) Charity care--The unreimbursed cost to a hospital of providing health care 
services on an inpatient or emergency department basis to a person classified by 

the hospital as "financially indigent" or "medically indigent".  

  (A) Financially indigent--An uninsured or underinsured person who is 
accepted for care with no obligation or a discounted obligation to pay for the 
services rendered based on the hospital's eligibility system.  

  (B) Medically indigent--A person whose medical or hospital bills after 
payment by third-party payors (to include but not limited to Medicaid, Medicare, 

CHIP, etc.) exceed a specified percentage of the patient's annual gross income, 
determined in accordance with the hospital's eligibility system, and the person is 

financially unable to pay the remaining bill.  

 (8) Bad debt--The unreimbursed cost to a hospital of providing health care 
services on an inpatient or emergency department basis to a person who is 
financially unable to pay, in whole or in part, for the services rendered and whose 

account has been classified as bad debt based upon the hospital's bad debt policy. 
A hospital's bad debt policy should be in accordance with generally accepted 
accounting principles.  

 (9) Operative intervention--Any surgical procedure resulting from a patient 

being taken directly from the emergency department to an operating suite 
regardless of whether the patient was admitted to the hospital.  

 (10) Active pursuit of department designation as a trauma facility--means that 
an undesignated licensed facility, applying for designation from the department as a 

trauma facility after September 1, 2005, must submit to the department:  

  (A) a statement of intent to seek designation;  

  (B) a timely and sufficient application to the department's trauma facility 
designation program or appropriate agency for trauma verification;  

  (C) evidence of participation in Trauma Services Area (TSA) Regional 
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Advisory Council (RAC) initiatives;  

  (D) evidence of a hospital trauma performance improvement committee; and  

  (E) data to the department's EMS/Trauma Registry.  

 (11) Calculation of the costs of uncompensated trauma care--For the purposes 
of this section, a hospital will calculate its total costs of uncompensated trauma 
care by summing its charges related to uncompensated trauma care as defined in 
paragraph (6) of this subsection, then applying the cost to charge ratio defined in 

paragraph (13) of this subsection and derived in accordance with generally 
accepted accounting principles.  

 (12) County of licensure--The county within which lies the location of the 
business mailing address of a licensed ambulance provider, as indicated by the 

provider on the application for licensure form that it filed with the department.  

 (13) Cost-to-charge ratio--A hospital's overall cost-to-charge ratio determined 
by the Health and Human Services Commission from the hospital's Medicaid cost 
report. The hospital's latest available cost-to-charge ratio shall be used to calculate 

its uncompensated trauma care costs.  

(b) Reserve. On September 1 of each year, there shall be a reserve of $500,000 in 
the designated trauma facility and emergency medical services account (account) 
for extraordinary emergencies. During the fiscal year, distributions may be made 

from the reserve by the commissioner of health based on requests which 
demonstrate need and impact on the EMS and trauma care system (system). 

Proposals not immediately recommended for funding will be reconsidered at the 
end of each fiscal year, if funding is available, and a need is still present.  

(c) Allocations. The EMS allocation shall be not more than 2%, the TSA allocation 
shall be not more than 1%, and the hospital allocation shall be at least 96% of the 
funds appropriated from the account, after the extraordinary emergency reserve of 

$500,000 has been deducted.  

 (1) Allocation Determination. Each year, the department shall determine:  

  (A) eligible recipients for the EMS allocation, TSA allocation, and hospital 
allocation;  

  (B) the amount of the TSA allocation, the EMS allocation, and the hospital 
allocation;  

  (C) each county's share of the EMS allocation for eligible recipients in the 
county;  

  (D) each RAC's share of the TSA allocation; and  

  (E) each facility's share of the hospital allocation.  

 (2) EMS Allocation. The department shall contract with each eligible RAC to 
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distribute the county shares of the EMS allocation to eligible EMS providers based 
within counties which are aligned within the relevant RAC. Prior to distribution of 

the county shares to eligible providers, the RAC shall submit a distribution proposal, 
approved by the RAC's voting membership, to the department for approval.  

  (A) The county portion of the EMS allocation shall be distributed directly to 
eligible recipients without any reduction in the total amount allocated by the 

department and shall be used as an addition to current county EMS funding of 
eligible recipients, not as a replacement.  

