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Adult vs. Pediatric Airways

IMustration by Nina DeBoer. then age 9 (my aspiring artist daughter, now aspiring baker daughter)



Pediatnc Asses=ment Tnangle
Firzt Imprassion

Appearance
Mental status

Kluscie tong
Bady pasition

Circulation
Coodor

Breathing

Wizl movemant
Waork of braathing
{normalfnoeasad)

Gen. Work of Circulation Pathophvsiologic Category Compensated? Sick?
Appearance Ereathing to Bkin
Good Normal Normal No active compromise to vital Ves No
functions
Good Increased Normal Respiratory distress (varying Weg No
degrees]
Poor Inereased or Normal Respiratory failure Mo YES|
poor effort
Good Normal Abnormal Peripheral vasoconstriction Yes Probahly
(medications. fever, hypothermia) not
Poor Normal to Abnormal Shock No YES!
mildly
imcreased
Poor Normal Normal Central nervous system No YES|
dysfunction (postictal, head injury,
intoxication)
Poor Poor effort Abnormal Cardiopulmonary failure Ne YES!
Poor None Nons Cardiopulmonary arrest Mo YES|

Pediatric Assessment Triangle (PAT) and Pathophysiology

Courtesy of Lou Romig MD.FAAPFACEP

www.jumpstarttriage.com




Range of BP Cuff Sizes

Photo courtesy of Welch Allyn

www.welchallyn.com
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Pediatric Spinal Positioning
Photos courtesy of the

Journal of Bone and Joint Surgery



“Peanut™ Papoose

Photo courtesy of Ossur

WWW.055UI.Coln



Pedi-Align Pediatric Spinal Board

Photo courtesy of Iron Duck

www.ironduck.com




Two-level triage

Three-level triage

Four-level triage

Five-level triage

Emergent Emergent Critical Resuscitation
Non-emergent Urgent Acute Emergent
Non-urgent Urgent Urgent

Non-urgent

Semui-urgent

Non-urgent

Overview of triage classifications
Adapted from the Emergency Nursing Pediatric Course, 3'rd edition. www.ena.org




Normal Pediatric Vital Signs

Adapted from Crash Cards - www.CrashCards.com

Age Heart Rate/min | Respiratory Rate/min Systolic Blood Pressure (mm Hg)
Full term newborn 80-160 30-50 60-90
6 months 80-150 30-30 87-103
7 months to 1 Y2 years 80-150 30-50 87-105
2 to 3 Y years 100-110 20-35 90 + (2 x years)
3 % to 5 years 70-110 20-35 90 + (2 x years)
5 % years to 7 years 70-100 15-25 90 + (2 x years)
7 % years to 9 Y- years 60-100 15-25 90 + (2 x years)
10 to 12 years 55-90 12-20 90 + (2 x years)




Five-Level Triage

Title

Vital Signs and Resource Utilization

Examples

Resuscitation (1)

Unstable vitals and maximum use of resources

“Definite threat to life”

Respiratory or cardiac arrest
Major trauma

Completely unconscious

Emergent (1)

Threatened vitals and high use of resources
“Potential threat to life

or limb”

“Mot normal” level of consciousness
Moderate-severe respiratory distress

Fever in an infant under one month of age

Urgent (111)

Stable vitals and medium use of resources

“Mot likely to lose life or limb™

Belly pain
Moderate pain

Dehydration

Semi-urgent (IV)

Stable vitals and low use of resources

“Really not likely to lose life or limb”

Bumps, bruises, and breaks

Little kids with fevers

Non-urgent (V)

Stable vitals and no use of resources

“They are not going to lose life or limb™

Fast track

Adaptled from Hawkins, H. (Editor). 2004. Emergency Nursing Pediatric Course. 3'rd Edition. Emergency
Nurses Association: Des Plaines, [L. 64




APPENDIX 1-C

Triage Practice — What Level are These Patients?

Chief Complaint

Resuscitation (1)

Emergent (11

Urgent (111

Semi-Urgent (IV})

Mon-Urgent (V)

Conjunctivitis

Respiratory arrest

Unresponsiveness

Moderate respiratory

distress

Active seizure

Dehydration

Ear discomfort

Unstable vital signs

Simple laceration

Altered mental status

Cold or flu

Intubated patient

Fever in an infant

=1 month of age

[ highly recommend that those taking the CPEN exam review ENA's Emergency Nursing Pediatric Course
{ENPC) textbook, especially the section on triage, prior to taking the examination. {www.ena.org)




TICLS

TICLS Questions to be answered

T Is the child actively moving with good muscle tone,
one , LRI
or is the child limp?

Is the child alert and attentive to what's going on, or
is too sick to care?

Interactivity Will the child reach for a cool toy?

Dwoes the child respond to people, objects, and
sounds?

Does comforting the child help them chill out and

Consolability : e
stop crying?

Do the child’s eyes follow your every move, or is the
kid staring out into space?

LookiGaze

Do they have a strong cry. or is it weak, muffled, or

5 “h/Cry
el hoarse?

Adapted from Dieckmann, R. Editor. (2006). Pediatric Education for Prehospital Professionals. 2'nd Edition.
Jones and Bartlett: Sudbury, MA. 8.




CIAMPEDS

C | (C)hief complaint

1 | {I)'mmunizations and isolation

A | (Alllergies

M | iMledications

P | (P)ast medical history and (Plarent’s or caregiver's

impression of the child

E | (Ejvents surrounding the illness or injury

D | (Djiet and (D)iapers

¥ ]

(S)ymptoms associated with the illness or injury

Adapted from Hawkins, H. (Editor). 2004. Emergency Nursing Pediatric Course. 3'rd Edition. Emergency
Nurses Association: Des Plaines, IL. 51-52. www.ena.org




Common Indications of Non-Accidental Trauma (Child Abuse)

Family Behaviors

Child Behaviors

Historical
Findings

Physical Findings

Radiographic Findings

Inappropriate parent-child
interactions

Extreme behaviors,

1.e. withdrawn or
acting out

Story inconsistent
with physical
findings (docsn’t
fit)

Multiple injuries
in various stages

of healing

Multiple fractures

Hostile or unconcerned
interactions with hospital

Doesn't oppose
painful procedures

Story inconsistent
with

Injury and location
of injury don't fit

Fractures in different
stages of healing

staff developmental developmental
stage (kids can’t do | stage
that)
Unrealistic expectlations of Inappropriate Delay in seeking Characteristic Skull fractures

the child

sexual behavior

medical care

patterns {(belt or
bite marks)

Parents deny any knowledge
as to how injury occurred

Somatic
complaints (ie.

chronic headaches,

sleep disorders,
bedwetting)

Child verbalizes
abuse

Signs of poor
overall care

Intracranial hemorrhage

Siblings blamed for injury

Suicidal threats or
attempts

Multiple visits to
the ED

Genital bleeding
or discharge in
pre-teen age
children

Parents over or under reacting
to child’s condition

Aleohol or drug
abuse

Adapted from Salassi-Scotter. M., Jardine. .. and Lawson, L. (1994). Child maltreatment. In Henderson,
D. and Brownstein. D. Editors. Pediatric Emergency Manual. Springer: New York. 203-322.




If you remember nothing else about growth and development...
Remember these milestones
“Head and shoulders. knees, and toes...”

(Feel free to sing along)
2 months: (Head) Holds head up
4 months: (Shoulders) Rolls over
6 months: (Knees) sits unsupported
1vear: (Toes) walking

Or
3-6-9-12
3 months — Should be able to lift head
& months — Should be able to sit up alone
9 months — Should be crawling and everything they find goes in their mouths

2-18 months — Should start walking and says/understands “No!™

Thanks to Kathleen Piotrowski-Walters BSN_RN.CCRN and Lynn Mohr MS APN,

PCNS-BC.CPN for their help with these short and sweet summaries
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Crash Cards Pediatric Resuscitation Guide
Photo courtesy of Crash Cards

www.Peds-R-Us.com
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Pedi Wheel Pediatric Resuscitation Guide
Photo courtesy of EMS Advantage

www.Peds-R-Us.com



EZ-IO

Photo courtesy of Vidacare

www.vidacare.com




Bone Injection Gun

Photo courtesy of Waished

www.waismed.com




SVT and Adenosine



Radiograph of Tibial IO Placement

Photo courtesy of WaisMed

wow.waismed.com
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Size Range of Ventilation Bags

Size Range of Ventilation Masks

Marwmener Optiomal e D= Wiay

Pt M‘—[H LR Hag e laiibe

Infant Ventilation Bag



Infant Ventilation Bag with Pop-Off Valve

Photos courtesy of Mercury Medical

www.mercurvimedical.com




Colorimetric End-Tidal Cﬂ'l Detectors

Photos courtesy of Mercury Medical

www.nercurvimedical.com



Alassive abdominal distension

Courtesy of Christopher Straus MD - University of Chicago Hospitals



Esophageal Intubation Detection Devices

Photos courtesy of Wolfe-Tory

www.wolfetory.com



Penetration
Site

Consult individual intraosseous device manufacturers for their recommendations as to
placement guidelines

Bone Injection Gun (BIG) pediatric tibial intraosseous device placement landmarks

Courtesy of Waismed - www.waismed.com



Arterial Venous
Pressure Pressure
120/80 mm Hg 0 to 10 mm Hg

Intraosseous Pressure
35/25 mm Hg

Arterial. venous. and intraosseous pressures

Courtesy of Vidacare — www.vidacare.com

Intraosseous fluid administration with pressure bag

Courtesy of Vidacare — www.vidacare.com



3-way stopcock review - “OFF" on stopcock means “OFE,” i.e. no fluid will go that wav

Courtesy of Medtronics - www.medtronics.com



Compact bone
i thir wall)

Cancellous bone

Vein
Medullary cavit

Compact bone
{thick wall)

/

Intraosseous anatomy

Courtesy of Vidacare — www.vidacare.com



Syringe flush of intraosseous device

Courtesy of Vidacare — www.vidacare.com



Intraosseous blood Aow

Courtesy of Vidacare — www.vidacare.com
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'i:ll- | Push Directiens

Towicaingy Initial Muid tharagy (s aimed at restoration ol circ ulating blead valuma and renal parfusion In the presenca of
Tln:I-._rt-;mMn-_nh_ shock an laatanic Auid bolua of 20 mLdkg should be givan a3 fast as poasible, othareise many providars prafer @
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Color coded isotonic fluid bolus

Courtesy of James Broselow MD & Robert Luten MD — www.ebroselow.com



W Resusitation
Infirsinng
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Flui@ Therapy & Biood Producie | | Maistenasce F

L & All ance MNuid calcilations are
Maintenanca Fluids T : Based 80 tha Holliday- Sagar Mathod
10-11kg
Wourly Rate ;'11

| Remarks

Moga: OSW 144 NE has traditionally been used for pediatic maintenance Auid therapy. We ana recomman ding
O5W ¥ N3 becauda there has Baan much concein owar the use of hypolanic Muids and devalopment of
hyponoiremia in hospitalized patieni=s. One muat always follow the sodium concentration in theae patienis,

mapecially if thay are at risk [see axample below] for non-gsmolic sscration of Anti-diomsdic
Hormans (ADH]

Example; CHE infactiona_ aignilicant volume loss, drugs, and matabolic and endecring disorders such 83
hypoadrenalism and particularly the postoperative stas

Color coded maintenance IV fluids

Courtesy of James Broselow MD & REobert Luten MD— www.ebroselow.com



“Pull and push™ Auid bolus technique

Photo courtesy of Joshua DeBoer, myv now 14-vear old aspiring computer genius son



Dorsogluteal Deltoid Ventrogluteal Vastus lateralis

Intramuscular injection sites

Courtesy of Nina DeBoer, my now 12-vear old aspiring artist/baker daughter



Car seat image 1 - Child in forward-facing convertible seat

Child sitting upright
Car seat’s harness is flat and snug
Harness retaining clip is at the armpit level (where it should be as this is a pre-crash position)

Top of child’s head well below top of car seat shell — (when the top of the child’s ears are in line
with the top of the car seat, the child will be too tall for the seat)



Car seat image 2 - Mother checking internal harness to make sure it is snug



Car seat image 3 - Child in rear-facing infant seat with a 5-point harness
Harness is layving flat and snug
Harness retaining clip is at avmpit level
Seat appropriate for weight and height of child
Top of head well below top of car seat shell

(for infants the top of the head must be one inch and below the top of the car seat shell)



Car seat image 4 - Rear-facing

Mother is tightening internal harness so that it is snug on the baby



Car seat image 5 - Rear-facing convertible seat

Probably rated up to 35 pounds (16 kg)

* This can be used after an infant outgrows the infant seat, but must remain rear-facing until 2 vears
old (this is the new 2011 guideline from the AAP and NHTSA)



ar Seat Recommendations for Children —

Sclect acar reatbazed on your child’s 0o and sizg, and choose 3 saat that fits in your vohick and usa it every time. m
e g

© Abways roferto your spedfic car seat manufacherer's instructions; read the vehicle ownar's manual on howto install the carsoat using the
seat bek or LATOH system; and cheds height and weight limits.

¢ Tomaximize safety, keep your chid in the car seot foras leng as possible, 25 long as the dhdld fits within the mamefacturer's height and weight requirments.
K © Heep your child in the back seat at least through age 12, _}

Birth— 12 months H

s il unciier age 1 shoulc always tide 0 rearfacing Car soal
Thiara ara difiorant typos of reacfaong car saats: Infant-only seats can only bousad rear-facing Convertibla and 1-in-1 car soats typically

hamve higher height and weight limits for the rear-fadng position, allowing you to keep your child rear-facing fora longer pericd of tinnz.

13 years ﬂd

Ezap your child rear-facing as long as possible. 1ts the best waiy to keep him or har safe, Your child should remain in a rear-facing aar
seat until e or she reaches the bop haight orweight limit allowed by your carsaat’s manu facturer, Once your child ovtgrows the
tear-lackng Car seal, youl (o is ready o travel in a forsaid-acing car seat with a hamess,

Ty off a9
Kapp your child in a forward-facing Cas seat with & hamess untd he or she reaches the 1o haight or weaight fmit aliowed by your
3 Soat’s manufactu e Oncs your child outgrows the Soraand-facing car ssat with 3 Rarnass, s 1ime 0 frausl & boostar seal,

but still invthi back soat.

B-12years o al

Keep your child in a booster seat untid ha or she = big eanough bo fit ina sest belt propery. For e seat batt to it propery tha lap belt must
M snwig by Aceonas Theupper Thigis, not tha stomach Tha shouldda balr shoubd B2 saug acioss the shoulder and chest and nor oross e
nackor fane, Rermember: yowrchild shoukd soll noe inthe back 1eat bacawse it tafer thane.

ESCRIPTION (RESTRAINT TYPE}

£ REAR-FACOING CAR SEAT is tha bhast A FORWARD-FACING -9 & EODSTERSEAT | A SEAT BELT shoiild e aornas tha —\
d soat for wour young child towe. lthasa CAR SEAT has 3 hamass positions the scat bott uppar thighs and bo srug aaosstha
harness and in a crash, cradles and moves and tether that limnits your sothat it fits property shoulder and chest 1o restrain thechid
with your child to reduce the stress to the child’s furward movement wver the stronger parts safelyinacrash It should not rest an
l\ cnild’s fragile neck and tpinal oord. during acrash. o ot chilldr's oy the siamach area of -1 tha nack. J
li wwwlacabook com/childpassengersafety L htipiftwitter.comizhildseatsafety Mercha, 241

Images courtesy of the National Highwayv Traffic Safety Administration

www.anhtsa.gov




OXYGEN CONCENTRATION

DEVICE FLOW RATLE DELIVERED
Nasal cannula 1-6 LPM 24-44 Percent
Ventur mask Varied depending 24-60 Percent

on device and desired

OXYygen percentage

Partial rebreather mask

10-12 LPM

4(0-60 Percent

MNon-rebreather mask

12-15 LPM

80-90 Percent




Size range of oral airways

Courtesy of Mercury Medical — www.mercurvimedical.com






Oral airway that is “ftoo small”



Oral airway that is “just right”

Photos courtesy of Joshua DeBoer. mv now 14-vear old aspiring computer genius son



King Airway with gastric decompression port

Courtesy of King Systems - www.kingsystems.com
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Range of King airway sizes

Courtesy of King Systems - www.kingsystems.com



Range of LMA Supreme Laryngeal Mask Airway Sizes

Courtesy of LMA North America - www.lmana.com



LMAA Supreme with gastric decompression port

Courtesy of LMA North America - www.lmana.com



5ize range of nasal airways

Courtesy of Med-Tech Resource - www.gomed-tech.com



&

Nasal airway in proper position

Courtesy of Nina DeBoer, my now 12-vear old aspiring artist/baker daughter



Nasal airway that is “too small”

Nasal airway that is “too big”



Nasal airway that is “just right™

Photos courtesy of Joshua DeBoer, myv now 14-vear old aspiring computer genius son



Range of Air-Q Laryvngeal Mask Sizes

Photo courtesy of Mercury Medical
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King Airway

Photo courtesy of King Svstems

www.kingsvstems.com



Tension pneumothorax

“Courtesy of Christopher Straus MD - University of Chicago Hospitals™



Pedlafric Trach Tube

P emsuram e nts for frache tube sfzing

Fram A fo B =Todal kngth
aftreche fube In mm

|naer [rineneter

Siza Information

Cifer Diamel=r

Tracheostomy tubes
Courtesy of Nina DeBoer, my now 12-vear old aspiring artist/baker daughter



£0eF 1: Pass catheter
through drache fube

"?T“*"  Suction Catheter

Step 2: Pass catheter / /Stoma
through Stame into
N )

frache fube over

catheter into ainwaw f-.-.___

Replacing trach tubes with a suction catheter “guide wire™
Courtesy of Nina DeBoer, my now 12-vear old aspiring artist/baker daughter



Endotracheal or tracheostomy tube capnography device

Courtesy of Oridion Medical - www.oridion.com
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Overview of chest drain components 1
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Overview of chest drain components 2



Suction control dial

Bubbles in water seal chamber

Above chest drain components images courtesy of Atrium Medical
www.atrinmmed.com



Nasopharvngeal RSV/pertussis/influenza swab technique
Courtesy of Nina DeBoer. my now 12-vear old aspiring artist/baker daughter



Morgan Lens® step 1 — Instill topical ocular anesthetic, if available.

Morgan Lens® step 2 — Attach Morgan Lens® delivery set, IV set-up. or syringe using scolution and
rate of choice; Start flow.



Alorgan LensE step 3 — Have patient look down. insert Morgan LensE under upper lid.
Have patient look up. retract lower lid. drop lens in place.

Morgan LensE step 4 — Release the lower lid over Morgan Lens® and adjust flow. Tape tubing to
patient’s forehead to prevent accidental lens removal. Absorb outlow with the Medi-Duct®.
Do not run dry.



AMorgan Lens® step 5 — Removal: Continue flow, have patient look up, retract
lower lid — hold position.



Morgan Lens® step 6 — Slide Morgan Lens® out; Terminate flow



Morgan Lens Uses

Deular imjury due o acid boms or
subverts, gasuling, deterzents, elr.

Alkali burns

Man-embedded foreipn bodiss
Fereign body sensation with no
vizible foreign Bady

Rautine pre-operative

Evelid surgery

Sovere infection

Solution
Lactated Ringer's™
|V Solution

Lactated Ringers™*
|V Solufion

Lactated Ringars**
V. Schution

20 ce storile zalutlan

10 o of prefemed
ocular anfizaptic

Lactated Ringers™™
LV, Sclution

Lactated Ringers™

|V Sclution with suitable
amlibviotic and sterod™™

" il Lens tn “tinat™ over comes and sclera
**Hecommmendation bazed o pH Teas sppmmmately 7.1, Namal Saline 4580 70,

Lactated Ringerz G 7 5
***Lise anly when indicated

Mode with Morgan Lens

Morgan Lens Dalivery Set
or LN, set-up

Morgan Lens Delivers Set
or IV, sed-up

Mzrgan Lens Dalivery Set
ot LN, set-up

10 ce syinge

10 ot syminge

Worgan Lens Delivery Set
or 1N set-up

Margan Lent Delivery St
or LN set-up

Qualfify Certifred
1509001 & 13485

Rate

500 ml rapidfires flow. Reassess
and continue at sower rate.

2000 ml rapidffree flow. Reassess.
Contimee at 50 mihour or
15 drops/mirate.

300 ml rapedfiree flow. Reasgess and
continue at slower rate.
Slowly without fome.

Slowily without forze.

4 dropsfminute.

50 mihour or 15 drops/minute.

Frequency
(Once: Repeet a3 necessany.

Continuons until g of
rul-te-s5ac & refurmed
to nerality.

(Once. Rapest as necessany.
(nce. Repeat once T necessany
(nee

[Muring entire procedice

Comtmuous for 70 hoors, then
L0-hoar intervals uniil
marked improvement

yean Lens

T2 IMorlan..

Morgan LensE images courtesy of MorTan — www.mortan.com



Peripheral nerves vs. brain issues and resulting facial droops
Courtesy of Nina DeBoer. my now 12-vear old aspiring artist/baker daughter



The Modified Westley Clinical Scoring System for Croup

Inspiratory stridor:

o Not present - 0 points.
o \When agitated/active - 1 point.
o At rest - 2 points.

Intercostal recession:

o Mild - 1 point.
o Moderate - 2 points.
o Severe - 3 points.

Air entry:

© Normal - 0 points.
o Mildly decreased - 1 point.
o Severely decreased - 2 points.

Cyanosis:
© None - 0 points.
o With agitation/activity - 4 points.
© At rest - 5 points.

Level of consciousness:

o Normal - 0 points.
o Altered - 5 points.

Possible score 0-17: <4 = mild croup, 4-6 = moderate croup, >6 =severe croup.




