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Nalional
Pediatric Readiness — What is 1t? NN - -
T S—

N Fediatvie Readiness Croject
« The ability of healthcare group (EMS, ED, etc) t0 &nsuring Emergency care for all Children

care for critically ill children.
* Not just trauma -> medical emergencies also.

“The National Pediatric Readiness Project is a multi-
phase quality improvement initiative to ensure that all
U.S. emergency departments have the essential
guidelines and resources in place to provide effective

emergency care to children.”
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Pediatric Readiness: Why are we talking about this?

A
of the AMERICAN COLLEGE
OF SURGEONS

Resources for Optimal Care
of the Injured Patient

facs.org/vrc

Babies & Children’s
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m Pediatric Readiness—Type II

Applicable Levels

LI, LIL LIII, PTCI

Definition a

In all trauma cent
evaluate its pediat
deficiencies.

Additional |

“Pediatric readine
and coordination
policies, equipmer
center is prepared
The components tl
Resources section

Measures o

Gap analysis with
readiness

—
Resources

Pediatric readines
center/domains/pej

Other resources to address deficiencies: hitps://
emscimprovement.center/domains/pediatric-readiness-project/

readiness-toolkit/

Applicable Levels

LI, LII, LIII, PTCI, PTCII

Definition and Requirements

In all trauma centers, the emergency department must
evaluate its pediatric readiness and have a plan to address any
deficiencies.

References

Remick K, Gausche-Hill M, Joseph MM, et al. Pediatric
Readiness in the Emergency Department. Pediatrics.
2018;142(5):e20182459. doi:10.1542/peds.2018-2459.
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The Data — Important Facts

« 22% of the US population are children.

« 5000 EDs in the US. About 140 million visits per year.
« > 80% of pediatric ED visits are to general EDs.

« EMS transport of critically ill children is a rare event.

«  Critically ill children are seen relatively infrequently.

« >80% of EMS agencies see <8 children / month.

«  Hospitals with high ED readiness scores demonstrate a 4-fold lower rate of
mortality for children with critical iliness than those with lower readiness
scores.

J ‘ A .
University Hospitals Rainbow Cleveland | Ohio
abies ildren’s
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Pediatric Differences

 There are true anatomic and physiologic differences.

 Airway / Breathing ->
« Small oral cavity & large tongues & tonsils. Large occiput.
« Larynx is more cephalad and anterior. Floppy U shaped epiglottis.
« Hypoxia is most common cause of cardiac arrest.

« Head ->

« TBI is the leading cause of mortality. Large head.

« Cranium thinner and less protective. Significant force transmission.
 Circulation ->

« Challenging vascular access and shock recognition.
 Different vital signs. Hypotensive is the last step before death.

J ‘ A .
University Hospitals Rainbow Cleveland | Ohio
abies ildren’s
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Physiologic Differences — Disaster Medicine

U
9 University Hospitals

Pediatric characteristic

Respiratory

Gastrointestinal

Special risk during disaster

Higher minute volume increases risk from exposure to inhaled
agents. Muclear fallout and heavier gases settle lower to the
ground and may affect children more severely.

Higher risk for dehydration from vomiting and diarrhea after
exposure to contamination.

Higher body surface area increases risk for skin exposure. Skin

is thinner and more susceptible to injury from burns,
chemicals, and absorbable toxins. Evaporation loss is higher
when skin is wet or cold, so hypothermia is more likely.

Endocrine

Thermoregulation

Developmental

Psychological

Increased risk for thyroid cancer from radiation exposure.

Less able to cope with temperature problems, with higher risk
for hypothermia.

Lower ability to escape environmental dangers or anticipate
hazards.

Prolonged stress from critical events. Susceptible to
separation anxiety.

Adapted from AAP, Pechamc Edvcason lor Profbospital Professionals, [ones & Bartert Publishers, London, 2006,
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Pediatric Readiness
Why Is this important?
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« 2007 Institute of Medicine report

EMERGENCY CARE « Acall to action.

