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Abstract

Objective—For over a decade, the field of medicine has recognized the importance of studying

and designing strategies to prevent safety issues in hospitals and clinics. However, there has been

less focus on understanding safety in prehospital emergency medical services, particularly in

regard to children. Roughly 27.7 million (or 27%) of the annual ED visits are by children under

the age of 19, and about 2 million of these children reach the hospital via EMS. This paper adds to

our qualitative understanding of the nature and contributors to safety events in the prehospital

emergency care of children.
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Methods—We conducted four 8–12 person focus groups among paid and volunteer Emergency

Medical Services providers to understand: 1) patient safety issues that occur in the prehospital care

of children, and 2) factors that contribute to these safety issues (e.g. patient, family, systems,

environmental, or individual provider factors). Focus groups were conducted in rural and urban

settings. Interview transcripts were coded for overarching themes.

Results—Key factors and themes identified in the analysis were grouped into categories using an

ecological approach that distinguishes between systems, team, child and family, and individual

provider level contributors. At the systems level, focus group participants cited challenges such as

lack of appropriately sized equipment or standardized pediatric medication dosages, insufficient

human resources, limited pediatric training and experience, and aspects of emergency medical

services culture. EMS team level factors centered on communication with other EMS providers

(both prehospital and hospital). Family and child factors included communication barriers and

challenging clinical situations or scene characteristics. Finally, focus group participants

highlighted a range of provider level factors including heightened levels of anxiety, insufficient

experience and training with children and errors in assessment and decision-making

Conclusions—The findings of our study suggest that just as in hospital medicine, factors at the

systems, team, child/family and individual provider level system contribute to errors in prehospital

emergency care. These factors may be modifiable through interventions and systems

improvements. Future studies are needed to ascertain the generalizability of these findings and

further refine the underlying mechanisms.
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Introduction

Over a decade ago, the Institute of Medicine (IOM) report “To Err is Human” launched the

patient safety movement in hospital medicine. The IOM report highlighted the importance of

systems level interventions1 and ignited a field of research, development, and

implementation to reduce error and improve quality and patient safety. As a result of this

movement, the incidence of safety events - defined as: 1) adverse events, injuries caused by

medical management rather than by the underlying condition of the patient; 2) near misses,

incidents that did not result in harm to the patient, but that had the potential to do so; or 3)

errors, failures of a planned action to be completed as intended or the use of a wrong plan to

achieve this aim2, 3 - and their contributing factors, are now well described in the hospital

setting.4–7 In contrast, there is a paucity of scientific literature exploring patient safety in

emergency medical services (EMS) prior to transfer to hospital care,8–10 particular in regard

to the care of pediatric patients.11

Each year, there are an average of 322.8 million visits to the emergency department (ED) in

the United States. Roughly 27.7 million (or 27%) of the annual ED visits are by children

under the age of 19, and about 2 million of these children reach the hospital via EMS.11

Prehospital EMS rely upon dedicated professionals who must make decisions and use

complex technologies in challenging field environments, and under conditions of uncertainty
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considerable time pressure. In these situations, errors can occur and their consequences can

be life threatening.12–17 Indeed, when surveyed about the frequency of errors over the past

year, 35% of Emergency Medical Technicians (EMTs) reported making one or two errors

and 9% reported making more than two errors.18, 19

Studies from the hospital setting suggest that epidemiology of adverse events in children is

different than in adults20 and that when errors do occur children may be at heightened risk

for adverse outcomes.21–25 Several unique aspects of pediatric care may increase the risk of

safety events in the prehospital EMS setting, including: the relative infrequency of pediatric

calls;26–32 the corresponding lack of experience and greater emotional anxiety of EMS

providers in responding to pediatric calls;30, 32–36 communication barriers due to patient age,

parental distress, and non-English language;32, 33 and the wide range of weight and size-

based medication and equipment guidelines.33, 37 Moreover, compared to children who

arrive at the emergency department by other means, children transported by EMS are more

likely to require immediate care and more likely to be admitted to the hospital.11