Cardiogenic Hypovolemic Septic. neurogenic,

shock shock or anaphvlactic shock

Tllustration by Nina DeBoer. then age 9 (my aspiring artist daughter, now aspiring baker daughter)



Patent Ductus Arteriosus (PDA)

Ilustration by Nina DeBoer, then age 9 (my aspiring artist daughter, now aspiring baker daughter)



Fallot's Tetralogy: Four defecls make up
this congenital heart disofder

| (1) & nal® ip ihe wall between the
f'l?"(? sides ﬂf the hégry

Narrowing (5tenocis) of the main arrery
to the lHﬂg‘j

&

* ©

Abnormal thickening of tre right wentricle

Apnarpality In tine position of the
| rl'tl-j-_l;l artery

Tetralogy of Fallot 1

Courtesy of Nina DeBoer. my now 12-vear old aspiring artist/baker daughter



Tetralogy of Fallot

Tetralogyv of Fallot 2

Courtesy of Nina DeBoer, my now 12-vear old aspiring artist/baker daughter



Review of Common ECG Rhythms

Sinus Bradycardia - Rate less than 60 (age dependent)

T B SRR
L i o A

Sinus Tachyvcardia - Rate over 100 (age dependent)

Jmfugumgumgurumm(ummgumm;uguﬁurm fou,mmrfumm Nr.uru.ﬂuw

| | I|i||lr '|||'I|;:!F

Supraventricular Tachycardia “SVT™ (Fast and skinny (QRS)

VYV YV VYV VY

Ventricular Tachvcardia (Fast and fat (QRS)

L%f#AﬁLmMWMMAAAMWWFJJ :
4#1: ~4—— A LA A A AN A

Torsades de Pointes (Fast, fat, funky, and flipping (QES)



1’st Degree AV block (PR =0.20)

T rEpTTE e

2’nd Degree AV block —Tvpe I (bad)

PR intervals getting longer and longer, then drop a QRS



; |
i | T :
SEBHHEIE S L S 0E B
2°'nd Degree AV block — Type II (worse)

PR intervals OK, but drop a QRS

4

o ¥ HEHIHEER R {131 Ha s e HAH) 1S ‘.J T
3" Degree AV block (worst)

Atria (Ps) march out and ventricles (QRSs) march out;

But theyv are marching to different drummers and they are independent of each other

i - o= nmy ey =

f]-!— HEEaH

Junctional Rhythm — Slow and steady, but no P waves

Atrial Flutter — Look for the saw tooth pattern



Atrial Fibrillation — No Ps and irregularly irregular

Multifocal PVC’'s — Simply PVC’s that look different because theyv are different

Ventricular Fibrillation — Imagine ECG leads on Jell-O
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Agonal — About to be asystolic

3

3

3 m

Asvstole — If vou can’t identify this one, you probably shouldn’t be taking the exam



Summary of Common Congenital Heart Defects

Type of defect Description Pink or Blood flow Medical or surgical
hlue? management?
Atrial septal defect Hole between the right and Pink Increased Medical and either cardiac
(ASD) left atriums pulmonary catheterization lab or surgical
closure
Ventricular septal Hole between the right and Pink Increased Medical and either cardiac
defect (VSD) left ventricles pulmonary catheterization lab or surgical
closure
Patent ductus Artery between the aorta and Pink Increased Medical and either cardiac
arteriosus (PDA) pulmonary artery that didn’t pulmonary catheterization lab or surgical
close on its own closure
Atrioventricular ASD joined with a V5D Pink Increased Medical and surgical repair
canal (AY canal) pulmonary
Coarctation of the Narrowing of the aorta Pink Obstructed Medical and either cardiac
aorta (Coarc) from ventricles | catheterization or surgical
repair
Tetralogy of Fallot | Four defects: 1) VSD Blue Decreased Medical and surgical
(Tet) 2) Pulmonary stenosis pulmonary repair
(narrowing of artery) 3)
Owerriding aorta (aorta sits on
top of both ventricles), and 4)
Right ventricular hypertrophy
{ventricle gels big trying lo
pump against the pulmonary
stenosis)
Transposition of the | “Big vessels are switched.” Blue Decreased Medical, cardiac
great vessels The pulmonary artery comes pulmonary catheterization lab,
(Transposition) off of the left ventricle and and surgical repair
the aorta comes off of the
right ventricle
Hypoplastic left Profound badness. Babies Blue Mixed Medical and surgical

heart syndrome
(Hypoplast)

born with essentially no left
ventricle.

repair vs. transplant
vs. hospice




“Color-Coded™ Cervical Collars

Photo courtesy of Ossur

WWW.055Ur.com




Decorticate and Decerebrate Posturing

Tllustration by Nina DeBoer. then age 9 (my aspiring artist daughter, now aspiring baker daughter)



AL_L . Autism Emergency Contact Form
ey

o Dl Ly P
R R LT o

Mame of child or adult with autism:

Micknarme i sny: Date of birth: Higiht:
Weight! _ _ Eye color: __ Hair color:

Scars or identifying marks:

Medical conditions:

Address: City: _ State:
Zip: Home phone: Other phone:

Method of communication, if non verbal: sign language, picture boards, written word, etc:

Identification worm: ex: jewelry/Medic Alert™, dothing tags, ID cand, tracking monitor, etc:

Current prescriptions (include dosage):

Sensory, medical, o dietary Siues and requirements, i any:

Inclination fior wandering behaviors or characteristics that may attract sttention:

Favorite attractions and locations where person may be found if missing:

Likes and distikes (include approach and de-sscalathon technigues )

Attach map and address guide to nearby properties with water sources and dangerous lotations
highlsghted .

Attach blueprint or drawing of hame, with bedrosms of indevidual Righlighted.,

Medical Care Providerns:

MName: Phone:

Narme: Phione:

MName: Phone:
Parents/Caregher name: Home phone
ADOTERE: Ciy

State: Zip: Cell phone:

Cuhar contact info:

Emergency contact name: Home phone:
AGOrESE: Cy:

State: Zip: Cefl phone:

Ploase attach any additional infermation, use extra paper if necessary.
Autism Emergency Contact Form

Courtesy of Autism Risk & Safetv Management - www.antismriskmanagement.com



Vascular malformations of the brain

A) Cerebral angiogram showing AVMI cluster of abnormal blood vessels
B) Artist diagram of AVM with shunting between arteries and veins

C) Magnetic resonance scan showing dark spots characteristic of cerebral cavernous malformations
Or cavernous angiomas

D) Artist diagram illustrating mulberry-like vascular structure
Courtesy of Professor Issam Awad MD, MSc, FACS, MA (hon)

Neurovascular Surgery Program. University of Chicago Hospitals, www.issamawad.com



Horseshoe towel / car seat spinal immobilization technigue

Courtesy of William Justice NREMT-P, TEMS-I & Sara House EAMT-P

Proper post-removal from car seat spinal immobilization technique

Courtesy of William Justice NREMT-P.TEMS-I & Sara House EMT-P



Aliami-Jr. pediatric cervical collars (that actually fit kids)

Courtesy of Ossur - www.ossur.com
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Color coded mannitol administration

Courtesy of James Broselow MD & Robert Luten MD — www.ebroselow.com



External ventricular drain (EVD) in ventricular space



Eﬁmz

entricular drain

Duet™ external v



il ‘ueus-mes:
=

Correct level of EVD (ear) for drainage and pressure reading (Upright patient)

Correct level of EVD (ear) for drainage and pressure reading (Supine patient)



Adjusting the desired CSF drainage level

External ventricular drain images courtesy of Medtronics — www.medtronics.com



Eye opening  (4)

Motor (6)

4

]

-2

<l year
Spontaneous
To shout

To pain

None

<1 year
Spontaneous
Localizes pain
Withdraws pain
Abnormal flexion
Abnormal extension

MNone

Pediatric Glasgow Coma Scale

=1 vear
Spontaneous
To command
To pain

MNone

=1 year

Obeys command
Localizes pain
Withdraws pain
Abnormal flexion
Abnormal extension

MNone



-

Voice (5)

0-2 years

y

n

years

=3 years

Babbles or coos appropriately
Cries, but is consolable
Persistent crying or screaming
Grunts or moans to pain

None

Appropriate words and phrases
Inappropriate words

Persistent crying or screaming to pain
Grunts or moans to pain

None

Oriented and converses
Confused conversation
Inappropriate words
Incomprehensible sounds

None



Adult and Pediatric Rule of 9°s

Hlustration by Nina DeBoer, then age 9 (my aspiring artist daughter, now aspiring baker daughter)



Handheld BladderScan® Bladder Volume Instrument to
Ensure Urine is Present in the Bladder Prior to Catheterization
BladderScan BVI 92400 Bladder Volume Instrument, “2011 Verathon Inc.
Photo Courtesy of Verathon

www.Verathon.com



Pediatric vs. Adult Airway Edema

ustration by Nina DeBoer, then age 9 {my aspiring artist daughter, now aspiring baker daughter)



PEDIATRIC ANTIDOTES FOR CHEMICAL WARFARE DRUG VOLUMES (in |

DRUGS RED
ral: | a U q I TH Udmg U g L0 U 8 me " 0
Wngmieconc | 3 | 4 | 5 | 6 13 | 16 |20 | 26
Oimgmiveonc| 15| 2 | 26 | 3 65 | 8 10|13
0.4 mg'ml cane ﬂ.‘ 0.5 l.ﬁ 08 1.4 P 2.5- u
Osmgmicane | 03 | 04 | 05 | 06 | D8 13 16| 2 | 26
Oemgmicone | 02 | 0.25] 0.3 | 04 0.8 1 12116
Imgmiecne | 015 02 | 025 | 03 [ 04 06508 | 1 |13
q a L s g Ig . g &l g o q & ' a 0 +
W osmgml | 15| 2 | 25| 33 DS 65| 83 [105] 133
M 00mgmt | 025 | 0.33 | 0.42 | 0.55 1.1 | 14 PR 2E
N 2mgml | 153 2.4 | 255 [33.65 4385 6513 | 8317 | 11-21| 1327
OEF miti | mihe | mibe | mihe | mEhe mibr | mih | mil mbkhr
MEDICATION ;
PREPARATICN

e e

*rLanceniranans an 160 diuta for i'-'l Fuion I mash panants. All TV madicanens may Do ghwen 10,

Color Coded Chemical Warfare Antidotes
Photo Courtesy of James Broselow MD

www.ebroselow.com
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Color coded 2-PAM administration for chemical weapon exposure

Courtesy of James Broselow MD & Robert Luten MD - www.ebroselow.com



Figure 24 Rumack-Matthew Nomagram: Plasma or
Serum Acetaminophen Concentration Versus Time
Post-Acetaminophen Ingestion

(51.
Units)
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— 1000
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10
| | | [ [
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Hours After Ingestion

The nomogram has been developed to estimate the probability that acute
acetaminophen overdose will result in hepatotexicity based on plasmsa
acctaminophen levels in relafion to hours hiter ingestion.

Adapied frorm ACETADOTE® Package Inssi, 2008

Rumack-Matthew nomogram for acetaminophen overdose

Courtesy of Cumberland Pharmaceuticals - www.cumberlandpharma.com
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Color coded intravenous Acetadote® administration

Courtesy of James Broselow MD & Robert Luten MD — www.ebroselow.com
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Radical Rashes and Bad Bugs

Type Caused by: Signs and Signs and Management Contagious Route of Transmission
Symptoms Symptoms Period
irash)
isystemic)
Chicken | Virus Flu Chicken Benadryl | day before Primarily respiratory,
Pox Fox tush {diphenhydramine] visible lesions but also direct contact
PO or lotion, until ALL with open lesions -
Calamine lotion, time | lesions are Scabs are not infectious
— Vancella-zoster crusted over
immunoglobulin
{VZIG) in high- risk
kids
Mumps | Virus Fever/malaise x | None Tylenol or Motrin Muost Respiratory and saliva
24 howrs, communicable
followed by Fluids immediately
“earache™ that before and after
is appravated by swelling begins
chewing — Then
parotid gland
swelling
Roseola | Virus 3-4 days of high | Discreet Tylenol or Motrin During the Respiratory and saliva
fever in a cute rose-pink actively febrile
kid — Fever rash — First period
goes away with | on trunk,
rash then to face
and
extremities —
not itchy
Rubella | Virus None in most Pinkish red | Tylenol or Motrin T days before Respiratory and saliva
children rash starts in rash to about 5 )
(German lht:. face and days after rash L‘:;l;;;h:i;rz:
measles) ; if:{l: oun appears s
— Disappears
in same
order it

began and is
usually gone
by 3rd day




Type Caused by: Slgns and Signs and Management Contaglous Route of Transmission
Symploms Symptoms Period
(rash)
(systemic)
Bubeola Wims Fever, malaise. | Red rash- Rest, Tylenol or 4 days before Respiratory and saliva
and Koplik stars in face Motrin: antibiotics | rash until 5
spots (red spot and becomes to prevent days after rash
(measles) with a blue- less red as it secondary infection | appears
white center moves down im high-risk kids
found in the the body
mouth)
Fifth's Virus “Fu™ “Slapped face™ | Tylenol or Motrin I-2 days before | Respiratory and saliva
symploms appearance the rash stans
) which Antihistamines for | ypiil the rash
Disease Usually afebrile | disappears by | ifching il
1-4 days, red,
symmetrical.
itchy rash
moving
proximal 1o
distal
Scarlet Strep. Malaise, high Sandpaper- Penicillin or First 10 days of | Respiratory and saliva
fever, and high | like red rash cephalosporins EVIMPLOmS
Fever pulse out of starting on the .
propartion to neck within 12 | Tylenol or Motrin

fever

hours of fever




Laboratory Detection of Drugs

Alcohol 12-24 hours
Amphetamines 2-4 days

Benzodiazepines 1-14 days

ERohypnol 36 hours

Cannabinoids Occasional use: 1-7 days
Cannabinoids Chronic use: 1-4 weeks
Cocaine 12-48 hours

GHB 4 hours (blood) - 12 hours (urine)
Opiates 1-3 days

PCP Occasional use: 1-8 days
PCP Chronic use: Up to 30 days

{Actual figures will vary due to metabolism, user laboratory, and excretion)
If someone asks how long a certain drug is detectable in their urine, what do you tell them???

Tell them whatever drug they asked about 15 detected 1n urine for 2 years!



One Pill or One Swallow Killers

Agent or Class

Examples

Camphor Camphor mothballs and camphor oil
Salicylates Oil of wintergreen and methylsalicylate
Podophyllin Podofilox (podophyllin)

Also occasionally in herbal medications

Local anesthetics

MNupercainal (Dibucaine ) oiniment

Anti-arrhythmics

Quinaglute {(quininide), Norpace (disopryamide), Enkaid (encainide), and Rhyithmol
{propafenone)

Anti-malarials

(Juinine and chloroguine

Anti-hyperiensives

Calapres (clonidine)

Tricyclic antidepressants

Elavil (amitriptyline), Tofranil (imipramine), and Pamelor (nortriptyline) -
Depending on dose and size of child

Calcium channel blockers

Calan or Isoptin { verapamil ), Cardizem (diliazem), and Procardia (nifedipine)

Oral hypoglycemics
(sulfonylureas)

Amary! (glimepiride), Glucotrol (glypizide), and Glyburide (glibenclamide)

Opioids

Vicodin (hydrocodone with acelaminophen), Lomotil (diphenoxylate and atropine),
and Duragesic (fentanyl) patch

Toxic alcohols

Windshield washer fluid (methanol) and antifreeze (ethylene glycol)

Theophylline

Theo-Dur, Theostat, and Theo-Dur Sprinkle

Thanks to James Rhee MD and Anthany Scalzo MD for their help with the creation af this chart




Snakebite Tidbits from the Texas Panhandle Poison Center www.poisoncontrol.org

- The annual incidence of snake bite in the United States 1s 3-4 bites per 100,000 population; with only
about 20 deaths reported each vear. Rattlesnake bites are the most common envenomation, and the victim

15 often a young. intoxicated male who was teasing or trying to capture the snake.

- The potency of the venom and the amount of venom injected vary considerably. About 25% of all snake
strikes are dry bites in which there 1s no envenomation.

- Fang marks from the Crotalidae (rattlesnake. copperhead. and the cottonmouth) may look like puncture
wounds or lacerations.

- Coral snake envenomation 1s rare because of the snake’s small mouth and fangs. The snake must hold on
and chew for several seconds or more to work its rear fangs into the skin.

- Red on vellow... Kill a fellow Red on black...Venom lack
- A child gets the same amount of antivenin as an adult.

- If platelets are low. give more antivenin. . not more platelets.
- Do not pack the wound 1n ice or use a tourniquet.

- Never perform a fasciotomy unless compartment syndrome 1s documented with tissue compartment
pressure momitoring.

- Electric shock treatment for snakebite 15 ineffective and 1s potentially dangerous!



JumpSTART Pediatric Multicasualty Incident Triage

Ableto \ YES o [ REERGRRESR  %voluate infants s n
_, * secondary triage using
walk? Triage the entire |5 algarithm

lmn

NO Pasition BREATHING :
Breathing? » —» upper airway e IMMEDIATE
APNEIC
MCI
Palpable pulse?| — ——  » EIa X843
YES
W
APNEIC
BREATHING
w
IMMEDIATE
<15 0OR >45

g IMMEDIATE

Palpable %, NO

2q |MMEDIATE

“P" {(Inappropriate)
Posturing or "U™
Sy |MMEDIATE

“A‘: ﬂ\lll'w Gr ”PH
rapriate
(Appropriate) | o) aveD

iHHH

. ELou Romig MD, 2002

Photo Courtezy of Lou Romizg MDNVFAAP.FACEP

www.,jumpstarttriage.com



BabyPod II Infant Warmer

Photo courtesy of BabvPod

www.babypod.com



gl intesting
ingide |qrge
intestine

A ppendix

Intussusception

Courtesy of Nina DeBoer. my now 12-vear old aspiring artist'baker daughter



Double bubble & double trouble abdominal x-rayv

Courtesy of Gerald A. AMandell MD - Phoenix Children’s Hospital



Appendix 7-A

APGAR Scores

Element ] 1 2 Score
Appearance Body and Body pink, Completely pink
(ckin color) extremities blue, extromitios blue

pale
Pulse rate Absent Below 100/min 100 miin o above
Grimace MO response Grimace Cough, sneeze, ory
(irritability)
Activity Limp Some flexion of Active maotion
{Muscle tone) extramities
Respiratory effort Absent Slowr and irregular Strong cry

TOTAL SCORE =
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Courtesy of James Broselow MD & Robert Luten MD — www.ebroselow.com



Insulin Preparations

Since 1982, most of the newly approved insulin preparations have been produced by inserfing portions of DNA ["recombinart
DNA") into special lab-cultivated bacteria or yeast. This process allows the bactena or yeast cells to produce complete human
insulin. Recombinant human insulin has, for the most part, replaced animal-derived insulin, such as pork and beef insulin. More
recertly, insulin products called "insulin analogs” have been produced so that the structure differs slighty from hwman insulin (by one
or two amino acids) to change onset and peak of achon The following fable lists some of the more comman insulin preparations
available today. Onset, peak, and duration of action are approximate for each insulin product, as there may be vanability depending
oneach individual, the injection site, and the individual's exercise program.

Type of Ineulin | Examples Onzet of Action Peak of Action Duration of Action

Rapid-acting Humalog (lispro)

Ei Lily 15 minutes 3090 reniutes 3.5 howrs

MovoLog {acpart)
Hovo Nordisk

Short-acting (Regular) | Humuin R
Eli Liky

Havolin R
Moo Nordisk

15 minules 40-50 munutes 3-0 hours

30-680 mirgos 50120 mirmges 5-8 hours

Intermediate -acting Hurmihin M
{NPH) Eli Lilky

Movolin M
Hovo Nordisk

Hurmulin L
EBi Lily

Meavolin L
Movo Nordisk

1-3 howrs 8 hatrs 20 hewirs

1-2.5 hawrs 7-15 howrs 16-24 hawrs

Intermediate- and short- | Hurmulin 50050
acting mixtures Hurradin 70830
Humalog Mix 75725
Hurmalog Mix 5060

Eli Lilly The onset, peak, and duration of action of these mixtures would reflect a composite of the

intermedigte and shoft- of rapid-acting components, with one peak of action.

Mowaolin 70V30
Mowalog Mix 70030
Miowo Mordisk

Long-acting Ultrakente

Eli Lilly oo

8-12 hours 3 hours

Lantus {glargne)

1 is 1 nour nong 24 hours




Nasal Medication Delivery Devices
Photos courtesy of Wolfe-Tory

www.wolfetorv.com




Alask that is “too small™

Mask that is “too big”



Mask that is “just right™

Photos courtesy of Joshua DeBoer. myv now 14-vear old aspiring computer genius son —



Pediatric nasal cannula capnography device
MNote the ability to administer supplemental oxygen and monitor end-tidal CO2
for both “nose & mouth breathers™

Nasal cannula capnography in use



Normal ventilation capnograph
Capnography images courtesy of Oridion Medical - www.oridion.com




Translations of Wong-Baker FACES Pain Rating Scale
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NQO HURT HURTS HURTS HURTS HURTS HURTS
LITTLE BT  LITTLE MORE EVEN MORE WHOLE LOT WORST

Criginal Instructions:

Explain to the person that each face is for a perscn who feels happy because he has no pain (hurt) or
sad hecause he has some or a lot of pain. Face 0 is very happy because he doesn't hurt at all. Face 1
hurts just a little bit. Face 2 hurts a little more. Face 3 hurts even more. Face 4 hurts a whole lot. Face &
hurts as much as you can imagine, although you don't have to be crying to feel this bad. Ask the person
to choose the face that best describes how he is feeling.

Rating scale is recommended for persons age 3 years and older.

Brief word instructions: Point to each face using the words to describe the pain intensity. Ask the child
to choose the face that best describes their own pain and record the appropriate number.

