Georgia Department of Human Resources 

HRSA-09-151



CFDA 93.127

Program Narrative
Section I.  Background and Significance

Over the last 11 years, Georgia has seen significantly improved outcomes in our services provided to critically ill and injured children as a result of the funding provided by the Emergency Medical Services for Children (EMS-C) Grant. However, much work remains to be done in order to ensure the accessibility, and timeliness of pre-hospital services for the children of Georgia. Georgia’s EMS-C program provides emergency personnel with education materials and instructor resources, and builds capacities to support statewide collaborative training efforts through regional EMS offices, advisory councils, and training institutes in areas lacking resources where children are at greatest risk for traumatic injury. Continued successful outcomes will require ongoing need assessments, implementation strategies, and evaluation at the state level. 
Georgia’s geography and population continue to present issues in creating an all-inclusive EMS-C system. The state is one of the largest states east of the Mississippi River and the 22nd largest state in the country and, based on population, the 9th largest state in the nation. However, the population is not evenly distributed with 70% of residents concentrated in 14 metropolitan statistical areas (MSAs) and over 50% of the population in the Atlanta MSA. Georgia is comprised of 159 counties, 99 of which (62%) are rural, often lacking minimal or specialized services for children and adolescents. Thirty-eight counties (24%) lack a hospital, representing 14% of area with population under age 17 and 13% reside in areas without trauma center coverage. Twenty-eight counties (18%) lack basic 9-1-1 services and 75 counties (47%) lack a pediatric specialist.

The population of approximately 9.5 million includes over 2.6 million children and adolescents (28%) under the age of 20; a number that will increase 12% by 2025. Of these, 1.5 million (58%) are white, 33% are black, 6% are Hispanic, 2% are Asian and less than 1% are Native American. Approximately 37% of children live outside MSAs; the proportion of white and black children in urban and rural areas is similar. The black population is found, however, disproportionately in the southern half of Georgia. Over the last five years, the Hispanic population has increased by 41% and the Asian population by 75% with rapid growth in both the major urban areas and small cities.

The Department of Human Resources, Division of Public Health, Office of Emergency Medical Services/Trauma (OEMS/T) has statutory and regulatory authority for guideline promulgation, categorization of pediatric care facilities, training oversight for pre-hospital and critical care transport providers, trauma center designation and the infrastructure for Georgia’s EMS-C program. 
Georgia law empowers OEMS/T to promulgate rules governing delivery of emergency medical services. As a result, institutionalization of key components of EMS-C can be achieved through rule promulgation and policy/procedural implementation. Examples are: 1) the approval and licensure of Emergency Medical Technicians at the national basic level  as a means to supplement and increase the EMS workforce; 2) changes to rules and regulations which mandate a pediatric continuing education component for license renewal for all levels of licensed personnel in Georgia (EMT-Basic, EMT-Intermediate 85, Cardiac Technician and Paramedic); 3) the approval and licensure of an ambulance service as defined by rules and regulations requiring each unit to be staffed minimally with ALS personnel at the EMT-Intermediate level or higher (ALS is defined in Georgia at the EMT-Intermediate, Cardiac Technician and Paramedic levels and does not have BLS only services); 4) the procedural changes requiring pediatric equipment on licensed responding and transport units;  5) the establishment of guidelines for ensuring safe transport for pediatric patients;  and 6) the approval of statewide pre-hospital pediatric protocols for all levels of providers.

Historically, the focus of Georgia’s EMS-C program has been to provide emergency personnel with education materials and instructor resources. EMS-C has also worked to build capacity to support statewide collaborative training efforts through regional EMS offices, advisory councils, and training institutes in areas lacking resources where children are at greatest risk. All program materials disseminated by Georgia’s EMS-C program are approved by OEMS/T for continuing education for all levels of EMS personnel. The activities and materials targeted to specific areas of need include:

· Pediatric Skills and Scenario-Based Assessment Guide for Medical First Responders;

· Support materials to enhance the assessment and management of children with special health care needs to providers and instructors;

· STAR Kids (special and/or technology assisted resources) packets to families, emergency responders, local schools, physician offices, and county health departments;

· Office Preparedness targeted to family practitioners and staff;

· Emergency Guidelines for Schools targeted to school administrators, school nurses and transportation services;

· Basic Emergency Life Support (BELS) targeted to school faculty and civic organizations; and 

· First There, First Care targeted to local civic community organizations and schools.

Additionally, Georgia’s EMS-C program participates in the advisory council through the Office of Injury Prevention, Governor’s Office of Highway Safety and Family Health Branch (Georgia’s Title V administrator) to develop data based strategies for the implementation of injury prevention at the local level and educational activities focusing on infant and child mortality with the Office of Child Fatality Review and the Traumatic Brain Injury (TBI) Strategic and Implementation Committee Panel.
In the last grant cycle, Georgia has used grant funds to support:

· Developed a tool to evaluate the availability of written protocols and guidelines for on-line and off-line medical direction for in-field personnel on the scene of an emergency.
· Developed a tool to evaluate the availability of essential pediatric equipment and supplies.
· Developed a tool to evaluate the availability of written inter-facility guidelines and agreements, and tracked how many hospitals have written inter-facility guidelines and agreements.
· Created and established an EMSC Advisory Committee focused solely on children’s pre-hospital needs, which serves as a sub-committee to our larger industry EMS Advisory Council.

· Employed a full-time, grant funded EMS-C Project Coordinator for the management of EMS-C activities.

· The creation of the Georgia EMS Information System GEMSIS (state data repository), which integrates NEMSIS into Georgia’s EMS Information Systems architecture.

· Purchased sofware, and continued participation in the pilot project with Image Trends and the states of MN, NE, and MO for testing the exporting of states EMS data to a National EMS Data Bank.
· Researched hospital recognition programs and assembled project stakeholders to write guidelines.
If successfully funded for the next cycle, Georgia will focus specifically on; creating the foundation for a sustainable hospital recognition program for pediatric patients, by incorporating pediatric components into our current Trauma designation system; increasing the percentage of written inter-facility transfer guidelines and agreements between hospitals; placing missing essential pediatric equipment on trucks, as suggested by National Standards; and increasing the number of pediatric continuing education hours for licensed EMT Basic, Intermediate and Advanced levels, from four to eight, out of 40 total hours required every three years.
Section II.  Project Goals, Objectives, Methodology, and Evaluation

Performance Measure 66 - Goal 1: 
Improve the operational capacity in Georgia to provide pediatric emergency care. 
Objective 1.1:

Increase the percentage of agencies in Georgia to 90% that have on-line pediatric medical direction at the scene of an emergency for Basic Life Support (BLS) and Advanced Life Support (ALS) providers. Performance Measure 66a(i)
Healthy People 2010, Vol. I, Objective 1-14: Increase the number of States, and the

