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i Ohio EMS for Children Program

= Started as Emergency Care Committee under
Ohio Chapter of the American Academy of
Pediatrics in 1979

= Joined with Maternal and Child Health Division
of the Ohio Department of Health in 1986

= Strategic plan completed in 1989
= Ongoing training programs

= Linkages between rural hospitals and pediatric
centers

= Community support for pediatric programs



i Ohio EMS for Children Program

= Demonstration grant from ODH for rural
development in 1989

» SB98 moved most state EMS functions to Ohio
Department of Public Safety in 1992

= EMSC moved to ODPS in 1992 with other EMS
functions to create Division of Emergency
Medical Services



i Ohio EMSC Achievements

= Dedicated EMSC personnel and funding from
the Division of EMS

= Establishment of a formalized state EMSC
Advisory Committee which reports to the state
EMS Board

= Pediatric Representation on the State EMS

Board, State Trauma Committee and Regional
Physician Advisory Boards

= Pediatric continuing education at all pre-
nospital levels




i EMSC Performance Measures

= EMSC is funded through Federal Health
Resources & Services Administration

= Performance Measures Implemented by HRSA
in 2005
= Method of measuring progress of grantees

= Method of reporting to Congress on progress of
grantees

= Measures include pre-hospital, hospital, education,
and systemic initiatives



i EMSC Performance Measures

= Medical Direction

= On-line pediatric direction

« Off-line pediatric direction
= Pre-hospital Equipment

= List updated in 2009

= 32% of BLS units, 24% of ALS units carry all items
= Hospital Transfers

= Written inter-facility guidelines/protocols

=« Written inter-facility agreements

= Pediatric Pre-hospital Education for Recertification



i EMSC Performance Measures

= Establishing Permanence of EMSC Program

= EMSC Committee

= Required members on EMSC Committee

« EMSC Committee meets at least 4 times per year
=« EMS Board mandates pediatric representation
= Full-time EMSC Program Manager

= Incorporate EMSC priorities (i.e., all the previous
Performance Measures) into EMS or hospital
statutes or regulations



i EMSC Performance Measures

= Performance Measure #74:

= The percent of hospitals recognized through a
statewide, territorial or regional standardized
system that are able to stabilize and/or manage
pediatric medical emergencies.

= Performance Measure #75:

= The percent of hospitals recognized through a
statewide, territorial or regional standardized
system that are able to stabilize and/or manage
pediatric traumatic emergencies.




i Consensus of Studies

= Access to pediatric emergency care needs
Improvement

= Quality of pediatric emergency care needs
Improvement

= Integration of pediatric emergency care into

the overall EMS system needs improvement
= This is where we come in
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Joint Policy Statement—~Guidelines for Care of
Children in the Emergency Department

FROM THE AMERICAN ACADEMY OF PEDIATRICS

Organizational Priociples to Caode and Define the Chikd
Health Care Syster andor Improve the Heaith of al Childr

chil Emergency cane have aspecialy when
emer gancies ane serious or ife4hreatening. The majarity of il and injured
children are brought to community hospital amergency departments
(EDS) DY VirtUG Of thair* GeOgrapny within Communites. Similary, emer.
gency medical services [EMS) BZENCIEs Provias the bulk of outarhospita
emergency cara to children, itisimperstive, tharsfors, that all hospital E0s
have the appropriate resources (medications, equipment, policies, and
education) and staft to provwide eftactive smargency cara for children, This
Statemant outings NSOUNCES NECESSATY 1o ansuna that Nospital EDS stana
ready Lo cara FOr children of all ages, from neonates 1 adolescants. Thase
guidalings are consistent with the recommendations of the Instituta of
MSGICINE'S F2part o e MUture of emergency care in the Unitd States
health system. AILNOUEN rasources within emergency and frauma care
systems vary locally, ragionaily, and nationally, it is essential that hospital
ED staft ano aoministrators and EMS systams’ aoministrators and medica
diractors seak to maet o inafmortst

eimergency care orciiloren tey serve. This statement has been endorsed
by the Academic Pediatric Association, American Acadarmy of Famiily Phy-
sicians, American Academy of Piysician Assistants, American Coliege of
Osteopatnic EMargancy PIYSicians, AMRrican College of SUrgeons, Amen-
08N Heart ASSOGAtion, AMENCEN Medical ASSOCIAtion, AMArican Pediant
Surgical Association, Erain InjuryAssaciation aTAmerica Child Health Cor-
porstion of America, Chilanen's Nationsl Medical Cantar, Family Voices,
Haticnal Association of Childnen's Hospitals and Felated Institutions, Na-
tional Association of EMS Physicians, National Association of Emergency
Medical Technicians, National Association of State EMS Officials, National
Committea for Quality ASsUrance. Nationd PTA, Safe Kios USa, Socidty of
Traima Nurses, SaCiety for ACAEMIC EMrgency Medicing, and The Joint
Commission. Pediarics 2008:124:1233-1243