Wong-Baker FACES Pain Rating Scale, from Hockenberry, M. & Wilson, D. (2009),
Wong's essentials of pediatric nursing, §'th edition. Mosby: 5t Louis.
Used with permission. Copyright Mosby.
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Caucaszian boy OUCHER™ zcale was developed and copyrighted in 1983 by
Judith E. Beyer, PhD, EN, Univerzity of Mizzouri-Kansas City School of Nursing, USAL
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African-American boy OUCHER™ scale was developed and copyrighted in 1990 by Aary
J. Denyes, PhDLEN (Wayne State University) and Antonia M. Villarruel PhD.EXN (Tni-
versity of Michigan) USA. Cornelia P. Porter PhD,EN and Charlotta Marshall BN AMSN
contributed to the development of thiz scale.



.

Fifpefwisw. nucher org

Asian girl OUCHER :cale were developed and copyrighted in 2003 by C.H. Yeh and
C.H. Wang (Chang Gung University), Tarwan.,
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First nations girl OUCHER™ scale was developed and copyrighted by Carla Shapiro ENMN,
Canada, 1997,
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Hispanic boy OUCHER™ zcale was developed and copyrizhied in 1990 by Antonia ML Villarruel
PRD,EN (Universzity of Aichizan) and Mary J. Denye: PAD EN
(Warne State University), USA.

OUCHEE™ scale images courtesy of Judith Beyer EN . PLD - woww.OUCHER.org



Common Pediatric Orthopedic Emergencies

Mame What is it? Signs and Diagnostics Management
Symiptoms
Septic arthritis | Infection of the joint Fever andfor CBC, ESR, blood cultures, I'V antibiotics
space — Bacieria spread chills arthrocentesis (test of choice),
from somewhere else, vaginal, recial, oral cultures to
Decreased Oral analgesics

such as otitis, URL
cellulitis , elc.

ROM of joint

rulie out M. ponoirhea infection,
X-rays o mle out ostecmyyelitis

Limping
Palpable
effusion
Osteomyelilis | Bone infection — Bacteria | Fever CBC. ESR, blood cultures, I'V antibiotics
spread from somewhere I bone and chest X-rays (mle out )
clse, such as trauma, Focal bone TH). wound culture, bone scan | TV analgesics
cture nd. pain
R b Immobilize the
fractures, sic. el :
Unwilling to extremily
bear weight or
oo Licch Possible surpery
Transient Inflammation of the Acute groin CBC. ESR, X-rays, ultrasound, | NSAIDS
Synovitis membrane of the hip joinl | pain or MRI of hip

— Mot sure why it occurs

Mon-tranmatic
kneefthigh
pain

Usually
afebrile

Bed rest with no
weight bearing
until pain free




Mame What is it? Signs and Diapgnostics Management
Sympioms
Slipped femoral Spontaneous displacement of the | Severe hip pain Pelvic X-rays Oral analgesics
capital epiphysis proximal femoral epiphysis {acute)
(SCFE) which causes displacement of the Mo weight
femoral head relative to the External relation bearing
femoral neck — Mot sure why it with shortening .
Traction

occurs — Most common
adolescent hip disorder

[ acute)

Several months of
pain. limping, and
oui-loed gait
(chronic is most
common type)

Surgical repair

Ospood-Schlatier Microfracture of the tibial Anterior knee pain Enes X-rays NSAIDS
Discase tubercle — Running and jumping
Point tenderness at Decreased
the tibial tubercle activity x 2-3
weeks
Osleopenesis “Brittle bone disease™ - Most Variable fractures, Genetic testing Oral or IV
Imperfecta (01} common osteoporosis syndrome | bloe sclera, less {not in EI}) analgesics
in childhood — Genetic cogse fractures posl-
puberty (with most X-rays and Fractore care
g‘.]-l:':mnn type of history G
Rule oot abse handling
Juvenile Chronic inflammation of joints Arthritis sympioms | ESR, NSAIDS
Rheumatoid with eventual erosion, rhenmatoid
Aurthritis (JRA) - destruction, and Abrosis of the factor (only + in Methatrexzte
Now called cartilage — Rarely “rheomatoid™ 10% of cases), Steroids
Juvenile Idiopathic | type in children X-ray=
Arthritis (JIA)
Childhood Spiral fracture of the lower 1/3 Limping or Radiographs Oral analgesics
Accidental Spiral of the tbia caused by unwilling to bear Bone scan
Tihial (CAST) twisting/rotating the leg with the | weight Long leg cast
fracture — aka foot fixed in place (i.e. foot Mo hisiory of Rule out abuse for several
Toddler's fracture | canght in something) trauma (if { most weeks
unwitnessed) and commonly
midshaft or

no fever

upper tibia)

CBC - Complete blood count ESR. — Ervthrocyte sedimentation rate

ARI - Magnetic resonance imaging

NSAIDS - Non-stermdal anti-inflapmatory drugs
IB - tuberculosis URI - Upper respiratory infection




Wong-Baker FACES Pain Rating Scale
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Mo hurt Huris Huris Hurts Husrts Hurts
little bit litthe mora aven more whole ot worst

Bnef word mstructions: Pomt to each face using the words o descnibe the pamn mtensity. Ask the child to
choose the face that best describes his/her own pam and record the appropniate number.

Onginal instuctions: Explain to the person that each face 1s for a person who feels happy because be has
no pam (hort) or sad because he has some or a lot of pain. Face [ 1s very happy because be dossn’t burt at
all Face 1 hurts jst a hittle bit. Face 2 hurts a liftle more. Face 3 hurts even more. Face 4 hurts a whole lot
Face 5 hurts as much as you can immagine, although vou don't have to be cryving to feel this bad. Ask the
person to choose the face that best descnbes how he 15 feeling.

Rating scale 15 recommended for person’s age 3 years and older.

From: Hockenberry, M. and Wilsen, D. (2009). Wong's Essentials of Pediatne Nuwrsme, 8th Ed Moshy: 5t
Lows. Used with permissien: Copynght Moshy.




International Use of FACES Scale

UNIVERSAL PAIN ASSESSMENT TOOL

Thils pala vial §a | fed 10 help paticnt care providers assca pain sccording 1o individual patieni noeds.,
Explain and use 8-10 Scale for patiens self-assessment, Use the faces or behaviomal ebservadens 1o Interpre
expresiod pain when patient cannot cammuanicate his/hcr pain inteasity.

L ¢ 1 | |
L L L
3 i § L F) a 8 w0

un.dm.m Waoesi
poasshe R
NG EAKER ° ' . .
FACIAL
GRIMACE SCALE 910
MODERATE SEVERE
ACTINITY NO CAN INTERFERES INTERFERES INTERFERES ARDST
TCHERANCE PFAIN RE wiTH WITH WITH BASIC lxﬁl.ilitﬂr
SCALE IGRORED TASKS CORCENTRATION NEEDS
SPANISH NaDA BE UN POQUITO UN DOLOR DOLOR DOLOR DEMASIADD U DOLOR
DOLOR E Flﬂliﬂ'ﬁ- LEVE FUERTE FUERTE INSOPOETARLE
FIRENCH AUCUNE IMICLEUR FORTE TRES FORTE DOLLEUR
IMIULELR SMOTEREE POULELR HHLEUR EXTREME
GERMAX KEINE LEACHTE SASNIG K _ STARKE SEHR STARKE EXTREME
SCHMEHZEN  SUHMEHZES SCHMERZES SUHMERZEN SUHMEREES SCHMERZEN
; I - . ; i " X =1 "
IAPESE e re | WEL R PRI S DR |F|.m;ﬁl;}- A5 IR 0
&k -
TAEALEN; 1 KALNTIG SIEIY TALAL AN SEASAKIT %4 ' .
e MASAKET SAKIT | MASAKTT MASARIT vasARIT  FIRARAMARAKIT
DRARE %Ak ’ HELXE 5§ SUWH RATIN KEAH SAIIS
HI% ] HAl HANUT RAM TR H Wi SAK T KAR SAKTE DARD BARLT HAL

htip:fwww anes ncla edu'painFacesScale jpg



FLACC SCALE

CATEGORIES SCORING
0 1 2
FACE Mo particular expression or Ocoasional gimace or Frequent to constant
srrnle Frown, withdrawm. quivermg chin, clenched
demterested Jaw
LEGS TNormal position or Uneasy, restless, tense. Kicking, or legs dravwn up.
relaxed.
ACTIVITY Lrving quietly. normal Squirming, shifting back Arched, rigid or jerking.
postion moves epsily and forth, tense.

CRY Mo ory, (awake or aslesp) Moans or whimpers; Crving steadily, screams or
pecasionz] complaint sobs, frequens complaints.

CONSOLABILITY Coatent, releced. Beassured by occasional Difficulty to consols or

touching ergma or being comfort

talkesd to, distractable




NeonaralInfant Pain Scale (NIPS)

Pain Assessment Tools
MNeonatalInfant Paim Scale (WIFS

{Recommended for chidren less than 1 year old) - A score greater than 3 ndicates pain

Pain Assessment Sonre
Fuelal Expresaion
0 — Rstoeed mreacies Fetfisl fars, nesimal sypression
1 - Grisace Taght Saeial oyowct=y, farmoored teow, chen, jrw, dnemires facal sspesssisn — nose, mouth and brow
Cry
0-Nolmr Crumst, zat crving
1 - Whimger B moanieg, ineennitrens

2 = Ngorsue Cry

L sgream; cimy, =hmill, continsons (Nobe: Skt ooy meny b sconed if haby 1 mricbeied as evidenced bne obvisos
moich and fsial ssovenant.

Erearkisg Fanerss

D —Pelamed

Ul pattern for this imfam

1 = Chasige in Breatliag

Lnodeawing, wreguler, fote fhan tveal; puaping. breath holding

Arins

0 — Rsbwed Restmined

o muscniar ripidity; sorsonil mndom mevements of ams

1 = Flexri Extendad

Temse struight begs; rigid and o mpid sosmion, fezion

Legs

D - Rrleed Restmeined

o musolar nigidehy; soemonl msdom lep meromeat

1 = Flexpd Exieadesd Tremse, struight Jegs; vigid andor mpid lemion
Stare of Arsmsa]

0 — Bewgrie Avkd | e, pescedsd shoerring or s a0 b sovesen]
1-Fussy Alart. rectisss. and thoaching

bitp:/'www.anes ucla edu’pain/assessment_tool-mps him




Probable Causes and Examples of Adverse Sedation Events

Probable Causes

Drug-drug interaction - an event that was likely drog-
related and for which a combination of drugs had been
administered

Examples of Aciual Reporied Evenis

"The six-week old infant recetved Demerol, Phenergan,
and Thorazine for a circumcision and was found dead
six hours Iater”

Drug overdose - at least | drog was admimistered in &
dose = 1,25 times the maximum recommended dose

"The child received 60 mg of chloral hydrate”

Inadequate monitonng - this could have ocourred
duning or after the procedure

"The child was not on any monitors”

Inadequate resuscitation - the records indicated that the
individuals involved did not have the basic hife support
or advanced life support skills or did not appropriately
manage the emergency

"The heart rate decreased from 98 to 80, the nurse
anesthetist gave oxypen and atropine, the pulse
decreased further into the 60's, the nurse anesthetist
gave epincphrine, 4 minutes later the nurse gave
Marcan, 3 minuies laler the nurse gave Antinhum, 12
minuies later the ambulance was summoned, 10
minuies leter the patient was intubated, the ambulence
drivers found the child on no monitors, EKG revealed
electromechanical dissociation, the patient was
transporied from the dental office to a hospital”

Inadequate medical evaluation - lack of evaluston or
appreciation of how underlyving medical conditions
would alter the patient’s response to sedative drugs

"A child was transferred from Mexico and received
60mg'kg of chlorl hydrate for & cardiology procedure;
respiratory depression and bradycardia were followed
by cardiac arrest. Autopsy revealed a ventricular septal
defect, pulmonary hypertension, and elevated digoxin

levels”

Premature discharge - the patient developed the
problem after leaving a medical facility before mesing
recommended discharge criteria

"The child became stnidorous and cyanotic on the way
back to his hometown”

Inadequate personnel - either the medication was
administered at the direction of a physician who then
left the factlity, or there were inasdequate numbers of
individuals to monitor the patient and carry out the
procedure at the same time

"The physician administered the medication and left
the facility leaving the care to a technician”

Prescriptiondtranscription error - if pabient recerved
incorrect dose either because of a transcnption or
prescription error (nursing or pharmacy )

"The patient received tablespoons instead of
teaspoons”




Inadequate equipment - if an emerpency arose and the
equipment to handle it wes not age - or size -
pppropriste or not aveilable

"An oxygen outlet was available, but flow meter was
niod - only room air for the first 10 minotes"

Inadequate recovery procedures - this category
included cases where there was not a proper recovery
period, where no one was observing the patient after
the procedure, or if an emergency ocourred and the
necessary equipment was not available

"If they made nurses stay afier SPM, they would all
quit” (v personal faverite - SED)

Inadequate understanding of a drug or its
pharmacodynamics

"The patient was given 175meg of Fentanyl by IV
push; chest wall/glottic rigidity was followed by full
cardine arrest™ - Norcan or muscle relaxant never
adminisiered

Prescription given by parent in an unsupervised
medical environment

"The mother gave two prescriptions of chloral hydraie
at home"

Local anesthefic overdose - if child received more than
the recommended upper limits or if an intravescular
injection occurred

"A 22.7kg child received 432 mg of mepivacaine for a
dental procedure. Seizures were followed by
respiratory and cardiac arrests”

Inadequate fasting for elective proceduore

Unsupervised administration of a drug by a technician

"The child received a bottle of milk prior to a CT scan”

"The drug was ad ministered by a technician; there was
nox physician or nurse in sttendance”

Edited from Cote, C. et al. (2000}, Adverse sedation events in pediatrics: A critical incident analysis of
contributing factors. Pediatrics. 105(4). 805-814.




Analgesia and Sedation Continuum

Mlinimal Muoderate Sedation/Analgesia Deep General Anesthesia
Sedation “Conscious Sedation™
(Anxiolysis) Sedation/
Analgesia
Responsiveness MNormal Purposeful response to verbal Purposeful Unarousable even
response to or light tactile stimulation response following | with painful
vierbal repeated or painful | stimulation
stimulation stimulation
Alrway Unaffacted Mo intervention required Intervention may Intervention often
be required required
st Unaffected Ad il May be inadequat F tl
Veatilation naffect iaquate ay be inadequate . requently
inadeguate
Cardiovascular Unaffected Usnally maintained Usually maintaingd | May be impaired
Function

Adapted from: American Society of Anesthesiologists House of Delegates. (October 27, 2004 ). Continuum

of depth of sedation definition of genern] anesthesia and levels of sedation/analgesia.

hitpz/fwww .nsahg.org/ publications AndServices'standnrds20. pd f




Sedatives and Analgesics Commonly Utilized in Pediatric Emergency Care

Drug Route Dhosc Omset Duration
TAC TD - 15-30 45-60
{tetracaine, adrenaline, and cocaine) minutes minutes

NOTE: Mever near mucous

membranes

LET TD - 15-30 45-60
(Hdocaine, epinephrine, and minutes minules
tetracaine)

EMILA TD - &0 minutes 1-2 hours

(Hdocaine and prilocaine)

L-M-X D - 30-60 24 hours
(Lidocaine) minutes

Svmera TD - 20-30 2 hours
(lidocaine and tefraceine ) minutes

Lidocaine 50 Smgfkg max (plain} | minute 1-3 hours
(xylocaine, lignocaine) Tmg'kg max {with epinephrine)

Marcaine 50 2.5mg/kg max {ploin} ] minute 4-12 hours
{bupivicaine) 3 0mg/kg max (with

cpincphrine)




Drug Ruowte Duse Omset Druration
Tylenol PO, PR 10-15mg/kg PO or PR 30-60 minutes | 4-6 howrs PO or
POy PR
{ncetaminophen,
Panadolj 60-1E0 minuies
PR
Muotrin PO 10mg/kz PO 30 minutes PO | 6 hours PO
{(ibuprophen, Bmfen)
Toradaol IM, TV 0 5maikg IM 10-20 minutes | 6-8 howrs IMUIV
M
(ketoralac) {max &lmg)
5-10 minutes
0. 5mafkg TV v
(max 3mg)
Marcan IM, IN, 0. lmgikg IMAN/IY peds 5-10 minutes &0-90 minutes
Iv 1M M
{naloxome) 0.4-2.0mg INVINTY adulis
3-10 minutes 20-40 minuies
1N I
14 minuies 1V | 20-40 minutes
v
Romazicon I, IM, L2mg/ke IMITY peds 5-10 minutes 60-90 minutes
v 1M IM

(flumazenil, Anexale)

0.04me/kg IN peds
(0.2mg max single dose)

0.2mg IM/INAY adults (up o lmg in 5
divided doses)

24 minuies 1IN

-2 minuies IV

90- 120 minutes
N

20-40 minutes
IV




Drug Route Dose Onset Duration
Lofran Iv 0. Imgfke IV 10 minutes IV | 3-4 hours [V
(ondansetron) (max 4mg)

Morphine M. IV O lmgfkg IMAY | 10-15 minutes | 3-4 hours IMJTY
M
5 minutes [V
Demerol IM, IV I-2mgkg IMAY | 10 minutes 2-3 hours IM/TV
M
(meperiding)
5 minutes IV
Sublimaze IN. IV, TM 2mecg'kg IN 5-10 minutes 45-60 minutes IN/TV
IN
(fentanyl) I-3mceikp IV 60 minates TM
2-3 minmes
3-15megfkg IV
“lollipop™
20-30 minutes
™
Succinylcholine IM, IV 4mgfke IM | minute IV and | 10 minutes IV
(“Sux™, Anecting, Imgfkg IV “Be ready to
Quelicin) bag™!
For reversal of
fentanyl-induced
“rigid chest™
Ketalar (ketamine) | IM, IN, IV, dmgtkg IM 2-10 minotes IM|  50-00 minutes IM
PO, PR

+ with atropine or
Robinul
{glycopymrolate) and
Wersed (midazolam)
{adjonctive therapy)

10mg/kg IN
0.5-1.0mg/ke IV
5-10mg/kg PO
5-10mg/kg PR

10-20 minuies IN
| mimute I'Y

10-30 minuies PO
10-30 minutes PR

1-2 hours IN
5-10 minutes IV
1-2 hours PO
1-2 hours PR




Drug Route Dhnse Omnset Duration
MNitromox INHL 50 N2OV5D% D; 3-5 minuics 3-5 minutes INHL
INHL
(MNitrous oxide,
Entonox)
Eor sejrures:
Versed M, TN, TV, PD, 10-20 minutes 1-2 hours IM
PR 0.2-0.3mgkg TN IM
({midazolam) 30-60 minutes
5 minutes [N IMNTY

0. Img/kg TV

0.5me/kg PR

For sedation:

0. Imgfkg IM
0.4-0.5mafkg IN
0. Img'kg I'V
05mg'kz PO

0.Smg/kgz PR

2-3 minutes [V

10-30 minutes
PO

10-30 minutes
PR

&0-90 minutes PO

60-90 minutes PR

Chloral hydrate POWPR 50 100mgfkg POMPR 15-60 min POVPR | -2+ hours POYPR
(Membutal )

Diprivan v 100mepikg bolus TV <] min IV 10-15 min I'V
{Propofisl) {loading dose)

then 50-
100mee/fka/min

(mainterance infusion)




Dirug Route Dase Onset Duration
DPET IM Just say no! Just say Up to 19+ hours (This is
no! just one of the many reasons
Demerol, Phenergan. and you that you should just say
Thorazine — mependine, ao)!
promethaxine, wnd
chlorpromazine)
Seconal IML IV, | Sma/ke IM 10-200 1-4 hiowrs IM
PR min IM
{Pentobarbital | 1-6mgfka IV 15 min IV
1 min I'V
3ma/ke PR 1-4 hours PR
15-600
min PR
{Amidate) IV 02mgikg IV 30 10 mamastes IV
seconds
Etomidate v
Precedex IN, IV 1-1.5megikg IN 45 min 3 hours IN
IN
{"Dex”, dexmedetomidine) ImegfkgAV over 10 min 2 heours IV
{loading dose) -1 min
v
0.2-1L.0megkgHOUR
{ maintenance infusion)

Legend

I8 — intramuscular, IN — intranasal, INHL - inhalation, I'V — intravenouws, PO — oml, PR — nectal
5Q - subcutaneous, TD - transdermal, TM - transmucosal

{Thanks to Madelhm Eahana MD, Tim Wolfe MD. and Michells Webb BN MS. CENA for their invaluable
assistance with the creation af thiz chart)




SLE “Butterfly Razh”

Courtesy of Nina DeBoer, my now 12-year old aspiring artist'baker daughter



Guidelines for the
Management of Uncomplicated Vaso-Occlusive Pain
in Children with Sickle Cell Disease in the E.D.

The purpsse of these gisidolines & bo provide an cducsxicnal neteuros for clinisians al BMC.
Clinicians are encouraged bo follow these guidel 1 I rec
that at times there will be exceplions to the guidelines that make ditferenk medical -.-mgi-'rt appropriabe.
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Sickle cell disease pain crisis pathway
Courtesy of William Zempsky MD & the New England Pediatric Sickle Cell Consortinm
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FURPOSE

Thiz procedure deseribes a process for nusing ard for pharmacy persornel® to sdminister lidocaire through
an intra-psseous catheter to decrease infusian related pain inacomscious patient 10 insertion may cause
midd pain in consciows patients but 10 infusions may cause severe discomfort. Lidoaine i meant te be used
i an anesthetic and not as snalgesia.

For PEDIATRIC patherts who may or
are able b0 perceive pain atrer the 12
disvicn b placed ard position has
bewen confirmed and secured,
CONTRAINDICATED | pediatric
alie nks with acute seizures or
history of non-febrile selaures.