District of Columbia that have implemented guidelines for pre-hospital and

hospital pediatric care

“Emergency care of children presents a particular challenge because pre-hospital
providers often treat fewer children and have limited pediatric experience and

assessment skills…experienced providers can offer medical direction in two ways, either

online (direct communication e.g. voice) or offline (guidelines, protocols, procedures and

policies).”
Relevance in Georgia: 

Georgia Rules and Regulations mandate each licensed ambulance service to have a medical director and medical direction relating to patient treatment and guidelines in order to maintain licensure. The 2007 State EMS Pre-Hospital Protocols were implemented January 2008. All licensed ambulance services and personnel are required to follow at a minimum these protocols to maintain compliance and licensure, however, is not known if providers are adhering to the mandate.
2007-2008 Data
· Georgia’s EMSC project coordinator, Tracie Al’Belar is currently working with NEDARC to finalize the collection of this data requirement as well as re-submit evidence for the review for the exemption of this measure. SOEMS/T now has a survey tool from NEDARC, and will begin to survey the ambulance services in December 2008 to develop baseline data. NEDARC (The National EMSC Data Analysis Resource Center) is a national resource center that provides technical assistance to EMS agencies and EMSC projects in developing their data capabilities.  
· Georgia Rules and Regulations 290-5-30-.07 mandates each licensed ambulance service to have a medical director and medical direction relating to patient treatment and guidelines in order to maintain licensure. All licensed ambulance services along with their assigned personnel are required to follow at a minimum these protocols to maintain compliance and licensure. Rules and regulations require each unit to be staff minimally with ALS personnel at the EMT-Intermediate level or higher (ALS is defined in Georgia at the EMT-Intermediate, Cardiac Technician and Paramedic levels and does not have BLS only services). 
· Until data are collected on this measure, Georgia is cannot determine what we will learn from the results.
Methodology (Proposed Activities, Evaluation, Timeline)
Proposed Activities:

1. The EMSC Program Manager will work with NEDARC to approve the on-line medical direction survey tool and begin surveying ambulance services for online medical direction performance measure by having services fill out online survey during annual inspections.
2. By September 2009, the EMSC Program Manager and NEDARC will analyze the results of the surveys.
3. The EMSC Program Manager will present the results of the surveys to the EMSC Advisory Committee at the next Winter quarterly meeting, and solicit ideas from the EMSC Advisory Committee for next steps. 
4. The EMSC Program Manager will report findings to the National Resource Center.
5. The EMSC Program Manager will work with SOEMS/T’s Education Department as needed for follow up training for services/personnel not fulfilling the mandate.

6. Work with SOEMS/T’s Audit Department to ensure providers are meeting the mandate.
Evaluation Plan:

Georgia’s EMSC Program will meet with the EMSC Advisory Council to submit suggestions and feedback from baseline and follow-up data collection from year 1 to address gaps medical direction; EMSC Program will compile a list of the top 5-10 strategies/activities from stakeholders to address gaps in medical direction.

EMSC Program will have follow-up data collected and analyzed in coordination with NEDARC for this performance measure.  This follow-up data along with the baseline data collected in 2009 will allow Georgia to measure and increase (or decrease) in on-line medical direction.

	Timeline Objective 1.1 


	2009-2010
	2010-2011
	2011-2012

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	1.  The EMSC Program Manager will work with NEDARC to approve the on-line medical direction survey tool and begin surveying ambulance services for online medical direction performance measure by having services complete an online survey during annual inspections.
	X
	
	
	
	
	
	
	
	
	
	
	

	2.  By September 2009, the EMSC Program Manager and NEDARC will analyze the results of the surveys.
	
	
	X
	
	
	
	
	
	
	
	
	

	3. The EMSC Program Manager will present findings and solicit ideas from the EMSC Advisory Committee
	
	
	
	X
	
	
	
	
	
	
	
	

	4. The EMSC Program Manager will report findings to the National Resource Center.
	
	
	
	X
	
	
	
	
	
	
	
	

	5. The EMSC Program Manager will work with SOEMS/T’s Education Department as needed for follow up training for services/personnel not fulfilling the mandate.
	
	
	
	
	X
	X
	X
	X
	X
	X
	X
	X

	6. The EMSC Program Manager will work with SOEMS/T’s Audit Department to ensure providers are meeting the mandate.
	
	
	
	
	X
	X
	X
	X
	X
	X
	X
	X


Objective 1.2:

Increase the percentage of agencies in Georgia to 90% that have off-line pediatric medical direction at the scene of an emergency for Basic Life Support (BLS) and Advanced Life Support (ALS) providers. Performance Measure 66a(ii)
Healthy People 2010, Vol. I, Objective 1-14: Increase the number of States, and the

District of Columbia that have implemented guidelines for pre-hospital and

hospital pediatric care

“Emergency care of children presents a particular challenge because pre-hospital
providers often treat fewer children and have limited pediatric experience and

assessment skills…experienced providers can offer medical direction in two ways, either

online (direct communication e.g. voice) or offline (guidelines, protocols, procedures and

policies).”
Relevance in Georgia: 

The 2007 State EMS Pre-Hospital Protocols were implemented January 2008. All licensed ambulance services and personnel are required to follow at a minimum these protocols to maintain compliance and licensure, however, a written pre-hospital protocol manual has not previously been required on each vehicle, and no survey has been previously done to assess if manuals are currently on the trucks.
2007-2008 Data

· The approved 2007 State EMS Pre-Hospital Protocols were finalized and published in December 2007 and implemented January 2008. All licensed ambulance services along with their assigned personnel are required to follow at a minimum these protocols to maintain compliance and licensure. 
· The EMSC Advisory Board, the EMS Advisory Council, and the EMS Medical Directors Advisory Board all approved placing printed protocols on each truck. 
· SOEMS/T has worked with NEDARC to create a survey tool to track how many printed Pre-Hospital Protocols are currently on trucks, and plans to distribute printed Protocols to place on each vehicle. 
· The survey has been distributed, and the EMSC Program Manager is working with agencies to complete the survey, so we can have baseline data.
Methodology (Proposed Activities, Evaluation, Timeline)

Proposed Activities:

1. By March 2009, the EMSC Program Manager will research funding opportunities to place a printed protocol manual on each truck, and will get approval for a mandate to place printed protocols on truck from the EMS Director.

2. By March 2009, the EMSC Program will distribute printed protocol manuals to each service.

3. By September 2009, the EMSC Program Manager and NEDARC will analyze the results of the surveys, and report findings to the National Resource Center.
4. The EMSC Program Manager will present the results of the surveys to the EMSC Advisory Committee at the next Winter quarterly meeting.

