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PED ED

tending Coverage 24h 5d/ week

mission rate
APP shortages

d Border and Psychiatric patients
Unable to accept all transfers









Codes RCT- increased

additional training
42 /peds.112.2.291. PMID: 12897276

3 Aug;112(2):291-5.
Iticenter (multi-state) assessment of
tocols

merg Prep Score 75%

izure 69 %

o For asthma 64 %

o Small and independent practices worse
== Pediatrics September 2021; 148 (3): e2020038463. 10.1542/peds.2020-038463



uestion

bag does your practice carry?

Pediatric and Adult



ficulty Breathing

o the clinic for sick visit. 3 days of
ow increased work of

mild interm asthma

RR 36 sat 94% with mild wheeze
ly and moderate increased WOB

do you do?

d to ED via private car

= B) Send to ED via ambulance

= C) Give albuterol treatment

= D) Give albuterol/ipratropium treatment




STHMA

about calling EMS- but you need
acerbations

start treating
you start ste

teroid do you use in your office?
nisolone
amethasone tablets

= O)1
- = D) Methylprednisolone

M Dexamethasone



t of action

as a faster onset of action?

f action 3-8 hours regardless of route
ERRespiratory Care June 2018

L High dosenot better- Cochrane Database Syst Rev. 2001



Steroids for Asthma

and often

flent (multiple studies)
Ve

lig “97, Gries "00)

similar to de: geshi ‘01)

ingle dose PO dex equal to 5d pred (Altamimi 06)
1 rate of rin dex v pred oo 70

mg/ kg (Max dose 12mg)

S8 Pex equal (Martin '22)

- Palatab 18 K8Y (Qureshi ‘01, Hendeles '03,)
| = Give IV formulation of Dex orally

= PLEASE START THEM IN THE OFFICE



teroids (ICS) for Acute
Asthma

—analysis— J Emerg Trauma Shock. 2020 Apr-Jun;

ne for mild-mod exacerbations

ospitalization

studies have shown shorter LOS, less beta-
sts, better FEV1, < pituitary supp

work more quickly 2h v 4h

od/severe ICS-formoterol in a single

inhaler daily controller and reliever
2020 NIFMASthma Mangt Guidelines

Consider cost and freq of dosing




Béta-Agonists

cer is equal or better then neb (cusio-
sis '04)

olizing viral pathogens

peeSROureshi ‘05, FaraciSammani ‘05, Ralston '05, Andrews "09)
neral, use the least costly

Do not forget IM epi 110 2022 1un;77(6):563-572

Skg-10kg: 4 puffs

=10kg-20kyg: & puffs
=20kg: 8 pufiz




holinergics

rter LOS and # of treatments

):748-52. doi: 10.1542/peds.103.4.748. PMID: 10103297

r for severe asthma iomici 0o,
HLBI report "09)

r if effective for mild exacerbations

ctive once hospitalized (Goggin and Craven '01)

m 3 back-to-back alb/ipratropium



WERES

t in severe attacks increase in

e DB PCTs look - discharge rate (50% d/c’d)

RN 2020- No increase in revisit if d/c’d
increase hospitalization

= Dosing 25-75mg/kg max 2g over 20min (in
- comparison 4-5¢g/h for preterm labor)

fagne :
<13kg: 54}-?5rrg.'hg IV ower 20 min x1

13-25kg: 1g IV over 20 man x1
=28kg: 2g IV over 20 min x1




etamine

ilatory effects
ication for sedation

etamine infusion showed

' WEWEE

the drug of choice for intubation
leu ‘86, '87)



Heliox

ar airflow but limited by

i 05 and Rivera "06)



Asthma Clinical Pathway: Acute Phase

Version: 4.0 Revisad: Mow 2022

Patient With Asthma
Presanting o The ED

Mild Moderate
WARME' Scora 1-3 WARME! Score 4-5

' .