L Maygive 05 gk (Max
20mg) of 23 lidocaine |withaut
preservativas or epinephrne] 1D as a
slow bolus

2 Dilvted with Nommal Saline to
a todal volume of 1ml, [5ee tabis
below)

1. ‘Walt atleast 30 seconds then
flush with Senis of normal salime.

4. N necessary, step 1 mey be
repeated as needed to maintain
anesthetic effect.

(Do WOT exceed Imgfhg 24hr]

This TaiSls raqHrasars aoprendmans Geiiig hausd Brocsme's weight raspoin

The valume of lidocaine recommended in pediatric patients i rol encisggh to prime the lubing, A small
wrrgunt of normal saline s used Lo ensure the val i51he et b o prirne the tubing and
complete the lidacaing flush. Because of the famél arity ard ease-of-use of the Brosel ow system, we based
aurlidocaine chart {tee chart below| on the weight-based tape recommendations.

| ADULT pistispte- Far Sataarts whi masy o ane SBle 0 parosive pali SRer th 10 devise & ploced ard pesitien
has Been confimmed and secured.

1. Mayghe 20-90 mg [1-2 mb) of 2% ldocaine (without presenvatives or epingphrng] 10 as a balus
over 1 minute.

1. Wain at heast 30 ceconds then fush with 10 ml of mormal dafine.

3. W recessary, step 1 may be repeated as needed 10 maintain anesthetic effect. [Do NDT exceed 3
mig/HEf24 hr)

*Medication must be ordersd by physician or LIP.

Color-Coded Intraosseous Lidocaine

Chart courtesv of Stacie Hunsaker RN MSN — Intermountain Healthcare, Provo, UT



DATE/TIME

Face

0 - Mo parficular expression or smile

1 - Cecasional grimace or frown, withdrawn, disinterested
2 - Frequenti 1o constant quivering chin, clenched jaw

Legs

0 = Mormal position or relaxed
1 = Uneasy, restiess, tense

2 — Kicking, or legs drawn up

Activity

0 — Lying guietly, nomal position, moves easily
{ — Squirming, shifting back and forth, tense

2 — Arched, rigid or jerking

Cry

0 — Mo ery (awake or asleep)

1 — Moans ar whimpers: oecasional complaint

2 = Crying steadily, screams or sobs, frequent complaints

Consolability
0 - Content, relaxed
1 — Reassured by cccasional touching, hugging or being talked to, distractible

2 — Difficult to console or comfort
TOTAL SCORE

FLACC Scale




0= Hi. [ am not expariensing any pain at all. I don't oven
know why I'm here.

1: I am complstaly unsure whathar 1 am sxporienaing pain
or itching, or maybe [ just have a bad tasts In my
mouth.

2: I probably just nood a Band Ald.

B: This s distressing. 1don't want this o ba happening
1o me at adl.

& My pain [snot £_cking around.

8: Why ia this happaning to me??

& Ow. Okay, My Pain is super 1egt now.

T: 1 600 Jesus coming for ma and I'm scard.

8: [am exporiencing a disturbing amount of pain.
I might actually be dying. Please help.

8 1am almast definitaly dying.

10: [ am astively baing mailed by a hear

11: Blood 18 golng to explods out of my foe at any
momant.

A Better Pain Chart

Courtesy of Allie Brosh, www.hyperboleandahalf. blogspot.com
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Midrange Pinpoint
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Variations of Pupil Sizes



mm
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mm
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223
57
17

ia
6.0
236

21 197 084 7 5 144 131 .18 105 092 079 066 .053.039
53 50 47 43 40 37 33 30 7 23 201671351
'Iﬁ IS + 13 1’ Mm W % & 7 6 5 4 3

1%
6.3 6.? ?.3 !-.D !-,.'-" 9'.! 1 EI.'U H:I.? 1 1.3
249 263 288 315 A41 367 393 A8 445

Foley Urinary Catheter Sizes
Courtesy of UrethratGGauge.com



Centimeter Markings on an Endotracheal Tube



5f-16f Chest Tubes

Courtesy of Atrium Medical, www.atriummed.com

24f-36f Chest Tubes

Courtesy of Atrium Medical, www.atrinmmed.com



2.5-5.5 Uncuffed Endotracheal Tubes

Photo courtesy of Julie Bacon RN.BA,.CPEN



T

I
4 il

Mo ™
Endeirocbeal
Tlie

Microcurr® tube seals at a lower pressure
than conventional pediatric tubes’

]
L]
.y
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= = capillary periuzion
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Mobaviin cul? prwaSae i Eonl e o R i chaidren agedl T4 [nsdr ) patents, 1 & 0mmd
Seaing peesveve assesied by ascullanon within § menutss sy infute ion

Microcuff Cuffed Pediatric Endotracheal Tubes

Images courtesy of Kimberly-Clark Healthcare, www.kchealthcare.com



Radiograph Revealing Battery in the Esophagus



Radiograph Revealing Battery in the Stomach

Images Courtesy of Christopher Straus MD, University of Chicago Medicine



Radiographs Revealing Coin in Right Mainstem Bronchus

Images Courtesy of Christopher Straus MD, University of Chicago Medicine



American 5ign Language Alphabet

Image Courtesy of Dr. William Vicars. www.lifeprint.com



I Love You in American Sign Language

Image Courtesy of Dr. William Vicars, www.lifeprint.com



WaterBalz

Photo courtesy of DuneCraft. www.dunecraft.com



Obtaining a Nasopharyvngeal Specimen for Pertussis Testing

Mustration courtesy of my now 14-vear old aspiring baker daughter,



Radiograph Demonstrating Gastrostomy Tube in the Stomach

Image Courtesy of Christopher Speaker RN MSN,APN, University of Chicago Medicine



Radiograph Demonstrating Intraperitoneal (not stomach) Gastrostomy Tube

Image Courtesy of Christopher Straus MD, University of Chicago Medicine



50%
DEXTROSE

|"'le|'_:1--:_|-|r UsSP
25 grams (0.5 g/mL}
Ansyrei

Wiy
will male loer kack pdnpier

&

Hr r':;.'r'.} |

50% Dextrose, 0.5z/ml

Photo courtesy of Hospira. www.Hospira.com
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25% Mannitol Bottle, 12.5g/50ml

Photo courtesy of Pharmaceutical Partners of Canada. www.ppecdrugs.com



| 20% MANNITOLLY.
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20% Aannitol Infusion, 20g/100ml

Photo courtesy of McFarlane Medical Equipment, www.mcfarlanemedical.com.au



Aannitol Bottles with Visible Crystals

Image courtesy of Springer Images, www.springerimages.com



Change Weight 5.0kg

To
Volume 0.5ml

To @
Dose to chart 0.05mg

)
Skg* =2 ~0.05mg

[ -

0.05mg* 1% ~ 0.5ml



EPINEPHRINE
Injection, USP

LifeShield®

wyith male luer lock
adapter and 20-Gaugs
protzcted needle

Hespird

1:10,000 Epinephrine Injection, 0.1mg/ml

Photo courtesy of Hospira, www.Hospira.com



Colormetric End-Tidal CO, Detectors Demonstrating Gold and Purple Colors

Images courtesy of Mercury Medical, www.mercurymed.com



Endotracheal Tube Cuff Pressure Monitor

Image courtesy of Posey, www.posev.com



Pneumatosis

(Gas in the bowel wall)
N2

LT-DECLUB

Abdominal Radiograph Demonstrating Pneumatosis Intestinalis

Image courtesy of Terri Russell EN_DNPNNP



Lap Belt Injuries

Hlustrations Courtesy of My Now 14-vear Old Aspiring Baker Daughter.



Image courtesy of Amy Baxter MD FACEP, www.buzzyforshots.com



Hand Bones
Phalanges

>\ 181
AW\ ./'Metacarpals

W
e
L

; /‘ Carpals
Radius — "' — {j1na

Bones of the Hand

Tlustration Courtesy of My Now 14-vear Old Aspiring Baker Daughter,



Proximal
Interphalangeal —
Joints

Joints of the Hand

Mustration Courtesy of My Now 14-vear 0ld Aspiring Baker Daughter,



Extensor Tendon

\
T

Flexor Tendon

Hand Flexor and Extensor Tendons

Tlustration Courtesy of My Now 14-vear Old Aspiring Baker Daughter,



Areas of Sensation: Radial Nerve

IMusiration Courtesy of My Now 14-vear Old Aspiring Baker Daughter,



Areas of Sensation: Ulnar Nerve

TNMustration Courtesy of My Now 14-vear Old Aspiring Baker Daughter,



sPO, -95-99%
pl); 80-100
pH 7.35-7.45

pCO; 35-45 mmHg

HCO, 22-26

Normal Arterial Blood Gas Values



Oxyhemoglobin (% Saturation}

i1 & 1 8 1 1 1 1 1
0 1 A 30 40 60 &0 T B0 BQ 100

Pg, (mmHg)

Oxygen-Hemoglobin Dissociation Curve
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Vapotherm High-Flow Nasal Cannula Therapy

Images courtesy of Vapotherm, www.Vapotherm.com



Options for Defibrillation or Cardioversion Energy in Joules

Image courtesy of Phillips Medical, www.medical.phillips.com



Is the patient stable? ‘

Yes — Age Appropriate
Vagal Maneuvers

- |s there an IV/IO? ‘

| Yes — Adenosine 0.1mg/kg

No — Synchronized
Cardioversion0.5-1.0j/kg

Pediatric SVT Algorithm

Image courtesy of Julie Bacon RN BA,CPEN
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Injection, LISP

TAdenosine

i ]

Adenosine 6mg/2ml

Photo courtesy of Pharmaceutical Partners of Canada. www.ppcdrugs.com
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Fentany

Photo courtesy of Emergency Medical Products, www.buvemp.com



Tsual age of onset

Characterjstics

Tvpe
I - Infantile

-6 months

The severe form manifests in the first months of
life. usually with a quick and unexpected onset
("Hoppy baby syndrome ") Rapid motor neuron
death causes mefficiency of the major bodily
organs - especially of the respiratory svstem

- and pneumomia-induced respiratory failure

15 the most frequent cause of death. Babies
diagnosed with SMA type I do not generally
live past two vears of age. with death occurring
as early within weeks in the most severe cases
(sometimes termed SMA type 0.) With proper
respiratory support, those with milder SMA type
I phenotypes, which account for around 10% of
cases, are known to live mto adolescence and

adulthood.




II - Intermediate

6-18 months

The mtermediate form attects children who are
never able to stand and walk, but who are able
to maintain a sitting position at least some time
in their life. The onset of weakness 1s usually
noticed some time between 6 and 18 months.
The progress 1s known to vary greatly; some
patients gradually grow weaker over time while
others, through careful mamtenance, avoid any
progression. Body muscles are weakened, and
the respiratory system 1s a major concern. Lafe
expectancy 1s somewhat reduced. but most SMA
II patients live well into adulthood.

I - Juvemle

=18 months

The juvenile form usually manifests after 18-
months of age and describes patients who are
able to walk without support at some time_
although many later lose this ability. Respiratory
involvement 1s less noticeable, and life

TV - Adult Onset

Adulthood

expectancy is nopmal Wilm—
The adult-onset form (sometimes classified as a

late-onset SMA type III) usually manifests after

the third decade of life with gradual weakening

of mmscles — mainly affects proximal muscles of

the extremities — frequently rendening the patient
wheelchair-bound. Other complications are rare,

and life expectancy 1s unaffected.




Thumb Spica Splint

Scaphoid Bone Fractures and Spica Splint



Auvi-Q) Talking Epi-Pens

Photo courtesy of Sanofi-Aventis, www.auvi-q.com



Tape

Broselow Pediatric Emergency

Photo courtesy of Armstrong Medical, www.armstrongmedical.com
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Intraasseaus Infision Systam

EZ-I0 and Laboratory Testing

Immediate Vascular Access... When You Need [t

Background

use of I0-derived Bload for laboratory analysis,

Study Methodology & Design”

Ten healthy adult volunteers consented to participate in an
IRB-approved study invelving the following:

* Blood samples were obtained from peripheral veins in
the forearm. Within 5 minutes, an I0 catheter was
placed in the praximal humerus,

= Two sets of I0 blood samples were obtained from
each participant, one set following 2 ml of marrow,
blood waste and one set following & ml of waste,

* Al sample sets were analyzed at a reference
laboratory for complete blood count and
chemistry profile.

* Means were compared for each blood test from the
drawn samples (Intravenous, 10-1, and I0-2), with
intravenous blood valwes serving as controls for 10
blood values.

Insertion at Drawing of blood at
procdimal humerus proximal humerus
REFERENCES

Improved vascular access devices, which enable providers to deliver critically needed drugs as quickly as central lines,
have ignited a resurgence in the intrapsseous (I0) route to vascular access. This, in turn, has led to other uses of the
10 wasculature, including drawing I0 blood for laboratory analysis.

It has been a number of years since the last published study examining 10 blood for laboratory analysis.’ For this reason,
Vidacare conducted and completed this new study to both validate earlier research and address concerns regarding the

Grstgm ), Hestings C, Bome mprrow aspiate 2y an accexsible and refiable sourece for oritical lsGoratory studies, Amv Emerg Med, 1950;20:1127-1124,
! Hureen 35, Can bloed taken from iefraossecus cannulatioes be csed for bloed ssalycls? Bums. PO00:28: 727730,
¥ Riller L3, Paitback TE, Mankez OF, Spadaccimd C. & new study of imraoseos blood for labaratony analysis. Arck Podhol lab Med 20051331628,

N

E2-10 63
Power Driver

RESULTS & CONCLUSIONS

Intraosseous {10} and
intravenous (IV) laboratory
values had statistically
significant cormelation for many
commonly ordered lab studies,
with some exceptions as noted.
(See Table and Graphs, Poge 2.)

The intracsseous space proved to
be a reliable source for blood
lahoratany analysis for several
commonly ordered tests, such as
hemoglebin and hematocrit, as
well as several chemistry values,

MWOTE: Results may not be reliable
for COZ and platelets, and are
unreliable for WBCs.

H-ZT1 Rew A

Vidacare.com



a-I@ w LiClacare Immediate Vascular Access... When You Need It

Intragssenus Infusion System

EZ-I0 and Laboratory Testing (Continued)

I0 vs, IV Comparisons \

The graphs and table shown are comparisons of mean laboratory values by sampling method,

TV indicates the typical intravenous phlebotomy sampling, 10-1 indicates first intraosseous sampling following 2 mi of
marrow,/blood waste, I0-2 indicates second intracsseous sampling following 6 ml of waste,

The following lab studies produced a statistically significant correlation between ID and IV values:

BUN Creatinine

ke Pasil iv-h-l'\l-l Prdan Wiami vanael 19 i vt ul.‘z-ullu:" nbulun‘l
Total Protein Albumin Chloride
o
_u "
{ ol L T i id
T L
o1 .
a— : = AT =k}
R [ T P Y T T T reT—

Certain lotrormtory values did mot prodice o shrbishically sigeificant comelabom. (0, ond platelat count were fower for 10 biood than for [V blood, and WE D
were elevted in the 10 somples. Potossiom, sodivm and coloivw did not prodluce stntishiomly sigrificont cornelmbion,

VALLE w WA -1 D2 r -2 104102 1
o Wi {s VaisE) o W]
wee' ... 11000/l T8 ¢ 15 183 [ m} 180 « 71 T ] 04 ¢ 4.0 JTE ()
RBC ... [millins/ul) 48 + 04 AR (008 4.7 + 04 b5 [<.00m) 43 & 0.2 JBs (=001
Hemoglohin ..., {g/dL] 143 ¢ 00 1 (002} 130+ 16 BE (004 1.7 £ 08 | .95 (013
Hematocit.......... 1% 428 + 28 | &% [pom) a8 = 20 | W (03] | ae8 ¢ 17 | =
Flatalats.... (1000/4L) LY + T60 | AT [m) 007 + 770 | [} | z3m3 £33 | -5 (m)
Gk ... mgtdL) [ 1068 + Lid | S0 |.001% 110.0 + 163 | A% [.003) | 1089 + 159 | 85 (=001
BUN' ... L) A28 + 25 | B8 [<001) 13.8 + 24 | 6 (<001} | 134 + &4 | A [<00)
Creatinime..... I:I'I'\lg,l'ﬂi.'l [ -1..|} i .ﬂ.z | 5T |-.|}:|'i| 1 e & Cl.z. [ e f--.D\:I!I [ I..ﬂ £l .D..Z | S0 I'-.'.{ll:l.:ll
Sodium... (mmelfl] | 1403 + LT | 22 [m} 1064 = 1.7 | A3 e} | 1384 £ 1.8 | -2 (m)
Patassium... (mmelfL] 46 ¢ 05 38 [m) 54 & 10 .13 (e} 50 ¢ 1.0 .21 (m)
Chinrde... (nmelfl) | d04B + LT | &1 [.003) 108.2 + 14 | . [0 | 1084 & 20 | v (g
[ RIS e 227 ¢ 32 | A5 [m} 175 ¢ 25 | .64 (e} T332 | o (0a)
Catcium . ....{mg/dL) 99 ¢ 05 | 08 [m) 9.1 + 03 | .57 [m) |7 aa £ 03 | L (m)
Tolsh Protein .{g/dk) | T4 + 03 | 27 [016) 73 + 04 | W [0 | rE s ea | e (00y
Albsrain ... {g/dL] 45 ¢ 0.2 74 [0zE) 44 x 02 | B O[O0 | &4 x93 | .7 Loz

| 1 - Wiire Aleod qelfs 2 Rpd dpod cells 3 - Blood o nilpgen 4 - fodos dioedle o= pao-gign ffoas

271 Rev A Vidacare.cam



Alternative Methods for Pediatric Pain Management

Pain Relief Option Onset Duration | Approved | Notes
[minutes) (minutes) | Ages

1% buffered lidocaine & | 2-5 30-60 All Remember max dose of lidocaine

25-30g needle 4.5mg/kg without epi (max 300mg) &

(1mi 8.4% bicarb & Sml 7mg/kg with epi (max 500mg)

1% lidocaine to “buffer”) 1% lido is 10mg/mi

EMLA® cream 60-90 60-120 37+weeks | Can cause methemoglbinemia

(lidocaine/prilocaine) Avoid ingestion (as with all topical
creams)
Dosage & application times differ
dependent upon weight

LMX4® cream 30 60 2+ years Avoid ingestion (as with all topical

(lidocaine) creams)

Synera® patch 20-30 60 3+ years Don't cut or cover the patch

(lidocaineftetracaine)

Hip® 1-3 1-3 6+ months | Don't point near the face

(buffered lidocaine)

“Freeze spray” Immediate | 1 All Possible frostbite with excess spray

{ethyl chloride)

Adapted from: Moisman, W. & Pile, D. (2013). Emerging therapies in pediatric pain management.
Journal of Infusion Nursing. 102.




Buzzy & Pediairic Pain Management

How to use BUZZY®...
in healthcare settings




How Does Buzzy® work? 9

* Uses natural pain relief by confusing your body’s own
nerves and distracting away from the poke
— This dulls or eliminates the pain
* Works in the same way as:
— Rubbing a bumped elbow stops the hurt
— Running water soothes a burn

— Putting a hand in ice water lowers pain
everywhere glse

What procedures can
| use Buzzy® for?

* Insertion of IV's

* Venipunctures for lab draws

» Finger sticks for obtaining blood samples
* IM injections to the upper arm

* 5Q or Intradermal injection

* On shoulders, sternum, or distant body part
for distraction from any procedure

Buzzy needs to go

to be effective.

Courtesy of Shiner's Childrens Hospial
Louanne Lunny., MLS{ASCPom



IV placement and
Venipuncture procedure

Apply tournigust if applicable

—  Thremgh Buzry siot or

~  Prior t placing Buzzy
Place BUZTY® 2-5 cm proxkimal to site
Place wider end of BUZIY® closest to pain.
{Head of BUZTY™ cicser to patient's head
disfing procedures)

Best numbing is directly distal from the center of the Buzzy
where the motor is.

Lowrew Busry Clean Buzry,
aczhaced caid pad
b famove and seap
provedure Sty witth Sant
derapiang Wiga

ey of Shrewry Chisirern Hosprial
Loyanne Luwy, MUHATCR iom

Intramuscular Injections
in Upper Arm
2

*  |ocatae site
= 1) Press BUEDY® directly on site. |
and actlvate yibrathon, Leave in
place at least 30 saconds; for
stinging shots or deepar IM. kawva

on up o } minutes for deepest
rimibing.

* I For injection, slide BLIZTY* 2-5
cimi promamal 10 site (pressing on
bony area If available] For celtoid
Imjections

Parent pressing Buzzy using positicen of comfion
Shot goes where red dot = kocated  Nurse can
reposition so Buzzy's motor is direclly above shot



Courtssy of Shoner's Chikirans Hospital
Louanna Lunrry, MLG{ASCRIem

Who can use Buzzy®?

* Who can use Buzzy®?

— Buzzy is an FDA registered Class | device (over the
counter)

= Since Buzzy is over the counter, anyone can use
Buzzy.
= A phlebotomist
= Child Life
= A radiology tech
= A nurse
* A resident



Hylenex for Subcntaneous Fluid: and Medications

“If you want your children to be intelligent. read them fany tales.

Nursing Procedure for

Initiating Subcutaneous Fluid Administration
with Hylenex" recombinant
(hyaluronidase human injection)

Hlease see back cover for Indicatinn | jy[enex
aid Irgrorband Safety [nfernation and TR

acompanrying full Prevcrining Information, hﬁrﬂ'l'ﬂ"l.'dﬁﬂ hu!neﬂ.ﬂ'ﬂﬁ'l{m,'



Trese deafl palicies and procederes have Been sdapied Inom e [nfusicn Mursas Secisty
[TH3); the Oncokiay Misrsing Socety IGNSE and the Mrienes® secombinant llvaluranidase
furnan irfectlan) prescehing eformation, It 1k the respansiiily of the healtheaee organization
cansideriag the use of {his pracedure 1o conduct as Ddegerdent revien archassessement

10 detarm ina applicabiiity and appropriatenss: of fhis document 1o thelr metitution and to

any parficular clinical setting. [nfusion therepies presant iishs; i & the respansitility af the
nedtheare erganzatlian to manags thess Hske, Including te skils and compstancy vatldatian
of personned,

Tre healthezse organization that ises these guidednes should be padse that an @iz
review af erganizational poficies and procedises shauld continee t9 accur In accordarce and
camphasce with reguiatory and roareguidtory agencles.

