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Welcome and Call to Order

AWelcome committee members, liaisons, visitors and PECCs

ASign roster or email attendance confirmation with name/title/contact
Info to pedready@jax.ufl.edu



mailto:pedready@jax.ufl.edu

Florida EMSC State Partnership Program Leadership,
EMSC Advisory Committee Members, and Liaisons

AUpdated roster with new EMSC staff (UF) and introductions
AProgram administration updates

ATravel



Emergency Medical Services for Children (EMSC) Advisory Comlmittee Roster
(August 2022 - August 2024)

Tricia Swan, MD, M. ED, FAAP, FACEP
Associate Professor of Emergency Medicine,
University of Florida COM

Program Director, Pediatric Emergency Medicine
Fellowship

Chair, ACEP Pediatric EM Section

Appointed Position: Physician with Pediatric
Experience

Nichole Shimko, RN, MSN, CCRN, CPN, C-NPT
Manager, Transport Team, Golisano Children’s Hospital
of Southwest FL

Representative, Florida Neonatal and Pediatric
Transport Network Association

Appointed Position: Nurse with Emergency Pediatric
Experience

Barbara Tripp, RN, EMT-P
Fire Chief, City of Tampa Fire Rescue

Appointed Position: EMT/Paramedic

Marshall Frank, DO, MPH, FACEP, FAEMS
Medical Director, Sarasota County Fire Department

Appointed Position: Emergency Physician

Sandra Nasca, RN
Retired Nurse and Forensic Medical Investigator,
Child Advocate

Appointed Position: FAN (Family Advocacy
Network) Representative




Committee Liaisons

Michael Rushing, MSN, APRN, NRP, FNP-BC,
CEN, CPEN, CFRN, TCRN, CCRN-CMC

Position: Florida Emergency Nurses Association
(ENA) Representative

Ernest (Sonny) Weishaupt, EMT-P
EMS Liaison/PECC, Arnold Palmer Hospital for
Children

Position: ED/EMS PECC Liaison

Tracey D. Vause, MPA, CPM, EMT-P
Chief of Emergency Services, Walton County
Sheriff’s Office

Chair, Emerald Coast Healthcare Coalition

Position: Rural EMS Liaison

Sarah Weed, EMT-P
Health & Safety Captain, Alachua County Fire Rescue

Position: EMS PECC Liaison

Jeremiah Rabish, PMD
EMS Operations Captain, Sarasota County Fire
Department, SCFD PECC

Position: EMS PECC Liaison

Marvin Walters, PMD
EMS Chief, Wakulla County Fire Rescue

Position: Rural EMS PECC Liaison

Julie Downey, EMT-P

Fire Chief, Davie Fire Rescue

Chair, EMS Advisory Disaster Response
Committee

Position: Disaster Preparedness Liaison

Jennifer N. Fishe, MD

Associate Professor, University of Florida COM-J
Director UF Center for Data Solutions

PECARN WPEMR Node Affiliate Researcher

Position: Pediatric Research and Data Liaison

Lisa Nichols, MBA, BSN, RN, CCRN-K
Pediatric Trauma Program Manager, Wolfson
Children’s Hospital

Position: FL Trauma Program Manager Liaison
(FCOT)

Lauren Young Work, LCSW
Medical Social Work, MIH Coordinator Palm Beach
County Fire Rescue

Position: Mental Health Liaison

Joshua G. Thomas
Director, Child Abuse Death Review Unit
Division of Children’s Medical Services, FDOH

Position: Child Death and CMS Liaison




Florida EMSC Program Staff (UF)

Phyllis L. Hendry, MD, FAAP, FACEP
Professor of Emergency Medicine and Pediatrics
Associate Chair for EM Research

University of Florida COM — Jacksonville

EMSC State Partnership Project Director (UF)
Florida EMS for Children Medical Director
Chair, EMS for Children Advisory Committee

Katelyn Perl, MS, CHES®

Program Manager I

Department of Emergency Medicine
University of Florida COM — Jacksonville

FL EMSC/PEDReady Program Manager

Megan E. Curtis Gonzalez, PhD
Associate Director of Clinical Research

Department of Emergency Medicine
UF College of Medicine - Jacksonville

Morgan Henson Campobasso, MPH, CPH, CCRP
Assistant Director of Clinical Research

Department of Emergency Medicine
UF College of Medicine - Jacksonville

Amy Kennedy
Executive Assistant
Division of Research

Department of Emergency Medicine
UF College of Medicine - Jacksonville




Katelyn Perl, MS, CHES®
Florida EMSC Program Manager
June 2023

Katelyn Perl is joining the Florida Emergency Medical Services for Children (EMSC) Program as the new.
Program Manager. The program is now housed administratively at the University of Florida College of
Medicine - Jacksonville (UFCOM-J) in the Division of Emergency Medicine Research. Ms. Perl has a
Bachelor of Science degree in Applied Physiology and Kinesiology, a Master of Science in Health
Education and Behavior from the University of Florida and is a Certified Health Education Specialist
(CHES®). She is transitioning from her current UFCOM-J position with the Pain Assessment and
Management Initiative (PAMI) where she served as Program Manager and educator for a federally
funded model Pain Coach Educator and Toolkit Program. Although she will miss her PAMI colleagues
and stakeholders, she is thrilled to join the EMSC team!