‘Weight-basad albutencl® via MDI =1 ‘Welght-bazed albuterol® via MDI g20min x3 Administer Albuterol/|pratropsum Duoneb 3

{Initizgted within 60 min of srmival) a3 a single high volume doss over 30 min™
“May consider sdaimg T.5mg atwterol to

Owral corticostencids® within 60 minutes stack to tols! Smyg albutenod in esch duoneb™
(ideally ASAP. with first sibutenol dosing)
IV access: consider WVBG. BMP. CBC. IVF

May consider adding foratropiun® MO stack
IV corticosteralds® (if not already given)
Supplemental 02 to achieve 02 aat =50% *PO sterpids® if chalemping'delayed access

Send COVID swab (includes RS/ Fiu) IV magneshem®™

4 J’ Supplemeantal O2 to achieve 02 sat >50%
If improved reassess gihto If no improvement
determine frequency of of Increase in WARME Send PRO swab (add biofire for cohorting)
continued albuterol therapy soore procesd bo top of l.
depending on cinical severity sEvens pathway
ED Discharge Instructions s ——
- @ihpm Ry ‘l‘ to grey Doxes on
* gl cxviicotmd | Need for autsrol earker than 2n mark? | Moderate
pattway

= |f prednisone 2-4 sdditional days of

therapy
= |f dexamethasone, follow up with PCF in m
24-38 hours to conaider 2™ dose r Initiate weight-based continuous albuterol®

= fiu with PCP/Pulmonalogist anticipated wia HFMIC 6-8L'min
= FEAS0Ns o retern o ED Owder |pratropiem nebas* géh

- mlﬂwm,lﬂlﬁ‘.m&, o *

Altered mental stabus or
i = floor exclusion criteria® present 7

Table 1: WARME SCALE

End-axpiratory Entire Exp, any Insp

Ona area decreased More than one area decraased

Tachypnaic -

Subcostalintercostal | Any neck or abd retractions

Exp > 3x Insp -







sase: 9 year old with hives

orought to the office for hives
1utes ago after she ate candy

R 20 HR 120, BP 110/ 62

anxious, with obv
1ities

€ >at Y

s hives on face and

I': No angioedema
lear, no wheeze
: cap refill normal

= What would you do?



What would you do first?

nem to the ED



Jyear old with hives
(updated scenario)

is brought to the office for hives that
es ago after she ate candy, now

EENT: No angioedema
UL: Clear, no wheeze
= EXT: cap refill normal

= Vomits on your shoes
= What would you do?




What Do You Do First?



:_oId with hives
(Updated Scenario)

male is brought to the
at started 30 minutes ago after

anut allergy, asthma
brile, Sat 97%, R HR 160, BP 110/62

anxious, with obvious hives on face and extremities
: No angioedema

scattered wheeze

o refill normal

hat would you do?



What Do You Do First?


https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=6&ved=2ahUKEwj0rJrcgeDlAhVErZ4KHTHMD5EQFjAFegQICBAC&url=https://www.aaaai.org/Aaaai/media/MediaLibrary/PDF%20Documents/Practice%20and%20Parameters/2015-Anaphylaxis-PP-Update.pdf&usg=AOvVaw2Hy4DPswXepnEVxHx1ByXb

riné and Anaphylaxis

eases late-phase reaction (1.cc 00,
igh risk-severe, multi-dose, poor response)

o steroids, 92% anti-

stered epinephrine 69% of
me while EMS providers only 36% rrehos

g. 2014

epl only with arrest or severe hypotension

(Eiebernyamn '05)

1 Only 25-63% pts sent home with epi auto-
injector (Clark™05, Russell "10)

» Rx 2 devises




Anaphylaxistis highly likely when any one
of the 3 criteria are fulfilled:
an illness (minutes to several hours)

of the skin, mucosal tissue, or both (eg,
itus or flushing, swollen lips-

AST ONE OF THE FOLLOWING

atory compromise (eg, dyspnea, wheeze-
sm, stridor, reduced PEF, hypoxemia)

ed BP or associated symptoms of end-organ
(eg, hypotonia [collapse], syncope,

(1

S continet



AfEphylaxis is highly likely when any
oNeof the 3 criteria are fulfilled:

e of the following that occur rapidly
- allergen for that patient

ours):

kin-mucosal tissue (eg,

h, swollen lips-tongue-

espiratory compromise (eg, dyspnea, wheeze-
10spasm, stridor, reduced PEF, hypoxemia)

duced BP or associated symptoms (eg,

hypotonia [collapse], syncope, incontinence)

d. Persistent gastrointestinal symptoms (eg, crampy
abdominal pain, vomiting)