The F‘urpnﬂ of This Guida

To autling rursing reaparsibilities in providing symptern cantrol andior fluid and cfectralyte
repEmeinien by admirditecing Milds st atansausty.

Policy

Subtutnreous arcess 14 ubilized to Adiwin=ter Aulds via single [njeetion or 2ontnueud [nfutian

Imo the suboutareous 1ssue. The fluld 1s absorbed through boih adlpose and ronrect e tissus !
Hyienzx recombinant 18 wsed ot subcutancous fiuid admiciriration, enabling snzymatically
auprmeited sibouanects fison,

In sibeutarpocs Fluid adwanetration, a catheber i€ placed I the subeuiansous tisme ! Shillad and
corrpeient nurses krowledgeshis in Subculanenus acministeatian and the nperation af glectronic
Imiuslon dovices may inifiate and managa sebgutanagus intusions,' Some ekate and facility
reflatimnk allow this procedore 10 be pesfomed by LN LPRS. Please cieck your szafe guidelimes
Un Fegard o mdilstratlen rosulatione. The purse whi & sdministed ng subeutneeus lselanis
Fulds and sectralyies shnuld be eamsledgeahie ghout the indications for use, appropriste rates of
administratien, monitoing peremeters, agverse etfects, stability of infusate, storage requirements,
Al potemtial complicacans.

Fluids gives subcutanoocdly chould be leedaric.t



Recommended Equipmant:
Gloues Tape
SUDCULANFOLE Arces dRuice
Appropriate antlseplic (see "Device Sebection and Insertion”
for optioms}
Sharps container Subculaneols mfusion set
Svrinne Extrsion titing Goptona! :
Ganae .Hui':l
Transparent samipermeable membrane (TSM) | Electronks infuslan davice Loptionzl)

Medication

Hyfeaex recombinart (hyauroridase human nfection)
11 ylal eamtdlng 1 el of 150 ISP urdidAiil)

Procedure

Assessing and Educating Pationt®
L, verity patierd's identity with therm or parentiegally authorized quardian,

2. Dbtain and review physicisn® order foF type of fluid, amourd. refe, roate
af administrat on, '|I"=_"5L|€rl:!r, Suratio n, and tirstion garamatars ipﬂltiﬂﬁ.

3. Flan patient'scare,

&, Per istitutional pratocol, olstain corment of patlerd or hisfher parent or begally authorized
quardian belare admiristering tharapy.

5. Educate patiert toe his'her parent or leoslly autharized quardian] a5 19 purpass apd articipatsd
cutceme of therapy, site placement, brpe of flold, roule af agminstration, sdverse eifects;
and recogritlon of signs.and swnpboms of complications. Ao educate conceried pariics an
possibie. sitermatiues to this mened of flud administration and pacc|bie omp Acat icre of the
alternatives. Include device ooeration. instruciions, if aoclicshle.

b, Ascec gatlent asnellog 1o T By Guldednes

7. Piaee ptignt m 3 reclining, comfortahle position Dasad on site welactad,

Prior to Boginalng Procedure!
L. A=sembie equipment.
2. Wash hands aod dry thoroughly
3, Fut on glowes,
&, Use ateptie techrilqus and ebeerve ttondard precautions,
-
Hylenex’
T

CUTIVETE
TV L MR



Procedure (Cont'd)

Insertion Site Selection
1. Sire sefeEcrion shoukl be based on s antcripaged mokElity and coriprr®
2. Assesc sifes for device placomonl i pediairic and scult patientsi: INSERT
&, 3capula reglon
b, Anteeicr or lateral aspecisof thighs

€. Dorsal aspect of upper arm

3. Select imterfian =He with adeguaie sube it ansoos tissoe (e {8l fold of & Tsast 1 inch or 25 ¢m
when forefingar and fhumk s gendly pinched teaether) !

4, &uoid areas with camproviked mksge by, such as, but nel Smiled et
& Edema
b. Pain
€. Excariation
dl, Infesction
., Bedze e hematoma
[. Sear Lisbue
Insertion 5ite Preparation'
L. ifptional Srapl Remowe excess hair from imtandad insevtion e with oippers.or = ssors
2. Wash rsertion sita with antizeptle soap and water, IF pecessary,
3, Deinfect fosertion sits.
4. Cleanse site and allow site 10 dry. (00 not Blow o Bl diry. |



Device Selection and Tnsertion

angiccatheters have alo been used, Inspect access sel For defecis.

\ Prepare anuipment and prims nfusion

Lift =hin [rte small maund.!
Tnsert infusion selcatheier bevel wp info prepared sile,'

. Secure device ard Fallaw Facility protocol for dressing.

Dbserve far necative blood eetuen, IT blood returm is abseryved 'z
A, Remove device and sebect rew Ensertlon site

B, Preparo i sie

€. Use new sterile infutban sel

L Recure afministration-sen tibing to skiaio presein accidertal dis odgment.
. Labal dracding per BEaclity quidadines.

Hylenex recombinant Administration
Injection betore Nuld sdministratien:

After chitaining Sub-0 scvess, inject Hyleres recombivant vie Suc— access device
matare ination of flud admanistracon. Once Hgenex racambinant = irngected, follow
with a 3-3 cc inectivn of hydration Fudd te, mormal =aline or Laciated Rings's) nla
Lhe Sub-0 access deviog e eraues Hpdenes recombinant i fully admmistered inbo Lha
Zub-0 s, 150 USF unlts of Heenex recomblnant will Tacillt@e abzarptlon

of 1060 mbL ar mbrg of solutian,

Please e back cooner Far Tsfication and Tmpoetaat Safety Informatioa
mnd agcampanying Full Prescriolag irfarmation,

™

Hylenex’

iR

. Fhe recammended cathetsr i5 3 standard 2 5b-gauge buttarfly needie. Honeue, 30- 16 2M-03u5E

INFUSE
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Procedure (Cont'd)

Subgutaneous Flaid Administration
The rate &7 yolume of subcimanzous Tud acministratian should nat sscesd 1hose WPIE&'E':I 1ar

Imtraverows miusion. Durlag subculasnecus fluld adminksteatian, special care mast be Laken In
padiarie patiends ta mald exerhydration by contrslling the rate and tatal waiure of the infusion.!

L Deliver Isotenic selutions subculancous!y.”

2. Inspect Huid contamer far leaks, cracky, or particulate matter,!

3, Initiate fiuid administeation par physiclan’s ordars ard monttor patient responsa,

4, Monitor patient’s resoorse and observe for cormplicaticrs al lnsertion 2ile st regiflar intervals
por-fackity guostings,

5, Rotale sie per lacility aofizy.

. Dacwnent subcutamaoos afministration of Muids per Tacillty guidellnes.

For Pramature Infants/Meonates
For premature infants or during the recrafal period, the daily dezoge should not exceed 25 mib kg of
bty welghi, and the raie of 2dminseeaition shoald ool be greaier than 2 mL pee minite.
Site Maintenance*
1. Dbserve site per Moc/liky pod oy,
2. Folow Faclliy pollcy foe cathetasineetle replacerneni.

3. Replace cathatarmeadie |F Drwging, erythema, of othas <igns of local ritation or rfection
apprar or if the si= & panfl to {he pat et
4, Changa transparant rscsing Jccoecing o facfity protocol,

5, Clieats, famifies, significant others, end assistive personnel showld be indkructed to repard any
lazizne, prythama, sdema, oF palnat the injectinn e 26 conn ac possinla. Comailt the tecilitv's

processes and procedures for specific dieectians,



Device Removal*

1a.
11
12

Dbtam and #&viaw tha phislaan's order 1o¢ ILElDN dECoNLALance.

2, Wash hands,

Asserdibe enulpsent,

+ Put on glowes,

Use aseptic kechnique ond oosers standard orecautions.
Place patient in comfortable peshin

Gz admanistration and slep infumnian devcs,

Remewe transpareni dresaing and secursment Lapes.

. Remowe adminictration st activating afety machariam | IF applicatee); dizcacd in Sharps

canlainer,

Apply manual pressuce with sieds gaues 10 preveat leeding anid Mild |eakags
Cosar 246 with dry drediing.

[H=car evpemded eguipme in approprisie recealiaclies),

Documentation
Document the Tellewing in the patient’s permanent meadical moord:

a.
e
€.

Date and tre of admirssirstion
Sk Integrity & lecation of acss dedice
Numbar of ingarticn attempte and locatian of infution st

-

H ¢
L1 7 Fonen vl



Indication

Hyfera® recambilinant 15 ndicated as an acfuvant Tn sulictaiecas fuld adenfaisiearion,
el 1g Increast the dizpersfan and abserption of ather injectsd deoas.

Important Safely Information

* Hypersersidily to fyaluranidase o any ather
impradient in the fopmaiation is 3 contraind cation
toe {he uze of this product,

* Disconiinue Hpfener recambdnam (haaurondilase
human imjectionl H sensteation actur.

= Wyaluraridase should mot be sscd Lo onbance the
Absovption and dispEesion ol dopam e anllor
alpha agenks drugs

= Hyahoromidase should mot be wijected info or
arcared ad Irfée tead or Atk nflamed dred
beczuss of the dangor of spreading s locakaed
Infectban

= HWyalwondase should not be sied to reducs the
waelling of hites or stiags.

= Hyaluonidase should not be wsed Tar Inirevenoos
Inpctions ecante the ensyme (o rapdly
Innctivated.

= Furcmemice, the benmelinrepie= and pherytain
Irawe aeen found to be incompatiale with
Dopnl e s,

= Anaphylackic-lbe reactioes following refrabiibar
kback oF rteddennet injacticns have ancureed,
rarely.

= dyaluronidase should ot be analied directly o
live cormpd.

The mest irequert by reperted adverse ey perizsces
e B lotal Wjection sie reqciions, sach

s prytharna ard pain. Hyalueeridase hat betn
reporfed fo enbance (he aderse geents assuchated
with co-agmiristersd dreyg products,

Patienie recejving large doses of salicy ates,
cortkone, ACTH, estrogem o st ihistanines

TAY FEUEE Eroer amewints of kyakieaninace tor
equiralril dispersimg cBfect, since these dres
Bppareritly restler Uhaass narehy resis izt oo the
action of Fyaluronidass.

Edemea hds be=ri reported mast rre-quzn by in

Agsnc EHon with subcutaiess s fluio adminstration
The rate and velume of suboutaneous fluid
adenliisiratlon shaild et escesd those smployed
foe Intravenaus infasicon, As with 21l parenteral flusd
Lherapy, vse the same precaution: for resloring
Flubd asal sleceroiyee baldrce Specla care mod be
taken In pediatric patis nis te svaid ewerhpdration
by comiecl Eng the rate and tatal vohoene of infusion,
Wihen seliticre @iveid of ingrganic eloctrolyios arg
given subcutameauily, hypouoiemis may oocor,

Pledse seu dccompénying padkage nsert far Full Frﬁr.riLinq Infrmatn,
For product Ingury, phease call B55-HYLENEX (B55-495-363%] o vizit wwashyleacx.com.
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RequesTs from The MotTher of a
Catastrophically Injured Chiid

- My chuld had a full active life prior to this mjury - Please ask them about it

- Eeep owr family informed

- Answer questions to the best of vour ability

- Whenever possible, provide information about possible outcomes

- Be ready for myv chuld when he anmves on wour wmt / at your hospital

- I need some attention too - [ am frightened and feel so alone

- Let me know how to get in touch with vou 1f I need you

- Allow me to stay with my child whenever possible

- Help my child to not be m pain, please!

- Arrange 1t 50 he'she can get some sleep - Even m the ICT

- Try not to ask repeated queshons for which there are answers in my chald’s chart
- Respect my chuld’s need for ppvacy and modesty - Remember be's only a chnld

- Introduce vourself. wmite down vour role - Better vet, give me vour business card
- Document carefully so I don't have to clanfy things

- Speak directly to my child

-Don't stand at the foot of hiz'her bed - Go the side, bend down he/she can see yon
- My chuld 15 a bnght child - Please don’t talk down to ham'her

- Notice non-chmaeal things {3 new posteard, a photo of pet, etc)

- Help me to construct letters to my Imsurance company

- Allow my child to maintam a sense of self-esteem and some control over what 15 happening by giving moy
child some choicas

- Thus may be the 100th chuld you bave cared for with thas tvpe of myury - It's our first!

Good care is important - True caring is a gift!



The Miracle Toddler Diet

Orver the vears you may have poticed that most two yvear olds are tim. Now the formula to their success 1s
available to all m this new diet... The Mwacle Toddler Diet! You may want to consult vour doctor before
trving this diet. If not. vou may be seeing him afterwards. Good hnck!

Day Oune:

Breakfast: One scrambled egz, one piece of toast with grape jelly. Eat 2 bites of egz, using vour fingers:
dump the rest on the floor. Take 1 bite of toast, then smear the jelly over vour face and clothes.

Lunch: Four cravons, any color, 2 handful of potato chips, and a glass of milk, 3 sips only, then spill the
rest.

Dioner; A dry stick, two penmies and a nickel, 4 s1ps of fat Sprite
Bedtime snack: Throw a prece of toast on the kitchen floor.
Day Two:

Breakfast: Pick up stale toast from kitchen floor and eat 1it. Dinnk half botile of vanilla extract or one v1al of
vegetable dve.

Lunch: Hzlf tube of “pulsating pink™ lipstick and a handful of Punna dog chow, any faver. One ice cube,
1f desired

Afternoon snack: Lick an all-day sucker untl sticky, take outside, drop m dut. Retrieve and contmune
shuping unhl 1t 15 clean again. Then bring inside and drop on mug

Dnomer: A rock or an uncooked bean, which should be thrust up vour left nostril. Pour grape Eool-A1d over
mazhed potatoes; eat with spoon.

Day Three:

Breakfast: Two pancakes with plenty of sy1up. eat one with fingers. rub m hawr. Glass of mulk; drink half,
stuff other pancake i glass. After breakfast, pick up yesterdays sucker from rug, hck off fuzz, put 1t on the
cushion of best chaw.

Lunch: Three matches, peanut butter and jelly sandwich. Spit several bites onto the floor. Pour glass of
milk on table and shop up.

Dinner: Dhsh of ice cream handful of potato chips, some red punch  Try to langh some punch through your
nose, if poszible.

Final day:

Breakfast: A quarter tube of toothpaste, any favor, bit of soap, an olive. Pour a glass of malk over bowl of
cornflakes, add half a cup of sugar. Once cereal 15 soggy, dnok milk and fead cereal to dog.

Lunch- Eat bread crumbs off kitchen ficor and dining room carpet. Find that sucker and imish eating 1t.

Dimmner: A glass of spaghett and chocolate milk. Leave meatball on plate. Stick of mascara for desert.



How To Raise Mom and Dad (by Josh Lerman)
InsTrucTions from an oider sibiing To a younger one
1) Abways ask Daddy for candy, cockes, or lemonade. He'll zive it to vou; Mommy won't.

1) If Mommy says vou can’t have candy, cookies, or lemonade, do that thing where vou change vour voice
so vou're almost crving but not quite (Mommy ealls it “whining ™) Sometimes she'll give 1

3) If you ask Daddy to be a horse or to carry vou or dance with you, and he says mavbe later, that means he
will really soon. If he says anything about his back hurtmg, that means he wor't. Don't worry - His back
doesn't really hurt, I locked once.

4) A lot of the ttme thev're not listening, so always sav things over and over.

5) The whole green-vegetable thing 1= pretty out of hand  So never admat you hike them_ keep chanzing the
ones vou'll agres to eat, and every once in a while clazm that one of them makes vou feel ke throwing up.

6) If Daddy says, “Did Mommy say you could do that?” it means he doesn’t want vou to doit. Always

answer “Yes,”

73 If vou wake up and vou're lonely, call Mommy. She’ll come mn and might fall asleep next to vou.
Daddy wall just kiss vou and leave.

8) If there’s a monster by the window, call Daddy - He can totally kill monsters. I don’t thenk Mommvy
knows much about them becanse she doesn't even think there are any.

9) If vou don't hke vour mittens, vou can “lose™ one and they'll buy vou new ones.

10y When vou get a toy with very, very small parts (like Bartue's shoas, Legos, Playmobil enffs, collars,
and bair thingies), put some in every room of the house. Mommy and Daddy wall hke finding this stuff
because 1t remmds them of vou

11) Mommy and Daddy aren't so smart. If you just seribble all over a page, thev'll tell you it's good This
has probably alveady happened to you.

12) This 1= what a minute 15: It's the 200 or so hours between when Mommy zavs she’ll do something (hke
come play dolls with vou) and when she does it.

13) Mommy and Diaddy are very nich - I think thev earn like 540 or $100 a vear - So if they don’t buy wou

the toys vou ask for, 1t’s because they 're mean.

14) Whenever Mommy and Daddy bugz each other, always go and get in the maddle becanse 1t's the best
kmnd when 1t's everybody hugzing.



God Creared Children...

To those of us who have children in our lives, whether they are ouwr own. grandchildren, meces, nephews, or
students... here 15 something to make vou chuckle. Whenever youwr chuldren are out of control, vou can take
comfort from the thought that even God's ommpotence did not extend to His own chuldren. After creating
Heaven and Earth, God created Adam and Eve... And the first thing be sazd was “DONT!™

“Don’t what?” Adam rephed.
“Dron’t eat the forbidden frwt ™ God said.
“Forbidden fruxt? We have forbidden frnt? Hey Eve... we have forbidden frui!f!!™
“Wo Way!™
“Yas way!”
“Dio WOT eat the fruit!” said God.
Ty 7

“Because I am your Father and I za1d so!™ God rephied, wondenng why He hadn’t stopped creation after
mazking the elephants. A few minutes later, God zaw ns chuldren having an apple break and He was ticked!
“Dhdn’t I tell vou not to eat the fmit?” God asked.

“Uh huh, " Adam rephed.
“Then why did you?” zaid the Father.
“T don’t know,” said Eve.

“She started 1t!” Adam said.
“Dnd not!™
“Did too!™
“DID NOT!™

Having had 1t wath the two of them, God's punishment was that Adam and Eve should have children of
thewr own. Thus the pattern was set and it has never changed!

But there 15 reassurance in the story! If you have persistently and lovingly tned to give chuldren wisdom
and they haven't taken 1t. don't be hard on yourself If God had trouble raising children what makes you
think 1t would be a prece of cake for you?
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2013 Certified Pediatric Emergency Nurse
Detailed Content Qutline

Exams based upon the 2013 CPEN Content Ouliine will be available on Februsary 6,
2013, Exams based on the 2008 CPEN Content Oulline will be available through
February 1, £U013

Domains and Tasks

Triage Process
Emergency [niake
Perform visual assessment
a. Sick vs. not =ick
b. Pediatric Assessment Triangle (PAT)
Emergency iniake
a. Intervene for life or limb Ihreatening illnesses or injuries
b. Identify triage priority
¢, ldentify the need for isclation
d. Identify the need for decontamination (e.g., chemical or biological agents)
e. Prioritize resource utilization based on volume (e.g., surge, mass casualty)
Perform Triage [nferventions
Perform inifial interventions (e.g., first aid, splint, ice, eyewash)
Select and administer medications
Assessment
History and Physical
Perform a primary survey
Perform secondary survey
Azsess behavioral states and risk for harm (2.9., risk-taking behaviors, self-harm,
violance)
Evaluate assessment findings related to developmental milestones

Customize the assessmeant for children wilh special neads (i.e., devalopmental
divarsity)

ldentify caregivers’ perception of child's basaline and currant stalus

Identify suspected malireatment

Pain

Perorm age appropriate assessment of pain

Family

Assess family functioning and dynamics (e.g. coping strategies, support systems,
parenting skills, learning style)

Technfcal Skills

Perform or Assist with Technical Skils

# of
Items

23

4
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Airway management
Capnography
Cardioversion
12-ead ECG
Defibrillation
Cardiac pacing
Ferpheral 'Y access
Rapid fiwid infusersiwarmers
L T TP TR WP T B2
Central IV access (including PICC, venous access ports)
Incision and drainage
Drassings
Wound closure
Chest fubes
Specimen collection (e.g., sputum, uring, blood, nasopharyngeal)
Splinting
Erteral hbes (& g, nasogastric, orogasiric, PEGE)
Chemical or biological decontamination
Spinal stabilization (including safety seat removal)
Positioning for procedures (e.g., lumbar puncture, bladder catheterization, V)
Infart warmer
Medication administration
Medical Conditions
Manage Arway Conditions
Mechanical (2.9, foreign body)
Fathophyslogic (2.9, anaphylaxs, distnibutve shock, infections)
Congenital (e.g., stenosis, malacia)
Manage Respiratary (Upper and Lower) Conditions
Mechanical (e.g., pneumothorax, foreign body, embodism)
Pathnphysinlngic (e g . hronchinlitis. reactive Ainvay disprase. pneLimoniA)
Congenital (e.g., chronic lung disease)
Manage Candiovasciiar Condifions
WMechanical (2.g., tamponade, tension pneumatharac)
Pathophysiclogic (e.g., cardicgenic and hypovalemic shock, rhythrm disturbancas,
congestive heart failure, infections)
Congenital (2.9.. aortic stenosis)
Manage Neurological Condifions
Mechanical (e.g., shunt malfunction, tumors)
Pathophysiclogic (e g., seizures, infections, stroke, headache)
Congenital (e.g., hydrocephalus, arteriovenous malfarmation)
Manage Gastrointestinal Conditions
Mechanical (a.g., obstructions, intussuscaption)
Pathophysiclogic (2.g., infections, necrofizing enterocoltis, fluid-electrolyte
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imbalances)

