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Welcome and Call to Order

Pediatric Emergency
Care Champion

Roll call of committee members and liaisons

(please email confirmation of your attendance with name/org./contact
info to pedready@jax.ufl.edu or via chat box)

Security and Recording

Please mute your phones and do not put on hold!
*6 to mute or unmute

If hacked a new invite will be sent to committee members only.

Welcome members, liaisons, visitors and PECCs



mailto:pedready@jax.ufl.edu

FL EMSC and PEDReady Contact Information

Medical Director: Dr. Phyllis Hendry Group email:
Phyllis.hendry@jax.ufl.edu pedready@jax.ufl.edu
904-625-2137 (mobile)

(904) 244-4986 (office) Key Websites:

https://www.emlrc/flpedready

FL EMSC Program Manager: Lori JeanJacques
Lorrianna.JeanJacques@flhealth.gov https://emscimprovement.center
850-558-9500

http://www.floridahealth.gov/provide
FL EMSC Program Director : Melia Jenkins r-and-partner-resources/emsc-
melia.jenkins@flhealth.gov program/index.html
(850) 558-9532
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New/Reappointed EMSC Advisory Committee Members
Term ends: 07/10/2022

 Jennifer N. Fishe, MD * Marshall Frank DO, MPH, FACEP, FAEMS
* Physician with Pediatric Experience * Emergency Physician
e Associate Medical Director for Pediatrics, * Medical Director, Sarasota County Fire Dept.

Nassau County Fire Rescue

e Barbara Tripp RN, EMT-P

* Felix Marquez BA, RN, EMT-P
 EMS Education Manager

* Emergency Medical Technician/Paramedic e President/CEO of Orlando Medical Institute,
* Rescue Division Chief, City of Tampa Fire Paramedic/Firefighter for City of Orlando
Rescue

 Sandra Nasca, RN

* Nichole Shimko, RN, MSN, CCRN, CPN, - FAN Representative
C-NPT e Retired ED Nurse, Forensic Medical
* Nurse with Emergency Pediatric Investigator
Experience

* Nurse Supervisor, Golisano Children’s
Hospital of Southwest Florida




EMSC Advisory Committee Liaisons

Michael Rushing, NRP, RN, BSN, CEN....
 FLENA
* AHA Coordinator, Baptist Healthcare

Tracey D. Vause, MPA, CPM, EMT-P
* Rural EMS
* EMS Chief, Walton County Fire Rescue

Ernest (Sonny) Weishaupt EMT-P
 PECC (EMS/ED)
* EMS Liaison, Arnold Palmer Hospital for
Children
Julie Downey
* Disaster
* Fire Chief, Davie Fire Rescue

Meryam Jan, MD
 FL PEDReady pediatric resident liaison

« 3rdyr Pediatric Resident at UFCOM —
Jacksonville

* Website reviewer and PE2ARL editor

Jeremiah Rabish, PMD
 PECC (EMS)

e Operations Captain and PECC, Sarasota County
Fire Dept.

Sarah Weed

 PECC (EMS)
* Rescue Lieutenant /FF/CCP-FPC, Alachua
County Fire Rescue
Lauren Young, LCSW
 Mental health
* Medical Social Work & MIH Coordinator, Palm
Beach County Fire Rescue
Lisa Nichols, MBA, BSN, RN, CCRN-K
* Trauma program manager

e Pediatric Trauma Program Manager at Wolfson
Children’s Hospital

Adding critical care/PICU liaison




EMSC/DOH BEMO Advisory Staff

* Melia Jenkins * Michael Hall
* EMSC Project Director  EMS Administrator; Florida DOH
« Lorrianna Jean-Jacques Bureau of Emergency Medical Oversight

* EMSC Project Manager
* Kenneth Scheppke, M.D.

e FL EMS Medical Director

* Steve McCoy

* Bureau Chief, Bureau of Emergency
Medical Oversight at Florida Health

e Jane Bedford * Phyllis L. Hendry, MD, FAAP, FACEP
e Rural EMS Coordinator e FL EMS-C Medical Director

 Kate Kocevar
e Trauma Administrator




Opening Announcements

* Welcome Joseph A. Ladapo, MD, PhD, new State Surgeon General

* Congrats to Kenneth Scheppke, MD, FAEMS, 2021 NAEMT/Bound Tree
EMS Medical Director of the Year Award

* Thank you to Melia Jenkins for 24 years of dedicated service to
Florida EMSC program



Melia Jenkins
Social Services Manager/EMSC Project Director

* Started with the EMSC program in 1997,
started working with Dr. Hendry in 1999!

* Coordinated the development of EMSC
federal partnership grant resulting in
approximately $2.9 million in grant funds
since the program’s inception

e Fun fact: | am only 4 foot 10 % inches tall and
ove my high heel shoes!

* Favorite food: salty snacks
* Favorite book: anything from John Grisham




Presentations and Special Topics

Dr. Jen Fishe: Focus on Pediatric EMS Research

e -Harris MI, Crowe RP, Anders J, D’Acunto S, Adelgais KM, Fishe JN.
Applying a Set of Termination of Resuscitation Criteria to Paediatric

Out-Of-Hospital Cardiac Arrest. Resuscitation. 2021 online ahead of
print. https://pubmed.ncbi.nlm.nih.gov/34555488/

e -Collaboration with PECARN

* https://emscimprovement.center/news/pecarn-study-exploring-oral-
steroids-for-asthma-in-ambulance-settings/



https://pubmed.ncbi.nlm.nih.gov/34555488/
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PECARN study exploring oral steroids for asthma in ambulance setting

Published August 30, 2021

Cincinnati Children’s Hospital Medical Center and local
Cincinnati EMS agencies from the Pediatric Emergency
Care Applied Research Network (PECARN) & midwestern
research node, HOMERUN, are a major site in a national
study of the efficacy of EMS administration of oral steroids
to children with asthma exacerbations. The "Early
Administration of Steroids in the Ambulance Setting: An
Observational Design Trial” or "EASI AS ODT" study is a
pragmatic trial using a stepped wedge design, where each
site intfroduces the intervention at a different period in
time, rather than all at once. Using this approach, the study
is looking at pediatric patient outcomes before and after EMS agencies introduce an oral steroid option for the
treatment of asthma attacks. The study is led by Principal Investigator Jennifer Fishe, MD, a pediatric emergency
medicine physician and pediatric EMS medical director from the University of Florida College of Medicine-Jacksonville,
and is funded by a five-year National Heart, Lung, and Blood Institute K23 award.
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New Regional Pediatric Pandemic
Network will partner with EIIC to build on
EMSC disaster preparedness efforts

August 30, 2021

Improving access to care through the
Telehealth Collaborative

August 30, 2021

State successes: Wisconsin EMSC
receives $520,000 workforce
development grant

Avnnst 30 20271



ef.or

s | . = : \O# . |
LDisasterReli

g

o




CLDR

Mission: Vision:

To empower and support children and To develop a coordinated and global network to
families in crises by integrating child life ensure that children in disasters and crises have
professionals' services into impacted the tools and support needed to promote positive
communities. Through individualized coping and resilience.

direct services, community outreach,
education, and research, Child Life
Disaster Relief mitigates the effects of
traumatic events on children and
families.




Children are Resilient. . .

Yes, children are typically more resilient (ability to recover quickly)
than adults.

However, children are also more vulnerable (susceptibility to being
hurt) to negative long-term impact from maijor life events.

Studies on Adverse Childhood Experiences shows the link between traumatic
events in childhood and significant emotional, mental, and physical negative
outcomes in adulthood.

Mitigation in the moment of need by trained professionals is essential.



PARTNER ORGS

~ Recruiting/training child life personnel for
 partner organizations (CDS and Camp Noah) to
serve in traditional disaster centers, shelters and
~day-camps providing psychosocial services for
children.

DEPLOYING CCLS

Deploying CCLSs for disaster response with
physician contacts to work in non-traditional
disaster response settings: pop-up healthcare
centers, schools, mental health centers, etc.

DATABASE
TRAINING
CLDR webinars to enhance
CCLSs direct service delivery
during times of disaster

Engaged & enthusiastic child life

v professionals willing to use their
% skills in times of disaster which

enables creative solutions to

response. & pivot and quickly implement
meaningful services.
. RESOURCES
REGIONAL NETWORKS A

~ Free printable handouts for professionals,
parents/caregivers and children/teens focused
on specific disaster types; Brief videos focused
on practical applications of coping interventions.

Forming teams of CCLSs in various cities
throughout the US to establish networks to
initiate rapid service delivery during disasters.



