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Abstract
Background: Statewide trauma registries have proliferated in the last decade, suggesting that information
could be aggregated to provide an accurate depiction of serious injury in the United States.

Objectives: To determine whether variability exists in the composition and content of statewide trauma
registries, specifically addressing case-acquisition, case-definition (inclusion criteria), and registry-coding
conventions.

Methods: A cross-sectional, two-part survey was administered to managers of all statewide trauma regis-
tries. State trauma registrars also provided inclusion and exclusion criteria from their state registry and
abstracted a clinical vignette designed to identify coding inconsistencies.

Results: Thirty-two states maintain a centralized registry, but requirements for data submission vary sig-
nificantly. Inclusion and exclusion criteria also vary, particularly for nontraumatic injuries. Coding conven-
tions adopted by states for vague or missing information are dissimilar. When abstractions of the clinical
vignette are compared, only 19% and 47% of states provided similar quantity or content for injury e-coding
and diagnostic coding, respectively. Injury severity scores (based on diagnostic coding) demonstrated a
range from 2 to 18.

Conclusions: Statewide trauma registries are prevalent but vary significantly in composition and content.
Standardizing inclusion criteria, variable definitions, and coding conventions would greatly enhance the
usability of an aggregated, national trauma registry.
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T
he notion of cataloguing human afflictions to better
understand the epidemiology of a disease began in
the 16th century.1 In the 1950s, hospital-based reg-

istries developed from the idea that aggregating data
from similar cases may reveal variations in care and ulti-
mately result in a better understanding of the underlying
disease and its treatment. In 1966, the publication of Acci-
dental Death and Disability: The Neglected Disease of Mod-
ern Society brought profound attention to the growing

epidemic of trauma in the United States.2 In 1969, the first
prototype trauma registry was developed at Cook County
Hospital in Chicago, which expanded into the first state-
wide trauma registry in 1971.3

Since 1971, statewide trauma registries have prolifer-
ated, using an amalgamation of data provided by stand-
alone, hospital-based registries.4–6 This approach has
proven to be an effective method of monitoring and
evaluating an individual state’s trauma system and
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associated hospital outcomes.7 However, data compara-
bility among hospital registries may be suspect, because
case abstraction often is not calibrated among hospitals
and, therefore, may drift.8,9 Efforts to standardize hospi-
tal registry content have been published,10,11 yet studies
continue to document serious variation and misclassifica-
tion among hospital-based registries.12,13

Recently, federal agencies have displayed renewed in-
terest in fortifying the establishment of a national trauma
registry.14,15 The threat of conventional-weapon terror-
ism and the current dearth of national data characteriz-
ing the societal impact of trauma have bolstered the
call for funds to develop such a registry. Because many
trauma cases currently are captured in statewide trauma
registries, the concept of aggregating these data at a na-
tional level is appealing. However, little information
exists regarding to what extent variability among state-
wide registries may impede such an aggregation. The
purpose of this study is to characterize the variation
among statewide trauma registries, with special atten-
tion to case-acquisition, case-definition (i.e., inclusion
criteria), and registry-coding conventions.

MATERIALS AND METHODS

Study Design and Population
A cross-sectional, two-part survey was administered in
March 2004 in all 50 states. An initial phone survey eli-
cited information from each state emergency medical
services (EMS) director or state trauma manager regard-
ing the presence, legal requirement, and structure of any
centralized (statewide) trauma registry available within
the state. If such a registry existed, an additional survey
elicited specific information regarding registry data
capture (‘‘completeness’’ of case collection), case identi-
fication (inclusion or exclusion criteria), and registry con-
tent (variables included). This study was deemed exempt
from patient consent requirements by the University of
Utah School of Medicine Institutional Review Board.