FOR CHILDREN _ o
GROWING PAINS  Children represent 27% of all ED visits.

 Only 6% of EDs have essential pediatric
equipment.

« Continue pediatric education is NOT
required for most EMTSs.

 Most disaster preparedness plans don't
Include needs of children.

FUTURE OF EMERGENCY CARE

« Failure to recognize child abuse is wide
spread.

g N : i~ Institute of Medicine Committee on the Future of Emergency Care in the U.S.
Universi Itals alnbo

b . ; ) Cleveland | Ohi 9
Babies & Children’s Health System. Washington, DC: National Academies Press; 2006. eveland | Ohio



FOR CHILDREN

FUTURE OF EMERGENCY CARE

« EDs and EMS agencies should appoint a
EMERGENCY CARE pediatric emergency care coordinator

GROWING PAINS (PECC)

Ensure skills and knowledge
Oversee pediatric QI initiatives

Ensure availability of pediatric
medications/equipment

Pediatric protocols and procedures

 More training and guidelines is not sufficient

Institute of Medicine Committee on the Future of Emergency Care in the U.S.

Cleveland | Ohio 10
Health System. Washington, DC: National Academies Press; 2006. eveland] Ohic



The Current State of our
Emergency Care System

HOSPITAL-BASED

EMERGENCY CARE
AT THE BREAKING POINT

Overcrowding

ED environment difficult to control

EMERGENCY

MEDICAL SERVICES
AT THE CROSSROADS

Prioritization of adult metrics/outcomes =>
limited resources and effort to address pediatric
metrics/outcomes

FUTURE OF EMERGENCY CARE

FUTURE OF EMERGENCY CARE

Critically ill children are seen relatively
infrequently

' i\
E | | ‘ University Hospitals Rainbow
Babies & Children's
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Epidemiology of Pediatric N
Prehospital Emergency Care

HOSPITAL-BASED

EMERGENCY CARE
AT THE BREAKING POINT

« >6 million EMS transports per year
= Children account for ~10%
s <1% critically ill (pediatric arrests)

=« Most EMS agencies (>80%) see < 8
children/month

EMERGENCY

MEDICAL SERVICES
AT THE CROSSROADS

FUTURE OF EMERGENCY CARE

FUTURE OF EMERGENCY CARE

« Variability in care across agencies:
« trauma/pain, seizures, respiratory distress, cardiac arrest

= Most providers report <3 pediatric calls/month

' i\
E | | C ?Uni\;ersity Hospitals _Rainbowy . .
Babies & Children's Meckler, Leonard, Hoyle. Clin Ped Emerg Med, 2014.



The State of Prehospital Emergency Care

for Children

« >80% EMS agencies see < 8
children/month

= Known gaps in day-to-day readiness
« Written pediatric protocols
« Pediatric equipment

« Pediatric education requirements for
licensing (82%)

= Lags in translation of pediatric evidence
base

/AN

Rainbow
Bahies & Children's

@ E | | ‘ ?Uni\;ersity Hospitals

Federal Interagency Committee on Emergency Medical Services. 2011. www.ems.gov

EMERGENCY

MEDICAL SERVICES
AT THE CROSSROADS

Annual 911 Pediatric Call Volume

NONE: No pediatric calls in the last year

FUTURE OF EMERGENCY CARE

LOW: 12 or fewer pediatric calls in the last year (1 or fewer
pediatric calls per month)

MEDIUM: Between 13-100 pediatric calls in the last year
(1-8 pediatric calls per month

MEDIUM-HIGH: Between 101-600 pediatric calls in the last
year (8-50 pediatric calls per month)

HIGH: More than 600 pediatric calls in the last year (more
than 50 pediatric calls per month)