Phone: 9042448617
Email: Katelyn.Perl@jax.ufl.edu



Megan Curtis Gonzalez, PhD
Associate Director, Clinical Research
HRSA EMSC Program Reporting & Compliance

|

Morgan Henson, MPH, CPH, CCRP
Assistant Director, Clinical Research
FL EMSBiospatiaData Coordinator

Other UF EM Research team members and student interns assist

with website development, data, etc. Amy Kennedy, Executive Assistan
9a{/ &/ KF2a /22



Florida EMSC DOH State Partners, Committees and Constituency Groups

Angus M. Jameson, MD, MPH, FACEP,
FAEMS

State EMS Medical Director

Steve McCoy

Chief, Bureau of Emergency Medical Oversight
Division of Emergency Preparedness and Community
Support

Mike G. Hall
FL Bureau of Emergency Medical Oversight
EMS Section

EMS Administrator

Jennifer McManus, AS, EMT
FL Bureau of Emergency Medical Oversight
EMS Section

Rural EMS Coordinator/Region 6 Coordinator

Additional Committee Representatives from
BEMO Trauma, Data, Operations, Community
Paramedicine/MIH; PIER Committee (Public

Information Education Relations)

Florida College of Emergency Physicians, Florida
Association of EMS Medical Directors, Florida
Hospital Association, Florida Committee on Trauma,
and other constituency and stakeholder groups




Updated 06/07/2023

A

Caring for children can be challenging! The goal of Florida
PEDReady is to enhance pediatric emergency care,
“readiness,” and preparation in Florida EDs and EMS systems.

Visit Florida PEDReady for information, free
resources, and educational opportunities:

Website: https:/lwww.emlrc.org/flpedready/ — EEEE
o S Email: PEDReady@jax.ufl.edu ol

JumpSTART Pediatric Emergency PEDReady
Badge Buddies ABCs & More Communication

English/Spanish ~ English/Creole




Florida EMSC Programmatic Updates

AFacebook@floridaemsforchildren (UF)

ACurrent PEDReady websitetps://emlrc.org/flpedready/
Developing companion UF Florida EMSC website

APEDReady/FL EMSC news contained in biweekly FCEP news briefs

ARestarting quarterly FL EMSC PEARL newsletter

AEmailpedready @jax.ufl.edto sign up for news briefs, to be a PECC,
ask questions, or to have information posted

ALogos and branding


https://emlrc.org/flpedready/
mailto:pedready@jax.ufl.edu

Florida EMSC Programmatic Updates

ATravel and budget

AHRSA EMSC state partnership program funds not fully authorized by
congress resulting in decreased budget

AFL gets same funding as small states

AUF travel reimbursement information sent to committee members and
liaisons, end of fiscal year

A Currently budgeted for 2 in person meetings per year, may increase to 3
depending on expenditures

AAll travel costs have increased: currently only reimbursing for mileage or
rental, limited hotel nights (based on travel distance), no meals ($36/day)

AWill apply forsupplementary grant funding



2023- 2027 HRSA EMSC State Performance Measures

1. Establish an EMSC Advisory Committeiéh the required core members, convening at least four
GAYSEa SIFOK 3IANYYOd &SI Nd K

2. Ensure sufficient oversight of the EMSC grant progtammaintaining one fullime SP program
manager that is dedicated solely to the EMSC SP Program.

3. Support data collection, analysis, and continuous quality |mproveméntlude the collection of
RIFGF FTNRY K2aLAGlLIf 95&8 YR LINSBK2AaLAGIE 9a
Management System for your state/jurisdiction; disseminate information.

4. Expand the uptake of Pediatric Readiness in Emergency Departnvamese not already done,
by establishing a state, territorial, or reglonal Pediatric Readiness Recognition Program for
hospital EDs; designatilEC C)S)/ 954T YR SyadzNAy3a Kz2aLAGl €
weight inkilograms.

5. Improve Pediatric Readiness in EMS Systéyestablishing a state, territorial, or regional
standardized Prehospital Pediatric Readiness Recognition Program for prehospital EMS agencis
Increasing PECCs in prehospital EMS agencies; and increasing the number of prehospital EMS
agencies that have a process for pediatric skhisck on the use of pediateguipment.

6. Increase pediatric disaster readiness in hospital EDs and prehospital EMS ageyn@asuring
that disaster plans address the needslofdren.

7. Prioritize and advance family partnership and leadersmgefforts to improve EMSC systems of
care.



Florida EMSC and PEDReady Mission

disaster preparedness organizations, and famihase care of ill

and injured childreto enhance pediatric readiness across the
O2Y UAyYydzdzy 2F OIF NBE

Gt F NOYSNAY3I gAGK Cf2NARF SYS




BEMO Announcements and Updates

AState EMS Survey (pediatric related results)

AState Strategic Plan

AOther updates: J McManus Education H E ALTH

Coordinator, Office of Rural Health (Leffler),
Quiality First Initiative Emergency Medical



2023 Annual EMS Agency Survey

Q60 Does your agency have a Pediatric Emergency Care Coordinator
(PECC) or Champion?

220 respondents

Answered 203, skipped 17 -

ANSWER CHOICES

Yes

No

Unsure

TOTAL

Answered: 203

Skipped: 17

Unsure

0%

10%

20%

30%

40%

50%

60% 70% 80%

RESPONSES
13.79%

76.85%

9.36%

90% 100%

28

156

19

203



Florida EMS Surv@022Results

FL response rate 81%! A lot of calls and work to get this rate
176 respondents

AFirst year survey wawt part of the FL annual EMS survey
ANational score PECC: 35.8%ayrida 2022 score: 44.7%

ANational score use of pediatric equipment: 26.1%, Median score
4 points;Florida 2022 score 32.6%, score 4



State/Territory: Survey Year:
Florida 2022

Florida EMS for Children Program
2022 EMS Agency Survey Results

Florida Data Collection Numbers:

Number of Respondents: 142
Number Surveyed: 176
Response Rate: 80.7%

Number of Records in Dataset (after data cleaning)*: 142

*Data cleaning includes removing agencies that do not respond te 911, duplicates, etc.