A recent review of the EMS literature emphasized the need for research to improve our

understanding of the magnitude and threats to patient safety.8 The majority of existing

studies quantitatively examine clinical adverse events, and there is relatively little qualitative

research on the contributors to safety in prehospital emergency care, or the perspectives,

attitudes and behavior of EMS providers, especially in regard to the care of children.8, 11 A

notable exception is a qualitative study of ambulance personnel in Western New York,

which to our knowledge is the only study to explicitly explore the perceptions of and

contributors to prehospital safety in the pediatric population.30, 40

The current study contributes to this gap in knowledge by building upon and further refining

our understanding of the landscape of factors leading to safety events in the prehospital

emergency care of children. In particular, we describe the results of focus groups conducted

among EMS providers in Oregon to understand their experience providing emergency care

for children and their perceptions of the range of factors that contribute to or increase the

risk of pediatric safety events in the prehospital emergency setting. This exploratory study is

the first phase of an NIH-funded pediatric patient safety study (NIH R01HD062478).

Methods

Study Design

This is a qualitative focus group study of EMS provider perceptions and experience of safety

in the prehospital emergency care of children. Focus groups are guided discussions among a

small group of participants, a format that is effective in generating group conversation

around a particular topic and spurring unique insights regarding shared experiences and

social norms.41–43 This method is particularly useful when the goal is to uncover underlying

factors that influence behavior.43 In general, thematic saturation is reached after 4 to 6 focus

groups.44 Discussion guides usually consist of 5–10 open-ended questions designed to spark

conversation. Although this guide is followed for each focus group discussion, the order or

wording of specific questions may vary and there is room for the conversation to move into

new areas as they arise. The role of the moderator is to guide the dialogue in a way that
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encourages members to share their experiences and opinions openly and to ensure that all

participants feel comfortable sharing their views and that no one person dominates

discussion.43

Population and Setting

This study was approved by the Oregon Health & Science University institutional review

board (IRB# 6942). From 2010 to 2011, EMS providers of all levels - including Basic,

Intermediate, and Paramedic Emergency Medical Technicians (EMT) - were invited to

participate in focus groups to discuss their experience providing EMS care to children.

Participants were recruited purposively to ensure a range of perspectives, including

providers from both urban/suburban and rural areas and a mix of fire, private, and volunteer

providers.

Thematic saturation was reached after conducting a total of four focus groups, with between

8–12 participants each, conducted between November 2010 and March 2011. Of the 40 total

participants, the mean age was 43.5 and almost 90% were male. Recruitment for two of the

focus groups took place at a 2010 Mandatory EMS In-service Training, in a densely

populated (>700,000) urban/suburban county of Oregon. Participants were invited during

the meeting and voluntary focus groups took place immediately afterwards in a private

room. We conducted separate focus groups for the fire department and private ambulance

based EMS providers. In order to capture the perspectives and experience of EMS providers

in more rural locations, members of the research team utilized their professional networks to

facilitate two additional focus groups among volunteer and paid EMS providers from fire

stations in two rural Oregon communities with service areas of less than 30,000 people.

These focus groups also were voluntary and conducted in private rooms away from the

primary workplace.

Data Collection

Doctoral experts in qualitative research conducted focus groups using a focus group

discussion guide developed by the research team. A second team member with extensive

experience in EMS attended to help facilitate discussion, and a third team member took

notes. All focus groups were audio recorded and lasted 60–90 minutes. Individuals were

offered a $25 gift card for their participation.

Each participant received an information sheet describing the project and the risks and

benefits of participation. The facilitator obtained verbal consent to audio record the

discussion, explained that to ensure confidentiality names or other personally identifying

information would not be included in any published reports or papers, and advised

participants that they were free not to answer questions or to withdraw from the focus group

discussion at any time without penalty.

