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National Assessment of Pediatric
Readiness of Emergency Departments

Pediatric 68.9 61.4 69.3 74.6 89.8
Readiness (56.1,83.6)  (49.5,73.6) (57.9,81.8) (60.9,87.9)  (74.7,97.2)

Median (IQR)
p<0.0001

* Low pediatric volume (<1800 pediatric visits per year)

* Medium volume (1800-4999 visits per year)

* Medium high volume (5000-9999 visits per year) "
* High volume (10,000+ visits per year) %ﬂ&@h/ﬂ/

»
Fediatric Readiness Froject
Ensuring Emergency Care for All Children




Overview of Pediatric Facllity
Recognition Programs

*Recognition criteria based on the 2009
“Guidelines for Care of Children in the
Emergency Department”

- 11 states with pediatric facility recognition

programs

* Alaska, Arizona, California, Delaware, lllinois, Montana,

New Jersey, Ohio, Tennessee, Utah, and West Virginia
« Majority are voluntary programs
» Host institution varies




Participating Sites in Pediatric Medical
Recognition Programs

No Yes

(N = 460) (N = 370)
Tennessee 0 (0.0%) 95 (100.0%)
New Jersey 0 (0.0%) 70 (100.0%)
Delaware 2 (20.0%) 8 (80.0%)
lllinois 79 (43.6%) 102 (56.4%)
Utah 26 (56.5%) 20 (43.5%)
California 246 (82.0%) 54 (18.0%)
West Virginia 42 (82.4%) 9(17.6%)
Arizona 65 (84.4%) 12 (15.6%)




Impact of Pediatric Facility Recognition

Located in State with
Recognition Program

Overall No Yes
Weighted Pediatric Readiness Score (N=4083)| (N=3253) | (N=830) | P-value
State Mean (SD) 69.3 67.9 74.8 <.001
(17.72) | (17.54) (17.34)

Whitfill T, Remick K, Olson L, et al. Statewide Pediatric Facility Recognition Programs and Their Association

with Pediatric Readiness in Emergency Departments in the United States. J Pediatr. Accepted
R R R R




Impact of Pediatric Facility Recognition
Programs on Pediatric Readiness in
Emergency Departments

Improved Readiness

Pediatric Verified EDs (n=51) | Non-Verified EDs (n=218)

89.6 [IQR 84.1, 94.1] 65.5 [IQR 55.5, 76.3]
p<0.0001

Decreased pediatric mortality rates

AZ PREPARED EMERGENCY CARE | Participating | Non-Participating
PROGRAM Facilities Facilities

Mortality rates before PFRP per 40 35.8
100,000 visits
Mortality rates after PFRP per 25.8 34.4
100,000 visits




Nalonal

Fedsatyic Readiness Froject

Ensuring Emergency Care for All Children

Impact of Trauma Verification

Trauma Center Verification Status “

Level I/Il (n=48) 87.4 [IQR 69.4, 93.8]

Level 11I/IV (n=19) 64.8 [IQR 53.1, 82.9]

Non-trauma Center (n=233) 68.1 [IQR 56.7, 82.2]
p<0.0001

***When controlling for pediatric readiness verification and annual pediatric
|(oatient ;/ﬂ?)llime, trauma center designation is NOT predictive of greater readiness
p=0.06

Remick K, et al. Pediatric Readiness: A Best Practice for Pediatric Trauma Resuscitation. TCAA 2014 annual meeting



Pediatric Readiness Among US Trauma
Hospitals

Pediatric Readiness Score by Trauma Hospital Type

Children EDAP Trauma Overall

(N = 49) (N = 110) (N = 1088) (N = 1247)

Mean, (SD) 96.7, (4.8) 87.0, (12.4) 69.1, (16.8) 71.8, (17.6)

Min, Max 74.4,100.0 47.1,100.0 27.3,100.0 27.3, 100.0

Level 1 Trauma Hospitals vs EDAP Hospitals
ARR (95% Cl)

Presence of at least one PECC 0.82,(0.73,0.91)
Agreements 0.80, ( 0.70, 0.91)
Guidelines 0.93, (0.84, 1.04)
Record weight in kilograms 0.94, (0.84, 1.04)
Remick K, Gaines B, Ely M, Richards R, Fendya D, and Pre-calculated drug dosing 0.90, (0.81, 1.01)
i‘:fg;?x'rf :3;:;' Zi’;;;f”fﬁi’:g tﬂi@'é'ﬁi‘lﬂ'gff; ED has patient care-review process 0.70, ( 0.62, 0.80)
12-26-18. Disaster plan policy 0.80, ( 0.68, 0.93)




Overview of Pediatric Facility Recognition
Collaborative (PFRC)

Mission Statement

All children deserve timely access to emergency departments that are ready to
provide immediate and appropriate care based on national guidelines for the
care of children in emergency departments.

