Pediatric Surge Planning...
Solutions Within Reach

Patricia Frost RN, MSN, PNP-BC
Assistant EMS Director

Contra Costa Emergency Medical Services

This presentation was given at the California Hospital Association 2010
Disaster Conference on September 22 and 23" in Sacramento.

The session was followed by a panel discussion of Contra Costa County
Hospital Pediatric Champions working on our local surge efforts.

A script for this slide-set is added for your information.
Please share with interested parties.
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Our objective today is to help everyone bring back to their communities,
robust strategies to jumpstart local preparedness efforts because
solutions are absolutely within reach.

The are 6 key steps.

Today my colleagues and | would like to share our efforts implementing
these solutions.



“Failing to Plan is Planning to Fail”

= » »« Benjamin Franklin

Getting Started

“All emergency
planning is local”

Dr. Jeffrey Upperman
CHLA National Disaster Center

*The good news is that guidance is not only there it is “overflowing”.



California EMSA....

Pediatric Disaster Guidelines Preparedness for Hospitals

Surge Capacity

“It is inevitable that all hospitals
in a large-scale disaster
involving pediatric patients will
be overwhelmed.”

# 198- March 24, 2010

*Contra Costa County is similar to many communities in that, under present
conditions, we could be overwhelmed in much less dire situations than the
“large-scale disaster”.

*Being “overwhelmed” is just a bus accident, school fire, or mall shooting away.

*The California State document references that 15-20% of victims in mass
casualty will be children however our collective national experience
demonstrates up to 30% of children could be affected.



*And the sentinel event is more likely to occur than we may want to admit....

*During HIN1 Contra Costa was hit hard in the first wave and had one of the
highest case rates and death rates in California.



EMSC ASSESSMENT

255,915 children <18 years

3% of California’s child population

18 - 23% ED visits pediatric

One of the highest ratios of children to

pediatric beds in California

— 44 pediatric (med/surg flex + licensed)
— 15 licensed pediatric beds
— 1 licensed bed for >16,000 children

*Understanding what we had in our own backyard was critical. This is Contra
Costa:

*Prior to HIN1 the County EMS Agency conducted an update of our Emergency
Services for Children (EMSC) program.

*To perform this evaluation we used the California State EMSC program criteria.
*It was this 2008 assessment that allowed us to identify vulnerabilities as HIN1
hit.

*The EMSC Program began as a national initiative in the 1990’s to support

uniform standards of care that emphasized early access to pediatric emergency,
trauma and critical care.

oIt helped communities assure that they have the infrastructure to provide
appropriate pediatric emergency services.

*EMSC served as a vehicle to assure that our emergency departments and
prehospital providers were all pediatric capable and met standards of care for
equipment, competency and staff.



HIN1 PEDIATRIC ED SURGE ESTIMATE:
30% SURGE INCREASE TRIGGERS

Contra Alameda Combined
COSta County « 827 per week
Cou nty - 480 per week + 118 per day

- 344 per week * 68 per day
» 48 per day
- 9 hospitals

Question: Is critical mass as small as 4 to 5 pts/hosp/day?
Answer: Yes and No

*Our neighboring county Alameda also had completed their EMSC survey which
helped us determine the pandemic’s joint impact.

*The two counties have a strong tradition of EMSC collaboration.

*We share a pediatric regional center located in Alameda county which also
serves Marin, Solano and San Joaquin.

*During H1N1 that regional pediatric center was seeing Contra Costa’s entire
county ED surge volumes every week and at the height of the pandemic hit 50%
ED surge capacity at regular intervals .

*Under normal conditions pediatrics makes up to 25% of our community hospital
ED volume.

*Up to 90% of these visits are treat and release.

*During the surge all Contra Costa facilities were working with a 30% ED surge
rate at regular intervals.

*For our two counties a 30% pediatric surge looked like this.

*We began to realize that our pediatric critical mass could be as small as 4-5
pts/hospital/day.

Luckily the admission rates were small, length of stay was only 3 days and very
few children required the highest level of care.



«It did not happen overnight...



Pediatric care
California

fLos Angeles Times

hitp:ffwwrw latimes. com/mews/la-me -pediatric-hospital25-200%5an25,0,21 13367 story
From the Los Angeles Times

Pediatric care shrinks across California

More than 800 beds were lost from 1998 to 2007, with roughly half of those cuts in Los Angeles County.
By K Yoshine

January 25, 2009

W Lost all beds

O Lost some beds
O Mo change

S~ W Gained beds

Unintended
Consequences

«In Jan 2009 this LA times article revealed that pediatric acute care bed capacity had been
shrinking throughout the state and in many places there were literally no pediatric acute care
beds.



PEDIATRIC EMERGENCY PREPAREDNESS
“Do We Need to Hit the Reset Button”

In promoting pediatric center care have we
made children “radioactive” to our
community hospitals?

Have we “hyper-regionalized” at the
expense of a systematic degradation of
inpatient pediatric competency?

*The same EMSC efforts that had improved pediatric care had unintended
consequences.

.-I-*os itals eIiminateg.their communitg ediatric heds and with that the
infrastructure for pediatric competen 3}3 staff and equipment.

-I!]n our county 3 hospitals eliminated their pediatric lﬂ"ljts and with that 40% of
the county péediatric acute care capacity disappeared in less than 5 years.

10



“California Pediatric Safety Net”

Lo lifornia’ iatri
™ 3 { o # Children’s Hospital Central Galifornia
o # Childrens Hospital Los Angeles
§ - - Children’s Hospital of Orange County
1N # Childron's Hospital & Research Canter at Oakland
H Loma Linda University Children's Hospital

Lucile Packard Children's Hospital at Stanford
Miller Children's Hospital

Jr Rady Children's Hospital - San Diego

California Children’s Hospital Association

8 centers

»55% of inpt care

»1.5 million outpt visits
»55% of PICU beds
»60% organ transplants
»>72% of heart surgery

Additional Pediatric Referral Centers

*UCLA Children’s Hospital

*UC Davis Children’s Hospital
*UCSF Children’s Hospital
*Children’s Center at Sutter Medical
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«In California 8 Key Regional Centers make up the majority of pediatric inpatient

care in California.

