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DRAFT 08-14-2012 
California Code of Regulations 

Title 22.  Social Security 

Division 9.  Prehospital Emergency Medical Services  

Chapter 14. Emergency Medical Services for Children

Article 1: Definitions
§ 100270.1. California Children’s Services 
“California Children’s Services” or “CCS” means the State of California program for children with certain illnesses or health problems. Through this program, children up to 21 years old can obtain necessary health care and required services. 

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Section 1799.204, Health and Safety Code.
§ 100270.2. California Emergency Medical Services Information System (CEMSIS)
“CEMSIS” is a clinically-based electronic information system administered by the California EMS Authority.  It is used to collect statewide data on EMS and trauma activities throughout the state system. 
Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Sections 1797.102 and 1799.204, Health and Safety Code.

.
§ 100270.3. Children with Special Health Care Needs 
“Children with Special Health Care Needs” or “CSHCN” means children who have any type of condition that may affect normal growth and development. This may include physical disability, developmental or learning disability, technologic dependency, and chronic illness.  CSHCN may be any age; developmental age, rather than chronological age, is used when working with this population.
Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Section 1799.204, Health and Safety Code.
§ 100270.4.  Continuous Quality Improvement 
“Continuous Quality Improvement” or “CQI” means methods of evaluation that are composed of structure, process and outcome evaluations which focus on improvement efforts to identify root causes of problems, intervene to reduce or eliminate these causes, and take steps to correct the process and recognized excellence in performance and delivery of care.  Continuous quality improvement can be system wide or programmatic.
§ 100270.5.  EMS Authority 
“Emergency Medical Services (EMS) Authority” “EMSA” and “Authority” mean the department in California that is responsible for the coordination and integration of all state activities concerning EMS. 
Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Sections 1797.1, 1797.100, and 1799.204, Health and Safety Code.
§ 100270.6. Emergency Medical Services for Children 

“Emergency Medical Services for Children or “EMSC” means resources specific for the care of children within EMS systems with the following components: prevention, prehospital, emergency department (ED), in-patient and rehabilitation services. 
Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Sections 1798.150, 1799.204, and 1799.205 Health and Safety Code.
§ 100270.7.  EMSC Plan

“EMSC Plan” means the written organization of EMSC components integrated into an existing Local EMS Agency (LEMSA) EMS Plan. 

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Sections 1797.76, 1797.250, 1797.254, 1799.204, and 1799.205 Health and Safety Code. 

§ 100270.8.  EMSC Technical Advisory Committee  

“EMSC Technical Advisory Committee”, “EMSC-TAC”, or “TAC” means a multidisciplinary committee, as appointed by the Authority. The TAC is advisory to the Authority on EMSC related issues.

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Section 1799.204, Health and Safety Code.
§ 100270.9.  Emergency Medical Services for Children (EMSC) Program
“Emergency Medical Services for Children (EMSC) Program” or “EMSC Program” means the program related to EMSC that is administered and implemented by the local EMS agency with oversight by the Authority.

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Sections 1799.204 and 1799.205, Health and Safety Code.
§ 100270.10.  Interfacility Transfer
“Interfacility Transfer” means the transfer of an admitted or non admitted pediatric patient from one acute care institution to another. 

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Section 1799.204, Health and Safety Code.

§ 100270.11.  Local Emergency Medical Services Agency 
“Local Emergency Medical Services Agency” or “Local EMS Agency” or “LEMSA” is a county health department, an agency established and operated by the county, an entity with which the county contracts for the purposes of local emergency medical services administration, or a joint powers agency created for the administration of emergency medical services by agreement between counties or cities and which is designated pursuant to Chapter 4 of the California Health and Safety Code, Division 2.5, Section 1797.200.

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Sections 1797.200 and 1799.204, Health and Safety Code.

§ 100270.12.  On-call 

“On-call” means agreeing to be available to respond to a Pediatric Receiving Center in order to provide a defined service.

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Section 1799.204, Health and Safety Code.

§ 100270.13.  Neonatologist

“Neonatologist” means a board certified or board eligible physician who is paneled by CCS in neonatology.

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Section 1799.204, Health and Safety Code.
§ 100270.14.  Neonatology Fellow

“Neonatology Fellow” means a post residency trained physician who is a board certified or board eligible physician currently enrolled in a subspecialty fellowship program in neonatology.

