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Emergency Management in the Office Setting

I. Introduction


A. Seriously ill or injured children may unfortunately be brought to an outpatient setting for



care. Reasons for this may include:



1. The parents do not recognize the severity of the child's condition.



2. The parents want to have their child treated by a trusted physician in a familiar setting.



3. The parents are uncertain what conditions merit a 911 call.



4. The parents are uninsured and fear the expense of an ambulance trip and hospital care.


B. Anticipatory guidance is strongly recommended so that families can be educated to make more appropriate 



decisions about access of emergency medical services (see below). Nonetheless, even excellent



recommendations may be ignored, and thus some critically unstable children will inevitably appear in



outpatient waiting rooms. 


C. Once a child with life-threatening pathology arrives in the office, optimal outcome will depend on:



1. Immediate recognition of the child's peril



2. Initial resuscitation by a well-equipped and trained team



3. 911 call and transfer to a hospital via EMS 



4. Excellent communication between the resuscitation team, EMS crew, and receiving hospital personnel

II. Background: where have we been?


A. Though detailed lists of recommended or required equipment and staff training have been developed for 



emergency departments and hospital inpatient services, similar official standards for outpatient equipment 



and training have not been published.


B. Multiple studies have been conducted concerning this important topic; see bibliography for a representative



current list. Findings of note among the studies have included:



1. Most pediatric practices report significant numbers of "emergencies", though the frequency varies




(depending in part on the practice as well as the definition of "emergency"). The typical range of




reported emergencies in the office is about 1-2/month.



2. The most common medical emergencies encountered were respiratory crises (asthma exacerbation, croup, 




bronchiolitis), seizures, serious infections, and dehydration. Even significantly injured children 




(e. g., ruptured spleen from a bicycle crash) may be brought to pediatric offices, as family members




may not appreciate the risk of serious internal injuries if there is no blood visible.



3. Few practices stocked the full range of equipment and undertook the staff training recommended by




the surveyors. Reasons for this included:




a. Failure to appreciate the need; "emergencies don't happen very often in this office".




b. Anticipated rapid EMS response or office location adjacent to hospital




c. Expense of equipment and staff education




d. Concern that liability would increase if equipment were present and not used.




e. One likely (though usually unspoken) reason is that pediatricians are extremely busy with multiple





demands on their time. It is easy to put off selecting and purchasing equipment, revising office 





guidelines, and arranging staff training when confronted with multiple apparently more pressing 





issues.




f. It should be noted that though several studies have assessed methods of stimulating changes in





office preparedness (from mailing guidelines to donating resuscitation kits to staging mock codes in 





pediatric offices), most have not proven effective. In fact, a 2006 study of offices in southern 





California which had transported seriously ill or dying children in the prior 2-4 years found that 





even that experience did not appear to result in significant improvements. The authors concluded 





sadly, "To our knowledge, no intervention has been demonstrated to increase office availability of 





emergency medications and equipment".



4. At least two studies documented inappropriate transport of very unstable children (with severe asthma,




anaphylaxis, etc.) via the family car, despite the fact that the mean transport time to the hospital in one 




of them was over 60 minutes!



5. Many offices lack written guidelines for assessing severity of illness and possible need for EMS 




intervention, either for staff answering phone calls or staff assessing children in the waiting room.



6. A survey of practitioners in Oregon and southwest Washington was undertaken by this author in 1995.




Response was poor (about 13%) and probably reflected the best-supplied offices, but it did seem that 




office practitioners in this region were better prepared than those reported elsewhere. 










COMPARISON SUMMARY OF SOME SURVEYS

	
	ITEM OR MEDICATION


	Fuchs, 

et. al.

(1989)
	Flores  and

Weinstock

(1996)
	Shetty, et. al.

(1998)
	Mansfield,

et. al.

(2001)

Peds (FPs)              
	Cristofani

(1995)

Peds (FPs)

	
	Suction system

Oxygen

Bag-valve-mask device

Epinephrine, 1:10,000

IV devices

Isotonic crystalloid

25% dextrose

Benzodiazepine for IV use

IV antibiotics
	28%

42%

36%

49%

45%

23%

30%

45%

14%
	?