Survey Content and Administration
State trauma managers verifying the presence of a state-
wide trauma registry were asked to ‘‘identify an experi-
enced trauma registrar within the state who is familiar
with the statewide registry abstraction process.’’ To eval-
uate variation in coding conventions, the identified regis-
trar was invited to complete an abstraction exercise. The
exercise required the registrar to abstract information
from a short clinical vignette (Appendix 1, available as
an online Data Supplement at http://www.aemj.org/cgi/
content/full/j.aem.2006.04.019/DC1), including key data
variables commonly included in trauma registries. The
vignette was designed specifically by two of the authors
(N.C.M., J.K.) to evaluate abstraction and coding conven-
tions for registry variables that are reported in the pub-
lished literature to vary across hospital-based trauma
registries.12

The trauma registrar was asked to abstract injury and
clinical information from the clinical vignette by using the
same day-to-day methods used to code hospital trauma-
care data into the state trauma registry. Abstracted infor-
mation was coded into their current registry software,
and a paper copy of the resulting information (or electronic

screen shots of the abstracted data) was faxed to the study
investigators. The assessment of inconsistencies in coding
conventions was limited to states with centralized registries
because of the sheer number of independent registry
efforts that are present in states that do not attempt to
systematize trauma data collection and reporting at the
state level.

Data Analysis
Survey responses were independently reviewed by two
authors (D.W., J.K.) and were categorized by using a
framework derived from grounded theory methods.16

To evaluate commonalities among statewide trauma reg-
istry inclusion and exclusion criteria, each criterion was
mapped onto a tree diagram by using Atlas 5.0 (Scientific
Software Development, Berlin, Germany). The tree dia-
gram quantified registry inclusion and exclusion criteria,
with attention given to qualifiers indicating whether a cri-
terion was dependent (‘‘AND’’) or independent (‘‘OR’’)
of other criteria. Regarding the clinical vignette, injury
severity scores (ISS) were calculated on the basis of Inter-
national Classification of Diseases, 9th Revision, Clinical
Modification (ICD-9-CM) codes17 provided in the narra-
tive by using ICDMAP-90 software (Tri-Analytics, Inc.,
Baltimore, MD).

To generate a national estimate of the proportion of
registry-eligible trauma patients captured in existing reg-
istries, each state trauma manager was asked to estimate
the proportion of trauma victims with injuries satisfying
registry inclusion criteria that actually are captured
within any available trauma registry in his or her state.
Because inclusion criteria vary greatly across local and
state registries, the term registry-eligible trauma patients
remains indefinable in this instance. State estimates were
weighted by the proportion of the national population
represented by each state and then were summed to pro-
vide a national estimate of the proportion of trauma vic-
tims, meeting local inclusion criteria, that currently are
captured in existing registries.

RESULTS

Variability in Case Acquisition among Statewide
Trauma Registries
Survey findings suggest that 32 states currently maintain
some form of a centralized trauma registry (Table 1). The
majority of state data-collection efforts require hospitals
to report data (27 states [84%; 95% confidence interval =
71.8% to 96.9%]). However, wide variability exists in the
type of hospital required to submit data to the centralized
registry. Thirteen states require data submission from
only designated and accredited trauma centers. Another
11 states collect injury data from all acute-care facilities.
States that request, rather than require, submission of
trauma data combine information from a subset of
trauma centers with existing registries.

Figure 1 documents all state trauma managers’ re-
sponses when asked to estimate the percentage of trauma
victims with injuries satisfying registry inclusion criteria
that actually are captured within any available trauma
registry within their state. This map suggests that the cov-
erage of trauma registries that is available within individ-
ual states varies dramatically. It is, however, interesting
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to note that a significant proportion of the hospitalized
trauma occurring in the United States currently is be-
lieved to be captured in a trauma registry at the hospital
or state level. Using individual state estimates, we calcu-
late that approximately 66% of registry-eligible trauma
occurring in the country is captured in a state, regional,
or hospital-specific trauma registry.

Variability among Statewide Trauma Registry
Inclusion and Exclusion Criteria
Aggregating explicitly stated inclusion and exclusion cri-
teria for statewide trauma registries identified significant
variation, particularly among types of injury not neces-
sarily resulting from blunt or penetrating-force trauma
(e.g., drowning or suffocation, electrocution, burns).
Table 2 provides classifications of injury explicitly listed
as inclusion (or exclusion) criteria that, when considered
among all reporting states, were in direct conflict with
each other. For example, criteria provided by 13 states
indicate that drowning victims (or near drowning vic-
tims) are to be included in the state’s registry, whereas
15 states explicitly exclude these cases. Other case eligi-
bility criteria demonstrating significant variability among
the states’ registries include the following: duration and
type of emergency department (ED) or hospital admis-
sion, interfacility transfer status, and timing and location
of death. For example, when comparing inclusion criteria
specific to hospital admission, differing state registries
explicitly include injured patients who are admitted to
the hospital for varying lengths of time (e.g., 24 or 48
hours) or specify admission to specific hospital units
(e.g., intensive care unit [ICU], operating room, step-
down) or some combination (e.g., ICU admission within
24 hours of hospital arrival).