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Section 1799.204, Health and Safety Code.
§ 100270.15.  Pediatric Patient

“Pediatric Patient”,  for the purpose of developing an EMSC Plan, means a person who is less than or equal to 14 years of age. 
Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Section 1799.204, Health and Safety Code.

§ 100270.16.  Pediatric Critical Care Service 
“Pediatric Critical Care Service” means a clinical service within a hospital that has oversight and responsibility for the care of pediatric patients in a pediatric intensive care unit (PICU)
Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Section 1799.204, Health and Safety Code. 

§ 100270.17.  Pediatric Intensivist

“Pediatric Intensivist” means a board certified or board eligible physician in pediatric critical care medicine. 

Note: Authority cited: Sections 1797.107 and 1799.204 Health and Safety Code. Reference: Section 1799.204, Health and Safety Code.

§ 100270.18.  Pediatric Critical Care Fellow
“Pediatric Critical Care Fellow” means a pediatric board certified or board eligible residency trained physician currently enrolled in a subspecialty fellowship program in pediatric critical care medicine.

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Section 1799.204, Health and Safety Code.

§ 100270.19.  Pediatric Receiving Center 
“Pediatric Receiving Center” or “PRC” means a licensed general acute care hospital with, at a minimum, a permit for basic emergency services that has been formally designated by the LEMSA for its role in EMS system.

PRCs are categorized by the LEMSA as one of the following: 

(a) 
Comprehensive Pediatric Regional Center 
“Comprehensive Pediatric Regional Center” or “CPRC” means a CCS approved Tertiary Hospital, with specialized in-patient intensive care and diagnostic, operative, and therapeutic services and equipment, and with in-house and/or promptly available physician specialists in pediatric subspecialties. A facility may be designated by the LEMSA if the facility is CCS approved or eligible for CCS approval pending CCS site survey.  Documentation of CCS eligibility must be on file at CCS.  The facility is capable of providing comprehensive specialized pediatric medical and surgical care to any acutely ill and injured child. ED services include a separate pediatric emergency department or a designated area for emergency care of children within an emergency department, and includes physician staff who are qualified specialists in emergency medicine or pediatric emergency medicine. Inpatient resources include a NICU and a pediatric intensive care unit (PICU). 
(b) 
Advanced Pediatric Center 
“Advanced Pediatric Center” or “APC” means a CCS approved Pediatric Community Hospital, which has inpatient pediatric services and nursery, and has most specialized diagnostic, operative, and therapeutic services and equipment and with promptly available pediatric subspecialists. A facility may be designated by the LEMSA if the facility is CCS approved or eligible for CCS approval pending CCS site survey.  Documentation of CCS eligibility must be on file at CCS.  An APC may also have neonatal or pediatric intensive care units. ED services include physician staff who are qualified specialists  in emergency medicine or pediatric emergency medicine. The facility has a defined separate pediatric inpatient service and a department of pediatrics within the medical staff structure. 
(c) 
Community Pediatric Center 

“Community Pediatric Center” or “CPC” means a hospital with basic emergency services, staffed with a physician 24/7, but which may have limited inpatient services. The CPC is a general community hospital that has adult inpatient specialty care and has no dedicated inpatient pediatric services; however diagnostic, operative, and therapeutic services and equipment, and selected physician specialists are available for consultation. 

(d) 
Limited Pediatric Center 
“Limited Pediatric Center” or “LPC” means a small and rural hospital, as defined by state rural criteria, with limited or no inpatient care capability and limited physician specialists available for consultation. ED services may include physician staffing 24/7 or a physician available for consultation  (e.g. stand-by or critical access hospital).
Note: Authority cited:  Sections 1797.107 and 1799.204, Health and Safety Code. Reference: Sections1797.88, 1797.222, 1798.101, 1799.204. Health and Safety Code,

§ 100270.20.  Pediatric Resuscitation Area
“Pediatric Resuscitation Area” means a designated area within the emergency department within a PRC where pediatric resuscitation may be initiated.

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Section 1799.204, Health and Safety Code. 
§ 100270.21.  Promptly Available

“Promptly Available” or “promptly” means:

(a) 
Responding without delay when notified and requested to respond to the hospital; and

(b) 
Being physically available to the specified area of the Pediatric Receiving Center within a period of time that is medically prudent and in accordance with LEMSA policies and procedures.