*They provide >55% of pedi inpatient care.
*Have 55% of the PICU beds in the state.

*Their patient acuity is 25% higher than other hospitals that treat children.
*Receive 42% of pedi transfers in the state and have 10 times the number of
neonate transfers.

*The California Children’s Hospital Association consists of 8 regional private
children’s hospitals centers and 4 associate members.



Licensed Pediatric Acute Care Beds Lost 1138
Majority Lost Beds within Community Hospitals

1993-2009 OSHID California State Wide Data

2,500

Normal Utilization 2,927

> 565,000 discharges/yr
>593,000 pt census days/yr
1009 > 50% occupancy
Ave length of stay 3.5 days

1 bed per 3,382 children

2,000

1,504
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«Since 1993 California has lost >25% of the state’s licensed pediatric bed
capacity and the trend is continuing.

12



California Pediatric Bed Capacity 2009
Licensed Acute Care Beds: OSHPD

N=1292,
67%

13

Licensed pediatric beds, aka acute care pediatric beds, do not just represent
just beds that serve general care pediatric patients.

They include Pediatric ICU, Pediatric Cardiovascular ICU, Bone Marrow
Transplant and Solid Organ Transplant Beds.

This data was difficult to come by because California has no transparent,
reliable system to track PICU beds at the present time.

We need a mechanism to reliably capture this level of detail when we are
“counting beds.”

OSHPD data is also not always reliable and local data is frequently needed
to validate what “really exists.”

These are moving targets as regional pediatric centers continue to replace
their general care beds with PICU/specialty care beds, e.g. UC Davis plans
to expand their PICU, Stanford expanded it's Pediatric Cardiovascular ICU
and many other centers have traded their acute care pediatric beds for PICU
beds or equivalents e.g. BMT, organ transplant units etc. UCSF is building a
new maternal child center to replace pediatric services at their Moffitt Long
facility and with that will be expanding their critical care bed capacity.

Pediatric regional center’s are already moving to become giant ICU’s and
there is a need for other hospitals to preserve inpatient general care pediatric
units.

13



Dr. Bertram Lubin CEO

Children’s Hospital Oakland

80 million dollar loss
= Economy
= Low Reimbursement

= Rising Health Care
Costs

“Lack of Pediatric
beds at other East
Bay Hospitals”

3.24.10 Contra Costa Times Interview

*Delivering pediatric care cost effectively is tough and some of our regional
centers are fighting for survival.

*This is due to low reimbursement rates and the high cost of specialty center

care.

14



/A CAN WE REALLY AFFORD TO
// MAINTAIN THE STATUS QUO?

*This is the status quo approach to pediatric/neonatal surge preparedness.

*Head in the sand....finger in the dike and pounding square pegs in round
holes.....the answer.....NO!

*We need to bridge the gap between emergency department and inpatient
pediatric preparedness.



/

/i
The Pendulum is in Motion

Pediatrics in
Pediatric Regional
Centers

Pediatrics in
Community
Hospitals

....and moving faster than we think!

*With shrinking pediatric regional general care beds there will be opportunities
for community hospitals to distinguish themselves in the area of pediatrics with
technology and competency.

16



Community Emergency Departments

“Most children continue to be cared for locally”

Nationally 80% of all children
are seen in “non-pediatric”
Emergency Departments

Emergency Departments
55% serve < 4000 children/year

17% serve > 10,000 children/year

53% admit children to their own hospital
even though no separate pediatric ward

*Most children continue to be cared for locally.
*That should not be arbitrarily considered a bad thing.
*Current statistics show:
* 37% of hospitals have a pediatric ward.
* 10% have a PICU.
*  2.5% admit children to adult ICU.
* But 97.5% send children to other facilities for inpatient care.

*There is an “assumption” that pediatric regional center bed availability is always
available when needed during normal operations.

*However when the system is stressed this pediatric capacity rapidly declines.

17



/4
/‘ Surge Strategy: Start with
//7‘ Planning for the In-Between
Daily Triage

*\When abundant resources
are available relative to

patient demand Disaster Triage

_°D0_ t_he best for each » When patient needs outstrip
individual resources

*Normal Standards  Greatest good for greatest
of Care

number of people
» Altered Care Standards

* Recognizes that resuscitation
attempts may be futile

*Today there is an increasingly narrow margin between normal operations and
disaster.

*This is especially true in our emergency departments.

*That is why for Contra Costa our approach has been to focus not on the
catastrophic but on the “in between.”

*Pediatrics is a high-risk low-frequency population that with surge will become a
high-risk high-frequency population.

*We need to prepare for the inevitability!

18



Pediatric Surge Capacity Math...

Understanding where we are versus what we need

Normal Conditions
*CA pediatric population (0-18 yrs)
9.9 million children in California
*Current (Acute & PICU) Beds
« 1292 statewide (1:7662)
635 PICU beds (1:15,590)

Catastrophic

Conditions
+297,000 potentially affected
4,950 Acute Care Beds
1,536 PICU beds

*So how many beds would we have to come up with in the catastrophic?

eIt is important to articulate the numbers on a local, regional and state based so
we understand what we need and determine if we have the capacity to “get
there.”

*In a disaster up to 30% California’s child population could be affected worst
case scenario or 297,000 children.

*FEMA expectations recommend 500 pediatric beds/1 million which is equivalent
to 4,950 beds needed or an additional 2001 beds.