5. The EMSC Program Manager will work with SOEMS/T’s Regional Program Directors to ensure providers are meeting the mandate.
Evaluation Plan:

By September 2009, the Georgia EMSC Program Manager and NEDARC will analyze the results of the surveys, and report findings to the National Resource Center. The EMSC Program Manager will present the results of the surveys to the EMSC Advisory Committee at the next winter quarterly meeting. The EMSC Program Manager will work with SOEMS/T’s Regional Program Directors to ensure providers are meeting the mandate.
	Timeline Objective 1.2 


	2009-2010
	2010-2011
	2011-2012

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	By March 2009, the EMSC Program Manager will work with SOEMS/T’s  Information Systems Analyst to place the protocol survey tool online for the Regional Program Managers to complete during annual vehicle inspections.
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	By March 2009, the EMSC Program Manager will research funding opportunities to place a printed protocol manual on each truck, and will get approval for a mandate to place printed protocols on truck from the EMS Director.
	X
	
	
	
	
	
	
	
	
	
	
	

	By March 2009, the EMSC Program will distribute printed protocol manuals to each service.
	X
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	By September 2009, the EMSC Program Manager and NEDARC will analyze the results of the surveys, and report findings to the National Resource Center.
	
	
	X
	
	
	
	
	
	
	
	
	

	The EMSC Program Manager will present the results of the surveys to the EMSC Advisory Committee at the next Winter quarterly meeting.
	
	
	
	X
	
	
	
	
	
	
	
	

	The EMSC Program Manager will work with SOEMS/T’s Regional Program Directors to ensure providers are meeting the mandate.
	
	
	
	
	X
	X
	X
	X
	X
	X
	X
	X


Objective 1.3
Increase the percentage of agencies in Georgia to 90%, assuring that the BLS and ALS patient care units in Georgia have the essential pediatric equipment and supplies, as outlined in the national equipment list by February 2011. Performance Measure 66b 
Healthy People 2010, Vol. I, Objective 1-13: Increase the number of Tribes, States,

and the District of Columbia with trauma systems that maximize survival and

functional outcomes of trauma patients and help prevent injuries from occurring

“the main goal of the system are to match the available trauma care resources in a

community, region, or State with the needs of individual patients and to ensure that

patients have rapid access…in a trauma care system pre-hospital, acute care and

rehabilitation services are integrated and administered by a public agency that provides

leadership, coordinated services delivery, establishes the minimum standards of care,

designates trauma centers, and fosters ongoing system evaluation and quality

improvement.”
Relevance in Georgia:
Georgia requires all licensed ambulance services to maintain essential pediatric equipment on each registered vehicle. Georgia’s current mandate requires trucks to carry several items of pediatric equipment as having “assorted sizes” available, and is non-specific, unlike the recommended 1996 ACEP guidelines. Our eventual goal is to have every truck with the recommended pediatric equipment as listed in the guidelines.
2007-2008 Data

· Georgia Rules and Regulations 290-5-30-.09 requires all licensed ambulance services to maintain pediatric equipment on each registered vehicle. 
· At this time, Georgia’s equipment list does not include two items from the current national equipment guidelines. Nasogastric tubes: 8F-16F is not within the scope of practice for pre-hospital providers and a length/weight-based drug dose chart or tape has not been established as a required piece of equipment. The evaluation of this measure is enforceable through quarterly inspections of each registered vehicle. 
· Currently, 206 ambulance services and 1,333 vehicles are licensed and registered from our office. Rules and regulations require each unit to be staff minimally with ALS personnel at the EMT-Intermediate level or higher (ALS is defined in Georgia at the EMT-Intermediate, Cardiac Technician and Paramedic levels and does not have BLS only services).  
· In December 2008, the EMSC Program will purchase 667 Broselow length based drug dosage tapes for all ambulance services. If the grant is accepted for the next cycle, the EMSC Program plans to purchase the other 666 vehicles, so that every truck in Georgia will have a tape.
· SOEMS has worked with NEDARC to create a survey tool to identify critical equipment missing on a registered vehicle that would render the unit out-of-service or non-compliant until the equipment is placed and re-inspected is being reviewed for implementation in 2009. 
· Georgia’s EMSC Program Manager will continue to work with our Regional Program Managers to complete the survey as they inspect trucks. Once sufficient data is collected, the Program Manager with work with NEDARC in the sharing of existing collected inspection data for this measure.
Methodology (Proposed Activities, Evaluation, Timeline)

Proposed Activities:

1. In March 2009, The EMSC Program Manager will begin surveying ambulance services to identify critical equipment missing on a registered vehicle that would render the unit out-of-service or non-compliant, by having Regional Program Managers fill out the online survey tool during annual inspections.

2. By September 2009, the EMSC Program Manager and NEDARC will analyze the results of the surveys, and report findings to the National Resource Center, begin purchasing the remaining Broselow tapes to put on trucks.
3. By January 2010, the EMSC Program Manager will present the results of the surveys to the EMSC Advisory Committee at the next Winter quarterly meeting, and solicit ideas from the EMSC Advisory Committee for next steps, and work with the EMSC Advisory Committee to recommend the missing equipment be placed on vehicles and get the extra equipment approved by the EMS Advisory Council and the EMS Medical Directors Advisory Council.

4. By March 2010, the EMSC Program Manager will work with the EMS Director to get the missing equipment added as a mandate, as well as added to the Inspection List.

5. By March 2010, the EMSC Program Manager will research funding opportunities to get the missing equipment on trucks.

6. By January 2011, The EMSC Program Manager will work with SOEMS/T’s Education Department as needed to create follow up training for services/personnel not fulfilling the mandate.

7. By March 2011, the EMSC Program Manager will work with SOEMS/T’s Audit Department to ensure providers are meeting the mandate.
Evaluation Plan:

The Georgia EMSC Program will work with NEDARC to analyze the results of the survey. The EMSC Program Manager will present the results of the surveys to the National Resource Center and solicit ideas on next steps. The Georgia EMSC Program Manager will then report the findings to the EMSC Advisory Committee at the next Winter quarterly meeting, and solicit ideas from the EMSC Advisory Committee for next steps. The EMSC Program Manager will also work with the EMSC Advisory Committee to recommend the missing equipment be placed on vehicles, and get the extra equipment approved by the EMS Advisory Council, and the EMS Medical Directors Advisory Council.
	Timeline Objective 1.3 


	2009-2010
	2010-2011
	2011-2012

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	1. In March 2009, The EMSC Program Manager will begin surveying ambulance services to identify critical equipment missing on a registered vehicle that would render the unit out-of-service or non-compliant by having Regional Program Managers fill out the online survey tool during annual inspections.
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	2. By September 2009, the EMSC Program Manager and NEDARC will analyze the results of the surveys, report findings to the National Resource Center, and purchase remaining Broselow tapes to put on trucks.
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	3. By January 2010, the EMSC Program Manager will present the results of the surveys to the EMSC Advisory Committee at the next Winter quarterly meeting, and solicit ideas from the EMSC Advisory Committee for next steps, and work with the EMSC Advisory Committee to recommend the missing equipment be placed on vehicles, and get the extra equipment approved by the EMS Advisory Council, and the EMS Medical Directors Advisory Council.
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	4. By March 2010, the EMSC Program Manager will work with the EMS Director to get the missing equipment added as a mandate, as well as added to the Inspection List.
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	5. By March 2010, the EMSC Program Manager will research funding opportunities to get the missing equipment on trucks.
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	6. By January 2011, the EMSC Program Manager will work with SOEMS/T’s Education Department as needed to create follow up training for services/personnel not fulfilling the mandate.
	