Performance Measures EMSC 02 and EMSC 03:

Number of Records Used in Performance Measure Calculation (see below): 141

Performance Measure Exclusions*:
Indian Health Services or Tribal Agencies Participating: 0, Military Facilities

Participating: 1, Air-Only Agencies: 0, or Water-Only Agencies: 0.
*The agencies listed above are excluded from any final calculations related to the Performance Measures (see

below). However, all states and/or territories were given the opportunity to survey these agencies for additional
reporting based on state interest and need. Therefore, information from these agencies is included in all other data

points.

Pediatric Emergency Use of Pediatric-Specific
: Equipment (EMSC 03):

63 VS 28 on State Survey Care Coordinator (EMSC 02):
44.7% 32.6%

(Exclusions See Above) (Exclusions See Above)
A respondent needed to answer YES to "Having a designated individual who See pg. 35 in the "EMSC for Children Performance Measures
coordinates pediatric emergency care” in the survey to meet thismeasure. 510 mantation Manual for State Partnership Grantees, Effective March

1st, 2017" for an explanation of the scoring.



Survey Year:
2023

National EMS for Children Program
2023 EMS Agency Survey Results

Data Collection Numbers:

Number of Respondents: 8,106
Number Surveyed: 14,546
Response Rate: 55.7%

Number of Records in Dataset (after data cleaning)*: 8,027
*Data cleaning includes removing agencies that do not respond te 911, duplicates, etc.

Performance Measures EMSC 02 and EMSC 03:

Number of Records Used in Performance Measure Calculation (see below): 7,982

Performance Measure Exclusions*:

Indian Health Services or Tribal Agencies Participating: 24, Military Facilities
Participating: 8, Air-Only Agencies: 13, or Water-Only Agencies: 0.

* The agencies listed above are excluded from any final calculations related to the Performance Measures (see below). However, all
states and/or territories were given the opportunity to survey these agencies for additional reporting based on state interest and

need. Therefore, information from these agencies is included in all other data points.

Note: Official numbers for reporting purposes (below) include responses from all agencies that meet the performance measure criteria; the
following tabs/pages demonstrate different ways to look at the data over-time.

Pediatric Emergency Use of Pediatric-Specific
Care Coordinator (EMSC 02): Equipment (EMSC 03):

37.2% 26.5%

(2,970/7,982) (2,119/7,982)

(Exclusions See Above) (Exclusions See Above)

A respondent needed to answer YES to “Having a designated individual See pg. 35in the "EMSC for Children Performance Measures,
who coordinates pediatric emergency care” in the survey to meet this  Implementation Manual for State Partnership Grantees, Effective March
measure. 1st, 2017" for an explanation of the scoring.

Florida 57.4% response rate
101/176 agencies
Detailed state report pending



EMSC 02 - Pediatric Emergency Care Coordinator (PECC) Performance Measure Trending:

Trending Over
Time:

There are many ways to
measure improvement over
time. On this page, you can
see how the nation performed
for EMSC 02:

1) Trend Over Time - This
looks at all respondents from
all five survey years to see
how the nation’s performance
measure numbers are
changing. The number of
respondents may not be the
same because response rates
often change and the same
agencies do not always
participate.

2) Trend Over Time (One to
One Analysis) - This looks at
only those agencies who
participated in all five years
of the survey. This type of
analysis illustrates collective
upward or downward
movement with EMSC 02 over
time for those agencies who
completed the survey in all
five years (see number in red
box).

NOTE: EHB = Electronic
Handbook. These are the
official numbers that are
reported to the EMSC
Program.

The horizontal dashed gray
line in the graphs indicates
the EMSC National Target
for 2023 which is 60%.

BELOW: Percent and Number of Agencies that Reported Meeting
EMSC 02 by Survey Year.

EMSC 02 - Trend Over Time (Met PM - EHB Num):

BELOW: Percentage and Number of Agencies Participating in ALL
FIVE Survey Years that Reported Meeting EMSC 02.

EMSC 02 - Trend Over Time (Met PM - 1:1 Analysis):

35.7%  35.6% 37.2%
30.3% (n=2,467) (n=2,934)  (172.970)
22.9% (n=2,586)
(n=1,874)

49.4%
(n=1,103)

48.1%
(n=1,075)

45.0%
40.4%  (n=1,006)
(n=903)

25.7%

(n=575)

EMSC 02 - # of Agencies that Responded Each Year:

EMSC 02 - # of Agencies that Responded EVERY Year:

8,166 8,525 8,234 7,982

6,910

2017-18 2020 2021 2022 2023

2017-18

2020 2021 2022 2023



Florida Use of Pediatric-Specific Equipment Overview for ALL 2022 Agencies

A e . s Year: PECC/No PECC:
Pediatric-Specific Equipment Score by Percentage of ;gzvzey ear Al /Ne
Agencies and Percentage of PECCs
. % of Agencies County;
0 A
% of Agencies with a PECC A
Agency Type*:

| Scored 6 pts or Higher 32.4% (n=46) 54.3% (n=25) All

*Agency Type: Default = All Agencies Surveyed. Drop-down the
Menu te Filter by Sub-Groups IF Available
(IHS/Tribal/Military/Etc.).

Percen ype/Method of Skill Checki Breaking Down the Score = Frequency of Training:

85.2% 83.8% MEDIAN SCORE =4
(n=121) (n=119)

| Scored Less than 6 pts ‘ 67.6% (n=96) | 40.6% (n=39)

54.9%
(n=78)
42.3%
(n=60)
Field Observation Simulation Demonstrate Skill No Training at All or Limited Training (1 Moderate Training Extensive Training
Observation Very Little Training to 5 pts) (6 to 8 pts) (9to 12 pts)
(0pts)

Use of Pediatric-Specific Equipment

%of Agencies Two or more times At least once per exrl)?:;:aoynecaers tl'::::ﬁzu:‘::}; None
3.5% 57.7%
¢ ! o per year (4pts) year (2pts) (1pt) two years (0 pts)

How often are your providers 16.2% 28.79% 25 4% 2 5% 16.2%

required to demonstrate skills via ( '23) ; -55)° ; -36)0 (- 5 ( -23)
n=. n= n=. h= n=

a SKILL STATION?

How often are your providers 15.5% 38.7% 27.5% 5 59 14.8%

required to demonstrate skills via ( '22) ; -55)0 ( -39)0 (- o ( .21)
n=. n=. n=. n= n=

a SIMULATED EVENT?

How often are your providers 0 o

required to demonstrate skills via 1('1'1?’:)4’ 1(-6'5234'){’ ‘('93;’ ?-21/3‘)) ?7-23)6
n=. n= n= n=. n=

a FIELD ENCOUNTER?

This matrix was used to score the type of skill demonstration/simulation and the frequency of occurrence. A score of 6 pts or higher “met” the
measure. The darker the box the higher the percentage of agencies in that group. See pg. 35 in the "EMSC for Children Performance Measures,
Implementation Manual for State Partnership Grantees, Effective March 1st, 2017” for additional information about this matrix

Use of Pediatric-Specific Equipment Overview for ALL 2022 Agencies

Survey Year:
2022

Pediatric-Specific Equipment Score by Percentage of

Agencies and Percentage of PECCs

9% of Agencies PECC/No PECC:

9 of Agencies with a PECC Al
Agency Type*:
Scored 6 pts or Higher 26.2% (n=2,171) 53.2% (n=1,154) Al
*Agency Type: Default = All Agencies Surveyed. Drop-down the
Scored Less than 6 pts 73.8% (n=6,116) 29.6% (n=1,809) Mam 1o Fiitenty SUb-GrodsIEAVEIlatle
(IHS/Tribal/Military/Etc.).
Percent by Type/Method of Skill Checking: Breaking Down the Score = Frequency of Training:
MEDIAN SCORE =4
70.1% 71.1%
(n=5,892)
54.1%
(n=4,485)
19.7% 20.3%
(n=1,631) (n=1,686)
5.9%
(n=485)
I
Field Observation Simulation Demonstrate Skill No Training at All or Limited Training (1 Moderate Training Extensive Training
Observation Very Little Training to5 pts) (6to 8 pts) (9to 12 pts)
(0 pts)
Use of Pediat Equipment Mat
% of Agencies Two or moretimes At least once per Atlicastonce Lessrequency
21% 70.7% every twoyears than onceevery None
B per year (4pts) year (2pts) (pt) two years (0 pts)
How often are your providers S R T S e
required to demonstrate skills via (=1,243) (n=3,488) (n=087) (-173) (n=2,395)
aSKILL STATION?
How often are your providers o sy T i S, PO a0t
required to demonstrate skills via (v=1,000) (n=3,395) (=1.175) (n=238) (n=2,479)
aSIMULATED EVENT?
How often are your providers 0% s 40% % 7%
required to demonstrate skills via (n=570) (n=1.252) (=333) (n=271) (n=5,861)
aFIELD ENCOUNTER?

This matrix was used to e the type of skill demonstrati

measure. The darker the box the higher the percentage o enciesint
Implementation Manual for State Partnership Grantees, Effective Marc



Q62 If "No" or "Unsure", what are your agency's barriers to identifying a

PECC? (Select all that apply)

Answered: 166  Skipped: 54

Funding

Time

Unsure what
the duties o...

Agency has
other...

Other (please
specify)

0% 10% 20% 30% 40% 50% 60%

ANSWER CHOICES

Funding

Time

Unsure what the duties of a PECC entail
Agency has other priorities

Other (please specify)
Total Respondents: 166

70%

80%

90% 100%

RESPONSES
33.13%

21.08%

53.01%

19.88%

13.86%

55

35

88

33

23



To better understand the EMS system’s readiness to care for pediatric
C patients, the EMS for Children Program conducted a national survey of
E D EMS agencies. The following are the results of this quality improvement
effort. EMS agencies can learn more about their state efforts by

EMSC Data Center contacting their state EMS for Children Program Manager shown in the
Resources sections of this 3-page report.

2022 National EMS for Children Survey Results

15.309 \ PECC at Agencies

: |
}ﬁ" EMS agencies Has a PECC _ 35.8% (n=2,963)

were sent survey
Plans to Add a PECC l 4.2% (n=346)

What is a PECC? Interested in a PECC 16.9% (n=1,404)

designated No PECC el % (n=3.574)

ndividual(s),
zgigtfioc”ed d  Agencies who Have a PECC - Top 5
Reported PECC Duties

Emergency Care
COOI‘dIr!CIiOf or PECC: Wh.O 1S Promote pediatric continuing education opportunities 96.8%
responsible for coordinating

and chumpiom’ng PEDIATRIC- Ensure that fellow providers follow pediatric clinical practice 94.9%

SPECIFIC activities for an EMg  SVidelines and/or profocols

agency. This individucl(s) Ensure 1hg availability of pediatric medications, equipment, 92.5%
and supplies
could serve as the PECC for 5 ot , o 67.3%
. VErsee pedaidiric process improvement inimarives .
one or more EMS agencies. P P P °
Ensure the pediatric perspective is included in the 83.9%
Resources development of EMS protocols
* Pediatric Readiness in EMS
. o pe
Systems Significance
o int Poli ment
. nghnlggl Rgpgri A study of the readiness of hospital emergency departments (EDs) to care for
« Pediatric Emergency Care children has shown that EDs are more prepared to care for children when there is a
c dinat id PECC who is responsible for championing & making recommendations for policies,
Coordinator (video) training, & resources pertinent to the emergency care of children.! While this study
* Prehospital Pediatric Readiness was conducted in EDs, the 2020 joint policy statement,? Pediatric Readiness in EMS
+ Toolkit Systems, states the importance of EMS physicians, administrators, & personnel to
. heckll collaborate with pediatric acute care experts to optimize EMS care for children to
Checklist improve outcomes. In further support of the importance of EMS agency PECCs, a
S lity Improvement recent study “found that the availability of a PECC in an agency is associated with
« Additional PECC Resources increased frequency of pediatric psychomotor skills evaluations.”?

. Gausche-Hill, M., Ely, M., Schmuhl, P., Telford, R., Remick, K. E., Edgerton, E. A., & Olson, L. M. (2015). A National
Assessment of Pediatiic Readiness of Emergency Departments. JAMA Pediatrics, 169(6), 527-534.

Moore, B., Shah, M. |, Owusu-Ansah, 5., Gross, T., Brown, K., Gausche-Hill, M., Remick, K., Adelgais, K., Lyng, J
Rappaport, L., & Snow, S. (2020). Pediatric Readiness in Emergency Medical Services Systems. Prehospital
Emergency Care, 24(2), 175-179.

Hewes HA, Genovesi AL, Codden R, Ely M, Ludwig L, Macias CG, Schmuhl P, Olson LM. (2021). Ready for Children
Part II: Increasing Pediatric Care Coordination and Psychomotor Skills Evaluation in the Prehospital Setting.
Prehospital Emergency Care, pp.1-8.

hildren P m

[l

w

This report is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and Human Services (HHS) as part of the Emergency
Medical Services for Children Data Center award tofaling $3,200,000 with 0% financed with non-governmental sources. The conients are those of the author(s) and do nof
necessarily represent the official views of, nor an endorsement, by HRSA, HHS, or the U.S. Government. For more information, please visit HRSA.gov.



Q63 What system does your agency use to determine age and weight-
based pediatric medication dosing and equipment size selection?

Answered: 203 Skipped: 17

Broselow
Resuscitatio...

Handtevy
Pediatrics...

Pedi-Sleeve
Pediatric...

Statewide system proposal

Local agency
protocol

No system
Other (please

specify)

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

ANSWER CHOICES RESPONSES

Broselow Resuscitation Tape 42.86% 87

Handtevy Pediatrics Emergency Standards System 51.23% 104

Pedi-Sleeve Pediatric Dosing System 0.99% 2

Local agency protocol 1.97% 4

No system 0.99% 2
1.97% =

Other (please specify)
TOTAL 203



Q64 What mechanism does your agency use to meet the need .

pediatric continuing education?

Answered: 203  Skipped: 17

Online modules
or course

Simulation
scenarios

Agency-specific
courses

In-persen
attendance a...

Other (please
specify)

0% 10% 20% 30% 40% 50% 60% 70%

ANSWER CHOICES

Online modules or course

Simulation scenarios

Agency-specific courses

In-person attendance at a course (PALS, PEPP, EPC, other)

Other (please specify)
Total Respondents: 203

100%

RESPONSES
73.40%

41.38%

23.65%

75.86%

2.96%

149

84

154



Q57 Which restraining method(s) are used by your agency to transport
patients 4 years of age or less? (Select all that apply)

Agency car seat

Parent arms

Pedi Mate

Neo Mate

Isolette

Agency does
not transpor...

None

ANSWER CHOICES
Agency car seat
Parent arms

Pedi Mate

Neo Mate

Isolette

Answered: 203  Skipped: 17

0% 10% 20% 30% 40% 50% 60%

Agency does not transport < 5 kg

None

Total Respondents: 203

70%

80% 90% 100%

RESPONSES
30.54%

5.42%

53.20%

9.85%

3.94%

13.79%

13.79%

62

11

108

20

28

28



Q65 What system(s) does your agency have in place to debrief or discuss
a pediatric death or resuscitation? (Select all that apply)

Answered: 203

Formal
debriefing...

Process
activated if...

No system

Other (please
specify)

0% 10% 20% 30% 40%

ANSWER CHOICES

Formal debriefing process for all pediatric deaths and/or resuscitations
Discussed on a case-by-case basis

Process activated if requested by the agency employee

No system

Other (please specify)
Total Respondents: 203

Skipped: 17

50%

Discussed on a
case-by-case...

60%

70%

80%

90%

100%

RESPONSES
33.99%

66.01%

43.84%

7.39%

5.42%

69

134

89

15

11



Q66 Please identify the primary barriers your agency experiences with
presenting infant mortality programs. (Select all that apply)

Answered: 203  Skipped: 17

Funding

Personnel
resources

Knowledge of
program options

No barriers

Other (please
specify)

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

ANSWER CHOICES RESPONSES

Funding 34.48%

Personnel resources 35.47%

Knowiledge of program options 37.93%

No barriers 32.02%
3.45%

Other (please specify)
Total Respondents: 203



BEMO Announcements and Updates

AState Strategic Plarwill include children and pediatric data when
appropriate, challenge is small % of data compared to adult patients

ASample objectives

Objective 1.1.8 Increase the number of providers earning Florida State EMS
Quality Firstecognition from O to 100 by December 31, 2028.

Objective 1.1.4 Increase the percentage of EMS transports originating from
911 requests in which SP02 i1s documented during and after intubation from
12% to 90% by December 31, 2028.

Objective 2.1.4& Increase the percentage of EMS providers participating in

Injury prevention and community health promotion efforts from 23% to 50%
by December 31, 2028.



Old Business and Follayp Information

Safe Transport

[=]-

ASlide set and recording being added to website
https://youtu.be/KMP3kxHEo0JC
ADissemination of limited numbers pkdimatesand

neomatesto rural agencies (Thank you Jennifer McManus!)
AProgram working with Health Care Coalitions to provide
pediatric restraint devices

AEducation and hands on training challenge contests
ANational updates



https://youtu.be/KMP3kxHEoJc

Old Business and Follayp Information

Button Battery Ingestion Management

AOptions for administering honey

AFCOT statement
AEmmy Florida Association of Broadcast Journalists Award in

Health Reporting and Edward R. Murrow Award:
https.//www.news4jax.com/news/2022/05/12/childinsafethe-

dangerof-button-batteries/
APresentation to be added to PEDReady website



https://www.news4jax.com/news/2022/05/12/child-unsafe-the-danger-of-button-batteries/

https://www.poison.org/battery/guideline 1fbattery ingestion is suspected
1.Do not induce vomiting.

2. Administer honey immediately and whiémroute to the ER, if:

. N - . . Symptomatic patient, no ingestion history. Consider battery ingestion if: 1 I
| Suspect a battery ingestion in these situations | S . Air\':/'at; ;:'stmamgn or wheezingr, e .
= Drooling
v = Vomiting
“Coin” ingested. « Chest discomfort
Carefully check AP x-ray for battery's double-rim or halo-
effect and lateral view for step off. Use magnification.

« Difficulty swallowing, decreased appetite, refusal to eat
= Coughing, choking or gagging with eating or drinking

Immediately remove

batteries lodged in the
Batteryin | esophagus
Esophagus? YES " Consider sucralfate
|: suspension or haney if

battery);

| Battery ingestion known or suspected |
e

T = = <12 h post ingestion
Give honey 10 mL every X-ray immediately to locate NO (see o guldgelme
10 mins if child 212 battery. Batteries lodged in (battery in below for detail, #11) O u n er th a n O n e ear "
months, fithium coin cell Patient <12 years——». esophagus must be removed stomach or + Do not delay removal if ]
possibly ingested, and within 2 hours to avoid serious, | | beyond) patient has eaten
ingestion within prior 12 Patient > 12 years and | delayed complications, including } Prefer endoscopic
> death, Batteries in the v
hours. (See text battery > 12 mm e, removal (instead of
guideline below for may be asymptomatic initially. Do Was a magnet co-ingested? ‘ retrieval by balloon
detail, #2.) Do not delay not wait for catheter or magnet
going to ER o give 4 affixed to tube) for
honey. Otherwise, NPO NO ES direct visualization of
until esophageal‘ tissue injury. Inspect
position ruled out. Are all these conditions met? Do not wait for mucosa for extent, = .
« Patient is entirely asymptomatic NO symptoms. depth and location of 0
& and has been so since Remqve ) «damage. Note position . e C I I S a e 0 SWa OW’ a n
Take up to 5 minutes to ingestion. endoscopically if of battery and direction
determine imprint code + Only one battery ingested. possible; surgically negative pole faces. . . Q Q
B 5.Honey is immediately available
companion or * £ 12 mm diameter evidence of L] -
replacement battery. Patient > 12 years and-—» determination is certain perforation, irrigate
battery <12 mm » No pre-existing esophageal Avre related signs injured areas of
disease. or symptoms esophagus with 50- H OW to d O S e h O n e "
Consult National + Patient or caregiver is reliable, present? 150 mL 0.25% sterile 0
Battery Ingestion mentally competent, and ‘acetic acid to
Hotline at agrees to promptly seek YES NO
8004988666 | evaluation if symptoms
for assistance with develop. guideline below,
battery identification L #13a) . .
; e doses Do not worry about the exact dose or timin
v =15 mm cell After removal, if mucosal L
TIPS, PITFALLS & CAVEATS Manage patient at home. ingested by cahl\d injury was present,
Regular diet, Encourage <6 years ob&rVe for and
+ 3°N's" : Negative - Narrow — Necrotic. The negative activity. Gonfirm battery i il
battery pole, identified as the narrowest side on passage by inspecting NO YES G e

tracheoesophageal
fistula, esophageal
perforation, mediastinitis,

stools. Consider x-ray to
confirm passage if
passage not observed in

lateral x-ray, causes the most severe, necrotic —_—

injury. The negative battery pole is the side Xeray 4 days post

opposite the “+" and without the imprint.

+ 20 mm lithium coin cell is most frequently involved in 10-14 days. ingestion '(f” vocal cord paralysis,
esophageal injuries; smaller cells lodge less :fnf;fn'ms "T'c;glnel ;‘f:.‘;ﬁ,': or
frer!uenl\y bulralsc cause serious injury or death. It symptoms develop). If stllin e pneumcvnta fI OWe rS
 Definitive determination of the battery diameter prior to develop later, stomach. remove | St .
passage is unlikely in at least 40% of ingestions. promptly o1 dusc‘upically Py . ﬁloﬂ'\gorax 3
» Assume hearing aid batteries are < 12 mm. re-evaluate. el spl:md\;‘nmcm 3

« Manage ingestion of a hearing aid containing a battery
as an ingestion of a small (s 12 mm) battery ranaon ]
+ Do not induce vomiting or give cathartics. Both are (i Cri A

ineffective. vessel ~ ) w
» Assays of blood or urine for mercury or other battery a Za

ingredients are unnecessary.

f AUKAdzY O2AYy OSf f KI @S

battery was swallowed, assume itis a lithium coin cell unlessiitis a hearing aid

0SSy A

2.The child is 12 months of age or older (because honey is not safe in children

3.The battery was swallowed within the prior 12 hours (because the risk that
esophageal perforation is already present increases after 12 hours);

Sl 1.Give 10 mL (2 teaspoons) of honey by mouth every 10 minutes for up to 6

2.Use commercial honey if available, rather than specializedartisanal honey (to
avoid inadvertent use of large amounts of honey produced from potentially toxic

3.Honey is NOT a substitute for immediate removal of a battery lodged in the
| 2y Se afz2ga 0UKS RS@St 2LIrS

NOTES:
" NPO except for honey or sucralfate suspension.

2 X-ray abdomen, esophagus and neck. Batteries above
the range of the x-ray have been missed. If battery in
esophagus, obtain AP and lateral to determine
orientation of negative pole. If ingestion suspected and
no battery visualized on x-rays, check ears and nose.

® If battery diameter is unknown, estimate it from the x-
ray, factoring out magnification (which overestimates
diameter).

If battery in stomach, remove
‘endoscopically from
symptomatic patient, even if
symptoms appear minor. If
battery beyond reach of
endoscope, surgical removal
reserved for unusual patients
with eccult or visible bleeding,
persistent or severe abdominal
pain, vomiting, signs of acute
abdomen and/or fever, or
profoundly decreased appetite
(unless symptoms unrelated to
battery)

A 4
Anticipate specific complications based on injury
location, battery position and orientation (negative
pole). Determine length of observation, duration of
esophageal rest, need for serial imaging or
endoscopy/bronchoscopy based on severity and
location of injury. Monitor patients at risk of perforation
into vessels as inpatients with serial imaging and stool
guaiacs. Intervene early to prevent fatality. Monitor for
piratory pecially those
with swallowing, to diagnose TE fistulas early. Expect
perforations and fistulas to be delayed (98%
diagnosed by 48 days after battery removal) and
esophageal strictures delayed weeks to months.

occurring. Do not delay goingto an ER.

3.0ther than giving honey, keep the patient NR@til an esophageal battery position is
ruled out by xray.


https://www.poison.org/battery/guideline
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MANUFACTURED BY
KRAFT HEINZ FOODS COMPANY
CHICAGO, IL 60601

DO NOT FEED HONEY TO INFANTS
UNDER ONE YEAR OF AGE.

U4U00022924800 i

Description

100 Individual packet of Kraft honey (.31 0z/ 9g,
or roughly 1 teaspoon)

Features & details

¢ [ndividual packet of Kraft honey (.31 0z/ 9g, or
roughly 1 teaspoon)

e Perfect for adding to tea or toast w**
go Add to Cart

_ Product information
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February 7, 2023

Angus Jameson, MD

State Emergency Medical Director
Florida Department of Health
4052 Bald Cypress Way
Tallahassee, FL 32399

Re:

Recommendations for the Management of Button Battery Ingestion & Use of Tranexamic
Acid in the Field for Pediatric Patients

Dr. Jameson,

The Florida Committee on Trauma (FCOT) provides the attached recommendations for the
management of button battery ingestion and the use of tranexamic acid in the field for pediatric
patients. These recommendations were formulated by the FCOT Pediatric Trauma Committee,
which most recently met on February 3, 2023 to finalize this submission.

Members of the Pediatric Trauma Committee:

Robert Letton, MD, FACS, Interim Vice Chair, Pediatric Trauma Committee, Wolfson
Children’s Hospital

Amy Berger, University of Florida, Shands

Elizabeth Blevins, Tampa General Hospital

John Draus, MD, FACS, Wolfson Children’s Hospital

Oliver Lao, MD, FACS, Joe DiMaggio Children’s Hospital

Shawn Larson, MD, FACS, University of Florida College of Medicine

Leopoldo Malvezzi, MD, FACS, Nicklaus Children’s Hospital

Karen McCauley, Johns Hopkins All Children’s Hospital

Lisa Nichols, Wolfson Children’s Hospital

Kelsey Palladino, Memorial Regional Hospital

Candace Pineda, Memorial Regional Hospital

Donald Plumley, MD, FACS, Orlando Health Arnold Palmer Hospital for Children
Christopher Snyder, MD, FACS, Johns Hopkins All Children’s Hospital

Shakeva Swain, Nicklaus Children’s Hospital

Keith Thatch, MD, FACS, Johns Hopkins All Children’s Hospital

Patsy Williamson, Wolfson Children’s Hospital

Brian Yorkgitis, DO, FACS, University of Florida Health - Jacksonville

On behalf of the FCOT, thank you and the Florida Department of Health for the opportunity to
share our collective expertise on these important issues. The FCOT membership is always available
to support our emergency medical services (EMS) and Emergency Medicine partners in

Peter A Pappas MD, FACS
Chair, ACS Florida Committee on Trauma
UCF College of Medicine
Winter Park, FL 32789

BUTTON BATTERY INGESTION

Due to the extreme difficulty diagnosing a foreign body ingestion in the field, button battery
ingestion should never be an activation from the field. In transfer, however, once a button
battery ingestion is identified, it should be transported by EMS as expeditiously as possible,
including as a Trauma Activation depending on local guidelines. In addition, we recommend
initiating poison control guidelines prior to transfer.

https://www.poison.org/batte

uideline
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FL PEDReady resource bags

Contain communication card3umpSTARI START
badge buddies, PALS pocket card, Handtevy badge
buddies, Difficult Airway Course pocket card (adult
YR LISRAFUONROOE ! ./ Qa 24
chart, pain scale cards, Pediatric ECG card, pediatric.
acetaminophen & ibuprofen dosing magnets, NRP |
pocket cards, poison center magnets, distraction
tools, etc.
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This FL PEDReady Resource Bag belongs to

EIVED
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DRUG DOSES

Optimization Dose/kg 80 kg adult
Fentanyl (HTN Emergency) 3 ng/kg 250 ug
Induction Agent Dose/kg 80 kg adult
Etomidate 0.3 mg/kg 24 mg
PrOpOfOI(Higher doses may be required in younger children) 1.5 mg/kg 120 mg
Ketamine 1.5 mg/kg 120 mg
Paralytic Agent Dose/kg 80 kg adult
Succinylcholine 1.5 mg/kg 120 mg
Rocuronium 1.5 mg/kg 120 mg
Maintenance Infusion Rate

Propofo| (Higher doses may be required in younger children) 5-100 mcg/kg/mln A%
100-200 mcg/kg/hr IV

50-300 mcg/hr IV

Midazolam
Fentanyl

SCH RELATED HYPERKALEMIA

Absolute contraindications to SCh Treatment of Hyperkalemia

@ 10% Ca gluconate 10-20 cc IV
over 2 min.

@ NaHCO3 50-100 mEq IV

over 5-10 min.

@ History of malignant hyperthermia (MH)
® Burns >3 days — until healed
® Muscle damage (crush) >3 days — untfil healed

@ Spinal cord injury, stroke >3 days — 6 months ¢ Glucose 50 gm, regular insulin

10 units (500 cc D10 W,
10 units regular insulin) IV over
45-60 min.

@ Hemodialysis

@ Neuromuscular disease (e.g. MS, ALS),
myopathy — indefinitely

@ Intra-abdominal sepsis >3 days — resolution
of infection

PEARLS
@ During RSI, BMV patient only if saturation drops below 93%

@ All drugs are IV push except fentanyl which should be given slowly over 1-2
minutes, monitoring closely for respiratory depression

@ Patients with Tage, ¥ cardiac output or hypovolemia/hypotension should receive
reduced doses of induction agents

® Sellick's maneuver: We recommend use during BMV to minimize gastric insufflation

@ ELM: Use optimal External Laryngeal Manipulation to improve view of cords

™

theairwaysite.com

DIFFICULT AIRWAY ALGORITHM

Difficult airway predicted | - 3] Call for assistance

Yes

One best attempt
Forced to act? P =

successful?

I
No Yes
No
Failure to Yes
maintain oxygenation?

Give RSI Drugs

Y

No *
Yes Yes RSI with

Reoxygenation and intubation | 3,
predicted to be successful? double setup

Physiology ok?
Tolerant to apnea? -1

r |
No No

Yes Postintubation

Awake technique
successful?

v |

Video Laryngoscopy
Flexible Endoscopy
Intubating EGD
Cricothyrotomy

or RS

Go to main
algerithm

DIFFICULT AIRWAY ASSESSMENT

® LEMON (direct laryngoscopy): Look externally (gestalt); Evaluate 3-3-2;
Mallampati; Obstruction/Obesity; Neck mobility

® ROMAN (mask ventilation): Radiation/Restriction; Obstruction/Obesity/OSA;
Mask seal/Male/Mallampati; Aged; No teeth

® SMART (cricothyrotomy): Surgery; Mass; Access/Anatomy; Radiation; Tumor

® RODS (Exiraglottic device): Restriction; Obstruction/Obesity; Distorted anatomy;
Short thyromental distance

© 2023 Airway Management Education Center

the airway

™

version 5.0

INDICATIONS FOR INTUBATION

e Failure to protect the airway
e Failure to oxygenate or ventilate
e Anticipated clinical course

® Deterioration

e Transport

@ Impending airway compromise

RAPID SEQUENCE INTUBATION

zero - 10+ min.

\

zZero

zero + 15 sec.

zero + 45 sec.

zero + 1 min.

Preparation

Monitoring (SpO5, ECG, BP, ETCO5), IV access
Preoxygenation (highest concentration oxygen)

8 vital capacity breaths or 3 minutes of tidal volume breathing

Flush rate O by NRB mask

Nasal Cannula oxygen 15 Ipm for apneic oxygenation

Pediatrics: apneic oxygenation 1-2 Ipm/year of age, max 15 lpm
Physiologic Optimization

Normal saline, blood or pressors — for hypotension

BiPAP if still hypoxic

Pediatrics: Atropine optional, used principally for infants < 1 yr
Paralysis with Induction
Positioning

Position patient optimally for laryngoscopy

Pediatrics: consider shoulder roll for infants < 6 months
Placement with Proof

Intubate and confirm with ETCO5 or waveform capnography

Secure tube
Post-Intubation Management

Sedation and analgesia

Paralysis only if necessary

Hemodynamic, oxygen, and ETCO, monitoring

Appropriate ventilator settings