*The new CDC pandemic expectation suggest that a 300% increase in PICU
beds which would be up to 1536 PICU beds.

*This is why we need to approach these issues by actively engaging community
hospitals in these efforts.

19



CURRENT CAPABILITIES

WHAT WE HAVE TO WORK WITH

Hospital Beds

Licensed

Unstaffed

Vacant/ Available

Staffed

Staffed Beds = Vacat/Available Beds + Occupied Beds
Phyzical Available Beds = Staffed + Unstaffed Beds

Utilizing California’s 5% flex bed capacity = 4417 beds

20

Our strategy is to recommend our hospitals to use their 5% flex capacity for
pediatric surge preparedness.

*This provides a realistic goal to build infrastructure to support pediatrics in the
event of medical surge without enormous cost.

sLicensing and Accreditation allows all hospitals to flex 5% in surge provided
appropriate Title 22 requirements for equipment, space and competent
workforce are in place.

20



Referral Pathway

Referral Pathway

Joint CoCo-ALCO Emergency Medical Services

Recommended Pediatric Surge Bed Preservation Model

*Above is the Contra Costa Alameda Surge Model that we are implementing as
part of our pediatric and neonatal disaster preparedness efforts.

+It is designed to position regional centers to surge to _become giant pediatric
critical care centers which is consistent with many national guidelines.

+Stable pediatric patients could be retained in the community or safely
transferred back to their local community hospitals where they could be
successfully cared for.

*Our expectations are that all facilities would participate choosing from a
cafeteria plan of ways to provide inpatient pediatric bed capacity.



Health and Medical Surge

Local Afedical

Response -\"“'G.

Rsponse Level

Federal Medical

Pre-Incldent Support

s

Contra Costa Emergency Medical Services
Pediatric Bed Expansion Options

*Options include the following:

*Please note that for this to work all emergency departments must meet EMSC
national standards for equipment, space and competent staff.

*ED Boarding: This is the most common reported mechanism that hospitals
state they plan to use in event of surge in our community but may not be realistic
to accommodate large numbers of children.

*Community Hospitals without pediatrics or well baby nursery: Could take
children 12-18.

*Community Hospitals with Nursery, NICU could take older infants up to 3 years
of age.

*Community Hospitals with pediatrics would take all ages and more medically
complex patients due to their increased competency in this area.

22



Strategic Plan: Increase and Improve
Day-to-Day Pediatric Readiness

All-hazard
mass casualty
event readiness

Day-to-day

emergency
readiness

“The Elevated Hurricane Zone Housing Solution™

Slide from Steven Krug chair AAP disaster preparedness advisory council presentation...March 2010

23

*Our strategic plan is to increase and improve day-to-day pediatric readiness.

+Slide from Steven Krug chair AAP disaster preparedness advisory
council....March 2010

23



..and face them head on!

*They are our children.



/A Contrary to reports...
They are not biohazards!

25

*Not biohazards!



/4
f// There will always be barriers...

eLicensing and
Accreditation

*Equipment
*Workforce
*Competency
oFear

*$$$$

These problems have solutions within our control!

26

*Yes there will always be barriers.
*However.....these are solvable problems if we focus and collaborate.

oIt means taking on a lean forward approach to reduce risk and consequences
of choosing not to engage on this issue.

*The media optics of children being left behind is guaranteed to come back to
haunt us if we fail to prepare for the in-between.

26



More Toolkits and Resources

... Than Ever Before

Pediatric Disaster

Preparedness: s
A Rc?"p:':.-fw Plapging, }rrlla!nag_tmltnl Pedlall'lﬁ DISESTG‘[ RGSOUFCE
et ke e and Training Center

— Emergency Care

h Phone: 323-361-7607

GEORGE FOLT M MICTALL TUSIK, MD
MARSIU TRETNE R, MPS = ARTHLR COOPER, MD

i ~i‘1 Phone: 866-726-5163
" Web: www.CHLADisasterCenter.org
Email: info@CHLADisasterCenter.org

4

Disaster Center Contact Information

27

*The guidance is ready to be implemented.

*We just have to understand what we have and use these resources to guide us
in filling the gaps.

*There is a need for more implementation and to resist the urge to reinvent what
is already vetted.

sLess plans more action!

27



Pediatric Disaster

BPTSIll PEDSS : One Stop Shopping
um::tzmm A Pediatric Disaster Planning Logistics Tool !

Interneional Leoder in Peclairics

Types and likelihoods of

potential disasters/problems - -
235 Recommended changes to

— e accommodate potential surges
Demographics of area =
pocdl Inputs Output
- Multiple options to minimize costs
" ,_ abave normal (unprepared) levels
Facility status/capabilities:
supplies, equipment, staffing

Required supplies, equipment, Methods for estimating predicted Formulas for calculating required
staffing per disaster type distribution of patients per injury type supplies based on predicted load

http:/fpedss.isi.edu/pedss

Hospital Centric Pediatric Emergency Planning Tool

28

*Contra Costa strongly recommends the use of the PEDSS Tool.

*This is a plug and play powerful disaster preparedness program....risk
assessment, equipment, still evolving.



Finalice and endovss preparedness
plan

Jeff Upperman , March 2010

+Slide from Jeff Upperman,webnair March 2010
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Pediatric population is a challenge
= Physiologically vulnerable
= Not small adults

Children may be targets

Pediatric triage psychologically difficult

Children will be disproportionably affected

HOW DO WE RESPOND WITH
CONFIDENCE AND COMPETENCE?

*We have been told over and over again to plan to treat victims of all ages.

30



The Challenges

*May be unable to self identify

*Unreliable historians

 Impaired communication

eSupervision required to avoid harm

*Afraid of staff in PPE

*Requires staff to decontaminate

* Unable to legally consent for medical care
*Physiological and developmental differences increase vulnerabilities

31

*The guidance not only tells us what to expect but also what to do about it.