Interestingly, specific characteristics used to define
the parameters of a single trauma-registry inclusion or
exclusion criterion also vary dramatically among states.
For example, 18 states define specific conditions for
which a patient suffering a same-level fall would be ex-
cluded from entry into the trauma registry. The condi-
tions used to define this same-level fall exclusion vary
considerably. Table 3 illustrates the variability in criteria
used to exclude patients with same-level falls when age is
(or is not) used by states as a condition for exclusion.

Aggregating inclusion and exclusion criteria does,
however, suggest some level of commonality. Figure 2
compares trauma registry inclusion and exclusion cate-
gories among states with statewide trauma registries.
Also included are states with regionally aggregated
trauma registry data not considered to represent a state-
wide registry collection effort. The preponderance of
gray cells in Figure 2 suggests that state (and regional)
registries collect some configuration of patients who
are admitted to, transferred to, or died in the hospital
with a recorded ICD-9-CM code between 800 and 959.9
as a foundation for registry composition. Other types of
inclusion criteria characterize injury not resulting from
mechanical force and demonstrate much more variability
when comparing among states.

Variability in Trauma Registry Coding Conventions
Experienced trauma registrars associated with state-
wide trauma registries were asked to abstract a clinical
vignette specifically designed to address variability in
coding. All 32 states with centralized trauma registries
responded to our request. Findings suggest that coding
conventions used by different statewide trauma regis-
tries also demonstrate significant variability when com-
pared. As an example, most statewide registries collect
the date and the time that injury occurred. Yet the exact
time of injury rarely is available from the out-of-hospital

Table 1
States with Statewide Trauma Registries, Submission Require-
ments, and Contributors

State Submission Contributing Centers

Alabama Voluntary All acute-care hospitals
Alaska Mandatory All acute-care hospitals
Arizona Mandatory Only designated

trauma centers
Arkansas Voluntary Only designated

trauma centers
Colorado Mandatory All acute-care hospitals
Connecticut Mandatory All acute-care hospitals
Delaware Mandatory All acute-care hospitals
Florida Mandatory Only designated

trauma centers
Georgia Mandatory Only designated

trauma centers
Illinois Mandatory Only designated

trauma centers
Iowa Mandatory Resource regional and

area trauma centers
Kansas Mandatory Hospitals caring for

trauma patients
Maryland Mandatory Only designated

trauma centers
Minnesota Voluntary Designated trauma

centers plus
Mississippi Mandatory Participating hospitals
Missouri Mandatory Only designated

trauma centers
Montana Voluntary Nine trauma centers

with registries
Nebraska Mandatory Only designated

trauma centers
Nevada Mandatory All acute-care hospitals
New York Mandatory Only designated

trauma centers
North Carolina Mandatory Only designated

trauma centers
North Dakota Mandatory All acute-care hospitals
Ohio Mandatory All acute-care and

rehabilitation facilities
Oklahoma Mandatory Only designated

trauma centers
Oregon Mandatory Only designated

trauma centers
Pennsylvania Mandatory Only accredited

trauma centers
South Dakota Voluntary Five trauma centers

with registries
Texas Mandatory All acute-care hospitals
Utah Mandatory All acute-care hospitals
Virginia Mandatory All acute-care hospitals
Washington Mandatory Only designated

trauma centers
Wyoming Mandatory All acute-care hospitals
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or hospital records. Table 4 lists different conventions
that states use when time of injury is not recorded in
the associated medical records. Two thirds of states re-
quest that abstractors estimate the time of injury by using
proxy information. A second variable commonly docu-
mented in statewide trauma registries is the Glasgow
Coma Score (GCS) that is recorded during ED care. Re-
sults from the survey indicate that 19 states abstract the ini-
tial GCS that is documented upon ED arrival. An additional
nine states record both the initial GCS and the last one be-
fore discharge from the ED. Additional states collect only
the worst GCS (one state), best GCS (one state), or initial
and worst GCS (two states) documented during ED care.