INTRODUCTION

This policy statament delineates guidelings ana the resauces neoas-
sary to prepare hosptal amergency departments (EDS) to serve pai-
atric patiants. Adoption of these guidelinas should facilitate the deliv-
ery of emargency care for children of all ages and, whan appropriate,
timely transier 1o a Tacility with spaciaizeq pediatric services. This
policy is & Updata of previously published guidalings.:

This statement Nas been endorsed by e ACAOEMIC Padiatric ASS0Cia-
tion, AmErican ACaamy of Family PYSicians, AMencan Asagemy of
Pyici Bn ASSistants. AMerican Collage of Osteopatnic Emergency Pry-
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hecklist

hitp:

Guidelines for Care oi Children
In the Emergency Department

This checklist is bazed on the American Academy of Pediatricz, the American College of
Emergency Physicians, and the Emergency Nurses Association 2009 jeint policy statement
“Guidelines for Care of Children in the Emergency Depariment,” which can be found online at

diatrice;124/41233 paf. Use the checklist fo

determine if your emergency department (ED) is prepared to care for children.

Appoinied Pediairic Physician and Nurse Coordinaior

Gnidelnes for QL/PLin the ED, Continued

) Pediatric physician coordinator is 3 specialist in pediatrics, emer-
gency medicine, or family medicine, appointed by the ED medi-
cal director, who through training, clinical experience, or focused

Clinical and Professional Competency

Below are the pofential areas for the development of pediatric
and i

confinuing medical education inthe
care of children in seifings including i
See policy statement for details.

Pediatric Nurse coordinator is a registersd nurse (RN), appoint-
ed by the ED nursing direcfor, who possesses special inferest,
knowledge, and skill in the emergency medical care of children.
See policy stalement for details.

Physicians, Nurses and Other Healthcare Providers
Who Stail the ED

} Phyziciane who ctaff the ED have the nececzary ekill, knowl-
edge, and training in the emergency evaluation and treatment
of children of all ages who may be brought to the ED, consistent
with the services provided by the hospital.

Nurses and other ED health care providers have the necessary
skill, knowledge, and training in providing emergency care to
children of all ages who may be brought to the ED, congistent
with the gervices offered by the hospital

Baseline and periodi i for
all ED clinical staff, inciuding physicians, are age specific and
inchude evaluation of skills related to neonates, infants, chil-
dren, adolescents, and children with special health care needs.

) Triage

linees and injury assesement and management
Pain agsessment and freatment, including sedation and
analgesia

Airway management

ESCUIEr BCCesE

(Critical care monitoring

Neonatal and pediatric resuscitafion

Trauma care

Bum care

Mass-casualty evenis

Patient- and family-centered cars

Medication defivery and equipment safety
Training and communication

) Mechanizms are in place to monitor professional perfor-
mance, credenfiale, continuing education, and clinical
competencies.

Gimideles for Improving Pediatric Pafient Saiety

C ar by ach » medical staff
priviieges palicy.
(Guidelines for OL/P1 i ihe ED

The pedialric patient care-review process is infegrated info the ED
QIPI plan.

} Components of the process interface with out-ofhospital, ED,
trauma, inpatient pediatric, pediatric critcal care, and hospital-
wide QI or Pl activities.

L

The defivery of pediatri hould refiect an of
ique pediatric patient safefy concerns and are inciuded in the
following policies or practices.

) Children are weighed in kilograms.

) \Weights are recorded in & prominent place on the medical recond.

) For children who are not weighed, a standard method for
estimating weight in kilograms is used (e.g., a length-based

system).

) Infants and children have a full set vital signs recorded (tem-
perature, heart rafe, respiratory rate) in the medical record.

) Blood pressure and pulse oximetry monitoring are available for
children of all ages on the basic of linese and injury severity.