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Section 1799.204, Health and Safety Code.
§ 100270.22.  Qualified Specialist

 “Qualified Specialist” means a physician licensed in California who has 1) taken special postgraduate medical training, or has met other specified requirements, and 2) has become board certified or is board eligible in the corresponding specialty, as applicable, by the American Board of Medical Specialties, the Advisory Board for Osteopathic Specialties, a Canadian Board or other appropriate foreign specialty board as determined by the American Board of Medical Specialties for that specialty. A non-board certified physician may be recognized as a "qualified specialist" by the LEMSA upon substantiation of need by the Pediatric Receiving Center if:

 (a) 
The physician can demonstrate to the appropriate hospital body and the hospital is able to document that he/she has met requirements, which are equivalent to those of the Accreditation Council for Graduate Medical Education (ACGME) or the Royal College of Physicians and Surgeons of Canada; 

(b) 
The physician can clearly demonstrate to the appropriate hospital body that he/she has substantial education, training, and experience in treating and managing pediatric critically-ill or injured patients, which shall be tracked by a pediatric performance improvement program; and 

(c) 
The physician has successfully completed a residency program.

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Section 1799.204, Health and Safety Code.
§ 100270.23. Qualified Pediatric Specialist

“Qualified Pediatric Specialist” means a qualified specialist who is board certified or board eligible in a pediatric specialty, as applicable, by the American Board of Medical Specialties, the Advisory Board for Osteopathic Specialties, a Canadian Board or other appropriate foreign specialty board as determined by the American Board of Medical Specialties for that specialty.

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Section 1799.204, Health and Safety Code.
§ 100270.24.  Service Area

“Service Area” means that geographic area defined by the LEMSA in its EMSC plan as the area served by a designated PRC.

Note:  Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Section 1799.204, Health and Safety Code.

§ 100270.25.  Trauma Center

"Trauma Center" or "Designated Trauma Center" means a licensed hospital, which has been designated as a Level I, II, III, or IV Trauma Center and/or Level I or II Pediatric Trauma Center by the local EMS agency, in accordance with Chapter 7, Division 9, of Title 22, California Code of Regulations. 

Note:  Authority cited:  Sections 1797.107 and 1799.204, Health and Safety Code. Reference: Sections 1798.160, 1798.161, 1798.162, and 1799.204, Health and Safety Code.

§ 100270.26.  Triage
“Triage” means measures or methods of assessing the severity of the patient’s illness or injury using anatomic, physiologic considerations, and/or mechanism of injury to establish prioritization of care.  

Note:  Authority cited:  Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Section 1797.204, Health and Safety Code. 
Article 2. Local EMS Agency EMSC Plan Requirements and Submission
§ 100270.27.  Application of the Chapter
A LEMSA may develop an EMSC program  in its jurisdiction, contingent upon available resources. 
(a)    A LEMSA that intends to implement an EMSC program shall submit to the Authority an initial written EMSC Plan, as an addendum to the EMS Plan, that includes policies and/or procedures to assure compliance with the provisions of this Chapter.  

(b) 
A LEMSA may specify additional requirements to those specified in this Chapter.

(c) 
A LEMSA that implements EMSC on or after the effective date of this Chapter shall submit its EMSC Plan to the Authority and have it approved prior to implementation.

(d) 
A LEMSA that has implemented EMSC prior to the effective date of this Chapter shall submit its EMSC Plan to the Authority within two years of the effective date of this Chapter.

(e) 
The Authority shall notify the LEMSA after submitting its EMSC Plan within fifteen days of receiving the plan that:

 (1) its plan has been received; and 

(2) it contains, or does not contain, the information requested in section 100270.28 of this Chapter.

(f) 
The Authority shall: 

(1) Notify the LEMSA either of approval or disapproval of the EMSC Plan within sixty (60) days of receipt of the plan; and, 

(2) Provide written notification of approval, or the reasons for disapproval of the EMSC Plan.

(g) 
If the EMS Authority disapproves the EMSC Plan, the Authority shall identify items of non-compliance with this Chapter and required action items. The LEMSA shall submit a revised EMSC Plan that conforms to this Chapter and addresses the required action items provided by the EMS Authority in the disapproval notice.  If a revised EMSC Plan is approved by the EMS Authority, the LEMSA shall begin implementation of the plan within six months of its approval.  