ANEphylaxisiis highly likely when any
oNeof the 3 criteria are fulfilled:

after exposure to allergen for
es to several hours):

nfants and ¢ n: low systolic BP (age

) or greater than 30% decrease in systolic BP
oex?2)
\dults: systolic BP of less than 90 mm Hg or

e than 30% decrease from that person's baseline

-

d

They have high sensitivity (96.7%), reasonable
specificity (82.4%), and a high negative predictive
value (98 %) Sicherer 2017



are different

ten a known allergy

ed to consider tachycardia and other
more subtle symptoms



1 benefit at preventing late-phase
IN(Sampson aric e man '06)

e Rev '10 - no god studies (Choo)

bo-controlled trials
fIeTiEl against use Resuscitation. 2021 Apr 23;163:86-96

= for asthmatics or steroid deficient
W Cydulka "83)

@ Will use with hx of late phase rxn or really sick



ommon Scenario

naphylaxis prior to arrival.

ycardia (before epi—CV effect)

administer EPI? How long do you
them (if at all)?
es mast and basophils via 32 receptor

= [onger observation w/o epi?
s Low threshold to administer






- Case

to the office after swallowing a
(2pm) No choking or
estion. Now has no

trial
for CXR
D) Send them to the ED



se Cont’

ows FB in the stomach.

wel regiment
em to strain the stool for the FB

ure

o~
e’s kid in fellowship swallowed to quarters * » A
the nickname? L3



Adjusted

to the office after choking on a
(2pm). Initially choking but
ow is drooling and looks

trial
for CXR
= D) Send them to the ED



e Adjusted

to the office after gagging on a
(2pm). Initially choking but
ow has a mild cough and

= B) PO trial
- = ) Send for CXR
= D) Send them to the ED



Adjusted

o the office after gagging on a
orning. Initially choking

ime. Now complaining of
ain. |

this CXR







this film you...

t it will often pass but need
everal hours

elp pass then repeat film
to the ED fo rgent procedure
to ED for GI consult







oes this view change you
mind...

hat it will often pass but need
in several hours

epea
PO to see if it will help pass then repeat film
Send to the ED for emergent procedure
Send to ED for GI consult










ngested FB

items will likely pass as long as

lly need to be extracted

type batteries- lethal due to its

ical discharge current that causes tissue
nd liquefaction necrosis within 2-3 hours
estion.

le magnets = BAD

Most objects < 1 inch (2-3cm) will pass
= Pediatr Ann. 2001;30:736-42



d Foreign Body

onchoscopy for FB
king episode
o oh, wheeze, rales or any

al Findings on CXR (PNA,
lation, atelectasis)

and Seeds higher risk






Se: 1 year old with a seizure

1 year old female brought to
r to 104 since last night

SIAN WA rEat G
s(@irictilation



'hat to tell EMS? ,
treatment-Resp Support
EMS = 5 minutes

3s = seizure stops, color improves, somnolent,
, very warm to touch

Further treatment? Treat the fever!



nzodiazapines

ne in your office/practice?



N Meds

eds for seizure?



ire Medications

% NRB (multiple sizes)

zepine (may repeat)

g) Max 4mg

fii{tecovery) (Chamberlain, 2014)

10mg (Best non-IV)

‘olam also buccal, IN (} OMIZER) (Nayzilam >12y)
iElaZ2asifast Diazepam rectal liatr Pharmacol Ther. 2013 Apr;18(2):79-87
d Buccal most cost-effective = '« Curr 2018 Jan-Feh:18(1):27-28

IV (0.2mg/kg) Max 8mg

>pam short anti-epileptic effect

am IN (Valtoco 6-11y) is effective and now available

peak but lasts longer
NERIOINEIENRENES» 2025 Aprr;20(3):758-766, NeurologyLive June 2021 Volume 4 Issue 3

am IM (0.2mg/ ke

Rectal Benzodiazepine
= Diazepam (Diastat) 0.5mg/kg:1-5y, 0.3mg/kg:6-11y, 0.2mg/kg: >11y.