CLDR Current SCOPE OF SERVICE

To ensure consistent and reliable service-delivery,
CLDR has the capacity currently to focus on the following:

Natural disasters: hurricanes, tornados, floods, wildfires, derecho,
volcanoes, avalanches, tsunamis

Incidents of mass violence impacting communities: shootings,
terrorism, influx of war-torn refugees/evacuees

Large fires/accidents displacing multiple families -5 or more families

Biological/chemical: pandemic, oil spills



Responses

Child Life Specialists have responded to 48 disasters to-date:
40 natural and 8 man-made

With over 15,000 child-encounters

Florida-Specific Responses Include:

. Surfside Condominium collapse, Summer 2021
. Hurricanes Irma & Michael (2017, 2018)

. Pulse Nightclub Shooting (2016)



Child Life Specialists’ Professional Expertise

- Experts in lifespan growth and development

- Trained to mitigate stress and trauma for children/teens during a
crisis
- Provide developmental and coping assessments

« Provide appropriate play and therapeutic interventions to support
coping and resilience

- Trained to assess children’s and family’s responses to stress,
trauma and/or significant life experiences

« Ulilize evidence-based practice



Child Life Specialists’

Puerto Rico Earthquakes
February 2020
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Dear Earthquakes, Can y’all leave us alone? Like bro we
are tryna live. | swear these days have been the worst
days of my life. Just disappear or go to the Bermuda
Triangle.

Professional Expertise

“As child life specialists
our goal is to provide spaces
for children and families
to learn, grow and develop
through challenging life
events”

- Genevieve Lowry MS.Ed., CEIM, CCLS
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Disasters can and will vary.

The need for children to have play
to help foster positive coping and
resiliency is always essential.

.

— Fall 2019 Hurricane Dorian
Deployment, Bahamas




Trainings -Tailored to Communities

Community Resources

Virtual Webinars

Disaster-Specific Resources

Focused on developmentally
appropriate explanations

Practical application of coping
techniques in the moment of stress

Easily accessible online

.-_l_:rhﬂ"l" ....



PARTNER ORGANIZATIONS
American Academy of Pediatrics, American Red

< ' 3 v 5 Essential Needs for Disaster Specific COoVID-19
Cross; Children's Disaster Services (Church of Children Following
the Brethren); Federal Emergency Management Disasters

Agency; National Association for the Education
of Young Children -

National Child Traumatic Stress Network
(NCTSN); National Institute for Trauma & Loss
in Children (TLC); Save the Children; SAMHSA
Disaster and Distress Helpline

SAMHSA National Helpline, National Suicide
Prevention Lifeline

Parents [ Caregivers Research Organizations
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The Child Life Disaster Relief
backpack grant is almost
complete! We have gone
from a year long process of a
proposal, acceptance,
research, ordering, an
Amazon warehouse of over
70 boxes and a 200 pound
pallet on my back porch to
over 10,000 developmentally
appropriate items sorted and
stuffed into 150 backpacks.
I’'m so incredibly grateful to
these amazing women,
CLDR board, Northeast
Florida Healthcare Coalition
for Emergency Management,
two four-legged assistants
and another supervisor who
was sleeping on the job!
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Email: info@CLDisasterRelief.org
Website: www.CLDisasterRelief.org



New Educational Resources and Literature

Podcasts:
-Reel Emergency vodcast: Featuring Drs. Peter Antevy, Mark Piehl and David Spiro
on interactive vodcasts (adult and pediatric topics) https://reeldx.com/news/reel-
emergency-vodcast

-CHOP PEM Podcasts: https://www.chop.edu/pempodcast

JEMS recent pediatric articles

* https://www.emsl.com/inside-ems/articles/dr-peter-antevy-talks-head-up-cpr-
whole-blood-use-by-ems-VXicVAUcIsXnNFwh/

e https://www.emsl.com/ems-products/neonatal-pediatric/articles/out-of-
hospital-pediatric-cardiac-arrest-management-UliXiYSVS39NnwON/

* https://www.emsl.com/ems-products/neonatal-pediatric/articles/pre-hospital-
pediatric-cardiac-arrest-should-children-be-treated-like-small-adults-
wilol1MATfUtB7NA|9/

DKA: Increase in nonpediatric teams transporting pediatric DKAs during COVID,
especially new onset

-Managing Diabetic Ketoacidosis in Children
https://www.annemergmed.com/article/S0196-0644(21)00160-8/fulltext
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Diagnosis of DKA

Criteria: hyperglycemia + acidosis + urine/serum ketones
Clinical features: polyuria, polydipsia, weight loss, abdominal pain, vomiting,
headache, Kussmaul respirations, altered mental status

I

Initial Management

Clinical assessment: ABCs, vital signs, neuro exam with GCS

Obtain IV access (if possible, 2" line for serial blood draws)

Laboratory studies: glucose; serum electrolytes, creatinine,
beta-hydroxybutyrate; venous blood gas; urinalysis

I

Signs of cerebral edema? FL‘
No l

Fluid Resuscitation

Administer 10 mL/kg NS bolus

Repeat bolus for persistent tachycardia,
prolonged capillary refill, cool extremities,
or other signs of hypoperfusion

I

Assess ABCs

Elevate head of bed to 30°

Mannitol (0.5-1 g/kg) or
3% Nacl (5 mL/kg) IV
over 20 minutes

Reduce IV fluid rate

IV fluid Administration

0.9% or 0.45% NaCl to replace deficit over 36-48 hrs
plus maintenance fluids

Add 40 mEg/L potassium once serum K < 5 mEqg/L
(5 mmol/L) as KPhos, KAcetate, or KCI

Add 5-10% dextrose, if serum glucose <300 mg/dL
(16.7 mmol/dL)

Do not administer sodium bicarbonate

Avoid intubation
Unless unable to protect
airway or poor effort

Intubation/ventilation
are high-risk procedures

in children with DKA

|

Insulin Administration
Start IV insulin infusion at 0.05-0.1 unit/kg/hr =
Do not administer insulin bolus

Ongoing Monitoring

Q1 hour: vital signs, blood glucose,
neurologic checks with GCS

Q2-3 hour: Electrolytes and VBG




New Educational Resources and Literature

Autism: approximately 1 in 54 children in the U.S. diagnosed with an autism

spectrum disorder (ASD), boys 4 times more likely to be diagnosed than girls.
EMS and ED management challenges

* Resources and information to assist with early assessment, diagnosis and intervention
for infants and toddlers presenting with symptoms of autism spectrum disorder (ASD).
http://www.toddlertracks.org/. https://vimeo.com/532444189/ddbcd2d9d1

Fever: Evaluation and Management of Well-Appearing Febrile Infants 8 to 60
Days Old. Pediatrics August 2021, 148 (2) e2021052228; DOI:
https://doi.org/10.1542/peds.2021-052228

https://pedemmorsels.com/pediatric-fever-update-febrile-infants-8-to-28-
days-old/

* Bottom line for EMS= transport all pediatric fever


http://www.toddlertracks.org/
https://vimeo.com/532444189/ddbcd2d9d1
https://doi.org/10.1542/peds.2021-052228
https://pedemmorsels.com/pediatric-fever-update-febrile-infants-8-to-28-days-old/

Toddler Tracks Ambassador - join us!

Be a Toddler Tracks Ambassador in your community, directing families to resources and participating in

education and brainstorming sessions! Contact us to learn more.,

Name

Email Address

Toddler Tracks Community Partners
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Laboratory values of inflammation are considered
elevated at the following levels: (1) procalcitonin >0.5
ng/mL, (2) CRP >20 mg/L, and (3) ANC >4000 to
5200 per mm3. Although we recommend all infants in
this age group have a complete sepsis workup, receive
parenteral antimicrobial agents, and be monitored in a
hospital, knowing IM results can potentially guide
ongoing clinical decisions. ¢ Send CSF for cell count,
Gram stain, glucose, protein, bacterial culture, and
enterovirus PCR (if available) if pleocytosis is present
and during periods of increased local enterovirus
prevalence. d HSV should be considered when there is
a maternal history of genital HSV lesions or fevers
from 48 hours before to 48 hours after delivery and in
infants with vesicles, seizures, hypothermia, mucous
membrane ulcers, CSF pleocytosis in the absence of a
positive Gram stain result, leukopenia,
thrombocytopenia, or elevated alanine
aminotransferase levels. Recommended HSV studies
are CSF PCR; HSV surface swabs of the mouth,
nasopharynx, conjunctivae, and anus for an HSV
culture (if available) or PCR assay; alanine
aminotransferase; and blood PCR.

Algorithm for 8- to 21-day-old infants

8to21 days old,
well-appearing,

no evident source of infection,
nd temperature > 38.0 °C

Obtain urinalysis (1),° blood culture {2), and perform LP(4).°
May obtain inflammatory markers {(IMs) (3).b

Increased

Yes HSV risk?®

Send HSV
studies.®

No

1.Initiate parenteral
antimicrobial(s),
including acyclovir(5).

2.0Observe in hospital(6).

1. Initiate parenteral
antimicrobial(s)(5).
2. Observe in hospital(6).

1. Discontinue antimicrobial(s){7a) and may

No discharge hospitalized infant{7a) if all culture
results are negative at 24 to 36 hours and HSV
PCR result is negative (if sent).

2. Manage for duration of illness.

Pathogen arsource

Treat Infection(7b). Yes dentified?