	
	
	
	
	
	
	
	X
	X
	X
	

	7. By March 2011, the Program Manager will work with Audits to ensure providers met mandate.
	
	
	
	
	
	
	
	
	
	X
	X
	X


Objective 1.4

The existence of a statewide, territorial, or regional standardized system that recognizes hospitals that are able to stabilize and/or manage pediatric medical emergencies. 

The existence of a statewide, territorial, or regional standardized system that recognizes hospitals that are able to stabilize and/or manage trauma. 

Increasing the percentage of hospitals participating in the pediatric hospital trauma program to 90% by 2011.
Performance Measure 66c
Healthy People 2010, Vol. I, Objective 1-13: Increase the number of Tribes, States,

and the District of Columbia with trauma systems that maximize survival and

functional outcomes of trauma patients and help prevent injuries from occurring

“the main goal of the system are to match the available trauma care resources in a

community, region, or State with the needs of individual patients and to ensure that

patients have rapid access…in a trauma care system pre-hospital, acute care and

rehabilitation services are integrated and administered by a public agency that provides

leadership, coordinated services delivery, establishes the minimum standards of care,

designates trauma centers, and fosters ongoing system evaluation and quality

improvement.”
Relevance in Georgia:

Georgia currently does not have a pediatric recognition program in place to stabilize and/or manage medical emergencies or trauma. Georgia currently has a voluntary trauma designation system, but no pediatric language exists.
Status of Performance Measure (2007-2008)  

· At present, Georgia has 15 designated trauma centers, all of which are required to maintain staff and equipment to be used for pediatric patients. Two actual pediatric hospitals are a part of these designated trauma facilities. Three of our four Level I trauma centers have pediatric commitment. Georgia presently has six designated Regional Perinatal Centers (RPC) strategically located across the state. 
· The language and categorization as defined by this performance measure does not currently exist. A statewide trauma and pediatric plan is not approved in the Georgia, but guidelines are in place according to the American College of Surgeons guidelines for trauma center designation. Currently, through our Trauma Commission (appointed in 2008) a pediatric sub-committee is evaluating pediatric guidelines and transport issues. A recommendation is expected in January 2009 on the sub-committees findings.
· There is a possibility that pediatric language and guidelines could be added to the existing trauma system. Research will need to be done to see if this idea is feasible. 
· Due to the inability for Georgia EMSC program to mandate the current 24 specialized pediatric facilities to meet this performance measure, guidelines will be developed for the implementation of a voluntary recognition system by the project coordinator, EMSC State Advisory Committee and the Georgia Hospital Association and will be completed in 2011.
· Georgia will not work on the medical emergency portion of this measure this grant cycle, as no current system exists for medical emergencies, and we will need to conduct needs assessments with the hospitals to determine the potential for success and challenges faced by each in becoming pediatric capable (i.e., able to stabilize and/or manage pediatric medical emergencies), and any costs associated with creating the system.
Methodology (Proposed Activities, Evaluation, Timeline)

   Proposed Activities:

1. By March 2009, the EMSC project coordinator and the EMSC State Advisory Committee will continue to review examples of pediatric medical emergency recognition systems and SOEMS/T’s Trauma designation system and/or classifications as outlined in performance measure 66c.

2. By March 2009, the EMSC project coordinator, the EMSC State Advisory Committee, and the Trauma representative will assemble a work meeting with other possible outside entities with an interest in the project, and begin the process of determining and develop guidelines for the classifications of hospitals.

3. The EMSC project coordinator and the EMSC State Advisory Committee will develop recognition guidelines for hospitals meeting established classifications.

4. The EMSC project coordinator and the EMSC State Advisory Committee will meet with representatives from the Georgia Hospital Association and develop a plan for implementation.  

Evaluation Plan:

The EMSC project coordinator and the EMSC State Advisory Committee will continue to review examples of pediatric trauma  recognition systems and include Renee Morgan from EMS’s Trauma Section. The EMSC project coordinator and the EMSC State Advisory Committee, and Trauma will meet with stakeholders to determine possible challenges in creating the program. The EMSC Program Manager will assemble a list of possible challenges to implementation, and discuss these findings with the National Resource Center. After consulting the National Resource Center, the EMSC Committee will develop guidelines for the classifications of hospitals. Then, the EMSC project coordinator and the EMSC State Advisory Committee will development recognition guidelines for hospitals meeting established classifications. The EMSC project coordinator and the EMSC State Advisory Committee will meet with representatives from the Georgia Hospital Association and develop a plan for implementation.  

	Timeline Objective 1.4 


	2009-2010
	2010-2011
	2011-2012

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	1. By March 2009, the EMSC project coordinator and the EMSC State Advisory Committee will continue to review examples of pediatric medical emergency recognition systems and SOEMS/T’s Trauma designation system and/or classifications as outlined in performance measure 66c.
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	2. By March 2009, the EMSC project coordinator, the EMSC State Advisory Committee, and the Trauma representative will assemble a work meeting with other possible outside entities with an interest in the project, and begin the process of determining and develop guidelines for the classifications of hospitals.


	
	X
	X
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	3. The EMSC project coordinator and the EMSC State Advisory Committee will develop recognition guidelines for hospitals meeting established classifications.


	
	
	
	X
	X
	X
	
	
	
	
	
	

	4.The EMSC project coordinator and the EMSC State Advisory Committee will meet with representatives from the Georgia Hospital Association and develop a plan for implementation.
	
	
	
	
	
	
	X
	X
	X
	X
	X
	X


Objective 1.5
Increase the percentage of agencies in Georgia to 90%, having written pediatric inter-facility transfer guidelines that include the following pediatric components of transfer: 

• Defined process for initiation of transfer, including the roles and responsibilities of the referring facility and referral center (including responsibilities for requesting transfer and communication)

• Process for selecting the appropriate care facility

• Process for selecting the appropriately staffed transport service to match the patient’s acuity level (level of care required by patient, equipment needed in transport, etc.)

• Process for patient transfer (including obtaining informed consent)

• Plan for transfer of patient information (e.g. medical record, copy of signed transport consent), personal belongings of the patient, and provision of directions and referral institution information to family
Performance Measure 66d

The percentage of hospitals in the State/Territory that have written pediatric inter-facility transfer agreements.

Performance Measure 66e
Healthy People 2010, Vol. I, Objective 1-11: (Developmental) Increase the

proportion of persons who have access to rapidly responding pre-hospital
emergency medical services

“the outcome of many medical emergencies depends on the prompt availability of

appropriately trained and properly equipped pre-hospital emergency care

providers…assuring a prompt response requires a well coordinated system of care…the

availability of well-trained and appropriately certified response personnel…medical

direction and oversight, and destination hospitals that are well-equipped and

appropriately staffed.”
Relevance in Georgia:

Only 8% of hospitals in Georgia have written pediatric guidelines in place with all 9 components, and only 33% of hospitals have written pediatrics agreements in place.

