Emergency Department Guidelines for the Care of Pediatric Patients
(EMSA #182)

Comment Period (October 1, 2007 – November 14, 2007)
	Section
	Organization
	Comments

Suggested Revisions
	Response

	Introduction

Line 13 

Pg 5
	Cathy Chidester

Acting EMS Director

Los Angeles EMS Agency


	Recommendation: line 13

To define the EDAP age group (0-14).  The definition of age will assist in the Pediatric Liaison Nurse (PdLN) in their performance improvement data collection and obtaining statistical numbers from their quality departments.
	Comment discussed with Technical Advisory Committee, no change.

	Pg. 5 

Line 20
	John Brown, MD
Medical Director

San Francisco EMS Agency
	Specify that all standby, basic and comprehensive Emergency Departments need to adhere to these standards.
	Added, “all standby, basic and comprehensive EDs”

	I, B, 1,c 

Line 7

Page 6
	Michael Salomon

Committee on Pediatric Emergency Medicine


	Delete requirement for pediatric clinical competency for qualified specialists in Emergency Medicine and Pediatric Emergency Medicine.  Supporting Evidence noted below that being board certified supersedes any requirement for additional clinical competency.  Use of Short Courses in Emergency Medicine as Criteria for Privileging or Employment The

American College of Emergency Physicians (ACEP) believes that board certification by the American Board of Emergency Medicine (ABEM) or the American Osteopathic Board of Emergency Medicine (AOBEM) demonstrates comprehensive training, knowledge, and skill in the practice of emergency medicine. Certificates of short course completion in various core content areas of emergency medicine may serve as evidence of focused review; however, ABEM or AOBEM certification in emergency

medicine supersedes evidence of the completion of such courses.  Accordingly, ACEP strongly discourages the use of certificates of completion of courses such as Advanced Cardiac Life Support (ACLS), Advanced Trauma Life Support (ATLS), Pediatric Advanced Life Support (PALS), and Basic Trauma Life Support (BTLS), or a specified number of continuing medical education hours in a sub-area of emergency medicine, as requirements for privileges or employment for physicians certified by ABEM or AOBEM.

Certificates of completion of focused courses should only be used as requirements for privileges or employment for ABEM- or AOBEM-certified physicians in connection with new procedures that evolve into the practice of emergency medicine and in which the physicians have not received formal training.  (Approved 1984; Reaffirmed 1992; Reaffirmed 1997; Revised 1999) 
	Added footnote, “These guidelines do not promote or suggest that any particular continuing education course is required for competency.  Competency as stated in this document is defined by local (hospital) credentialing requirements which should include requirements for all ages of patients from newborns through the elderly.”

	I, B, 1,c 

Line 7

Page 6
	Karen Rodgers

EMSC Coordinator

Los Angeles County EMS Agency
	Delete requirement for pediatric clinical competency for qualified specialists in Emergency Medicine and Pediatric Emergency Medicine. The American College of Emergency Physicians is opposed to the “merit badge” medicine which would include clinical competencies for its board certified and eligible Emergency Physicians.
	Added footnote, “These guidelines do not promote or suggest that any particular continuing education course is required for competency.  Competency as stated in this document is defined by local (hospital) credentialing requirements which should include requirements for all ages of patients from newborns through the elderly.”

	II, B, 3

Line 3

Pg 7
	Michael Salomon

Committee on Pediatric Emergency Medicine


	Delete requirement for pediatric clinical competency for qualified specialists in Emergency Medicine and Pediatric Emergency Medicine.  Supporting Evidence noted below that being board certified supersedes any requirement for additional clinical competency.

Use of Short Courses in Emergency Medicine as Criteria for Privileging or Employment.  The

American College of Emergency Physicians (ACEP) believes that board certification by the American Board of Emergency Medicine (ABEM) or the American Osteopathic Board of Emergency Medicine (AOBEM) demonstrates comprehensive training, knowledge, and skill in the practice of emergency medicine. Certificates of short course completion in various core content areas of emergency medicine may serve as evidence of focused review; however, ABEM or AOBEM certification in emergency medicine supersedes evidence of the completion of such courses.

Accordingly, ACEP strongly discourages the use of certificates of completion of courses such as

Advanced Cardiac Life Support (ACLS), Advanced Trauma Life Support (ATLS), Pediatric Advanced Life Support (PALS), and Basic Trauma Life Support (BTLS), or a specified number of continuing medical education hours in a sub-area of emergency medicine, as requirements for privileges or employment for physicians certified by ABEM or AOBEM.

Certificates of completion of focused courses should only be used as requirements for privileges or employment for ABEM- or AOBEM-certified physicians in connection with new procedures that evolve into the practice of emergency medicine and in which the physicians have not received formal training.  (Approved 1984; Reaffirmed 1992; Reaffirmed 1997; Revised 1999)


	The competency qualification is only applicable when required by local credentialing.