MAX 20mg 2- 10m1n for eftect






e C: Vasvagal Syncope
m D: Trauma






90 You Have Naloxone?









- Case

ith foreign body in their nose.
] drainage. No bleeding. No

er to outpatient ENT within 1 week
empt removal in office
ends on what it is, where it is etc



Nasdl Foreign Bodies

Indications:

= All nasal foreign bodies
should be removed

Contraindications/Refer:
m Penetrated cranial vault

= Tissue damage and
NeCcrosis

R
http://www.momwithastethoscope .wordpress.com

= Inability to remove



EquUiIpment

» Alligator Forceps

e Parent’s Kiss
(Self-Inflating bag

o Katz Extractor




WHo hds serformed the “Big
“In their office



PArentis Kiss: Technique

If-inflating bag or parent

rocedure

Obstruct uninvolved side

lace bag-mask over the
mouth

I parent can blow into child’s
outh (*have forceps ready)

= Foreign body “pops” out nare
= 60% success rate

O Oider child can
“blow”

King. Textbook of Pediatric Emergency Procedures 2000.
Botma et al. Journal of laryngology and otology. August 2000.



BEAEXTractor: Technique

STEP THREE

http://www.inhealth.com/katz/aboutkatz.htm



Choosing a method

kiss
Space around or through B J
Consider other methods ==—@WNQ®' O "=

big kiss fails consider oxmetale (Afin)

ard objects difficult to grab with alligator try
onet

= Katz usually quicker




[Procedural Care

he other nasal
d ears for foreign

http:/ /www .emed.ie/HE-ENT/ENT/Mothers_Kiss.php

arn parents to expect
epistaxis



MEMBER

| nasal
1S a FB until
ven otherwise!






[

{

IS COITEeC

— What



http://images.google.com/imgres?imgurl=http://www.coderedcpr.com/images/sub-page-images/AAPLogo.jpg&imgrefurl=http://www.coderedcpr.com/training.html&usg=__61x0B7DN2vy9TaaaO4OXidK_NHE=&h=1378&w=1376&sz=73&hl=en&start=1&um=1&tbnid=WagQ7IDWRFiMyM:&tbnh=150&tbnw=150&prev=/images?q=American+Academy+of+Pediatrics&um=1&hl=en

@ VASCULAR ACCESS
= Butterfly needles
= [V catheter

= Arm boards, tape,
tourniquet

m [ntraosseous
needles/drill

= [V tubing

» Pulse oximeter

Committee on Pediatric Emergency Medicine. “Preparation for Emergencies in the Offices of
Pediatricians'and Primary Care Providers.” Pediatrics 2007: 120(1):2000-212.


http://images.google.com/imgres?imgurl=http://www.coderedcpr.com/images/sub-page-images/AAPLogo.jpg&imgrefurl=http://www.coderedcpr.com/training.html&usg=__61x0B7DN2vy9TaaaO4OXidK_NHE=&h=1378&w=1376&sz=73&hl=en&start=1&um=1&tbnid=WagQ7IDWRFiMyM:&tbnh=150&tbnw=150&prev=/images?q=American+Academy+of+Pediatrics&um=1&hl=en

ergency Supplies

. Sp glucose test
= Stiff neck collars

Committee on Pediatric Emergency Medicine. “Preparation for Emergencies in the Offices of
Pediatricians'and Primary Care Providers.” Pediatrics 2007: 120(1):2000-212.


http://images.google.com/imgres?imgurl=http://www.coderedcpr.com/images/sub-page-images/AAPLogo.jpg&imgrefurl=http://www.coderedcpr.com/training.html&usg=__61x0B7DN2vy9TaaaO4OXidK_NHE=&h=1378&w=1376&sz=73&hl=en&start=1&um=1&tbnid=WagQ7IDWRFiMyM:&tbnh=150&tbnw=150&prev=/images?q=American+Academy+of+Pediatrics&um=1&hl=en

mergency Medications
m STRONGLY

RECOMMENDED

= Antibiotics
(Ceftriaxone)