To ensure a common understanding, the facilitator presented the accepted definition of

safety events cited above at the beginning of each focus group discussion (e.g. adverse

events, near misses, and errors).2, 3 The focus group discussions were guided by a series of

questions designed to elicit EMS providers experience with providing emergency care to

children and their percecptions of the factors that contribute to safety issues. As is common
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in focus groups, the specific order and wording of the questions differed slightly between

groups, but discussion centered around the following five questions:

1. What are the most challenging calls involving children?

2. Can you think about a specific example of a safety event or a near miss

involving a pediatric patient?

4. Are there particular situations that you think increase the risk of safety events in

pediatric patients?

5. What are the most important factors contributing to safety events?

6. Do you feel comfortable reporting errors or near misses that you have made?

How about those you have observed?

Analytic Methods

Audio recordings of the focus groups were transcribed and data were entered into NVivo9

software (QSR International, Cambridge, MA). To protect the anonymity of participants, all

identifying information such as names or references to specific locations or events was

removed from the transcripts. Because the field of safety science in prehospital care is still

developing, our analysis was guided by principles of grounded theory, wherein an

understanding of the concept of interest arises from the empirical data rather than from a

priori hypotheses.45 Two investigators independently conducted a line-by-line analysis of

the transcripts to identify and code themes and sub-themes. After a preliminary review of the

data, the investigators developed an initial list of codes, which were modified and expanded

as the analysis progressed. To ensure reliability of the coding structure, all themes and

subthemes were reviewed with the larger inter-disciplinary research team – which included

hospital and pre-hospital EMS providers, EMS directors, and EMS program managers.

Discrepancies between coders were resolved by consensus and through discussion with the

larger research team.

Results

Key factors and themes identified in the analysis were grouped into overarching categories

using an ecological approach (see Figure 1), which posits that individual, familial,

community, organizational, and societal level influences all contribute to the social

patterning of health behavior.46, 47 For the purposes of analysis and discussion, results were

categorized as EMS systems level, EMS team level, child and family level, or individual

EMS provider level factors. Representative quotations from the each categories and sub-

categories described below are included in Table 1.

EMS system-level factors

Medication and equipment—Participants described a variety of issues related to

pediatric medications and equipment that can contribute to safety events. In particular,

weight-based pediatric dosing can be particularly challenging in the prehospital

environment. Providers are encouraged to consult a manual or other resource to determine

the correct medication dosage, but the utility of these guides are questionable. Moreover, it
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is often difficult to estimate patient weight, particularly when under pressure in an

emergency situation. The lack of standardized medication packaging or changes to

packaging, concentrations, etc. further increases the risk of medication and dosing errors.

Participants suggested that standardization through regulation at the national level may be

beneficial.

A general frustration with the “inadequacy of size-based equipment” was noted repeatedly

as well as concern about the difficulty of ensuring safe and appropriate transport for

children. Participants explained that the need to adapt adult-sized equipment for use in

children can lead to errors and that the dramatic variability in both age and size of pediatric

patients contributes to this problem.

Resources—Some participants described limited human resources as a key contributor to

safety events, especially for rural agencies that rely on volunteers who may not always have

pediatric training. The geographic distance to tertiary pediatric centers, and the need to

transport unstable patients by air or ground, were cited as additional challenges.

Education and training—Overall, participants felt that availability of universal

education and ongoing training for pediatric emergencies was inadequate. EMT’s receive

insufficient pediatric training and experience initially, and if required locally to have

pediatric training or certification they commented that this ongoing training was not

pertinent to the prehospital role and/or issues they face providing pediatric care.

Respondents described locally provided hands-on and simulation-based training as the most

effective.

EMS cultural norms—Many of the focus group participants mentioned the cultural norm

of not reporting their own errors or the errors of team members and the fear of consequences

if an error is reported. Error reporting is almost never documented in a patient care record

and most often “handled” internally by the ambulance crew or a supervisor. If

documentation is required it is rarely disclosed directly to patients, families, or receiving

providers. Another cultural norm mentioned repeatedly as a potential contributor to safety

was the pressure to “scoop-and-run” or “do something” quickly as opposed to “stay and

play” or stabilize before transport.