(h) 
If the EMS Authority determines that a local EMS agency has failed to implement the EMSC Plan in accordance with the approved plan and regulations, the EMS Authority may issue a corrective action letter and/or withdrawal notice of plan approval. The EMS Authority shall identify items of non-compliance with this Chapter and list required corrective action items. The local EMS agency shall submit a revised STEMI System Plan that conforms to this Chapter and addresses the required action items provided by the EMS Authority in the corrective action letter and/or withdrawal notice.
(i) 

After approval of EMSC Plan, the LEMSA shall submit to the Authority for approval any significant changes to that EMSC Plan prior to the implementation of the changes.  In those instances in which a delay of approval would adversely impact the current level of emergency care for children, the LEMSA may institute the changes and then submit the changes to the Authority for approval within thirty (30) days of their implementation.

(j) 
The LEMSA shall submit an annual EMSC status report as part of its annual EMS Plan update in the format developed by the Authority.  The report shall address:

(1) 
Changes in EMSC Program;
(2)
Status of designated PRCS;

(3) 
Status of EMSC Plan goals and objectives.
.
 (k)
No healthcare facility shall advertise in any manner or otherwise hold themselves out to be a PRC unless it has been designated by the LEMSA, in accordance with this Chapter.

(l) 
No provider of prehospital care shall advertise in any manner, or otherwise hold itself out, as affiliated with EMSC or a PRC unless they have been so designated by the LEMSA in accordance with this Chapter. 
(m) 
The EMS Authority may solicit and accept grant funding from public and private sources to support EMSC Program development.
Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety 
Code.  Reference: Sections 1797.76, 1797.111, 1797.254, 1799.204, 
1799.205, and 1799.207, Health and Safety Code.
§ 100270.28.   EMSC Plan 

If the LEMSA develops an EMSC Plan, the initial plan for an EMSC system that is submitted to the Authority shall contain at least the following: 

(a) 
Brief summary of the plan; 
(b) 
Organizational structure to include:


(1) Development of an EMSC Advisory Committee that may be incorporated into other EMS advisory committees; 


(2) Identification of an EMSC Coordinator for the LEMSA. The EMSC Coordinator, who has EMS or health care experience, is responsible to oversee implementation of the EMSC Plan.
(c)
Policy and plan development process; 

(d)
EMSC plan detail to include:

(1)
Proposed facilities for PRC designation; the LEMSA has the authority to designate, via a written agreement, a qualified PRC pursuant to this Chapter.
(2) Integration of EMSC within existing resources within the LEMSA including pediatric subspecialty centers including, but not limited to the following: Trauma Centers and Pediatric Trauma Centers to include a plan for triage and transport of children requiring trauma care; perinatal centers; sexual assault receiving treatment centers; suspected child abuse and neglect centers burn centers; and pediatric rehabilitation centers;


(3)
Projected volume of pediatric ED patients, ED transfers and inpatient admits (if applicable);
 
(4) 
PRC designation and re-designation process to include a written 

agreement between a LEMSA and the PRCs; and
 
(5) 
Description of service area(s) for primary transport of 9-1-1 pediatric patients to designated PRCs, if applicable;
(e)
Documentation that intercounty pediatric patient destination policies have been reviewed and approved by the affected LEMSAs, only if intercounty destination is necessary for pediatric patient transport. 

(f)
Coordination of EMSC within EMS for transportation including 
re-triage and interfacility transfer consultation and transfer and transport policies.
(g)
Goals and objectives clearly stated with measureable outcomes and timelines.
(h)
EMSC system implementation schedule.
(i)
Documentation of EMSC components within the EMS system, to include: 
(1) 
 Pediatric equipment for transport vehicles consistent with the current local and state scope of practice.

(2) 
Access to online pediatric medical direction available from base hospitals or alternative base stations for advanced life support (ALS) or Limited Advance Life Support (LALS) prehospital personnel;
(3) Protocols for prehospital care of children that shall be accessible to providers on the EMS vehicle and for reference during patient encounters;


(4) Process for early notification of PRCs by ALS units of the 
impending arrival a pediatric patient;
(5) Availability of education and training of prehospital personnel on the EMSC system to include pediatric assessment, pediatric protocols, children with special healthcare needs, triage and destination policies, and dosing of medications and sizing of equipment based on age, weight or a length-based system;
(6) System performance improvement (PI) and evaluation to include responsibilities of the multidisciplinary EMSC Advisory Committee; 
(7) Criteria for pediatric trauma and medical triage including destination options;
(8) Disaster plan management including a plan for surge in the event of increased demand for pediatric medical care;
(9) Table of contents identifying where the information in 
§ 100270.28 of this Chapter can be found in the plan;
(j) Additional components of the plan developed as resources allow that may include but not be limited to the following:

 (1) LEMSA prehospital contractual requirements for pediatric education and training; and
(2) Pediatric injury and illness prevention efforts that may include, but not be limited to, coordination with local and state health departments, Trauma Centers, Comprehensive Pediatric Regional Centers, and community based organizations
(3) Public information and education about EMSC within the LEMSA including when to access the EMS system; 

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Sections 1797.76, 1797.250, 1797.254, 1799.204, and 1799.205, Health and Safety Code.
§ 100270.29.  EMSC Data Collection

 Local EMSC system data collection shall include the collection of both prehospital and hospital pediatric patient care data, as determined by the LEMSA and shall be integrated into the LEMSA’s data management system.  
(a)
The LEMSA shall collaborate with PRCs to develop a method for tracking of pediatric patients through the prehospital and hospital phases of care; 

(b) 
All PRCs that receive pediatric patients shall participate in the LEMSA data collection effort in accordance with the LEMSA policies and procedures.
(c) 
The LEMSA with an approved EMSC Plan shall submit pediatric data at a minimum on a quarterly basis to the EMS Authority in accordance with the most current version of the Emergency Medical Services System Quality Improvement Program Model Guidelines.  
Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code. Reference: Sections 1799.204 and 1799.205, Health and Safety Code.
§ 100270.30. EMSC Evaluation: 

(a) 
The LEMSA shall be responsible for periodic performance evaluation of the EMSC Program which will be conducted at least every three years.  Results of the EMSC evaluation shall be reviewed by system participants including the EMSC Advisory Committee and consensus recommendations made to improve system performance. The evaluation process should ensure regulatory and contractual compliance and include at a minimum:


(1) Data collection audit;

(2) Case review for quality of care; and
(3) CQI process and records review to ensure appropriate identification of cases based on select indicators with evidence of loop closure. 
(b) 
The LEMSA shall be responsible for ensuring PRCs comply with 
the CQI process contained in Article 3 of this chapter.

(c) 
The LEMSA shall coordinate regional CQI activities with neighboring 
LEMSAs when there is joint utilization of PRC resources.

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Section 1799.204 and 1799.205, Health and Safety Code.
Article 3: Pediatric Receiving Centers (PRCs)
§ 100270.31. Integration of Pediatric Receiving Centers into an EMS System
(a) 
Pediatric Receiving Centers (PRC) are designated by the LEMSA in accordance with state regulations and local policy. The LEMSA shall develop a designation and re-designation plan with cycles of no more than three years.

(b) 
Every PRC within each LEMSA shall be aligned with at least one CPRC for the purposes of outreach and education.  Where geography and population density preclude designation of a CPRC within the boundaries of the LEMSA, the LEMSA may designate a CPRC within another LEMSA or state in collaboration with the adjacent LEMSA or state. 
(c) 
All PRCs shall have representation at the LEMSA’s EMSC Advisory Committee.
(d)
The LEMSA may authorize utilization of air transport for pediatric patients within its jurisdiction
(e)
The LEMSA shall develop written scene transportation protocols for air ambulance or rescue aircraft providers specifying conditions for transport of pediatric patients within their jurisdiction.
(f)
A LEMSA may require CPRCs to have helicopter-landing sites.  If a helicopter-landing site is required, it shall be approved by the Division of Aeronautics, Department of Transportation pursuant to Division 2.5, Title 21 of the California Code of Regulations.
(g)
The LEMSA shall approve marketing and advertising of EMSC capabilities by PRCs consistent with the designation process by the LEMSA; 

Note:  Authority cited: Sections 1797.107 and 1799/204, Health and Safety 
Code.  Reference: Section 1799.204, Health and Safety Code.

§ 100270.32. Pediatric Receiving Center Requirements
A Pediatric Receiving Center (PRC) is a licensed hospital that has been designated by the LEMSA as a Comprehensive Pediatric Regional Center (CPRC), Advanced Pediatric Center (APC), Community Pediatric Center (CPC) or Limited Pediatric Center (LPC). 