*Kids are normally a low frequency high risk population....but in a disaster they
will become a high frequency high risk population.

31



Pediatric Equipment/Meds

....Slze Matters

*The Right Tools for the Job
» Pharmaceuticals

Compounding

Lab (Micro-sampling)

Respiratory Equipment

Fluids and Nutrition
e Cribs/restraints/car seats
«Safety and Supervision

32

*Our workforce needs the right tools for the job..it is possible to solve that
problem.

*In a recent study by Dr. Marianne Gaushe-Hill it was noted that pediatric magil
forceps were the most common piece of missing emergency. equipment. Expect
all of you to go back and make sure your hospitals have this equipment

«Safety and supervision is paramount in pediatrics but this is true for all our
patients.

*Compounding capabilities in the pharmacy is an essential capability to support
appropriate care of children.

*By enhancing safety practices for children there is a halo affect that benefits
the organization by improving the safety culture.

32



Pediatric Handheld Decision Support

“There’s an App for That! ”

Smartphone Technology
v'81% Clinicians

v 50% Use for Patient Care
v App Cost: $2 - $55

*Smart Phone technology puts critical resources in the palm of your hand
including just in time training and video conferencing.

*According to the ICMCC (International Council on Medical and Care
Compunetics) It is estimated that 81% of clinicians will have a smartphone by
2012.

*50% of clinician use these devices for patient care.

33



CLIMICAL
PEDIATRIC
DECISION
SUPPORT
SOFTWARE

“Tools are only as good as the people who use them”

34

*Pediatric and Neonatal decision support Web-based or PC based.

34



Embrace National Models for

Pediatric Emergency Assessment

Pediatric Assessment

Assess—-Categorize—
Decide—-Act (ACDA)

[
T Assass
Apnss a_-.l-ﬂh-. vy atogorize
‘Bessaw Gargling
raspirations.
 tmcnycardisy | wesk Wask o less. : ' Dacide
[oradycandis} >2 seconds | Cool skin
e el el SO N S I

|Exposure | " [ )
[ [Tvoma [ e [ wew | e | mma |

*Most of all we need to be able to talk the same language when assessing the
child presenting in crisis taught in PALS and PEARS American Heart
Association pediatric emergency courses.

*Focuses on the early identification of the “pre-arrest state.”

*But did you know that this approach to assessment can be used in every
patient encounter, built into normal workflow and improve outcome for your
entire patient population!

35



*There is a pediatric triage tool but it is not perfect.

«Jumpstart is the most popular and well utilized pediatric triage tool developed
by Dr. Lou Romig.
It is referenced in many state and national triage plans.

*Focuses on “injury” aka “trauma” pedi patients.
*To date there is no scientifically vetted tool for pediatric medical triage.

36
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http://www.sharpthinkers.com
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*So we need to be open to innovation when better tools appear.

*This is an example of another triage method that incorporates pediatrics rather
than splitting the tool into an adult and pediatric version

*The Sacco Triage Method (STM) is an evidence based outcome driven triage
and resource management system that maximizes expected survivors in
consideration of the timing, availability and capability of transport and treatment
resources.

*Based on a simple physiological score (i.e. respiratory rate, pulse, best motor
response) that is computed routinely on every trauma patient and that is
correlated to survival probability, triage decisions are made in response to the
specific type and size of incident, and the resources that can be brought to bear
on its resolution. STM explicitly prioritizes and tracks resource utilization and
expected.

Patient outcome during an incident, creates a triage and regional resource
action plan, and provides real time situation and status reports.

37



Emergency Severity Index (ESI)

for Pediatric Triage

. . " A -
e e 2= (1)
*ESI: evidenced based triage system I
*Now incorporates pediatrics Hoh ik susion? - F|
.Used in ED but COUld be used in Other areas severe paicr:/distress? l
*Triage level strongly correlated with outcomes. ! 4 @
how many different resources are needed?
* Inpatient admission .o many
 Resource utilization | ! '
- 5 @
*Fast, accurate, easy to use, reliable 28
*Free DVD materials from AHRQ
* http://www.ahrq.gov/research/esi/esil.htm

*There are evidenced-based tools currently in use that are morphing to address
all populations e.g. ESI new version includes pediatrics for the first time

eIncorporating pediatrics into current tools instead of thinking up a “special
populations solution” that will be lost on the shelf or some other silo.

*This is what needs to happen more often.



PEWS...

Pediatric Early Warning Score Card

*Another outstanding IHI evidenced based tool that increases the competency
and reliability of staff to identify children at risk for deterioration.

*Used along with the ACDA (Assess, Categorize, Decide, Act), model of
pediatric emergency assessment it helps articulate clear triggers for both staff
and physicians when the patient condition is confusing.

*This gets everyone on the same page using consistent and sustainable criteria.

*We recommend this tool to be implemented in any environment sick children
may be seen.
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PR=P
E-Meds

Fadlatics Faviw and Education Fraoram

*Outstanding curriculums exist and are available including free online products
that could be utilized to develop just in time training and emergency
preparedness core curriculum.

*Encourage your local experts to identify a “core curriculum” that fits your needs
and then train consistently with those materials.

40



N i
Disaster preparedness to meet children’s needs

http://www.aap.org/disasters/peds.cfm

41

*AAP has been very active in developing material that support leadership in
pediatric competency for both physicians and other health providers.

*This program trains pediatric leaders in the management of disaster relief, care,
and rescue for children.

*All 9 modules are available online.