If available, procalcitonin should be obtained along with ANC or CRP. If
procalcitonin is unavailable, both ANC and CRP should be obtained, and a
temperature >38.5°C is considered abnormal. IMs are considered abnormal at
the following levels: (1) temperature >38.5°C, (2) procalcitonin >0.5 ng/mL,
(3) CRP >20 mg/L, and (4) ANC >4000 5200 per mm3. ¢ LP is recommended
before administration of antimicrobial agents because interpreting CSF after
the administration of antimicrobial agents is difficult. However, the risk of
meningitis in 22- to 28-day-old infants is lower than that in infants <22 days
old in several studies. Therefore, in some circumstances, clinicians may elect
to defer an LP and initiate antimicrobial agents, recognizing the potential risk
of partially treated meningitis. Send CSF for cell count, Gram stain, glucose,
protein, bacterial culture, and enterovirus PCR (if available) if pleocytosis is
present and during periods of increased enterovirus prevalence. HSV can occur
in this age group. HSV should be considered in infants with vesicles, seizures,
hypothermia, mucous membrane ulcers, CSF pleocytosis in the absence of a
positive Gram stain result, leukopenia, thrombocytopenia, or elevated alanine
aminotransferase levels. Recommended HSV studies: CSF PCR; HSV surface
swabs of mouth, nasopharynx, conjunctivae, and anus for HSV culture (if
available) or PCR assay; alanine aminotransferase; and blood PCR. d Infant
may be managed at home if parent and clinician agree that the following are
present: reliable phone and transportation, parent willingness to observe and
communicate changes in condition, and agreement to the infant being
reevaluated in 24 hours. e If CSF is positive for enterovirus, clinicians may
withhold or discontinue antimicrobial agents and discharge at 24 hours,
provided they meet other criteria for observation at home.

Algorithm for 22- to 28-day-old infants

22 to 28 days old,
well-appearing,
no evident source of infection,
and temperature > 38.0 °C

Obtain urinalysis(8}, * blood culture(9), and IMs(10).”

Yes

or SPA urine culture (8}.

Send bladder catheterizaﬁor‘

Perform LP(11b).” Yes Abnormal IMs” No May perform LP(11a).°

CSF LP
obtained? Yes performed?
Yes CSF
Yes obtained?
No

CSF pleocytosis or No
uninterpretable?

b

No

CSF pleocytosis or
Yes traumatic ?

<;

1. May administer parenteral
Yes antimicrobial(s)(12¢).®
2. Observe in hospital(13b}.

No

1. Administer parenteral
antimicrobial(s}(12a}.
2. Observe in hospital(13b).

will
ohservation be at
home
Yes {13a)?°

b

No

1. Administer parenteral
antimicrobial(s)(12d).

2. Observe at home.

3. Reassess in 24 hours (13a).

1. May administer parenteral
antimicrobial(s}(12b}.
2. Observe in hospital{13b).

1. Discontinue antimicrobial(s){14a,b) and may

Treat Infection(14c). [“Yes

Pathogen orsource
identified?

discharge hospitalized infant(14a) if all cultures
are negative at 24 to 36 hours and HSV PCR is

No

negative (if sent).®
2. Follow for duration of illness.




b If available, procalcitonin should be obtained along with ANC or CRP. If
procalcitonin is unavailable, both ANC and CRP should be obtained, and a
temperature >38.5°C is considered abnormal. IMs are considered
abnormal at the following levels: (1) temperature >38.5°C, (2)
procalcitonin >0.5 ng/mL, (3) CRP >20 mg/L, (4) ANC >4000 to
5200/mm3. ¢ Send CSF for cell count, Gram stain, glucose, protein,
bacterial culture, and enterovirus PCR (if available) if CSF pleocytosis is
present and during periods of increased local enterovirus prevalence.
Although rare in this age group, HSV should be considered when there is a
maternal history of genital HSV lesions and in infants with vesicles,
seizures, hypothermia, mucous membrane ulcers, CSF pleocytosis in the
absence of a positive Gram stain result, leukopenia, thrombocytopenia, or
elevated alanine aminotransferase levels. Recommended HSV studies are
.. If CSF 1s unobtainable or uninterpretable, there are insufficient
data to make a specific recommendation. Options: observe without
treatment of a period of time and, depending on infant clinical condition,
repeat LP and/or laboratory markers; begin empirical antimicrobial agents
and reassess in 24 hours on the basis of infant response and results of
blood culture; if CSF is bloody or antimicrobial agents have previously
been started, analysis by multiplex PCR can add additional information;
consult with local a pediatric infectious disease specialist. d Infant may be
managed at home if parent and clinician agree that the following are
present: reliable phone and transportation, parent willingness to observe
and communicate changes in condition, and agreement to the infant being
reevaluated in 24 hours. e Most 29- to 60-day-old infants with negative IM
and urinalysis results may be observed at home. However, hospital
observation is an option for infants when there are barriers to follow-up.

Algorithm for 29- to 60-day-old infants

29 to 60 days old,
well-appearing,

no evident source of infection,
and temperature > 38.0 °C

Obtain urinalysis(15), * blood culture (16), and IMs {17}.?

Yes ® @
v result

1. Send bladder catheterization or SPA urine culture if
positive urinalysis positive(15).
2. May perform LP (18a}.°
3. If CSF result is positive:
a. Administer parenteral antimicrobial(s) (19a).
b. Observe closely in hospital (20a).
4. If CSF result is negative and either urinalysis negative or
positive
a. May administer parenteral or oral
antimicrobial(s)(1Sb}.
h. May ohserve closely in hospital or at home (20b,d}.
5. If CSF not available or uninterpretable:
a. Administer parenteral antimicrobial(s) (19a}.

b. May observe closely in hospital or at hame (20!3),d

Yes
No

1. Send bladder catheterization or SPA urine
culture(15).

2. Need not perform LP(18b}.

3. Administer oral antimicrobial(s}(19¢}).

4. May observe closely at home.®®

5. Follow-up in 12 to 24 hours(20d}.

Source
limited to
urine?

Yes

Pathogen or
source identified at
24 to 36 hours?

1. Need not perform LP{18b}.

3. Observe closely at hame [ZUC)."

2. Need not administer antimicrobial(s}(19d).

4. Follow-up within 24-36 hours {20c}).

No

2. Discharge hospitalized infants (21b}.

No I
Yes |

Treat infection (21d}.

3. Manage for duration of illness.

1. Discontinue antimicrobials if administered (21a}.

1. Complete treatment with oral antimicrobials (21c}
2. Discharge hospitalized infants (21b}.
3. Manage for duration of illness.




Rate of bacteremia by age groupings. * x2 for trend: P <.001.
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New Educational Resources and Literature

New simulation scenarios: https://www.acepsim.com/

Sanford Pediatric Critical Care: http://www.learnpicu.com/home

AAP Section on EM case scenarios: http://emergiquiz.com/

Gaps in pediatric trauma care: https://www.generalsurgerynews.com/In-the-
News/Article/07-21/Gaps-in-Pediatric-Trauma-Care-Meeting-the-
Demands/64042

* ACS partnership with EMSC

The Casey Foundation 2019 KIDS COUNT Data Book:
https://assets.aecf.org/m/resourcedoc/aecf-2019kidscountdatabook-
2019.pdf; https://datacenter.kidscount.org/data#tFL/2/0/char/0

* Florida still in lower quartile of states



https://www.acepsim.com/
http://www.learnpicu.com/home
http://emergiquiz.com/
https://www.generalsurgerynews.com/In-the-News/Article/07-21/Gaps-in-Pediatric-Trauma-Care-Meeting-the-Demands/64042
https://datacenter.kidscount.org/data#FL/2/0/char/0

TABLE 2

California, Florida and Texas Account for Half of the

Nation’s Recent Child Population Growth
Change in the Number of Children by Location: 1930-20I7
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Updates from Other Committees and
Constituency Groups

FL EMS 2022 — 2026 State Plan
 #f Strategy Objective Owner
Strategic Priority 3: EMS System Infrastructure and Finance

Goal 3.1: Attract, recruit, and retain a prepared, diverse, and
sustainable EMS workforce in all geographic areas of Florida

Enhance pediatric pre-hospital care: Increase percentage of EMS

agencies with a PECC (Pediatric Emergency Care Coordinator or

Champion) to 35% by 2022 with a subsequent increase of 10% per year
-Other plan objectives

-Pending synchronization with other state plans



Updates from Other Committees and
Constituency Groups

 Medical Care Committee
Drs. Marshall Frank and Dr. Tony Gandia, Co-Chairs
Focus on STEMI, Stroke, Sepsis, CA, Trauma

Resuscitation academies and dispatcher training
CARES




Emergency Medical Services for Children Program

« Mission: to reduce childhood morbidity and mortality due to severe iliness or trauma.

Emergency
.. R
* Administered by the Health Resources esponse
and Services Administration (HRSA), . N
within the Department of Health and Injury Prehospita
- Prevention Care
Human Services

(.\) Emergency Medical
 Authorized by Congress in 1984 TP/ Services for Children

Rehabilitation Hospital Care
capability of existing EMS systems

* Focus on enhancing the pediatric
® EIIC

Interfacility
Transfer

Fece UWhorkgorce

Devetopment Collatorative




HRSA-EMSC Programs

Emergency Medical
Services for Children National EMSC Data

EMSC Innovation

and Improvement Analysis Resource
Center (EIIC) / \ Center (NEDARC)
f
@ ElIC /' NEDARC
Emergency Medical Services for Children Nadiore! L - b - ) Prdiatyic Readinese Froject

Innovation and Improvement Caa

“M Ensuring Emergency Gare for All Children

State Partnership

Programs Pediatric Emergency Care

Applied Research Network
(PECARN)
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EMS for Children State Partnerships

State Partnership
grants were first
introduced in 1996
to help states
improve, refine,
and integrate
pediatric care
within the state
EMS system.
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®EIC
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National EMSC Related Updates

NEDARC EMSC 2021 EMS Agency Survey results for performance

measures 02 and 03
 FLresponse rate 50.8% (99/195) vs 44.6% national
* % PECCs increased; use of pediatric specific equipment decreased
* Analysis of NEDARC state level data in Tableau

2021 NPRP Assessment (ED pediatric readiness) closed: FL 58%

response rate, results pending
* https://pedsready.org/.