  (B) The department shall evaluate each RAC's distribution plan based on the 
following:  

   (i) fair distribution process to all eligible providers, taking into account all 
eligible providers participating in contiguous TSAs;  

   (ii) needs of the EMS providers; and  

   (iii) evidence of consensus opinion for eligible entities.  

  (C) A RAC opting to use a distribution plan from the previous fiscal year shall 
submit, to the department, a letter or email of intent to do so.  

  (D) Eligible EMS providers may opt to pool funds or contribute funds for a 
specified RAC purpose.  

 (3) TSA Allocation. The department shall contract with eligible RACs to distribute 
the TSA allocation. Prior to distribution of the TSA allocation, the RAC shall submit a 

budget proposal to the department for approval. The department shall evaluate 
each RAC's budget according to the following:  

  (A) budget reflects all funds received by the RAC, including funds not 
expended in the previous fiscal year;  

  (B) budget contains no ineligible expenses;  

  (C) appropriate mechanism is used by RAC for budgetary planning; and  

  (D) program areas receiving funding are identified by budget categories.  

 (4) Hospital Allocation. The department shall distribute funds directly to facilities 
eligible to receive funds from the hospital allocation to subsidize a portion of 
uncompensated trauma care provided or to fund innovative projects to enhance the 
delivery of patient care in the overall EMS/Trauma System. Funds distributed from 

the hospital allocations shall be made based on, but not limited to:  

  (A) the percentage of the hospital's uncompensated trauma care cost in 
relation to total uncompensated trauma care cost reported by qualified hospitals 
that year; and  

  (B) availability of funds.  
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(d) Eligibility requirements. To be eligible for funding from the account, all potential 
recipients (EMS Providers, RACs, Registered First Responder Organizations and 

hospitals) must maintain active involvement in regional system development. 
Potential recipients also must meet requirements for reports of expenditures from 

the previous year and planning for use of the funding in the upcoming year.  

 (1) Extraordinary Emergency Funding. To be eligible to receive extraordinary 
emergency funding, an entity must:  

  (A) be a licensed EMS provider, a licensed hospital, or a registered first 
responder organization;  

  (B) submit to the department a signed written request, containing the entity 
name, contact information, amount of funding requested, and a description of the 
extraordinary emergency; and  

  (C) timely submit a signed and fully completed extraordinary emergency 
information checklist (on the department's form) to the department.  

 (2) EMS Allocation. To be eligible for funding from the EMS allocation an EMS 
provider must meet the following requirements:  

  (A) maintain provider licensure as described in §157.11 of this title and 
provide emergency medical services and/or emergency transfers;  

  (B) demonstrate utilization of the RAC regional protocols regarding patient 
destination and transport in all TSAs in which they operate (verified by each RAC);  

  (C) demonstrate active participation in the regional system performance 
improvement (PI) program in all TSAs in which they operate (verified by each 

RAC);  

  (D) if an EMS provider is licensed in a county or contracted to provide 
emergency medical services in a county that is contiguous with a neighboring TSA, 
it must participate on at least one RAC of the TSAs:  

   (i) participation on both RACs is encouraged;  

   (ii) RAC participation shall follow actual patient referral patterns;  

   (iii) an EMS provider contracted to provide emergency medical services 
within a county of any one TSA and whose county of licensure is another county not 
in or contiguous with that TSA must be an active member of the RAC for the TSA of 

their contracted service area and meet that RAC's definition of participation and 
requirements listed in subparagraph (E)(i) - (vi) of this paragraph; and  

   (iv) it is the responsibility of an EMS provider to contact each RAC in 
which it operates to ensure knowledge of the provider's presence and potential 

eligibility for funding from the EMS allotment related to that RAC's TSA;  

  (E) if an EMS provider is serving any county beyond its county of licensure it 
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must provide to the department evidence of a contract or letter of agreement with 
each additional county government or taxing authority in which service is provided:  

   (i) inter-facility transfer letters of agreement and/or contracts, as well as 

mutual aid letters of agreement and/or contracts, do not meet this requirement;  

   (ii) contracts or letters of agreement must be dated and submitted to the 
department on or before August 31 of the respective year, and be effective more 
than six months of the upcoming fiscal year;  

   (iii) effective dates of the contracts or letters of agreement should be 
provided;  

   (iv) EMS providers with contracts or letters of agreement on file with the 
department which include contract service dates that meet the required time period 

(noted in this subsection) need not resubmit;  

   (v) EMS providers are responsible for assuring that all necessary portions 
of their contracts and letters of agreement have been received by the department; 
and  

