
 

 
 

 

Ensuring Access to Life-Saving Trauma Services Now and in the Future 
 

Trauma Care Saves Lives: 

Trauma is a major public health issue.  In the United States, approximately 35 million people are treated every 
year for traumatic injuriesi -- which includes one hospitalization every 15 minutes.  Traumatic injury is the 
leading cause of death under age 44ii.  And, at an annual cost of $67.3 billion, trauma is the 3rd most costly 
medical condition (behind heart disease ($90.9b) and cancer ($71.4b)).iii   

The "value" proposition for trauma care is well documented.  The care provided by trauma centers, their 
specialist physicians and the supporting trauma team has a dramatic impact on subsequent quality of life and is 
delivered in a cost efficient manner.  In fact, trauma center care is more cost effective than many other 
interventions, including dialysis for kidney failure.iv  The risk of death for a severely injured trauma patient 
treated at Level I Center is 25% less than in a non-trauma center hospital.v  For those severely injured in motor 
vehicle crashesvi, initial triage to a non-trauma center increases the risk of death within the first 48 hours by at 
least 30%.vii  Compared against the two other higher cost medical conditions, there are significantly more adult 
trauma patients treated (26.4 million) than heart disease (22.5 million) or cancer (15.3 million) at a substantially 
lower cost per patientviii. 

Whenever a significantly injured patient arrives at a trauma center, the trauma team is activated and is present 
upon the patient’s arrival. This team is led by a trauma surgeon and includes emergency physicians, nurses and 
others involved in the acute care of trauma patients. Consequently, any trauma team activation involves 
substantial cost -- particularly for the severely injured -- that must be borne to ensure access to life-saving care 
for all who need it when they need it. The continued development of a regionalized trauma care system is 
important to achieving the dual goals of ensuring access to an appropriate level of care in a cost-effective 
manner.  In response to changes in the nature and incidence of traumatic injury, treatment protocols are 
constantly adapted to minimize intervention, improve outcomes and reduce costs.  Currently, falls comprise 
38% of mechanism of injury, motor vehicle/traffic injuries account for 28%, and firearms and cut/pierce combine 
for 9%.ix   

Threats to Trauma Care Access:  

While studies demonstrate the value and cost-effectiveness of trauma care compared to other health 
interventionsx, the federal government has yet to make the necessary commitment to ensure access for all 
Americans.  As a result, a fragile trauma system is faltering.  The Institute of Medicine (IOM), among others, has 
documented systemic problems that undermine the ability of the trauma system to protect the public in their 
greatest hour of needxi.  It is imperative that federal policy makers address this looming crisis in access to trauma 
care before it deteriorates further.   

The importance of getting the severely injured to a Level I or II trauma center within the first "golden hour" is 
well known.  Indeed, this capability was a critical element in the response to the victims of the 2011 Tucson 
shooting.xii  Yet, according to the Centers for Disease Control (CDC), 45 million Americans lack access to Level I 
trauma centers within the golden hour.  In addition, these centers struggle to keep their doors open -- from 
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1990-2005, 30% of trauma centers closed, with a disproportionate adverse impact on access for vulnerable 
populations.xiii   The primary reason for trauma center closure is a lack of funding.xiv      

Trauma centers incur significant expenses and utilize extensive multi-disciplinary resources to maintain 
continuous trauma team availability and the necessary depth of services.  Patients with traumatic injuries 
undergo an intensive level of treatment beyond that of general emergency patients, particularly due to the 
sudden nature of trauma, and the lack of information regarding patient medical history and chronic conditions.  
According to the National Trauma Data Bank, 15% of trauma patients are uninsuredxv. Many other patients have 
inadequate coverage resulting in additional significant financial losses for hospitals that choose to be trauma 
centers. Trauma centers and specialist physicians need reliable, stable, sufficient and predictable 
reimbursement for the life-saving care they provide.   

Federal Reimbursement Mechanisms: 

Of total expenditures for trauma related disorders, 20.2% and 32.2% are borne by Medicare for adult men and 
women respectively.  Medicaid accounts for 3% and 6.7% for men and women respectively.xvi   Yet, federal 
support for the costs of the trauma system is quite limited. 