EIIC Prehospital Pediatric Readiness Toolkit and Checklist:
https://media.emscimprovement.center/documents/Prehospital Pe
diatric Readiness Checklist Final.pdf



https://pedsready.org/
https://media.emscimprovement.center/documents/Prehospital_Pediatric_Readiness_Checklist_Final.pdf

2021 NPRP Assessment (ED pediatric readiness)

Mexico



National EMSC Related Updates

EIIC Prehospital Pediatric Readiness Toolkit and Checklist:
https://media.emscimprovement.center/documents/Prehospital Pe
diatric Readiness Checklist Final.pdf

ElIC Pediatric Readiness for EDs- checklists updated 2021
* https://media.emscimprovement.center/documents/NPRP_Modifi

ed Interactive Checklist Final.pdf
* https://media.emscimprovement.center/documents/NPRP_Checkli

st Final Apr2021.pdf



https://media.emscimprovement.center/documents/Prehospital_Pediatric_Readiness_Checklist_Final.pdf
https://media.emscimprovement.center/documents/NPRP_Modified_Interactive_Checklist_Final.pdf
https://media.emscimprovement.center/documents/NPRP_Checklist_Final_Apr2021.pdf

= Natinal Prehospital Pediatric Readiness
B L -\ (s AGENCY CHECKLIST

Ensuring Emrgam:y Gars for All Ghildren

This checklist is based on the 2020 joint policy statement “Pediatric Readiness in Emergency Medical Services
Systems”, co-authored by the Academy of Pediatrics (AAP), American College of Emergency Physicians (ACEP),
Emergency Nurses Association (ENA), National Association of EMS Physicians (NAEMSP), and
National Association of EMTs (NAEMT). Additional details can be found in the AAP Technical Report
“Pediatric Readiness in Emergency Medical Services Systems”.

Use this tool fo check if your EMS agency is ready to care for children as recommended in the Policy Statement.

Consider using resources compiled by the Health Resources & Services Administration’s
Emergency Medical Services for Children (EMSC) Program when implementing the
recommendations noted here, to include the Prehospital Pediatric Readiness Toolkit.

EDUCATION & COMPETENCIES FOR PROVIDERS

|:| Process(es) for ongoing pediatric specific education
using one or more of the following modalities:
» Classroom/in-person didactic sessions
¢ Online/distributive education

o Skills stations with practice using pediatric
equipment, medication and protocols

* Simulated events

Process for evaluating pediatric-specific competencies
for the following types of skills:
|:| Psychomotor skills, such as, but not limited to:
¢ Airway management
¢ Tluid therapy
e Medication administration
e Vital signs assessment

¢ Weight assessment for medication dosing
and equipment sizing

e Specialized medical equipment

|:| Cogpnitive skills, such as, but not limited to:
¢ Patient growth and development
s Scene assessment

¢ Pediatric Assessment Triangle (PAT) to
perform assessment

* Recognition of physical findings in children
associated with serious illness
|:| Behavioral skills, such as, but not limited to:

¢ Communication with children of various
ages and with special health care needs

e Patient and family centered care
e Cultural awareness

e Ilealth care disparities

e Team communication

EQUIPMENT AND SUPPLIES

[] Utilize national consensus recommendations to guide
availability of equipment and supplies to treat all
ages

D Process for determining competency on available
equipment and supplies

PATIENT AND MEDICATION SAFETY

D Utilization of toels to reduce pediatric medication
dosing and administration errors, such as, but not
limited to:

* lLength based tape
*  Volumetric dosing guide
[] Policy for the safe transport of children

[[] Equipment necessary for the safe transport of children

PATIENT- AND FAMILY-CENTERED CARE IN EMS

Partner with families to integrate elements of patient- and
tamily-centered care in policies, protocols, and training,
including:

[] Using lay terms to communicate with patients and
families

[[] Having methods for accessing language services to
communicate with non—English speaking /non-
verbal patients and family members

[] Narrating actions, and alerting patients and
caregivers before interventions are performaed

Policies and procedures that facilitate:
[[] Family presence during resuscitation
[[] The practice of cultural or religious customs

A family member or guardian to accompany a
pediatric patient during transport

POLICIES, PROCEDURES, AND PROTOCOLS
(To INCLUDE MEDICAL OVERSIGHT)
Prearrival instructions identified in EMS dispatch
protocols include pediatric considerations, when
relevant, such as, but not limited to:
s Respiratory distress
e Cardiac arrest
o Choking
s Seizure
e Altered consciousness
[] Pelicies, procedures, and protocels include pediatric
considerations, such as, but not limited to:
» Policy on pediatric refusals
s Pediatric assessment
= Consent and treatment of minors
e Recognition and reporting of child maltreatment
* Trauma triage
¢ Children with special health care needs
Direct medical oversight integrates pediatric-specific
knowledge
Protocols (indirect medical oversight) include
pediatric evidence when available
O Destination policy that integrates pediatric-specific
TesOuUrces

QuALITY IMPROVEMENT (Ql})/

PERFORMANCE IMPROYEMENT (PI)

|:| PI process includes pediatric encounters

O Pediatric-specific measures are included in the I’
pTOCCSS

Submission of EMS agency data to the state’s
prehospital patient care databasce

Submitted data is compliant with the current version
of NEMSIS (version 3.x or higher)

Process to track pediatric patient centered outcomes
across the continuum of care, such as, but not limited
to:

s Transport destination

s Secondary transport destination

s ED and hospital disposition

o ED and hospital diagnoses

e Survival to hospital admission

s Survival to hospital discharge

To provide feedback on this checklist, please email pprp@emscimprovenient.center

For additional inforniation on the Prehospital Pediatric Readiness Project (PPRP), visit:

INTERACTION WITH SYSTEMS OF CARE
Policies, procedures, protocols, and performance
improvement initiatives involve ongoeing collaboration
with:

|:| Pediatric emergency care

D Public health

[[] Family advocates

Plans and exercises for disasters or mass casualty
incidents include:
D Care of pediatric patients, such as, but not limited to:
¢ Pediatric mental health first aid
» Pediatric disaster triage
* Pediatric dosing of medications used as
antidotes

* Pediatric mass transport
D Tracking of unaccompanied children
D Family reunification
Collaborate with external personnel or have internal
staff focused on enhancing pediatric care, such as, but
not limited to:
« Pediatric emergency care coordinator (PECC)
* Regional PECC
o Pediatric advisory council(s)

+ Medical director with pediatric knowledge
and experience

Understand pediatrie capabilities at local and / or
regional emergency departments for children with
the following types of conditions:

e Moedical emergency

e Traumatic injury

e Behavioral health emergency

D Policies and/ or procedures for transfer of
responsibility of patient care at destination

Revised May 20, 2021

hitps:/femscinprovement.center/domains/prehospital-carelprehospital-pediatric-readiness E| TR
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Ensuring Emergency Care for All Children

Pediatric Readiness in the Emergency Department

Resources and Tools — Interactive Modified Checklist

This document, based on the Pediatric Readiness in the Emergency Departimnent Checklist,
provides direct links to Toolkit resources, where applicable. This interactive document is not the
Checklist in its entirety. The full version of the Checklist, the Pediatric Readiness in the Emergency
Department joint position statement, and all Toolkit materials can be found here.

In an effort to connect the checklist with the most relevant resources found in the Readiness Toolkit,
the EMSC Innovation and Improvement Center (EIIC), together with the two Pediatric Disaster Care
Centers of Excellence—the Western Regional Alliance for Pediatric Emergency Management (WRAP-
EM) and the Eastern Great Lakes Pediatric Consortium for Disaster Response (EGLPCDR), developed
the following document for use by hospital emergency departments.