2007-2008 Data

· In December 2006, the Georgia Hospital Association produced a list of hospitals that have inter-facility transfer agreements with other hospitals. 100% of 152 hospitals in Georgia, including psychiatric hospitals, have substantial inter-facility transfer agreements regarding patients, possessions, medical records, and/or family transportation. 
· While Rules and Regulations for hospitals 290-9-7 require inter-facility transfer agreements between hospitals, the specificity of each hospital agreement has not been compiled through the data collecting process. The Georgia Hospital Association provided current Joint Commission requirements, Georgia Rules and Regulations for the operation of hospitals and a copy of the standard agreement for compliance for inter-facility transfer of patients used by member hospitals. 
· A survey by the EMSC project coordinator used the NEDARC approved survey tool for this performance measure. A web-based survey was established by NEDARC to collect the data electronically, letters and paper copies of the survey were mailed to the point of contact from the Hospital Association. In June 2007 the EMSC project coordinator resigned and the ability to fill the position did not occur until December 2007. With this position vacant for 6 months the survey was not completed.
·  December 1, 2007, Tracie Al’Belar was hired as the project coordinator with duties directed to only the EMSC program. Ms. Al’Belar finalized the data through a direct phone survey of each hospital. The verification of the correct paper survey tool was approved by NEDARC.
· With 149 out of 152 hospitals participating in the survey, the results showed that only 8% of hospitals have written pediatric guidelines in place with all 9 components, and only 33% of hospitals have written pediatrics agreements in place. 
· Two areas within this performance measure that cannot be located in an established agreement is 1) process for selecting the most appropriately staffed transport service to match the patient’s acuity level; and 2) level of care to be provided to the patient during the transfer. 
· Ms. Al’Belar and the State EMSC Advisory Committee will develop guidelines for implementation of needed regulatory or procedural changes regarding the level of licensed providers and the ambulance services transporting pediatric patients in 2009. 
Methodology (Proposed Activities, Evaluation, Timeline)

Proposed Activities:
1. The EMSC project coordinator and the State Advisory Committee will evaluate the specific process of hospitals in the selection of appropriate staffing of transport services to match the needs of the patient.

2. The EMSC project coordinator and the State Advisory Committee will evaluate specific guidelines or processes established by hospitals for the providing the recommended level of care to be provided during transport. 

3. The EMSC project coordinator and the State Advisory Committee will formulate guidelines for hospitals in the selection process when utilizing licensed ambulance services for the transport or transfer of pediatric patients.
4. The EMSC project coordinator and the State Advisory Committee will collaborate with the Georgia Hospital Association for implementation strategies of the guidelines.

5. The EMSC project coordinator and the State Advisory Committee will collaborate with the Regional EMS Councils and the Georgia EMS Association to inform and educate EMS providers of these guidelines and implementation.

6. The EMSC project coordinator and the State Advisory Committee will formulate guidelines to inform and educate licensed providers in the utilization of appropriate and/or specialized trauma facilities and neonatal services.

	Timeline Objective 1.5 


	2009-2010
	2010-2011
	2011-2012

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	1. The EMSC project coordinator and the State Advisory Committee will evaluate the specific process of hospitals in the selection of appropriate staffing of transport services to match the needs of the patient.
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	2. The EMSC project coordinator and the State Advisory Committee will evaluate specific guidelines or processes established by hospitals for the providing the recommended level of care to be provided during transport.
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	3. The EMSC project coordinator and the State Advisory Committee will formulate guidelines for hospitals in the selection process when utilizing licensed ambulance services for the transport or transfer of pediatric patients.

	
	
	
	X
	X
	X
	
	
	
	
	
	

	4. The EMSC project coordinator and the State Advisory Committee will collaborate with the Georgia Hospital Association for implementation strategies of the guidelines.

	
	
	
	
	
	X
	X
	
	
	
	
	

	5. The EMSC project coordinator and the State Advisory Committee will collaborate with the Regional EMS Councils and the Georgia EMS Association to inform and educate EMS providers of these guidelines and implementation.
	
	
	
	
	
	
	
	X
	X
	X
	X
	X


Performance Measure 67 - Goal 2: 
The adoption of requirements by the State/Territory for pediatric emergency education for the license/certification renewal of BLS and ALS providers.
Objective 2.0
The EMSC project coordinator will support the continual audit of personnel licenses as a verification of meeting the regulatory requirement for re-licensing of all levels of personnel.
Performance Measure 67
Healthy People 2010, Vol. II, Objective 23-10: (Developmental) Increase the

proportion of Federal, Tribal, State, and local public health agencies that provide

continuing education to develop competency in essential public health services

for their employees

“…must be grounded in the areas of expertise needed to deliver essential public health

services, this objective may be accomplished by developing specific courses…there is

an ongoing need to train and educate people…several disciplines have continuing

education requirements as part of the licensing or certification process.”
Relevance in Georgia:

Georgia already requires in our Rules and Regulations that all personnel must complete 4 hours of pediatric education units in order to satisfy licensing and renewal requirements, however, a reporting tool is necessary to capture the numbers of licensed personnel eligible for renewal, the number of licenses by level and the numbers of individuals meeting the pediatric continuing education requirement for license renewal, and the outcome of any non-compliance action.

Status of Performance Measure (2007-2008)  
· Georgia rules and regulations mandated the requirement of a pediatric component in the renewal of all levels of licensed providers in 2005. OEMS/T established the procedure that requires four (4) hours of the forty (40) required continuing education hours in the area of pediatrics during each 24 month renewal cycle in 2006. 
· A reporting tool was created by the EMSC Program Manager and the Auditing Section to capture the numbers of licensed personnel eligible for renewal, the number of licenses by level and the numbers of individuals meeting the pediatric continuing education requirement for license renewal, and the outcome of any non-compliance action.
·  The State Advisory Committee has also recommended increasing this number to include 8 pediatric hours in the 40 hours of continuing education credits.
Methodology (Proposed Activities, Evaluation, Timeline,)
Proposed Activities
1. The EMSC Project Manager will continue to be advised of personnel not meeting this requirement by the Licensing and Compliance Section of OEMS/T and the outcome of any non-compliance action.

2. The EMSC Program Manager will continue to work with the EMSC State Advisory Committee to recommend the increase of 4 pediatric hours to 8 hours to the EMS Advisory Board and the EMS Medical Directors Board.

3.  Once the recommendation is agreed upon by EMSAC and EMSMDAC, the EMSC Program Manager will seek approval from the EMS Director to put the measure into mandate.

4. The EMSC Program Manager and the EMSC Advisory Board, will research different courses, and suggest a mandated approved pediatric course, such as PALS or APLS.