SMART Aim

By December 1, 2017, increase by 50% the number of states that have
developed and approved an implementation plan for the recognition of EDs who
are ready to stabilize and/or manage children with medical emergencies based
on the 2009 Guidelines for Care of Children in the ED.




Key Components of Q| Collaboratives

Enroll
Participants

' QI Specialists + Content coaches
Select Topic Prework

P P
A A A
Develop D D D
Framework S
AP1

S
Recrult Faculty and Changes Summative

- = Ls1 152 | s | 153 ?Coumu-md

Publications
LS1:Learning Session
AP: Action Period
P-D-5-A: Plan-Do-Study-Act

AP2

Email * Visits * Phone Conferences * Monthly Team Reports ¢ Assessments

Networks for shared learning
Translate research into practice
Discover new knowledge

Close quality gaps/improve care
and outcomes

Coaching

Capabilities Requirements:
. Evidence informed content

. Quality improvement
science

. Project management
. IT infrastructure

. Data management

*  Analytics

. Research
capabilities/generation of
new knowledge



Pediatric Facility Recognition Collaborative:
Phases of Implementation

" Phase I: Understanding Your State’s Framework

" Phase II: Research Phase

= Phase lll: Stakeholder Agreement

= Phase IV: Development of an Implementation Plan

= Phase V: Piloting and Recognition




Pediatric Facility Recognition
Collaborative Design

Facility Recognition Collaborative

ElIC Collaborative Administration ) )
Steering Committee

(Kate Remick — Krystle Bartley - Diana Fendya)

(AAP—ACEP— ENA— NEDARC- EIIC — HRSA— Content & Ql Experts)

1
et
:I:

Content Coaches

State Improvement Teams

quarterly conference calls
'm -

(CO-CT-DC-FL-IN-KS-KT-MI-NM-NY-OK-PA-SC-TX)
Ql Specialists

monthly virtual learning sessions & bi-annual in-person sessions

ad hoc meetings

Education Workgroup

Analytics Workgroup

Interventions Workgroup

monthly conference calls




Stepping Stones for
Collaborative Participants...

Sharing Best Practices

Quality Improvement Concepts
Content Coaches
. Tools & Resources
Targeted ) Ql Training Proiect
presentations rojec
showcasing best | *!HI Modules Workgroup Activities [kt
practices PSR s et G
eProcess Maps e Education to participants || “€arning Sessions
’ COHaFe best eStakeholder Grids | and stakeholders Foundational
practices eFishbone Diagrams | ® Tools and Interventions Knowledge: NPRP,
* Ql Specialists * Data and Progress Pediatric Emergency
measurement Care




PFRC Workgroups

Intervention:

o Determine the minimum criteria to recognize an ED as “pediatric ready” based on the 2009
Guidelines/NPRP assessment

o Discuss alternative ways to recognize facilities (i.e Pediatric Engaged or Pediatric Innovators)

Education:

o Brainstorm talking points for the following audiences: family advisory networks, C-suite, and trauma
networks

o Develop a strategy to collect success stories

Analytics:

> Discuss questions, elements, and tools that should be included or created for each implementation
phase

o Define ways to measure progress/success in each implementation phase




Collaboratives Infrastructure

Marketing
o National stakeholder engagement
o Logo
o Advisory committee

Application
o Letter of intent
o Letter of commitment
o Global aim
o Time Commitment

Website

o Recordings

o Resources

o Contact Information
o FAQs

Implementation guidebook
o Definitions

o Resources

° @Goals and timeline

Phases of implementation
o SWOT Analysis

o Barriers and Enablers
o Stepping stones

Metrics
o Global

o Satisfaction
o Phase-specific

Data collection tools
o Monitor progress

o Facilitate project management
o Reporting/interim analysis

Education/Training

o Ql education

o Project Management

o Collaborative-specific content

Networking

Learning Session Structure

o Awareness of national activities/support
o Small group huddles with coaches

o Team updates

o Key training: data, analytics, stakeholder
engagement, innovation, sustainability planning