Administration and Coordination of the ED for the Care of Children

Physicians, Advanced Practice Providers (APPs), Nurses,
and Other ED Healthcare Providers

Checklist Item Specific Resources for Individual Items
¢ Device/equipment safety Equipment Competency Validation Record
¢ Critical procedures Clinical Practice Pathways
« Resuscitation AHA: PALS and PEARS
¢ Disaster drills that include children Lurie Children’s Hospital Disaster Exercises

Orientation Knowledge and Skills Checklist for the RN
¢ Team training and effective communication | SBAR Tool
TeamSTEPPS

General Resources

Orientation Knowledge and Skills Checklist for the RN

Guidelines for Ql/Pl in the ED

Checklist Item | Specific Resources for Individual Items

[1 The QI/PI plan includes pediatric-specific indicators:

e Data are collected and analyzed HCA Pediatric Readiness Gap Analysis (Example)

¢ System changes are implemented based on

eHOrEnce Rapid-Cvcle Improvement Controlling Change

Pediatric Readiness Data: An Opportunity to Improve
Quality of Care in Your ED (webinar recording)

¢ System performance is monitored over time

General Resources

Checklist Item Specific Resources for Individual Items
[] Physician Coordinator for Pediatric Role Responsibilities: Physician Coordinator for
Emergency Care (PECC) Pediatric Emergency Care
¢ Board certified/eligible in EM or PEM EM / PEM
(preferred) b
[] Nurse Coordinator for Pediatric Emergency Role Responsibilities: Nursing Coordinator for Pediatric
Care (PECC) Emergency Care
¢ CPEN/CEN (preferred) CEN / CPEN
s Other credentials (e.g., CPN, CCRN) CPN / CCRN

Check Your Pediatric Preparedness (Site Assessment & Checklist)

Quality Improvement Concepts
Example QI Plan: Illinois EMSC Pediatric Mild Traumatic Head Injury

General Resources

Is Your ED Ready for Children? Pediatric Emergency Care Coordinators Lead the Way to Readiness!
(webinar recording)

Importance of the Pediatric Emergency Care Coordinator

ED Policies, Procedures, and Protocols

Checklist Item Specific Resources for Individual Items

Physicians, Advanced Practice Providers (APPs), Nurses,
and Other ED Healthcare Providers

Policies, procedures, and protocols for the emergency care of children. (These policies may be integrated into
overall ED policies if pediatric-specific issues are addressed.)

[] Niness and injury triage Direct Link to Toolkit

[] Pediatric patient assessment and reassessment | Direct Link to Toolkit

Checklist Item | Specific Resources for Individual Items

[] Healthcare providers who staff the ED have periodic pediatric-specific competency evaluations for
children of all ages. Areas of pediatric competencies include:

[] Identification and notification of the
responsible provider of abnormal pediatric Direct Link to Toolkit
vital signs

¢ Assessment and treatment (e.g., triage) | Physical Assessment Skills Checklist (Pediatric)

[] Immunization assessment and management of

the under-immunized patient Wit Lin el

Revised: March 30, 2021 1

Revised: March 30, 2021




ED Policies, Procedures, and Protocols

All-Hazard Di

saster Preparedness

Checklist Item

Specific Resources for Individual Items

General Resources

[] Sedation and analgesia, for procedures

Policies

LA County Family Assistance Center Plan

Checklist of Essential Pediatric Domains and Considerations for Every Hospital's Disaster Preparedness

Evidence-Based Guidelines

Checklist Item

Specific Resources for Individual Items

[] Evidence-based clinical pathways, order sets
or decision support available to providers in
real time

PECARN Publications

AHA Pediatric Resuscitation
AHA Neonatal Resuscitation

TREKK (Translating Emergency Knowledge for Kids)

aspects of emergency care, including

: : 550 . Direct Link to Toolkit
including medical imaging
[] Consent, including when parent or legal Direct Link to Toolkit
guardian is not immediately available LA PedsReady Example
O -1 and behavioral health 4 Direct Link to Toolkit
Social and behavioral health issues LA PodsReady Example
[] Physical or chemical restraint of patients Direct Link to Toolkit
[ Child maltreatment reporting and assessment | Direct Link to Toolkit
. Direct Link to Toolkit
[] Death of the child in the ED LA PedsReady Example
[] Do not resuscitate (DNR) orders Direct Link to Toolkit
[] Children with special health care needs Direct Link to Toolkit
[] Family and guardian presence during all Divsct Linkto Toolidt

LA PedsReady Example

Inter-facility Transfers

Checklist Item

Specific Resources for Individual Items

[] Written pediatric inter-facility transfer
agreements

Interfacilitv Transfer Toolkit

[] Written pediatric inter-facility transfer
guidelines

Interfacility Transfer Toolkit
Example

resuscitation

O Patlen’g, family, guardian, and caregiver Biveat Lkt Toolkit
education

[] Communication with the patient’s medical Direct Link to Toolkit
home or primary care provider as needed

[] Telehealth and telecommunications Direct Link to Toolkit

All-Hazard Disaster Preparedness

Guidelines for Improving Pediatric Patient Safety

Checklist Item

Specific Resources for Individual Items

Checklist Item

Specific Resources for Individual Items

Pediatric patient and medication safety needs are addressed

The written all-hazard disaster-preparedness plan addresses pediatric-specific needs within the core domains

[] Children are weighed in kilograms only

eBroselow System

[] Pediatric surge capacity for injured and non-
injured children

ASPR TRACIE Pediatric Surge Annex

[] Decontamination, isolation, and quarantine of
families and children of all ages

AAP Decontamination

REMM: Decontamination of Children (video)

[] For children who require emergency
stabilization, a standard method for estimating
weight in kilograms is used (e.g., a length-
based system)

Pediatric Resuscitation and Emergency Medications -

Excel Calculator

[] Minimization of parent-child separation

Location for Family Reunification

Checklist for Locating Families

[[] Infants and children have a full set of vital
signs recorded

[] Tracking and reunification for children and
families

Family Sign-In and Tracking Form
Unaccompanied Minor Tracking Form

[1 Process for safe medication delivery that
includes:

Quick Reference Code Cards

Vital Sien Agssessment Paoliev Fxamnle

Guidelines for ED Support Services

s Prescribing
s Administration

Checklist tem

Specific Resources for Individual Items

[] Disaster drills include a pediatric mass
casualty incident at least every two years

Disaster Planning: Preparing for Pediatric Surges

¢ Disposal

Revised: March 30, 2021

[] Medical imaging capabilities and protocols
address age- or weight-appropriate dose
reductions for children

SAMPLE Imaging and Radiology Poliev Template

General Resources

Revised: March 30, 2021

ACR Appropriateness Criteria® Suspected Physical Abuse—Child

Radiation Risk to Children From Computed Tomography

Children With Minor Blunt Head Trauma Presenting to the Emergency Department




National EMSC Related Updates

EMSC Grantee meeting August 31-September 2 (recordings available soon)

Hendry, Dully and Nasca presented on Child Abuse During the Pandemic:
Up, Down or Different?”

EMSC Communications: How to Share our Successes (Hendry representing
EMSC state partnerships); FL PEDReady newsletter highlighted

PECC workforce https://emscimprovement.center/collaboratives/pwdc/
September 1, 2021 — June 30, 2022

-EMSC Pulse monthly newsletter: main means of national communication
https://emscimprovement.center/news/

-NAEMSP Policy Statements coming soon on Pediatric Airway Management in the
Prehospital Setting


https://emscimprovement.center/collaboratives/pwdc/
https://emscimprovement.center/news/

Child Abuse During the Pandemic:
Up, Down or Different?

TR @ EMSC
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Don’t Forget: TEN 4 FACES

ABUSE: TEN4 FACES P
Any bruising to the:

Torso, Ears, or Neck

BRUISING RULES r Y

Torso Ears Neck
4 years & under

OR ANY BRUISING ON AN INFANT
4 MONTHS OR YOUNGER

4 yrs or under

Frenulum, Angle of jaw, Cheek, Eyelid, Sclera

Pattern

Or ANY bruising 4 months or under

is a significant indicator of child abuse.

m Pierce MC, Kaczor K, Lorenz DJ, et al. Validation of a Clinical Decision
Rule to Predict Abuse in Young Children Based on Bruising
Characteristics. JAMA Netw Open. 2021;4(4):e215832.
H#EMSC202Imeeting doi:10.1001/jamanetworkopen.2021.5832



New Regional Pediatric Pandemic Network will partner with EIIC

to build on EMSC disaster preparedness efforts (HRSA)
$9,700,000 per year/five-year grant

The five children’s hospitals are:

e UH Rainbow Babies and Children’s Hospital (lead center)

e University of California San Francisco-Benioff Children’s Hospital

e University of Louisville School of Medicine-Norton Children’s Hospital
e University of Utah, Primary Children’s

e Saint Louis University-Cardinal Glennon Children’s Hospital

Pls: Charles Macias, MD, MPH, Executive Director of the EMSC Innovation and
Improvement Center and Chief Quality Officer at Rainbow Babies and Children's, and
Christopher Newton, MD, FACS, FAAP, Medical Director of the Trauma Care Center and
Pediatric Surgery Department at Benioff Children's.