POLICY STATEMENT
Equipment for Ground Ambulances

=

AMERICAN ACADEMY OF PEDIATRICS, AMERICAN COLLEGE OF EMERGENCY PHYSICIANS, AMERICAN COLLEGE
OF SURGEONS COMMITTEE ON TRAUMA, EMERGENCY MEDICAL SERVICES FOR CHILDREN, EMERGENCY NURSES
ASSOCIATION, NATIONAL ASSOCIATION OF EMS PHY SICIANS, AND NATIONAL ASSOCIATION OF STATE EMS OFFICIALS

Carlson JN, et al. Pediatric Critical Care Medicine. 2015;16:e260-e267.
Shah MN, et al. Prehosp Emerg Care. 2008;12:269-276.



Original Investigation

A National Assessment of Pediatric Readiness
of Emergency Departments

Marianne Gausche-Hill, MD; Michael Ely, MHRM; Patricia Schmuhl, BA; Russell Telford, MA;
Katherine E. Remick, MD; Elizabeth A. Edgerton, MD, MPH; Lenora M. Olson, PhD, MA

 Assessment of 5017 EDs (24 million peds visits).
« 55 question survey (83% compliance)

/0% had low peds volume (<14 kids per day).

Higher volume had higher pediatric readiness scores.

Conclusions:
« PECCs are key to pediatric readiness.

u m
Qumversity Hospitals Ranbow JAMA Pediatr. 2015;169(6):527-534. doi:10.1001/jamapediatrics.2015138

Cleveland | Ohio
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Pediatric Disaster Preparedness: Are We Really Prepared?

Marianne Gausche-Hill, MD, FACEP, FAAP

« Surveyed 42 DMAT teams

» 30-85% victims are children
» Lacked peds airway equipment, IV, training, protocols, etc.

« 70% of US EMS systems have no school mass casualty plan.
« Survey of 2000 superintendents: only 43% knew the local EMS plan.

 Only 12% of disasters drills include pediatrics.

| The Journal of TRAUMA® [njury, Infection, and Critical Care + Volume 67, Number 2, August Supplement 2009

AN

U
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Babies & Children'’s



How do we fix this?
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Joint Policy Statement—Guidelines for Care of | |comme oupeonraic ewescenc veoine

AMERICAN COLLEGE OF EMERGENCY PHYSICIANS

Children in the Emergency Department PEDIATRIC COMMITTEE

EMERGENCY NURSES ASSOCIATION

PEDIATRIC COMMITTEE

« 2008 policy statement to set the stage for improvement.
 ED must have physician and nursing pediatric care coordinators.

 Providers must have the “necessary skill, knowledge, and training
In the emergency evaluation and treatment of children of all ages.”

« Pediatric patient care review must be incorporated in QI/PI plan.
« Pediatric specific guidelines.

* Guidelines for the care and maintenance of pediatric meds &
equipment.

. AN
guniversity Hospitals Rainbow PEDIATRICS Volume 124, Number 4, October 2008 Cleveland | Ohio 18
Babies & Children’s



National Projects to Address the Need.
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EMSC Innovation and
Improvement Center
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WRAP-EM

Western Regional Alliance for

American Academy
of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDEEM™
Nalonal

Fediatvic Readiness Croject ot |
Ensuring Emergency Care for All Children - K i
Podiatric trauma society

Pediatric Emergency Management

AMERICAN COLLEGE
OF SURGEONS

APSA  §g¢ THE

23?3{2‘;?2!’2‘22’{2&2; “I‘E COMMITTEE

Saving Lifetimes “ O N T R A U M A
. ®
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Emergency Medical Services for Children

« Mission: to reduce childhood morbidity and mortality due to severe iliness or trauma.
* Administered by the Health
. Response
Resources and Services
Administration (HRSA), within the Injury Prehospital
Department of Health and Human Prevention Care

Services .
a9\ Emergency Medical
.8’/ Services for Children

* Focus on enhancing the pediatric
capability of existing EMS systems Interfacility
(AN