EMS team-level factors

Communication with other EMS providers—Participants highlighted communication

among team members as an area where errors can occur. Many cited command and control

issues, such as clearly identifying the paramedic-in-charge or disagreements between same-

level providers. In some cases, a breakdown in communication results in a “failure to

actually do something.” Moreover, difficulties in operational communications, including

accessing online medical control, radio communications to other responders, and

communication between police, fire, and EMS can also be challenging.

Communication issues can also arise during transitions of care; for example, from first

responder to transport team or transport team to hospital staff. Participants talked about not

always knowing what had happened before they arrived on the scene and not having a good
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way to report their actions to others. EMS providers noted that there is rarely any follow-up

from the hospital regarding the outcome of a particular case. The absence of follow-up

inhibits practice based learning and improvement.

Child- and family-level factors

Communication barriers—In all focus groups, participants emphasized the potential

challenges of communicating with the child and family members. EMS providers sometimes

find it difficult to determine who has decision-making authority in situations of joint custody

or in settings where parents are not physically present, or when a child is at school or

childcare centers. It is also a challenge to assess very young children who may not be able to

talk or have the capacity to describe their symptoms and providers frequently need to rely on

family members or guardians to communicate with the child. In addition to assessing and

taking care of the needs of the child, a number of participants emphasized the additional task

of managing the parent, whom one participant described as “patient number two.” It often

takes an additional dedicated EMS provider just to communicate with and reassure and

distraught family members.

Challenging clinical situations or scene characteristics—When asked if there are

clinical situations which heighten the risk of safety events, participants pointed to childbirth,

resuscitation of newborns, and special needs children including children who are dependent

on medical equipment. Participants also highlighted several scene characteristics that

increase the chance of safety events, including scenes involving potential child abuse or

neglect, domestic violence, and gang activity.

Individual EMS provider-level factors

Experience and training in the care of children—At the individual level, almost all

focus group participants emphasized the heightened level of anxiety when caring for

children and that pediatric calls are “very high risk, very low frequency.” Some stated that

they had little experience working with children, and described a different sense of urgency

and accountability when responding to pediatric calls. “Everything is harder. Period.

History’s harder, physical exam is harder. Treatments are harder. IV access is harder.

Everything is harder.” Moreover, EMS providers highlighted the sheer complexity of

responding to pediatric calls. When responders don’t have experience to fall back on, the

complexity and high levels of anxiety associated with pediatric calls can increase the risk of

a safety event.

Assessment and decision-making—Participants articulated the fact that the anxiety

and lack of experience in treating children can also affect decision-making. Moreover, even

when EMS providers do have experience to draw upon, the stress of responding to pediatric

calls can affect the decision-making process. Examples of decision points that are especially

critical include: knowing when to obtain IV access and when to perform advanced airway

procedures, establishing a diagnosis and treatment plan, and knowing when to adjust plans

midcourse.
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Technical and procedural skills—Focus group participants also pointed to technical

and procedural skills, especially the lack of experience conducting procedures with pediatric

patients, as risk factors for safety events. Procedures such as immobilization, bag-mask

ventilation, and airway management were noted as particular challenges. Lack of technical

skill coupled with the stress of pediatric calls may contribute to procedural errors as well as

a complete failure to perform required procedures.