	II, B, 3

Line 3

Pg 7
	Karen Rodgers

EMSC Coordinator

Los Angeles County EMS Agency
	Delete requirement for pediatric clinical competency for qualified specialists in Emergency Medicine and Pediatric Emergency Medicine.  The American College of Emergency Physicians is opposed to the “merit badge” medicine which would include clinical competencies for its board certified and eligible Emergency Physicians.
	The competency qualification is only applicable when required by local credentialing.

	III. Nurses

Line 18

Page 7


	Gary Reese, BLS Program Director

Crafton Hills College


	   All RN’s regularly assigned to the ED should have four hours of CE in topics related to pediatrics every two years in addition to standard course work of PALS or APLS
	Comment discussed with Technical Advisory Committee, no change.

	V. QI

2, 1 

Line 8

Pg 8
	Cathy Chidester

Acting EMS Director

Los Angeles EMS Agency


	Recommendation: Line 8

A periodic review of aggregate data of pediatric emergency visits to include the number of monthly admissions. 
	Comment discussed with Technical Advisory Committee, no change.

	V. QI
2, b, (2)

Line 12

Pg 8
	Cathy Chidester

Acting EMS Director

Los Angeles EMS Agency


	Recommendation: Line 12
(2) Transfers (to a higher level of care). This would capture the true numbers to the higher level of care. Otherwise, we may see numbers, which reflect all transfer-out including HMO requests. 
	No change, but LEMSA may request.


	V QI
2,b,(3)

Line 13

Pg 8
	Cathy Chidester

Acting EMS Director

Los Angeles EMS Agency


	Recommendation: Line 13
Child Maltreatment Case indicators (to include the number of Social Services patient evaluations, referrals and the number of cases referred to DFCS and/or Law Enforcement).
	LEMSA option.

	V. QI
2, d

Line 23

Pg 8
	Cathy Chidester

Acting EMS Director

Los Angeles EMS Agency


	Recommendation to include the following study module (competencies): Line 23
· Child Maltreatment to include process for Social Services support, referrals to DCFS and/or Law Enforcement, (including after hours).  The level of daily awareness needs to be raised.  Module to include early recognition, mandatory reporting and reporting process. 

· Safe Surrender study module to include the Law, hospital policy and procedure.

· Child Abandonment study module to include assessment and recognition of recent (within 72 hours) postpartum woman of childbearing age without evidence of a newborn.
	Added to page 9 as #5, safe surrender and child abandonment

	VI. Policies

A, 4

Line 1

Pg 9
	Cathy Chidester

Acting EMS Director

Los Angeles EMS Agency
	Recommendation: Line 1
Child maltreatment (physical and sexual abuse/assault).
	Agree, also added “neglect”

	 VII.A.

Line 10

Page 10
	 Gary Reese, BLS Program Director

Crafton Hills College
	Does this encompass all levels of ER’s ?
	Yes.

	VII.A.

Line 10

Page 10
	 Gary Reese, BLS Program Director

Crafton Hills College
	I agree with the standards listed and suggest that these standards move forward for the care and assessment of infants and children
	Agree.

	VII

A, 1

Line 13

Page 10
	Cathy Chidester

Acting EMS Director

Los Angeles EMS Agency
	Recommendation: Line 13

· Current PALS provider or instructor (Respiratory Care Practitioners)
	No change; competencies meet intent

	VII

B

Line19

Pg 10
	Cathy Chidester

Acting EMS Director

Los Angeles EMS Agency


	Recommendation: Line 19

· Radiologist on call and promptly available twenty four hours per day.

· Radiology Technician in house twenty four hours per day with a back up technician on call and promptly available.

· CT Scan Technician on call and promptly available. 


	No change; not pediatric specific, included in adult standards

	VII

C

Line 24

Pg 10
	Cathy Chidester

Acting EMS Director

Los Angeles EMS Agency


	Recommendations: Line 24

· Laboratory Technician in house twenty four hours per day and a back up technician on call and promptly available. 
	Comment discussed with Technical Advisory Committee, no change.

	VIII
 line 33

Pg. 11
	Childrens Hospital & Research Center Oakland
	Should not use specific company.  Should just require internal diameters and lengths for infants through adult sizes.
	Deleted brand and replaced with, “neonatal, pediatric and adult sizes”


	VIII Monitoring Equipment

Line 18

Pg 11


	Cathy Chidester

Acting EMS Director

Los Angeles EMS Agency


	Recommendation: Line 18
· Infant Pulse oximeter sensor/probes
	

	General Comments
	Larry Karsteadt

North Coast EMS


	We were unclear during our Medical Advisory Committee discussion yesterday morning whether or not this “policy” that says: “It is therefore expected that all EDs in California will meet or exceed these guidelines…” carried a mandate or not.  

As a guideline, we plan to use this policy to update our EDAP criteria as needed and utilize a portion of the new Pediatric Maddy Fund to directly support our two remaining EDAPs and as incentive for re-designating five former EDAPs.   

