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Changes in the 2008 Annual Report

In 2008, this report was substantially modified. In previous
years, a separate version was developed for each of the eleven
EMS regions. However, by 2008 the Illinois EMSC program
has progressed to a point that a single statewide version better
informs our stakeholders and interested parties about our
activities. All lllinois EMSC annual reports are publicly available
on the EMSC web site
(http://www.luhs.org/depts/emsc/data.htm).
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Introduction

EMS system development in lllinois began approximately thirty years ago and was aimed at providing
rapid pre-hospital emergency care intervention and transport. However over time, research findings
confirmed that children had higher mortality rates as compared to adults in certain similar emergency
situations. This disparity can be traced to the early design of EMS systems which focused primarily on
the adult cardiac and trauma patient. Our state, like others, had developed an EMS system that
unintentionally overlooked the needs of children.

In the early 1980’s, there became increasingly more awareness of the gaps in pediatric emergency care.
In 1985, this led to development of the federal Emergency Medical Services for Children (EMSC) program
which is administered by the Maternal & Child Health Bureau, Health Resources and Services
Administration (HRSA). This federal program provides grant funding to states to support pediatric
emergency care initiatives.

In 1994, federal EMSC funding was secured in lllinois and the lllinois EMSC program was established.
lllinois EMSC is a collaborative program between the lllinois Department of Public Health and Loyola
University Medical Center. Over the years, funding has supported implementation of varied initiatives
within our state and has led to the development of a strong pediatric infrastructure to better address
pediatric emergency care issues at a statewide level.

Since 1994, the lllinois EMSC Advisory Board and several committees, along with organizations and
individuals within the EMS and pediatric communities, have worked to enhance and integrate pediatric
education, standards, injury prevention and data initiatives into the lllinois EMS system. The goal of
lllinois EMSC is to ensure that appropriate emergency medical care is available for ill and injured children
at every point along the continuum of care. Our program Vision and Mission Statements guide us in our
ongoing activities.

Illinois EMSC Vision

Illinois envisions a state where children can lead safe and healthy lives.

Illinois EMSC Mission

The mission of lllinois EMSC is to prevent and reduce childhood and adolescent death and disability
resulting from illness and injury. lllinois EMSC champions the integration of family-centered care that is
culturally competent and encompasses the continuum of care from primary prevention through treatment,
rehabilitation and community re-integration.
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lllinois has a population of over 12.7 million, and is ranked nationally as the fifth most populous state.
Approximately two-thirds of our population reside in the northeastern corner of our state, primarily within
the city of Chicago and surrounding metropolitan areas. Twenty-five percent of our residents are under
the age of eighteen. Data from the last two census years (1990 and 2000) indicates that the number of
children age 17 and younger increased by ten percent in our state. According to the 2006 lllinois Kids
Count Report, eight counties in the metropolitan Chicago region have seen a significant increase (20
percent or greater) in their childhood population. This increase in the number of children in our state is
indicative of a growing pediatric population trend and emphasizes even further the need to continue our
efforts to assure that their emergency care needs are being appropriately met.

lllinois EMS is organized into eleven regions. Figure 1 shows a map of these regions. EMSC follows this
organizational structure in many of its program activities. This regional structure is referenced throughout

this document.
Figure 1. Map of Eleven EMS Regions in lllinois

Illinois Department of Public Health
Emergency Medical Services Regions
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The 77 Illinois Administrative Code, Subpart B,
Section 515.200, defines borders for Illinois’
Emergency Medical Services (EMS) Regions.

Regions 1 through 6 align evenly with county
borders. Region 11 consists of the City of Chicago.
Regions 7, 8, 9, and 10 each include a portion of
Suburban Cook County, as shown in the inset.
Borders in this area align with major roadways
and city limits as well as county borders.
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Federal EMSC Performance Measures

lllinois EMSC receives grant funding from the Federal EMSC program which is administered through the
Maternal & Child Health Bureau, Health Resources and Services Administration (HRSA). All federal
agencies are obligated to provide information to Congress on the effectiveness of their programs.
Consequently in 2006, the National EMSC program introduced a set of Federal EMSC Performance
Measures that every state and territory that receives federal EMSC funding must work towards achieving.
These measures are listed below. This Annual Report outlines lllinois EMSCs accomplishments and
activities conducted during the 2008 calendar year, which support efforts aimed at working to meet these
Federal EMSC Performance Measures.

Federal EMSC Performance Measures

#66a

The percentage of agencies in the State/Territory that have on-line and off-line pediatric
medical direction at the scene of an emergency for Basic Life Support (BLS) and Advanced Life
Support (ALS) providers.

#66b

The percentage of BLS and ALS patient care units in the State/Terrority that have the essential
pediatric equipment and supplies, as outlined in national guidelines.

#66¢C

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

#66d

The percentage of hospitals in the State/Territory that have 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

= Process for selecting the appropriate care facility

= Process for selecting the appropriately staffed transport service to match the patient’s
acuity level

= Process for patient transfer

= Plan for transfer of patient information, personal belongings of the patient, and provision of
directions and referral institution information to family

#66e

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

#67

The adoption of requirements by the State/Territory for pediatric emergency education for the
license/certification renewal of BLS and ALS providers.

#68a

The establishment of an EMSC Advisory Committee within the State/Territory.

#68b

The incorporation of pediatric representation on the State/Territory EMS Board.

#68cC

The establishment of State/Territory, Federal, and/or funded full-time EMSC manager that
dedicated solely to the EMSC Program.

#68d

The integration of EMSC priorities into State/Territory existing mandates.
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Ron W. Lee, MD - Excellence in Pediatric Care Awards

The Ron W. Lee, MD — Excellence in Pediatric Care Awards were established in 1999 to provide annual
recognition of excellence by individuals dedicated to pediatric emergency care and childhood injury
prevention initiatives within lllinois. These awards honor the memory of Dr. Lee (1949-1998), the first
Principal Investigator of the lllinois EMSC program who was instrumental in establishing the lllinois
Emergency Medical Services for Children program. His mission was always one of caring for others.

The award categories include Lifetime Achievement, Clinical Excellence and Community Service. In
2008, the following award recipients were formally recognized:

» Lifetime Achievement — Leslee Stein-Spencer, RN, MS, Chicago Fire Department
= Clinical Excellence — Mary “MO” Otting, RN, TNS, Children’s Memorial Hospital, Chicago
=  Community Service — Winnebago County Health Department, Rockford

A listing of previous award recipients can be viewed on the Illinois EMSC website at www.luhs.org/emsc.

Facility Recognition

As of 2008, 109 hospitals in lllinois are recognized by the lllinois Department of Public Health and Illinois
EMSC for having the essential resources and capabilities in place to meet the emergency needs of
seriously ill and injured children. lllinois Administrative Code 77, Subpart J, Sections 515.4000 and
515.4010, define specifically the criteria associated with facility recognition.

Hospitals can apply for one of three levels of recognition. Hospitals with a dedicated pediatric intensive
care unit and pediatric inpatient specialties and capabilities can apply for the Pediatric Critical Care
Center (PCCC) level. Facilities that provide comprehensive emergency services can seek recognition as
an Emergency Department Approved for Pediatrics (EDAP). The Standby Emergency Department for
Pediatrics (SEDP) recognition is available for hospitals that provide stabilization measures and that have
transfer guidelines in place when more definitive care is needed. Note that facilities applying for the
PCCC level must also meet EDAP standards. This process is voluntary, however in 2005 participation
became mandatory for all EMS Resource Hospitals due to their leadership role.

Hospitals seeking this designation receive a site visit by the EMSC program staff to verify that the
emergency department is capable of meeting the following key pediatric emergency care standards:
= Professionals specially trained in pediatric emergency care;
= Adequate staffing and provisions for pediatric consultation and backup to support provision of
pediatric emergency care services;
= Availability of essential pediatric equipment, supplies and medication;
= Implementation of protocols addressing treatment of the abused child, of critically ill and injured
children and of those children requiring transfer to a specialized care center; and
= Inclusion of pediatrics into emergency services quality improvement activities.

Hospitals participating in the pediatric facility recognition program undergo site surveys approximately
every three years. The survey team for EDAP and SEDP inspections is comprised of an emergency
medicine or pediatric physician, emergency nurse and IDPH representative. PCCC surveys have
additional team members including a pediatric intensivist and pediatric nurse.
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Development of Recognized Facilities

Facility recognition was implemented progressively, beginning as a pilot program at facilities in Regions 2
and 11 in 1998. By 2001, recognition was available to all hospitals in the state.

As of 2007, the last full year for which data are available, 90.6 percent of all inpatient admissions from the
emergency department for 0-15 year olds took place in PCCC, EDAP, or SEDP facilities (31,241 of
34,482). Figure 2 shows how this percentage has increased over time.

Figure 2. Percentage of Hospital Inpatient Admissions from the ED for

0-15 Year Olds Treated at SEDP, EDAP, or PCCC Facilities, 1998-2007
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Data Sources: lllinois Hospital Association, lllinois Department of Public Health
Note: Newborns, identified by admission type or by Diagnosis Related Group (DRG), were excluded.

2008 Pediatric Facility Recognition Activities

Thirty-two renewal site surveys were conducted in 2008 to assess continued compliance with pediatric
facility recognition requirements. In addition, three new hospital applications were submitted from
hospitals that have not previously participated in the facility recognition program. Surveys were
conducted at these three hospitals as well. Hospitals surveyed in 2008 are located in Regions 2, 4, 5, 8
and 11.

Educational sessions were conducted in November 2008 for hospital personnel located in Regions 1 and
10 since these regions will undergo renewal site surveys in 2009.

In addition to assuring hospital compliance with the PCCC, EDAP and SEDP requirements as outlined in
EMS Administrative Code, Sections 515.4000 and 515.4010, these site surveys also provide an
opportunity for education and resource sharing, especially as related to current best practices and
evidence-based medicine. An enhancement to the survey process includes a review of the hospital
disaster plan to assess for pediatric inclusions. Several areas of need are commonly seen during
surveys, including: addressing the special needs of children during decontamination procedures;
developing an identification process and holding area for unaccompanied/unidentified children;
developing a plan to reunite children with their parents/designated caretakers; designating pediatric surge
area; incorporating infants/young children into disaster drills; identifying capabilities to address children
with chronic conditions or special healthcare needs during a disaster; and incorporating family disaster
preparedness education into community health education/fairs.

e
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As noted earlier in this report, one of the federal performance measures that each state EMSC program is
now required to work towards is development of a pediatric facility recognition process. Currently lllinois
is one of three states that has a statewide facility recognition in place. In an effort to assist other states
on this initiative, lllinois EMSC has provided templates, documents and other resources to states as
requested. In addition, during 2008 a concepts paper was developed by lllinois EMSC outlining the
steps, challenges, barriers and successes of our facility recognition program. This manuscript titled A
Statewide Model Program to Improve Emergency Department Readiness for Pediatric Care has been
accepted for publication by the Annals of Emergency Medicine in 2009.

Related Measures of Effectiveness

In an effort to evaluate effectiveness associated with the facility recognition program, inpatient discharge
data obtained from the Illinois Hospital Association were analyzed. Specifically, mortality rates per 1,000
inpatients were calculated for 0-15 year olds who were admitted from the Emergency Department for
injury.

To conduct a pre- and post-EDAP comparison, records were restricted to facilities that obtained
recognition as an EDAP facility between the years of 1994 and 2007. This includes PCCC facilities
because they meet EDAP standards.

As shown in Figure 3, the post-EDAP mortality rate was 10.9 per 1,000 inpatients, significantly lower than
the pre-EDAP rate of 13.8 deaths per 1,000 inpatients (p < 0.01, Pearson Chi-Square). Separate
analyses controlling for injury severity confirmed this finding.