Society of Critical Care

Pediatric Fundamental Critical Care Support

Societyor 1id
ke i fiCritical Care Utrasatind
Critical Care Medicine e s, 2522010 i i

About SCCM

Annual Congress: ediatric Fundamental Critical Care Support Course

Conferences A two-day comprehensive course adgressing fundzmentat management principles
for the first 24 hours of pediatric critical care, PFCCS Home

The First Edition of Pediatric Fundamental Critical Gare Support (PFCCS) was Course Caenckr
released in May 2008, The First Edition of the PFCCS text and the upcoming HotelTrawvel lnformation
T Course are a welcome addition to the Society of Critical Care Medicine’s (SCCM)
Professional Development )| fundamentals of critical care education series, PFCCS will be a major resource for
" those interested in leaming how to recognize critical ilness and initiate care for  * FFCCS - Resources
Public Health and Policy b | the writically il pediatric patient, in the absence of an intensivist, It will also serve ., progran Agenda
45 a valuable education tool for those entering the field of pediatric critical care, Reqistet
Publications } o

SCCH St SCOH hs offared fts Fundammental Criiel Care Support (FCCS) courss toglohal * P10 Couse
b audiences since the mid-1990s, While FCCS addresses both adult and pediatric

o ip Advertising issues, its primary focus is the adult patient, PRCCS will disserninate fundamental
RESOIETIR ver Iang pediatric critical care concepts to professional praviders who may be invalved in

the initial management and transfar of critically il or injured infants and children,
ogIn

)
rieemest |
Fos s Y|

)

Membership

Imvitedd Facuty

http://www.sccm.org/FCCS _and Training Courses/PFCCS/Pages/default.aspx

*However curriculums that are expensive to implement and difficult to access
are not sustainable and frequently underutilized.

*Although this curriculum directed at training physicians has been in place since
2008 it is only in a handful of places.

*There are no current pediatric faculty or sponsors in California as of Sept 2010.
*Saudia Arabia has implemented this program and California does not.



Learn ICU:

Pediatric Online Course (PICU)

Residenmnt ICU) - Pediatric Onlimne Course (PICUD NNomn—
T rackimng

This webpage cgntains the PIcU modules. This content iz available for, use
weithout the mecd for registration. cas= note the content fou docs ot
allow For p.—og.—am Diteotar owarsiaht, traciking of coUrse worlk, or festing
capabilities. POF wersions of the handouts are awailable by clicking on the zipped
file link and downloading the desired file. PowerFoint wersions of the lectures are
awailable by clicking on the zipped file link and downloading the desired file.

1-Airway-Intubation
Z-oABSs
S-Post-op-Cardiovascular Phwsiologyw

a-Fluids-=-Electrolvtes

S-Mechanical-wentilation

&-rMedical-Errors

T-Respiratory-Failurs

S-Sedatien-Analassia-Relax<ants

IPIEANAT RISy ar e disations Resident ICU - Pediatric Online Course (PICU) Non-
1z-Cardicogenic-=hock .
I3 arporpal-Life-suppar: Tracking

1S-Fulmonary-&srtery - athetesrization
1e-Septic-Shoc
ITF-Sickis-—el

1E-Fingle wentricular Physicloay leis webpage contains the PICU madules, This content is available for use

zo-cardicpulmonary-Interactions without the need for registration. Please note the content found here does not

S AC RS e llo for Program Director oversight, tracking of k, or test

§§ Hepaticrailurs allow for Program Director oversight, tracking of cours wark, or testing
ndocrine-Ermergencies capabilities. PDF versions of the handouts are available by clicking on the zipped

Sl bR bl R :

SE-Office Emergencies file link and downloading the desired file. PowerPaint versions of the lectures are

ZF-=tabilizationa&Transport o e . 1 . . . "

Z&_Ethics avallable by clicking on the zipped file link and downloading the desired file.

Erm=

e
SFO-Status-Epilepticus

http://www.learnicu.org/Clinical_Practice/Fundamentals/RICU/Pages/PICUModules.asp

*In contrast these are free online materials covering much of the same content.

Zip files with outlines, power-points and audio accompanied slide presentations.

*Programs built to supplement residency programs but could and should be
used for staff training at all levels.

*Evaluate, adapt and make it your own.
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http://hsc.unm.edu/emermed/

PED/education/onlineEd.shtm

http://uat.dcchildrens.com/ch
exwizarding/pediatricdisaste

rwbtprogram/index.html
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*Some of the best just in time training can be located here.

*University of New Mexico UNM Division of Pediatric Emergency Medicine

EMSC Online Training Program.
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U.5. Department of Heaith

/‘ LS s
//A MCHCOM.COM 4@

*No Cost
*Accessible 24/7
*Archived and Live Webcasts
*Expert Presentations
*Tools
*Resources
*Powerpoints
*MP3, Podcasts
*Downloadable
*Varied Pediatric Topics

MCHCOM.COM Webcast
Communications from MCHB

fNaternal and Child Health Bureau

45

*This website offers nationally renowned speakers on disaster preparedness
sharing best practices and current approaches to pediatric emergency care.

*One of the best presentations is “State of All Hazards Preparedness for
Children: Partnerships & Models for Merging Emergency Department & Disaster
Preparedness Efforts.”



Think Out of The Box!

Pediatric Disaster/Triage Gaming
www.chladisastercenter.org
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*Surge World, the remarkable CHLA resource is an example of the innovative
gaming strategies being developed.

*There is nothing wrong with making disaster preparedness fun.

«In fact anything we can do to make pediatrics and neonatal care “less scary”
will help build confidence and a “can do” mentality.

46



Societyof
Critical Care Medicine

The Intensive Care Professionals

TS EdCast AL

*There are literally hundreds of untapped resources online.....with more coming
everyday.

*We recommend everyone join the new FEMA website called Lesson’s Learned
Information Sharing to keep up to date with what is new in all areas of disaster
preparedness including pediatrics and neonates.
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Collaboration will be Essential
...Leave the Turf Behind
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*The real solutions require collaboration and communication and a regional
approach.

*Pediatric and neonatal assets are regional assets and need to be dealt with as
such.