3 Cangenital (e g., tracheocesophageal fiziula )
4 MNufntion {e.g., falure to theve, formula intalerance, obesity)
E  Manage Genitourinary and Reproductive Caonditions
Mecharmical (e.g., stricture, ovarian cyst)
5 Pathophysiologic (e.g.. winary tract infections, ranal failure, saxually transmitted
infections)
5. Manage Emergent Necnatal Conditions
Pathophysiolegic (e.g.. mfections, necrotizing enterocelitis, fluid-electrolyte
1 imbalance, jaundice, thermoregulation)
Caongenital (e.g., ductal dependent lesions, fracheoesophageal fistula, obstructive
urcgathy)

3 Care of the newly bom (e.g,, resuscitation following delivery)
H. Manage Envircnmenial and Toxicology Conditions
1 Heat and cold
2 Bites and stings
3 Substance exposures (2,0, nuclear, chemical, radiologic, biologic,
arganophozphatas)
4 Poigoning (e.g.. medications, alcohaol)
I Manage Other Medical Condifions
1 Hematology (2.9., sickle call, bleeding or clotbng disorders)
2 Oneology (e.g. fever and neutropenia, tumor lysis syndrame)
3 Endocrine (e.g., congsnital adrenal disorders, glucose disturbance)
4 Musculoskeletal (e.g., osteogenesis imperfecta, seplic arthritis)
5 Eyes, ears, nose, and throal {e.g., strep throat, cleft palate)
6 Darmatology (e.g.. rashas, infections)
7 Infectious diseases
B8 Sepsis

5. Surgical and Trauma Emergencies, and Procedural Sedation

A Manage Surgical Emamencies

Gastrointestinal {e.g., acute abdomen, appendicilis, malrotation/volvulus,
stranguiated hemia, pylonic stenosis, intussuscepton)

g Genitourinary and reproductive (e g., testicular torsion, ectopic pregnancy,
phimasis, priagism)

Musculoskelatal (e g., compartment syndrome, slipped capital femoral epiphysis
(SCFE))

Postoperative hemormrhage (e.g., tonsillectomy)

Meuralogical (e.q., shunt failure, harniation syndrom @)

8. Manage Trauma Emergencias

Bums (2.g., heat, electrical, inhalation)

Submersion injuries (& g., near drowning, posibonal asphyxia)

Meurglogical trauma (e.g., neurogenic shock, head trauma)

Musculoskeletal trauma (2.9, fraciures, lacerations, joint dislocations, sprains and
strains)

Cardiothoracic trauma (e.g., pneumothorax, hemothorax, cardiac tamponads)

th I
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Abdominal trauma

Maxillofacial and dental trauma

Multi-system trauma

Manage Procedursl Sedafion

Patient monitoring

Essential eguipment

Medications and reversal agenls

Special Considerations

Eehavioral and Maltreatment Emergencies

Manage behavioral emergencies

a. Suicidal ideations/attempls

b. Homicidal ideation=s/attampis

c. Acule psychosis

d. Aggrassive behavior

e. Substance abuge

f. Post-traumatic stress disorder

Manage maltreatment emergencies

a. Sexual assault (including rape and drug-facilitated rape)

Manage abuse emergencies

a. Emotional abuse

b. Physical abuse

. Sexual abuse

d. Neglect

Legal and Professional issuss

Legal Issues

a. Ensure that informed consent has been obtained

b. Ensure preservation of forensic evidence and chamn of custody

Comply with government ragulation

a. EMTALA

b. HIPAA

c. Mandatory reportable situations (2.9., gunshof wounds, infectious diseases)

Professional Issues

8. Resolve conflicts with family members

b. Promote safety and healthfweliness in the community

c. Participate in emergency preparedness activities

d. Facilitate critical incident stress management {debriefing )
Total Scored ltems
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CPEN® Recertification

Every tour years, the Certified Pediafric Emergency Nurse (CPEN]) will need to
renew or recertify ‘o keep his or her certification active. The PNCE and BCEN believe that your
contnued growth in the field of pediatric emergency nursng is critical to providing high-quality health
care to your patients.

What's raguired?

Thete are three options for recerlification. CPENs will nsed 1o document professional
devalopment activities equivalent to 100 contact hours earmed over a period of four years pr
chosa a CE plus nursing practice option or re-take the certification exam.

Of the 100 contact hours submitiad, 75 (clinizal) must show clear and direct application to emergency,
pediatric, or pediatric emergency nursing. and upto 25 {other) can be general nursing. One contact
hour is equivalent to 60 minutes of instruction.

About Contact Hours

A mmnimum of 50 contact hours must be fom accredited agencies. The remainder may be from non-
accradited activities such as those listed in the following chan. Al national accrediting agencies are
accepted for your recerification. These include baut are not limited to American Association of Critical
Care Murses (RACN), American Murses Cradentialing Center (ANCC), Emergenay Nurses
Association (ENA) and State Murses Associafions/State Boards of Mursing (SNA/SBN). All cortact
hours for CPEN recerfification must have been earned during the past 48 months prior o
recertilication enroliment.

The contsct hours have besn swarded by a third party sccraditor
Accradited Contact Hours Examples include bul are nol limiad io:

Conferenca or seminar attendance
Lechmes or prasentalions

Onlne aducalion comglalion

Joumal GE

Successiul compldtion ol PNCE's Padialdc Updales (Rormary
Standards Assessment Exams - SAEs)

L B B O

Type. Accradited CE




Acadamic Credii

Must have anined @ “C" of highar and comant must apply 1o
emergency, pedialric or pediatric emergency rursing from an
accraditad mssution. General nursing academic credit s allowabia
for 25 out of 100 hours.

{ Academic Cradit Semester = 15 Condact Houre
1 Academic Quarter = 10 Contact Hours
1 Academic Trimesier = 12 Gontac Hours

Type: Accradited CE

B0 hours of precepting are aguivalant 1o 5 cortact howrs. A
mamum ol 5 contact howrs will be Geoaplad in & 4 yair enewsl

cycle.
Type: Non-accredited CE

Poster Presantations

§ Contact Hours per poster deviloped. An individual will be allowed
10 submil a posier only once during the renawal period.

Pogtors [or which contact hours warg awardod counl as aotrediled
CE

Typé: Accraditad of Non-accrediled CE

Item Writing

This option can be used up to a maximum of 5 non-accrediied
contact hours par yaar. This aption |s for BCEN, CPEN and PNCE
flem wriling. =ms writers will count 0.5 contact hours per ilem
writlen and accepbad for neview up 1o a maximum of 10 ilems.

Type: Non-accredited CE




Authoring

Publication musi be peer-reviewsd and content must be speciiic io
pediatric, emargency or pediainic emergency nursing. “Go-
suthorehep creds s distributed evenly amang all suthors.

Articke = 5 Contact Houwrs
Chapter/module = 10 Contact Howrs
Texbook regardless of page number = 50 Contact Howrs

Type: Accredited CE

Committee Participation

This aplion is lor nursing commilies membarship in lacal, reglenal,
state or national level commilees and BOEN, CPEN and PNCB
commiites pariicipation and can be used for & maximum of 5 non-
accredijed contact hours per year regardiess ol the numbaer of
commitsas servad on.

Type: Nen-accredited CE

2. Clinical Practice Hours
plus CE option

40 Hours of accrediled CE with a clear and direct applicalion to

p-hinm nursing plus 1000 hours of hands-on care with
padisliic pabents in emergency setlings.

Mursssy practice includes praveding chrect care, haalth carg

facilitation, education and advocecy for patients and familles with

urgeni- care or emengeni-care needs.

Typa: Aceradited CE

3. Exam as a renewal option

You may elect to re-taka the exam apain. You will not be reguired o
‘subrmit contact hours when chooming this option,




“Baby Talk”

Communicating Effectively With
Your
Pediatric Patients
(and other kids)

Lou E. Romig MD, FAAP, FACEP
Miami Children’s Hospital

Developmental Stages




Birth to € months

Infant is learning to regard the environment, especially faces.
Mo stranger anxiety until late in this phase.

Nonverbal communication is key

== Facial expressions

£ Tone of voice

Parents warm to medical personnel who treat their children as
babies, not patients. Make faces and talk baby talk!

6 — 18 months
Stranger anxiety! Try to keep the child with a caregiver.
Communication is still mostly nonverbal, but talk to the child anyway.

Development in motor skills is often faster than communication
skills.

Use stimulating objects to catch attention for distraction or
assessment.

Use toe to head approach.

18 months — 3 years

More explorative, but still seek shelter with parents.
Will understand more words than they can say.
Constantly moving.

Play and curiosity are big motivators.

Use your tools and toys.

Toe to head approach.

Try not to hold them down, but don't wait forever for cooperation
with exam.

Toilet training often includes lessons about modesty and improper
touching. Respect these lessons; uncover child selectively for
exam.



3 to 6 years

Usually a great age to work with.
Learning to explore and be independent. Very curious!
Can be very talkative and verbally enthusiastic.

Are starting to understand about being hurt or sick and that people
will try to help them.

Are starting to understand the concept of “the future”.
May misinterpret words they hear.

Have “magical thinking.”

Worry about being in trouble.

Like to have choices.

3 to 6 years
“This flashlight’s DEAD.”

“I'm going to TAKE your pulse.”

“Don’t CUT OFF the circulation with that strap.”

“We're going to have to TIE YOU DOWN on this board.”
“I didn’t put my seatbelt on, so we gotin a crash.”
“Put a bandaid on it!” (and the boo-boo goes away...)

“I was bad in school so now | have to get a shot.”

“Would you like your IV in this arm or that arm?”
NOT
“Where would you like your |V?”



6-12 years

Fear failure & inferiority. Want to be treated as "big kids,” but may
feel “baby” insecurities.

Want to be accepted and blend in.
Body-conscious and modest.
May feel pain intensely.
Feel comfort with touching.
Question the child directly and in simple, but not babyish terms.
Use common interests to build trust.

- Sports

— TV and movie characters
Treat them with respect.
Offer limited choices.
Don’'t embarrass them in front of peers.
Don't tell them not to cry!
OK to touch in comfort.

Respect their modesty.

12 years and up

Identity and peer relationships are the key issues at this age.

Body image and future deformities and dysfunctions are very
important.

Reactions can be under- or over-exaggerated.

Regressive behavior is common,
Respect modesty and privacy.
Avoid embarrassing the child.

Direct yourself to the child as you might to an adult, with an
adjustment in language.

Make eye contact, but don't force it unless you need to make a point.
Touch cautiously until you're sure touch is welcome,

Daon't lie & don’t be condescending.



* Don't try to “be one of the group” unless you are. These guys can
spot fakes a mile away.

If drugs, pregnancy or other sensitive issues are involved, assure
the child that your job is not to judge or enforce the law (unless itis.)

* Whenever possible, allow close friends to maintain support roles as
socially-acceptable parent surrogates.

Cautions

* Don’t ever intentionally lie to a child patient. If you're caught, it
blows the credibility of all medical personnel.

Always tell a child if something is going to hurt!

Explain procedures in simple terms, but not until it’s time to do it.
Anticipation is often worse than the procedure.

What parents like
The hardest part of taking care of kids is usually dealing

with their parents and guardians.

What parents like and want
* Treat children as people.
. Learn and use their preferred name.
— At least get the sex right!

* Keep children as physically and emotionally comfortable as
possible.



- Basic and advanced pain management is important.

G Try to relieve fear and anxiety as early and as much as
possible.

* Treat every child as if they were the most special, beautiful,
smartest child in the world. A compliment to a child is a compliment
to their parents.

= Listen to what the child has to say, even if it sounds like
nonsense,

- Every child has something you should honestly be able to
compliment them on, even if it's just that they have such good
lungs for them to be able to scream so loudly...

What your face and body
say are every bit as
important as what your
mouth says.

t1r! :%'

Nonverbal communication

* Get to the child’s eye level.
* Try not to make the child look at you at an awkward angle.
* Make eye contact, but don’t hold it in a challenging manner.

* Use your eyebrows to exaggerate your expressions, especially for
babies through elementary-age kids.

* Use a soft voice with a moderate pace and interrupt only when
necessary.

* Use noises like “um-hmm” and “l see” to encourage children to talk.

For preverbal children, use a happy voice and bring the tone up at
the ends of sentences (inviting a response from the patient.)



Infants less than about 6 months can be touched anywhere first, but
go to the most painful place last.

For children with stranger anxiety, offer your hand or a tool for them
to touch and explore first. Go for their heads and trunks and any
painful parts last.

Touch school-agers in a playful fashion. “High five” is often a good
way to start.

Tickling is good in young school-agers but don’t do it until you've
gotten your assessment done,

Once a school-ager trusts your touch, try to maintain some contact
while getting info from the parent.

Touch teens only as needed for your exam, unless further touch is
clearly welcome.,

Try to always have a witness when with a teen, especially a teen of
the opposite sex, just in case one of your gestures is misinterpreted.

Watch your facial expressions with teens! If you look like you don’t
believe them, you lose them.

Tools, Toys and Tricks

da with this?

Flashlight
Test range of motion of joints, mobility, and grip strength.
Check pulmonary function (“blow out the candle!)

Look in mom's throat or show the child your own.

Look for Mickey Mouse, SpongeBob, etc. under clothes.
Make an “ET finger.”



What can you do with this?

¢ 1
F g

Stethoscope
* Check range of motion, etc...
* Let the child listen to somebody’s heart and stomach.

* Make a “phone call” to the child.

What can you da with this?

Pagen‘ll Phone
* Check range of motion, etc...

Get a page or call from Mickey, SpongeBob, etc.

Play with the tones and/or vibration feature.

Try to keep it from being thrown across the room...

Stuffed Animals
Check range of motion, etc...
* Check cognition
= Who/what is this?
== What color is this?
= What sound does he make?
* Check gait

- Will you pick that up for me please?




Dr. Lou’s Bag of Tricks

Any toy or interesting tool can be used to check the motor exam and
mental status of a child.

If you don't have a toy and want to check neck flexion
(nontraumatic,) ask the child to show you hisfher belly button. They
almost always look down as they pull up their shirt.

If they don't look down, ask dubiously if they're sure that's their
belly button.

Demo what you want to do on mom or dad.

If you want a young school-ager to do something, bet them that they
can't do it as well as you can.

To improve deep breathing for auscultation, ask the child to act like
she’s blowing up a balloon or blowing out a candle, but quietly.

To check pulmonary function on a school-age or older child, have
them see how far they can slowly count out loud on a single breath.
Mormally, they should get at least into the teens. Repeat to assess
effectiveness of treatment.

Tell a preschool child that you're going to give their arm a hug when
you take their blood pressure.

Hawve a child tilt their head back if checking their throat. You geta
better view.

To help palpate a ticklish abdomen, put the child's hand under yours
and palpate with their hand.

To get your tool or toy back, distract the child with something else
while you or the parent retrieves it. Get it out of sight immediately!

Dr. Lou’s Sure-Fire Laugh Lines

When a child’'s done a good job at deep breathing for you...

"Wow, you're a really good breather!
I'll bet you do it all the time, don't you?”

“Does your ... hurt?”
Mention normal painful body parts and then start throwing in others. ..
Hair, eyelashes, fingernails, toenails, freckles?



To a school-aged child:
“My goodness, you're so cute! How many girl(boy) friends do you have?”
OR.
“Are you married? Have any kids?”

If no girlfriend, whisper loudly,
“You're supposed to say your mother’s your girlfriend!”
OR
If horrified by the thought of a girlfriend,

“That's OK. Girls are yucky anyway.”

Summary

* Getting along well with your pediatric patients often enhances your
communication with their parents.

Developmental stages influence your communication approach, but
you should always talk to your pediatric patients, regardless of age.

* Tell the parents what they want to hear about their child. Then tell
them about the medical stuff.

Smiles are powerful communication tools.

* Sometimes it’s not what you say, but how you say it; With your body
as well as your words!

Never lie.

Shamelessly use any tools and tricks you have to enhance
communications and build trust. This can only make your job easier.

Make ‘em laugh!

Thanks!
Lou Romig MD

This Baby Talk presentation and others are available for download at:
www.jumpstarttriage.com
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3 Month:
Physical Metor
—Starts coordinating movement of hands and eves (notices own hands)
—Rarses head and chest when lying on stomach
—Stretches legs out and kicks
—Postertor fontanel closes by 2 months
Language/Cognition
—Motices own hands
—Begins o babble
—Twms head toward sound
Social
—Beginmings of instinetual smile at s1x to eight weaks
—5Social smmle appears around three months
—More expressive wath face
Fizion
—Vision 1= poor at birth; black and white colors are seen best
—Watches faces

—Bv 3 month=, follows objects with eves 180 degrees



4-6 Aonth:

Physical Moror

—FReaches for objects

— Transfers objects from hand to hand

—Uses kands to rake objects

—Rolls both direchons (front to back first, then back to front)

—When prone, the infant pushes up on knees and hands rocking back and forth and may begm to crawl
— Sats with support and may develop the ability to sit up without support
—Teething begims

Language/ Cogmition

—Finds partially udden objects

—Explores hands and mouth

—Responds to own name

—Contimuous babbhing; babbles m response to sounds

Secial

—Enjovs social play (soules, lughs)

—Fesponsive to expressions of others

—Stranger anxiety appears

—Comforting habits begin such as thumb sucking or holdng a favonte blanket
Fizion

—Develops full color vizion

—Distance vision Improves

—Increased ablity to track objects

Weight

— Buoth weight doubles at 5 months techmcally; we teach that it doubles at & months because that 1t when
the assessment of weizht cccurs (at the & month primary care vanit)

Slesp

—5leeps through the mght with one or two naps per day



7-% Month=

Physical Motor

—DPimcer grasp develops

—Everything is placed 1n the mouth

—Feeds self bottle or cheenos/cracker

—5Sits alone withount assistance

—Crawls

—5tands up whule kolding onto an object for support (table, parent’s hand)
Language/Cognition

—Develops object permanence and searches for objects out of view
—Understands “No™ at ¥ months

—The mfant develops olject permanence (3 pnnciple from Praget's theory) where the mfant searches
for objects outside the visual field, knowmg that even though the object cannot be seen 1t 15 still present.
Therefore. 1f an object 15 ndden while the mfant watches, the mfant wall lock for 1t as the mfant
understands that the object 13 not gone just because 1t 15 out of site.

Social

—Imitates expressions of others

—Claps hands

—Enjoys games and play

—Weamng to a cup for flwmd intake can bezin

10-12 AMonth= (1 Year)

Physical Motor

—Puts objects info and fakes objects out of a container
—Claps hand=, waves bye-bye and enjovs rhythm games
—zets info sithng position unassisted

—Crawls

—Pulls self up to stand

—Cruises (side steps while holding onto firniture) at 10 months
—Walks with support at 11 months

—Takes first steps (walks) begmmng at 12 months with vanabality up until 15-16 months



Language/ Cogmnition

—Fmd= lndden objects easily

—Looks at correct image when named

—Explores objects i a vanety of ways (shakmng, hittmg, throwing)
—Responds to somple verbal requests

—Uses simple gestures (1.e. shakes bead for “ne” — shakes head when does not like/want food)
—Saws about 3 words, but understands many more words

—Says “da-da”™ and “ma-ma™

—Tnes to mutate words

Social

—5Shy/amxionus with strangers

—Cnes when caregiver leaves

—Prefars certan people and toys (prefers mother over other caregivers)
—Tests parental responses to behavior (1e. throws bottle or toy when 1n high chair)
—Repeats sounds and gestures

121-18 Month=

PhysicalMotor

—Anterior fontanel closes by 18 months

—Walks unassisted

—Chmbs steps

—5Stacks blocks

Language Cogmnition

—Obeys somple commands

—Asserts mdependence

—Savs “No”

—By 12 months, the toddler uses 5 words.

—Bv 18 months, the toddler uze up to 30 words

—Points to objects when azked



Social

—Stranger anwisty decreases

—Extremely cunous of environment
—Point to familiar objects when asked
—Demonstrates frustration

18-24 Month:

Physical Moror

—Feads salf with spoon/fork and cup without difheulty
—Twms pages in a book

—Chmb stairs by 21 months

—PRuns and jumps by 24 months

—Enjovs push and pull toys

—Beginning readiness for tollet traiming (zhows mterest)
Language/Cognition

—Puts 2 to 3 words together in 2 sentence
—Repeats words za1d by others

—5Says own name

—Has understanding of routine and fime
Social

—Exhibits temper tantrums

—Defiant behavior begins

—Has dufficulty sharmg

—Says “mine”

—Exhibats parallel play with other children
24-36 Months

Physical Motor

—Walks up and down stairs

—Diesses salf with assistance

—May begin to use cup without lid



—Rides a tmeyels by 3 years

Languags/Cogrition

—Develops a full vocabulary

—Words are increasingly recogmzable to adults other than parents/carezivers

—5Speaks three to five word sentences

—DBwv age 2, the toddler uzes two-to-three-word sentences and comprehends many more words.
—Atage 3, the toddler 15 a chatterbox, nsing about 11 000 words a day and three to four werd sentences
—Enows first and last name

— Aware of gender and age

—5Symbolhic thought appears; exhibits pretend play

—Begins magical thinking where wishing, or thinking something will happen, make 1t happen
Social

—Tran=itions from parallel play to imteractive play

—Imitates behavior of others

—Mav complete tollet raming

—Does not hke to share tovs but 15 zble to take tums

—Frustration decreases

—Decreased level of asserting mdependence m favor of more social conformuty

3 Years

Physical Motor

—Direzses and undresses self

—Walks backward up and down staws

—Uses todat

—Washes hands

—Diraws

—Uses seissors

—Builds a tower of more than six blocks

Language/Cognition

—Develops a sense of body mmagze



—Beginming understanding of causality, but still uses magical thimkimg
—Develops sexual cunosity

—Understands “mine” and “his’hers”

—Uses three to four-word sentences. but has trouble with pronouns
Social

—Exhibats fears of thungs such as the dark, etc.

