


EMSC 02 Performance
Measure
Pediatric Emergency

Care Coordinator (PECC)

" PERFORMANCE
MEASURES

The percentage of EMS agenciesin the state or territory thathavea
designated individual who coordinates pediatric emergency care.

By 2020, 30 percentof EMS agenciesin the state or territoryhavea
designated individual who coordinates pediatric emergency care.
|

By 2023, 60 percentof EMS agenciesin thestateor territoryhavea
d‘esignated individual who coordinates pediatric emergency care.

By 2026,90 percentof EMS agenciesin thestate or territoryhavea
designated individual who coordinates pediatric emergency care.




EMSC 05 Performance
Measure

Hospital Recognition for
Pediatric Trauma

The percent of hospitals with an Emergency Department (ED)
r:ecognizedthroughastatewide, territorial orregionalstandardized
systemthatareabletostabilizeand/ormanagepediatrictrauma.

By 2022, 50 percent of hospitals are recognized as part of a statewide,

tlerritorial, orregional standardized systemthatrecognizeshospitalsthat

areabletostabilizeand /ormanagepediatrictrauma.




EMSC 08 Performance
Measure
Permanence of EMSC

'he degree towhich the state or territory has established permanence of
.MSCin the state or territory EMS system.

sl

()

joal: To increase the number of states and territories that have
stablished permanence of EMSCin thestate or territory EMS system.

(¢)

=

ach year:
» The EMSC Advisory Committee hasthe required membersas per
the implementation manual.

« The EMSC Advisory Committee meets atleast four timesayear.

« Pediatricrepresentationincorporated onthestateorterritory EMS
Board.

« Thestateorterritoryrequires pediatricrepresentation onthe EMS
Board.

» Onefull-time EMSC Manageris dedicated solely to the EMSC
Program.
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Supporting Documentation:

Supporting documentation should be available to support EHB
entriesand mayberequested by HRSA atanytime. Supporting
documentationforthismeasureincludesthefollowing:
e Thereportwiththenumeratorand denominatorgeneratedby
NEDARC.
e Thecompletedatasetforthismeasure.
e Anyadditionaldocumentationthatmayberequestedby
HRSA.

Strategic Plan:

Baseline Data—Collection Phase:

Planning Phase:

Some specificsstrategie=pi sithat grantees can
undertake to effect system change in thelr stateorterritorytomeet
this measure include:

¢ Reviewingbaselinedataforthemeasure,discussinggapswith
the EMSdirectorand medical director, and tracking changes
in the data after the baseline is collected to monitor quality-
improvement efforts.

e AssessingreasonsthatEMSagenciesdonothaveadesignated
individual who coordinates pediatric emergency care.

Action and Implementation Phase:

e Engage regional, agency, and medical directors to better
understandbarrierstodesignatinganindividualtocoordinate
pediatric emergency care.

¢ Considersystematicallyevaluatingpediatricpatientoutcomes
and comparing EMS agencies with a designated individual
whocoordinates pediatricemergency caretoagencieswithout.

o Contactthe EMS{for Children resource centerstoidentify
otherstates, territories, and freely associated statesthathave
achieved this measure.

Evaluation Phase:

e Collect data.
e Reconciledataandsendresultsto EMSagencies.

>




Supporting Documentation:

Supporting documentation should be available to support EHB
entriesand mayberequested by HRSA atanytime. Supporting
documentationforthismeasureincludesthefollowing:
e Thereportwiththenumeratorand denominatorgeneratedby
NEDARC.
e Thecompletedatasetforthismeasure.
e Anyadditionalinformationthatmayberequestedby HRSA

Baseline Data-Collection Phase:
Onceperformance-measuredatahavebeen collected, theresults
shouldbe presented to the EMS for Children Advisory Committee
toevaluate the starting point, discusstarget setting, and explore
opportunities to implement strategies for growth.

Planning Phase:

Some specific strategic-planning activities that grantees can
undertake to effect system change in theirstate or territory to meet
this measure include:

e Reviewingbaselinedataforthemeasure,discussinggapswith
the EMS director and medical director, and tracking changes
inthe data after the baseline is collected to monitor quality-
improvement efforts.

e Assessingreasonsthat EMSagenciesdonothaveaprocess
thatrequirestheir EMS providersto physicallydemonstrate
thecorrectuseofpediatric-specificequipment.