Trauma centers (hospitals) were recently enabled to receive an additional payment under limited 
circumstances.  Sometimes referred to as a "trauma activation fee", the payment is provided for the initial 
resuscitation period (1-2 hours) for a trauma patient in an emergency department.  The payment is made via the 
68X uniform billing code and is considered an outpatient service.  Medicare and some commercial payers 
recognize and pay for this code.  However, the code's value is limited in that it requires pre-notification by EMS 
or a transferring hospital and currently applies only to outpatients,  leaving significant uncompensated readiness 
and activation costs unreimbursed.  Ambulance transports constitute only 16% of most emergency department 
patient visits and thus the code does not capture the costs of trauma team activation for the many drop-off or 
walk-in trauma patients (often children) that are typical in urban areas.  In addition, Medicarexvii and some other 
payers require a critical care diagnosis to pay the code.  While not all trauma patients turn out to be critically 
injured, the trauma team must still activate to treat the patient until stabilized and life threatening injuries are 
ruled out, which is resource intensive and costly.  Further, there is no modifier or specific DRG that recognizes 
the higher costs of trauma care services during the inpatient stay or that reflects the higher severity or resource 
intensity required to treat trauma patients. 

Specialist physicians are also undercompensated for the trauma care they provide as there is no CPT code for 
trauma and no modifier to recognize the more intensive services provided to trauma patients. Physicians bill the 
otherwise applicable CPT codes (typically standard critical care codes).  And because surgeons must be 
immediately present when a patient arrives at a Level I or II trauma center, such centers routinely pay $1,500 to 
$5,000 per day (depending on the physician specialty) in so-called "on-call pay" to cover this cost.  In addition, 
higher medical liability exposure and the lack of reimbursement for uncompensated care renders critical surgical 
specialists increasingly unavailable to provide trauma care, further destabilizing the trauma system.xviii  In one 
study, the lack of on-call specialists at referring hospitals resulted in more than half of all patient transfers to 
Level I trauma centers.xix  In another study, approximately 60% of Level I and II trauma centers noted a problem 
with inadequate on-call coverage, and over 60% of all trauma centers reported a loss in their ability to provide 
24/7 coverage for at least one specialty in the past 4 years.xx  
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Solutions:  

In the absence of developing a model of payment that more effectively and appropriately reimburses trauma 
centers and physicians, more physicians may decline taking trauma call and more trauma centers may close.  
The combination of market pressures and reduced reimbursement, as well as a growing shortage of on-call 
specialists, may result in a "perfect storm" of closures.  Trauma centers typically do not reconstitute once closed, 
and it takes years to reestablish or develop a new one.  To address this problem there are a number of short-
term, intermediate and long-term solutions. 

Short-term solutions:  Funding should be provided for the trauma and regionalization of emergency care 
programs as contained in Sections 1201-4, 1211-32, 1241-46, and 1281-2 of the Public Health Service Act.  
Further, a study by the Secretary, GAO or IOM should be conducted to evaluate how to ensure access to trauma 
care services in the future as the delivery system is changing and to determine how best to develop and fund 
lasting reimbursement strategies that promote trauma care that is widely accessible, sustainable and cost-
effective. 

Intermediate solutions:  Options for improving current reimbursement for trauma centers and physicians 
include removing the pre-notification and critical care diagnosis requirements for use of the 68X code and 
expanding it to include dedicated reimbursement for all patients including those that become inpatients; 
creating a DRG modifier or add-on for trauma patients (perhaps tied to injury severity score); creating DRGs 
specific to trauma; requiring Medicaid to either recognize 68X or demonstrate another means of state payment 
for trauma services; and determining a mechanism to compensate trauma physicians such as an enhanced 
update.   

Long-term solutions:  The federal government should develop and test long-term alternative trauma payment 
models that would incentivize quality, outcomes and cost-effectiveness of care while providing a more stable 
and predictable funding mechanism for trauma centers and specialist physicians. This might include a voluntary 
Medicare program designed to: 1) encourage regionalization of trauma care; 2) ensure sufficiency of payment; 
3) improve outcomes; and 4) reduce costs.  For example, under the program, trauma centers could team up with 
community hospitals as part of a regionalized network of care and propose to CMS, on a projected cost savings 
basis, an alternative payment structure (including hospital and physician payments potentially) that incentivizes 
that the trauma patient is brought to the right trauma center in the right amount of time.  Alternatively, a pilot 
program might be developed around segregating and bundling of hospital/physician payment for trauma care 
that encompasses various trauma center levels and patient ISS scoring.    
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