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Background
 Pediatric urgent care centers (UCCs) rapidly expanding within the Nicklaus Children’s Hospital system
 9 UCCs currently
 1 more UCC to open before the end of 2017
 In 2016, over 118,000 Urgent Care Visits
 Services to the tri-county area – Miami-Dade, Broward, Palm Beach

   In November 2014 it was discovered that the Emergency Medical Treatment and Active Labor Act 
(EMTALA) law applied to these UCCs
 Transfer guidelines needed 8 components for compliance
 Patients needed to be prioritized in terms of severity of illness instead of order of arrival
 100% compliance needed as soon as possible after gaps identified 
  Multi- disciplinary task force (nurses, medical providers, quality and regulatory department 

personnel) organized to address and correct gaps

Leveling
 Live system wide in 10/2015
 Current practice was to see patients in order of arrival rather than by acuity. 
 Nursing team at the UCCs previously recognized higher acuity illnesses based on relatively subjective criteria
  New policy streamlined a process to improve the quality of care provided to our patients by using a primarily 

objective leveling system to identify higher acuity patients and ensure they are seen quicker
  Simplified leveling system based on Emergency Severity Index (ESI) guidelines and literature review of best 

practices
 Based on symptoms, severity of illness or history  and potential number of resources to be used for treatment
 Level assigned in intake by the nurse
 Guides medical provider as to the order in which to see patients
 Guide comprises of: 
 Diagnoses
 Parameters
 Symptoms
 Definition of resources
 Normal vital signs

Conclusions / Significance
 35.9% decrease in LOS for 2016
 Critical patients being seen and transferred to higher levels of care such as Emergency Rooms more quickly
  Monthly evaluations of length of stay and amount of critical patients being seen at the UCCs are evaluated and 

increased staffing correlates to these patterns.
 UCCs maintaining their 90 minute target for average length of stay for each patient visit.

Leveling
 Detailed guide developed and updated
 Intense staff education
  Colors embedded in electronic health record (EHR) and  visible 

on tracking board for all (especially medical providers) to see

RED level:  Patient needs immediate medical attention. These patients may be presenting to the intake nurse with 
compromise in one or more areas. EMS 911 transfer to a higher level of care may be a depart disposition 
by the physician once the MSE is performed. 

YELLOW level: Patient presents with a serious illness/ injury yet stabilization status is not expected to deteriorate. 

GREEN Level: Patient presents with relatively minor complaint (s) or injury. Patient’s status is unlikely to deteriorate. 
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Purpose
 To describe metrics and methods used to: 
  Develop an innovative leveling process to categorize, treat and expedite transfers of the critically ill 

pediatric patient population to a higher level of care (as needed) from a pediatric urgent care center 
in the outpatient setting.

Practice Change
  Acuity of patients seen in the UCCs are similar to those seen in the Emergency Department, however, 

complexity is not as high and they typically require less resources. 
  Developed a simplified leveling system based on current Emergency Severity Index (ESI) guidelines and 

information from a literature search of best practices (Marx, et al, 2013). 
  Further research was conducted and 3 levels of severity to categorize patients was created.  
  3 levels: RED, YELLOW, and GREEN with Red being most severe and Green low severity. 
  Guides the physician to the order by which to complete the Medical Screening Exam (MSE). 
  The use of mostly objective information gathered upon initial intake of the patient is used. 
  When initial intake is performed by a nurse, a standard process is used to level the presenting severity 

and thus noted in the medical record documentation. 
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Guide to Examples of RED Level Conditions: 

Active Seizures 

Anaphylactic Reaction (onset in minutes to hours) 

• Respiratory Compromise (dyspnea, wheeze, stridor, hypoxemia) 
• Reduced systolic blood pressure 
• Hypoperfusion (e.g. Syncope, incontinence, hypotonia) 
• Skin and/or mucosal involvement (hives, itch-flush, swollen lips, tongue or uvula) 
• Persistent gastrointestinal symptoms 

Burns – full thickness. Partial thickness burns in the face over more than portion of the body  

Cardiopulmonary Arrest 

Comorbidity history with exacerbation and/ ill looking presentation  

Drowning or near drowning 

Fractures of long bones (suspected or verified) 

Febrile infant <28 days of age with fever >100.4 F (38.0 C) rectal temperature  

Hemophilia patients with possible acute bleeds 

• Joint pain or swelling 
• History of fall or injury 
• Vital signs and/or mental status outside of baseline 

Hypothermic infants <90 days of age with temperature <97.7 F (36.5 C) rectal temperature 

Immunocompromised patients with fever 

Ingestion of toxic items 

Mental status changes or abnormalities / suicidality / homicidality/ overdoses 

Major Head Trauma with hypoventilation and / loss of consciousness and/ or  vomiting and / or signs of increased ICP such as 
fixed or unequal pupils 

Moderate to severe croup 

Motor vehicle accident victim 

Open fractures 

Ocular emergencies eg. Chemical splashes, significant trauma 

Pain level of >8 on a 10 point scale with 10 being the most severe (with signs of distress) 

Petechial Rash in a patient with Altered Mental Status (regardless of age) 

Respiratory Arrest 

Respiratory Distress (Tachypnea, Tachycardia, Increased Respiratory Effort, Abnormal sounds such as grunting, absent breath 
sounds,  Altered Mental Status) 

Respiratory Failure 

• Hypoventilation – O2 Saturation < 90% 
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Quarter 3/2015 =   Length of stay (LOS) 128 minutes  

(Pre-Leveling)
Quarter 4/2015 =  Leveling introduced system wide

Quarter 4/2016 = LOS 82 minutes 
Overall Results = 35.9% decrease in LOS

Length of Stay Results

Length of Stay (Minutes)

3/2015 1/2016 2/2016 3/2016 4/2016 Linear (3/2015)
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