Action and Implementation Phase:
e Engage regional, agency, and medical directors to better
understand barrierstohavinga processthatrequirestheir
EMS providersto physicallydemonstrate the correct use of
pediatric-specific equipment.




e Consider systematically evaluating pediatric-patient
outcomesand comparing EMS agencies thathavea process
thatrequirestheir EMS providerstophysicallydemonstrate
the correct use of pediatric-specific equipment versus the
agenciesthatdonot.

e Contact EMS for Children resource centers toidentify other
states and territories that have achieved this measure.

Evaluation Phase:
e Collect data.
e Reconciledataandsendresultsto EMSagencies.

Program Targets:

equaltoascoreof 6 ormoreona0-12scale.

60 % of EMS agencies will have a process that requires EMS providers to
2023 physicallydemonstratethecorrectuse of pediatric-specificequipment, which is

New Jersey Paramedic
conducts an assessment
ofapediatricburn patient
while comforting the
mother during the 2016
New Jersey Statewide
Conference on EMS
Simulation Competition.
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Supporting Documentation:

Supportingdocumentationforthismeasureshouldbeavailableto
support EHBentriesand maybe requested by HRSA atany point.
Examples include:

e Facility-recognition application packetforpartofthe
recognition process.

e Criteriathatfacilities must meetin ordertoreceive
recognitionasafacilityabletostabilizeand/ormanage
pediatric medical emergencies.

e Alistofhospitals participatingin the pediatricmedical
emergency facility recognition program and their
corresponding categorization, recognition, or designation
level.

e Anyadditionaldocumentationthatmayberequestedby HRSA

The following phases and terminology are used as best practices
indevelopingafacilityrecognition program (based onthe Medical
Facility Recognition Collaborative) and willbe helpfulasyoudevelop
your program.

Planning Phase:

¢ Identifykeystakeholdersand championsforanimprovement
team.

e Developaprocessmaporafishbonediagramforthestate-
specific approach to developing a state-approved recognition
program:

o Understandhowthestatefunctions.
o Mapthepoliticalframework.

e Meetwiththe EMSC Advisory Committee to discuss
framework and additional stakeholders:
o Identify barriers.
o Develop action steps.

Research Phase:
Research and review current pediatric medical recognition
programs (see the EIIC website emscimprovement.center/
measurement):
o Evaluatepotentialeffectivenessinyourstate.
o Choosecharacteristics ofarecognition program foryour
stateorterritory.
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Alaska’s first Pediatric

Emergency Care Facility Stakeholder Agreement Phase:

Recognition, October >

6, 2015. Alaska Native
Medical Center, located
in Anchorage, Alaska,
has been recognized

as a Comprehensive
Pediatric Emergency
Care Facility by

the Alaska EMS for
Children Facility

Review team.

Identifystakeholdersand potentialhostinstitutionsforthe
recognition program.

Meetwithstakeholderstoreviewand discuss opportunities
and barriers.
Obtainastakeholderagreementthatshowsthatthefollowing
have been reviewed and accepted:

o Recognition criteriabased on thelatestrelease of the
“Guidelines for Care of Children in the Emergency
Department”

o Program characteristics (for example, voluntary, single-
tier,and soforth)

K,



Implementation Plan Phase:
e Developaprocessmaptoinclude:

O

Q0.0 B OO

Identificationofhostinstitution(s) and sustainability
plan

Applicationforrecognition programandecriteria
Timeline

Tracking system

Recognition process

Marketing plan

Method of recognition

Piloting and Recognition Phase:
e Developaprocessmapforaninitial pilot,including:

o
O
O

Selection of participants
Evaluationandrevisionofrecognition process
Initial recognition

Program Targets:
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Supporting Documentation:

Supportingdocumentationforthismeasureshouldbeavailableto
support EHB entriesand maybe requested by HRSA atany point.
Examples include:

e Facility-recognitionapplication packetforpartofthe
recognition process.

e (Criteriathatfacilities must meetin ordertoreceive
recognitionasafacilityabletostabilizeand/ormanage
pediatric traumatic emergencies.

e Alistofhospitalsparticipatingin the pediatrictraumatic
emergencyfacilityrecognitionsystemand theircorresponding
categorization, recognition, or designation level.

e Anyadditionaldocumentationthatmayberequestedby
HRSA.