Figure 3. Mortality Rates per 1,000 Inpatient Injury-Related

Admissions from the ED, 0-15 Year Olds, 1994-2007
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20,867 289 13.8 25,157 274 10.9

Data Sources: lllinois Hospital Association, lllinois Department of Public Health
Note: Records for all available years (1994-2007) were used, restricted to facilities
participating in facility recognition at the EDAP or PCCC level.
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Decreases in mortality can likely be attributed to multiple factors, one of which may be the increased
awareness and attention to pediatric emergency care needs emphasized through the facility recognition
process.

NOTE:Throughout this report, charts use error bars to display 95% confidence intervals (Cl), as in
Figure 1. For a discussion of confidence intervals, see Appendix: Methods.

Continuous Quality Improvement

Each hospital participating in facility recognition is required to designate a Pediatric CQI Liaison. Liaisons
meet quarterly in one of eleven EMSC regional CQI committees. Facilities that have not received
PCCC/EDAP/SEDP recognition are also welcome to send representatives to these meetings.

Regional Continuous Quality Improvement (CQIl) Program

From 2001 through the second quarter of 2008, each regional committee developed unique quality
indicators of interest to their region. Each facility then conducted quarterly medical record reviews related
to this indicator and submitted data to either a committee data coordinator or to the EMSC program office
for processing. Reports were generated that allow each hospital to compare their facility’s responses to
the aggregate responses of the region. Both patient and facility confidentiality were maintained
throughout.

As of the second quarter of 2008, over 50,000 medical record reviews were conducted through this
process (Table 1). Statistically significant improvements were found by Regions 1, 2, 3, 4,6, 7, 8,9, 10
and 11 in pain management indicators; by Regions 2, 5 and 7 in an asthma/respiratory distress
indicators; and by Region 11 in a seizure indicator. Reports summarizing the activities associated with
these improvements can be accessed on the EMSC web site:
http://www.luhs.org/depts/emsc/cqi_success stories.htm.

Table 1. Monitoring Activity for Illinois EMSC CQI Program

by Topic and Year, 2001-2008

Pain Respiratory Yearly

Year Management | Transfers| Distress Injury Other Totals
2001 961 849 1,810
2002 3,311 1,275 720 256 5,562
2003 5,776 1,335 781 1,040 8,932
2004 5,683 526 1,080 760 8,049
2005 3,686 33 4,177 752 8,648
2006 4,344 2,254 854 549 8,001
2007 1,024 334 3,637 1,778 6,773
2008 899 1,564 1,438 3,901
Grand Totals 25,684 4,018 9,346 6,055 6,573 51,676

Data Source: EMSC Regional CQI Committees
Note: "Other" includes febrile patients, seizure, dehydration, extremity trauma, and BP/weight checks.

T e
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Statewide Indicator Projects

As of the third quarter of 2008, individual regional indicators were superseded by a single statewide QI
project. For 2008, this project focused on the management of pediatric mild traumatic head injury in the
ED. To develop the related quality improvement materials, a planning meeting of statewide and national
content experts (as well as representatives from the 11 regional CQI committees), was held in April 2008.

The first component of this indicator consisted of a survey of current practices, conducted from July
through October 2008. During this time, 121 emergency departments (EDs) actively participated in the
lllinois EMSC regional CQI program, including 109 recognized as PCCC, EDAP or SEDP facilities. Of the
121 facilities, 110 (91%) participated in the survey.

Findings of particular note included the following:

e Only 28% of responding facilities reported that they have a policy/guideline/clinical pathway for
traumatic head injury. Less than half of these policies specifically addressed pediatrics.

o Allfacilities reported that they have CT scanners, with scans typically read by in-house
radiologists (86%) and external radiologist consultant services (59%). External consultant
services were more commonly used downstate (78%) when compared with the Chicago area
(40%).

e Neurosurgical services were not easily accessible in lllinois, with only 7% of facilities reporting on-
site availability of pediatric neurosurgeons, and 16% with adult neurosurgeons who had pediatric
neurosurgical privileges. 60% of facilities reported that, in the past 3 months, they transferred all
of their pediatric ED patients when they needed neurosurgical consultation or services.

After data submission, participants were provided with web-based reports that allowed comparison of
their results to their region, to similar sized facilities, and to the rest of the state. Statewide results were
also summarized in a report available online at www.luhs.org/depts/emsc/pthi_survey report 2008.pdf.

In addition to the survey, facilities were requested to perform record reviews of pediatric patients with mild
traumatic head injury. These record reviews will continue through early 2009 at which time reports will be
prepared and distributed via the web-based system.

Collaboration and Resource Sharing

In addition to the statewide QI indicator, the EMSC regional CQI committees have expanded in scope
over time to allow for opportunities to collaborate on and share various pediatric emergency care
resources. During the quarterly meetings, Liaisons discuss trends and issues related to pediatric deaths,
resuscitations and interfacility transfers in order to learn from each other in these high risk situations.
They develop and streamline strategies to improve communication within and between hospitals to
ensure high quality, timely care of pediatric patients. Of particular interest, some Liaisons work to
enhance their injury prevention efforts for their patients/families. With the advent of the statewide
indicators, there will be greater opportunity for hospitals to collaborate both on a regional basis and as
cohorts based on their pediatric volumes (not confined to regional boundries).
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Prehospital Initiatives

In 1997, a set of prehospital pediatric protocols were developed by lllinois EMSC to assist EMS Resource
Hospitals in complying with the pediatric standing medical order requirements outlined in EMS
Administrative Code, Section 515.Appendix D. In 2006 the EMSC Prehospital Committee was tasked
with updating each of the 1997 protocols and developing new protocols as appropriate. These protocols
underwent critical review and extensive revision. Upon completion, the protocols were collated into a
manual that was rolled out in early 2008.

The 2008 EMSC Pediatric Prehospital Protocols Manual contains 22 protocol guideline templates and
other resources that address all prehospital provider levels (ALS, ILS, BLS, EMR). Additionally, a
companion CD-ROM was created containing a pdf version of the manual and individual Microsoft Word
files for each protocol and resource document. This allows the EMS Resource Hospitals to add their own
EMS System logo or other information/modifications to assure consistency with their system protocols. A
manual and CD-ROM were mailed to each EMS System Medical Director and EMS System Coordinator
in February 2008.

Disaster Preparedness

In May 2000, the lllinois Terrorism Task Force (ITTF) was created with the primary responsibility to
ensure statewide preparedness in the event of a terrorist event. This task force established several
subcommittees and workgroups to assist in meeting this responsibility.

In 2002 the ITTF Pediatric Bioterrorism Workgroup was created. This group is responsible for identifying
best practices and developing resources to assist in assuring that the special needs of children are
addressed during a disaster or terrorist event. This pediatric workgroup is comprised of volunteer
physicians, nurses, paramedics, pharmacologists, psychologists, state/local health department personnel
as well as representatives from key organizations, such as the American Red Cross, lllinois Association
of School Nurses, lllinois Chapter of the American Academy of Pediatrics, Illinois College of Emergency
Physicians, lllinois Hospital Association, lllinois State Council of the Emergency Nurses Association,
lllinois Medical Emergency Response Team, lllinois Nurse Volunteer Emergency Needs Team and lllinois
Poison Center, among others. lllinois EMSC is responsible for coordinating the activities of the ITTF
Pediatric Bioterrorism Workgroup.

Funding through the federal Assistant Secretary for Preparedness and Response (ASPR) Hospital
Preparedness grant program has helped support the activities of the Pediatric Bioterrorism workgroup
and to fund EMSC work efforts. These efforts include resource development and product distribution.

The resources listed below have been printed and distributed throughout the state. In addition, they are
made available at state emergency/disaster preparedness conferences and professional meetings.

Resource Development

e Characteristics of Biologic, Nuclear, Incendiary and Chemical Agents — This handy one-
page reference sheet utilizes 3 resources to provide information on the incubation period,
duration of illness, signs/symptoms and other characteristics of biologic, nuclear, incendiary and
chemical agents.
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CSHCN Reference Guide - In a disaster event, typical interfacility transfer patterns to pediatric
tertiary care centers may be disrupted. Children with chronic conditions may need to be cared for
at community hospitals. This one-page resource provides healthcare providers with quick
reference information on troubleshooting assistive devices that may be seen in children with
chronic conditions, i.e. tracheostomy, PICC line, CSF shunt, gastrostomy, colostomy,
ureterostomy

Ciprofloxacin and Doxycycline Parent/Caregiver Instructional brochures/video - These
brochures and video would be used for mass antibiotic prophylaxis/treatment in the event that
there is an inadequate supply of pediatric liquid suspension. The instructional materials provide
parents/caregivers with step-by-step instructions on how to create a liquid suspension by
crushing/dissolving adult strength tablets and how to properly dose children based on weight.
The accompanying video supplements the brochures and provides visual instruction. The
brochures have been translated into 10 languages.

Disaster Preparedness Exercises Addressing the Pediatric Population - Disaster
preparedness drills have not consistently addressed children or their special vulnerabilities. The
inclusion of infants and children in disaster drills and table-top exercises can assist in preparing
an organization to treat critically ill or injured pediatric patients during an actual disaster. Drills
should also include children with special health care needs and children with mental health
emergencies. This document contains several scenario and tabletop exercise templates, as well
as information on the START Triage System and the JumpSTART Pediatric Multiple Casualty
Incident Triage System.

DRAFT Home Care Instructional Resources for Parents/Caregivers in a Pandemic Flu
Event - Home care will be essential during a pandemic flu event, and social isolation measures
may need to be enacted. Many may not be familiar with or may need education on basic home
care concepts, such as: fever control measures, comfort measures, distraction measures
(especially for children) and holistic interventions. A resource search has been conducted to
identify information, resources and model educational tools/documents that can be utilized and/or
adapted for lllinois use.

DRAFT Instructional Guidelines for Use of the SNS Ventilators in the Pediatric Patient -
The Strategic National Stockpile (SNS) contains ventilators for critical patients, particularly those
in respiratory failure. Respiratory issues represent a significant proportion of childhood
emergencies, so infants and children will likely be in need of ventilator care during a pandemic flu
event. Ready access is needed to simplified instructional tools, including pediatric information
and appropriate ventilator settings for infants/children. Instructional tools are drafted.

JumpSTART Train-The-Trainer Workshops — JumpSTART is an objective MCI triage system
that parallels the START system, and addresses the developmental and physiological differences
of children. This train-the-trainer program grew out of an educational presentation developed by
Mary (MO) Otting, RN, TNS, EMS Coordinator, Children's Memorial Hospital, Chicago. It reviews
pediatric MCI triage concepts and use of JumpSTART. With permission from Ms. Otting,
materials were adapted to be more relevant statewide, and to include SMART triage system,
CSHCN, state demographics and other information. This workshop includes instructor materials
(START/JumpSTART cards, and a CD containing PowerPoint slides/lecture notes, handouts,
evaluation form, pre/post test).

10 »
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Neonatal Intensive Care Unit (NICU) Evacuation Guidelines - Evacuation of an NICU is a high
risk activity and requires a carefully planned approach due to the fragile medical condition of
these infants, the various medical technology/devices they depend upon for survival, and the
overall surge capacity/transfer pattern in managing an increase in NICU patients. These
guidelines will assist in identifying a consistent approach to this process.

Pediatric Disaster Preparedness Guidelines - These guidelines were developed as a resource
in addressing the needs of children during disaster planning. The four phases of disaster
(prevention/mitigation, preparedness, response and recovery) are utilized as a framework
throughout this booklet to outline the specific needs of children during a disaster event, as well as
strategies and a checklist for addressing those needs.