5. The EMSC Program will work with the Education Department to provide classes for personnel as appropriate.

Evaluation

The EMSC Project Manager will continue to be advised of personnel not meeting this requirement by the Licensing and Compliance Section of OEMS/T and the outcome of any non-compliance action. The EMSC Program Manager will work with NEDARC to compile the data into a report, which will be shared with the EMSC Committee and the National Resource Center.
	Timeline Objective 2.1 


	2009-2010
	2010-2011
	2011-2012

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	1. 

The EMSC Project Manager will continue to be advised of personnel not meeting this requirement by the Licensing and Compliance Section of OEMS/T and the outcome of any non-compliance action.
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	2.

 The EMSC Program Manager will continue to work with the EMSC State Advisory Committee to recommend the increase of 4 pediatric hours to 8 hours to the EMS Advisory Board and the EMS Medical Directors Board.
	
	
	X
	X
	X
	X
	X
	X
	
	
	
	

	3.

Once the recommendation is agreed upon by EMSAC and EMSMDAC, the EMSC Program Manager will seek approval from the EMS Director to put the measure into mandate.
	
	
	
	
	
	
	
	
	X
	X
	X
	X

	4.

The EMSC Program Manager and the EMSC Advisory Board, will research different courses, and suggest a mandated approved pediatric course, such as PALS or APLS.


	
	
	
	
	
	
	
	
	X
	X
	X
	X

	5. 

The EMSC Program will work with the Education Department to provide classes for personnel as appropriate.


	
	
	
	
	
	
	
	
	
	X
	X
	X


Performance Measures Achieved 

Performance Measures #68: The degree to which the Georgia has established permanence of EMSC in the State/Territory EMS system.

#68a
The establishment of an EMSC Advisory Committee within Georgia.

#68b
The incorporation of pediatric representation on the Georgia EMS Board. (The EMSC Advisory Committee serves as this function, and is written in the Board’s by-laws.)
#68c
The establishment of a full-time EMSC manager that is dedicated solely to the EMSC Program.

#68d
The integration of EMSC priorities into Georgia’s existing mandates.
The Georgia EMSC program will file for an exemption from data collection from HRSA/National Resource Center on the activities above.
Healthy People 2010, Vol. II, Objective 23-8: (Developmental) Increase the

proportion of Federal, Tribal, State, and local agencies that incorporate specific

competencies in the essential public health services into personnel systems

”…basic knowledge of public health, all public health workers should have specific

competencies in their areas of specialty, interests, and responsibility…the workforce

needs to know how to use information…and deliver services to select populations…their

combined areas of expertise enable the organization to provide essential public health

services.”

For Performance Measure 68d:

Healthy People 2010, Vol. II, Objective 23-15: (Developmental) Increase the

proportion of Federal, Tribal, State, and local jurisdictions that review and

evaluate the extent to which their statutes, ordinances, and bylaws assure the

delivery of essential public health services

“The statutes, ordinances, and charters that create the agency and set forth its powers

and duties form the legal basis for any public health agency. General language in such

document usually states the agency’s responsibility to preserve, promote, and protect

the health of the persons in its jurisdiction.”

Relevance in Georgia: 

The EMSC Advisory Committee has been established through by-law changes within the Georgia EMS Advisory Committee, and focuses solely on providing recommendations to our larger EMS Advisory Board and Medical Directors Board. A new full time EMSC Coordinator has been hired as of December 2007.  Several EMSC priorities have been integrated into mandate, including, pediatric continuing education hours, on-line medical direction, and an EMSC Advisory Committee.
The EMSC Advisory Committee has been established through by-law changes within the Georgia EMS Advisory Committee. This council is a legislated group created to report to the Board of Human Resources on relative issues regarding emergency medical services across the state to include patient care and industry based recommendations. The official change in the by-laws did not occur until early 2007 and with the project coordinator leaving mid-point of the grant period, there was only one pre-planned organizational meeting held. Now that we have hired Ms. Al’Belar, she has conducted the four required meetings this year. Eight core members have been selected to represent this statewide standing committee within the council. The representation includes:
· Krystal Claxton-Smith is a practicing paramedic with a county based 9-1-1 ambulance service. She actively works on an EMS unit responding to calls and transporting patients. Mrs. Claxton-Smith has been involved with Georgia’s EMSC program and the Region 5 EMSC Committee since 2002. She is also a licensed EMS instructor and serves as the lead instructor for EMT initial education courses for licensure with a local Technical College. Mrs. Claxton-Smith will serve as chair of the EMSC State Advisory Committee and an appointed voting member of the State EMS Advisory Council.
· Jeff Linzer, MD is a pediatric emergency physician currently working at the Egleston Campus of Children’s Healthcare of Atlanta and an associate professor with Emory University. Dr. Linzer has been actively involved with Georgia’s EMSC program since 1995. He also serves as a pediatric medical specialist to Georgia’s EMS Medical Directors Advisory Council since 1998.
· Natalie Lane, MD is a physician with expertise in emergency medicine and pediatrics working with The Medical College of Georgia and an associate professor to the Medical College. Dr. Lane has been actively involved with Georgia’s EMSC program and the Region 6 EMSC Committee since 1999.
· Jill Mabley, MD is a board-certified emergency physician actively working in emergency medicine. Dr. Mabley is the medical director for a large Fire-EMS county based 9-1-1 service and serves as a Regional Medical Director for the State Office of EMS/T. She also serves as the chair of the Georgia EMS Medical Directors Advisory Council that makes recommendations to the Board of Human Resources relating directly to the emergency care standards for pre-hospital providers. Dr. Mabley has been actively involved with pre-hospital emergency standards on the State level and advisory to the Office of EMS/T since 2001.
· Kim Basso RN, a registered nurse with extensive pediatric emergency department experience and works as a Nurse Manager with the Medical College of Georgia. Kim has managed MCG’s PICU and Pediatric Transport Team, which both manage pediatric trauma for over 9 years. Kim is active on their Pediatric Trauma Committee, and lectures regarding pediatric transport to the American Academy of Pediatrics as an affiliate faculty.
· EJ Dailey will continue to serve as the PI for Georgia’s EMSC program. Mrs. Dailey has been involved with Georgia’s program since 1997 and has served on State and Federal committees relating to pre-hospital emergency care, standards, curricula and scope of practice, testing and certification/licensure and policy and procedure development and implementation.
· Tracie Al’Belar is the current project coordinator and identified grant manger for Georgia’s EMSC program. Mrs. Al’Belar was hired December 1, 2007. Her information is included in the biographical sketch packet.

· Gracie McDonald is a teacher and parent of a special needs child, and has participated in the Massachusetts EMSC Committee.

· Sam Cunningham is an active paramedic and the Program Director of DHR’s Region 7 EMS/Trauma Office.
Of the additional 16 recommended, but not required committee members, the EMSC program has identified the following individuals that have active experience in Georgia’s program and have agreed to serve as a State Advisory Committee member:

· James Turk is an active paramedic and the Director of a hospital-based 9-1-1 ambulance service. Mr. Turk currently serves as an executive board member of the Georgia EMS Association and the chair of the Region 9 EMSC Committee.
· Tim Peebles is an active paramedic and the EMS Director of a county Fire-EMS 9-1-1 ambulance service and serves as the chair of the Region 2 EMSC Committee. 