E | | ‘ University Hospitals Rainbow
Babies & Children's

* Authorized by Congress in 1984

Fece Uorkgorce

Developrment Collaborative



HRSA-EMSC Programs

(’) Emergency Medical
Services for Chlldren National EMSC Data

Analysis Resource
Center (NEDARC)

I \NEDARC
al
Nl Y Podiatric Readiness Project
M Ensuring Emergency Care for All Children

State Partnership
Programs

EMSC Innovation
and Improvement
Center (EIIC)

®EIIC

Emergency Medical Services for Children
Innovation and Improvement Center

Pediatric Emergency Care
Applied Research Network
(PECARN)

» ?&CC U orkgorce

Developrment Collaborative



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.
. A ’ ¢
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EMS for Children
Innovation and Improvement Center (EIIC)

= Mission: Accelerate improvements in guality of care and
outcomes for children who are in need of emergency care

=« Use a quality improvement science-based model

= Link resources, efforts, and entities to decrease child
mortality and morbidity due to iliness or injury




EMSC Innovation and Improvement Center - ‘

Dell-Rainbow-Baylor-Lundquist-Yale

Advisory Board

AAP, ACEP, ACSCOT, ENA, NASEMSO
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2018: Pediatric Readiness in the Emergency Department

PO LlCY STATEM ENT Organizational Principles to Guide and Define the Child Health Care System

E ‘ I and/or Improve the Health of all Children

ASSOCIATION
EEEEEEEE

S American College of
=i Emergency Physicians'

of Pediatrics

Pediatric Readiness in the
Emergency Department

Katherine Remick, MD, FAAP, FACEP, FAEMS 22 Marianne Gausche-Hill, MD, FAAP, FACEP, FAEMS, 321
Madeline M. Joseph, MD, FAAP, FACEP£" Kathleen Brown, MD, FAAP. FACEP! Sally K. Snow, BSN, RN, CPEN
Joseph L. Wright, MD, MPH, FAAPK! AMERICAN ACADEMY OF PEDIATRICS Committee on Pediatric
Emergency Medicine and Section on Surgery, AMERICAN COLLEGE OF EMERGENCY PHYSICIANS Pediatric
Emergency Medicine Committee, EMERGENCY NURSES ASSOGIATION Pediatric Committee

¢ \LA
EMERGENCY NURSES. Amerlcaﬂ Academ "\

@ DEDICATED TO THE HEALTH OF ALL CHILDREN"

/AN

U
E | | ‘ University Hospitals Rainbow
Babies & Children's

Equipment,
Supplies, and
Medications

Support
Services

Physicians,
Nurses, and
Other
Healthcare
Providers

Administration
and Coordination

Quality
Improvement

Policies,
Procedures,
and Protocols

Fece Uorkgorece

Devetopment Collatorative




Fediatvic &eadiness ﬁg’acf oy

Ensuring Emergency Care for All Children

Goal: Ensure high quality emergency care

for all children Emergency Medical
Services for Children

= Phase 1: 2013 National Self-Assessment i American College of
g g ) 22 Emergency Physicians

(WWW' pe SIS V'O rg ADVANCING EMERGENCY CARE_\/L

= Phase 2: Improvement efforts |
(www.pediatricreadiness.org) ﬁ“ﬁiﬁﬁ fgcademy
| Phase 3: 2021 National Re_Assessment DEDICATED TO THE HEALTH OF ALL CH.IEI]?I:I?N”