*Community hospitals and pediatric centers are just not talking to each other
enough....if we were we could come up with solutions.

*Without effective communication we will not be able to effectively respond.
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Neonatal Preparedness
Part of the Solution for Pediatric Preparedness
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*Neonatology has had a strong tradition of regionalization under normal
conditions which pediatrics desperately needs.

*That is why our efforts are in collaborating with colleagues in the Northern
California Perinatal Transport Network and Illinois EMS Children.

*One of the clear advantages to partnering these groups is that they have a
“regional mentality.”

*NICUs’ and their highly trained personnel can also provide resources and care
for critically ill infants as well as consultation and support.
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Telemedicine/Telehealth

The ESCAPE Project

UC Davis

“Enhanced
Surge Capacity
and Partnership

Effort”
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*Telehealth must be integrated into a comprehensive plan to support pediatric
and neonatal preparedness.

*ESCAPE has partnered with several different sites including Critical Access
Hospitals to implement the bedside care standards for telehealth in the pediatric
and newborn population.

*Through telemedicine, pediatric and neonatal standards of care can uniformly
applied during a surge and crisis conditions.

*Has successfully established effective support to keep selected critically ill
children in their community hospitals.

*NICU doctors caring for children up to 3 years of age and adult intensivists and
pediatricians caring for children in remote consultation.
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Make a minimum workforce commitment of pediatric competency

*First hand hospital experience demonstrates over and over again that the hours
spent by administration and medical staff in preparing and implementing
pediatric and neonatal disaster standards and procedures at hospitals are well
rewarded.

Start by recruiting 5-10% of your staff to support the effort and then design
opportunities to sustain the competency.
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Who are we counting on?

500 . . .
Our Potential Pediatric
Disaster Workforce
2000 -
Pediatricians, 2009 CA Bureau of Labor Statistics
1 per 2058
children
1500
Family and
we— Genersd
EMT: and
P?ﬂ :csn Paramedics,
e 1 per 669 children
| LEN and LVN;
Registered an LS
Nurses, 1 per 159 children
Lol .
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*We have a potential pediatric disaster workforce if we tap into them.
*“We are all disaster workers” but do all these providers know that?

*Total California has about 1 potential health care provider for every 30 children
in California....if we empower them to act!

*Pediatricians will be in short supply....Non pediatric providers will be delivering
most of the care.



ADULT PROVIDERS AND
PEDIATRICS

| could never...

| would never...

| couldn’t handle...

| can’t imagine...
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*But this may be our biggest challenge.
*Helping providers to get over their anxiety and fear.

*What they are really saying is that “I don’t feel confident”, “I haven’t done this in

a really long time” and “I need support.”
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They have been there before..

i

I

*In order to start a health care career, every health care provider has been
trained in pediatric and infant care!

*The second time around is easier.
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-/‘Support Staff Efforts to Develop Personal
(/// Plans for Pediatric Competency

Train to the national standards
*Use pediatric simulation

*Pick up resources that work for you
*Use your pediatric ED tools
*Check the pediatric code cart
*Practice ACDA, every pt, everyday
*Find a mentor

*Go online: videos, certifications,
*Make it a personal priority

This is an example of a recipe for personal pediatric competency |
encourage with all health care providers:

*Train to the national standards for pediatric care (PALS, ENPC, PEARS, NRP,
APLS, ITLS)

*Use pediatric simulation. Pick up pocket resources that work for you e.g. PDA.

*Use your pediatric ED tools e.g. Broselow, pediatric texts, drug lists and check
the pediatric code cart.

*Practice ACDA, every patient, everyday and find a mentor.
*Go online: videos, certifications and make it a personal priority.

*Remember that up to 30% of emergency department visits may be pediatric in
your local community hospital.

*In the event of a disaster with a 30% pediatric surge patients that volume
increases dramatically.

*In a pediatric surge pediatric regional resources are unlikely to be readily
available.

eImportant to build minimum competencies for this population within your
community hospital.

*Pediatric and neonatal preparedness cannot stop between the emergency
department and hospital inpatient door!
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Psychomotor, Realistic, Hands On, Simulation, Clinical Decision-making

*What is also needed is a Fire Fighter Approach to training!
*Psychomotor, realistic, hands-on!
*Why? Because it hardwires training.

*This is a key adult learning principle used in all “high risk” professions where
critical competencies make the difference between success and failure e.g.
NASA, Airline Pilots, Fire Fighters.
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Pediatric Strike Teams for Everyday

and Surge Inpatient Support

v'Pediatric Rapid Response Teams

v"Mobile Pediatric Emergency
Response Teams (MERPTS)

v'"Mobile Pediatric Trauma Teams

v'Pediatric Mental Health Crisis
Teams

v"Medical Reserve Corps
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«Start with building pediatric and neonatal competencies in your current rapid
response teams.

*From there consider working with your pediatric regional centers to build Mobile
Pediatric Emergency Response Teams (MPERTS) typically used for a Alternate
Care Sites.

*A key strategy to support these efforts is to include your community pediatric
health care providers.

*Actively recruit them for your local medical reserve core (MRC).
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Now no more excuses!



How We Respond Will Matter

“Create the Expectation”

Give Us One Year!
to
Exercise to Plan

A Statewide Exercise 2011
Dedicated to
Pediatrics/Neonates

*Make children a priority and tell the state to create the expectation!



Our Panelists

» Pam Pshea, Chief Nursing Officer, San Ramon Regional
Medical Center

» Vicki Starr PNP, Pediatric Nurse Manager, San Ramon
Regional Medical Center

» Jeanne McNair RN, Director of Maternal Child Nursing, John
Muir Medical Center Walnut Creek

» Suzanne Fitzgerald MD, Emergency Dept Physician, Kaiser
Hospitals East Bay

e Cynthia Frankel RN, MS, Pediatric Disaster Coordinator
Alameda County EMS
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*The following panelists then shared there experiences with supporting
competency and preparedness in their community hospitals.