Regional Pediatric Resource guides — Resource guides have been developed for each of the
eleven EMS Regions containing hospital information related to PCCC/EDAP/SEDP designation,
PICU, NICU, trauma center and transport team resources/contact info. In addition, burn center,
poison control center and local health department information is also accessible on these guides.
Annual updates will be made to these guides as necessary.

Tamiflu® instructional brochure — This brochure outlines the steps to create a pediatric liquid
suspension from an adult strength Tamiflu® capsule if insufficient quantities of Tamiflu®
suspension are available during a pandemic flu event. Translated versions of this brochure are
available in the following languages: Arabic, Chinese, French, Korean, Polish, Russian,
Bosnian/Croatian/Serbian, Spanish, Tagalog, Ukranian and Urdu.

Product Distribution

Grant funds have enabled purchase and distribution of the products listed below throughout the state. In
addition, some of these items are also made available at state emergency/disaster preparedness
conferences and professional meetings.

Babysitter Lessons and Safety Training (BLAST) booklet i This booklet was developed by
the American Academy of Pediatrics and is a handy, easy to follow reference for those
responsible for the care of children. It provides an overview of the most current practices for
safety and injury prevention. Additionally it includes first aid basics for emergency response.

Broselow ™ Pediatric Emergency Tape - Providing the appropriate dosage of medication to a
child requires knowing their weight, the dose per kilogram and the available concentrations of the
specific drug — however, obtaining a child’s actual weight during an emergency may not be
feasible. Research has demonstrated that dosage calculation in the pediatric population is highly
error-prone, especially under stressful conditions. Healthcare practitioner estimates of children’s
weights are sometimes unreliable. A length-based system such as the Broselow™ Tape can
assist in this process.

The Decontamination of Children: Preparedness & Response for Hospital Emergency
Departments - This DVD was developed by Children’s Hospital Boston thru funding from the
Agency for Healthcare Research and Quality (AHRQ). It provides a step-by-step demo on how
to safely decontaminate children exposed to hazardous chemicals, including those from a
bioterrorist attack. It also discusses how to establish and maintain pediatric decontamination
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capacity at a hospital setting. Infants and children will require special attention as well as
additional staffing/time during decontamination.

Emergency Information Form (EIF) - To facilitate appropriate emergency care for children with
special health care needs, the American Academy of Pediatrics (AAP) and the American College
of Emergency Physicians (ACEP) developed this form to use as a tool to transfer critical
information about these children. Children with special health care needs are increasing, in
particular children with assistive devices such as ventriculoperitoneal shunts, gastrostomy tubes,
indwelling central lines, tracheostomies, pacemakers, and home ventilators. Because of the
complex and varied needs of these children, when a crisis occurs, they may be vulnerable if there
is a lack of information about their medical problems.

Family Readiness Kit — This kit was developed by the American Academy of Pediatrics for
parents to use at home to prepare for different types of disasters. The kit contains a number of
resources that can assist families in being better prepared, including tips on creating a family
disaster supply kit, identifying ways to help children cope after a disaster, and helping to build
neighborhood cooperation.

The Handbook of Frequently Asked Questions Following Traumatic Events: Violence,
Disasters or Terrorism — This booklet was developed by Children’s National Medical Center,
Washington, D.C. It reviews the negative impact that traumatic and stressful events can have on
the mental health of children based on their developmental level, and provides guidelines and
resources to assist them. This booklet is also available in a Spanish edition.

Pediatric First Aid for Caregivers and Teachers i This manual was developed by the
American Academy of Pediatrics and is part of a training course that assists caregivers in
knowing what to do if a child is ill or injured. All child caregivers should have pediatric first aid
training to effectively provide initial interventions prior to the arrival of EMS. Copies of this
manual was distributed to IDPH Child Care Nurse Consultants throughout our state.

Special Childrendés Outr eacn(SCORE InRructon Teachingt a |
package — This educational module is designed to improve the knowledge of the emergency care
professional when encountering children with special health care needs. It provides information
on various chronic conditions, specialized medical equipment and specific management
procedures. The materials contain PowerPoint presentations, scenarios, lecture outlines, pre and
post tests, along with other instructor resources.

Surviving Disasters: A Ci t This baokdeswasdenelopgdeby tbey
Illinois Department of Public Health, with assistance from the Office of Homeland Security,
American Red Cross, Federal Emergency Management Agency and the lllinois Emergency
Management Agency. It provides the lay population with basic information on preparing for
different types of disasters, and also outlines appropriate actions that can be taken to enhance
survival in the event of a disaster. Organizations can incorporate the booklet into community
educational activities and distribute at community preparedness events.
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Pediatric Education

Because many aspects of emergency care are different for children than for adults, health care
professionals with responsibility for children must have the specific knowledge, understanding and skills
necessary to provide appropriate care. In addition, many providers have limited opportunities to apply
their pediatric knowledge and skills. This emphasizes the need for ongoing education in order to refresh
one's knowledge and skill base as well as to ensure clinical consistency with current practice guidelines.
A needs assessment conducted by Illinois EMSC identified that many prehospital and hospital health care
practitioners feel they need greater preparedness when caring for the pediatric patient. Pediatric focused
education is strongly recommended for all practitioners whose duties bring them into contact with
children. In addition, the development of instructors with a strong pediatric knowledge base will provide
the most effective means of ensuring longevity of pediatric emergency care education.

Course Descriptions

Advanced Pediatric Life Support (APLS)

This two day course focuses on initial management of illnesses and injuries that, if left untreated, could
lead to life threatening conditions requiring resuscitation. The course content is primarily oriented toward
emergency diagnosis and response. The course format combines lectures with small group sessions that
allow for case presentations/hands-on experience. Sponsored by the American College of Emergency
Physicians and American Academy of Pediatrics, this course is recommended for all physicians and other
healthcare professionals who are responsible for the management of acutely ill or injured children.

Emergency Nursing Pediatric Course (ENPC)

This 16 hour comprehensive pediatric course is tailored specifically to meet the educational needs of the
nurse in an emergency setting. The course teaches nurses the various aspects of pediatric emergency
nursing care. Lectures and skill stations emphasize the appropriate triage, assessment and management
of the ill or injured pediatric patient. The course is designed to provide core-level pediatric knowledge and
psychomotor skills associated with the delivery of professional nursing care to the pediatric patient.

Pediatric Advanced Life Support (PALS)

This American Heart Association sponsored course focuses primarily on pediatric resuscitation. It
provides the information needed for recognizing the child at risk for cardiopulmonary arrest, strategies for
preventing cardiopulmonary arrest in the pediatric population and reinforcement of the cognitive and
psychomotor skills necessary for resuscitating and stabilizing the infant or child in respiratory failure,
shock or cardiopulmonary arrest. This two day course is geared toward all healthcare professionals who
provide care to children.

Pediatric Education for Prehospital Professionals (PEPP)

The American Academy of Pediatrics sponsors this course which aims to prepare prehospital
professionals in the management of the pediatric patient. This highly interactive course combines
lectures, videos, hands-on skill stations and small group scenarios. The course has a one day BLS format
or a two day ALS format.

JumpSTART Train-the-Trainer Workshop

Development of a JumpSTART train-the-trainer program began in 2007 and grew out of an educational
presentation developed by Mary (MO) Otting, RN, TNS, EMS Coordinator, Children's Memorial Hospital,
Chicago. With permission from Ms. Otting, training materials were adapted. This workshop includes
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instructor materials (START/JumpSTART cards, and a CD containing PowerPoint slides/lecture notes,
handouts, evaluation form, pre/post test). The goal is to continue to support these train-the-trainer
workshops to develop a core instructor base throughout the state.

School Nurse Emergency Care (SNEC)

The lllinois EMSC program sponsors this 3 day course within our state. The targeted audience is
specifically school nurses. The course is designed to enhance the assessment and appropriate triaging
skills of the school nurse when confronted with the acutely ill or injured child. The number of children with
chronic conditions, special needs and assistive devices has grown dramatically. With the increasing
number of urgent health related conditions seen within the changing school environment and the need to
assure emergency and disaster preparedness, this course will support the school nurse's core knowledge
base in responding to these situations.

PublicHealthLearning.com Learning Management System

lllinois EMSC has partnered with the University of lllinois, School of Public Health and their online
educational management system to provide access to several in-depth, pediatric-specific educational
modules that have been developed by Illinois EMSC. Topics include: asthma, moderate sedation, pain
management and patient safety. These modules are designed to increase and reinforce healthcare
practitioners knowledge base, skill set, and professional performance to improve the care of pediatric
patients in an emergency setting. The evidence-based content emphasizes best practice standards and
provides insight into future trends when appropriate. The modules are available both online (via the
PublicHealthLearning Web site) or offline (via the EMSC website at ). Below is a brief
summary of each module:

= The Pediatric Asthma: Education for Emergency Care Professionals educational module provides an
overview of the essential components of pediatric asthma management in the Emergency
Department, including patient/family education and resources. It addresses evidence-based best
practice guidelines, national and local asthma statistics, barriers and misconceptions, patient/family
education, and numerous statewide (lllinois) asthma resources. This activity is approved for 2.5
contact hours for nursing and AMA approved for 2.5 Category || CME.

= The Pediatric Moderate Sedation educational module highlights the principles and standards
underlying safe & effective pediatric moderate sedation, reviews commonly used sedating/analgesic
agents, reviews potential pediatric complications, highlights adjuncts to sedation, and encourages
healthcare organizations assess and improve their own pediatric moderate sedation processes. This
activity is approved for 3.0 contact hours for nursing and AMA approved for 3.0 Category Il CME.

= The Pediatric Pain Management in the Emergency Department educational module provides an
overview of the essential components of pediatric pain management. Providing comfort and relieving
pain are fundamental elements of our healthcare practice. However, it is clear that there are gaps in
our management of pain in children. This module addresses pain management standards, barriers
and misconceptions, physiologic pain response in children, pharmacologic and non-pharmacologic
management of pediatric pain, healthcare professional educational recommendations, patient/family
education and quality improvement activities. Additionally, the module contains a number of
resources that have been gathered to assist with emergency department pain management efforts.
This activity is approved for 2.5 contact hours for nursing and AMA approved for 2.5 Category || CME.
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» The Pediatric Patient Safety educational module highlights the efforts made in the area of pediatric
patient safety in the past few years, the extent that the problem still exists, and offers numerous
proven strategies to reduce the number of pediatric patient safety errors within the healthcare setting.
This activity is for 2.0 contact hours for nursing and AMA approved for 2.5 Category Il CME.