Florida EMSC/PEDReady Updates

Pediatric Emergency Education,
Advances , Resources & Literature

-State Awards

-PEDReady website: https://emlrc.org/flpedready/

-Report on recent educational sponsorships and meetings

 EMSC Sponsorship of 2021 Symposium by the Sea in August
* Pediatric Cardiac complications: COVID-19 & MIS-C by Drs. Zeretzke-Bien and
Swan
e Sudden Cardiac Arrest in Young Athletes by Dr. Carmen J. Martinez Martinez

* - FCEP’s 50th Anniversary Celebration during Symposium by the Sea,
“50 Years, 50 Voices” project: https://fcep.org/50years/



https://emlrc.org/flpedready/
https://fcep.org/50years/
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PEDREADY

Florida
Committee
on Trauma

Taking the "Trauma” out of Florida Pediatric Trauma Preparedness
and Management: A Multidisciplinary Educational State Initiative

Florida PED TraumaReady

FLORIDA

@ PEDRe ady UF | FLORIDA

College of Medicine — Jacksonville
Department of Emergency Medicine




Overall Goal

All Florida EDs and EMS agencies are
PEDTraumaReady

Funding:
University of Florida JHMHC Selfinsurance Program
UF W. Martin Smith Interdisciplinary Patient Safety Awards



Learning Objectives

Describe pediatric trauma epidemiology and trends

Understand unique anatomic, physiologic and psychologic
characteristics of the pediatric age groups that affect
response to injury and management.

|dentify current challenges and priorities in managing and
transporting pediatric trauma patients

Review current pediatric trauma protocols, guidelines,
literature, and resources to use for advanced preparation

Discuss and complete interactive pediatric trauma and
burn case scenarios




FL TRAUMA PEDReady

Need updated list of trauma centers with contact phone number,
address, directions:
https://ahca.myflorida.com/MCHQ/Health Facility Regulation/Hospita

| Outpatient/reports/Hospital ER Services.pdf\

Burn centers in FL: https://floridacot.org/florida-burn-centers



https://ahca.myflorida.com/MCHQ/Health_Facility_Regulation/Hospital_Outpatient/reports/Hospital_ER_Services.pdf/
https://floridacot.org/florida-burn-centers

Risk of Traumatic Brain Injuries in Infants Younger
than 3 Months With Minor Blunt Head Trauma

 The PECARN traumatic brain injury ¢ https://www.annemergmed.co
low-risk criteria accurately m/article/S0196-0644(21)00298-
identified infants <3 months old at 5/fulltext
low risk of clinically important
traumatic brain injuries. However,
infants at low risk for clinically
important traumatic brain injuries
remained at risk for traumatic
brain injuries on CT, suggesting the
need for a cautious approach in
these infants.



https://www.annemergmed.com/article/S0196-0644(21)00298-5/fulltext

Risk of Traumatic Brain Injuries in Infants Younger than 3 Months With Minor Blunt
Head Trauma. Zaynah Abid, MD, MPH, Nathan Kuppermann, MD, MPH, Daniel J.
Tancredi, PhD, Peter S. Dayan, MD, MSc

Annals of Emergency Medicine
Volume 78 Issue 3 Pages 321-330.e1 (September 2021)

Absence of:

Glasgow Coma Scale score < 15
Other signs of altered mental status
Palpable skull fracture

Scalp hematoma (excluding frontal)
Loss of consciousness > 5 seconds

Not acting normally per parent
Severe mechanism of injury
¢ Fall > 3ft

¢ Motor vehicle crash with patient ejection, death of another passenger or rollover
¢ Pedestrian or bicyclist without helmet struck by motor vehicle
¢ Head struck by high impact object

£ 1)
ELSEVIER Copyright © 2021 American College of Emergency Physicians


http://www.elsevier.com/termsandconditions

65 with PECARN low-risk
variables missing

1 with missing ciTBI data

1081 total patients analyzed

514 met PECARN low-risk 567 did NOT meet
criteria* PECARN low-risk criteria*

633 patients who underwent CT
25 with ciTBI 103 with TBI on CT

*PECARN criteria were not established at the time of parent study; CTs obtained at the
discretion of treating clinician

Annals of Emergency Medicine 2021 78321-330.e1DOI: (10.1016/j.annemergmed.2021.04.015)
ELSEVIER Copyright © 2021 American College of Emergency Physicians



http://www.elsevier.com/termsandconditions

Florida EMSC/PEDReady Updates

Pediatric Emergency Education,
Advances , Resources & Literature

* May 2022 EMSC Day plans

* Rural update (Bedford)

* Florida FAN Report (Nasca)

* FCEP Pediatric EM Committee Update

* Request for badge buddies with pediatric VS, etc.
* EDs that don’t see children often



EMSC Committee: 4 PEDReady Work Groups

Pediatric Resuscitation
e -CARES update
* -FL Resuscitation Academy with pediatric add on

e -Other updates

Safe Pediatric Transport

PECCs and Pediatric Equipment Education

* National collaborative

e -Trauma Program Managers added upon request

* -Felix Marquez and VR: https://www.youtube.com/watch?v=UhcHFv1X9fl



https://www.youtube.com/watch?v=UhcHFv1X9fI

Pediatric Mental Health and Disaster

* JumpSTART badge buddy updates

» Eastern Great Lakes Pediatric Consortium for Disaster Response (EGLPCDR) educational
modules on JumpSTART

 TEEX Pediatric Disaster Response and Emergency Preparedness Course

e -Mental health- EIIC toolkit in progress
https://emscimprovement.center/education-and-resources/peak/pediatric-
suicide-screening-mental-health/

* -AAP pediatric mental health minute series:
https://www.aap.org/en/patient-care/mental-health-minute/



https://emscimprovement.center/education-and-resources/peak/pediatric-suicide-screening-mental-health/
https://www.aap.org/en/patient-care/mental-health-minute/

START Modified ADULT

(size, + 2° sex characteristics)

Move the Walking Wounded W

No Respirations after Head Tilt

CONTROL BLEEDING Red
Respiratory Distress (> 30/min) DELAYED  Yellow
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Perfusion (No Radial Pulse)

Green
Black

IMMEDIATE

Normal RPM, Follows Commands  DELAYED
CONDUCT SECONDARY TRIAGE IN THE TREATMENT PHASE

Mental Status

(Unable to Follow Commands)

FL MCI LEVELS

MCI Level 1: 5-10 victims
MCI Level 2: 11-20 victims
MCI Level 3: 21-100 victims

July 2021

MCI Level 4: 100 -1000 victims
MCI Level 5; Over 1000 victims

JumpSTART Modified

(Newborn to Young Adult*)

Move the Walking Wounded W

No Respirations and No Peripheral Pulse i==®/i]]
Respiratory Rate: > 45/min, < 15/min _
’ IMMEDIATE

or *Work of Breathing, obvious distress

No Respirations with Peripheral Pulse

Give 5 Ventilations via Barrier Device
Spontaneous Respirations Resume

IMMEDIATE

after 5 Ventilations

No Spontaneous Respirations Resume

after 5 Ventilations EXPECTANT
CONTROL BLEEDING

IMMEDIATE
IMMEDIATE

Alert, responds to voice, localizes pain DELAYED
*Presence of 2° sex characteristics; **Consider developmental level

Perfusion (No Palpable Pulse)

Mental Status™
Unresponsive or not localizing pain

July 2021 with permission ©Lou E Romig MD. emlrc.org/flpedready/
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Pediatric Mental Health and Disaster

Concussion season: A third of children and adolescents develop a mental health
problem after a concussion!
 HEADS UP to Schools: Online Concussion Training for School Professionals (CDC)

Infographic from Michigan and Ohio:
https://media.emscimprovement.center/documents/FINAL HVA and Children.pdf

New federal funding for pediatric mental health

* https://mchb.hrsa.gov/maternal-child-health-initiatives/mental-behavioral-health/arp-
pediatric-mental-health

Contacting guardians of minor baker acts and incarcerated children


https://media.emscimprovement.center/documents/FINAL_HVA_and_Children.pdf
https://mchb.hrsa.gov/maternal-child-health-initiatives/mental-behavioral-health/arp-pediatric-mental-health

'8 3] @ Centers for Disease Control and Prevention
\ CDC 24/7: Saving Lives, Protecting Pecpla™

New HEADS UP Concussion Training for School Professionals.
Plus, new reports from CDC’s Traumatic Brain Injury Team

ONLINE CONCUSSION TRAINING
for School Professionals

-
k3

The HEADS UP to Schools: Online Concussion Training for School Professionals is designed to help
classroom teachers (grades K-12), school administrators, paraprofessionals, teachers’ aides, and other staff
whao work with students understand:

* How a concussion may affect a student's learning, emotions, and behavior.
* How to identify and monitor signs and symptoms of concussion.
+ How to help students successfully return to school and recover from a concussion.

This free training will take about 45-60 minutes to complete. It features easy-to-follow information with
knowledge checks and illustrated case studies that showcase a variety of scenarios to help you apply the
information presented and achieve the key learning objectives of the course.

Check out the CDC HEADS UP frainings on concussion:




Children and Disaster

Emergency Management: Threat Assessment,
Hazard Identification, and Risk

Over 4.7 million children live in Michigan and Ohio

3%

%

0%

- 27
o
17 b 17% 17%

e

o

=

o

e
By A

Michigan

p{F
®0T04 @5Tou UL @ isT017

Children are a high-risk vul ble population and are i ly left
out of hospital & regional threat and hazard assessments.
Including children in threat and | | t
opportunities to avoid, control, and red ity impact
as well as p te whole ity engag t & capability
m] I:ID ] ] I:||:| o o DD 0 ] |:.||:| o u] |:|I:| )
oooo ooog apao oooo oooo
OFF o (o] iy [} a u] u] u]
National nediaiioreadi sooras farRospitalatu

Michigan/Ohio was 66/67 out of 100 in 2014. While these scores fall
within the national average, higher scores are known to be associated

with i diatric care

According 1o KIDS COUNT Data Center in 2019
18% of Ohio and Michigan children live in poverty.
Planning for children is essential for sheler &
food assistance programas. Disaster events
increase the need for food and shelter
assistance and have lasting community impacts.