Discussion

Improving patient care requires an understanding of the factors that predispose to error. We

drew upon the ecological approach46, 47 to portray the nested and inter-related factors

involved in children’s prehospital care at the level of the EMS system, EMS team, child and

family, and individual EMS provider. This multilayered complexity is similarly reflected in

Reason’s Swiss cheese model of patient safety, which embeds individual behavior in the

context of the overall system.48 Focus group participants identified several prominent

system level contributors to safety including insufficient pediatric training and experience,

lack of standardization or difficulty calculating medication dosages, and equipment that was

inappropriately sized for children. Team level factors centered on challenges in

communication, especially during transitions of care. Child and family level factors included

language and communication barriers, difficult family dynamics, and determining who has

decision making authority. Finally, at the individual level, EMS providers reported

heightened levels of anxiety when responding to calls involving children and a lack of

experience and training specific to children, which compounds the risk of error in high

stakes emergency situations.

Our findings support and build on many of the contributors to safety events identified in

prior research, including the relative infrequency of pediatric calls,26–32 lower levels of

comfort and training specific to children, 30, 32–36 communication barriers,32, 33 an EMS

culture that doesn’t encourage the reporting of errors; 30, 40, 18, 19 and the range of weight

and size-based medication and equipment guidelines specific to children.33, 37 Of particular

relevance, several of the themes we identified resonate with the findings of a qualitative

study of ambulance personnel perceptions of near misses and adverse events among

volunteer and career EMS personnel in Western New York.30 In both studies, EMS

providers expressed significant discomfort with pediatric patients and a desire for additional

training and clinical experience in pediatrics. Indeed, the need for additional pediatric

training is a strong theme across a range of studies in the existing literature,35, 49, 50

including a recent Institute of Medicine report on children’s emergency care.51 Our study

further validates previous findings and provides additional details regarding the importance

of improving pediatric training for prehospital emergency providers.

Focus group participants also highlighted the challenge of meeting the needs of the range of

sizes and ages of pediatric patients, which is compounded by a lack of appropriate

equipment or standardized medication dosages, a challenge highlighted in other studies in

the pediatric EMS literature.30, 37, 52 For example, in simulated pediatric emergencies,

appropriate organization and use of pediatric equipment and calculating and administering

accurate drug doses was pinpointed as a root cause of errors.37 Moreover, a study of
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medication dosing errors among children under 12 across eight Michigan EMS agencies,

identified inaccurate weight-based medication dosages in about 1/3 of cases.52 Indeed,

improving the standardization of medication dosages and/or developing methods to facilitate

calculations in emergency settings for a range of heights and weights has been called out as

an important area of future research.40 Reports from pediatric care in the hospital setting

identify medication errors as a prominent cause of adverse events among children, 20, 53, 54

further supporting the need for additional research and the development of interventions to

improve this area of children’s prehospital care.

Finally, our findings echo previous evidence of an EMS culture that is not conducive to

reporting errors. 18, 19, 30, 40This is a major barrier to understanding and improving safety in

prehospital emergency care. Focus group participants repeatedly emphasized that reporting

one’s own errors or the errors of others is not a routine practice, and in some cases is even

actively discouraged. They also noted the lack of follow up or debriefing between hospital

and prehospital providers, which limits learning from past mistakes and opportunities to

develop strategies to prevent errors and improve safety.

This exploratory study was the first phase of a larger project to identify the contributors to

safety in the prehospital emergency care of children. Although by design focus group

methodology is limited by a small sample size and geographic area, the themes and richness

of stories provide valuable information to understand the nature of pediatric medical errors.

A key limitation of our findings is the inability to delineate results according to level of

EMS training (i.e. EMT-Basic, Intermediate, or Paramedic). However, the overall themes

provide a broad foundation to inform future research. With this broad foundation, we next

plan to expand the external validity of our investigation through a national Delphi survey of

EMS providers - that includes detailed information on a range of provider characteristics

including level of training, years of experience, and geographic location - and further refine

the underlying contributors to safety event through chart review and in situ simulations of

children’s emergencies.