The total number of participants successfully completing these modules is shown in the following table:
Physician Nurse Pre-hospital  Total

/PA Provider
Pediatric Patient Safety (2007 — 2008) 29 354 173 556
Pediatric Asthma (2007 - 2008) 47 412 47 506
Pediatric Moderate Sedation (2008) 28 250 91 369
Pediatric Pain Management (2003 - 2008) 49 509 57 615
Total for All Modules 153 1,525 368 2,046

EMSC Course Support

In 2008, lllinois EMSC utilized grant funding from the Office of the Assistant Secretary for Preparedness
and Response (ASPR) Hospital Preparedness program to support the following pediatric educational
courses through the purchase of course materials (primarily course manuals), which helped defray course
expenses:

Emergency Nursing Pediatric Course (ENPC)
e April 2008 Annual lllinois ENA Spring Symposium ENPC Instructor Course

Pediatric Education for Prehospital Professionals (PEPP)

e January 2008 Galesburg EMS System Region 2
e January 2008 Community Hospital of Ottawa EMS System Region 2
e February 2008 Peoria Area EMS Region 2
e February 2008 Anderson Hospital EMS System Region 4
e February 2008 Blessing Hospital EMS System Region 3
e February 2008 OSF Saint James Medical Center EMS System Region 2
e March 2008 OSF St. Anthony Medical Center EMS System Region 1
e March 2008 Anderson Hospital EMS System Region 4
e March 2008 Blessing Hospital EMS System Region 3
e March 2008 Mount Prospect Fire Department Region 9
e April 2008 OSF St. Anthony Medical Center EMS System Region 1
e June 2008 Ingalls Memorial Hospital EMS System Region 7
e June 2008 Blessing Hospital EMS System Region 3
e June 2008 Children’s Memorial Hospital EMS System Region 11
e August 2008 Chicago Fire Department Region 11
e September 2008 CGH Medical Center Region 1
e September 2008 Saint Anthony Health Center Region 4
e October 2008 Alton Memorial Hospital Region 4
e October 2008 Divernon Fire Protection District Region 3
e November 2008 Loyola University Medical Center Region 8
e November 2008 Kewanee Hospital Region 2
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School Nurse Emergency Care (SNEC) Course
e No courses conducted in 2008 due to curriculum revision

Trauma Nursing Core Course (TNCC)
e April 2008 Annual Illinois ENA Spring Symposium TNCC Instructor Course

JumpSTART Train-the T Trainer Workshop

e April 2008 Highland Park Hospital Region 9
e May 2008 Highland Park Hospital Region 9
e June 2008 OSF St. Francis Medical Center Region 2
e July 2008 South Suburban Hospital Region 7
e July 2008 Memorial Hospital Region 4
e August 2008 Loyola University Medical Center Region 8
e August 2008 Advocate South Suburban Hospital Region 7
e September 2008 Markham Fire Department Region 7
e October 2008 Memorial Hospital Region 4
e October 2008 Our Lady of the Resurrection Med Center Region 11
e October 2008 Advocate Trinity Medical Center Region 11
e November 2008 Shriners Hospital for Children Region 8
e November 2008 Shriners Hospital for Children Region 8

Traffic Safety Related Projects

Since 2000, the lllinois Department of Transportation (IDOT) has supported EMSC data activities relating
to traffic crash safety through the provision of grant funding and data sharing. In 2008, these activities
encompassed: an online data query system (the lllinois EMS Data Reporting System), the traffic crash
Quick Facts reports, and data quality studies.

Reporting System

The lllinois Emergency Medical Services Data Reporting System is a web-based interactive query
system, providing public access to a wealth of statewide injury/health related data. Users of the system
can customize reports to meet their data needs, and obtain data that supports injury and other adverse
health events trending at both the local and state level.

The Data Reporting System was developed through an EMSC data initiative involving interagency
collaboration. Hosted within the lllinois Department of Public Health web site
(http://app.idph.state.il.us/emsrpt), the Reporting System is a point of access to data sources from three
different agencies: lllinois Department of Public Health, lllinois Department of Transportation, and lllinois
Hospital Association.

The Data Reporting System went live in August 2000 and is considered a work in progress. It continues
to be updated on a regular basis with new features and more recent years of data in order to support the
trending of injuries and other health events over time.
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Contained within the reporting system are the following four statewide databases:

Traffic Crash Report Data — Illinois Department of Transportation, Division of Traffic Safety
Mortality Data — lllinois Department of Public Health, Bureau of Vital Statistics

Hospital Discharge Data — lllinois Hospital Association
Trauma Registry Data — lllinois Department of Public Health, Division of EMS & Highway Safety

Table 2 shows the current status of the data reporting system in regards to years of data available and
volume of data, by specific databases. The system contains from 12 to 14 years of data from each
database with an overall volume of more than 500,000 trauma registry admissions, one million mortality
records, ten million individuals involved in motor vehicle crashes, and twenty million hospital discharge

records.

Database

Table 2. Data Reporting System: Data Status as of October 2008

Years of Data

Total Records

Traffic Crash

13 years of data: 1994-2006

5,174,899 crashes
11,826,821 road user records

Mortality

12 years of data: 1994-2005

1,263,578 death records

Hospital Discharge

14 years of data: 1994-2007

22,309,868 discharge records

Trauma Registry

12 years of data: 1994-2005

509,443 trauma admission records

From 2002 to 2007, the number of total visits to the site more than doubled, from 14,893 to 30,580,
respectively. Figure 5 shows the annual number of total visits made to the web site over this period.

Figure 5. Visit Statistics for the Data Reporting System,

20021 2007

Number of Web Site Visits
30,580
26,971
21,931 21,829
18,820
14,893
2002 2003 2004 2005 2006 2007
Calendar Year
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In 2007, the 30,580 visits included a total of 80,556 web pages viewed (2.83 pages viewed per visit).
This represents an average usage per day of 83 visits and 220 pages viewed.

Traffic Crash Quick Fact Reports

During the past year, EMSC has, with IDOT funding support, updated the Quick Fact Reports series
utilizing lllinois 2006 traffic crash information. Andrew Cooper, MPH, Epidemiologist at the UIC School of
Public Health, has worked with EMSC on this project. The final products are fact sheet style reports with
tables and graphs providing easy-to-read general profiles for special topics or populations of interest for
the road safety community.

These static reports complement the IDOT Annual Crash Facts & Statistics publications as well as the
dynamic reports generated through the web application. Users of the Data Reporting System can
customize their reports when using the query forms and have ready access to the Quick Fact Reports
through download capabilities from the Illinois EMSC web site (http://www.luhs.org/depts/emsc/data.htm).

The Quick Fact Reports are also available in hard-copy format for distribution to those in need of quick
access to general information on road safety issues in lllinois, or to those with limited access to the
Internet.

Following are the steps EMSC has taken in the past 12 months to update these reports:

1. Crash Report data — in 2008, EMSC staff obtained the 2006 Crash Report data for use in
developing the Data Reporting System and Quick Fact Reports.

2. Data management for statistical reporting — Andrew Cooper, data project manager at UIC
School of Public Health, prepared the data files for statistical reporting. 2006 statistics were
generated and a process of data validation was initiated. This process included:

» Email correspondence and conference calls among EMSC data analysts to examine
consistency in statistical program code and resulting statistics across three sources:
Quick Fact Report project, web-based Data Reporting System, and IDOT’s 2006 Crash
Facts publication.

= Meetings of EMSC data staff with IDOT Division of Traffic Safety staff.

= Fine tuning of the statistical programming to assure consistency of Quick Fact Reports
with the Crash Facts publication, whenever applicable.

3. Updating of templates — The statistics, graphs and tables were updated for the special road
safety topics of the Quick Fact Reports. Topics consist of the following:

Pedestrians - Motorcycles

Pedalcyclists - Emergency vehicle crashes
Overnight crashes involving - School transportation
pedestrians - Young drivers

Occupant protection - Children

Driver impairment +  Older Population

Large trucks
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NOTE: For the 2006 Quick Fact Reports, the Speeding topic was excluded. This was
necessary because on review of earlier versions, an additional refinement was identified that
requires incorporating FARS data, and this task was not structured into the grant application
that supported the 2006 Quick Fact Reports.

4. Final versions of the 2006 Quick Fact Reports were completed and placed on the EMSC web
site (http://www.luhs.org/depts/emsc/06_crash_info.htm).

Data Quality

As part of its IDOT grant activities, lllinois EMSC is currently performing a data quality study aimed at
examining overall changes in the reporting of crash characteristics pre- and post-implementation of the
IDOT Crash Information System (CIS). This is a comparative analysis of selected crash report data
elements, based on three years of lllinois Crash Report data: 2002, 2003, and 2006. Crash, vehicle and
person level data elements were reviewed.

The data quality analysis focuses on:

a. identifying potential changes in the data layout and contents from previous years to the
current year;
b. examining frequency distribution of selected data elements to detect:
e potential shifts in values distribution
e range of values (valid vs. invalid values per data element)
e proportion of unknown and/or missing values per data element
c. detecting any other potential inconsistencies

In addition to observing detailed frequency counts and percent distributions for each data element, the
comparative study focused on examining changes in the percent distribution of data element values from
pre-CIS data to post-CIS data.

The baseline measure was the difference between percent distributions from 2002 to 2003. It represented
the “expected” level of change in crash reporting for each data element, from one year to the next before
the system upgrade. The post-CIS figures were based on the difference between percentages from the
2003 and 2006 datasets; and, represented the observed data frequency changes from the last year of the
“old” data system (2003) to the new CIS-based data (2006).

The data elements selected for this report were based on their importance for motor vehicle (MV) injury
surveillance research. They were selected to represent the three different units of analysis built into the
crash database; that is, crash, person and vehicle level data. In addition, the selection had to include
environmental exposure factors (pre-crash data elements) and those describing the crash (crash data
elements).

The report for each data element contains, in this order, counts and proportional distributions
(percentages) per year, and the differences between proportions for the examined data years. One
example, showing the road deficiencies associated with crashes, is shown in Figure 6. The full set of
reports will include 18 data elements.
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Figure 6. Example Data Quality Report

Road De Count02 Pct02 Count03 Pct03 Count06 Pct06 (Pct03-Pct02)  (Pct06-Pct03)

0,00 Unknown 138,579 31.57 134,252 30.70 5 5 -0.87 5

01 No Defects 278,331 63.40 279,829 63.99 279,634 68.40 0.59 4.40
02 Construction Zone 6,289 1.43 6,361 1.45 7,832 1.92 0.02 0.46
03 Maintenance Zone 267 0.06 233 0.05 198 0.05 -0.01 0.00
04 Utility Work Zone 146 0.03 145 0.03 108 0.03 0.00 -0.01
05 Work Zone - Unknown 280 0.06 243 0.06 191 0.05 -0.01 -0.01
06 Shoulders 232 0.05 200 0.05 167 0.04 -0.01 0.00
07 Rut, Holes 733 0.17 700 0.16 641 0.16 -0.01 0.00
08 Worn Surface 973 0.22 1,041 0.24 1,028 0.25 0.02 0.01
09 Debris on Roadway 450 0.10 448 0.10 11,184 274 0.00 2.63
10 Other 1,429 0.33 1,338 0.31 1,177 0.29 -0.02 -0.02
99 Unknown 11,281 2.57 12,499 2.86 106,691 26.10 0.29 23.24

Number of Crashes by Road Defficiency by Year Difference in Proportional Distribution by Road Defficiency: 2002-2003 and 2003-20C

= Count02 mCount03 = Count06 u (PctO3Pct02) m (PctO6Pct03)

No. Crashes (Thousands

00 01 02 03 04 05 06 07 08 09 10 99

Percent Change Between Years (¢

00 01 02 03 04 05 06 07 08 09 10 99

Road Defficiency Road Defficiency

COMMENTS:
In 2006, the practice of coding unknown or unrecorded value for "Road Deficiency" as "00" and as "99" has shifted to a consistent coding of unknown
values as "99". Also noticed is a great increase in reported crashes with "Debris on Roadway".
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Statewide Trends in Childhood lliness and Injury

Illinois EMSC works with other state agencies to assess illness and injury trends relating to emergency
pediatric care. Three of these agencies make statewide datasets available to us for this report:

e lllinois Hospital Association provides Hospital Inpatient Discharge records
¢ lllinois Department of Public Health provides the Trauma Registry
¢ lllinois Department of Transportation provides Motor Vehicle Crash records

In addition, mortality datasets are publicly available from the Centers for Disease Control and Prevention
(CDC). EMSC works with the lllinois Center for Health Statistics to analyze mortality information.