A Cenier for American Frogress 2020
analysis reported that 30% of the
Ohio/Michigan Health Care workforce have
children « 14 yoars old. Planning with
childeare and schools preserves local and
reglonal health provider workforcs,

Child-Centric Disaster Readiness
Sources: American Academy of Pediatrics, FEMA & CDC

M
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Children and Disaster

Emergency Management: Threat Assessment,

ation, and Risk

Regional
Healthcare Coalition
2020 Top 5 Hazard
Vulnerabilities

https://media.emscimprovement.ce

2

Awareness: ~hore were 70 school shectings in Michizan and 55 in Ohio in 2020 Most

sheerings occur within proximiry re schools.

= Preparedne: iiv sheoter drills in schools were associated with 44129 ncrease in
anxicty & stress and 39% in depression. The American Acadery o Fediatrics
racermrands that drills be cond.ucted in a manner that does ner traumatiza children.

® Response: Poys 431 riage assists providers in &llecating nental nealth resources to
chiledrer and adults after the avent. Limiting childrans media exposre when an

incident eoc.im reduces angiery. Practice age-approprizte community messaging 1o

reassure children.
Active = Mitigation: Stog-the-tleed waining is for cveryone, inclucing middle and high schocl
nte r/d O C u m e nts/ F I N A L H VA a n d C stadents. | lgspitals noed to cnsJre there is a practiced plan “or “amily rednfication
Shooter  andunaccompanied chidran

hildren.pdf

4
Mass

Casualty

Awareness: (rly 13% of cammunities have a mass casualty plan thar includes
children. Traira accounts for approximately 20% of pediarric EMS ancountars
andder noreal conditicns, Children are a8 graater sk ¢* olnt chest and abdominal
traurrs, including traurratic esphysia,

Preparedness: Adopting a single standard for pediatic triage such as |ompSTAR™
or SALT improves on-scenc tiage botween respendars,

Response: Children with critical trauma or burns resire a regional coordinated
system of respens2. EMS ransport moruzl aid, including aircransport to distann
peciariic regiona cenrers, should be anticipared,

Mitigation: Promate Stop-the-Bleed Programs, Flace step-the-bleed kirs with
pablic access deficrilaters

EASTERN GREAT LAKES CONSORTIUM FOR PEDIAT

DISASTER RE

NSE APRIL 202

EASTERN GREAT LAKES CONSORTIUM FOR PEDIATRIC DISASTER RESPONSE APRIL 2021



https://media.emscimprovement.center/documents/FINAL_HVA_and_Children.pdf

PECCs and Pediatric Equipment Education

* Need section on website
e EIIC Collaborative
e Updates and ideas from PECCs



https://www.aap.org/en/pages/2019-novel-coronavirus-covid-19-

infections/children-and-covid-19-state-level-data-report/

“225,978 child COVID-19 cases 9/9/21-9/16/21 (5,292,837 to 5,518,815) and children
represented 25.7% (225,978/878,977) of the weekly reported cases”

Children and COVID-19:
State Data Report

A joint report from the American Academy of Pediatrics and the Children’s Hospital Association

Summary of publicly reported data from 49 states, NYC, DC, PR, and GU

Version: 9/16/21

* Note: The numbers in this report represent cumulative counts since states began reporting. The data are based on how public agencies collect, categorize and
post information. All data reported by state/local health departments are preliminary and subject to change and reporting may change over time. Notably, in the
summer of 2021, some states have revised cases counts previously reported, begun reporting less frequently, or dropped metrics previously reported. For examp
due to several changes on their dashboards and the data currently available, AL, NE, and TX data in this report are not current (cumulative data through 7/29/21,
6/24/21, and 8/26/21 respectively). Readers should consider these factors. States may have additional information on their web sites.

M & CHILDREN'S . R
}1 4 HospitaL American Academy of Pediatrics [f4g:

ASSOCIATION  [EDICATED TO THE HEALTH OF ALL CHILDREN® i,



https://www.aap.org/en/pages/2019-novel-coronavirus-covid-19-infections/children-and-covid-19-state-level-data-report/

https://abcl13.com/houston-coronavirus-11-month-old-girl-with-covid-baby-
treated-at-hospital-150-miles-away-hospitals-running-out-of-space-for-
patients/10933199/

https://files.asprtracie.hhs.gov/documents/aspr-tracie-pediatric-lessons-learned-
from-covid-19-immediate-and-future-implications.pdf

Drug-related 911 calls for youth jumped 43% in 2020 (NEMSIS):
https://www.reuters.com/article/us-health-coronavirus-trauma-specialrepo-
idUSKBN2FE14C

https://www.cdc.gov/mis/mis-c/hcp/provider-
resources/index.html?s cid=misc-
006&utm source=CDC+COCA+Newsletter&utm campaign=MISC

https.//www.covkidproject.org/



https://abc13.com/houston-coronavirus-11-month-old-girl-with-covid-baby-treated-at-hospital-150-miles-away-hospitals-running-out-of-space-for-patients/10933199/
https://files.asprtracie.hhs.gov/documents/aspr-tracie-pediatric-lessons-learned-from-covid-19-immediate-and-future-implications.pdf
https://www.reuters.com/article/us-health-coronavirus-trauma-specialrepo-idUSKBN2FE14C
https://www.cdc.gov/mis/mis-c/hcp/provider-resources/index.html?s_cid=misc-006&utm_source=CDC+COCA+Newsletter&utm_campaign=MISC
https://imsva91-ctp.trendmicro.com/wis/clicktime/v1/query?url=https%3a%2f%2fwww.covkidproject.org&umid=666F39A3-C9CC-BF05-AEF1-5E668400975E&auth=f717728ea12e7e4b3bc261b22673ae2801b01ac9-49c2139efb4605bf7553dc3765294af553d44f97

Cumulative Incidence of COVID-19 in Children and Teens
Reported cases per 100,000 Population
Updated 09/17/2021 covkidproject

Cumulative Incidence Rate
(cases per 100,000 population)

M 1. <6,000

M 2. 6,000-6,999
M 3. 7,000-7,999
M 4. 8,000-8,999
[ 5. 9,000-9,999
[ 6. >10,000




COVID-19 Hospitalizations Dashboard

Scroll down or select: National or

Pediatric Patients Currently Hospitalized with Confirmed COVID-19
United States 9/17/2020 to 9/22/2021

Total Pediatric Patients Hospitalized

245 I | 163
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Upcoming Meetings of Interest

* Next EMSC Advisory Committee meeting
proposed for week of January 17-21% in Daytona (Fire East)

 FAEMSMD (https://faemsmd.org/) next meeting TBD
* FL EMS Update + Eagles Webinars Tuesday’s - 11:00 AM to 12:30 PM

* Next Resuscitation Academy ?
e Handtevy Pediatric Pre-Hospital Instructor Course-EMS World Oct. 5t

e ? Others


https://faemsmd.org/

Thank You!

* New Business

 Questions

Auto Strap for
front-seat tots * Announcements
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The 9 National EMSC Sate Performance Measures

Pre-hospital

* Availability of EMS pediatric patient care data

e Coordination/advocacy for pediatric emergency care within EMS system
PECC or Champion

* Proficiency of EMS providers in the use of pediatric-specific equipment

Hospital

e Facility recognition programs (pediatrics, trauma, etc.)

* Guidelines and interfacility agreements for transfer of pediatric patients

Program sustainability

e EMSC advisory committee ¢ Pediatric representation on EMS board

* Integration of EMSC priorities into state/territorial law or regulations



To better understand the EMS systern's ability to care for pediatric
@ N E DAR C patients, the EMS for Children Program conducted a national survey of
EMS agencies. The following are the resulfs of this quality improvement
National Emergency Medical effort. EMS agencies can learn more about their state efforts by
Services for Children contacting their state EMS for Children Program Manager shown in the
Data Analysis Resource Center Resources sections of this 3-page report.

2021 National EMS for Children Survey Results

@ 15,768 Percent & Type/Method 3kill Checking
" ¢ | EMs agencies Reported

were sent survey

Demeonstration Skill e (n=4,923)

Types of Methods for Simulation Observation {n=4,65?]

Physically . _
Demeonstrating Correct Field Observation ‘”:1’”5]

Use of PEDIATRIC- . - —__
SPECIFIC Equipment Frequency of Skill-Checking on Pediatric

Equipment

Demonstration

Skill No Training at All or _
Very Little Training (0 ptz) [— 07 (0=1.302]

Observatt it sexeo)
- 56.6% [n=3.911
Observation (1-5 pts) o L
Meoderate Training _
s Y 1025 1529

1 Field Observation Extensive Training B MEDIAN
(9-12 pts) 5.4% (n=371) SCORE=3

Click here and go to page 15 to see how the skill-checking points were caolculated.