Incentives
o CME/CNE/MOC credit
o Letters of gratitude

Evaluations
> Knowledge acquisition

o Participant satisfaction
> Qutcomes data



Tools and Resources from FRC

Engagement tool

Key stakeholders

Minimum criteria

Talking points and slides

Letter from Hospital Association

Elevator pitch

Summary of FR programs

Articles

Phases of implementation/implementation guide
Application/Implementation planning

White Paper




Name of State — Display Ql Tools and/or Resources Developed

Stakeholder grids
Fishbone diagrams
Process mapping

Cause Effect

[Equipment ][ Process ][ People ]

N\ N\

Problem
Secondary

Primary
cause

/ /
[ Materials ] [ Environment ] {Management}




Name of Team Members
Title

Name of Team Members
Title

Name of Team Members
Title

Team Name

SMART Aim Statement:

Text Here

Accomplishments (since July 2016):

Text Here

Enablers and/or Barriers:

Text Here

Strategies Taken to Overcome Barrier or Description of Assistance Needed

Text Here

Any Advice for States Starting Recognition Process (e.g., best practices)?

Text Here



FRC Webpage
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Home / QI Collaboratives / Pediatric Medical Recognition Community of Practice (PMRP CoP) / Facility Recognition Collaborative (FRC)

Pediatric Medical Recognition Community of Practice (PMRP CoP) /

Facility Recognition Collaborative (FRC)

FRC Transitions to the "Pediatric Medical Recognition Program
Community of Practice"

In recognition that many states continue to strive to establish a pediatric medical recognition program, HRSA and the EIIC
are launching the Pediatric Medical Recognition Program Community of Practice (PMRP CoP). This dedicated effort is
meant to support each of our State Partnership (SP) EMSC grantees in achieving EMSC Performance Measure 04; the
percent of hospitals with an Emergency Department (ED) recognized through a statewide, territorial, or regional
standardized program that are able to stabilize and/or manage pediatric medical emergencies.

The Program’s goal for this performance measure is that by 2022, twenty-five percent of hospitals are recognized as part
of a statewide, territorial, or regional standardized program that are able to stabilize and/or manage pediatric medical
emergencies. More details about the performance measure may be found in the EMSC Performance Measure
Implementation Manual.

Similar to a collaborative, the goal of a community of practice is to sustain and build upon the foundation, resources and
best practices developed during the collaborative. HRSA EMSC and the EIIC staff will continue this PMRP CoP to provide
education, expertise and experience in an open forum for EMSC grantees and their local stakeholders. This forum will
provide grantees an opportunity to share best practices, learn from each other, and receive guidance and assistance from
EIIC and SP experts.

Pediatric Medical Recognition
Community of Practice
(PMRP CoP) / Facility
Recognition Collaborative
(FRC)

The Collaborative Charter:
Increasing Pediatric Medical
Recognition

Design of the Collaborative

Best Practices, Publications &
Resources

Our Impact ~

Innovation and Improvement Center

Emergency Medical Services for Children

A WHITE PAPER ON
DEVELOPING A STATEWIDE
PEDIATRIC FACILITY
RECOGNITION PROGRAM

A NATIONAL QUALITY IMPROVEMENT COLLABORATIVE OF
THE EMS FOR CHILDREN PROGRAM

Authored by Katherine Remick, MD, Diana Fendya MSN®, RN, and Krystle Bartley, MA

EMERGENCY MEDICAL SERVICES FOR CHILDREN
INNOVATION AND IMPROVEMENT CENTER

6621 FANNIN STREET, SUITE A2210, HOUSTON, TX 77030
https://emscimprovement.center/



https://emscimprovement.center/collaboratives/frc/

Best Practices, Publications, & Resources

Minimum Criteria for a Pediatric
Medical Recognition Program

About News Contact f ¥ ®@ in @ Search Q

EMSC Innovotion and Improvement Center

Facllity Recognition Coliaborative - Intervention Workgroup
Consensus-Bosed Minimum Criteria

Established 16-March 2017

EMSC|IIC

Emergency Medical Services | Innovation &

for Children | Improvement Center Education ~

Focus Areas Funded Programs -~ Ql Collaboratives -~ Our Impact ~

Home / QI Collaboratives / Pediatric Medical Recognition Community of Practice (PMRP CoP) / Facility Recognition Collaborative (FRC)
/ Best Practices, Publications & Resources

Best Practices, Publications & Resources

Obtaining Buy-In »
Implementation >

Publications >

Fact Sheets and Documents

Minimum Criteria for a Pediatric Medical Recognition Program [y

This document provides a consensus-based minimum criteria for a Pediatric Medical
Recognition Program based on the Joint policy statement: Guidelines for Care of
Children in the Emergency Department. (American Academy of Pediatrics; Committee
on Pediatric Emergency Medicine; American College of Emergency Physicians;
Pediatric Committee; Emergency Nurses Association Pediatric Committee. Pediatrics.