E | | C I . NN EMERGENCY NURSES ASSOCIATION
University Hospitals Rainbow =
? Babies & Children’s SAFE PRACTICE, SAFE CARE


http://www.pedsready.org/
http://www.pediatricreadiness.org/

National Assessment of Pediatric Readiness of
Emergency Departments

WPRS 68.9 61.4 69.3 74.6 89.8
Median (56.1, 83.6) (49.5, 73.6) (57.9, 81.8) (60.9, 87.9) (74.7,97.2)
(IQR)
p<0.0001
* Low pediatric volume (<1800 pediatric visits/yr) Gausche-Hill et al. JAMA Pediatr. 2015
* Medium volume (1800-5K visits/yr)
* Medium high volume (5-10K visits/yr)
* High volume (10K+ visits/yr) )
Nabsonal
T~ —
E | | C gunlvers“y Hospltals BabiERSagltnEﬁml'Eﬁ'S %{/fﬁﬁ”fﬂ l{?gﬁ(/fh&cg ﬁ’?/’gf{

Ensuring Emergency Care for All Children



Emergency Department Pediatric

Readiness and Mortality in Critically

[11 Children

Stefanie G. Ames, MD, M52 Billie 5. Davis, PhD? Jennifer R. Marin, MD, M3c®? Ericka L. Fink, MD, M5,
Lenora M. Olson, PhD, MA® Marianne Gausche-Hill, MD*" Jeremy M. Kahn, MD, M3*'

s
(336\0

Adjusted Odds Ratio
(In-hospital
Mortality)

0.52 (0.3-0.9) | 0.36(0.2-0.6) 0.25 (0.2-0.4)

P<0.001

Ames, et al. Pediatrics. 2019; 144(3).

Fece Uorkgorce

Developrment Collaborative




2020: Pediatric Readiness in Emergency Medical Services Systems

_ DEDICATED TO THE HEALTH OF ALL CHILDREN Patlent d nd

ATMQD N

NAEMSE E \ k Asncrican Coll ¢ Medication Provider
crican Lollege o Competencies

Emergency Physicians®

]
]
EMERGENCY NURSES :
ASSOCIATION -

Safety

PO LICY STATEMENT Organizational Principles to Guide and Define the Child Health Quali ty
Care System and/or Improve the Health of all Children Im provement
K American Academy  (fex’ /Performance
‘ \ / e L Improvement
¥ of Pediatrics S
“ Education and

Pediatric

Pediatric Readiness in Emergency iatric
Medical Services Systems > VIS Syctome

Brian Moore, MD, FAAP? Manish |. Shah, MD, MS, FAAP! Sylvia Owusu-Ansah, MD, MPH, FAAPRS Toni Gross, MD, MPH, FAAP!

Kathleen Brown, MD, FAAP*' Marianne Gausche-Hill, MD, FACEP, FAAP, FAEMS ¢ Katherine Remick, MD, FACEP, FAAP, FAEMS,™ PatlenF and Interactions
Kathleen Adelgais, MD, MPH, FAAP* John Lyng, MD, FAEMS, FAGEP, NRP, Lara Rappaport, MD, MPH, FAAP™ Fam|Iy— .
Sally Snow, RN, BSN, CPEN, FAEN," Cynthia Wright-Johnson, MSN, RNG? Julie C. Leonard, MD, MPH, FAAP? and the AMERICAN Centered with Systems

ACADEMY OF PEDIATRIGS COMMITTEE ON PEDIATRIC EMERGENCY MEDICINE AND SECTION ON EMERGENGY MEDICINE EMS
SUBCOMMITTEE, AMERICAN COLLEGE OF EMERGENCY PHYSICIANS EMERGENCY MEDICAL SERVICES COMMITTEE, EMERGENCY NURSES Care
ASSOCIATION PEDIATRIC COMMITTEE, NATIONAL ASSOCIATION OF EMERGENGY MEDICAL SERVICES PHYSICIANS STANDARDS AND

CLINICAL PRACTICE COMMITTEE, NATIONAL ASSOCIATION OF EMERGENCY MEDICAL TECHNICIANS EMERGENCY PEDIATRIC CARE

of Care
COMMITTEE Equipment
and Supplies
@ E | | C ? (AN Fece W, ’iome
University Hospitals Rainbow ‘@r