Registrars associated with each state trauma registry
also were given an additional cryptic injury scenario,
from which they were to provide the appropriate ICD-
9-CM external cause of injury code (e-code).17 The injury

scenario was designed to replicate the short note that of-
ten is included on an EMS run sheet or medical-record
narrative describing the injury event. As listed in Appen-
dix 1 (available as an online Data Supplement at http://
www.aemj.org/cgi/content/full/j.aem.2006.04.019/DC1),
the scenario reads:

Figure 1. Estimated proportion of hospitalized trauma cases meeting inclusion criteria that were captured by existing

trauma registries.

Table 2
Conflicting Explicit Inclusion and Exclusion Criteria among State
Trauma Registries

Criteria
Inclusion

(Number of States)
Exclusion

(Number of States)

Abuse 4 3
Blisters, contusions,

abrasions, insect bites
3 11

Drowning 13 15
Foreign bodies 5 17
High-altitude sickness 0 1
Lightning 5 0
Poisoning 2 13
Same-level fall 2 18
Smoke inhalation 7 2

Table 3
Variation in the Definition of the Same-level Fall Exclusion
Criteria among 18 State Trauma Registries That Do (and Do Not)
Specify Age as a Condition of Exclusion*

State criteria that use age as a condition of exclusion
Same-level fall AND > 55 years old
Same-level fall AND > 55 years old AND ICD-9-CM 820 or

820.2
Same-level fall AND > 65 years old AND hospital length of

stay < 3 days
Same-level fall AND > 65 years old AND/OR extremity

fractures AND/OR hip fractures
Same-level fall AND > 65 years old AND ICD-9-CM 820-820.9
Same-level fall AND R 65 years old AND ICD-9-CM 820.0 or

820.9 or 808.20 or 805 or 910-924

State criteria that do not use age as a condition of exclusion
Same-level fall (all falls)
Same-level fall AND/OR unspecified fall (ICD-9-CM E885 or

E888)
Same-level fall AND isolated orthopedic injury
Same-level fall AND isolated hip or neck fractures
Same-level fall AND isolated hip fracture (ICD-9-CM 820-820.9,

808.0, 808.1)
Same-level fall AND unilateral pubic rami fracture
Same-level fall AND syncope, admitted but CT normal

* Five additional states use exclusion criteria similar to those listed.

ACAD EMERG MED � September 2006, Vol. 13, No. 9 � www.aemj.org 949

http://www.aemj.org/cgi/content/full/j.aem.2006.04.019/DC1
http://www.aemj.org/cgi/content/full/j.aem.2006.04.019/DC1


A 24-year-old FedEx driver was involved in a motor
vehicle crash while working. Impact of crash was on
driver’s side; patient was unrestrained.

A total of 19 state trauma registrars provided a primary
e-code of 812 (812.0 or 812.1), which assumes a traffic
collision involving two motor vehicles. An additional
nine registrars provided an e-code of 819 (819.0 or
819.1), defined as ‘‘motor vehicle traffic accident of
unspecified nature,’’ or of 825, describing a ‘‘non-traffic
accident of unspecified nature.’’ One additional state
registrar considered the information in the scenario in-
sufficient to code, and two registrars were unfamiliar
with the process of e-code assignment. To characterize
the location of injury, fewer than half of the registrars
provided a second e-code listing ‘‘street and highway’’
(849.5 [n = 11]), ‘‘industrial place or premises’’ (849.3
[n = 1]), or ‘‘unspecified place’’ (849.9 [n = 2]). If one
assumes that this cryptic injury narrative should be
coded as an unspecific motor vehicle traffic crash (819.0)

Figure 2. Trauma registry inclusion or exclusion criteria for selected states with statewide (or aggregated regional) regis-

tries. Forty-one state and regional trauma registries are represented. States without an aggregated registry include the

following: AR, DC, IN, KY, LA, MA, NH, SD, TN, WI. Gray cells are inclusion criteria; black cells are exclusion criteria; and

hashed cells are both inclusion and exclusion criteria. Patterned criteria (x axis) include ‘‘and’’ qualifier; nonpatterned

criteria include ‘‘or’’ qualifier.