—Has a full use of cooperative play; takes twrns; plays in a group
—Develops zelf identity and family identity

—PFlavs make-believe with dolls. amimals, and toys

4 Years

Physical Motor

—Hops and stands on one foot for up to 5 zeconds

—Throws overhand and catches ball

—Is mncreasmgly agile in body movements

—Begins to copy letters

—Copies shapes

—Draws a person with 2 to 4 body parts

Language/Cogmition

—5Speaks m 4-5 word sentences

—Counts

—MNames colors

Social

—Cooperates with others

—Increase in pretend play with dolls or other tovs

—Negohiates solutions to problems

£ years

Physical Motor

—Diresses and undresses self well; cannot fie shoes

—Runs, jumps, skips



—Hops, somersaults

Language/Cogmition

—Speaks sentences of more than 5 words

—The 5 vear-old uses sentences of more than five words and tells long stores.

—FPreschoolers are concrete thinkers. Commumcation and explanations should provide concrete 1d=as and
examples; preschoolers are often scared by health care limgo.

—Tells long stories

—an distimguish fantasy from reality

Secial

—Wants to please people, particularly fnends

—Likes to play with and be like fnends

—Enjovs singing and dancing

6 to 12 Years

Physical Motor

—Permanent teath begin at 6 years and are complated by age 12 years
—Vis1om 15 matured by age 6 vears

Language/Cognition

—Language Development 15 completed

—The followme develop:

—Concept of ttme and space

—Understanding of cause and effect

—Reversibility

—Conservation {(permanence of mass and volume)
—Leams to read and spell

—Leaams to do math and understand ratios

—Begins to enjoy games with strategy (cards, board games) and make-believe (indeo games, toys)
—Child understands mles {cheating 1n games 15 commoen).

—Engages m team play



Social

—5chool 15 the focal point of the child’s activities shaping ns’her cogmitive and social development
--Teacher becomes a major non-parental mnfluence

—Develops first tme fnend

—Morality develops (6-9 vears: nght or wrong; 10-12 vears: sense of “shades of gray™)
—Becomes aware of soc1al roles

—Fantasy play and daydreammg emerge

13 to 18 Years

Physical Motor

—Ramd increaze m height and weight

—First pubescence changes are development of testicles 1n bovs and breast m zuds
Language/ Cognirion

-Changing body requires adaptation of self-mage’concept

—Ezocentnic

—Can think hypothetically

—Uses past expenences when making decisions

Social

—Intense mnferest in peer group and perception of others

—Peer contact and mvolvement becomes mereasingly important

—Sexuzlity emerges and datimg begins



Spinal
column

Catheter inserted
into spinal column

Pump inserted
under skin



BLEEDINGCONTROL.ORG

Save a life

What everyone should know
to stop bleeding after an injury

O

Ensure your safety.

A

Look for life-threatening bleeding.

©

Is a trauma first-aid kit available?

~

v Where is the wound?
Use any clean e p— E—
cloth.
o Neck
Apply steady Arm [ ol

. Shoulder
direct pressure Leg B G roin
directly on the i
wound.

_I_J

Pack the wound
with bleeding
control (hemostatic)
gauze (preferred),
any gauze, or clean
cloth.

\ 4

Is a tourniquet
available?

Apply above the

bleeding site.
v Apply steady

Tighten until the direct pressure.
bleeding stops.

Copyright © AMERICAN COLLEGE OF SURGEONS



SAVE A LIFE
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\‘ ON TRAUMA

100+ years

BLEEDINGCONTROL.ORG
1 APPLY PRESSURE WITH HANDS

WRAP WIND SECURE TIME




Motrin:

Inconsolable Infant
IT CRIES

= Infections (Meningitis, UTI, Sepsis)

L

Trauma (Fractures, Subdural

Hematoma, Non-Accidental
Trauma)

= Cardiac Disease (SVT)

= Reflux, Rectal/Anal Fissure,
Reaction to Meds

® = FO

Intussusception
= Eyes (Foreign Body, /
Corneal Abrasion, Glaucoma) -
= Surgical Processes and Strangulation
Ovarian/Testicular Torsion, ‘ —
A

ernia, Hair Tourniquet) ]
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AIRWAY and SPINAL MOTION RESTRICTION

l Do not progress until life threats managed

BREATHING

l Do not progress until life threats managed

CIRCULATION and HAEMORRHAGE CONTROL

l Do not progress until life threats managed

DISABILITY




Appearance

Abnormal Tone

Decreased Interactiveness
Decreased Consolability
Abnomal Look/Gaze
Abnormal $peech/Cry

Work of Breathing
Abnormal Sounds
Abnormal Positioning
Retractions
Flaring
Apnea/$noring/Gasping

Circulation to the Skin

Pallor
Mottling
Cyanosis



requires immediate il
life-saving intervention? CD

lm

high risk situation?

or
yes

confused/lethargic/disoriented?
or
severe pain/distress? ‘

l 5 @

how many different resources are needed?

none one many

oo

CS} @) danger zone o

vitals?




NOTES:

A.

D.

Immediate life-saving intervention required: airway, emergency medications, or other hemodynamic

interventions (IV, supplemental 02, ECG or labs, DO NOT count); and/or any of the following clinical
conditions: intubated, apneic, pulseless, severe respiratory distress, SPO2 < 90, acute mental status
changes, or unresponsive.

Unresponsiveness is defined as a patient that is either:

(1) nonverbal and not following commands (acutely) or
(2) requires noxious stimulus (P or U on AVPU scale)

High risk situation is a patient you would put in your last open bed.

Severe pain/distress is determined by clinical observation and/or patient rating of greater than or equal

to 7 on 0-10 pain scale.

Resources: Count the number of different types of resources, not the individual tests or x-rays

(examples: CBC, electrolytes and coags equals one resource; CBC plus chest x-ray equals two resources).

Resources Not Resources

* Labs (blood, urine) * History and Physical

* ECG, X-rays (including pelvic)

* CT-MRI-Ultrasound-Angiography * Point-of-Care Testing

= |V Fluids (Hydration) * Saline or Heplock

* IVorlMor * PO Medications

Nebulized Treatments * Tetanus Immunization

* Prescription Refills

» Specialty Consultation * Phone Call to PCP

* Simple Procedure=1 * Simple wound care (dressings,

(lac repair, foley cath) recheck)
* Complex procedure=2 * Crutches, splints, slings

(conscious sedation)

Danger Zone Vital Signs

Consider uptriage to ESI 2 is any vital sign criterion is exceptional

Pediatric Fever Considerations

* 1to 28 days of age: assign at least ESI 2 if temp >38.0 C (100.4 F)

* 1-3 months of age: consider assigning ESI 2 if temp > 38.0 C (100.4 F)

* 3 months to 3 years of age: consider ESI 3 if temp >39.0 ¢ (102.2 F), or incomplete immunizations,
or no obvious source of fever
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' FOUR score

+ Three major components
+ Eye—4 points
+ Motor—=6 points
« Verbal—5 points
« Limited utility in intubated patients and
children with limited language development
« Key component of other ICU severity of
iliness scales such as acute physiology and
chronic health evaluation Il score (APACHE-2)
« Widely used and validated for more than
30 years

+ Four components (E; M, B, Ry) with maximum
score of 4 points each
- Eye response

Motor response

. Brainstem reflexes
« Respiratory pattern

+ Includes testing for intubated patients and
brainstem reflexes

« Useful in detecting patients with locked-in
syndrome and VSs

+ Multicenter trials and validation are pending







Poisonous
You bite it

\enomous
It bites you




The arrow is pointed to the end of the tidal wave.
This point represents the number displayed on the monitor.
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Unscented Size 5 Fresh Scent Strawberry

Cherry Bubble Gum




LIVING MADE EASY
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PRESCRIPTION FOR SCOLDING WIVES .
London PN % iy T M Lona, 88, Lagmardet lam 7 130
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Detail from a satirical print from 1830
depicting Humphry Davy administering a dose of Laughing Gas
to a woman while Count Rumford looks on.




TMEA...

Too

. Many
Freakin'
Acronyms!




HAZARD CONTROL ZONES

WIND DIRECTION

COMMAND
POST

N/
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COLD (SUPPORT)
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Fitting guide for Wisp pediatric patients

Achieving the right fit with Wisp pediatric is easy. Simply follow the instructions below.

1. The mask cushion should fit 2. Pulling the headgear over 3. Reconnect the clips by 4. Connect the Wisp pediatric
the width of the nose without the child's head, gently hold pushing them into the tubing and elbow swivel to the
blocking the nostrils. the cushion over the nose. mask frame. front of the mask.

Three cushion sizes (SCS, SCM, SCL) are available. Please read the Instructions for Use for additional fitting information.






I don't always transfuse
platelets...

3' .;_'ph-.:- 'I..'- ; -"*I:- }' | ¢

But when I do,
I do 1t at room temperature




S [T MEASLES?

LOOK out for:
Xk fever
S ¥ firedness
N *X runny Nose

YRS * moist cough
DI 3k sore, red eves
SNBSS & Dlotchy red rash
S Rl * spots inside the
s Mouth (Koplik spots)




{ ) PEWS
SCORING
- SYSTEM
Parameter e y ~ 2
Behavior Playing/Appropriate Sleeping Irritable/

Parent Concern

Cardiovascular Grey or Capillary
(Nail Bed Color, Pink or Capillary Pale or Capillary Refill 4 seconds or
Capillary Refill, Refill 1-2 seconds Refill 3 seconds HR 20 beats/min
Heart Rate) above normal rate
Respiratory Within nowmal RR>10 above normal | RR>20 above normal
(Respiratory Rate, parameters, parameters, using | parameters, recessions,
Description, Fioz, |  Morecessionor | “CCRCR s | a0 Fioz o
Oxygen Flow Rate) g >4 liters/min >6 Liters/min

Use of Nebulizer/
Inhaler*

Nil/less frequent than
every 15 minutes

Every 15 minutes

Post-Surgical
Vomiting*

Nil/Minimal
vomiting

Persistent vomiting




0 1 2 3 SCORE

Fg:taev\i;r Playing/ Sleeping Irritable Lethargic/Confused or

c - Appropriate P Reduced response to pain

oma
Grey OR Gray or mottled OR

Cardiovascular Pink OR Pale OR Capillary Refill Capillary Refill 25 OR
"Cute vs Capillary Refill Capillary Refill 4 seconds OR tachycardia of 30 bpm

Crashing" 1-2 seconds 3 seconds tachycardia of above normal rate OR

20 above normal bradycardia
>10 above normal
g vy g >20 above normal 5 below normal parameters

'Il!esplratory Within normal | parameters, using parameters, retractions, with retractions and/or

Cute vs parameters, accessory muscles, s : A

Crummy" no retractions OR 30% Fi02 oR 4‘”’ F|02_ grunting, QR 30% F 102

OR 3+ liters/min OR 6+ liters/min OR 8+ liters/min

Add 2 additional points for interventions or conditions, i.e. continuous TOTAL

nebs, 02 changes, persistent post-op vomiting, multiple IV attempts, SCORE
frequent suctioning, or positioning

S
STABLE -
R
PEwseI%ag(t)mln PEW%egleglt)mIn CRlTICAI'

Regular Charting

Continue Current

Vitals and
Reassess Q4H

and Updates

Plan of Care

Vitals Q2H

Response within
60min

Plan of Care May
Change

Ensure Pediatrician

Vitals Q2H

Ensure Pediatrician
Response within
10min

Plan of Care Will
Change

SCORE 0-2 SCORE 34 SCORE 5 SCORE 6+
Normal Heart Rate Ranges By Age Group

Infant Toddler Preschool School Age Adolescent
(<1 year) (1-3 years) (3-4 years) (5-12 years) (13-16 years)
100-160 85-150 75-140 60-115 60-100

Normal Respiratory Rate Ranges By Age Group

Infant Toddler Preschool School Age Adolescent
(<1 year) (1-3 years) (3-4 years) (5-12 years) (13-16 years)

24-60 22-30 22-30 16-24 16-22




Pediatric Early Warning Score

Green

« There has been no change in your child’s status
« Your child’s vital signs will be checked every 4 hours
« Your child’s status will be reassessed every 4 hours

« Your child is stable and we will continue with their current plan
of care

Yellow

« There has been a change in your child’s status; your nurse will
give you more information. The charge nurse and resident have
been notified

« Your child will be reassessed in 2 hours, or sooner, if needed

« Your child’s plan of care may change

Red

« There has been a significant change in your child’s status; your
nurse will give you more information. The charge nurse has
been notified and will come assess your child

« The resident will be notified and will assess your child; the
attending doctor will be notified

+ Your child will be reassessed within 1 hour, or sooner, if needed

+ We may ask other experts to come assess your child

« Your child’s plan of care may change




Drive Line
Exit Site

| Controller
e Box

Battery

Blood From Left
Ventricle Flows
Into LVAD

Battery




DRIVELINE

}?ump to the outside.

electrical wires.

A cord that connects the

his passes through the
skin and holds important

PUMP

A motor placed inside
the chest. It pushes
blood from the heart to
the body.

CONTROLLER

A computer that
operates the pump. The
controller displays
messages and sounds
alarms about the device.

/ /

BATTERIES

A power source for the
pump. The pump must
always be plugged into

either batteries or an
electrical wall outlet.

\ \



MAP = SBP + (2 x DBP)

3

MAP = mean arterial pressure

SBP = systolic blood pressure

DBP

- -
= diastolic blood pressure
| —
Alarm Type Alarm Display Meaning Potential Causes Actions Required
Pump Off Pump has stopped. i Dm"na disconnected Chack connactions from driveline,
Pump is not operating correctly - Driveline fracture controller and power source
VAD stopped Pump flow < 2.5 L/imin - Connector malfunction/breakage
Percut lead is di 1 niroller.
arcutanecus s disconnected |- VAD el falure Change controller
- - ; Replace battery.
ritical - Limited battery time
G battsry <5 minutes of battery power remaining. Connect to alternate power source,
Controller receiving inadequate power, 2 ** Do not remove both batteries
Lowiohage =i Baktaty. redfunction simultanecusly - VAD will stop **
Controller failed Controller component failed - Controlier component failed Change controller,
- Controllar com; ant malfunction [
Gontroller fault Controller fault, . _pm Change controller.
Alarms disabled. - Electrostatic discharge Review alarm thresholds,
- VAD thrombus
i High power condition in running - High RPM Assess & optimise preload/afterload
YAt punp - High flow Assess for thrombus
Advisory / Medium, I VAD electrical fault
- Suction event ;
* Ensure adequate preload/filling.
_— - Poor VAD filling * Treat dysrhythmias.
Lo Tt Pump flow < 2.5 L/min - Elevated BP/afterioad " Investigate for VAD occlusion
Suction Average flow dropped below threshold {inflow and outflow tracts),
- Outflow graft kink * Gonsider afterload reduction
or decreasing pump speed
- RPM too high or low ok
Low battery \ L Replace battery.
Low Val <15 minutes of battery power remaining. Connect to alternate power source,
Advisory / Low ; T 7 T
Power cable disconnected Power cable disconnected Ensure all connections intact.
Replace system controller Systemn controller is operating in backup mode Replace system controller.
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Approach to the LVAD patient...

LOOK: At ALL the connections & controller
Battery life & hopefully green lights




Approach to the LVAD patient...

LISTEN: Hum versus no hum




Approach to the LVAD patient...

FEEL: The controller box
Hot = Big clot




Types of Continuous Flow Left Ventricular Assist Devices

- | | L P —
- F - 4 ~

HeartiViate 1l HeartiMate 3

Axial Flow Pump Centrifugal Flow Pump Centrifugal Flow Pump
ﬂFlow: 4-6 lpm Flow: 4-6 Ipm Flow: 4-6 Ipm

MAP: 70-90 MAP: 70-90 MAP 70-90

Warfarin/Aspirin Warfarin/Aspirin Warfarin/Aspirin

Pair Batteries=10-12 hrs Pair Batteries=8-12 hrs Pair Batteries=15 hrs

Backup Emergency 15 min. No Emergency Battery in Backup Emergency 15 min

Battery in Controller Controller Battery in Controller

Color By Age

- - - —

> - > = = =
-, - Ll .
= - -~ -

=

Newborn Gray 4 months Pink 6 months Red
1 Purple 9 Yellow 3=4 White
5-6 Blue 7-8 Orange 9-13 Green




1 YEAR

EQUIPMENT

BVM Child or Adult
Blade 1 - 1.5 Straight
ETT Size 4.0 Uncuffed or 3.5 Cuffed
Stylet 10 French
Suction Catheter 10 French
ETCO2 (Colorimeter) Pediatric

ETT @ Gum or Teeth 11-12 cm
OPA (Teeth to Angle Jaw) 60 mm (Size 1)
NPA (Nostril to Earlobe) 18 French
i-gel Supraglottic Airway Size 1.5

King Laryngeal Tube Airway Size 1

IV Catheter 20 -24 Ga
EZ-10 :La:; Ir::::;l:f ::e h:nr";ﬁ n—; 5 mm line should |55 o0

NG Tube 8 - 10 French




¥, HANDTEVY 9:17:45 AM Feb 16, 2018
EMS Integration —

P-9:17 6MO 8 KG Ideal Wt.
“;? Medications
Drug Conc.

Adenosine 3 mg/mL
Ist dose

Adenosine 3 mg/mL
2nd dose

Albuterol 25
mg/3mL

Amiodarone 50
mg/mL

Atropine 0.1
Bradycardia mg/mL

Bicarb 8.4%

Equipment Electrical Vitals




SEE
SOMETHING

O

SAY

SOMETHING

Displaced or Pislodged
0)xygen or Qbstruction

/1/7/11///.8

Pneumothorax

Equipment or Errors
\Stached Breaths




BEHAVIOR

Eye opening
response

RESPONSE

Spontaneously

To speech
To pain
No response

SCORE

- N W

Best verbal
response

Oriented to time, place, and person
Confused

Inappropriate words
Incomprehensible sounds

No response

- bW B n

Best motor
response

Obeys commands

Moves to localized pain

Hexion withdrawal from pain
Abnormal flexion (decorticate)
Abnormal extension (decerebrate)
No response

- N Wy

Obeys commands

Localizes pain

Withdrawals to pain or worse

+2

+1
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DONUT SIGN

Intussusception




Vastus Lateralis Site >

Femoral Artery

Laminar Flow

Greater _(’ iy
TrOChanter A 1 f

of Femur

Turbulent Flow

Vastus Lateralis —

,-.," "|.|_ '._.'-:.—.'-
o= .-1_I._'l — s [ " ‘-- .

_|__.

CLOSER s

ETTER




If 1t ain’t

BROK(S

dontfix-it
USE 177












Heparin
Venous

drainage

Arterial
return




From To

patient / / patient



From patient
‘—

‘—
To patient




Double lumen catheter

Drainage
lumen

in SVC
Internal
jugular
s L Infusion
lumen in

right
atrium

Drainage
lumen
in IVC



NO

Wheat
J

NO |
reeNubei

v, 4 B

|

™\
NO
Citrus
Y,




Best eye movement, NONE=1
Best motor response, NONE=1
Bestverhal response, NONE=1

Total =3... Your'e DEAD.
Yes a corpgse yets aal...

e

g,,, GCS is the
= lnate
Yarlicipaiion AWary

Hot object

Pain receptors
in skin

Spinal cord

. Direction of

impulse ~ ™ Muscle contracts and withdraws

part being stimulated









Do Not Use Appropriate Terminology

Sex change Transition
Gender confirming (Affirming)
Surgery
Gender Reassignment Surgery
Hermaphrodite Intersex
Transvestite Cross-dresser

Transsexualism / Transgenderism | None — using those terms is always offensive

Sexual Preference Sexual orientation
Gay Lifestyle None —there is no such thing as a gay or transgender
Transgender Lifestyle lifestyle. The word lifestyle implies that one’s sexual

orientation or gay identity is a choice.