= Anticonvulsants
(Benzodiazepine)

= Corticosteroids

= Diphenhydramine

. Elpirae&) rine 0.1mg/ml

ylaxis/croup)
<4y 2.5ml, > 4

(cardlac resusc1tat10n)
= Fluids (NS, D51/2NS,

= 25% dextrose, oral
rehydration solution)


http://images.google.com/imgres?imgurl=http://www.coderedcpr.com/images/sub-page-images/AAPLogo.jpg&imgrefurl=http://www.coderedcpr.com/training.html&usg=__61x0B7DN2vy9TaaaO4OXidK_NHE=&h=1378&w=1376&sz=73&hl=en&start=1&um=1&tbnid=WagQ7IDWRFiMyM:&tbnh=150&tbnw=150&prev=/images?q=American+Academy+of+Pediatrics&um=1&hl=en

QUESTIONS?







Edlr Foreign bBodies

All aural foreign bodies should be removed

= Emergent removal rarely needed (insect,
penetrating, battery)

= Consider audiology if concern for injury

Foreign body

w
|58
=
=
x
"o
L
o
X
L&)
P~
a
™~
[z



EquUipment

e equipment
ar curettes
Molded paper clips

Ear irrigation equipment

= Forceps
Skin adhesive on a cotton tip applicator

= Tailor equipment to type of foreign body

http:/ /www .claflinequip.com



.i>) f'\ —_ . >~ % ” L % ’J - ‘ P g~ : 9 19
& @y ! { { [ aS el
.‘ " W ] fi - \ )b ny | ) P P E 1 U I \ ! '

= If hole

» [nsert hook into hole and
remove

= If no hole

= Use hook to go beyond
the object and work it
forward

= [f cannot pass removal
device beyond consider
tissue adhesive

http:/ /chandrajayasuriya.com/?q=node/28



Jssue Adnesive

http:/ /academiclifeinem.com/ trick-of-the-trad e-ear-foreign-
body/



Food or Paper

= Use a hook or ear curette
= Irrigation should be avoided
= May cause it to swell (food) or stick to sides

(paper)

King. Textbook of Pediatric Emergency Medicine Procedures 2000.



ecls

ak into several

http:/ /bestpractice.bmj.com/best-
practice/monograph/434 /resources/image/bp/4.html



of alkaline electrolyte
from battery



) P Y Py o « o~} e | g
POST Procedural Care

m Check other ear for
foreign bodies

= Consider antibiotic drops

s Indicated with trauma to ear
canal

= + Topical steroid
= ENT referral
= Ruptured TM

= Significant trauma during
procedure

= [nability to remove object

=
~







mes to your office with a red, swollen right
blond hair and thinks there is a strand
tried to remove it at home

rs and now come to you for help.



Dorsal surface Extensor tendon

- Dorsal
nerve, artery, and vein

Flexor tendons

C T —

. —— Palmar vein, artery,
and nerve

Palmar surface




ps
or Ear curette



NOTisurgical




Complications

* Damage to neurovascul
incision site infection

After Care
Passive drainage

Ensure improvement in s
Assess NV statu
Tetanus ppx 1

Reevaluation ir
constricting bar
has improved, :




ear-old boy developed a subungual
na of the right index finger after getting it
> car door.



Distal edge

Lateral of nail plate

nail fold

Cuticle

\

Nail bed Eponychium

Nail plate

Lunula —_

Distal nail

Cuticle ol

Eponychium

Anterior
ligament

Nail matrix Posterior ligament



‘'w/ handle

essing



Electrocautery

, Subungual
/ hematoma

—m T_ (liquid)




Complications

* bleeding, infection

After Care

* soak the digit in warm
days, redressing it after eac

 fracture care

* anticipatory guide
for 1-2 days; the
persist days-weel
will take at least







hank You

cedented time in Pediatric
ICine

but nationally and

> all in this together and trying the best
to care for all sick children

contact me with questions (or positive
nces) ACohen7@partners.org



CASE

ime wheezing. 1 day of URI and
ing fairly well.
w asthma

s), mild retractions, diffuse
% RA

. None of above



Continued

) =il

d you do?