Table 4
Variation among States Providing Explicit Coding Conventions
When Time of Injury Is Not Documented in the Out-of-hospital
or Hospital Medical Record*

Coding Convention Number of States

Report ‘‘not documented’’ 10
Report EMS dispatch time 9
Report 5 min before EMS dispatch time 2
Report 10 min before EMS dispatch time 2
Report 15 min before EMS dispatch time 1
Report 5 to 20 min before EMS dispatch time

depending on call location and general
scene info

1

Report EMS dispatch time only if MVCy 1
Report EMS arrival time 1
Report in categories by hour (<1, 1–6, 7–12,

13–24, or >24)
1

Report out-of-hospital assessment time 1
Report information from bystanders 1

* Two states did not indicate how ‘‘time of injury’’ is to be coded.
yMotor vehicle crash.
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occurring on a street or highway (849.5), only 19% of
statewide registries provided this combination of codes.

Several survey questions associated with the larger clin-
ical vignette scenario allowed us to assess for variation in
ICD-9-CM coding. The number of ICD-9-CM codes used
to characterize the clinical vignette case ranged from one
to seven (Table 5). All but one registrar coded for a type
of closed-head injury (800.x, 801.x, 854.0), with half of the
32 abstractors specifying a level of consciousness, which
varied from an ‘‘unspecified state of consciousness’’ to
a ‘‘moderate (1–24 h) loss of consciousness.’’ Assuming
that all three base ICD-9-CM codes, 801, 910, and 922
(ignoring extensions), would be required to adequately
describe the clinical vignette, 15 states (47%) would have
fulfilled this criterion. Calculating ISS scores on the basis
of the provided ICD-9-CM codes demonstrated some
consistency but had a significant range (2 to 18). Only four
registrars coded for ‘‘asthma’’ as a premorbid condition.
Other variables demonstrating notable variation included
ED pulse rate and respiratory rate, hospital disposition,
and the characterization of payment source.

DISCUSSION

Findings from this study suggest that many states make
a concerted effort to aggregate trauma registry infor-
mation from various hospital and/or regional registries.
However, wide variability exists in the case composition
of each state registry. Specifically, statewide registries
demonstrate wide variability (and important contradic-
tions) in criteria used to identify patients for inclusion
into each registry. In addition, statewide registries may
require or only request trauma data from associated

hospitals. Other state registries include only trauma-
designated hospitals in the state registry data collection
effort. By not mandating (or excluding) registry data
from nondesignated hospitals, it is impossible to assess
the effectiveness of a trauma system, because failures in
the system (i.e., severe injuries treated in non-designated
hospitals) remain undiscovered.

This study also demonstrates that state registries vary
considerably when comparing common variable defini-
tions, coding conventions, and abstraction practices. As
constructed, state registries probably are effective when
considering local hospital and state-level needs. Yet, at
the regional or national level, these inconsistencies greatly
restrict our ability to aggregate rare events, evaluate var-
ious treatment modalities, benchmark hospital perfor-
mance, assess epidemiological trends, or evaluate the
effectiveness of trauma systems.

Several important steps will be necessary to allow indi-
vidual registry data to be compared among states and re-
gions. First, development of a uniform list of data variables
with standard data definitions could represent a minimal
national data set, with states designating other variables
of interest. In addition, designating a uniform set of inclu-
sion and exclusion criteria would allow for aggregation
of comparable cases for comparison among registries.
Because of the wide variability among registry-inclusion
criteria, a least-common-denominator approach may be
necessary.

Variability in coding associated with the characteriza-
tion of injuries represents a host of more complex issues.
Individual hospital registries may (or may not) require
that trauma registrars receive specialized training to
code injuries.18 Dated research suggests that nearly a third

Table 5
Variation among States in the Frequency and Characterization of Injury by Using ICD-9-CM Diagnosis Codes*

Diagnosis 1 Diagnosis 2 Diagnosis 3 Diagnosis 4 Diagnosis 5 Diagnosis 6 Diagnosis 7 ISSy
801.03 822.1 821.1 18
801.02 910 920 912 922.1 493.9 10
801.00 910.0 920 922.1 10
854.02 922.1 919 10
801.4 9
924.8 919.8 801.4 10
800.42 922.2 910 913 5
801.4 920 910 922.1 10
801.46 9
922.1 910 912 921.9 801.4 493.9 10
801.42 982.0 910 922.2 10
801.46 922.1 920 910 912 921.9 871.4 11
801.13 920 922.1 10
801.42 920 911 10
922.1 920 910 493.9 348.8 2
800.02 910 922.1 920 5
801 348.8 853 920 910 922.1 10
801.4 920 910 922.1 801.4 10
801.32 920 910 922.1 912 921 10
921.9 801.42 920 910 922.1 10
801.06 922.1 920 910 921 913 10
801.2 920 922.1 10
801.32 922.1 920 493.9 10
801 920 910 922.1 10
801.00 910.0 920 922.1 10