«If you would like to contact them please you can do so through Contra Costa
EMS at 925 646-8389.
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Pediatric Surge Planning ...Solutions Within Reach Panel Presentation

Pam Pshea, RN, Chief Nursing Officer

San Ramon Regional Medical Center (SRRMC), San Ramon, California

When | arrived at San Ramon the facility had the in-house pediatricians providing
pediatric inpatient services but the nursing staff did not have a formal resource. |
realized the nurses needed a pediatric advanced practice clinical specialist/nurse
practitioner to be a nursing resource and the hospital needed someone to
oversee pediatric operations house wide because the pediatric patients are
placed on the three different units.

Initially | brought on Vicki Starr PNP as a consultant but we both quickly realized
the job was a full time endeavor. Support of this new role involved:

1.

2.
3.

4.
5.

Facilitating the person to coordinate and do clinical off-site training at
Children’s Hospital at Oakland our regional pediatric referral center.
Doing pediatric classes onsite at San Ramon Regional Medical Center.
Establish pediatric competencies for nursing staff on day and night shifts
on all units of the hospital.

Revise/review all pediatric policies and procedures

Oversee and assure adequate supplies for our pediatric crash cart
contents/emergency depart.

Today we have pediatric capable nurses throughout the facility. The majority
of our nursing staff, on all units, competently care for pediatric patients. Our
ICU nursing staff are all PALS (Pediatric Advanced Life Support) certified and
serve as in-house pediatric code responders. Our emergency department
staff are also PALS certified. Daily rounds are performed on all pediatric
inpatients to oversee and coordinate nursing care/teaching that needs to be
done.



Pediatric Surge Planning ...Solutions Within Reach Panel Presentation
Vicki Starr, PNP, Assistant Nursing Director for Pediatrics
San Ramon Regional Medical Center (SRRMC), San Ramon, California

SRRMC is a 123 bed acute care hospital in the suburbs of the East Bay. Stanford and UCSF
are 45 minutes away; Children’s Hospital of Oakland is 20 minutes away. Our hospital
contracts with Children’s Hospital in Oakland for pediatric hospitalist services, which provides us
with a pediatrician in-house 24/7. We provide basic pediatric inpatient as well as outpatient
surgery services. We admit children from 7 days of age up 17 years of age. We average 18
admissions per month. About 250 children are cared for in our emergency department per
month.

Pediatric patients are admitted to all three units of the hospital; the ICU, general med/surg as
well as the step-down/telemetry unit using flex beds. All nursing staff have annual
competencies for pediatric patient care. Competencies were established and evaluated by the
assistant nurse director for pediatrics via didactic and clinical bedside teaching, which includes
daily rounding. The staff needs a nursing expert to be their ongoing resource and support
person. Clinical bedside teaching provides an opportunity for validation of the nursing care
being provided, while also allowing for guidance towards any improvement needed.

The advanced practice nurse (APN) role involves overseeing all aspects of care on a daily
basis. Starting with the ED visit, and on to the admission process (i.e. we do not do direct
admits, have streamlined getting children with respiratory distress seen quickly, antibiotics on
board before being admitted inpatient, etc.), lab work, radiology, supplies, surgical services
support, nursing care support, family support and physician support as well as Joint Comission
and Title 22 compliance. The advance practice nurse role also allows for ongoing hospital
involvement with outside agencies, i.e. disaster preparedness, with specific involvement in
pediatric content as well as community outreach projects.

My recommendations for hospitals without pediatric inpatient services — consider rotating staff
through your ED on low-census days in your department. Coordinate with the ED department to
ensure staff gets plenty of pediatric exposure. The goal is to de-sensitize staff to children, to
specifically address what the staff fears about caring for children. Having the staff communicate
with a child and family is an educational experience in itself. Find your physician and nursing
liaisons to address competency and policy and procedure development, attend disaster
preparation meetings, and assist with hospital disaster preparedness. Address supply issues.
Discuss pediatrics in current classes provided. Discuss potential staff needs in the event of a
pediatric surge; ask staff to think about how they would put their fears/emotions aside in order to
care for critically injured children in need of care.

Prepare an action plan for your nursing supervisors to implement in the event of a pediatric
surge and advise the staff of the plan to allow for their mental preparation to meet the demands
of a pediatric surge.



Pediatric Surge Planning...Solutions Within Reach Panel Presentation
Jeannie McNair, RN, MBA, Women and Children’s Director,
John Muir Medical Center, Walnut Creek California

| am the Women and Children’s Services Director at John Muir Medical Center in Walnut Creek,
California. John Muir Walnut Creek is a 324-bed level one Trauma Center in the East Bay Area.
The Pediatric Department has a combination of pediatric and adult patients and has a capacity
of sixteen patients. We currently have only three beds licensed as strictly for pediatric patients;
however, we average from three to five pediatric patients at a time.

We have developed the ability to flex up or down as needed dependent upon the volume of
pediatric patients. We have cross-trained our staff from Mother/Baby and NICU to float into the
department to take care of children during high-census times. In a pinch we could take care of
ten to twelve pediatric patients if needed.

Our emergency department has developed a pediatric-friendly area to take care of kids who
come in for urgent or emergent care. We have started to see more kids come into the ED as a
result of pediatric unit closure at Contra Costa County Regional Medical Center and have
partnered with the county to care for these children.

It is important for those of us in Community hospitals to do what we can to maintain our pediatric
units to be able to serve as a pop-off valve to the tertiary centers in the event of a surge of
pediatric patients. The number of Pediatric ICU (PICU) beds has decreased statewide and they
will need to utilize as many beds as possible for PICU patients. This will leave them with
medical/surgical patients in need of beds and this is where we can help. If every community
hospital could flex to accommodate the less critical pediatric patients it would allow the tertiary
centers to take the most critically ill children and potentially save lives.