Review Current System Phase:

e Review your most current Pediatric Readiness data at the
hospital lczavel,which containsmanyscored elementsrelated to
thecareofpediatrictrauma.

e Meetwithyourstateorterritory Trauma Manager. Ifyoudo
nothavestate or territory Trauma Manager, you maywant to
meetwith arepresentative of the hospital associationin order
to: ;

o ReviewyourmostcurrentPediatricReadinessdata
together.

o Review the existing statewide or territorial pediatric
trauma criteria,lookingforinclusion of pediatrictrauma
criteria.

Champions and Consensus Phase:
e InvitetheTraumaManagerortraumastakeholderstomeet
withyour EMSC Advisory Committee:

o Discussthefeasibility ofatrauma system inclusive
ofchildren (whetherimprovingan existingsystemor
developing a similar trauma system).

o Revieworsummarizeyourmostrecent Pediatric
Readiness data.

o Discuss deficits and gaps.

o Discusswaystoassisthospitalsthatarenotdesignated
traumacenterstobecomeatleast Pediatric Ready.

e Developateamofexpertsand championswhocanassistyouin
developingaplantomoveforward.
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Criteria Phase:
e Workwithyourteamtoimproveordeveloptrauma criteria
thatisinclusive of pediatric patients.
e Reviewpediatricelementsused ascriteriaforotherstate or
territory trauma systems or from the ACS.

Verifying Body Phase:
e Ensurethatyourstateorterritoryhasaverificationbody for
designated trauma centers.

e Explorethecurrentprocessfortraumaverification.
e Incorporatethenewpediatriccriteriaintothetrauma-
verification process.
. Fornondesignatedhospitahls,explorewaystoverifythatthey
are at least Pediatric Ready.

Program Targets:
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Supporting Documentation:
Supportingdocumentation should beavailable tosupport EHB

entriesand mayberequested by HRSA atany point. Supporting
documentationforthismeasureincludesthefollowing:

e Thereportwiththenumeratoranddenominatorgeneratedby
NEDARC.

¢ Thecompletedatasetforthismeasure.

e Any additional documentation requested by HRSA

Usingthe previously collected data, the state or territoryshould
assessits compliance with having pediatricinterfacility transfer
guidelines. Datashould be presented tothe EMS for Children Advisory
Committee to develop a strategy for meeting the performance
measure.

Somespecificstrategic-planningactivitiesgranteescanundertake
to effect system changes to meet this measure in their states or
territories include:

Planning Phase:

e Reviewbaselinedataanddiscussgapsintheexistenceand use
ofinterfacility transfer guidelines for pediatric patients with
your EMSdirectorand medicaldirector.

e Reviewthedatatodeterminewhichhospitalsreported
they are in the process of developing interfacility transfer
guidelines, and contacthospital officialstoseeiftheyneed any
help,suchasdevelopinganinterfacilityguidelinetemplate.

e Reviewthedatatodeterminewhichcomponents
recommended by AAP, ACEP, and ENA are missing from
the guidelinesforeachhospital,and contacteach hospital to
discussaddingthe missingcomponentstotheirinterfacility
transfer document(s).

e Assessthereasonsthathospitalsdonothaveinterfacility
transferguidelinesforpediatricpatients. Forexample,does
thelanguage of current guidelines include “patients of all
ages”?

Action and Implementation Phase:

e Brief your family representative on the importance of
interfacilitytransfer guidelines,and enlisttherepresentative’s
assistance as you make plans to meet with hospitals and the
hospital association.

¢ Sponsorameetingofall hospitalsin partnership with the state
or territory hospital association to assess the existence and
use of interfacility transfer guidelines for pediatric patients
amonghospitalsin thestateorterritory. Includeadiscussion
ofthebarriersand challenges to using interfacility transfer
guidelines for pediatric patients, and discuss potential
solutions.
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Supporting Documentation:

Supportingdocumentation should beavailabletosupport EHB
entriesand mayberequested by HRSA atanypoint. Supporting
documentationforthismeasureincludesthefollowing:

e Thereportwiththenumeratoranddenominatorgeneratedby
NEDARC.

e Thecompletedatasetforthismeasure.

¢ Any additional documentation required by HRSA

Usingthe previouslycollected data, thestateorterritoryshould assess
itscompliancewithhaving pediatricinterfacilitytransferagreements.
Data should be presented to the EMS for Children Advisory
Committee to develop a strategy for meeting the performance
measure.