* Four states coded injuries in patterns listed above, and three states did not provide ICD-9-CM diagnosis codes.
y Injury severity scores, on the basis of ICD-9-CM diagnosis coding.
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may not receive adequate training.19 Thus, in many
instances, ISSs are derived with little uniformity or may
be based on diagnostic codes that are abstracted primar-
ily for billing purposes. Research comparing injury
coding provided by trained trauma registrars vs. codes
derived for billing purposes demonstrates subtle but im-
portant differences.20,21 Moreover,registrysoftwarepack-
ages claiming to provide ISS scoring are not uniform and
calculate scores differently.22

Progress is, however, being made to standardize the
collection of key variables commonly found in exist-
ing trauma registries. The National Trauma Data Bank
(NTDB) represents a concerted and sustained effort by the
American College of Surgeons Committee on Trauma
(ACSCOT) to provide an extensive collection of trauma-
registry patients that is provided primarily by accredited
or designated trauma centers across the United States.23

Members of ACSCOT and staff associated with the NTDB
have long recognized that the NTDB inherits the individual
deficiencies of each contributing registry.24 Currently, the
ACSCOT Subcommittee on Trauma Registry Programs is
supported by the U.S. Health Resources and Services
Administration (HRSA) to devise a uniform set of trauma
registry variables and associated variable definitions. This
uniform set of registry variables could be collected by all
registries and represent the contents of a standardized na-
tional trauma registry.15 The ACSCOT Subcommittee also
is working to characterize a core set of trauma-registry in-
clusion criteria that would maximize participation by all
state, regional, and local registries. Institutionalizing these
basic standards would greatly increase the likelihood that
a national trauma registry would provide clinical informa-
tion characterizing traumatic injury that would enhance
our ability to instigate strategies to improve trauma care
in the United States.

A second effort, funded by the Emergency Medical
Services for Children program within HRSA, has focused
on the development, design, and plan for a National
Trauma Registry for Children (NTRC).14 The goal of the
NTRC project is to develop a blueprint and business
plan for a pediatric trauma information system that will
provide reliable data for use in injury prevention, quality
assessment, and research studies.

LIMITATIONS

There are several limitations associated with our study
that should be mentioned. As with any survey methodol-
ogy, our study findings are susceptible to bias because of
inaccurate or incomplete (or both) reporting. For exam-
ple, it is possible that information contained within the
clinical vignette was too cryptic and general, not allow-
ing abstractors to consider carefully the most appropri-
ate codes for abstracting the case. Nevertheless, our
experience suggests that pertinent injury-related infor-
mation found in medical (and EMS) records often is
vague, and our vignette exercise was designed to deter-
mine the reliability and validity of abstracted registry
data under these circumstances. Nevertheless, our find-
ings may not be representative of situations in which
medical records provide additional (and supportive)
information.

Second, we did not collect information regarding the
experience or educational background of abstractors
completing the clinical vignette. State trauma managers
were asked to identify an ‘‘experienced abstractor’’ to
complete the vignette, which undoubtedly resulted in
variability in experience and education. Our purpose,
however, was to assess the consistency with which data
are abstracted among a cross-section of abstractors
who are working daily, entering data into state trauma
registries. Finally, our national estimate of hospitalized
trauma captured in existing registries is limited by the
accuracy of state estimated-capture rates and variability
in case acquisition and registry composition particular
to each registry. In addition, our weighting scheme that
was used to approximate the completeness of a national
aggregation of trauma data from existing registries is
limited by the assumption that the number of patients
with registry-eligible trauma is, in general, similar among
states. The prevalence of registry-eligible (serious)
trauma may vary among states on the basis of, for ex-
ample, state laws (e.g., the presence of a primary seat
belt law). Nevertheless, this crude methodology provides
at least a gross approximation of the potential capacity of
a national data repository if trauma data submission was
universal and data collection was standardized.

CONCLUSIONS

Our findings suggest that without a uniform set of varia-
bles, definitions, value codes, and coding instructions,
statewide trauma registries demonstrate significant vari-
ation in the composition and content of each registry.
Uniformly accepted and applied recommendations for
trauma registry composition and content would greatly
enhance the usability of aggregated, national trauma
registry data.
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