The following sections present pediatric trends found in these datasets. For hospital inpatient discharge
records, trauma registry, and motor vehicle crash records, the most recent year of available data is
compared with the previous five year period. For mortality, CDC provides standard datasets that allows
us to compare lllinois to the U.S. over the most recent five year period.
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Hospital Discharge, 2002-2007

This database is collected by the Illinois Hospital Association (IHA). The hospital discharge data provide
uniform information on virtually all hospitalizations within the state. It contains demographic
characteristics of patients as well as principal conditions associated with hospitalization, major medical
procedures, hospitalization outcomes and charges.

Limitations

The diagnosis based information may be subject to variations in medical practice and diagnostic labeling.
The database does not include Emergency Department (ED) or other outpatient information.

Comparison of 2007 to the Previous 5 Year Period (2002-2006)

In 2007, inpatients admitted from the Emergency Department (ED) compared to the previous five year
period (2002-2005) as follows (Figures 7, 8, and 9):

O A higher percentage of appendicitis patients than appeared in the prior five year period for 10-15
year olds (12.8% vs 11.2%)

O A lower percentage of hypovolemia patients than appeared in the prior five year period for 0-4
year olds (5.8% vs 8.4%)

O A lower percentage of injury patients than appeared in the prior five year period for 5-9 year olds
(11.5% vs 13.3%)

O A lower percentage of mental disorder patients than appeared in the prior five year period for 5-9
year olds (3.0% vs 4.1%) and 10-15 year olds (20.6% vs 23.1%)

O A lower percentage of asthma patients than appeared in the prior five year period for 0-4 year
olds (8.0% vs 9.4%)

0 A higher percentage of acute respiratory infection patients than appeared in the prior five year
period for 0-4 year olds (19.6% vs 17.8%)

0 A higher percentage of pneumonia/influenza patients than appeared in the prior five year period
for 5-9 year olds (11.9% vs 9.6%)
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Figure 7. Hospital Admissions from the ED in lllinois for 0-4 Year-Olds, Excluding Newborns,

Comparing 2007 to 2002-2006

Appendicitis [}
Birth Defect =iyl
Cancer / Chemotherapy Encounter ]
Cellulitis [
Child Abuse and Maltreatment §
Diabetes [y
Digestive System - Non-Infectious | H
Epilepsy / Convulsions 75"
Heart Disease [
Hypovolemia | d B
Infection - Intestinal |
Infection/Parasitic - Other [y,
Infection - Septicemia [EE
Injury | 2007
Mental Disorders : [02002-2006
Musculoskeletal and Connective Tissue Diseases [
Otitis Media B
Poisoning [
Pyelonephritis 75
Pyrexia Unknown Origin 75!
Rehabilitation |
Resp. System - Asthma : ‘ -y
Resp. System - Infection, Acute Respiratory | ‘ ‘ |
Resp. System - Pneumonia/Influenza
Resp. System - Other [y
Sickle Cell Anemia
Urinary Tract Infection / Cystitis 75“
All Other Diagnoses | .l
0.0% 5.0% 10.0% 15.0% 20.0% 25.0%
2007 95% CI 2002-2006 95% ClI
Diagnosis Group Number | Percent | Lower | Upper | Number | Percent | Lower | Upper
Appendicitis 121 0.6% 0.5% 0.8% 550 0.5% 0.5% 0.6%
Birth Defect 273 1.4% 1.3% 1.6% 1,397 1.4% 1.3% 1.5%
Cancer / Chemotherapy Encounter 58 0.3% 0.2% 0.4% 319 0.3% 0.3% 0.4%
Cellulitis 750 3.9% 3.6% 4.2% 2,154 2.1% 2.0% 2.2%
Child Abuse and Maltreatment 36 0.2% 0.1% 0.3% 238 0.2% 0.2% 0.3%
Diabetes 58 0.3% 0.2% 0.4% 358 0.4% 0.3% 0.4%
Digestive System - Non-Infectious 1,023 5.3% 5.0% 5.6% 5,464 5.4% 5.2% 5.5%
Epilepsy / Convulsions 721 3.7% 3.5% 4.0% 3,655 3.6% 3.5% 3.7%
Heart Disease 48 0.2% 0.2% 0.3% 307 0.3% 0.3% 0.3%
Hypovolemia 1,114 5.8% 5.5% 6.1% 8,544 8.4% 8.3% 8.6%
Infection - Intestinal 1,063 5.5% 5.2% 5.9% 5,075 5.0% 4.9% 5.1%
Infection/Parasitic - Other 694 3.6% 3.3% 3.9% 3,951 3.9% 3.8% 4.0%
Infection - Septicemia 153 0.8% 0.7% 0.9% 838 0.8% 0.8% 0.9%
Injury 946 4.9% 4.6% 5.2% 4,955 4.9% 4.8% 5.0%
Mental Disorders 14 0.1% 0.0% 0.1% 95 0.1% 0.1% 0.1%
Musculoskeletal and Connective Tissue Diseases 83 0.4% 0.3% 0.5% 423 0.4% 0.4% 0.5%
Otitis Media 75 0.4% 0.3% 0.5% 524 0.5% 0.5% 0.6%
Poisoning 122 0.6% 0.5% 0.8% 664 0.7% 0.6% 0.7%
Pyelonephritis 333 1.7% 1.6% 1.9% 1,372 1.4% 1.3% 1.4%
Pyrexia Unknown Origin 597 3.1% 2.9% 3.4% 3,222 3.2% 3.1% 3.3%
Rehabilitation 0 * 2 *
Resp. System - Asthma 1,539 8.0% 7.6% 8.4% 9,579 9.4% 9.3% 9.6%
Resp. System - Infection, Acute Respiratory 3,770 19.6% 19.0% 20.1% 18,077 17.8% 17.6% 18.1%
Resp. System - Pneumonia/Influenza 2,942 15.3% 14.8% 15.8% 15,247 15.0% 14.8% 15.3%
Resp. System - Other 391 2.0% 1.8% 2.2% 2,077 2.0% 2.0% 2.1%
Sickle Cell Anemia 70 0.4% 0.3% 0.5% 479 0.5% 0.4% 0.5%
Urinary Tract Infection / Cystitis 433 2.2% 2.0% 2.5% 2,078 2.0% 2.0% 2.1%
All Other Diagnoses 1,830 9.5% 9.1% 9.9% 9,803 9.7% 9.5% 9.8%
Total for All Diagnoses 19,257 100.0% 101,447  100.0%

Data Source: lllinois Hospital Association
Notes: Newborns, identified by admission type or by Diagnosis Related Group (DRG), were excluded.
For counts of less than 10, percentages are considered unreliable and so were neither noted nor displayed graphically.
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Figure 8. Hospital Admissions from the ED in lllinois for 5-9 Year-Olds, Excluding Newborns,

Comparing 2007 to 2002-2006
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0.0% 2.0% 4.0% 6.0% 8.0% 10.0% 12.0% 14.0% 16.0%
2007 95% ClI 2002-2006 95% ClI
Diagnosis Group Number | Percent | Lower | Upper | Number | Percent | Lower | Upper
Appendicitis 642 10.9% 10.1% 11.7% 3,173 9.8% 9.5% 10.1%
Birth Defect 13 0.2% 0.1% 0.4% 102 0.3% 0.3% 0.4%
Cancer / Chemotherapy Encounter 35 0.6% 0.4% 0.8% 234 0.7% 0.6% 0.8%
Cellulitis 203 3.4% 3.0% 3.9% 862 2.7% 2.5% 2.8%
Child Abuse and Maltreatment 11 0.2% 0.1% 0.3% 34 0.1%  0.1% 0.1%
Diabetes 153 2.6% 2.2% 3.0% 627 1.9% 1.8% 2.1%
Digestive System - Non-Infectious 267 4.5% 4.0% 5.1% 1,609 5.0% 4.7% 5.2%
Epilepsy / Convulsions 214 3.6% 3.2% 4.1% 1,045 3.2% 3.0% 3.4%
Heart Disease 16 0.3% 0.2% 0.5% 78 0.2% 0.2% 0.3%
Hypovolemia 192 3.3% 2.8% 3.8% 1,404 4.3% 4.1% 4.6%
Infection - Intestinal 150 2.5% 2.2% 3.0% 629 1.9% 1.8% 2.1%
Infection/Parasitic - Other 174 3.0% 2.5% 3.4% 1,114 3.4% 3.2% 3.6%
Infection - Septicemia 18 0.3% 0.2% 0.5% 76 0.2% 0.2% 0.3%
Injury 675 11.5% 10.7% 12.3% 4,305 13.3% 12.9% 13.7%
Mental Disorders 178 3.0% 2.6% 3.5% 1,333 4.1% 3.9% 4.3%
Musculoskeletal and Connective Tissue Diseases 103 1.7% 1.4% 2.1% 465 1.4%| 1.3% 1.6%
Otitis Media 12 0.2% 0.1% 0.4% 49 0.2% 0.1% 0.2%
Poisoning 20 0.3% 0.2% 0.5% 93 0.3% 0.2% 0.4%
Pyelonephritis 112 1.9% 1.6% 2.3% 636 2.0% 1.8% 2.1%
Pyrexia Unknown Origin 44 0.7% 0.5% 1.0% 230 0.7% 0.6% 0.8%
Rehabilitation 1 * 1 *
Resp. System - Asthma 829 14.1% 13.2% 15.0% 4,644 14.4% 14.0% 14.7%
Resp. System - Infection, Acute Respiratory 132 2.2% 1.9% 2.7% 635 2.0% 1.8% 2.1%
Resp. System - Pneumonia/Influenza 699 11.9% 11.0% 12.7% 3,097 9.6% 9.3% 9.9%
Resp. System - Other 122 2.1% 1.7% 2.5% 641 2.0% 1.8% 2.1%
Sickle Cell Anemia 96 1.6% 1.3% 2.0% 568 1.8% 1.6% 1.9%
Urinary Tract Infection / Cystitis 68 1.2% 0.9% 1.5% 348 1.1% 1.0% 1.2%
All Other Diagnoses 716 12.1% 11.3% 13.0% 4,321 13.4% 13.0% 13.7%
Total for All Diagnoses 5,895/ 100.0% 32,353 100.0%

Data Source: lllinois Hospital Association
Note: For counts of less than 10, percentages are considered unreliable and so were neither noted nor displayed graphically.
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Figure 9. Hospital Admissions from the ED in lllinois for 10-14 Year-Olds, Excluding Newborns,