· Mandy Blankenship serves as EMS-C Committee Chair for Region 7, and is an active paramedic, radiology technician, and registered nurse.

· Patricka Woods is the Director of our Regional Perinatal Centers, and has agreed to offer assistance in creating the pediatric hospital recognition system.
· Vi Naylor and Karen Waters, staff of the Georgia Hospital Association, have agreed to offer assistance in creating the pediatric hospital recognition system.
Additionally, the following individuals are currently positioned within the State Office of EMS/T and serve as an expert specialist in their field and a liaison to Georgia’s EMSC Program:

a. Renee Morgan, Trauma Manager for Georgia’s Trauma Program is positioned within the Office of EMS/Trauma.

· Angie Rios, Data Manager for Georgia’s pre-hospital data registry.

· Rachel Vasconez, State Hospital Preparedness.

· Bruce Jefferies, State Disaster Preparedness Coordinator.
The following EMSC priorities have been integrated into Georgia mandate, and will be submitted to HRSA/National Resource Center for a data collection exemption:
b. Pediatric Continuing Education Hours

c. On-line Medical Direction

d. EMSC Statewide Advisory Committee

The following EMSC priorities will be integrated Georgia Rules and Regulations in 2009:

e. Increased Pediatric Continuing Education Hours 

f. Written Pre-Hospital Protocol Manuals on every truck

Proposed Activities

Since Georgia has not yet filed for an exemption for data collection on Performance Measures #68a-d, the Georgia EMSC program will continue with the following activities:

Performance Measure #68a
The establishment of an EMSC Advisory Committee within Georgia.

1.      The EMSC project coordinator will serve as the recorder of all documents relating to the activities of the EMSC program.

2.      The EMSC project coordinator will maintain an electronic version and printed version of all documents relating to the activities of the EMSC program.

3.      The EMSC project coordinator will keep all members of the EMSC State Advisory Committee and State EMS Advisory Council informed of all meeting dates and logistics, to include but not limited to previous minutes and review materials prior to scheduled meetings.

4.      The EMSC project coordinator will maintain and report all required data elements required under the current grant cycle.

5.      The EMSC project coordinator will continue to work with NEDARC and the NRC staff on data collection tools and data element requirements in the review of performance measures.

6.      The EMSC project coordinator will continue to work with NEDARC and/or the NRC staff for review of exemptions of performance measures that are complete.
Performance Measure #68b
The incorporation of pediatric representation on the Georgia EMS Boards. 

1. The EMSC Project Manager will continue to work with the EMSC Advisory Committee Chair Kristal Claxton-Smith in providing pediatric representation at the quarterly EMS Advisory Council Meetings.
2. The EMSC Project Manager will continue to work with Dr. Jill Mabley, who is on our EMSC Advisory Committee, and also serves as the chairperson to our EMS Medical Directors Advisory Council, in voicing EMSC’s pediatric recommendations.

Performance Measure #68c
The establishment of a full-time EMSC manager that is dedicated solely to the EMSC Program.

1. The EMSC Project Manager will continue to work 100% full-time on the Georgia EMSC Program.

Performance Measure #68d
The integration of EMSC priorities into Georgia’s existing mandates.

1. The EMSC Project Manager will continue to work on getting an increase in Pediatric Continuing Education Hours mandated for renewing licensed personnel from four to eight hours per renewal cycle.

2. The EMSC Project Manager will continue to work on getting a pre-hospital protocol manual added to the Vehicle Inspection list and mandated for every truck.
Evaluation
The EMSC project coordinator will maintain and report all required data elements required. The EMSC project coordinator will continue to work with NEDARC and the NRC staff on data collection tools and data element requirements in the review of performance measures. The EMSC project coordinator will continue to work with NEDARC and/or the NRC staff for review of exemptions of performance measures that are complete.
	Timeline Objective 3.1 


	2009-2010
	2010-2011
	2011-2012

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	1.      The EMSC project coordinator will serve as the recorder of all documents relating to the activities of the EMSC program.
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	2.      The EMSC project coordinator will maintain an electronic version and printed version of all documents relating to the activities of the EMSC program.
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	3.      The EMSC project coordinator will keep all members of the EMSC State Advisory Committee and State EMS Advisory Council informed of all meeting dates and logistics, to include but not limited to previous minutes and review materials prior to scheduled meetings.
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	4.      The EMSC project coordinator will maintain and report all required data elements required under the current grant cycle.
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	5.      The EMSC project coordinator will continue to work with NEDARC and the NRC staff on data collection tools and data element requirements in the review of performance measures.
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	6.      The EMSC project coordinator will continue to work with NEDARC and/or the NRC staff for review of exemptions of performance measures that are complete.
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X


	Timeline Objective 3.2 


	2009-2010
	2010-2011
	2011-2012

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	3. The EMSC Project Manager will continue to work with the EMSC Advisory Committee Chair Kristal Claxton-Smith in providing pediatric representation at the quarterly EMS Advisory Council Meetings.
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	4. The EMSC Project Manager will continue to work with Dr. Jill Mabley, who is on our EMSC Advisory Committee, and also serves as the chairperson to our EMS Medical Directors Advisory Council, in voicing EMSC’s pediatric recommendations.
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X


	Timeline Objective 3.3 


	2009-2010
	2010-2011
	2011-2012

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	1. The EMSC Project Manager will continue to work 100% full-time on the Georgia EMSC Program.
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X


	Timeline Objective 3.4 


	2009-2010
	2010-2011
	2011-2012

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	3. The EMSC Project Manager will continue to work on getting an increase in Pediatric Continuing Education Hours mandated for renewing licensed personnel from four to eight hours per renewal cycle.
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	4. The EMSC Project Manager will continue to work on getting a pre-hospital protocol manual added to the Vehicle Inspection list and mandated for every truck.
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X


Section III.  Challenges

· Hiring Personnel

Challenges:
1. The position of EMSC Program Manager was vacant for 6 months prior to hiring Ms. Al’Belar in December 2007. In that time, there was no one to work on the goals of the grant, or to establish the EMSC State Advisory Committee. Once Ms. Al’Belar was hired, there was a learning curve related to learning about EMSC, since she was unfamiliar with the EMS System, having come from a sister Mental Health agency in DHR. 
Solution:

2. Now that Ms. Al’Belar is on board, she has created regular meeting times for the State Advisory Council, and has created and conducted surveys to assess the EMSC needs in Georgia, and is excited to get the timelines back on track.