(a)   All PRCs shall have a CQI Program which addresses the needs of children, to include structure, process, and outcome evaluations. The CQI Program at a minimum shall provide for:
(1) A process which integrates the ED CQI activities with the prehospital, trauma, inpatient pediatrics, pediatric critical care and hospital-wide CQI activities, as applicable;

(2) A mechanism to provide for integration of findings from CQI audits and reviews into education and clinical competency evaluations of staff; and


(3) A review of prehospital, ED, and inpatient pediatric patient 


care to include the following pediatric indicators:


(A) Deaths;


(B) Transfers;


(C) Child maltreatment cases;


(D) Cardiopulmonary or respiratory arrests;


(E) Trauma admissions;


(F) Operating room admissions;


(G) ICU admissions;


(H) Selected return visits to the ED; and

(I) Patient safety including adverse events;

(4) Compliance with applicable provisions of Evidence Code 1157.7 to ensure confidentiality with CQI activities. 
(5) Policies, procedures, or protocols for care of children which include the care of children in emergency settings that are not limited to but shall include the following:
(A) Illness and injury triage;

(B) Pediatric assessment; 
(C)  Physical or chemical restraint of patients;
(D) Child maltreatment;
(E) Consent;
(F) Death of a child;
(G) Procedural sedation;
(H) Immunization status and delivery;
(I) Mental health emergencies;
(J) Family centered care;
(K) Communication with patient’s primary health care provider;
(L)  Pain assessment and treatment.
(M)  A disaster preparedness plan that addresses pediatric issues;
(N) Medication safety, including;


1.   A process to weigh children on scales in kilograms only;
2.   A process to solicit feedback from staff including 
reporting of medical errors; 
3. Involvement of families in the medication safety process; 
and

4. Medication orders that are clear and unambiguous.
(b) 
The PRC shall submit, at a minimum, the following data to the LEMSA on a quarterly basis. These data will facilitate system management and allows for evaluation of system performance.  The following data elements shall be included:
(1) Baseline data to describe the system, including:
(A) Arrival time/Date to ED; 
 
(B) Date of birth;
(C) Gender;
(D) Ethnicity; and
(E) Mode of arrival

(2) Cause of illness and injury, and basic outcomes for CQI, injury prevention and for education and training, to include but limited to the following;
(A) Principal diagnosis;
(B) Other diagnoses;
(C) External cause of injury (E codes);
(D) Disposition;
(E) Principal procedures;
(F) Other procedures;
(G) Time and date of admission; and 

(H) Discharge time and date.

(3) Fiscal impact and population based data, including:


(A) Expected source of payment; 
(B) Total charges; 


(C) Type of admission; and




(D) Residence Zip Code 
 (c)    Each PRC shall have written guidelines in place for patients, parents 
of minor children who are patients, legal guardians of children who 
are patients, and primary caretakers of children who are patients to 
provide input and feedback to hospitals staff regarding the care 
provided to the child. 
(d) 
All designated PRCs shall comply with the following emergency department requirements:
(1) ED administrative personnel including:

(A) A Medical Director for the ED; and
(B) A Physician Coordinator for pediatric emergency care (may be met by staff currently assigned other roles in the department, and may be shared between EDs). The Physician Coordinator shall:
1.
A qualified specialist in Pediatric Emergency Medicine or Emergency Medicine, or a physician who is a qualified specialist in Pediatrics or Family Medicine and shall demonstrate competency in resuscitation of children of all ages from neonates to adolescents;
2.
Demonstrate special interest, knowledge, and skill in emergency medical care of children as demonstrated by training, clinical experience, or focused continuing medical education;
3.
Assume administrative responsibilities that may include but not be limited to: 

a. Oversight of ED pediatric CQI process;

b. Liaison with appropriate hospital-based pediatric care committees;
c. Liaison with pediatric critical care centers, Trauma Centers, the local EMS agency, Base Hospitals, prehospital care providers, and community hospitals;
d. Facilitation of pediatric emergency education for ED physicians; and
e. Ensuring pediatric disaster preparedness.

(C)  A Nursing Coordinator for pediatric emergency care (may be met by staff currently assigned other roles in the department, and may be shared between EDs).  The Nursing Coordinator shall:
1.  Be a registered nurse (RN) with at least two years experience in pediatrics or emergency nursing within the previous five years;

2. Demonstrate competency in resuscitation of children of all ages from neonates to adolescents;
3. Assume administrative responsibilities that may include but not be limited to:

a. Coordination with the pediatric physician coordinator for pediatric CQI activities;

b. Facilitation ED nursing continuing education and competency evaluations in pediatrics;

c. Liaison with pediatric critical care centers, trauma centers, the local EMS agency, base hospitals, prehospital care providers, and community hospitals;
d. Liaison with appropriate hospital-based pediatric care committees; and

e. Coordination with the physician coordinator to ensure pediatric disaster preparedness.