Comparing 2007 to 2002-2006

Appendicitis | |

Birth Defect
Cancer / Chemotherapy Encounter 75|
Cellulitis |
Child Abuse and Maltreatment |
Delivery 754
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Digestive System - Non-Infectious [E—n]
Epilepsy / Convulsions 75"
Heart Disease [l
Hypovolemia =8y
Infection - Intestinal [E=jH
Infection/Parasitic - Other |l
Infection - Septicemia :!l 2007
Injury =
Mental Disorders | =N 02002-2006
Musculoskeletal and Connective Tissue Diseases 7=i|
Otitis Media. |
Poisoning ===,
Pyelonephritis =i
Pyrexia Unknown Origin 7!*
Rehabilitation |
Resp. System - Asthma | )
Resp. System - Infection, Acute Respiratory 7&
Resp. System - Pneumonia/Influenza |-
Resp. System - Other [EjH
Sickle Cell Anemia ===
Urinary Tract Infection / Cystitis [Hf!
All Other Diagnoses | =
0.0% 5.0% 10.0% 15.0% 20.0%
2007 95% ClI 2002-2006 95% ClI
Diagnosis Group Number | Percent | Lower | Upper | Number | Percent | Lower | Upper
Appendicitis 1,197 12.8% 12.2% 13.5% 6,000 11.2% 11.0% 11.5%
Birth Defect 23 0.2% 0.2% 0.4% 108 0.2% 0.2% 0.2%
Cancer / Chemotherapy Encounter 43 0.5% 0.3% 0.6% 245 0.5% 0.4% 0.5%
Cellulitis 261 2.8% 2.5% 3.2% 938 1.8% 1.6% 1.9%
Child Abuse and Maltreatment 2 * 24 0.0% 0.0% 0.1%
Delivery 116 1.2% 1.0% 1.5% 498 0.9% 0.9% 1.0%
Diabetes 393 4.2% 3.8% 4.6% 1,838 3.4% 3.3% 3.6%
Digestive System - Non-Infectious 424 4.5% 4.1% 5.0% 2,435 4.6% 4.4% 4.7%
Epilepsy / Convulsions 174 1.9% 1.6% 2.2% 963 1.8% 1.7% 1.9%
Heart Disease 30 0.3% 0.2% 0.5% 169 0.3% 0.3% 0.4%
Hypovolemia 93 1.0% 0.8% 1.2% 604 1.1% 1.0% 1.2%
Infection - Intestinal 91 1.0% 0.8% 1.2% 455 0.9% 0.8% 0.9%
Infection/Parasitic - Other 195 2.1% 1.8% 2.4% 1,232 2.3% 2.2% 2.4%
Infection - Septicemia 26 0.3% 0.2% 0.4% 98 0.2% 0.1% 0.2%
Injury 1,221 13.1% 12.4% 13.8% 7,229 13.5% 13.2% 13.8%
Mental Disorders 1,923 20.6% 19.8% 21.4% 12,335 23.1% 22.7% 23.4%
Musculoskeletal and Connective Tissue Diseases 116 1.2% 1.0% 1.5% 806 1.5% 1.4% 1.6%
Otitis Media 5 * 28 0.1% 0.0% 0.1%
Poisoning 223 2.4% 2.1% 2.7% 1,774 3.3% 3.2% 3.5%
Pyelonephritis 96 1.0% 0.8% 1.3% 487 0.9% 0.8% 1.0%
Pyrexia Unknown Origin 41 0.4% 0.3% 0.6% 167 0.3% 0.3% 0.4%
Rehabilitation 0 * 2 *
Resp. System - Asthma 549 5.9% 5.4% 6.4% 3,556 6.7% 6.4% 6.9%
Resp. System - Infection, Acute Respiratory 52 0.6% 0.4% 0.7% 336 0.6% 0.6% 0.7%
Resp. System - Pneumonia/Influenza 285 3.1% 2.7% 3.4% 1,583 3.0% 2.8% 3.1%
Resp. System - Other 141 1.5% 1.3% 1.8% 710 1.3% 1.2% 1.4%
Sickle Cell Anemia 251 2.7% 2.4% 3.0% 1,296 2.4% 2.3% 2.6%
Urinary Tract Infection / Cystitis 43 0.5% 0.3% 0.6% 202 0.4% 0.3% 0.4%
All Other Diagnoses 1,317 14.1% 13.4% 14.8% 7,304 13.7% 13.4% 14.0%
Total for All Diagnoses 9,331 100.0% 53,422/ 100.0%

Data Source: lllinois Hospital Association

Note: For counts of less than 10, percentages are considered unreliable and so were neither noted nor displayed graphically.
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Mortality, 2001-2005

Illinois state law mandates that all death certificates be filed with the lllinois Department of Public Health.
Funeral home directors typically file these records with pertinent medical information completed by the
attending physician. Death certificates are sent to the local registrar who then forwards them to the lllinois
Department of Public Health, Division of Vital Records.

The death certificate data provide information on the frequency of deaths to lllinois residents,
demographic characteristics of the deceased, and the conditions leading to mortality. These deaths may
have occurred outside of the state of lllinois.

lllinois mortality data are provided to the Centers for Disease Control and Prevention (CDC). This report
utilizes CDC aggregated data. The CDC places aggregate reports on-line for researchers at CDC
Wonder (http://wonder.cdc.gov/). The total number of deaths recorded by CDC may vary slightly from
IDPH reports, particularly relating to cut-off dates used for record inclusion and exchange agreements
with other states and Canada.

Limitations

If the decedent is known to the certifying physician or if an autopsy was performed, further detail related
to the cause of death will be present in the death certificate. Therefore, the cause of death information
may be subject to some variations in medical practice and diagnostic labeling.

Comparison of lllinois to U.S. Mortality Rates by Underlying Cause

In the five year period of 2001-2005, lllinois childhood mortality rates per 100,000 residents were similar
to U.S. rates with the following exceptions (Figures 10-13):

0 A higher mortality rate in lllinois for less-than-1 year olds from conditions originating in the
perinatal period compared to the U.S. (401.0 vs 348.5 per 100,000 residents)

O An overall higher mortality rate in lllinois for all less-than-1 year olds compared to the U.S. (758.2
vs 691.2 per 100,000 residents)

O A lower mortality rate in lllinois from external causes of morbidity and mortality for three age
groups:
= 1-4 year olds compared to the US (10.5 vs 13.6 per 100,000 residents)
= 5-9 year olds compared to the US (4.8 vs 6.6 per 100,000 residents)
= 10-14 year olds compared to the US (8.1 vs 9.6 per 100,000 residents)
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Figure 10. Mortality Per 100,000 Residents for <1 Year Olds by ICD10 Category

Comparing lllinois and the US, 2001-2005

Blllinois OUS

Certain infectious and parasitic diseases
Neoplasms
Diseases of the blood & blood forming organs & immune system
Endocrine, nutritional and metabolic diseases
Mental and behavioural disorders 1
Diseases of the nervous system [
Diseases of the eye and adnexa
Diseases of the ear and mastoid process
Diseases of the circulatory system
Diseases of the respiratory system
Diseases of the digestive system
Diseases of the skin and subcutaneous tissue
Diseases of the musculoskeletal system and connective tissue
Diseases of the genitourinary system !'

Pregnancy, childbirth and pueperium

Injury, poisoning and certain other consequences of external causes

External causes of morbidity and mortality

Factors affecting health status and contact with health services.

Certain conditions originating in the perinatal period —————— e ]

Congenital malformations, deformations & chromosomal deformities
Symptoms, signs and abnormal clinical & laboratory findings NEC

0.0 100.0 200.0 300.0 400.0 500.0
lllinois us
95% ClI 95% CI

ICD10 Categories Count Rate Lower Upper | Count Rate Lower Upper
Certain infectious and parasitic diseases 154 17.1 145 20.0f 2,649 131 12.6 13.6
Neoplasms 43 4.8 3.5 6.5 676 3.3 3.1 3.6
Diseases of the blood & blood forming organs & immune system 17 1.9 1.1 3.1 481 2.4 2.2 2.6
Endocrine, nutritional and metabolic diseases 49 5.4 4.1 7.2 1,265 6.2 5.9 6.6
Mental and behavioural disorders 2 20 0.1 0.1 0.2
Diseases of the nervous system 89 99 80 12.2| 1,873 9.2 8.8 9.7
Diseases of the eye and adnexa 3 9

Diseases of the ear and mastoid process 1 28 0.1 0.1 0.2
Diseases of the circulatory system 171 19.0 16.3 22.1( 3,002 14.8 14.3 15.4
Diseases of the respiratory system 148 16.4 13.9 19.3| 3,346/ 16.5 16.0 17.1
Diseases of the digestive system 104 115 9.5 14.0| 2,744| 135 13.0 14.1
Diseases of the skin and subcutaneous tissue 0 10 0.0 0.0 0.1
Diseases of the musculoskeletal system and connective tissue 3 61 0.3 0.2 0.4
Diseases of the genitourinary system 55 6.1 4.6 8.0 930 4.6 4.3 4.9
Pregnancy, childbirth and pueperium 0 0

Certain conditions originating in the perinatal period 3,618 401.0/ 388.1 414.3 70,596 3485 346.0 351.1
Congenital malformations, deformations & chromosomal deformities 1,263 140.0 132.4 148.0| 27,931 137.9 136.3 1395
Symptoms, signs and abnormal clinical & laboratory findings NEC 747, 828 77.0 89.0( 17,215 85.0 83.7 86.3
Injury, poisoning and certain other consequences of external causes 0 0

External causes of morbidity and mortality 374/ 415 374 459 7,167 354 34.6 36.2
Total 6,841 758.2 740.5 776.4]140,003 691.2] 687.6 694.8

Data Source: CDC Wonder (http://wonder.cdc.gov)

Note: Rates for counts of less than 10 are considered unreliable. For these values, rates were neither calculated nor displayed

graphically.
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Figure 11. Mortality Per 100,000 Residents for 1-4 Year Olds by ICD10 Category

Comparing lllinois and the US, 2001-2005

B lllinois OUS
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Pregnancy, childbirth and pueperium
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Congenital malformations, deformations & chromosomal deformities —
Symptoms, signs and abnormal clinical & laboratory findings NEC r
Injury, poisoning and certain other consequences of external causes
Terrorist acts
External causes of morbidity and mortality 1 —
Factors affecting health status and contact with health services. ‘ ‘ ‘ ‘
0.0 2.0 4.0 6.0 10.0 12.0 14.0 16.0
lllinois us
95% ClI 95% CI

ICD10 Categories Count Rate Lower Upper | Count Rate Lower Upper
Certain infectious and parasitic diseases 57 1.6 1.2 2.1 959 1.2 1.1 1.3
Neoplasms 107 3.0 2.5 3.7 2,264 2.9 2.8 3.0
Diseases of the blood & blood forming organs & immune system 9 367 0.5 0.4 0.5
Endocrine, nutritional and metabolic diseases 42 1.2 0.9 1.6 815 1.0 1.0 1.1
Mental and behavioural disorders 3 44 0.1 0.0 0.1
Diseases of the nervous system 77 2.2 1.7 2.7 1,533 1.9 1.8 2.0
Diseases of the eye and adnexa 0 4

Diseases of the ear and mastoid process 0 19 0.0 0.0 0.0
Diseases of the circulatory system 56 16 1.2 21 1,214 15 15 1.6
Diseases of the respiratory system 69 2.0 15 25| 1,495 1.9 1.8 2.0
Diseases of the digestive system 35 1.0 0.7 14 629 0.8 0.7 0.9
Diseases of the skin and subcutaneous tissue 0 18 0.0 0.0 0.0
Diseases of the musculoskeletal system and connective tissue 3 51 0.1 0.0 0.1
Diseases of the genitourinary system 3 114 0.1 0.1 0.2
Pregnancy, childbirth and pueperium 0 0

Certain conditions originating in the perinatal period 10 03 01 0.5 335 0.4 0.4 0.5
Congenital malformations, deformations & chromosomal deformities 128 3.6 3.0 4.3 2,719 3.4 3.3 3.6
Symptoms, signs and abnormal clinical & laboratory findings NEC 59 1.7 1.3 22| 1,198 1.5 1.4 1.6
Injury, poisoning and certain other consequences of external causes 0 0

Terrorist acts 0 3

External causes of morbidity and mortality 371 105 9.5 11.7] 10,690, 13.6 13.3 13.8
Total 1,029 29.2 274 31.0] 24,471 31.0 30.6 31.4

Data Source: CDC Wonder (http://wonder.cdc.gov)

Note: Rates for counts of less than 10 are considered unreliable. For these values, rates were neither calculated nor displayed

graphically.
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Figure 12. Mortality Per 100,000 Residents for 5-9 Year Olds by ICD10 Category