Bahies & Children's
Developrment Collaborative




Prehospital Pediatric Readiness Project

* Launched in 2019

» Collaborative effort - 25 national professional
organizations and federal partners Growing presence of PECCs

within EMS agencies
 National prehospital pediatric readiness
assessment (2024) N

* Prehospital pediatric readiness toolkit

-=30.3%

Nalional

L eP RP

Frehospital Fediatic Readiness Eroject
Ensuring Emergency Care for All Children 2017-18 2020

Fece Uorkgorce

/AN

' ()
E | | ‘ University Hospitals Rainbow
Babies & Children's
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National Pediatric Readiness Project:
Checklist and Toolkit °

p—

Pediatric Readiness in the Emergency Department

This checklist is based on the American Academy of Pediatrics (AAP), American College of Emergency
Physicians (ACEP), and Emergency Nurses Association (ENA) 2018 joint policy statement “Pediatric
Readiness in the Emergency Department,” which can be found online at:

rg/content/pediatrics/142/5/e20182459 full pdf  Use this tool to check if
your hospital emergency department (ED) has the most critical components listed in this joint policy statement.

Administration and Coordination of the ED for
the Care of Children

https-//pediatrics aappublication:

] U p d a t e d Administration and Coordination of the ED for the | pp, pyjicieq. pracedures, and Protocols This section contains resources regarding the qualifications and Close ~
Care of Children i i ey - + e
O Physician Coordinator for Pediatric Emergency Care Policies, procedures, and protocols for the emergency care of feSDOHSIblhtles for the phySICIan and nursing Pediatric

(PECC)* children. (These policies may be integrated into overall ED emergency care coodinator (PECC) stafﬁng your emergency

H + Board certified/eligible in EM or PEM (preferred but policies as long as pediarric-specific issues are addressed)
C e C I S a S ‘ not required for resource limited hospitals) depanmem (ED)

Disaster drills that include children
The written all-hazard disaster-preparedness plan addresses

Nurses, and Other ED Healthcare Providers

i . . O Iliness and injury triage
*  The Physician PECC is not bt_:va(d certified m_EM or O Pediatric patient assessment and reassessment
PEM but meets the qualifications for credentialing by | [ 1dentification and notification of the responsible provider
O n the hospital as an emergency clinician specialist with of abnormal pediatric vital signs
special training and experience in the evaluation and 0O Immunization assessment and management of the under-
management of the critically ill child. immunized patient
. . O Sedation and analgesia, for procedures including « Importance of the Pediatric Care Coordinator [
u I e I n e S O Nurse Coordinator for Pediatric Emergency Care (PECC)* medical imaging R i
Y} »  CPEN/CEN (preferred) O Consent, including when parent or legal guardian * Role Responsibilities of a MD ED Coordinator 0
¢ Other credentials (e.g. CPN, CCRN) is not immediately available o arens f D
R . & O Social and behavioral health issues * Role Responsibilities of a Nursing ED Coordinator [
*An Advanced Practice Provider may serve in either of these _ O Physical or chemical restraint of patients e |sYourED Ready for Children? Pediatric Emergency Care
roles. Please see the guidelines/ toolkit for further definition of O Child mal reporting and 1t
the role(s) 0 Death of the child in the ED Coordinators Lead the Way to Readiness! @ This webinar
O Do not resuscitate (DNR) orders . L
- ) . y : shares data supporting the need for pediatric emergenc
Physicians, Advanced Practice Providers (APPs), g ;hﬂ‘_j]@" \\;th 5":““] e cm; 11‘eedsll l‘ pp 9 P gency
Nurses, and Other ED Healthcare Providers amly and guarcian presence durmgall aspects o care coordinators (PECC), as well as strategies
CMETZENcy care, llll‘l“dlllg resuscitation
O Healthcare providers who staff the ED have periodic O Patient. family. guardian. and caregiver education employed to identify and assure availability of PECCs in
pediatric-specific competency evaluations for children of all O Discharge plamning and instruction "
ages. Areas of pediatric competencies include any/all of the | O Bereavement counseling the EDs of a large hospital system.
following: O Communication with the patient’s medical home or
*  Assessment and treatment (e.g. friage) primary care provider as needed.
e Medication administration O Telehealth and telecommumications
*  Device/equipment safety
*  Cntical procedures
« *  Resuscitation - . "
%nt 20 hﬂ/ »  Trauma resuscitation and stabilization All-Hazard Disaster Preparcdness Physicians, Advanced Practice Providers (APPs),
.
.
.