2009 Oct;124(4):1233-43. doi: 10.1542/peds.2009-1807.)
Phases of Implementation [

This document provides a short step-by-step guide on how to implement a pediatric

medical recognition program.
Implementation Checklist (3
Content Coaches [y

Here you will find brief biographies on key individuals that are available to assist in

developing your program.
Importance of the Pediatric Care Coordinator Role 3

This one-page document developed by the National Pediatric Readiness Project
highlights the need for a PECC.

Pediatric Medical Recognition
Community of Practice (PMRP
CoP) / Facility Recognition
Collaborative (FRC)

The Collaborative Charter:
Increasing Pediatric Medical
Recognition

Design of the Collaborative

Best Practices, Publications &
Resources

Resources from
Established
Recognition Programs

DOMAIN 1: ADMINISTRATION AND COORDINATION

Minimum Criteria

‘Atleast one of the following &s 3 coordinator for pediatric emergancy cara
o Registered Nurse;

*  Advanced practice provider;

o Physican.

Support

hysician and coordinator for pediatric emergency care.

An advanced practice provider may substitute for the physician coordinator for pediatric emergency
care.

55 and integrates findings from Qi audits

e, credentialing, continuing education,

Inciude collecting and analyzing data to
ating the success of the QI/PI plan with

D, traums, inpatient pediatrc, pediatric

DOMAIN 2: PHYSICIA!

NS, NURSES, AND OTHER HEALTHCARE PROVIDERS

Minmum Criteria

Physicians/advanced practice practitioners wha are not EM o PEM certified but who staff the ED
have evaluation,

Nurses and other ED health care providers have pediatric-specific continuing education and/or
professional performance evaluation.

fofessional performance, credentiaiing,

fre and Include collecting and analyzing
b and evaluating the success of the QI/PI

!nmarkvnl, collecting and analyzing data
[evaluating the success of the QI/Pt plan

“Attainable with Support

Baseline and periodic pediatnic competency evaluations compieted for all physicians, advanced
practice practitioners, and nurses and other ED health care providers,

Swetch Goais All physicians, advanced practice practitioners, and nurses and other ED health care providers have
pecific continuing education and professional
recorded to include temperature, heart
by monitoring is available for children of
ording to the age of the patient and for
i values obtainod.
ry s estabiished, and should include the
lguidclines for infants, children, and
[hyglene and use of personal protective
1
bvents
vron porop to0ls
[Streteh Goars Thm

beoLs

e tool.
bessment and re-assessment.

bbased dosing In medical Imaging.

Being children with social and mental health emergencies.

child maltreatment

iic needs.
er guicelines.
faresses pediatric needs, including safety considerations.

e patient careglver {in the caregiver's primary language) and the
35 & translator.

he patient’s medical home or primary healthcare provider.

bation of patient safety events.

il in the ED.

fer agreements,

sment and in the undermmunized child

[Pty to perform essential laboratory tests to meet the noeds of
e

ity to perfor Services

[P and/or casily accessibie within

iction of equipment and supplies.
fe a5 per the guidelines.

ystems are readily available to ED
fdosing of medications.

essibie within the hospital.

e,



https://emscimprovement.center/collaboratives/frc/

Resources from Established Programs

About News Contact f

EMSC|IIC
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Home / QI Collaboratives

/ Best Practices, Publications & Resources / Resources from Established Recognition Programs

Resources from Established Recognition Programs

Medical Recognition Programs from Across the United States

Several states have established medical recognition programs — these include Alaska, Arizona,
California, Delaware, lllinois, Montana, New Jersey, Ohio, Tennessee, Utah, and West Virginia. Please
click on each state to access a fact sheet, hyperlinks to their website, or to download helpful materials
developed by each state..