Proguced by Me AAR ihe EMSC National Resourve Center, and Chidren's Naional Medical Cenfer

beifc abnormal vital signs. ) Availabilty of medications, vaccines, equipment, and
e s present trained providers for children
cation storage, prescibing, ) Pediatrc surge capacity for njured and non-injured
culated dosing guidelines chidren — = = e N\
) Decontamination, isolation, and quarantine of families BN CouipmentSippes: ookoriag Equipment
ing hand hygiene and use and children
) parent.chid separation (includes ped ek Y s
Tic patient tracking, and timely reunification of separated Neonatal tor/defibrilator with pedi-
fe culturally and linguistically children with their family) appro- : Infant atric and adult capabiliies
) Access to specific medical and mental health therapies, ssible, jCd including pads/paddies N ) ) A
d supports patient- Jow for ) Adultarm ) Hypothermia thermometer Equipment/Supplies: Respiratory, Continued
) Disaster drills which includes a pediatric mass casualty ) Adult-thigh ) Pulse oximeter with pedi-
Jont Commisson siandards ncidentat least every 2 years aicand adui probes - s g
hnd evaluation of patient ) Care of children with special health care needs ind func- ) Doppler ulrasonography ) Continuous end-tidal CO2 e St
d unanticipated outcomes ) Evacuation of pediatric units and pediatric subspecialty devices monitoring device S i
units. are, or :
R T s 'lm!ﬂ?:ﬁ‘ Laryngeal mask aitway
- cations quipment/Supplies: Vascular Access Supplies
Deedures, and Profoco] | > Imeracits ransir poly defning th roles and responsi > st
bilies of the referring faciity and referral center e i s
) Transport plan for delivering children safely and in a timely Am boards ) IV administration sets
) partial nonrebreather ) size:2
or the emergency care of manner to the appropriate facily that is capable of provid- ) infant with calibrated chambers . 3
paren- ) tubes infant size: 25
plemented in the areas ing definitve care. chid and extension tubing and/ 3 3
Integrated into overall ED ) Process for selecting the appropriate care facilty for ) adult or infusion devices with > onpieethet i i 3
vices not available at the hospital onts (per abilty o regulate rate and nonvebreather adult ) e g
(may include critcal care, reimplantation or digits or mbs, Catheter-over-te-needie device volume of nfusate
redications > Nasal cannulas
frauma and bum care, psychiatric emergencies, obstetric 14 gauge Yot
kd reassessment and perinatal emergencies, child maltreatment, rehabilty for ‘;2 acces. ) 15 gauge Umbilical vein catheters e
igns and acions fo be recovery from criical conditions). ) 16 gauge ) 35F e
) Process for selecting an appropriately staffed fransport ) 17 gauge ) 50F
‘anagement of the under- senvice to match the patient’s needs ) 18 gauge - - — - -
) Process for patient transfer (including obtaining informed ) 19 gauge Central venous catheters - Equipment/Supplies: Specialized Pediatric Trays or Kits
dures, including medical ) ) 20 gauge 3
) Plan for transfer of patient information (medical record, copy biock ) 21 gauge ) 50F Lumbar-puncture tray (including infant 22 gauge, pediatric
r legal guardian is not im- of signed transport consent), personal belongings, direc- ockere ) 22 gauge ) 6.0F —22 gauge. and adult 18-21 gauge). lumbar puncture needles
tions and referral insfitution information to family” ) 23 gauge ) 70F y
) Process for return transfer of the pediafric patient to the: ~ ) 24 gauge Supplies/iit for patients with difficult away (supraglottic
patients referring facilty as appropriate. 4 Iniravenous solufions ainvays of ol sizes. aryngeal mask arway. needle cricoyro-
Inracsseous needies or device ) Normal saline fomy supplies, surgical crcothyrotomy ki)
i i ) Pediatric ) Dextrose 5% in normal
Guidelines for ED Support Services ) Adult e ) Tube thoracostomy tray
It ) Dextrose 10% i water .
) )y capability must meet the needs of the children in joht (in £33 Cheil tubes to include
the community served ngth infant: 10-12F
s of emergency care ) Aprocess for referring chiidren to appropriate faclies for ip- DClelr
ication radiological procedures that exceed the capability of the rrect L adult: 2640 F
n hospital s established Extromity splints T
) Aprocess for timely review, nterpretation, and reporting of pain ) Femur splints, pediatrc sizes ) Newborn delivery kit including equipment forresusciation of
ks medical home or primary medical imaging by a qualied radiologist s estabiished It toois ) Femur splints, adult sizes an infant (umbilical iamp., scissors, bulb syringe, and towel)
) Laboratory capabilty must meet the needs of the chidren
faress pediatiic age- or in the community served, including fechniques for small ) Spine-stabilization devices appropriate for chidren of al ) Urinary catheterization kits and urinary (indweling) catheters
for studies that impart sample sizes ages (6F-22F) )
(as low as reasonably ) Aprocess for referring children or their specimens fo ap-
propriate facilfies for laboratory studies that exceed the
plan that addresses the capabilty of the hospital is established
J
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Starting Small
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Conclusion

Together we will make a difference.
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Implementation
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