Conclusion

For over a decade, the field of medicine has recognized the importance of studying and

designing strategies to prevent safety issues in hospitals and clinics. The findings of our

study suggest that just as in hospital medicine, factors at the systems, team, child/family and

individual provider level system contribute to errors in prehospital emergency care. Within

these categories, focus group participants highlighted a range of potential contributors

including: insufficient pediatric training, the wide variation in equipment and medication

dosages, communication among team members, communication the child and family, and an

overall lack of experience with children coupled with heightened anxiety when responding

to calls involving children. Many of these factors may be modifiable through interventions

and systems improvements. Future studies are needed to ascertain the generalizability of

these findings and further refine the underlying mechanisms.
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Figure 1.
An ecological framework for understanding factors contributing to safety events in the

prehospital emergency care of children
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Table 1

Emergency medical services provider perspectives on the contributors to safety events in prehospital

emergency care of children

EMS System Level Factors

Medication and equipment “I see medication errors as the number one…and we got a big issue…of not knowing…or not guessing
right exactly how much medicine you should be giving a patient…”
“Medication calculation can be a point of…potential error…I think we’ve worked to mitigate that with
cheat sheets and, you know, the new pediatric book, but still, I mean, there’s the element of not doing
something correctly or if you don’t have something readily available on a cheat sheet like how-, how
practiced you are, how well trained you are so to speak.”
“…just because it’s a pediatric electrode, or pulse oximetry, doesn’t mean it works from a newborn to
12 years old.”

Resources “you need to have enough qualified people there, rapidly”
“…the biggest things I see documented around here from my perspective isn’t so much a near miss
than it is…it’s manpower. My medics are gone. It’s me and maybe a student, and in this case, I’m
fortunate to have a student.”
“when you look at the map…most of the docs in Oregon, they’re in the Portland area, which is…nice
but not helpful for the guys that are out here…and you have…very long transport times. And the
people there can be just as injured…”
“I think that’s part of the problem that we have is that…’Well…which hospital do I send him to?’ You
know the amount of expertise that the other smaller hospitals…I’m gonna overwhelm their system right
away, you know, with one child that his this…bad injury. And is there a person available at this
institution that’s gonna be able to manage this injury?”

Education and training “the bulk of the training that I’ve been through… is either the…non-emergency kid or it is the dead kid
that we’re resuscitating. The stuff that’s in between those two isn’t really dealt with all that much…”
“…personally, that’s what I would sort of focus on is…how do we get more training for these guys…
whether it’s simulations, whether it’s videos, you know sick/not sick…Whatever you can to sort of
expose these people, for the more you expose them the better they will be able to handle it.”
“…my think with the EMS has always been…what we do is a hundred percent dependent on our
physician advisor…and there’s no national standard.”

EMS cultural norms “I think that historically…we’ve all tried to protect each other.”
“You’ve lost the ability to sit down with someone and go, ‘You know what? You’re a really good
person, but this just isn’t the career for you’ or ‘You’re just not cut out for it’…I mean, I’ve worked
with people that…did great on the tests but they shake and shiver and their palms sweat and you know,
their mouth gets dry and they can’t think…”
“…you have to hurry to get this person to where they need to be and beat the clock, but I think more
training of how to slow people down and do things more efficiently…would save a lot of the near
misses…”

EMS Team Level Factors

Communication with other EMS
providers

“…a true safety issue is the ability or inability to communicate. That great familiarity amongst crews
that are gonna be working together…increases the safety factor.”
“I’m not suggesting anybody is slacking. I think just that we all have these very highly computerized
systems…that don’t communicate. There is no piece of paper…that says 'I gave him valium'…so that
when I get to the patient I get the entire [report of] what’s been done to this patient and this is what I’m
interested in.”
“‥there may be absolutely no communication between a paramedic and physician for an individual
patient.”
“…a lot of paramedics will call in for advice on the medical control. And that happens, usually when
they recognize they’re in trouble. But they don’t call if they don’t recognize they’re in trouble.”