· Hospital Recognition Program
Challenges:

1. How do we begin this process, and how to get hospital buy-in, since the project is unfunded and not a mandate.

2. How to tap into current similar processes / programs in DHR (Disaster Preparedness, Trauma and Stroke Designations).
3. Who we should invite to the table / stakeholders in the program?
4. What would the designation levels be?
5. There is a concern for the Trauma Program: The increasing demands on Georgia hospitals and indigent care cost to these facilities may present difficulty with the EMSC program gaining the support from hospitals in establishing this measure. 
6. Sustainability; also, who would do the survey / research work?
7. Are there other models that may work in Georgia?

8. What are the barriers that would keep hospitals from entering a hospital recognition program?
9. How to proceed with the designation program, without immediate support from the Georgia Hospital Association.
Possible Solutions:

1. Conducting a thorough Needs Assessment (level of education staff in ED is trained in - Adult vs. Pediatric hours), as there is no one tracking CE’s for ED depts. How many nurses/doctors have PALS training in hospitals?

2. Identify and assemble possible stakeholders at the next meeting (GHA, Renee Morgan, Larry Vandergrift, Dr. Wright in Savannah, Lowell Clark in Macon, Pediatrics Critical Care Unit at MCCG

3. Deciding on the criteria and process for the levels. Will this be voluntary on a region by region basis? Should we do a pilot in urban/rural?

4. Piggybacking hospital recognition program into Disaster, Trauma, Stroke center, etc.

5. Show hospitals how this can meet The Joint Commission requirements, (training, protocols, transfer agreements could equal hospital recognition).
6. Fostering competition between hospitals in regions.
7. Getting the major centers to take the lead.
8. The Hospital Association has said that they are unable to participate at this time. A solution would be to check back with them later, and include them in the process as they are available.
· Inter-facility Transfer Guidelines and Agreements
Challenge:

· 8% of hospitals have written pediatric guidelines in place with all 9 components.

· 33% have written pediatrics agreements in place.

Solution:

1. The EMSC project coordinator and the State Advisory Committee will evaluate the specific process of hospitals in the selection of appropriate staffing of transport services to match the needs of the patient.

2. The EMSC project coordinator and the State Advisory Committee will evaluate specific guidelines or processes established by hospitals for the providing the recommended level of care to be provided during transport.

3. The EMSC project coordinator and the State Advisory Committee will formulate guidelines for hospitals in the selection process when utilizing licensed ambulance services for the transport or transfer of pediatric patients.

4. The EMSC project coordinator and the State Advisory Committee will collaborate with the Georgia Hospital Association for implementation strategies of the guidelines.

5. The EMSC project coordinator and the State Advisory Committee will collaborate with the Regional EMS Councils and the Georgia EMS Association to inform and educate EMS providers of these guidelines and implementation.

6. The EMSC project coordinator and the State Advisory Committee will formulate guidelines to inform and educate licensed providers in the utilization of appropriate and/or specialized trauma facilities and neonatal services. 

· Travel Limitations
DHR has put a freeze on all non-essential travel for state employees. Travel must be approved by the Commissioner’s office prior to leaving for trips, and this includes employees funded through state and federal sources. This process could take up to two months before it is appoved. This past year has been difficult to set up EMSC meetings, pay for travel reimbursements of committee members, and pay for meetings rooms afterward. The travel restriction also makes traveling for NEDARC and NRC workshops difficult to accomplish. 
Section IV.  Organizational Capacity

EMS Agency and Partners

Collaboration and Coordination

The Georgia’s EMS-C program relies on the collaborative efforts and established partnerships of state and regional agencies and stakeholder organizations including, the Department of Human Resources (DHR) Division of Public Health Family Health Branch, Perinatal/Women's Health Services, Office of Birth Outcomes, Office of Injury Prevention, and Office of Health Information Policy; Department of Community Health Office of Rural Health Services; Trauma Association of Georgia; Association of County Commissioners of Georgia; Georgia Hospital Association; Georgia EMS Association; EMS Medical Directors Advisory Council; and EMS Advisory Council.

Through these partners, Georgia’s EMS system and the EMSC program are linked to other healthcare agencies and organizations, state and local EMS industry and medical oversight advocates and local governing entities. Georgia’s EMSC program will utilize identified members of these groups in an advisory role to ensure implementations of the performance measures are met. Also the program functions as an advocate working directly with the needed changes in regulations and/or policy and procedural development that will directly impact the improvement of emergency pediatric care in Georgia. 

Administration and Organization

The Department of Human Resources, Division of Public Health, Office of Emergency Medical Services is designated by statute to administer the emergency medical services system in Georgia. The administration of the EMS-C program was established within the State Office of EMS in 1994. Administration of grant funding and budgetary compliance is handled through the Department of Human Resources, Division of Public Health, Office of EMS/Trauma for the direct delivery of programmatic activity.

Our mission as an operating office of the Division of Public Health, Department of Human Resources, is to promote and protect the health and safety of all persons in Georgia through the delivery of quality public health services and the promotion of excellence in health care standards. Programmatic oversight for this grant funded project during the funding cycle will be the responsibility of EJ Dailey, Region 3 Program Director and the EMS-C Project Coordinator, Tracie Al’Belar. Medical oversight involving the evaluation of direct patient care will be the responsibility of J. Patrick O’Neal, MD, State Medical Director-Office of EMS/Trauma. 
Through the CDC Public Health/Bioterrorism Preparedness grant, one infrastructure position will be designated as lead activity staff and support staff.  Lana Joseph, Statistical Analyst II is responsible for managing the completion of data projects and studies, as well as for developing statistical methodologies and disseminating information relating, including statewide impact or involve complex system problems related to EMS, Trauma and EMS-C systems. Additionally, two state funded positions will serve as supporting staff with the EMS-C program. Angie Rios is our EMS Data Registrar and is responsible for coordinating the importation and exportation, evaluation and management of pre-hospital data for the Georgia EMS Information System. Marie Probst is our Trauma Registrar and is responsible for coordinating the importation and evaluation and management of data from the 15 designated trauma centers, and the exportation of Georgia’s trauma centers data to the National Trauma Data Bank.
EMSC Program Manager

Tracie Al’Belar, EMSC Program Manager is responsible for EMSC program administration, and for performance of all contractual agreements.  With the guidance of the EMS Director and the EMS Medical Director, she determines goals and objectives relating to EMSC program activities; facilitates and coordinates efforts with EMS, Maternal Child Health, Department of Health, Highway Safety, and other Government agencies; and oversees the activities of contractual agreements.  Tracie Al’Belar, EMSC Program Manager has served in this position for one year, and has worked for the Georgia Department of Human Resources in the Division of Mental Health, Developmental Disabilities, and Addictive Diseases for three years.
Medical Director

Programmatic oversight for this grant funded project during the funding cycle will be the responsibility of EJ Dailey, Region 3 Program Director. Ms. Dailey has been an integral part of the EMSC Program since its inception in 1997. Medical oversight involving the evaluation of direct patient care will be the responsibility of J. Patrick O’Neal, MD, State Medical Director-Office of EMS/Trauma.
EMSC Family Representative
Gracie McDonald is a teacher and parent of a special needs child, and has participated in the Massachusetts EMSC Committee.
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