 


(2) Personnel staffing the ED shall include:

(A) Physicians that are qualified specialists in Pediatric Emergency Medicine or Emergency Medicine, or be qualified specialists in Pediatrics or Family Medicine and shall demonstrate competency in resuscitation of children of all ages from neonates to adolescents. 

 (B) Registered nurses (RNs) with at least one ED RN per shift with current completion of PALS, APLS, ENPC or other equivalent pediatric emergency care nursing course, and
(C)  Midlevel practitioners that may include Nurse 

Practitioners and or Physician Assistants who are regularly assigned to the ED and who care for pediatric patients shall demonstrate competency in resuscitation of children of all ages from neonates to adolescents.
(D) Other services/personnel: Back-up qualified pediatric specialists to include:
1. A designated qualified pediatric specialist available for in-house consultation or through real time consultation (e.g. phone telemedicine) or via agreed upon process within transfer agreements;
2.  Pediatric subspecialty physicians available for in-house consultation or through phone consultation and transfer agreements, and
3. Support services including respiratory care, laboratory, radiology and pharmacy to include qualified staff and necessary equipment.
 


(3) Pediatric equipment and supplies. Use of pediatric equipment and 
supplies requires:

(A) A pediatric chart, length-based resuscitation tape, medical software, or other system available to assure ready access to proper sizing of resuscitation equipment and proper dosing of medication;
(B) Pediatric equipment, supplies, and medications easily accessible, labeled, logically organized including the following:

1.  Portable resuscitation supplies (“crash cart”) with a method of verification of contents on a regular basis.

2. Pediatric general equipment for patient and fluid warming, patient restraint, weight scale (in kilograms), and pain scale tools for all age children;
3. Pediatric monitoring equipment appropriate for children in all pediatric sizes including blood pressure cuffs, Doppler device, ECG monitor/defibrillator, hypothermia thermometer, pulse oximeter, and end tidal CO2 monitor.

4. Respiratory equipment and supplies appropriate for pediatric patients including clear oxygen masks, bag-mask devices, intubation equipment, tracheostomy equipment, oral and nasal airways, nasogastric tubes and suction equipment;
5. Vascular access supplies and equipment appropriate for pediatric patients including intravenous catheters, intraosseous needles, umbilical and central venous catheters, infusion devices and IV solutions;
6.  Fracture management devices appropriate for pediatric patients including extremity and femur splints, and spinal stabilization devices, and
7. Specialized pediatric trays or kits including lumbar puncture tray, difficult airway kit to include laryngeal mask airways and other devices to provide assisted ventilation if bag-mask ventilation or intubation are unsuccessful, tube thoracostomy tray to include chest tubes sizes for children of all ages, newborn delivery and resuscitation kit to include supplies for immediate delivery and resuscitation of the newborn, and urinary catheter trays to include urinary catheters for children of all ages.
(e) 
Medications for the care of children requiring resuscitation shall be consistent with the most current evidence-based recommendations  (e.g. American Heart Association Pediatric Advanced Life Support) These shall be available in the emergency department or immediately accessible. 
Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety

Code. Reference: Sections 1797.88, 1797.222, 1798.150, 1799.204, and 
1799.205, Health and Safety Code.
§ 100270.33.   Comprehensive Pediatric Regional Center Requirements 

In addition to the requirements in §100270.32, a Comprehensive Pediatric Receiving Center (CPRC) shall:
 (a) 
Be a CCS approved Tertiary Center;  

(b) 
Plan and implement ongoing outreach to Limited, Community and Advanced PRCs including:


(1) Collaboration for education in emergency care of pediatric patients;  


(2) Updating of clinical practice guidelines; 


(3) Consultation via phone, telemedicine or onsite 




regarding:



(A) Emergency care and stabilization;



(B) Transfer; and



(C) Transport;
(c) 
Accept patients from a defined region who require specialized care not available at lower-level hospitals within the region through:


(1) Prearranged transfer agreements that network hospitals 


within a region to assure appropriate inter-emergency 



department transfer; and


(2) Prearranged transfer agreements for pediatric patients 


needing specialized care not available at the CPRC (such as 


burn centers, spinal cord injury centers, rehabilitation facilities); 
(d) 
Serve as a regional referral center for the specialized care of pediatric patients or in special circumstances provide safe and timely transfer of children to other resources for specialized care. 
Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety 

Code. Reference: Sections 1797.88, 1797.222, 1798.150, 1798.170, 

1799.204, and 1799.205, Health and Safety Code.