Child and Family Level Factors

Communication barriers “…sometimes…you’ve got to get mom out of the situation, but yet you need them there to help you
communicate with the child…so you have to understand how…to de-escalate her. Bring her back into
the scene as somebody who can help you….”
“…there’s nothing’ more frustrating, going on an ill kid…and there’s no one there that speaks
English.”
“I think one of our biggest safety problems with kids is that we cannot always accurately assess them…
They can’t tell us what’s wrong because they can’t speak…or sometimes they just don’t know how to
tell us. They don’t have the language or the words. And then you rely on the parents to tell you what
they saw, and they’re frequently completely inaccurate, or they…didn’t see it and they’re making it up
based on their assumptions.”
“Well, those safety issues, for me, children in the custody of people that aren’t relatives…You know,
so we spend a whole bunch of time trying to get in touch with the parent.”

Challenging clinical situations or
scene characteristics

“Home birth…with a doula or midwife on the scene. They don’t call until things have gotten so far
downhill…”
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EMS System Level Factors

“…we’re seeing a lot more of these kids that, quite honestly, probably should still be in the hospital and
not be sent home…they’re super sick. They have basically the equivalent o an ICU in their room at
home and then if something happens, we get called and we see equipment we’ve never seen before, or
maybe seen once or twice.”
“One of the most challenging calls is…a child at a babysitters. Because…there’s the fear of…legal
ramifications, and so they kind of fudge what they were doing…and they’re more concerned about
being blamed for what happened, as opposed to helping you figure out what is going on with this
child…”
“…and sometimes you have to make decisions based on what your being told…and we were told that
the bruises on the chest were from dad giving CPR because he didn’t know how. Well, you know, the
bruises were obviously old.”

Individual EMS Provider Level Factors

Experience and training in the
care of children

“…every time a call comes in for a [pediatric] call, no matter what it is, it kind of raises the hair on my
neck, just because I don’t have the experience, nor the confidence in treating kids.”
“Me, with a child, I would be extremely nervous because I’ve never really dealt with children other
than just playin’ at the playground, you know…”
“Kids are so scary. I mean, if you screw it up… you can’t imagine the repercussions.” “…unless you’re
a career guy, you know, or on an ambulance, you don’t run a ton of pediatric calls. And when you do…
it’s really intimidating.”
“Every year [we seem to] get this whole new rash of brand new paramedics who went straight from
basic education to paramedic education, so when they come out their experience level is minimal…
They’re young and they don’t have the experience of even being a parent, so they don’t have those
experiences of what normal children are like. And then because they are so new, they don’t have the
experience to really base on how sick this child is, or…exactly what path they need to go down…”

Assessment and decision-making “…everything in harder in kids. Your brain can’t dislodge from this. I have to get an IV. And so you
can’t move on to the next thing because you’re still focused on this. And so that’s part of the problem I
find with kids.”
“There are so many gray area decisions to make with pediatric patients… which just makes it so
stressful for the responders…and they’ve gotta go back to their experience, and if they don’t have it,
wow.”
“…because things are so difficult in kids sometimes, we have to train our guys to sort of think outside
of the box and not just focus on what we can’t do.”
“My guess would be that most errors come from acts of commission rather than omission. So
paramedics wanting to do something whether they’re indicated or not…”
“I had a 12-year-old code here several months ago. The decision, or the question was, is this an adult or
pediatric patient and how are we going to treat it?…and it is hard to say OK, and they’re 13 years old,
they’re an adult…there’s not even any guidelines in there. You know, these decision guidelines.”

Technical and procedural skills “More predominantly it is a fear to-, to provide an advanced procedure…”
“I think the biggest problem [with airway management intubation issues]…is it’s very difficult for
paramedics to get any training from the pediatric population. Pediatric anesthesiologists don’t like
inexperienced people touching their children…so, you know, there is a good possibility that there are
paramedics out there who have never intubated a kind…but they’re given the tools…”
“The problem with kids is everything is harder…[even] simple as IV access. Getting blood from a-, I
mean these are simple things that we’d normally do with all of our patients [that] gives us a lot of
information and yet we can’t get this stuff.”
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