Comparing lllinois and the US, 2001-2005
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External causes of morbidity and mortality =
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0.0 1.0 2.0 3.0 4.0 5.0 6.0 7.0 8.0
lllinois us
95% ClI 95% CI

ICD10 Categories Count Rate Lower Upper |Count Rate Lower Upper
Certain infectious and parasitic diseases 19 0.4 0.3 0.7 443 0.4 0.4 0.5
Neoplasms 129 2.9 2.4 3.5 2,772 2.8 2.7 2.9
Diseases of the blood & blood forming organs & immune system 10 0.2 0.1 0.4 185 0.2 0.2 0.2
Endocrine, nutritional and metabolic diseases 22 0.5 0.3 0.8 465 0.5 0.4 0.5
Mental and behavioural disorders 2 42 0.0 0.0 0.1
Diseases of the nervous system 44 1.0 0.7 1.3 1,143 1.2 1.1 1.2
Diseases of the eye and adnexa 0 3

Diseases of the ear and mastoid process 0 1

Diseases of the circulatory system 37 0.8 0.6 1.2 692 0.7 0.6 0.8
Diseases of the respiratory system 39 0.9 0.6 1.2 666 0.7 0.6 0.7
Diseases of the digestive system 12 03 01 0.5 262 0.3 0.2 0.3
Diseases of the skin and subcutaneous tissue 0 13 0.0 0.0 0.0
Diseases of the musculoskeletal system and connective tissue 1 51 0.1 0.0 0.1
Diseases of the genitourinary system 3 54 0.1 0.0 0.1
Pregnancy, childbirth and pueperium 0 0

Certain conditions originating in the perinatal period 1 86 0.1 0.1 0.1
Congenital malformations, deformations & chromosomal deformities 32 0.7 0.5 1.0 962 1.0 0.9 1.0
Symptoms, signs and abnormal clinical & laboratory findings NEC 20 0.4 0.3 0.7 331 0.3 0.3 0.4
Injury, poisoning and certain other consequences of external causes 0 0

Terrorist acts 0 1

External causes of morbidity and mortality 214 4.8 4.2 5.5| 6,562 6.6 6.5 6.8
Total 585 13.1 12.1 14.3| 14,734 149 14.6 15.1

Data Source: CDC Wonder (http://wonder.cdc.gov)

Note: Rates for counts of less than 10 are considered unreliable. For these values, rates were neither calculated nor displayed

graphically.
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Figure 13. Mortality Per 100,000 Residents for 10-14 Year Olds by ICD10 Category

Comparing lllinois and the US, 2001-2005
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Congenital malformations, deformations & chromosomal deformities
Symptoms, signs and abnormal clinical & laboratory findings NEC

Injury, poisoning and certain other consequences of external causes
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External causes of morbidity and mortality )

Factors affecting health status and contact with health services. ‘

0.0 2.0 4.0 6.0 8.0 10.0 12.0
lllinois us
95% ClI 95% CI

ICD10 Categories Count Rate Lower Upper | Count Rate Lower Upper
Certain infectious and parasitic diseases 19 0.4 0.3 0.7 520 0.5 0.5 0.5
Neoplasms 105 2.3 19 2.8 2,836 2.7 2.6 2.8
Diseases of the blood & blood forming organs & immune system 15 0.3 0.2 0.5 224 0.2 0.2 0.2
Endocrine, nutritional and metabolic diseases 23 0.5 0.3 0.8 639 0.6 0.6 0.7
Mental and behavioural disorders 4 97 0.1 0.1 0.1
Diseases of the nervous system 71 15 1.2 2.0| 1,414 1.3 1.3 1.4
Diseases of the eye and adnexa 0 3

Diseases of the ear and mastoid process 0 7

Diseases of the circulatory system 49 1.1 0.8 1.4 1,097 1.0 1.0 1.1
Diseases of the respiratory system 61 1.3 1.0 1.7 873 0.8 0.8 0.9
Diseases of the digestive system 14 0.3 0.2 0.5 319 0.3 0.3 0.3
Diseases of the skin and subcutaneous tissue 0 12 0.0 0.0 0.0
Diseases of the musculoskeletal system and connective tissue 6 136 0.1 0.1 0.2
Diseases of the genitourinary system 3 90 0.1 0.1 0.1
Pregnancy, childbirth and pueperium 0 7

Certain conditions originating in the perinatal period 1 63 0.1 0.0 0.1
Congenital malformations, deformations & chromosomal deformities 33 0.7 0.5 1.0 1,002 1.0 0.9 1.0
Symptoms, signs and abnormal clinical & laboratory findings NEC 24 0.5 0.3 0.8 442 0.4 0.4 0.5
Injury, poisoning and certain other consequences of external causes 0 0

Terrorist acts 0 3

External causes of morbidity and mortality 373 8.1 7.3 9.0|] 10,117 9.6 9.4 9.8
Total 801 174 16.2 18.6] 19,901 18.9 18.7 19.2

Data Source: CDC Wonder (http:/wonder.cdc.gov)
Note: Rates for counts of less than 10 are considered unreliable. For these values, rates were neither calculated nor displayed
graphically.
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Trauma Registry, 2000-2005

Currently, there are 63 hospitals within Illinois designated as either a Level | (18)" or Level Il (45) trauma
center. These hospitals must submit data to IDPH on patients who (a) sustain traumatic injuries that
require treatment at a trauma center and are then admitted to a trauma center; (b) are transferred to a
trauma center; or (c) are dead-on-arrival or die in the emergency department. One of the strengths of the
Trauma Registry is that it captures information on the external causes of injury (E-codes).

The following are not included in the Trauma Registry:

= Patients admitted to a hospital that is not designated as a trauma center

= Those who die at the scene of a traumatic injury but are not transported to a trauma center

» Patients treated in the emergency department of a designated trauma center for less than twelve
hours.

Limitations

It is important to emphasize (as noted above) that the Trauma Registry does not contain all fatal and non-
fatal injury occurrences within the state of lllinois. The database maintains information on those fatally
injured cases brought to a trauma center or those whose injuries required inpatient admission to a trauma
center.

It is also important to note that, although there are currently 63 trauma centers, this number (as well as
Level | and Level Il designations) have varied during the years covered by this report.

A Trauma Registry record is generated by trauma centers on patients who meet the defined criteria as
described above. Therefore, duplicate records will exist for those patients transferred from one trauma
center to another during the course of their injury management (approximately 8 percent to 10 percent of
cases). For the purposes of this report, analysis was limited to records from receiving facilities only.

Comparison of 2005 to the Previous 5 Year Period (2000-2004)

Using E-Codes recorded in the trauma registry, causes of injury for 0-14 year old patients in 2005
compared to the previous five year period (2000-2004) as follows (Figure 14):

Q Similar percentages to those that appeared in the prior five year period for falls, firearms,
fires/explosions, intentional injuries/self-inflicted, and intentional injuries/inflicted by others

O A slightly lower percentage of motor vehicle crashes than appeared in the prior five year period
(22.7% vs 25.1%)

! Note: Two of the Level | Trauma Centers are designated as both Adult and Pediatric Trauma Centers,
and two others are designated as only a Pediatric Trauma Center.
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Figure 14. Causes of Injury for Children 0-14 Years Old for Cases Reported to the Trauma

Registry, Comparing 2005 to 2000-2004

B 2005 O02000-2004

Falls (Unintentional)

Fires and Explosions
(Unintentional)

Motor Vehicle Crashes
(Unintentional)

Firearm (All Intents)

Intentional Injury/Self-
Inflicted

Intentional Injury/Inflicted by
Others

All Other External Causes

Unknown
0.0% 5.0% 10.0% 15.0% 20.0% 25.0% 30.0% 35.0% 40.0% 45.0%

Cause of Injury 2005 95% ClI 2000-2004 95% ClI

(E-Code Group) Count | Percent| Lower | Upper | Count | Percent| Lower | Upper
Falls (Unintentional) 1,973 412% 39.8% 42.6%| 10,312| 40.7% 40.1% 41.3%
Fires and Explosions (Unintentional) 56 1.2% 0.9% 1.5% 297 1.2% 1.0% 1.3%
Motor Vehicle Crashes (Unintentional) 1,090, 22.7% 21.6% 24.0% 6,348 25.1% 245%  25.6%
Firearm (All Intents) 68 1.4% 1.1% 1.8% 398 1.6% 1.4% 1.7%
Intentional Injury/Self-Inflicted 17 0.4% 0.2% 0.6% 88 0.3% 0.3% 0.4%
Intentional Injury/Inflicted by Others 188 3.9% 3.4% 4.5% 906 3.6% 3.4% 3.8%
All Other External Causes 1,384 28.9% 27.6%  30.2% 6,883 27.2% 26.6% 27.7%
Unknown 16 0.3% 0.2% 0.6% 98 0.4% 0.3% 0.5%
Totals 4,792 100.0% 25,330, 100.0%

Data Source: IDPH lllinois Trauma Registry
Notes:

Transfers to superseding trauma centers were counted only for the receiving facility.

Percentages for counts of less than 10 are considered unreliable. For these values, percents were neither noted nor

displayed graphically.
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Motor Vehicle Crash, 2001-2006

The lllinois Traffic Crash Report Form is used to report traffic crashes that occur within lllinois. The officer
at the scene of the crash incident completes the report. The investigating police agency is then required
to forward a copy of the completed report to the Illinois Department of Transportation (IDOT) if the crash
involved death, injury and/or more than $500 damage to any vehicle or property. The traffic crash
database captures information on the frequency and severity of crashes within the state, demographic
characteristics of individuals involved in crashes, and scene characteristics such as weather and roadway
conditions.

Limitations

In 2004 IDOT implemented the Crash Information System (CIS), a new relational database for the
management of crash report data. CIS supports continuous record updates. This means that, for a given
calendar year, crash reports may be entered regardless of the lag time between the crash event and
electronic data entry. Continuous updates ensure database completeness from a management
perspective. However, users should be aware that the numbers of crashes and persons involved may
differ slightly based on when the data were received. For example, this report uses 2004 and 2005 crash
data provided by IDOT to EMSC in February 2007, and 2006 crash data provided by IDOT in June 2008.
Other sources may report different values for these years based on later datasets.

Comparison of 2006 to the Previous 5 Year Period for Motor Vehicle Crash Passengers

Demographics

For 2006, IDOT recorded 71,154 children between the ages of 0 and 15 as passengers in motor vehicle
crashes. The age and gender distribution for these children was similar to the distributions from 2001
through 2005 (Tables 3a, 3b), with a slight increase in unknowns for gender related to an increase in the
IDOT database entry of passenger records with limited information.

Table 3a. Motor Vehicle Crash Passengers by Age for 0-15 Year

Olds in lllinois, Comparing 2006 to 2001-2005

2001-2005 2006
Age Count | Percent | Count | Percent
0-3 Years 87,077 24.6% 17,825 25.1%
4-5 Years 43,650 12.3% 8,853 12.4%
6-9 Years 78,321 22.1% 15,841 22.3%
10-14 Years 105,821 29.8% 20,947 29.4%
15 Years 39,698 11.2% 7,688 10.8%
Total 354,567 100.0% 71,154 100.0%

Table 3b. Motor Vehicle Crash Passengers by Gender for 0-15

Year Olds in lllinois, Comparing 2006 to 2001-2005

2001-2005 2006
Gender Count | Percent Count | Percent
F 176,384 49.7% 35,088 49.3%
M 171,091 48.3% 34,307 48.2%
N/A 7,092 2.0% 1,759 2.5%
Total 354,567  100.0% 71,154 100.0%

Data Source: IDOT Motor Vehicle Crash Database
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Vehicle Types

Vehicle types associated with crashes for 0-15 year old passengers showed consistent trends over the
period 2001-2006. The percentage of sports utility vehicles increased from 9.1% to 17.2%, while the

percentage of passenger cars decreased from 62.0% to 54.1% (Figure 15).