Resources
Pediatric Readiness in EMS Signiﬁcq nce
Systems (joint policy statement)

* Prehospital Pediatric
Readiness Toolkit

* Simulation-based assessment
of paramedic pediatric

The processes & frequency of skill-checking evaluations for EMS providers has
long been established as important for the maintenance of skills when
treating patients for improved pafient cutcomes.™

Miller's Model of Clinical Competence provides a framewaork for clinical
evaluation that thecrizes that competency for clinical skills can be

resuscitation skills (abstract) demonstrated for EMS through a combinafion of skill stations, case scenarios
* Use of Pediatric-Specific & simulations, & real-life field observations with a frequency of at least twice
Equipment {video) ayear®

» State EMS for Children Program 1. Lammens, R. L, Byrwa, b L, Foles, W. D., & Hale, B AL |2009). Simuiofion-bosed Assesment of Poromedic Pediatic

" Bezuzciigtion Sils Prehaspital Emengency Care, 13(3], 345384
Manager List (online database) 5u, E. Schmidt, . A., Mann, N, C., & Zechnich, A. D. [2000). A Randomized Controled Tral fo Assess Decay in
Acquired Knowledge Among Poramedics Complefing o Pediaiic Resusciiotion Course. Acodemic Emangency
Prepared by the Mational EMS for Children Medicing, T[7), T79-T84.
Data Anﬂ[}fsl‘s Resource Cenfer fNEDP’lRC} Miler GE. The Assessment of Clinkcal SdisfCompeience/Perdomance. Acod Med 1990 A5543-47.
located at the University of Utah School of Ends tor Children Perfomance Megsres:
Medicine. July 2021 www.nedarc.org v, UT: MEDARC; 2017,
This report i supported by the: Health Resources and Ierdces Adminstrafion [HRE3A) of the U3, Deportment of Health and Human Services [HHE| as part of the Emergency
Medical Services for Children Dota Cenber oward fofaling $2,000,000 with 0% financed with non-govemmental sources. The confents are thase of the authar(s) and do not
necessarly represant the official views of, nor an endomement, by HESA, HHS, ar the U3 Governmient. For more informafion, please visit HESA gov.

W

@

Hational En for Children Dala Andiysis Resource Center [MEDARC)
Impiementation Manwal for Slode Porfneship Grantees. Salt Lake Ci

*

To better understand the EMS systemn's ability to care for pediainc
patients, the EMS for Children Program conducted a natfional survey of

@ EMS agenciss. The following are the results of this quality improvement

National Emergency Medical effort. EMS agencies can learn more about their state efforts by
Services for Children contacting their state EMS for Children Program Manager shown in the
Data Analysis Resource Center Resources sections of this 3-page report.

2021 National EMS for Children Survey Results

@ 15,768 PECC at Agencies
’- ‘ EMS agencies

were sent survey

Plans to Add a PECC [} 43% (n=2%9)

interested in o PECC [N 15.2% (n=1.257)
individual(s), N R — 7571

What is a PECC?
A designated

often called

. a Pediatric Agencies who Have a PECC - Top §
mergency Care

Coordinator or PECC, wholiuia sl R 2eleg 1T} -

is reSpOﬂSib'G for Promote pediatric continuing education opportunities ¥7.0%
coordinaTing i E that fell iders foll diatric clinical i 75.6%
PO nsure that fellow providers follow pediatric clinical practice A%
;gggglc?njng ':]_EDI':'TRJC- guidelines and/or protocols
acrtvimnes roran
., Erzure the availability of pediatic medications, equipment, §2.3%
EMS ggency. This and supplies
deIdUGI{S] could serve as Ovwversee pediatric process improvement initiatives 87.9%

the PECC for one or mare

EMS cgencies. Ensure the pediatric perspective is included in the 83.2%
developrment of EMS protocols

Resources o
Pediatric Readiness in EMS SIQI'IIﬁCCI nce
Systems (joint policy statement)

A study of the readiness of hospital emergency departments [EDs) to care for

* Pediatric Emergency Care children has shown that EDs are more prepared to care for children when there iz a
Coordinator Learn ing PECC who iz responsikle for championing & making recommendations for policies,
= training, & resources perfinent to the emergency care of children.” While this study
. W [webpcgg] was conducted in EDs, the 2020 joint policy statement ? Pediatric Readiness in EMS
Fediairic Emergency Lare Systems, states the importance of EME physicians, administrators, & personnel to
Coordinator [vfdeo] collaborate with pediatric acute care experts to optimize EMS care for children to

+» Prehospital Pediatric improve outcomes. In further support of the importance of EMS agency PECCs, a
R di pit Toolkit recent study “found that the availability of a PECC in an agency is associated with
Readiness Toolkit increased fregquency of pediatric psychomotor skills evaluations. ™

+ State EMS for Children Prﬂrﬂm . Gausche-Hill, M. Ely, M., Schmuhl, P, Tetiord, R.. Remick, €. £, Edgerion, £ A, & Clson, L M. [2015). A Ngligng

Assessment of Pediatic Reodness of Emengency Deporiments. JAMA Pediafrics, |49(4), 527-534.

Mer_u“ [Oﬂﬁ-ﬂ& dﬂfﬂb{l&el . Moore, B, Shah, ML I, Owusu-Ansoh, 5., Geoss, T, Brown, K., Gousche-Hil, W, Remick, K. Adalgak, K. Lyng, L.
Rappaport, L. & Snow, L. | 2020). Pedighic Reodiness in Emegency Medical Services Svsterns. Prehospifal
Prepared by the National EMS for Children Emergency Core. 24(2), 175179
Diata Analysis Resource Cenfer (NEDARC], 9. Hewes, H. A, Ely, b, Richards, R, Shab, b L, Busch, 5, Pikey, 0, Dion Hert, K., L Olson, L M. |[2018). Feody for
located at the University of Utah School of Children: Assessing Pediatic Care Coordinafion and Prychomotor Skils Evaluation in the Prehospital Satting.
Medicine. July 2021 www.nedarc.org Prehospital Emergency Care, DO 2101080/ 109031 27.20148.1 542472,

This report & supported by the Health Resources and Zervices Administafion (HREZA) of the U.E. Depariment of Heclth and Human Services [HHE| az part of the Emergency
Medical Services for Children Data Cenber award fofaling 32,000,000 with 0% firanced with norrgovermmental sources. The conients are these of the quthors) and do not
recessarty represent the offcial views of, ror an endosement, by HRZA, HHI, or the LS. Govermment. For moee information, please visit HRA gov.



Florida EMS for Children Program ‘

2021 EMS Agency Survey ReSUItS Overview | Agency Map of Respondents | EMSC 02 Trending | EMSC 03 Trending | Demographics | PECC Overview | Skill Checking Overview

Legend:

Florida EMS Agency Respondents Location by Highest Licensure - 2021

Florida Data Collection Numbers: Survey Year:  County: Urbanicity: EMSC 02: v EMSCO3:  PedatricVolume:  Agency Type
[z021 =] [am ~ | [can) ~ | [can) v | [eam v | [ran v | [ean -

Number of Respondents: 99

Number Surveyed: 195 0 Ty
Response Rate: 50.8% | Mobile N i ® © W | [ ‘
+ | _ ¢ - R T Y ~
. . i @ - — . 5 ackegavill
Number of Records in Dataset (after data cleaning)*: 99 & @ /
*Dzta cleaning includes removing agencies that do not respond to 911 and duplicates, etc. ; O

Number of Records Used in Performance Measure Calculation (see below): 98

Performance Measures EMSC 02 and EMSC 03: ® . . .
e | #
@

O

] @ ;

Performance Measure Exclusions*: ® ®

Indian Health Services or Tribal Agencies Participating: 0, Military Facilities e® | i
O

Participating: 1, Air-Only Agencies: 0, or Water-Only Agencies: 0. ~
® :
*The agencies listad above are excludad from any final calculations related to the Performance Measures (see ‘ @

nelow). However, all states and/or tarritories wers given the opportunity to survey these agencies for additional : : o
reporting based on state interest and need. Therefore, information from these agencies is included in all other data ® =3

points. -
@
. 1
a @

Pediatric Emergency Use of Pediatric-Specific so
Care Coordinator (EMSC 02): Equipment (EMSC 03): : ’ !
<5

48.0% 23.5%

(47/98) (23/98)
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Trauma Centers % Population <= 19 years

g Level I

qr  Level II SR

gF Level II and Pediatric 17% - 20%
gk Pediatric

- 21% - 23%
- 24% - 25%

11/20/2020

Florida Department of Health

Division of Emergency Preparedness and Community Support 0 50 100
Bureau of Emergency Medical Oversight L 1 1 I | ] 1

Eme rgency Depa rtments
O Integrated
@ Stand Alone

200 Miles
|

Percent of Population
Ages <= 19 In
Relation to Trauma
Centers and
Emergency Departments

Disclaimer: This thematic
map is for reference purposes.
Any reliance on the information

contained herein is at the

user's own risk. The Florida
Department of Health and its
agents assume no responsibility
for any use of the information
contained herein or any loss
resulting there from.

Now up to 308 EDs

299 EDs: 215
Integrated ED's, 84

Stand Alone (AHCA)

87 Off-Site EDs as of
02/01/2021

~286 EMS agencies
17 CH
15 TC w/ peds

4 Burn Centers
w/ped capability
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