The Gender Unicorn  Tser

Gender |dentity

Oml— [emale /Woman /Gir|
Om——— \|3lc /Man /Boy
v

e ——= Other Gender(s) _
Gender Expression
Feminine
Masculine
D ————e
‘& Sex Assigned at Birth
Female Male Other/Intersex
® ]
Physically Attracted to
] Women
Men
e —— Other Gender(s)
ST @ Emotionally Attracted to .
www.transstudent.org/gender _o 5 Men

_ Other Gende;(s)

Design by Landyn Pan and Anna Moore



The Genderbread Person s i

______ -

-
\\

\‘.-
------

~
et

Q@ Sexually Attracted to

@ Oy {Women/Females/Femininity)
{H Wen/Males/Masculinityl

€ Cender Identity

2 Woman-ness
P Man-ness

Gender Expression
2 Feminine
T Masculine

P Female-ness
P> Male-ness

'q' Biological Sex
7, 2P

@ Romantically Attracted to

® Ol (Women/Females/Femininity)
{H (Men/Males/Masculinity)







POSITION 1: POSITION 2: POSITION 3: POSITION 5:
CHAMBER(S) CHAMBER(S) RESPONSE POSITION 4: MULTISITE
PACED SENSED TO SENSING PROGRAMMABILITY  PACING
0 = none 0 = none 0 = none 0 = none 0 = none
A = atrium A = atrium = inhibited R = rate modulation A = atrium
V =ventricle V= ventricle T = triggered V = ventricle
D = dual D = dual D = dual D = dual

(A +V) (A + V) (1 +T) (A +V)

Single-Chamber Pacemaker Rhythm — Ventricular

l

ta: i

l

J

Pacemaker spike

l

Dual-Chamber Pacemaker Rhythm — Atrial and Ventricular

|

- Atrial pacemaker spike

!

|
Ventricular pacemaker spike




Failure to Sense

A pacemaker spike should appear here, but does not
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Implantable Defibrillator

Patient Identification Card

PATIENT: ROMEO MONTAGUE

MODEL NUMBER SERIAL NUMBER IMPLANT DATE

ICD CD3201-36 123456 29/JUL/1976
Lcv 11581/86 ABC12345 29/JUL/1976
RVA 7122/65 XYZ54321 29/JUL/1976
PHYSICIAN:

MARCUS WELBY
VERONA, CA 94566

888-280-PEDS




Vagus nerve

Vagus nerve Electrodes

Pulse
generator



Vagus nerve

Electrodes

Vagus nerve

Vagus nerve
stimulator







&_ The Autism Program
AT BDOSTON MEDICAL CENTER
Autism Support Checklist

Communication

1. Does the patient coi icate using spoken |; ?

2. What other ways does the patient communicate?

3. What would help the patient understand information?

4. How does the patient communicate pain?

Sensory Needs

5. Does the patient have sensory triggers/needs?

6. What items/actions would be helpful?

Interacting with the Patient

7. What would help the patient understand the procedure/exam?

8. Are there particular actions or phrases that are likely to trigger the patient?
(e.g. people speaking loudly)

9. Does the patient engage in behaviors that could be a safety concern?

T AUTISM
H FRIENDLY
N INITIATIVE

at Boston Medical Center

Patient Name:
Patient Date of Birth:

Date C

loted

10. What other information should we know to help make the patient more comfortable?

Yes
No
Please explain:

Pictures

Written Words

Electronic Communication
Gestures

Other:

Spoken language

Pictures

Written Words

Electronic Communication
Other:

Spoken language
Crying/Screaming
Self Injury
Aggression
Other:

Avoid bright lights
Avoid loud noises
Avoids touch
Seeks pressure
Other:

Sunglasses
Headphones
Stress Ball
Other:

Talk the patient through the exam
Demonstrate on another person
Show a picture schedule

Other:

Yes? Please explain:
No

Balting

Self-injurious behaviors
Hitting, kicking etc.
Other:

Please mail completed forms for BMC patients with autism to The Autism Program 72 E. Concord St. Vose, Boston MA 02118,
or fax it to us at 617-414-3693. For questions, contact us at autismfriendlyinitiative@bmc.org.



Button Positioned Properly
(view from the side)

_ Outside of
F the body
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' . F Institute for Safe \chkﬁ Practices

ISMP’s List of Error-Prone Abbreviations, Symbnls, and Dose Designations

he abbreviations, symbols, and dose designations found in

this table have been reported to ISMP through the ISMP
National Medication Errors Reporting Program (ISMP MERP) as
being frequently misinterpreted and involved in harmful
medication errors. They should NEVER be used when commu-

entry screens.

nicating medical information. This includes internal communica-
tions, telephone/verbal prescriptions, computer-generated
labels, labels for drug storage hins, medication administration
records, as well as pharmacy and prescriber computer order

Abbreviations Intended Meaning Misinterpretation Correction
g Microgram Mistaken as “mg” Use “meg”
AD, AS, AU Right ear, left ear, each ear Mistaken as 0D, 08, OU (right eye, left eye, each eye) Use “right ear,” “left ear,” or “each ear”
0D, 0§, 0U Right eye, left eye, each eye | Mistaken as AD, AS, AU (right ear, left ear, each ear) Use “right eye,” “Ieft eye,” or “each eye”
BT Bedtime Mistaken as “BID” (twice daily) Use “bedtime”
[HH Cubic centimeters Mistaken as “u” (units) Use “mL”
DIC Discharge or discontinue Premature discontinuation of medications if D/C (intended to mean | Use “discharge” and “discontinue”
“discharge”) has been misinterpreted as “discontinued” when
followed by a list of discharge medications
i) Injection Mistaken as “IV" or “intrajugular” Use “injection”
IN Intranasal Mistaken as “IM" or “IV" Use “intranasal” or “NAS"
HS Half-strength Mistaken as bedtime Use “half-strength” or “bedtime”
hs At bedtime, hours of sleep Mistaken as half-strength
1w International unit Mistaken as IV (intravenous) or 10 (ten) Use “units”
o.d. or 0D Once daily Mistaken as “right eye” (0D-oculus dexter), leading to oral liquid Use “daily”
medications administered in the eye
o Orange juice Mistaken as 0D or 08 (right or left eye); drugs meant to be diluted | Use "orange juice”
in orange juice may be given in the eye
Per os By mouth, orally The “os” can be mistaken as “left eye” (0S-oculus sinister) Use “PO," “by mouth,” ar “orally”
q.d. or QD** Every day MlsTaken as qid, especially if lhe period after the “q" or the tail of | Use “daily”
the “q" is misunderstood as an “F*
ghs Nightly at bedtime Mistaken as “ghr” or every hour Use “nightly”
an Nightly or at bedtime Mistaken as “gh” (every hour) Use “nightly” or “at bedtime”
q.0.d. or QOD** Every other day Mistaken as “q.d" (daily) or “g.i.d. (four times daily) if the “o" is Use “every other day”
poorly written
gld Daily Mistaken as g..d. (four times daily) Use “daily”
q6PM, etc. Every evening at 6 PM Mistaken as every 6 hours Use “daily at 6 PM" or "6 PM daily”
SC mistaken as SL (sublingual); SQ m|slaken as "5 every;” the “q” " — 0
SC, S0, sub q Subcutaneous in “sub q” has been mistaken a5 “every’ (.. 4 heparin dose Use “subcut” or “subcutaneously
ordered “sub g 2 hours before surgery” misunderstood 25 every 2
hours hefore surgery)
58 Sliding scale (insulin) or %2 Mistaken as “55" Spell out “sliding scale;” use “one-half” or
(apothecary) i
SSRI Sliding scale regular insulin Mistaken as selective-serotonin reuptake inhibitor Spell out “sliding scale (insulin)”
| Sliding scale insulin Mistaken as Strong Solution of lodine (Lugol's)
ild One daily Mistaken as “tid” Use “1 daily”
TIW or tiw 3 times a week Mistaken as “3 times a day” or “twice in a week” Use “3 times weekly”
U or v** Unit Mistaken as the number 0 or 4, causing a 10-fold overdose or Use “unit”
greater (e.g., 4U seen as “40" or du seen as “44"); mistaken as
“cc” so dose given in volume instead of units (e.g., du seen as dcc)
un s directed (‘ut dictum”) Mistaken as unit dose (e.g, diliazem 125 mg IV infusion “UD” misin- | Use “as directed”

Dose Designations
and Other Information

Trailing zero after

Intended Meaning

terpreted as meaning to give the entire infusion as a unit [bolus] dose)
Misinterpretation

Correction

: - Tmg Mistaken as 10 mg if the decimal point is not seen Do not use trailing zeros for doses
(T;'“{T,I ,':lg.l. expressed in whole numbers
“Naked” decimal point | 0.5 mg Mistaken as & my if the decimal point is not seen Use zero before a decimal point when the
(e.g., .5 mg)** dose is less than a whole unit
Ahbbreviations such as mg. | mg The period is unnecessary and could be mistaken as the number 1 if | Use mg, mL, etc. without a terminal
or mL. with a period written poorly period
following the abbreviation | mL




Dose Designations

and Other Information

Drug name and dose run
together (especially
problematic for dr
names that end in “I”

such as Inderal40 mg;

Tegretol300 mg)

Intended Meaning

Inderal 40 mg
Tegretol 300 mg

h_ ~ '
F Institute for Safe Mcdklmf Practices

ISMP’s List of Error-Prone Abbreviations,

Misinterpretation

Mistaken as Inderal 140 mg
Mistaken as Tegretol 1300 mg

5, and Dose Designations orinco

Correction

Place adequate space between the drug
name, dose, and unit of measure

Drug Name Abbreviations
To avoid confusion, do not

Intended Meaning

Misinterpretation

Numerical dose and unit | 10 mg The “m” is sometimes mistaken as a zero or two zeros, risking a | Place adequate space between the dose and
of measure run together 10- to 100-fold overdose unit of measure
(e.g., 10mg, 100mL) 100 mL
Large doses without 100,000 units 100000 has been mistaken as 10,000 or 1,000,000; 1000000 has | Use commas for dosing units at or above
properly placed commas been mistaken as 100,000 1,000, or use words such as 10
e.0., 100000 units; 1,000,000 units "thousand"" or 1 "million" to improve
1000000 units) readability

Correction

abbreviate drug names when communicating medical information. Examples of drug name abbreviations involved in medication errors include:

APAP acetaminophen Not recognized as acetaminophen Use complete drug name
ARA A vidarabine Mistaken as cytarabine (ARA C) Use complete drug name
AT zidovudine (Retrovir) Mistaken as azathioprine or aztreonam Use complete drug name
CPZ Compazine (prochlorperazing) | Mistaken as chlorpromazine Use complete drug name
DPT Demerol-Phenergan-Thorazine | Mistaken as diphtheria-pertussis-tetanus (vaccine) Use complete drug name
i1} Diluted tincture of opium, or | Mistaken as tincture of opium Use complete drug name
deodarized tincture of opium
(Paregoric)
HCI hydrochloric acid or Mistaken as potassium chloride Use complete drug name unless expressed
hydrochloride (The “H" is misinterpreted as “K") as a salt of a drug
HCT hydrocortisone Mistaken as hydrochlorothiazide Use complete drug name
HCTZ hydrochlorathiazide Mistaken as hydrocortisone (seen as HCT250 mg) Use complete drug name
MgS04** magnesium sulfate Mistaken as morphine sulfate Use complete drug name
MS, MS04** marphine sulfate Mistaken as magnesium sulfate Use complete drug name
MTX methotrexate Mistaken as mitoxantrone Use complete drug name
NoAC novel/new oral anticoagulant | No anticoagulant Use complete drug name
PCA procainamide Mistaken as patient controlled analgesia Use complete drug name
PTU propylthiouracil Mistaken as mercaptopurine Use complete drug name
T3 Tylenol with codeine No. 3 Mistaken as liothyroning Use complete drug name
TAC triamcinolone Mistaken as tetracaine, Adrenalin, cocaine Use complete drug name
TNK ThKase Mistaken as “TPA" Use complete drug name
Ao | Sue oo | W e Tl s o 0| i e
InS04 zin sulfate Mistaken as morphine sulfate Use complete drug name
Stemmed Drug Names Intended Meaning Misinterpretation Correction
“Nitro" drip nitroglycerin infusion Mistaken as sodium nitroprusside infusion Use complete drug name
“Norflox” norfloxacin Mistaken as Norflex Use complete drug name
“IV Vanc” intravenous vancomycin Mistaken as Invanz Use complete drug name
Symbols Intended Meaning Misinterpretation Correction
z Dram Symbol for dram mistaken as “3" Use the metric system
n]l Minim Symbol for minim mistaken as “mL"
x3d For three days Mistaken as “3 doses” Use “for three days”
>and < More than and less than Mistaken as opposite of intended; mistakenly use incorrect Use “more than” or “less than”
symbol; "< 10" mistaken as “40"
| (slash mark) Separates two doses or Mistaken as the number 1 (e.g., 25 units/10 units” misread as Use “per” rather than a slash mark to
indicates “per” “25 units and 110" units) separate doses
@ At Mistaken as “2" Use “at”
& And Mistaken as “2” Use “and”
+ Plus or and Mistaken as “4" Use “and”
4 Hour Mistaken as a zero (e.g., q2° seen as q 20) Use “hr,” *h,” or “hour”
Dors zero, null sign Mistaken as numerals 4, 6, 8, and 9 lse O or zemn,

or describe intent using whole words

“Do Not Use” list, effective January 1, 2004, Visit www jointcommission.org for more information about this Joint Commission requirement.

© ISMP 2015. Permission is granted to reproduce material with proper attibution for internal use within healthcare organizations. Other reproduction is prohibited
without written permission from ISMP. Report actual and potential medication errors to the ISMP National Medication Errors Reporting Program (ISMP MERP) via the

Web at www.ismp.org or by calling 1-800-FAIL-SAF(E).
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Risk Factors for Child Maltreatment

CAREGIVER OR FAMILY CHARACTERISTICS
* Domestic Violence
+ Family history of abuse, neglect, and/or violence
* |nappropriate expectations of the child/development
* Low self-esteem
+ Mental health problems (eg, anxiety, depression)
* Negative attitudes toward parenting
* Poor Impulse Control
+ Poverty (especially for serious neglect and physical abuse)
* Social Isolation

+ Substance abuse

CHILD CHARACTERISTICS
+ Age younger than 4-5 years (especially for fatalities)
+ Female gender (sexual abuse)

* Handicaps

Irritable temperament, colicy infant

+ Prematurity




Mimics of Child Abuse / Non-Accidental Trauma

Accidental fractures

Alopecia areata

Benign external hydrocephaly

Confusing cutaneous lesions (eg, hemangiomas, Mongolian spots, molluscum contagiosum)

Congenital coagulation disorder

Conjunctival hemorrhages*

Connective tissue disorders

Hair tourniquet syndrome*

Hematologic diseases

Intracranial bleeding™

I[rregular hymenal anatomy

Metabolic disorders (eg, homocystinuria, methylmalonic aciduria)

Metastatic bone tumors

Osteogenesis imperfecta

Perinatally transmitted infection with Chlamydia trachomatis, bacterial vaginosis, etc

Periostitus

Thrombocytopenia

Tinea infections

* These conditions may be accidental or nonaccidental in etiology
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DESCRIPTION

Symptoms

Patient’s chief complaints

Allergies

Seeking to know what
type of allergic reaction
they experience

Medications

Prescribed, OTC drugs,
herbal meds, etc.

Past Medical Hx

Seeking to know the
previous state of health,
and previous illnesses

Last Oral Intake

Seeking what are the last
oral intakes of the patient

Events

Events leading up to the
illness or injury

QUESTIONS TO ASK

“What’s wrong?”
“What brought you to the hospital?”

“Are you allergic to anything?”

“What happens to you when you use
something that you’re allergic to?”

“Are you taking any medications?”
“What are you taking the meds for?”
“When did you last take your meds?”

“Have you had this problem before?”
“Do you have other medical problems?”

“When did you last eat/drink anything?”
“What is it that you last ate?”

Injury: “How did you get hurt?”
lliness: “What led to this problem?”



Lord,
Give Me Cofifee
To change the Things I Can,
Wine,

to Forget the Things I Can't
and 30 muils of E-juice

so I can Sit Back and Vape

until I Can Figure Out The

Difference
~ VL

Types of E-cigarettes

Disposable Rechargeable Tanks and Mods
e-cigarettes e-cigarettes



‘Bittin’ in the classrocin
thinkin’ it's a drag.

. floor nuInler two.
|’ Bmokin’ in the boye |
roolh PIDoKin' in the
{ 1oye room. Texher
don’t you fill Ine up
with your rules.
- Everylody Knows that |
amokin' ain’t allowed in




Work of Breathing

Abnormal Sounds
Abnormal Positioning
Retractions
Flaring
Apnea/Snoring/Gasping

Appearance

Abnormal Tone
J Interactiveness
J, Consolability
Abnormal Look/Gaze
Abnormal Speech/Cry

Circulation to the Skin
Pallor
Mottling
Cyanosis



Deltoid Muscle Ventrogluteal Muscle

Vastus Lateralis Muscle Dorsogluteal Muscle

DON'T
USE IN

/ x \\
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Certified Pediatric Emergency Nurse (CPEN)
Examination Content Outline

1. Triage Process

A.  Emergency Intake
1. Visual assessment / Pediatric Assessment Triangle (PAT)
Triage priority based on acuity and resources
Immunization status
Isolation concerns
Behavioral status and risk for harm
Sexual orientation and gender identity
7. Cultural and language considerations
B. Emergency preparedness
1. Decontamination
2. Mass casualty

ounkwnN

2. Assessment

A. History and physical
Primary and secondary survey
Developmental milestones
Children with special needs
Caregivers' perception of child’'s baseline and current status
Family functioning and dynamics (e.g., coping strategies, support
systems)
B. Pain
1. Developmentally appropriate pain assessment and reassessment
2. Non-pharmacological and pharmacological interventions

uhwN =

3. System-Focused Emergencies

A. Respiratory
1. Foreign body
2. Congenital conditions (e.g., stenosis, malacia, cystic fibrosis)
3.  Upper Airway
a. Infections (e.g., croup, epiglottitis)
b. Trauma (e.g., inhalation injuries, tracheal disruption)
4. Lower Airway
a. Infections (e.g., bronchiolitis, pneumonia)
b. Reactive airway disease/asthma
c. Trauma (e.g., pneumothorax, hemothorax, pulmonary
contusion)
5. Respiratory failure and/or arrest
Oxygen administration (e.g., low-flow, high-flow)
7. Airway adjuncts (e.g., tracheostomy, endotracheal tube, supraglottic)

o

Total Items
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Certified Pediatric Emergency Nurse (CPEN)
Examination Content Outline

Total Items

B.

C.

D.

E.

F.

Cardiovascular

1.

NouswN

Infections

Congenital heart defects

Rhythm disturbances

Shock

Cardiac arrest

Circulatory support (e.g., vascular access, ECMO, LVAD)
Trauma (e.g., tamponade, blunt cardiac injury)

Neurologlcal

1.
2.

o v AW

7.

Infections

Congenital conditions (e.g., hydrocephalus, arteriovenous
malformation)

Headache, migraine, and tumor

Shunt dysfunction

Seizure

Stroke

Trauma (e.g., traumatic brain injury, spinal cord injury)

Gastrointestinal

1.
2.
3.

4,
5.

6.

Foreign body (e.g., button battery, magnets)

Infections (e.g., gastroenteritis, appendicitis, pancreatitis)
Obstructions (e.g., pyloric stenosis, intussusception, volvulus,
constipation)

Nutrition (e.g., failure to thrive, formula intolerance, obesity, TPN)
Chronic conditions (e.g., IBD, GERD, congenital)

Trauma (e.g., liver injury, spleen injury, bowel injury)

Genitourinary and Obstetrical (OB)

1.
2.

3.

4.

Infections (e.g., UTI, STI, PID, epididymitis, pyelonephritis)
Genitourinary emergencies (e.g., testicular torsion, priapism,
phimosis, ovarian torsion)

OB emergencies (e.g., ectopic pregnancy, emergent delivery)
Trauma (e.g., abruption, straddle injury, renal contusion)

Maxillofacial, Ocular, and Ear/Nose/Throat (ENT)

1.
2.

w

Foreign body

Infections (e.g., peritonsillar abscess, mastoiditis, periorbital
cellulitis)

Hemorrhage

Trauma (e.g., dental injury, facial fracture, globe rupture)

Copyright © 2022. BCEN. All rights reserved.
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Examination Content Outline
G. Musculoskeletal
1. Infections (e.g., osteomyelitis, septic arthritis)
2. Congenital conditions (e.g., osteogenesis imperfecta, muscular
dystrophy, spina bifida)
3. Trauma (e.g., fractures, amputations, compartment syndrome)
H. Integumentary
1. Infections (e.g., cellulitis, abscess)
2. Rash (e.g., hives, petechiae, infestations)
3. Trauma (e.g., foreign body, avulsions, lacerations, degloving)
l.  Hematology/Oncology
1.  Hematology (e.g., sickle cell disease, bleeding or clotting disorders)
2. Oncology (e.g., fever and neutropenia, tumor lysis syndrome)
J. Endocrine/Metabolic
1. Congenital disorders (e.g., CAH, inborn errors of metabolism)
2. Acquired disorders (e.g., diabetes)
25

4. Special Considerations

A. Neonatal Emergencies
1. Infections
2. Jaundice (e.g., hyperbilirubinemia)
3.  Thermoregulation
4. Fluid-electrolyte imbalance
5. Newborn resuscitation

B. Behavioral Health Emergencies
1. Mood disorders (e.g., depression, anxiety)
2. Self-injury (e.g., cutting, eating disorders)
3. Suicidal and homicidal ideations
4. Aggressive behavior

C. Maltreatment Emergencies
1. Emotional neglect/abuse
2. Physical neglect/abuse
3. Sexual abuse or assault
4. Human trafficking

D. Environmental
1. Temperature-related emergencies
2. Chemical exposures (e.g., cleaning agents, organophosphates)
3. Vector borne illnesses/Envenomation (e.g., rabies, ticks, bites)
4, Trauma (e.g., burns, electrical injuries)

Copyright © 2022. BCEN. All rights reserved.
Page 3




Effective August 2023

BCEN

BOARD OF CERTIFICATION
FOR EMERGENCY HURSING.

Total Items

Certified Pediatric Emergency Nurse (CPEN)
Examination Content Outline

E. Toxicology
1. Ingestion and poisoning (intentional and unintentional)
2. Carbon monoxide poisoning
3. Drug interactions/withdrawal
F. Communicable diseases
1. Childhood diseases (e.g., measles, mumps, pertussis, chicken pox)
2. Multi-drug resistant organisms (e.g., MRSA, VRE)
3.  Emerging infectious diseases

5. Multi-System Considerations 12

Submersion injuries
Sepsis

Anaphylaxis
Post-resuscitative care
Procedural sedation

mOnNnw>»

6. Professional Issues 12

A. Legal Issues
1. Consent for treatment
2. Preservation of forensic evidence
3. Government regulations (e.g., EMTALA, HIPAA, mandatory
reportable situations)
4. Risk management (e.g., impaired nurse, drug diversion, resource
allocation)
B. Nursing Practice
1. Workplace violence (e.g., interprofessional, patient/family)
2. Stress management (e.g., burnout, compassion fatigue, PTSD)
3. Culture of safety (e.g., collaboration, blame-free environment)
4. Delegation of tasks to assistive personnel
5. Performance and process improvement
C. Patient and Family Considerations
1. Discharge planning
End-of-life and palliative care
Patient safety and injury prevention
Patient satisfaction
Transfer and transitions of care

Total 150
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