it or transfer to admit



uidelines 2014

disease
Prematurity, Cardiopulm dz,

nta sat persistently < 90%

hydration stat

dilators should not be used

pertonic saline in ED

Ralston 2014 Pediatrics



0 to Home



MassGeneral Hospital for Children
Clinically-Diagnosed Bronchiolitis in Children 1 month old and above

57

MassGeneral Hospital s L ARl p—
for Children- espiratory , dyspnea, persistently<90% on

e R ee——] |  You Get:

it et Decrease Abx-Wilson 2002
Shorter LOS- Bryan 2017

s | s Lower cost- Bryan 2017

2-12 mo 50-59

2-12 mo 60-69 2-12mo 270

Routine management: ] _ 1224mo 5059 | 12-24mo 260 Start HFNG 8Limin (/a8 or 20Limin (ped) FiO2 100% DeC re ase Beta-ag() niSt U.Se
Minimize IVF, prefer NGT/PO , calm,

; F 5 f . i Wean FiO2 to keep Sa02 at 90% to avoid O2 toxicity
Spot check if Sa02 persistently >90% : el : NP for the first 2 hours of HFNC g
Wean 02 if Sa02 persistently >90% ' : IV access and start IV fluids, consider NS bolus Mltt al 20 14

== = Decrease CXR- Mittal 2014

intercostal,
subcostal,

e Decrease Steroid use-Mittal 2014
Team Huddle (Senior, RT, RN) at 1 hour mark

breathing)

Nowheezing or | Scattered Severc
crackles. wheezing with | wheezing wheezing
end expiratory (diffuse (diffuse
wheezes and expiratory | inspiratoryand
wheezing, with |  expiratory
orwithout wheezing).

Tightabsent
breath sounds. Page PICU Fellow for Y .
transfer to PICU R
Space RASto Q2H

e el °© Objective Scoring
 Admitor D/C Criteria

RN pages RT to come assess patient
RT starts weaning HFNC by 1-5L/min Q2-4H until goal of 2L/min is reached

B . RT may wean quicker if on HFNC 20L/imin and wean is being well tolerated
Discharge Criter

sn s ool NO INCREASE IN READMIT

« Parent education
« Confi 1 PCP follow-up h to standard NC and routine managemei

CONTACTS: PICU Fellow p21206 Hospitalist on call p21900 Pedi ED attending’s cell (617) 224-2902 RT Ellison 17-18 p24297 RT Pedi ED 24203
2 HFNC sizes: infant size (start at 8L/min) and pediatric size (start at 20L/min).
HFNC wean: RT may wean quicker if clinically indicated and well tolerated by the patient.

{*) Respiratory Assessment Scoring (RAS) system:Adapted from Wang et al. “Observer agreement for respiratory signs and oximetry in infants
hospitalized with lower respiratory tract infections™. Am Rev Respir Dis 1 45(1): 106-1
Protocol adapted from the 2014 AAP Guidelines “The Diagnosis, Management, and Prevention of Bronchiolitis™




ow Nasal Canula

e of flow (8 v 20 L /min max)

2sistance 2) decrease dead space 3) CPAP

N Engl | Med.

ences in length of stay, duration of oxygen therapy, ICU transfer,
ation rate, respiratory rate, SpO, and adverse events

failure than O2 and more than CPAP

low nasal cannula therapy for children with bronchiolitis: a systematic review and meta-analysis. Arch Dis
Child. 20 04:564-76.

Safe for use on pediatric floors

May increase LOS (1.5 v. 1.8d)-1amA. 2023;329(3):224-234.
doi:10.1001/jama.2022.21805

@ Rescue therapy



https://www.ncbi.nlm.nih.gov/pubmed/29562151

OEDIATRICS 1965

1] bronchiolitis is thus a self-limited

haustion may determine
e of an infant laboring to meet his metabolic
ents for oxygen. His energies should not be
d away by the annoyance of unnecessary or
1edications and procedures.

Wright and Beem, Pediatrics 1965;35;334
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