Alaska Arizona California Delaware
Alaska Pediatric Arizona Fact California Fact Delaware
Facility Sheet (3 Sheet (3 Pediatric
Recognition Emergency Care
Program (' Facility

Recognition
Alaska Fact Program &
Sheet [

Additional

Resources

¥y O in Search Q

Education Our Impact

/ Pediatric Medical Recognition Community of Practice (PMRP CoP) / Facility Recognition Collaborative (FRC)

Pediatric Medical
Recognition Community
of Practice (PMRP CoP)
/ Facility Recognition
Collaborative (FRC)

The Collaborative
Charter: Increasing
Pediatric Medical
Recognition

Design of the
Collaborative

Best Practices,
Publications &
Resources

Resources from
Established
Recognition
Programs

Alaska
Emergency
Medical
Services for
Children
(EMSC)

Pediatric Facility
Recognition
Program

Sy tedca

) (St
(l} ys«xmvc\a—

Alaska Department of
Health and Social Services
Division of Public Health

Section of Emergency Programs
Jonuory 2016

pared for the emergency care of
fecognition program has been

‘Pediatric Facility
55 in training, equipment and

quality, safe emergency care to
ich emergency care facilities
ources in their area. “Access  to
‘of equipment, appropriately
Bs timely  transfer to definitive
red with appropriate pediatric
and processes are in place to
ftely ill or injured have been

ures of the Federal EMSC
utcomes and continuously

on program provides four  levels
ive) based on the follow criteria:
Staffing requirements; facility
les; policies; procedures;

fommitments and requirements
application can be found at the

pmprehensive Pediatric Regional Centers

that allows for telephone consultation and a
emergency department. This physician shall be

 available and with at least the following
ppedics and anesthesia. By written agreement
e specialist and neurosurgeon will be available
er day.

physician current in PALS or APLS, or a
minutes to serve as backup for the emergency

|Primary Pediatric Emergency Care Facilities)
ion: FESC)

FESC)

Facility must be met with nonexclusive formal
Inearby pediatric emergency treatment facility.
other Culturally Accepted support services

ir family care needs.

ovement programs which monitor, evaluate and
a i basis. A b

esources in staffing available and which can be

pagement of pediatric emergencies. Suggestions
of facility recognition. All facilities are required

ception of FESC or equivalent rural 24 hour

o review all transfers of children out of the

 emergency cases in which critical care

er to a licensed pediatric emergency care facility.

id in the application based on the level of facility

shown below protect the review process and

are encouraged to promote a meaningful QA/QJ program which will improve outcomes in the
emergency care of children. An example is provided below:

100f

ond certifications have been
e Officer signature sheet must

YES  NO
1111
Oo|.

ergency

hcy Medicine

W
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Pediatric Medical Recognition Collaborative:
Measures of Success

Short term measures:
° Ql knowledge uptake

o Use of improvement science tools

o Participant satisfaction

o Progression through phases of implementation
o Percent change in number of states with PFRPs

Long term measures:
> Number of EDs applying for recognition
o Percent of EDs recognized in state/territory
o Percent change in state median pediatric readiness score




Pediatric Facility Recognition Collaborative:
State Progress through Phases of Implementation

., R

8
6
4
2
0
Phase 1 Phase 2 Phase 3 Phase 4 Phase 5
2016 m 2018




Pediatric Facility Recognition
Programs in the United States

States with sustained PFR
programs

States with new PFR programs
States in phase 4
States in phase 3/4

HiEl ]

Additional participants in
Pediatric FRC

Created with mapchart.net ©




Pediatric Medical
Recognition Program
Community of Practice

CONTINUED SUPPORT OF ONGOING ACTIVITIES
SHARING OF BEST PRACTICES
TROUBLESHOOTING CHALLENGES




PMRP CoP Quarterly Calls

Next Call: September 25, 2019 12:00-1:30 CDT

JOIN WEBEX MEETING

https://texaschildrens.webex.com/texaschildrens/j.php?MTID=ma6b9e43d02b6ea0170c3c182c1800a19
Meeting number (access code): 806 047 277

JOIN BY PHONE
+1-415-655-0002 US Toll
+1-855-797-9485 US Toll free
Access code: 806 047 277



https://texaschildrens.webex.com/texaschildrens/j.php?MTID=ma6b9e43d02b6ea0170c3c182c1800a19




Innovation and Improvement Center

Emergency Medical Services for Children

Questions or
Comments?

Email contact: geca@texaschildrens.org