   (vi) air ambulance providers must meet the same requirements as ground 
transport EMS providers to be eligible to receive funds from a specific county other 

than the county of licensure; and  

  (F) if a EMS provider is licensed in a particular county and has a contract 
(with a county government or taxing authority) for a service area which is a 
geopolitical subdivision (examples listed below) whose boundary lines cross multiple 

county lines, it will be considered eligible for the 911 EMS Allocation for all counties 
overlapped by that geopolitical subdivision's boundary lines. A contract with every 

county that composes the geopolitical subdivision is not necessary. And, the 
eligibility of EMS providers, whose county of licensure is in a geopolitical subdivision 
other than those listed in clauses (i) - (vi) of this subparagraph, will be evaluated 

on a case-by-case basis.  

   (i) Municipalities.  

   (ii) School districts.  

   (iii) Emergency service districts (ESDs).  

   (iv) Hospital districts.  

   (v) Utility districts.  

   (vi) Prison districts.  

 (3) RAC Allocation. To be eligible for funding from the TSA allocation, a RAC 
must:  

  (A) be officially recognized by the department as described in §157.123 of 
this title (relating to Regional Emergency Medical Services/Trauma Systems);  
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  (B) be incorporated as an entity that is exempt from federal income tax 
under §501(a) of the United States Internal Revenue Code of 1986, and its 

subsequent amendments, by being listed as an exempt organization under 
§501(c)(3) of the code;  

  (C) submit documentation of ongoing system development activity and future 
planning;  

  (D) have demonstrated that a regional system performance improvement 

process is ongoing by submitting to the department the following:  

   (i) lists of committee meeting dates and attendance rosters for the RAC'S 
most recent fiscal year;  

   (ii) committee membership rosters which included each member's 
organization or constituency; or  

   (iii) lists of issues being reviewed in the system performance 
improvement meetings.  

  (E) Submit all required EMS allocation eligibility items addressed in 
paragraph (2)(B) - (C) of this subsection.  

 (4) To be eligible to distribute the EMS and TSA allocations, a RAC must be 
incorporated as an entity that is exempt from federal income tax under §501(a) of 

the Internal Revenue Code of 1986, and its subsequent amendments, by being 
listed as an exempt organization under §501(c)(3) of the code.  

 (5) Hospital Allocation. To be eligible for funding from the hospital allocation, a 
hospital must be a department designated trauma facility or in active pursuit of a 

department designation as a trauma facility or a Department of Defense hospital 
that is a department designated trauma facility or in active pursuit of a department 
designation as a trauma facility.  

  (A) To receive funding from the hospital allocation, an application must be 

submitted within the time frame specified by the department and include the 
following:  

   (i) name of facility;  

   (ii) location of facility including mailing address, city and county;  

   (iii) Texas Provider Identifier (TPI number) or accepted federal 

identification number.  

  (B) The application must be signed and sworn to before a Texas Notary 
Public by the chief financial officer, chief executive officer and the chairman of the 
facility's board of directors.  

  (C) A copy of the application shall be distributed by Level I, II, or III facilities 
to the trauma medical director and Level IV facilities to the physician director.  
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  (D) Additional information may be requested at the department's discretion.  

  (E) A department-designated trauma facility in receipt of funding from the 
hospital allocation that fails to maintain its designation, must return an amount as 

follows to the account:  

   (i) 1 to 60 days expired/suspended designation during any given state 
biennium: 0% of the facility's hospital allocation for the state biennium when the 
expiration/suspension occurred;  

   (ii) 61 to 180 days expired/suspended designation during any given state 
biennium: 25% of the facility's hospital allocation for the state biennium when the 

expiration/suspension occurred plus a penalty of 10%;  

   (iii) greater than 181 days expired/suspended designation during any 
given state biennium: 100% of the facility's hospital allocation for the biennium 
when the expiration/suspension occurred plus a penalty of 10%; and  

   (iv) the department may grant an exception to subparagraph (E) of this 
subsection if it finds that compliance with this section would not be in the best 

interests of the persons served in the affected local system.  

  (F) A facility in active pursuit of designation before September 1, 2005, that 
has not achieved department-trauma designation by December 31, 2005, must 
return to the account by no later than January 31, 2006, all funds received from the 

hospital allocation in FY04 and FY05 plus a penalty of 10%.  