§ 100270.34.   Advanced Pediatric Receiving Center Requirements 

In addition to the requirements in §100270.32, an Advanced Pediatric Receiving Center shall:

(a) 
Be a CCS approved Pediatric Community Hospital.
 
(b) 
Plan and implement ongoing outreach to PRCs (Community, Limited) including:


(1) Collaboration for education in emergency care of pediatric patients;  

(2) Updating of clinical practice guidelines; 


(3) Consultation regarding:



    (A) Emergency care and stabilization;



     (B) Transfer; and



     (C) Transport;

(c) 
Accept patients from a defined region who require specialized care not available at lower-level hospitals within the region through:

 (1) Prearranged transfer agreements that network hospitals within a region to assure appropriate inter-emergency department transfer; and

   
(2) Prearranged transfer agreements for pediatric patients needing specialized care not available at the Advanced PRC (such as Trauma Centers, burn centers, spinal cord injury centers, rehabilitation facilities).

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code. Reference: Sections 1797.88, 1797.222, 1798.150, 1798.170, 1799.204, and 1799.205, Health and Safety Code.

§ 100270.35.   Community Pediatric Receiving Center (CPC) Requirements 

In addition to the requirements in §100270.32, a Community Pediatric Receiving Center meeting similar requirements, shall:

(a) 
Establish formal agreements with a minimum of one CPRC as approved by the LEMSA, for education, consultation and transfer of pediatric patients. 
(b)  
Collaborate with APCs or CPRCs for:

 (1) Education in emergency care of pediatric patients;  

(2) Updating of clinical practice guidelines; and

(3) Consultation regarding:

(A) Emergency care and stabilization; 

 (B) Transfer; and

 (C) Transport.
(c) 
Develop written agreements with an APC and CPRC to transfer 


pediatric patients for stabilization and post-stabilization care ensuring 

the highest level of care appropriate and available; and

(d)     Develop transfer agreements for pediatric patients needing specialized care such as Trauma Center, burn centers, spinal cord injury centers, rehabilitation facilities).

Note: Authority cited: Sections 1797.107 and 1799.204, Health and Safety 

Code.  Reference: Sections 1797.88, 1797.222, 1798.150, 1798.170, 
1799.204, and 1799.205, Health and Safety Code.

§ 100270.36.   Limited Pediatric Receiving Center Requirements 

In addition to the requirements in §100270.32, a Limited Pediatric Receiving Center shall:

(a) 
Establish formal agreements with a minimum of one CPRC as approved by the LEMSA, for education, consultation and transfer of pediatric patients; 
(b) 
Develop transfer agreements for pediatric patients needing specialized care such as Trauma Centers, burn centers, spinal cord injury centers, rehabilitation facilities;

(c)
Develop written agreements with Community, Advanced and Comprehensive centers to transfer all pediatric for stabilization and post-stabilization care ensuring the highest level of care appropriate and available; and

(d)    

Collaborate with an APC or CPRC for:


(1) Education in emergency care of pediatric patients;  



(2) Updating of clinical practice guidelines; and



(3) Consultation regarding:




(A) Emergency care and stabilization;




(B) Transfer; and




(C) Transport. 

Note:  Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Sections 1797.88, 1797.222, 1798.150, 1798.170, 1799.204, and 1799.205, Health and Safety Code.
§ 100.270.37. Transfer of Pediatric Patients

Each PRC shall have an Interfacility Transfer Plan for pediatric patients. Patients may be transferred between and from PRCs providing that: 

(a)  There is an interfacility transfer process that is streamlined to include a rapid acceptance and transfer process with evaluation and communication with one or more of the following:

(1) A qualified pediatric specialist; 
(2) A pediatric Intensivist;

(3) A neonatologist; 
(4) A pediatric critical care fellow, or

(5) A neonatology fellow. 
 (b) Any transfer is as determined by the ED physician of record or pediatric inpatient service, medically prudent, and in accordance with LEMSA interfacility transfer policies; 

(c) The PRC has written criteria for consultation and transfer of patients needing a higher level of care; 

(d) Hospitals which have repatriated pediatric patients from a designated 
CPRC provide the information required by local agency policies to 
the transferring CPRC for inclusion in the EMSC data management 
system; and
(f) Hospitals receiving pediatric emergency patients participate in EMSC and CPRC CQI activities for those pediatric emergency patients who have been transferred.
Authority cited: Sections 1797.107 and 1799.204, Health and Safety Code.  Reference: Sections 1798.170, 1799.204, and 1799.205, Health and Safety Code.