We have no comments specific to the public comment period but again suggest that the EMSC Technical Committee be expanded to include more rural representation in the future.  One or more representative(s) from communities with small EDs would help ensure
	This is not a mandate

	General Comments
	Ed Nickerson, RN, 

Prehospital Care Nurse Coordinator

Mad River Community Hospital
	Firstly, are these guidelines for E.D.'s that are pursuing or maintaining their E.D.A.P. certification?  As the former EDAP coordinator and current Prehospital Care Coordinator for a base hospital in the North Coast EMS region of northern California, I feel that these lofty goals defining the training requirements for E.D. physicians and staff R.N.'s should be reserved for hospitals that are attempting to maintain or acquire E.D.A.P. certification.  Thus a hospital pursuing this certification would know what was required of them in their pursuit of excellence, but to require this level of training and equipment for each and every E.D. in the State would be an unwieldy mandate that could possibly force the closure of even more E.D.'s, which California can ill afford.  

Secondly, would the policy be phased in with a reasonable timetable or would the expectation be that this would be completed all at once?  I imagine that most E.D.'s have most of the equipment on the EMSA required equipment list, but I daresay that all of them do not have everything on the minimum equipment list.  Also covered in the policy is Respiratory Care, Radiological and Clinical Laboratory Services requirements that may be difficult for every E.D. to meet, unless the goal of the E.D. was to become E.D.A.P. certified. 

My hospital, Mad River Community Hospital, is No change; coordinator can be shared roles; national project has some model policies; EMSC to explore development of more model policies (LA’s PdLN program has policies on CD).currently E.D.A.P. certified and as far as I know, intends to maintain that certification, so we would have little difficulty meeting the requirements as put forth by the new EMSA requirements, so my concern really is for hospitals that opt out of the certification process or risk loss of Basic Emergency Services certification.  This would be a blow to the health care delivery system in California, as E.D.'s have become impacted by the loss of so many E.D.'s statewide and have become the safety net for so many uninsured Californians.
	No change; coordinator can be shared roles; national project has some model policies; EMSC to explore development of more model policies (LA’s PdLN program has policies on CD).

	General Comments
	Pat Frost, RN, PNP

EMS QI Coordinator

Contra Costa County
	Overall, the document sets a very high standard for ideal ED pediatric preparedness, which is admirable.  However given the current health care environment these standards could only be “fully implemented” in dedicated pediatric centers. Limitations in the availability of dedicated Emergency Department pediatric providers (physicians, nurses, nurse practitioner and ancillary staff and services) create ongoing barriers to successful implementation.  Expectations without adequate fiscal support from the state to achieve these objectives do not support compliance. This is particularly true in the areas of Administration and Coordination and Quality Improvement.  As guidelines, EMSA #182 provides a model for competency in pediatric care for Emergency room professionals to strive for.  These guidelines are far from minimum expectations as suggested in the document.  Even in dedicated pediatric centers the expectations set forth may be difficult to achieve if resources are not dedicated for this purpose. 

Most emergency rooms in our county do not have dedicated pediatric ED physician or nursing coordinators identified.  If these individuals are identified they are not dedicated and share multiple roles that present challenges to achieving the expectations set forth in the document. Creating a title without the time does little to achieve effective outcomes.

Dedicated pediatric ED QI plans are not realistic for most emergency rooms rather pediatric indicators that are incorporated into an overall ED QI plan would be a better solution.  The suggested indicators are helpful and give facilities guidance in this area. These indicators should be easy to collect and supported by hospital medical information systems.   However problems exist.  In our own county several hospital emergency rooms, are not supported by IT and QI infrastructure, personnel, clinical and administrative support to achieve these expectations. These resource issues again create major barriers to achieving desired outcomes in improving standards in specialty populations such as pediatrics.

Expectations in the areas of pediatric policies, procedures, equipment and training are easier to implement and our hospitals have been more successful in meeting these expectations.  I would recommend that the state simplify the QI expectations to support successful implementation while leaving current criteria in place so to identify optimal standards for emergency departments to distinguish themselves through excellence.  This would create an opportunity for the State to recognize these facilities in a way that could build interest in creating improved pediatric resources throughout the EMS system.

Long term it would be my strong recommendation for the State to partner with JCAHO to facilitate improvements in care in specialty populations such as pediatrics.  This will create the hospital administrative will and leadership to facilitate implementation of pediatric quality initiatives.

Pediatrics is a low frequency high-risk population.  This creates many challenges for those trying to improve pediatric care throughout the EMS system.  My feeling is that we need to be realistic in our guidelines while also identifying criteria for excellence.  That way we can create short-term opportunities for success on the road to improving the system long term.  


	No change; coordinator can be shared roles; national project has some model policies; EMSC to explore development of more model policies (LA’s PdLN program has policies on CD).
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