Figure 15. Vehicle Types Associated with 0-15 Year Old

Passengers in Crashes, lllinois, 2001-2006

70.0%
60.0% -
50.0% - W 2001
02002
o
40.0% 02003
02005
20.0% - W 2006
o ji
0.0% -
Passenger car Van/mini-van Sport utility vehicle All other
Vehicle 2001 2002 2003 2004 2005 2006
Type Count | Percent| Count | Percent| Count | Percent| Count | Percent| Count | Percent| Count | Percent
Passenger car 39,026/ 62.0%| 42,956/ 60.1%| 42,802 58.3%| 43,838 55.8%]| 37,062 54.4% 38,488 54.1%
Van/mini-van 11,931 18.9%| 13,873| 19.4%| 14,431 19.6%| 15,248 19.4%]| 13,362 19.6% 14,234 20.0%
Sport utility vehicle 5,761 9.1% 7,929 11.1% 9,833 13.4%| 11,254 14.3%]| 11,044 16.2% 12,219 17.2%
All other 6,261 9.9% 6,731 9.4% 6,413 8.7% 8,205/ 10.4% 6,607 9.7% 6,213 8.7%
Total 62,979 100.0%| 71,489| 100.0%| 73,479 100.0%]| 78,545 100.0%]| 68,075 100.0% 71,154 100.0%

Data Source: IDOT Motor Vehicle Crash Database

Safety Equipment and Injuries
For 0-15 year old passengers involved in crashes, the use of safety equipment was associated with less
overall injury and less severe injury. In 2006, safety equipment was used by 88.6% of passengers who
had no injuries, 83.9% of passengers who had any type of injury, and 60.5% of fatalities. This is

consistent with the previous five year period (Table 4)

Table 4. Percentage of Passengers Using Safety Equipment

by Injury Severity, 0-15 Year Olds in Illinois, 2001-2006

Year [No Injury |Any Injury |Fatality

2001 86.7% 75.1% 31.1%
2002 87.2% 77.0% 50.0%
2003 87.9% 80.3% 46.2%
2004 82.0% 81.5% 45.8%
2005 84.2% 80.2% 47.6%
2006 88.6% 83.9% 60.5%

Data Source: IDOT Motor Vehicle Crash Database

Note: Safety Equipment Use consisted of passengers with child restraint used or safety belt used.
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Comparison of 2006 to the Previous 5 Year Period for Pedestrians and Pedalcyclists

Demographics

In the 0-15 year old age group, there were 1,510 pedestrians and 1,008 pedalcyclists involved in crash
incidents in 2006. For both of these groups, the percentage of older children was higher in 2006 than in
the period of 2001-2005 (Figure 16).

Figure 16a. Pedestrians Involved in Crashes by Age for 0-15

Year Olds in lllinois, Comparing 2006 to 2001-2005

50.0%
40.0%
30.0% ©2001-2005
20.0% B 2006
10.0%
0-3 4-5 6-9 10-14 15 Years
Years  Years Years Years
2001-2005 2006
Age Count | Percent Count | Percent

0-3 Years 667 7.7% 132 8.7%

4-5 Years 877 10.2% 136 9.0%

6-9 Years 2,625 30.4% 392 26.0%

10-14 Yeat 3,667 42.5% 676 44.8%

15 Years 798 9.2% 174 11.5%

Total 8,634/ 100.0% 1,510 100.0%

Figure 16b. Pedalcyclists Involved in Crashes by Age for 0-15

Year Olds in lllinois, Comparing 2006 to 2001-2005

70.0%
60.0%
50.0%
40.0% 002001-2005
30.0% W 2006
20.0%
10.0%
0.0% T T

0-3 4-5 6-9 10-14 15 Years
Years Years Years Years

2001-2005 2006
Age Count | Percent | Count | Percent
0-3 Years 49 0.8% 11 1.1%
4-5 Years 209 3.3% 24 2.4%
6-9 Years 1,472 22.9% 217 21.5%
10-14 Yeal 4,026 62.7% 620 61.5%
15 Years 668 10.4% 136 13.5%
Total 6,424 100.0% 1,008 100.0%

Data Source: IDOT Motor Vehicle Crash Database
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There was little change in the distribution of these cases by gender in 2006 when compared with 2001-
2005 (Table 5). Males predominated as both pedestrians (62.6%) and pedalcylists (77.9%).

Table 4. Percentage of Passengers Using Safety Equipment by

Injury Severity, 0-15 Year Olds, Comparing 2006 to 2001-2005

Pedestrian Pedalcyclist
2001-2005 2006 2001-2005 2006
Gender Count | Percent | Count | Percent [ Count | Percent | Count | Percent
F 3,290 38.1% 565 37.4% 1,511 23.5% 223 22.1%
M 5,241 60.7% 945 62.6% 4,839 75.3% 785 77.9%
N/A 103 1.2% 0 0.0% 74 1.2% 0 0.0%
Total 8,634 100.0% 1,510 100.0% 6,424 100.0% 1,008 100.0%

Data Source: IDOT Motor Vehicle Crash Database

Pedestrian Fatalities by Age Group
As in the previous five year period, a higher percentage of fatalities occurred for younger pedestrian
victims in 2006 (Figure 17).

Figure 17. Percentage of Fatalities for Pedestrian Victims by Age for

0-15 Year Olds in lllinois, Comparing 2006 to 2001-2005

[02001-2005 W 2006

5.0%

4.0%

3.0%

2.0%

1.0%

N = | W

0-3 Years 4-5 Years 6-9 Years 10-14 Years 15 Years
2001-2005 2006
Age Victims | Fatalities | % Fatal | Victims | Fatalities | % Fatal

0-3 Years 667 19 2.8% 132 4 3.0%
4-5 Years 877 7 0.8% 136 6 4.4%
6-9 Years 2,625 24 0.9% 392 3 0.8%
10-14 Years 3,667 35 1.0% 676 2 0.3%
15 Years 798 7 0.9% 174 1 0.6%
Total 8,634 92 1.1% 1,510 16 1.1%

Data Source: IDOT Motor Vehicle Crash Database
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Appendix: Methods

The following methods were used in this report. They consist of recoding of diagnosis groups, calculation
of mortality rates, and the application of confidence intervals.

Recodes

The code groups used in this report to categorize diagnoses and causes of injury are based on
established sources for persons of all ages. However, a focus on children resulted at times in small
numbers for some of these groups and/or an excessive number in the catchall “other” categories. As a
result slight modifications were made in the code groupings for these datasets.

ICD-9-CM Diagnosis Recodes

The diagnosis categories are based on code groups used in the EMS Reporting System, a web-based
tool available on the IDPH web site (http://app.idph.state.il.us/emsrpt/index.htm). This categorization was
modified from the Community Health Information System (CHIS), a data set originally developed by the
Illinois Hospital Association. The categories were modified to identify diagnosis groups found for children,
as shown in Table A-1.

Table A-1. Diagnosis Categories Used in Report

Modified Groups for Report Codes

Appendicitis 540-543

Birth Defect 740-759

Cancer / Chemotherapy Encounter 140-208, 235-239, V581
Cellulitis 681-682

Child Abuse and Maltreatment 995.5, v61.21

Delivery D370-375

Diabetes 250

Digestive System - Non-Infectious
Epilepsy / Convulsions

Heart Disease

Hypovolemia

Infection — Intestinal
Infection/Parasitic — Other

Infection — Septicemia

Injury

Mental Disorders

Musculoskeletal & Connective Tissue Diseases
Newborn

Otitis Media

Poisoning

Pyelonephritis

Pyrexia Unknown Origin
Rehabilitation

Resp. System — Asthma

Resp. System - Infection, Acute Respiratory
Resp. System - Pneumonia/lnfluenza
Resp. System — Other

Sickle Cell Anemia

Urinary Tract Infection / Cystitis

All Other Diagnoses

529-537, 550-579

345, 7803

393-398, 402, 404-429
2765

001-009

010-139 (excludes 038)
038

800-959

290-319

710-739

D385-391

381-382

960-989

590

7806

D462

493

460-466

480-487

470-478, 490-492, 494-519

282.6
595, 5990
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Cause of Injury Groups

The groups for cause of injury are based on the EMS Reporting System, a web-based tool available on
the IDPH web site (http://app.idph.state.il.us/emsrpt/index.htm). This categorization was based on groups
of selected ICD-9-CM codes for external cause of injury (E-Codes). Further modifications helped identify
cause of injury categories for children, as shown in Table A-2.

Table A-2. Cause-of-Injury

Categories Used in Report

Modified Groups for Report  Codes
Bicycle E826

Burns E890-E899, E924
Cutting/Piercing E920
Drowning E910
Environmental E900-E909
Explosives E921-E923
Falls E880-E888
Unintentional Firearm E922-E922.9
Foreign Body E914-E915
Homicide E960-E969
Motor Vehicle Crash E810-E825
Struck by Object E916-E918
Suicide E950-E959
All Other

Mortality Rates

Mortality rate calculations and presentation were performed in a style consistent with the lllinois
Department of Public Health’s Vital Statistics lllinois 1999 (lllinois Center for Health Statistics, Springfield,
IL, October 2001). In particular, crude death rates and cause-specific death rates were calculated as
noted in that publication’s Appendix 2 (page 1V-14). Also the repression of unreliable rates for values less
than 10 is described in Appendix 1 (pages IV-4 and IV-5). This appendix is also available online
(http://www.idph.state.il.us/vital/pdf/appendices. pdf).

All data for mortality rates, for both numerator (deaths by underlying cause) and denominator (population)
were obtained from the CDC Wonder web site (http://wonder.cdc.gov).
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Confidence Intervals

Confidence intervals were used in the same manner as in the publication Vital Statistics Illinois 1999
(lllinois Center for Health Statistics, Springfield, IL: Illinois Department of Public Health, March 2003, page
IV-5). To quote from that source:

In general, vital rates should be thought of and treated as estimations of “true” underlying rates.
When the number of events is very large, the calculated rate will approach the value of the
underlying rate. However, the opposite happens as the number of events becomes small and
thus the rates are subject to greater chance fluctuations. Commonly, 90 or 95 percent confidence
intervals or probability ranges can be calculated for rates. A 95 percent interval means that the
true rate has a 19 in 20 chance of lying within the specified rate (which is normally distributed,
meaning there is a central tendency within the range). See the lllinois Center for Health
Statistics’ Vital Statistics Basic Research Series articles “The Pros and Cons of Standardized
Rates” (Vol. 2, No. 1) and “The Interpolation and Practical Limitations of Mortality Measures” (Vol.
2, No. 4) for further discussion of confidence intervals and their calculation.

For this report, confidence intervals were calculated according to Joseph L. Fleiss’ Statistical Methods for
Rates and Proportions, Second Edition (John Wiley & Sons, Inc., New York, 1981). In particular, the
upper and lower limits are described in two equations in section 1.4, “Inferences About a Single
Proportion” (page 14). These equations were used for both rate and percentage confidence intervals.
The same approach for rates was used by the lllinois Department of Public Health in its publication
Adverse Pregnancy Outcomes in lllinois: County-Specific Prevalence and Related Infant Mortality, 1989-
1998 (Epidemiologic Report Series 2000:4, Division of Epidemiologic Studies, Springfield, IL: lllinois
Department of Public Health, May 2000).

40 o