Somespecificstrategic-planningactivitiesgranteesmayundertake
to effect system changes to meet this measure in their states or
territories include:

Planning Phase:

e Reviewbaselinedata,and discussgapsintheexistenceanduse
of interfacility transfer agreements for pediatric patients with
the EMSdirectorand medicaldirector.

e Reviewthedatatodeterminewhich hospitalsreported
they arein the process of developinginterfacility transfer
agreements, and contact hospital officials to see if they
needanyhelp,suchasdevelopinganinterfacility transfer-
agreement template.

e Assessthereasonsthathospitalsdonothaveinterfacility
transferagreementsforpediatricpatients. Forexample,does
the language of current guidelines include “patients of all
ages”?

Action and Implementation Phase:

e Brief your family representative on the importance of
interfacility agreements, and enlist the representative’s
assistance asyoumake plans to meetwith hospitalsand the
hospital association.

e Sponsorameetingofall hospitalsin partnership with the state
orterritory hospital association to assess the existence and
useofinterfacility transfer agreements for pediatric patients
amonghospitalsinthestateorterritory. Include adiscussion
of the barriers or challenges to using interfacility transfer
agreements for pediatric patients, and discuss potential
solutions.

Evaluation Phase:
e Collect data.
o Reconciledataandsendresultstohospitals.
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7.Thereis a statute or regulation f;or written interfacility transfer
agreementsthatcoverpediatrigpatients.

9. Thereisastatuteor regulation fpr pediatricoff-linemedical direction for
ALSandBLSprehospital provideragencies.

11. There is a statute or regulation for the adoption of requirements for

continuingpediatriceducation'priorto recertificationand/orrelicensing

of BLSand ALSproviders. 1
\

Supporting Documentation:

Supportingdocumentationshouldbeavailabletosupport EHBentries

and mayberequested by HRSAat e:mypoint. Examples of supporting
documentation for this measure inglude:

Legislationorotherstructdralframework
Copiesofstatuesor regulatiions
State orterritory requirements foreach priority

e Any additional documentation requested by HRSA
If grantees have not integrated the EMSC priorities into existing
statuesorregulations,supportingdocumentationwillberequiredto

demonstrate progress made toward such integration.

Somespecificstrategic-planning ac}‘:tivities granteesmayundertake
to effect system changes in their states or territories to meet this
measure include: ‘

e Familiarizingthemselveswith the processesandschedules

forthelegislative-and rule]—making proceduresin the state

orterritory,especiallyas tﬂey relateto EMSand hospital
regulation. These processe‘F varywidelyin eachstate, territory,
and freely associated state; knowing the procedural rules is

critical to success.
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Reviewingexisting state or territory statues and regulations,
and discussing gapsin theintegration of EMSC priorities with
the EMSC Advisory Committee.

Assessing the reasons that the state or territory has not
integrated EMSCprioritiesinto existingstatuesorregulation.

Engagingfamilyrepresentativestobrainstormideasfor
educatingthe publicabout EMSCpriorities.

Educating and informing state legislators and officials on
EMSC priorities and their importance to the community
served. When educating and informing, grantees are not
expressing a view about legislation and are not asking a
legislatortointroduce,support,oropposelegislation. Instead,
grantees are strictly providing factual information on a
particular topic. Examples of educating and informing include:

o Providingfactualinformationona particulartopic
tohelp policymakers or the general public form an
independent opinion about the topic.

o Providing factual testimony or technical advice and
assistancetoacommittee orsubcommittee, wheninvited
todoso.

o Communicating with government officials for purposes
otherthaninfluencinglegislation,suchascommenting
on regulations.

o Contacting Program Managers in other states or
territories who have met the measure to discuss how they
overcome challenges.

Engagingstatelegislatorsand officials, aswell as EMS and
hospitalstakeholders, todiscussthebarriersand challenges
to integrating EMSC priorities into existing statutes or
regulations, and facilitating solutions with these groups.

Determining the feasibility of the state orterritorytointegrate
the EMSCprioritiesinto existing statutesorregulations.
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e Working with professmnal organizations and other state
pediatric advocates to 1nform and engage their legislative
andadvocacyefforts. The followmg listprovidesexamplesof
professional organizationswithchaptersinmoststates:

AmericanAcademyo:fPediatrics

American Collegeof Emergency Physicians

American Hospital Association

Children’s Hospital A:ssociation

Emergency Nurse Assoc1at1011

FamilyVoices 1

National Association bf EMTs

National Association of EMS Physicians

National Association of School Nurses

O
o}
O
O
(e}
O
e}
o}
(e}

Program Targets:




