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Sunshine Community Health Care Center’s Emergent Care Wing Committee Findings and Recommendations

The Denali Commission Grant # 0061-DC-2002-114 was authorized a change to the scope of work in March of 2006 to include a feasibility study for the assessment of existing facilities and emergency wing design project.

A committee was formed including: Mia Mangione, Keith Kehoe, Mary Loeb and Peggy Cargin tasked with making recommendations on proceeding with the project.

Defining the role of the emergent care wing.

The scope of medical care can be divided into several categories including: outpatient continuity of care including preventative measures, urgent outpatient care, emergent care, and inpatient care.  Minor urgent care services provide care for non-life-threatening injuries and illnesses that require urgent medical attention.  Urgent care also can be used at times when the patient’s regular clinic is closed or a timely appointment with the patient’s regular primary care provider is not possible.  Appointments are not scheduled.  Patients are seen on a first-come, first-serve basis. Medical staff are obligated to attend to the most serious cases first.  Urgent care is for non-emergency problems such as sore throats, ear infections, minor burns, cuts and bruises, fever, flu symptoms, troublesome coughs, nausea, vomiting, dizziness, minor musculoskeletal injuries, sprains, non-critical cuts that may require stitches, non-severe asthma attacks, urinary tract infections, etc.  By this definition Sunshine Community Health Center already provides excellent urgent care to our community.  

It is important to stress that urgent care services DO NOT replace an emergency room.  Emergency rooms provide definitive emergent care and facilitate prompt subspecialty and inpatient care.  

Clinic Needs.

The urgent care provided by the clinic presently as well as our ongoing coordinated, comprehensive, family-centered care would benefit greatly from the addition of the following:

1. Supplemental equipment including warranty and service coverage (IV pump, limited ultra sound)

2. Collaborative relationship with EMS and air transport organizations

3. Collaborative relationship with local hospitals

4. Communication system in the event of mass casualty or disaster situation (radio (VHF), satellite phone)

5. Mass casualty/disaster packs

6. Provider and nurse cross training with EMS/Emergency care services

7. New practice management system and Electronic Health Records

8. Expansion of Telepsychiatry to include urgent and dual diagnosis treatment

9. Expansion of Dental suite.
Note that the expansion of our present building is not identified as a present or projected need for the next five years.  

The committee has serious concerns regarding the expansion of our services to include emergent and/or extended stay.  
Challenges facing an emergent care/ extended stay wing.

Expansion to include emergency care or extended stay is not recommended based on the following considerations:

1. Lack of projected significant growth to the area in the next five plus years as outline below:

	Projected Population Growth by the Mat-Su Borough

	
	
	2006
	2007
	2008
	2009
	2010
	2011
	

	Talkeetna
	
	972
	1010
	1049
	1090
	1133
	1177
	

	Willow
	
	2087
	2169
	2253
	2342
	2433
	2528
	

	Sunshine
	
	1203
	1250
	1299
	1350
	1403
	1458
	

	Trapper Creek
	
	532
	553
	575
	597
	621
	645
	

	Total
	
	4794
	4982
	5176
	5379
	5590
	5808
	

	Overall 3.9% annual increase


	
	
	
	
	


2. Limited urgent/emergent care needs presently as indicated by the stagnant after-hours numbers at Sunshine Community Health Center and the limited number of EMS calls listed below.  Of the EMS calls, there is a significant number that required subspecialty care or advanced diagnostic procedures that would not be available at Sunshine Community Health Center even with expansion to an emergent care wing.  

	EMS CALLS

	Data provided by EMS for Last Year: 

 

Runs

Transports

Flights

Talkeetna

150

100

20

Trapper Creek

100

80

Willow

180

159

Total

430

339


	
	

	*Maximum number of patients that could have been provided services at an emergent care wing=160

Borough Data:
	
	

	 
	2002
	1/1/2003-5/31/2003

	Talkeetna
	86
	42

	Trapper Creek
	71
	27

	Willow
	100
	41

	Total
	257
	110


3. Accessibility of emergent care facilities including: Mat Su Regional Hospital by ground transport or Providence and Regional Hospitals by air transportation.  With recent confirmation that the helicopter is capable of landing in the clinic parking lot in good weather conditions in addition to being able to land at the local high school, on the highway, and at the airport.  No additional modifications are required to the clinic parking lot to facilitate helicopter landing.

4. Emergent care requirements as outlined by the articles below:

· Pediatric Care Recommendations for Freestanding Urgent Care Facilities:  Committee on Pediatric Emergency Medicine  PEDIATRICS Vol. 116 No. 1 July 2005, pp. 258-260 (doi:10.1542/peds.2005-0958)  

	· Care of Children in the Emergency Department: Guidelines for Preparedness


Approved by the ACEP Board of Directors September 2000
Approved by ACEP Board of Directors September 2000 and the American Academy of Pediatrics Board of Directors December 2000
(Policy #400300, Approved September 2000) 

5. Staffing challenges for an emergent care wing with 24-hour availability of provider, nursing and support staff.

Conclusions of the Emergent Care Wing Committee

In light of the plateau of the number of after-hour visits, limited projected growth potential to our area, the extensive requirements of expanding emergent care/ extended stay services (staffing, facilities, equipment) and the availability of services at accessible hospitals, expansion of the current facility to include an emergent care wing is not indicated at this time.  However, the following critical needs have been identified:

1. Equipment including warranty and service coverage (IV pump, limited ultra sound)

2. Collaborative relationship with EMS and air transport organizations

3. Collaborative relationship with local hospitals

4. Communication system in the event of mass casualty or disaster situation (radio (VHF), satellite phone)

5. Mass casualty/disaster packs

6. Provider and nurse cross training with EMS/Emergency care services

7. New practice management system and Electronic Health Records

8. Expansion of Telepsychiatry to include urgent and dual diagnosis treatment

9. Expansion of Dental suite.

Based on the above data the committee advises against obtaining a formal feasibility study due to the clear inability to support an emergent care / extended stay wing. In light of our significant identified needs, we recommend directing efforts to addressing these deficits.

PEDIATRICS Vol. 116 No. 1 July 2005, pp. 258-260 (doi:10.1542/peds.2005-0958) 

	


Pediatric Care Recommendations for Freestanding Urgent Care Facilities

Committee on Pediatric Emergency Medicine


Freestanding urgent care centers are not emergency departments or medical homes, yet they are sometimes used as a source of pediatric care. The purpose of this policy statement is to provide updated and expanded recommendations for ensuring appropriate stabilization in pediatric emergency situations and timely and appropriate transfer to a hospital for definitive care when necessary. 


Key Words: urgent care • equipment standards • emergency preparedness • pediatric preparedness 

Freestanding urgent care facilities remain a fixture in the provision of health services for children in some communities. Although the American Academy of Pediatrics does not encourage the routine use of urgent care facilities because it may undermine the provision of coordinated, comprehensive, family-centered care consistent with the medical home concept,1 the use of these facilities as part of urgent and emergent care systems is not uncommon. The term "urgent care" may imply to the public that a facility is capable of managing critical or life-threatening emergencies. This was the case for the youngest victim of the sniper in the Washington, DC, area on October 7, 2002. After being shot in the abdomen, despite the advice of the 911 operator to stay and wait for help, this 13-year-old child was driven to a local freestanding urgent care center.2 He survived because this freestanding urgent care center was properly equipped and staffed to handle this child's initial stabilization and transfer to a level I pediatric trauma center. 
Freestanding urgent care centers are not emergency departments. However, they must have the capability to identify patients with emergency conditions, stabilize them, and coordinate timely access to definitive care. These facilities must have appropriate pediatric equipment and experienced staff trained to provide critical support for ill and injured children until transferred for definitive care. It is necessary for freestanding urgent care facilities to have prearranged access to comprehensive pediatric emergency services through transfer and transport agreements. Available modes of transport should be identified in advance and be appropriate for the acuity of illness of the child. 
If freestanding urgent care facilities are to be used as a resource for pediatric urgent care, they should first solicit help from the pediatric professional community to define expectations and levels of plans for pediatric consultation. Pediatricians who are prepared to assist in the stabilization and management of critically ill and injured children should be accessible. Pediatricians should be certain that freestanding urgent care centers are prepared to stabilize and transfer critically ill and injured children before they are recommended to their patients and families for after-hours use. 

Freestanding Urgent Care Facility Emergency Preparedness
1. Administrators at freestanding urgent care facilities should ensure that their staff is capable of providing resuscitation, stabilization, timely triage, and appropriate transfer of all pediatric patients. 
2. Although the minimum standards for drugs, equipment, and supplies are listed in Tables 1 and 2, freestanding urgent care facilities with emergency medical systems response times of >10 minutes and transport times of >20 minutes to an emergency department need to have all suggested equipment, resuscitation drugs, and supplies as detailed in "Care of Children in the Emergency Department: Guidelines for Preparedness," issued jointly by the American Academy of Pediatrics and American College of Emergency Physicians.3 
3. Freestanding urgent care facilities that provide care for children must be staffed by physicians, nurses, and ancillary health care professionals with the certification, experience, and skills necessary for pediatric basic and advanced life support during all hours of operation. 
4. Triage, transfer, and transport agreements should be prearranged with definitive care facilities that are capable of providing the appropriate level of care based on the acuity of illness or injury of the child.4 
5. Mechanisms for notifying the primary care physician or another on-call health care professional about the treatment given to ensure appropriate follow-up with the child's medical home should be in place and should be compliant with the regulations of the Health Insurance Portability and Accountability Act (HIPAA) (Pub L No. 101-191 [1996]). If a primary care physician is not identified, efforts should be made to refer the patient to a pediatrician able to promote a medical home environment. 
6. Administrators at freestanding urgent care facilities must ensure that there is an organized and structured quality-improvement program to monitor and improve care for ill or injured children. 
7. Freestanding urgent care facilities should have in place and should monitor compliance with policies, procedures, and protocols for emergency care of children consistent with those listed in "Care of Children in the Emergency Department: Guidelines for Preparedness."3 
8. Freestanding urgent care facilities should have a policy for disaster preparedness and participate in their community disaster plan.5 

TABLE 1. Office Emergency Equipment and Supplies 

		Priority*

	


	Airway management

	
	    Oxygen-delivery system

	E


	    Bag-valve-mask (450 and 1000 mL)

	E


	    Clear oxygen masks, breather and nonrebreather, with reservoirs (infant, child, adult)

	E


	    Suction device, tonsil tip, bulb syringe

	E


	    Nebulizer (or metered-dose inhaler with spacer/mask)

	E


	    Oropharyngeal airways (sizes 00–5)

	E


	    Pulse oximeter

	E


	    Nasopharyngeal airways (sizes 12–30F)

	S


	    Magill forceps (pediatric, adult)

	S


	    Suction catheters (sizes 5–16F) and Yankauer suction tip

	S


	    Nasogastric tubes (sizes 6–14F)

	S


	    Laryngoscope handle (pediatric, adult) with extra batteries, bulbs

	S


	    Laryngoscope blades (straight 0–4; curved 2–3)

	S


	    Endotracheal tubes (uncuffed 2.5–5.5; cuffed 6.0–8.0)

	S


	    Stylets (pediatric, adult)

	S


	    Esophageal intubation detector or end-tidal carbon dioxide detector

	S


	Vascular access and fluid management

	
	    Butterfly needles (19–25 gauge)

	S


	    Catheter-over-needle device (14–24 gauge)

	S


	    Arm boards, tape, tourniquet

	S


	    Intraosseous needles (16, 18 gauge)

	S


	    Intravenous tubing, microdrip

	S


	Miscellaneous equipment and supplies

	
	    Color-coded tape or preprinted drug doses

	E


	    Cardiac arrest board/backboard

	E


	    Sphygmomanometer (infant, child, adult, thigh cuffs)

	E


	    Splints, sterile dressings

	E


	    Automated external defibrillator with pediatric capabilities

	E


	    Spot glucose test

	S


	    Stiff neck collars (small/large)

	S


	    Heating source (overhead warmer/infrared lamp)

	S



	


* E indicates essential; S, strongly suggested (essential if emergency medical services response time is >10 minutes). 

Adapted from: American Academy of Pediatrics, Committee on Pediatric Emergency Medicine. Emergency Medical Services for Children: The Role of the Primary Care Provider. Singer J, Ludwig S, eds. Elk Grove Village, IL: American Academy of Pediatrics; 1992. 

TABLE 2. Office Emergency Drugs 

		Priority*

	


	Drugs

	
	    Oxygen

	E


	    Albuterol for inhalation[image: image1.png]



	E


	    Epinephrine (1:1000)

	E


	    Activated charcoal

	S


	    Antibiotics

	S


	    Anticonvulsants (diazepam, lorazepam)

	S


	    Corticosteroids (parenteral/oral)

	S


	    Dextrose (25%)

	S


	    Diphenhydramine (parenteral, 50 mg/mL)

	S


	    Epinephrine (1:10 00)

	S


	    Atropine sulfate (0.1 mg/mL)

	S


	    Naloxone (0.4 mg/mL)

	S


	    Sodium bicarbonate (4.2%)

	S


	Fluids

	
	    Normal saline solution or lactated Ringer's solution (500-mL bags)

	S


	    5% Dextrose, 0.45 normal saline (500-mL bags)

	S



	


* E indicates essential; S, strongly suggested (essential if emergency medical services response time is >10 minutes). 

[image: image2.png]


Metered-dose inhaler with spacer or mask may be substituted. 

Adapted from: American Academy of Pediatrics, Committee on Pediatric Emergency Medicine. Emergency Medical Services for Children: The Role of the Primary Care Provider. Singer J, Ludwig S, eds. Elk Grove Village, IL: American Academy of Pediatrics; 1992. 
Pediatrician's Role in Freestanding Urgent Care Facilities
1. Pediatricians should refer patients for after-hours care only to freestanding urgent care facilities that have the capability to identify patients with emergency conditions, stabilize them, and arrange transfer for definitive care. 
2. When referring a patient, the pediatrician should provide to the freestanding urgent care facility necessary clinical information and be available to provide consultation. 
If freestanding urgent care centers are staffed and equipped properly and have appropriate triage, transfer, and transport guidelines, the safety of children using these services for emergencies can be protected.6 
1. American Academy of Pediatrics, Medical Home Initiatives for Children With Special Health Care Needs Project Advisory Committee. The medical home. Pediatrics. 2002;110 :184 –186[Abstract/Free Full Text] 

2. Jones T. Speed and skill saved boy: first "golden" hour made the difference, doctors say. Washington Post. October 17, 2002; A01 

3. American Academy of Pediatrics, American Academy of Pediatrics, Committee on Pediatric Emergency Medicine and American College of Emergency Physicians, and Pediatric Committee. Care of children in the emergency department: guidelines for preparedness. Pediatrics. 2001;107 :777 –781[Abstract/Free Full Text] 

4. American Academy of Pediatrics, Committee on Pediatric Emergency Medicine, and American College of Critical Care Medicine/Society of Critical Care Medicine, Pediatric Section/Task Force on Regionalization of Pediatric Critical Care. Consensus report for regionalization of services for critically ill or injured children. Pediatrics. 2000;105 :152 –155[Abstract/Free Full Text] 

5. American Academy of Pediatrics, Committee on Pediatric Emergency Medicine. The pediatrician's role in disaster preparedness. Pediatrics. 1997;99 :130 –133[Abstract/Free Full Text] 

6. Zimmerman DR, Applebaum D. Quality of pediatric care at a freestanding emergency facility. Pediatr Emerg Care. 1992;8 :265 –267[ISI]

 HYPERLINK "http://pediatrics.aappublications.org/cgi/external_ref?access_num=1408976&link_type=MED" [Medline]
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	Care of Children in the Emergency Department: Guidelines for Preparedness
Approved by the ACEP Board of Directors September 2000
Approved by ACEP Board of Directors September 2000 and the American Academy of Pediatrics Board of Directors December 2000
(Policy #400300, Approved September 2000) 

This document has been reviewed by and is supported in concept by:

· Ambulatory Pediatric Association 

· American Association of Poison Control Centers 

· American College of Surgeons 

· American Hospital Association 

· American Medical Association 

· American Pediatric Surgical Association 

· American Trauma Society 

· Brain Injury Association, Inc 

· Emergency Nurses Association 

· Joint Commission on Accreditation of Healthcare Organizations 

· National Association of Children's Hospitals and Related Institutions 

· National Association of Emergency Medical Technicians 

· National Association of EMS Physicians 

· National Association of School Nurses 

· National Association of State Emergency Medical Services Directors 

· National Committee for Quality Assurance 

· Society for Academic Emergency Medicine

Development of this statement would not have been possible without the generous support for the initial November 15-16, 1998, minimum standards consensus meeting funded by project #98-0156(P) from the US Department of Health and Human Services, Health Resources and Services Administration, and Maternal and Child Health Bureau.

Introduction

Children requiring emergency care have unique and special needs. This is especially so for those with serious and life-threatening emergencies. There are a variety of components of the emergency care system that provide emergency care to children that are not limited to children. With regard to hospitals, most children are brought to community hospital emergency departments (EDs) by virtue of their availability rather than to facilities designed and operated solely for children. Emergency medical services (EMS) agencies, similarly, provide the bulk of out-of-hospital emergency care to children. It is imperative that all hospital EDs and EMS agencies have the appropriate equipment, staff, and policies to provide high quality care for children. This statement provides guidelines for necessary resources to ensure that children receive quality emergency care and to facilitate, after stabilization, timely transfer to a facility with specialized pediatric services when appropriate. It is important to realize that some hospitals and local EMS systems will have difficulty in meeting these guidelines, and others will develop more comprehensive guidelines based on local resources. It is hoped, however, that hospital ED staff and administrators and local EMS systems administrators will seek to meet these guidelines to best ensure that their facilities or systems provide the resources necessary for the care of children.

Background

According to the Child and Adolescent Emergency Department Visit Data Book,1 there are 31,447,000 child and adolescent visits to emergency departments (EDs) every year, corresponding to an annual rate of 41.2 visits/100 persons. Of these, 13,562,000 child and adolescent visits per year (17.8 visits/100 persons) were injury related. Children younger than 3 years represent the largest proportion of medically and injury-related visits in this sample.

The Consumer Product Safety Commission surveyed a sample of 101 hospitals with EDs that were enrolled in the National Electronic Injury Surveillance System to identify the state of preparation of hospital EDs for managing pediatric emergencies.2 The survey results were extrapolated to the estimated 5312 hospitals in the United States that have EDs. Although less than 10% have pediatric EDs or intensive care services, 76% admit children to their own facilities, and 25% of hospitals without trauma services admit critically injured children to their own facilities.

When the US Congress approved and funded the Emergency Medical Services for Children (EMS-C) program in 1984 to stimulate the organization of emergency medical services (EMS) systems to respond to the needs of children, a number of demonstration programs began to address issues related to emergency care for children. In 1993, after nearly a decade of efforts to integrate the needs of children into EMS systems, the Institute of Medicine was asked to provide an independent review of EMS-C and report to the nation on the state of the continuum of care for children within the EMS system.3 This expert panel concluded that EMS system design needed further improvement to meet the needs of all patients served. Summary recommendations of that report concluded that all agencies with jurisdiction over hospitals "require that hospital emergency departments...have available and maintain equipment and supplies appropriate for the emergency care of children" and that they "address the issues of categorization and regionalization in overseeing and development of EMS-C and its integration into state and regional EMS systems."

There has been a proliferation of guidelines to support the preparedness of emergency facilities to care for children.4-10 Available resources include guidelines developed by the American Medical Association Committee on Emergency Medical Services in 1990 and revised in 1995 by the American Academy of Pediatrics Committee on Pediatric Emergency Medicine, those prepared by the American College of Emergency Physicians, those proposed by an expert panel convened by the National Emergency Medical Services for Children Resource, additional resources prepared by several states through grants sponsored by the Maternal and Child Health Bureau and the National Highway Traffic Safety Administration, and others developed in individual counties within states. Available guidelines suggest equipment and supplies that should be available for the care of children and administration and staffing recommendations for ED facilities.

The following guidelines are intended for all hospital EDs that provide emergency care 24 hours a day, 7 days a week and are continuously staffed by a physician. Children may be cared for in other emergency settings, such as freestanding emergent or urgent care centers. These care settings are not addressed in this document, but administrators, physicians, nurses, and other health care providers staffing these centers should ensure that the appropriate equipment and staff to care for pediatric patients are available.

These guidelines provide current information on equipment and supplies considered essential for managing pediatric emergencies. New technology and research will require that such emergency drug, equipment, and supply lists are kept current and are readily available to hospitals providing emergency care to children.

I. GUIDELINES FOR ADMINISTRATION AND COORDINATION OF THE ED FOR THE CARE OF CHILDREN.

A. A Physician Coordinator for Pediatric Emergency Medicine is appointed by the ED Medical Director.

1. The Physician Coordinator has the following qualifications: 

a. The Physician Coordinator meets the qualifications for credentialing by the Hospital as a specialist in emergency medicine, pediatric emergency medicine, or pediatrics. 

b. The Physician Coordinator has special interest, knowledge, and skill in emergency medical care of children as demonstrated by training, clinical experience, or focused continuing medical education. 

c. The Physician Coordinator may be a staff physician who is currently assigned other roles in the ED, such as the Medical Director of the ED, or may be shared through formal consultation agreements with professional resources from a hospital capable of providing definitive pediatric care.

2. The Physician Coordinator is responsible for the following: 

a. Ensure adequate skill and knowledge of staff physicians in emergency care and resuscitation of infants and children. 

b. Oversee ED pediatric quality improvement (QI), performance improvement (PI), and clinical care protocols. 

c. Assist with development and periodic review of ED medications, equipment, supplies, policies, and procedures. 

d. Serve as liaison to appropriate in-hospital and out-of-hospital pediatric care committees in the community (if they exist). 

e. Serve as liaison to a definitive care hospital, which includes a regional pediatric referral hospital and trauma center; EMS agencies; primary care providers; health insurers; and any other medical resources needed to integrate services for the continuum of care of the patient. 

f. Facilitate pediatric emergency education for ED health care providers and out-of-hospital providers affiliated with the ED.

B. A Nursing Coordinator for Pediatric Emergency Care is appointed.

1. The Nursing Coordinator has the following qualifications: The Nursing Coordinator demonstrates special interest, knowledge, and skill in emergency care and resuscitation of infants and children as demonstrated by training, clinical experience, or focused continuing nursing education.

2. The Nursing Coordinator is responsible for the following:

a. Coordinate pediatric QI, PI, and clinical care protocols with the Physician Coordinator. 

b. Serve as liaison to appropriate in-hospital and out-of-hospital pediatric care committees. 

c. Serve as liaison to inpatient nursing as well as to a definitive care hospital, a regional pediatric referral hospital and trauma center, EMS agencies, primary care providers, health insurers, and any other medical resources needed to integrate services for the continuum of care of the patient. 

d. Facilitate ED nursing continuing education in pediatrics and provide orientation for new staff members. 

e. Provide assistance and support for pediatric education of out-of-hospital providers affiliated with the ED. 

f. Assist in development and periodic review of policies and procedures for pediatric care. 

g. Stock and monitor pediatric equipment and medication availability.

II. GUIDELINES FOR PHYSICIANS AND OTHER PRACTITIONERS STAFFING THE ED

A. Physicians staffing the ED have the necessary skill, knowledge, and training to provide emergency evaluation and treatment of children of all ages who may be brought to the ED, consistent with the services provided by the hospital.

B. Nurses and other practitioners have the necessary skill, knowledge, and training to provide nursing care to children of all ages who may be brought to the ED, consistent with the services offered by the hospital.

C. Competency evaluations completed by the staff are age specific and include neonates, infants, children, and adolescents.

III. QUALITY IMPROVEMENT GUIDELINES FOR THE ED

A pediatric patient review process is integrated into the emergency department QI plan according to the following guidelines:

A. Components of the process interface with out-of-hospital, ED, trauma, inpatient pediatrics, pediatric critical care, and hospital-wide QI or PI activities.

B. Minimum components of the process include identifying indicators of good outcome, collecting and analyzing data to discover variances, defining a plan for improvement, and evaluating or measuring the success of the QI or PI process.

C. A clearly defined mechanism exists to monitor professional education and staffing.

IV. GUIDELINES FOR POLICIES, PROCEDURES, AND PROTOCOLS FOR THE ED

A. Policies, procedures, and protocols for emergency care of children are developed and implemented; staff should be educated accordingly; and they should be monitored for compliance and periodically updated. These should include, but are not limited to, the following (3 through 12 indicate policies, procedures, and protocols that may be integrated into ED policies and procedures with pediatric-specific components):

1. Child maltreatment (physical and sexual abuse, sexual assault, and neglect) 

2. Consent (including situations in which a parent is not immediately available) 

3. Death in the ED 

4. Do not resuscitate orders 

5. Illness and injury triage 

6. Sedation and analgesia 

7. Immunization status 

8. Mental health emergencies 

9. Physical or chemical restraint of patients 

10. Family issues, including: 

a. Education of the patient, family, and regular caregivers 

b. Discharge planning and instruction 

c. Family presence during care

11. Communication with patient's primary health care provider 

12. Transfers necessary for definitive care, according to the following guidelines: 

a. Transfer policies or procedures should include access to consultation (telephone or telemedicine), transfer guidelines, interfacility transfer agreements, and a plan for return of the child back to his/her community as appropriate. 

b. Transferring facility must ensure that the patient is stabilized before transport. 

c. Transferring facility must transfer only patients who need a higher level of care, as per the Emergency Medical Treatment and Active Labor Act.11
B. Hospitals may wish to adopt currently available clinical guidelines and protocols or develop their own.

V. GUIDELINES FOR SUPPORT SERVICES FOR THE ED

A. A transport plan is in place to deliver children safely and in a timely manner to the appropriate facility capable of providing definitive care. The following pediatric specialty referral resources are incorporated into the transport plan:

1. Medical and surgical intensive care 

2. Trauma 

3. Re-implantation (replacement of severed digits or limbs) 

4. Burns 

5. Psychiatric emergencies 

6. Perinatal emergencies 

7. Child maltreatment (physical and sexual abuse and assault)

B. Radiology department has the skills and capability to provide imaging studies of children and has the equipment necessary to do so. The radiology capability of hospitals may vary from one institution to another; however, the radiology capability of a hospital must meet the needs of the children in the community it serves.

C. Laboratory has the skills and capability to perform laboratory tests for children of all ages, including obtaining samples, and has the availability of micro technique for small or limited sample size. The clinical laboratory capability must meet the needs of the children in the community it serves.

VI. GUIDELINES FOR EQUIPMENT, SUPPLIES, AND MEDICATIONS FOR CHILDREN IN THE ED.

A. Necessary medications, equipment, and supplies are listed in Table 1. Each hospital must develop a method for storage and provide accessibility of medications and equipment for children. The method used must ensure that the health care practitioner can easily identify appropriate dosages of medication based on the patient's weight and choose appropriately sized equipment. Length-based systems or precalculated drug systems should be used to avoid calculation errors of medications delivered.

B. All equipment and supplies are listed in Table 2 and include age-appropriate and size-appropriate equipment for use for children of all ages and sizes from premature infants through adolescents.

C. Quality indicators ensure regular periodic review of drugs and equipment, monitoring of expiration dates of items, and replacement of used items.

For periodic updates of this statement, including medications and equipment, see the American Academy of Pediatrics Web site or the American College of Emergency Physicians Web site.

______________________________

The recommendations in this statement do not indicate an exclusive course of treatment or serve as a medical standard of medical care. Variations, taking into account individual circumstances, may be appropriate.
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Table 1. Guidelines for Medications for Use in Pediatric Patients in EDs*

Resuscitation Medications
 
Other Drug Groups
Atropine
 
Activated charcoal
Adenosine
 
Analgesics
Calcium chloride
 
Antibiotics (parenteral)
Dextrose
 
Anticonvulsants
Epinephrine (1:1000, 1:10 000)
 
Antidotes (common antidotes should be accessible to the ED)†
Lidocaine
 
Antipyretics
Naloxone hydrochloride
 
Bronchodilators
Sodium bicarbonate (4.2%)
 
Corticosteroids
Inotropic agents
Neuromuscular blocking agents
Oxygen
Sedatives
*Adapted from Committee on Pediatric Equipment and Supplies for Emergency Departments, National Emergency Medical Services for Children Resource Alliance. Guidelines for pediatric equipment and supplies for emergency departments. Ann Emerg Med. 1998;31:54-57.9
†For less frequently used antidotes, a procedure for obtaining them should be in place.

Table 2. Guidelines for Equipment and Supplies for Use in Pediatric Patients in the ED*

Monitoring Equipment 

· Cardiorespiratory monitor with strip recorder 

· Defibrillator with pediatric and adult paddles (4.5 cm and 8 cm) or corresponding adhesive pads 

· Pediatric and adult monitor electrodes 

· Pulse oximeter with sensors and probe sizes for children 

· Thermometer or rectal probe† 

· Sphygmomanometer 

· Doppler blood pressure device 

· Blood pressure cuffs (neonatal, infant, child, and adult arm and thigh cuffs) 

· Method to monitor endotracheal tube and placement‡ 

· Stethoscope

Airway Management 

· Portable oxygen regulators and canisters 

· Clear oxygen masks (standard and nonrebreathing-neonatal, infant, child, and adult) 

· Oropharyngeal airways (sizes 0-5) 

· Nasopharyngeal airways (12F through 30F) 

· Bag-valve-mask resuscitator, self-inflating (450- and 1000-mL sizes) 

· Nasal cannulae (child and adult) 

· Endotracheal tubes: uncuffed (2.5, 3.0, 3.5, 4.0, 4.5, 5.0, 5.5, and 6.0 mm) and cuffed (6.5, 7.0, 7.5, 8.0, and 9.0 mm) 

· Stylets (infant, pediatric, and adult) 

· Laryngoscope handle (pediatric and adult) 

· Laryngoscope blades: straight or Miller (0, 1, 2, and 3) and Macintosh (2 and 3) 

· Magill forceps (pediatric and adult) 

· Nasogastric/feeding tubes (5F through 18F) 

· Suction catheters-flexible (6F, 8F, 10F, 12F, 14F, and 16F) 

· Yankauer suction tip 

· Bulb syringe 

· Chest tubes (8F through 40F)§ 

· Laryngeal mask airway¦¦ (sizes 1, 1.5, 2, 2.5, 3, 4, and 5)

Vascular Access 

· Butterfly needles (19-25 gauge) 

· Catheter-over-needle devices (14-24 gauge) 

· Rate limiting infusion device and tubing§¶ 

· Intraosseous needles (may be satisfied by standard bone needle aspiration needles) 

· Arm boards¦¦ 

· Intravenous fluid and blood warmers§ 

· Umbilical vein catheters§# (size 5F feeding tube may be used) 

· Seldinger technique vascular access kit§
Miscellaneous 

· Infant and standard scales 

· Infant formula and oral rehydrating solutions§ 

· Heating source (may be met by infrared lamps or overhead warmer)§ 

· Towel rolls, blanket rolls, or equivalent 

· Pediatric restraining devices 

· Resuscitation board 

· Sterile linen** 

· Length-based resuscitation tape or precalculated drug or equipment list based on weight

Specialized Pediatric Trays 

· Tube thoracotomy with water seal drainage capability§ 

· Lumbar puncture 

· Pediatric urinary catheters 

· Obstetric pack 

· Newborn kit§ 

· Umbilical vessel cannulation supplies§ 

· Venous cutdown§ 

· Needle cricothyrotomy tray 

· Surgical airway kit (may include a tracheostomy tray or a surgical cricothyrotomy tray)§
Fracture Management 

· Cervical immobilization equipment§†† 

· Extremity splints§ 

· Femur splints§
Medical Photography Capability
*Adapted from Committee on Pediatric Equipment and Supplies for Emergency Departments, National Emergency Medical Services for Children Resource Alliance.9
†Suitable for hypothermic and hyperthermic measurements with temperature capability from 25ºC to 44ºC.
‡May be satisfied by a disposable CO2 detector of appropriate size for infants and children. For children 5 years or older who are ≥ 20 kg in body weight, an esophageal detection bulb or syringe may be used additionally.
§Equipment that is essential but may be shared with the nursery, pediatric ward, or other inpatient service and is readily available to the ED.
¦¦Equipment or supplies that are desirable but not essential.
¶To regulate rate and volume. #Ensure availability of pediatric sizes within the hospital.
**Available within hospital for burn care.
††Many types of cervical immobilization devices are available, including wedges and collars. The type of device chosen depends on local preferences and policies and procedures. Chosen device should be stocked in sizes to fit infants, children, adolescents, and adults. Use of sandbags to meet this requirement is discouraged, because they may cause injury if the patient has to be turned.

Copyright © 2006 American College of Emergency Physicians. All rights reserved. Legal.
Use of this content is subject to the Terms and Conditions of the MD Consult web site. 
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Policy statement

Medical Direction for Staffing of Ambulances 



Approved by the ACEP Board of Directors September 2005. 
PII S0196-0644(05)01954-2 



[Ann Emerg Med. 2006;47:306.]

The American College of Emergency Physicians (ACEP) believes that the staffing of ambulances and other out-of-hospital emergency service vehicles should be subject to local EMS system physician medical direction. Decisions made regarding the number and qualifications of personnel providing care above regulatory minimum standards is a patient care issue. These decisions should apply to the staffing of ambulances and other vehicles that provide basic, intermediate, or advanced life support level of care.

Approved by the ACEP Board of Directors September 2005.
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Policy statement

Trauma Care Systems Development, Evaluation, and Funding 



Reaffirmed by the ACEP Board of Directors September 2005. 
PII S0196-0644(05)01955-4 



[Ann Emerg Med. 2006;47:306-307.]

Trauma care systems represent a continuum of integrated care that is a coordinated effort between out-of-hospital and hospital providers with close cooperation of medical specialists in each phase of care. The most effective method of reducing the morbidity, mortality, and costs due to injuries is to focus on injury prevention, coordination of acute care, and aggressive rehabilitation. Ideally, trauma care systems are designed to be inclusive of all injuries. Patients with time critical injuries should have their needs matched to an appropriate trauma care facility using out-of-hospital triage criteria developed by the American College of Emergency Physicians (ACEP) and the American College of Surgeons Committee on Trauma.

Nationwide, trauma care systems are in various stages of development, implementation, and evaluation. Collaborative efforts at the local, state, and national levels involving public and private partnerships, relevant stakeholders, medical specialties, and related resources are essential for the success of trauma care systems. Enabling legislation at the national and state levels must support unrestricted access of injured patients to trauma care irrespective of payment methods, and the needs of the trauma care system including ongoing funding for infrastructure, research, and evaluation of outcomes. ACEP strongly advocates adequate funding of trauma systems to ensure access to high quality care for all patients.

Emergency physicians play a central role in the access and treatment of injured patients, and the management and evaluation of trauma care systems. ACEP, in collaboration with others, should provide a leadership role and involve emergency physicians in system development and evaluation to assure patient care effectiveness and cost efficiency.

Reaffirmed by the ACEP Board of Directors September 2005.

This policy statement was prepared by the Trauma Care and Injury Control Committee and amends the statement, “Trauma Care Systems Development & Evaluation,” adopted by the ACEP Board of Directors in June 1998 to include trauma care system funding. The Board also rescinded the Council Resolution, “Trauma Care Systems Funding.” This policy statement was approved by the ACEP Board of Directors January 1999.
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These guidelines have been developed by the American College of Critical Care Medicine and the Society of Critical Care Medicine. These guidelines reflect the official opinion of the Society of Critical Care Medicine and do not necessarily reflect, and should not be construed to reflect, the views of certification bodies, regulatory agencies, or other medical review organizations.


Objective: 

The development of practice guidelines for the conduct of intra- and interhospital transport of the critically ill patient.


Data Source: 

Expert opinion and a search of Index Medicus from January 1986 through October 2001 provided the basis for these guidelines. A task force of experts in the field of patient transport provided personal experience and expert opinion.


Study Selection and Data Extraction: 

Several prospective and clinical outcome studies were found. However, much of the published data comes from retrospective reviews and anecdotal reports. Experience and consensus opinion form the basis of much of these guidelines.


Results of Data Synthesis: 

Each hospital should have a formalized plan for intra- and interhospital transport that addresses a) pretransport coordination and communication; b) transport personnel; c) transport equipment; d) monitoring during transport; and e) documentation. The transport plan should be developed by a multidisciplinary team and should be evaluated and refined regularly using a standard quality improvement process.


Conclusion: 

The transport of critically ill patients carries inherent risks. These guidelines promote measures to ensure safe patient transport. Although both intra- and interhospital transport must comply with regulations, we believe that patient safety is enhanced during transport by establishing an organized, efficient process supported by appropriate equipment and personnel.


Key Words: intrahospital transport; interhospital transport; critical care; health planning; policy making; monitoring; standards



Introduction
The decision to transport a critically ill patient, either within a hospital or to another facility, is based on an assessment of the potential benefits of transport weighed against the potential risks. Critically ill patients are transported to alternate locations to obtain additional care, whether technical, cognitive, or procedural, that is not available at the existing location. Provision of this additional care may require patient transport to a diagnostic department, operating room, or specialized care unit within a hospital, or it may require transfer to another hospital. If a diagnostic test or procedural intervention under consideration is unlikely to alter the management or outcome of that patient, then the need for transport must be questioned. When feasible and safe, diagnostic testing or simple procedures in unstable or potentially unstable patients often can be performed at the bedside in the intensive care unit ( [1] [2] ). Financial considerations are not a factor when contemplating moving a critically ill patient.

Critically ill patients are at increased risk of morbidity and mortality during transport ( [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] ). Risk can be minimized and outcomes improved with careful planning, the use of appropriately qualified personnel, and selection and availability of appropriate equipment ( [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] [36] [37] ). During transport, there is no hiatus in the monitoring or maintenance of a patient’s vital functions. Furthermore, the accompanying personnel and equipment are selected by training to provide for any ongoing or anticipated acute care needs of the patient.

Ideally, all critical care transports, both inter- and intrahospital, are performed by specially trained individuals. Since there will almost certainly be situations when a specialized team is not available for interhospital transport, each referring and tertiary institution must develop contingency plans using locally available resources for those instances when the referring facility cannot perform the transport. A comprehensive and effective interhospital transfer plan can be developed using a systematic approach comprised of four critical elements: a) A multidisciplinary team of physicians, nurses, respiratory therapists, hospital administration, and the local emergency medical service is formed to plan and coordinate the process; b) the team conducts a needs assessment of the facility that focuses on patient demographics, transfer volume, transfer patterns, and available resources (personnel, equipment, emergency medical service, communication); c) with this data, a written standardized transfer plan is developed and implemented; and d) the transfer plan is evaluated and refined regularly using a standard quality improvement process.

This document outlines the minimum recommendations for transport of the critically ill patient. Detailed guidelines targeted to the transport of infants and children have been published by the American Academy of Pediatrics ( [23] ). Institutions performing commercial or organized interhospital transports are required to function at and meet a higher standard, as the requirements for organized transport services are considerably more rigorous than the recommendations in this guideline ( [24] [38] [39] [40] [41] ).

The references for this guideline were obtained from a review of Index Medicus (see key words) from January 1986 through October 2001 and are categorized according to the degree of evidence-based data employed. The specific category assigned to each reference is noted in the References at the end of this article. The letter a denotes a randomized, prospective controlled investigation; b denotes a nonrandomized, concurrent, or historical cohort investigation; c denotes a peer-reviewed “state-of-the-art” article, review article, editorial, or substantial case series; and d denotes a non-peer-reviewed opinion such as a textbook statement or official organizational publication. The asterisk symbol will follow a statement of practice standards. This indicates a recommendation by the American College of Critical Care Medicine that is based on expert opinion and is used in circumstances where published supporting data are unavailable.



INTRAHOSPITAL TRANSPORT
Because the transport of critically ill patients to procedures or tests outside the intensive care unit is potentially hazardous, the transport process must be organized and efficient. To provide for this, at least four concerns need to be addressed through written intensive care unit policies and procedures: communication, personnel, equipment, and monitoring.

Pretransport Coordination and Communication.
When an alternate team at a receiving location will assume management responsibility for the patient after arrival, continuity of patient care will be ensured by physician-to-physician and/or nurse-to-nurse communication to review patient condition and the treatment plan in operation. This communication occurs each time patient care responsibility is transferred. Before transport, the receiving location confirms that it is ready to receive the patient for immediate procedure or testing. Other members of the healthcare team (e.g., respiratory therapy, hospital security) then are notified as to the timing of the transport and the equipment support that will be needed. The responsible physician is made aware of the transport. Documentation in the medical record includes the indications for transport and patient status throughout the time away from the unit of origin.


Accompanying Personnel.
It is strongly recommended that a minimum of two people accompany a critically ill patient.* One of the accompanying personnel is usually a nurse who has completed a competency-based orientation and has met previously described standards for critical care nurses ( [42] [43] ). Additional personnel may include a respiratory therapist, registered nurse, or critical care technician as needed. It is strongly recommended that a physician with training in airway management and advanced cardiac life support, and critical care training or equivalent, accompany unstable patients.* When the procedure is anticipated to be lengthy and the receiving location is staffed by appropriately trained personnel, patient care may be transferred to those individuals if acceptable to both parties. This allows for maximum utilization of staff and resources. If care is not transferred, the transport personnel will remain with the patient until returned to the intensive care unit.


Accompanying Equipment.
A blood pressure monitor (or standard blood pressure cuff), pulse oximeter, and cardiac monitor/defibrillator accompany every patient without exception.* When available, a memory-capable monitor with the capacity for storing and reproducing patient bedside data will allow review of data collected during the procedure and transport. Equipment for airway management, sized appropriately for each patient, is also transported with each patient, as is an oxygen source of ample supply to provide for projected needs plus a 30-min reserve.

Basic resuscitation drugs, including epinephrine and antiarrhythmic agents, are transported with each patient in the event of sudden cardiac arrest or arrhythmia. A more complete array of pharmacologic agents either accompanies the basic agents or is available from supplies (“crash carts”) located along the transport route and at the receiving location. Supplemental medications, such as sedatives and narcotic analgesics, are considered in each specific case. An ample supply of appropriate intravenous fluids and continuous drip medications (regulated by battery-operated infusion pumps) is ensured. All battery-operated equipment is fully charged and capable of functioning for the duration of the transport. If a physician will not be accompanying the patient during transport, protocols must be in place to permit the administration of these medications and fluids by appropriately trained personnel under emergency circumstances.

In many hospitals, pediatric patients share diagnostic and procedural facilities with adult patients. Under these circumstances, a complete set of pediatric resuscitation equipment and medications will accompany infants and children during transport and also will be available in the diagnostic or procedure area.

For practical reasons, bag-valve ventilation is most commonly employed during intrahospital transports. Portable mechanical ventilators are gaining increasing popularity in this arena, as they more reliably administer prescribed minute ventilation and desired oxygen concentrations. In adults and children, a default oxygen concentration of 100% generally is used. However, oxygen concentration must be precisely regulated for neonates and for those patients with congenital heart disease who have single ventricle physiology or are dependent on a right-to-left shunt to maintain systemic blood flow. For patients requiring mechanical ventilation, equipment is optimally available at the receiving location capable of delivering ventilatory support equivalent to that being delivered at the patient’s origin. In mechanically ventilated patients, endotracheal tube position is noted and secured before transport, and the adequacy of oxygenation and ventilation is reconfirmed. Occasionally patients may require modes of ventilation or ventilator settings not reproducible at the receiving location or during transportation. Under these circumstances, the origin location must trial alternate modes of mechanical ventilation before transport to ensure acceptability and patient stability with this therapy. If the patient is incapable of being maintained safely with alternate therapy, the risks and benefits of transport are cautiously reexamined. If a transport ventilator is to be employed, it must have alarms to indicate disconnection and excessively high airway pressures and must have a backup battery power supply.*


Monitoring During Transport.
All critically ill patients undergoing transport receive the same level of basic physiologic monitoring during transport as they had in the intensive care unit. This includes, at a minimum, continuous electrocardiographic monitoring, continuous pulse oximetry ( [44] ), and periodic measurement of blood pressure, pulse rate, and respiratory rate. In addition, selected patients may benefit from capnography, continuous intra-arterial blood pressure, pulmonary artery pressure, or intracranial pressure monitoring. There may be special circumstances that warrant intermittent cardiac output or pulmonary artery occlusion pressure measurements.




INTERHOSPITAL TRANSPORT
Patient outcomes depend to a large degree on the technology and expertise of personnel available within each healthcare facility. When services are needed that exceed available resources, a patient ideally will be transferred to a facility that has the required resources ( [45] ). Interhospital patient transfers occur when the benefits to the patient exceed the risks of the transfer. A decision to transfer a patient is the responsibility of the attending physician at the referring institution. Once this decision has been made, the transfer is effected as soon as possible. When needed, resuscitation and stabilization will begin before the transfer ( [46] [47] ), realizing that complete stabilization may be possible only at the receiving facility.

In the United States, it is essential for practitioners to be aware of federal and state laws regarding interhospital patient transfers. The Emergency Medical Treatment and Active Labor Act (EMTALA) laws and regulations (updated at intervals from the 1986 COBRA laws and the 1990 OBRA amendment) define in detail the legal responsibilities of the transferring and receiving facilities and practitioners. The American College of Emergency Physicians has published a book ( [48] ) that reviews the legal responsibilities of referring institutions as well as the ramifications of noncompliance with the COBRA/EMTALA regulations, and it is an excellent resource for any facility involved in patient transfers. In general, under COBRA/EMTALA, financially motivated transfers are illegal and put both the referring institution and the individual practitioner at risk for serious penalty ( [49] [50] ).

Current regulations and good medical practice require that a competent patient, guardian, or the legally authorized representative of an incompetent patient give informed consent before interhospital transfer. The informed consent process includes a discussion of the risks and benefits of transfer. These discussions are documented in the medical record before transfer. A signed consent should be obtained, if possible. If circumstance do not allow for the informed consent process (e.g., life-threatening emergency), then both the indications for transfer and the reason for not obtaining consent are documented in the medical record. The referring physician always writes an order for transfer in the medical record.

Several elements are included in the process of interhospital transfer, and all fall within minimum guidelines, as described subsequently. It is important to recognize that these process elements may frequently, and out of necessity, be implemented simultaneously, especially when stabilization and treatment are needed before transfer. An algorithm has been developed to guide practitioners through the transfer process (Fig. 1).




Figure 1. Interfacility transfer algorithm.


Pretransport Coordination and Communication.
The referring physician will identify and contact an admitting physician at the receiving hospital to accept the patient in transfer and confirm before the transfer occurs that appropriate higher level resources are available. The receiving physician is given a full description of the patient’s condition. At that time, advice can be requested concerning treatment and stabilization before transport. The appropriateness of transferring a patient from an inpatient setting (critical care unit) to an outpatient setting (e.g., emergency department) at a receiving institution must be cautiously examined. If a physician will not be accompanying the patient during transport ( [34] ), the referring and accepting physicians will ensure there is a command physician for the transport team who will assume responsibility for medical treatment during the transport. It may be appropriate for this individual to receive a medical report before the team departs.

In some instances (e.g., when a receiving institution provides the transport team), the receiving physician may determine the mode of transport. However, the mode of transportation (ground or air) usually is determined by the transferring physician, in consultation with the receiving physician, based on the urgency of the medical condition (stability of the patient), time savings anticipated with air transport, weather conditions, medical interventions necessary for ongoing life support during transfer, and the availability of personnel and resources ( [51] [52] ). The transport service then will be contacted to confirm its availability, to prepare for anticipated patient needs during transport, and to coordinate the timing of the transport.

A nurse-to-nurse report is given by the referring facility to the appropriate nursing unit at the receiving hospital. Alternatively, the report can be given by a transport team member at the time of arrival. A copy of the medical record, including a patient care summary and all relevant laboratory and radiographic studies, will accompany the patient. The preparation of records should not delay patient transport, however, as these records can be forwarded separately (by facsimile or courier) if and when the urgency of transfer precludes their assemblage beforehand. Under these circumstances, the most critical information is communicated verbally. It is strongly suggested that policies be established within each institution regarding the content of documentation and communication between personnel involved in the transfer.


Accompanying Personnel.
It is recommended that a minimum of two people, in addition to the vehicle operators, accompany a critically ill patient during interhospital transport.* When transporting unstable patients, the transport team leader should be a physician or nurse ( [41] [53] [54] ), preferably with additional training in transport medicine. For critical but stable patients, the team leader may be a paramedic ( [41] ). These individuals provide the essential capabilities of advanced airway management, intravenous therapy, dysrhythmia interpretation and treatment, and basic and advanced cardiac life support. In the absence of a physician team member, there will be a mechanism by which the transport team can communicate with a command physician. If communication of this type becomes impossible, the team will have preauthorization by standing orders to perform acute lifesaving interventions. In the absence of a readily available external transport team, a transport team and vehicle may need to be assembled locally. The development of policies and procedures for such emergencies is strongly recommended.


Minimum Equipment Required.
table 1, table 2 provide a detailed list of the minimum recommended equipment and pharmaceuticals needed for safe interhospital transport. Emphasis is placed on airway and oxygenation, vital signs monitoring, and the pharmaceutical agents necessary for emergency resuscitation and stabilization as well as maintenance of vital functions. Very short or very long transports may necessitate deviations from the listed items, depending on the severity and nature of illness or injury. Furthermore, advances in knowledge over time will result in periodic review and modification of these lists. All items are checked regularly for expiration of sterility and/or potency, especially when transports are infrequent. Equipment function is verified on a scheduled basis, not at the time of transport when there may be insufficient time to find replacements.

Table 1. Recommended minimum transport equipment

Airway management/oxygenation—adult and pediatric
    Adult and pediatric bag-valve systems with oxygen reservoir
    Adult and pediatric masks for bag-valve system (multiple sizes as appropriate)
    Flexible adaptors to connect bag-valve system to endotracheal/tracheostomy tube
    End-tidal carbon dioxide monitors (pediatric and adult)
    Infant medium- and high-concentration masks with tubing
    MacIntosh laryngoscope blades (#1, #2, #3, #4)
    Miller laryngoscope blades (#0, #1, #2)
    Endotracheal tube stylets (adult and pediatric)
    Magil forceps (adult and pediatric)
    Booted hemostat
    Cuffed endotracheal tubes (5.0, 5.5, 6.0, 6.5, 7.0, 7.5, 8.0)
    Uncuffed endotracheal tubes (2.5, 3.0, 3.5, 4.0, 4.5, 5.0)
    Laryngoscope handles (adult and pediatric)
    Extra laryngoscope batteries and light bulbs
    Nasopharyngeal airways (#26, #30)
    Oral airways (#0, #1, #2, #3, #4)
    Scalpel with blade for cricothyroidotomy
    Needle cricothyroidotomy kit
    Water-soluble lubricant
    Nasal cannulas (adult and pediatric)
    Oxygen tubing
    PEEP valve (adjustable)
Adhesive tape
Aerosol medication delivery system (nebulizer)
Alcohol swabs
Arm boards (adult and pediatric)
Arterial line tubing
Bone marrow needle (for pediatric infusion)
Blood pressure cuffs (neonatal, infant, child, adult large and small)
Butterfly needles (23-gauge, 25-gauge)
Communications backup (e.g., cellular telephone)
Defibrillator electrolyte pads or jelly
Dextrostix
ECG monitor/defibrillator (preferably with pressure transducer capabilities)
ECG electrodes (infant, pediatric, adult)
Flashlights with extra batteries
Heimlich valve
Infusion pumps
Intravenous fluid administration tubing (adult and pediatric)
Y-blood administration tubing
Extension tubing
Three-way stopcocks
Intravenous catheters, sizes 14- to 24-gauge
Intravenous solutions (plastic bags)
    1000 mL, 500 mL of normal saline
    1000 mL of Ringers lactate
    250 mL of 5% dextrose
Irrigating syringe (60 mL), catheter tip
Kelley clamp
Hypodermic needles, assorted sizes
Hypodermic syringes, assorted sizes
Normal saline for irrigation
Pressure bags for fluid administration
Pulse oximeter with multiple site adhesive or reusable sensors
Salem sump nasogastric tubes, assorted sizes
Soft restraints for upper and lower extremities
Stethoscope
Suction apparatus
Suction catheters (#5, #8, #10, #14, tonsil)
Surgical dressings (sponges, Kling, Kerlix)
Tourniquets for venipuncture/IV access
Trauma scissors
The following are considered as needed
    Transcutaneous pacemaker
    Neonatal/pediatric isolette
    Spinal immobilization device
    Transport ventilator
PEEP, positive end-expiratory pressure; ECG, electrocardiogram; IV, intravenous.


Table 2. Recommended minimum transport medications

Adenosine, 6 mg/2 mL
Albuterol, 2.5 mg/2 mL
Amiodarone, 150 mg/3 mL
Atropine, 1 mg/10 mL
Calcium chloride, 1 g/10 mL
Cetacaine/Hurricaine spray
Dextrose 25%, 10 mL
Dextrose 50%, 50 mL
Digoxin, 0.5 mg/2 mL
Diltiazem, 25 mg/5 mL
Diphenhydramine, 50 mg/1 mL
Dopamine, 200 mg/5 mL
Epinephrine, 1 mg/10 mL (1:10,000)
Epinephrine, 1 mg/1 mL (1:1000) multiple-dose vial
Fosphenytoin, 750 mg/10 mL (500 PE mg/10 mL)
Furosemide, 100 mg/10 mL
Glucagon, 1 mg vial (powder)
Heparin, 1000 units/1 mL
Isoproterenol, 1 mg/5 mL
Labetalol, 40 mg/8 mL
Lidocaine, 100 mg/10 mL
Lidocaine, 2 g/10 mL
Mannitol, 50 g/50 mL
Magnesium sulfate, 1 g/2 mL
Methylprednisolone, 125 mg/2 mL
Metoprolol, 5 mg/5 mL
Naloxone, 2 mg/2 mL
Nitroglycerin injection, 50 mg/10 mL
Nitroglycerin tablets, 0.4 mg (bottle)
Nitroprusside, 50 mg/2 mL
Normal saline, 30 mL for injection
Phenobarbital, 65 mg/mL or 130 mg/mL
Potassium chloride, 20 mEq/10 mL
Procainamide, 1000 mg/10 mL
Sodium bicarbonate, 5 mEq/10 mL
Sodium bicarbonate, 50 mEq/50 mL
Sterile water, 30 mL for injection
Terbutaline, 1 mg/1 mL
Verapamil, 5 mg/2 mL
The following specialized/controlled medications are added immediately before transport as indicated
    Narcotic analgesics (e.g., morphine, fentanyl) ( [59] )
    Sedatives/hypnotics (e.g., lorazepam, midazolam, propofol, etomidate, ketamine) ( [59] )
    Neuromuscular blocking agents (e.g. succinylcholine, pancuronium, atracurium, rocuronium) ( [60] )
    Prostaglandin E1
    Pulmonary surfactant


Monitoring During Transport.
All critically ill patients undergoing interhospital transport must have, at a minimum, continuous pulse oximetry, electrocardiographic monitoring, and regular measurement of blood pressure and respiratory rate.* Selected patients, based on clinical status, may benefit from the monitoring of intra-arterial blood pressure ( [55] ), central venous pressure, pulmonary artery pressure, intracranial pressure, and/or capnography ( [56] ). With mechanically ventilated patients, endotracheal tube position is noted and secured before transport, and the adequacy of oxygenation and ventilation is reconfirmed.

Occasionally, patients may require specialized modes of ventilation not reproducible in the transport setting. Under these circumstances, alternate modes of mechanical ventilation are evaluated before transport to ensure acceptability and patient stability with this therapy. If the patient is incapable of being maintained safely with alternate ventilator therapy, the risks and benefits of transport are cautiously reexamined.

Patient status and management during transport are recorded and filed in the patient medical record at the referring facility. Copies are provided to the receiving institution.


Preparing a Patient for Interhospital Transport
There is no evidence to support a “scoop and run” approach to the interhospital transport of critically ill patients. Therefore, referring facilities will, before transport, begin appropriate evaluation and stabilization to the degree possible to ensure patient safety during transport. Unnecessary delays may be experienced if the transport team must perform lengthy or complex procedures to stabilize the patient before the transfer ( [57] ). Nonessential testing and procedures will delay transfer and should be avoided. Information and recommendations about this aspect of patient care generally can be requested from the accepting physician at the time of initial contact with the receiving facility.

All critically ill patients need secure intravenous access before transport. If peripheral venous access is unavailable, central venous access is established. If needed, fluid resuscitation and inotropic support are initiated, with all intravenous fluids and medications maintained in plastic (not glass) containers. A patient should not be transported before airway stabilization if it is judged likely that airway intervention will be needed en route (a process made more difficult in a moving vehicle). The airway must be evaluated before transport and secured as indicated by endotracheal tube (or tracheostomy).* Laryngeal mask airways are not an acceptable method of airway management for critically ill patients undergoing transport. For trauma victims, spinal immobilization is maintained during transport unless the absence of significant spinal injury has been reliably verified. A nasogastric tube is inserted in patients with an ileus or intestinal obstruction and in those requiring mechanical ventilation. A Foley catheter is inserted in patients requiring strict fluid management, for transports of extended duration, and for patients receiving diuretics. If indicated, chest decompression with a chest tube is accomplished before transport. A Heimlich valve or vacuum chest drainage system is employed to maintain decompression. Soft wrist and/or leg restraints are applied when agitation could compromise the safety of the patient or transport crew, especially with air transport. If the patient is combative or uncooperative, the use of sedative and/or neuromuscular blocking agents may be indicated. A neuromuscular blocking agent should not be used without sedation and analgesia.

Finally, the patient medical record and relevant laboratory and radiographic studies are copied for the receiving facility. In the United States, a COBRA/EMTALA checklist is strongly suggested to ensure compliance with all federal regulations regarding interhospital patient transfers. Items on this checklist will include documentation of initial medical evaluation and stabilization (to the degree possible), informed consent disclosing benefits and risks of transfer, medical indications for the transfer, and physician-to-physician communication with the names of the accepting physician and the receiving hospital.
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The ALSO article...
The Committee on Pediatric Emergency medicine of the American Academy of Pediatrics (AAP) has released a policy statement that provides recommendations to guide the care of young patients in emergency situations and the timely transfer from urgent care facilities to the hospital when necessary. "Pediatric Care Recommendations for Freestanding Urgent Care Facilities" appears in the July 2005 issue of Pediatrics and is available online at http://www.pediatrics.org.

The AAP does not recommend the use of urgent care facilities because it may undermine coordinated, comprehensive care; however, these facilities often are needed in emergency situations. Although freestanding urgent care facilities are not the same as hospital emergency departments, the AAP stresses that they must have the ability to identify emergency medical situations, stabilize patients, and coordinate timely access to definitive care.

The policy statement includes the following recommendations for urgent care facilities that provide emergency care for children:

Staff should be able to provide resuscitation, stabilization, triage, and appropriate transfer.
* Facilities should meet the AAP minimum requirements for medications, equipment, and supplies as listed in "Care of Children in the Emergency Department: Guidelines for Preparedness" issued by the AAP and the American College of Emergency Physicians (http://aappolicy.aappublications.org/cgi/reprint/pediatrics; 107/4/777.pdf).

* Facilities must have staff certified in basic and advanced pediatric life support available at all times.

* Facilities should have triage, transport, and transfer agreements with definitive care facilities.

* Facilities should have a plan that complies with the Health Insurance Portability and Accountability Act for notifying the primary care physician about the treatment given.

* Facilities should have an organized quality-improvement program.

* Facilities should comply with the policies, procedures, and protocols listed in "Care of Children in the Emergency Department: Guidelines to Preparedness."

* Facilities should have a disaster preparedness policy and participate in their community disaster plan.

The AAP also recommends that physicians who refer patients to urgent care facilities provide each patient's clinical information to the facility and be available for consultation.
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