social services for children

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

Care of children with special health care needs

Please see the guidelines / toolkit for additional details

Patient and family-centered care . . . - B
" e Fil pediatric-specific needs within the core domains including:
e Team training and effective communication s 3 3 : +
i - A Medications, vaccines, equipment, supplies and This section contains resources regarding the necessary skills, Expand v
o ) ) trained providers for children in disasters St o't :
Guidelines for QI/PI in the ED @) Tt e e i knowledge, and training in emergency evaluation and treatment
il of children of all ages among staff in your emergenc:
O The QI'PI plan includes pediatric-specific indicators O Decontamination, isolation, and quarantine of families and 9 9 Y 9 y
A > ), - » Data are collected and analyzed children of all ages department (ED).
g 2 ae ;’&c gﬁ JMSS' gﬁcf *  System changes are implemented based on O Minimization of parent-child separation
) g performance O Tracking and reunification for children and families
Ensuring Emergency Care for All Children *  System performance is monitored over time O Access to specific behavioral health therapies, and
u]
o

E | | C https://emscimprovement.center



https://emscimprovement.center/domains/hospital-based-care/pediatric-readiness-project/readiness-toolkit/

The presence of a PECC significantly improves
pediatric readiness

Median Adjusted Pediatric Readiness Score by Presence of PECC
No PECC Nurse PECC only | Physician PECC | Both PECCs

only

All 66.5 69.7 75.3
Hospitals [IQR56.0,76.9] [IQR 58.9,80.9] [IQR 64.4, 85.6]

82.2
[IQR 69.7,92.5]

<.0001

* Physician PECC - 48% of participating sites

« . . - 73 (Q
* Nurse PECC —59% of participating sites " National
Gausche-Hill et al. JAMA Pediatr. 2015 Pediatyic Readbiness Broject

Ensuring Emergency Care for All Children




Pediatric Readiness: How do we fix the problem?

A
of the AMERICAN COLLEGE
OF SURGEONS

Resources for Optimal Care
of the Injured Patient

facs.org/vrc

Babies & Children’s

. (AN
9 University Hospitals Rainbow

m Pediatric Readiness—Type II

Applicable Levels

LI, LIL LIII, PTCI

Definition a

In all trauma cent
evaluate its pediat
deficiencies.

Additional |

“Pediatric readine
and coordination
policies, equipmer
center is prepared
The components tl
Resources section

Measures o

Gap analysis with
readiness

—
Resources

Pediatric readines
center/domains/pej

Other resources to address deficiencies: hitps://
emscimprovement.center/domains/pediatric-readiness-project/

readiness-toolkit/

Applicable Levels

LI, LII, LIII, PTCI, PTCII

Definition and Requirements

In all trauma centers, the emergency department must
evaluate its pediatric readiness and have a plan to address any
deficiencies.
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Pediatric Readiness — The Practical?

«  Pediatric Airway
* Know the pediatric anatomic differences.
« Have pediatric sized equipment.
* Practice.

« Pediatric Breathing.
. Pediatric Circulation.

« Specific Conditions -> TBI
 Equipment preparation.
«  Staff training and case review.
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Summary

« Kids are not just little adults.

« Significant portion of pre-hospital groups and trauma centers are
not prepared for critically ill children.

« PECCs are key to success.
« Partnership with children’s hospitals are key to success.

« There are significant national and state resources to help you and
your organization prepare to care for injured children.

EIIC
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