At my hospital, | have promoted the ability to flex as needed to be able to provide for this very
scenario. As a result of having some higher acuity patients, we have implemented the Pediatric
Early Warning Scale (PEWS) into our practice. The staff are trained using the scale and given
the resources to respond early to patients who are deteriorating. We also have 24/7 in-house
Pediatric hospitalists on staff to manage these patients.

We will be building a new 16 -bed pediatric unit in our new patient tower opening in Spring
2011. This will be a designated pediatric unit and will no longer take adult patients. We will also
provide outpatient infusion services and specialty pediatric care. Our goal is to fulfill the need in
the community for accessible, quality pediatric care and support the tertiary centers in a crisis
situation when needed.



Pediatric Surge Planning...Solutions Within Reach Panel Presentation
Suzy Fitzgerald MD, Emergency Physician
Kaiser Permanente Diablo Service Area
Emergency Preparedness — Kaiser Permanente

The Kaiser Permanente Northern California Pediatric Surge Planning Experience:
A regional approach to pediatric surge planning is essential for Kaiser Permanente
Northern California, as we have 21 medical centers in the region with varying levels of
pediatric capacity at baseline. Our goal is to produce a regional pediatric surge plan to
coordinate pediatric care among our medical centers and provide a template for each
center to make their own. Our process so far has really been quite simple.

First, we assessed what's already in place in terms of pediatric services and surge
plans. Not all medical centers are created equally, and knowing who does what and
where has been key.

Next, we reviewed multiple pediatric surge planning resources. We found the New York
City Department of Health’s Pediatric Disaster Toolkit particularly useful, and have
based our plan on their template. The first draft of our regional pediatric surge plan
came out in August of this year.

We next assembled a pediatric surge planning subcommittee to begin the review
process. We're taking a multi-disciplinary, multi-facility approach. We have regional
representatives from all realms of the pediatric care world, including inpatient pediatrics,
PICU, NICU, pediatric surgery, anesthesiology, emergency medicine, nursing, and
administration. We will also be working with maternal/child health, general surgery,
nutrition, pharmacy, security, and others. Although we are early on in the process, we
are definitely moving forward.

Pediatric surge planning is approachable:

You don’t have to reinvent the wheel. There are a lot of resources out there. No one
expects you to suddenly create a PICU where your cafeteria used to be. It doesn’t
matter if you're a multi-center regional system, a tertiary care facility, or a small
community hospital that doesn’t admit pediatric patients at all, you just need to be willing
to take it up a notch. Push a bit beyond your normal pediatric capacity, whatever that is.
And although you might not have multiple medical centers within your system to work
with, you need only look around at the other facilities in your community, your county,
and your region. In times of disaster, that's your system. You just need to figure out
how to coordinate with them in advance.

Physician involvement in pediatric surge planning is crucial:

The importance of physician involvement really can’t be stressed enough. We have so
much to bring to the table—and it's not just the medical expertise. It's a question of
leadership. We’'re in a unique position to engage all the key players, from the staff we
work with on a daily basis to the top-level administrators we report to.

We're the boots on the ground folks and as the providers who will be on the front lines in
any surge event, our voices speak volumes. We owe it to the children of California to
speak up.



Pediatric Surge Planning ...Solutions Within Reach Panel Presentation
Cynthia Frankel, RN, MN, Pediatric Disaster Coordinator
Alameda County Emergency Medical Services

In a pediatric surge disaster event, the health care capability of hospital systems to meet the
surge needs and demands of children may be a challenge with limited beds, staffing, and
resources. If our children’s hospital tertiary care centers are closed, county operational areas
may need to offload children to other hospitals, health care organizations, or alternate care
sites. Even with this challenge, viable response solutions and partnerships are within reach.

In Alameda County, a new innovative solution is underway to make a difference for children
with a system-wide pediatric preparedness vision, pediatric surge plan and disaster response
coalition. A well-prepared pediatric disaster healthcare system vision:
1) Effectively manages healthcare consequences of pediatric disasters.
2) Responds quickly and with agility to harness all useful public and private resources to
cope with a disaster event.
3) Functions under adverse circumstances such as an immediate surge of pediatric
patients in need of acute care or prolonged surge of pediatric patient and poor
situational awareness.

The underlying essential elements for an effective pediatric surge system and vision include:
1) Communicate both horizontally with other coalitions and vertically with the local levels.
2) Resource sharing among members and neighboring coalitions to share equipment

and staff in an emergency with procedures to guide use of crisis standards of care and
resources.

3) Utilization of public and private assets including communications, coordination, and
resources.

4) Flexible response to adverse circumstances.

5) Functions under a variety of adverse circumstances with healthcare partners and
coalitions connected and able to function autonomously if cut off from outside support
and direction.

6) Healthcare resilience with ability to adapt if parts become disabled, and to recover
quickly.

Alameda County EMS recommends pediatric healthcare coalitions for both preparedness
and response. The disaster response coalition is a network of healthcare organization
and providers that are committed to coordinating their emergency preparedness and
response activities to leverage effective pediatric experts and decisions. The purpose is
to develop &and maintain a comprehensive system in response to emergencies and
disasters, that assures effective communication; strategic acquisition and management of
resources; and collaborative planning during the response. Every healthcare institution
has the opportunity to integrate into the healthcare coalition to make a difference for
children. Linked health care organizations could provide for expansion of care for the
continuum of patient care. Each new disaster challenges the needs of children and,
therefore, we can and must prepare using a system-wide vision and disaster response
coalitions to meet their needs. The strategy is an unequivocal call to action to engage
health care partners to prioritize children and integrate the response coalition concept in
their pediatric surge plans.
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