  (G) A undesignated facility in active pursuit of designation requirements in 
subsection (a)(10) of this section after September 1, 2005, that has not achieved 
department-trauma designation on or before the second anniversary of the date the 

facility notified the department of the facility's compliance with subsection (a)(10) 
of this section, must return to the account any funds received from the account, 
plus a penalty of 10%.  

  (H) A facility must comply with subparagraphs (E) - (G) of this paragraph 
and have no outstanding balance owed to the department prior to receiving any 
future disbursements from the designated trauma facility and emergency medical 
services account.  

(e) Calculation Methods. Calculation of county shares of the EMS allocation, the 

RAC shares of the TSA allocation, and the hospital allocation.  

 (1) EMS allocation.  

  (A) Counties will be classified as urban or rural based on the latest official 
federal census population figures.  

  (B) The EMS allocation will be derived by adjusting the weight of the 
statutory criteria in such a fashion that, in so far as possible, 40% of the funds are 
allocated to urban counties and 60% are allocated to rural counties.  
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  (C) An individual county's share of the EMS allocation shall be based on its 
geographic size, population, and number of emergency health care runs multiplied 

by adjustment factors, determined by the department, so the distribution 
approximates the required percentages to urban and rural counties.  

  (D) The formula shall be: ((the county's population multiplied by an 
adjustment factor) plus (the county's geographic size multiplied by an adjustment 

factor) plus (the county's total emergency health care runs multiplied by an 
adjustment factor) divided by 3) multiplied by the total EMS allocation). The 

adjustment factors will be manipulated so that the distribution approximates the 
required percentages to urban and rural counties. Total emergency health care runs 
shall be the number of emergency runs electronically transmitted to the department 

in a given calendar year by EMS providers.  

 (2) TSA allocation.  

  (A) A RAC's share of the TSA allocation shall be based on its relative 
geographic size, population, and trauma care provided as compared to all other 
TSAs.  

  (B) The formula shall be: ((the TSA's percentage of the state's total 
population) plus (the TSA's percentage of the state's total geographic size) plus 

(the TSA's percentage of the state's total trauma care) divided by 3) multiplied by 
the total TSA allocation). Total trauma care shall be the number of trauma patient 
records electronically transmitted to the department in a given calendar year by 

EMS providers and hospitals.  

 (3) Hospital allocation.  

  (A) There will be one annual application process from which all distributions 
from the hospital allocation, plus any unexpended portion of the EMS and TSA 
allocations, in a given fiscal year will be made. The department will notify all eligible 

designated trauma facilities and those hospitals in active pursuit of designation at 
least 90 days prior to the due date of the annual application. Based on the 
information provided in the application, each facility shall receive:  

   (i) an equal amount, with an upper limit of $50,000, from up to 15 
percent of the hospital allocation; and  

   (ii) an amount for uncompensated trauma care as determined in 
subparagraphs (B) - (C) of this paragraph, less the amount received in clause (i) of 
this subparagraph.  

  (B) Any funds not allocated in subparagraph (A)(i) of this paragraph shall be 
included in the distribution formula in subparagraph (D) of this paragraph.  

  (C) If the total cost of uncompensated trauma care exceeds the amount 
appropriated from the account, minus the amount referred to in subparagraph 

(A)(i) of this paragraph, the department shall allocate funds based on a facility's 
percentage of uncompensated trauma care costs in relation to the total 
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uncompensated trauma care cost reported by qualified hospitals that year.  

  (D) The hospital allocation formula for Level I, II, III and IV trauma facilities 
and those facilities in active pursuit of designation shall be: ((the facility's reported 

costs of uncompensated trauma care) minus (any collections received by the 
hospitals for any portion of their uncompensated care previously reported for the 
purposes of this section) divided by (the total reported cost of uncompensated 

trauma care by qualified hospitals that year)) multiplied by (total money available 
for facilities minus the amount distributed in subparagraph (A)(i) of this 

paragraph).  

  (E) For purposes of subparagraph D of this paragraph, the reporting period of 
a facility's uncompensated trauma care shall apply to costs incurred during the 
preceding calendar year.  

  (F) Hospitals should have a physician incentive plan that supports the 
facility's participation in the trauma system.  

(f) Loss of funding eligibility. If the department finds that an EMS provider, RAC, or 
hospital has violated the Health and Safety Code, §780.004, or fails to comply with 

this section, the department may withhold account monies for a period of one to 
three years depending upon the seriousness of the infraction. 