75%

69%

47%

73%

45%

35%

55%

57%
	50%

61%

90%

52%

71%

70%

30%

35%

73%
	77% (52%)

97% (96%)

97% (67%)

?

83% (67%)

85% (87%)

?

?

?
	67% (64%)

97% (96%)

87% (42%)

67% (58%)

74% (67%)

74% (71%)

33% (11%)

41% (42%)

67% (62%)


III. What should we do now? Be prepared!


A. Note that a new Policy Statement from the American Academy of Pediatrics was published this July in 



Pediatrics, 120;200-212, 2007. It can also be found at http://www.pediatrics.org/cgi/content/full/120/1/200


B. Triage: parental education should be used whenever possible to assure that the child does not come 



to the office inappropriately.



1. Most families have difficulty deciding when to seek help and where to find it. In particular, because 




most children are small and readily portable, many parents instinctively transport them by private




car rather than calling 911 and waiting for paramedics to arrive. Parents may also be concerned about




the expense of a 911 call and an ED visit.




a. A child who is transported in his parent's car receives little if any resuscitation en route.




b. A critically ill or injured child may be brought by his parents to a private office or to an urgicenter





which is not equipped to care for his acute needs.



2. Pediatricians can offer guidance by providing materials which help families decide when an emergency




merits a 911 response (see appended samples). Physicians should also offer advice about which local




facility is best equipped to manage ill or injured children.



3. Note that the decision of whether to call 911 also usually determines where the child should be seen.



a. Ambulance transport almost always means that a child should go to an ED.




b. A child who is well enough to travel by private car is usually stable enough to be seen in an office, 





but there are times when family transport to the ED is appropriate. Indications for transport to an 





ED by private car vary from practice to practice, but they usually fall into the following categories:





1). The office is closed and the child needs to be seen before it will re-open





2). The child has a laceration which requires suturing 





3). The child has a possible fracture 





4). The child has ingested a poison and is conscious but needs gastric lavage and/or charcoal 





5). The child has a significant burn which needs attention but does not merit ambulance transport.



4. Telephone triage




a. All calls must be screened first for possible need for 911 intervention. This advice should be provided 





on automatic messages before the list of possible options or extensions is offered. Once the need for a 





911 call is ruled out, further telephone management will depend on whether the office is open.





1). Office staff who answer the phone should be aware of the physicians' preferences for 






management of specific common problems, and they should also have immediate access to 






patient records for additional guidance. In addition, physicians can often be asked directly about 






questionable cases (unless it is lunch hour and the physician is rounding in the hospital).





2). Answering service personnel who cover at times when the office is closed will not have 






immediate access to patient records or physician staff, so once they have screened calls for need 






for 911 intervention, they will refer the caller to the on-call physician or nursing advice service.




b. See attached sample telephone triage record.


C. Staff education



1. BLS classes should be available to all staff members (even the receptionist).



2. PALS training is extremely desirable for physicians and nurses. Alternate courses are the APLS course 




and the Emergency Nursing Pediatric Course (ENPC).



3. Many experts recommend that mock codes be used as a means of identifying potential problems as well 




as developing skills and instilling confidence in office staff members who may be required to participate 




in resuscitation. Sample scenarios are found in the AAP manual Childhood Emergencies in the Office, 




Hospital, and Community), and they are also available in Office Preparedness for Pediatric 




Emergencies: Physician Manual (see bibliography)


D. Equipment and medications



1. Choices about equipment and medications will vary from practice to practice depending on the skill and 




comfort of the physicians and nurses who will use them. 



2. Decisions about resuscitation equipment and medications should also take into account the availability of 




equipment and personnel from adjacent offices, proximity and capabilities of 911 responders, and 




distance from the nearest hospital with pediatric capabilities. 




a. In multigroup medical office buildings, internists may have expensive equipment such as a monitor/





defibrillator which they would be willing to share in an emergency. In addition, in a multigroup





facility, it may be cost-effective to have a fully-equipped code cart to be shared among the offices.




b. EMS assistance





1). Every physician should be aware of the response time of rescue personnel to his/her location. 





2). Physicians should also be familiar with the abilities of those rescuers. In the Tri-County 






area and the Willamette Valley, paramedics respond to essentially all 911 calls, but in rural 






areas, EMT-Basic or EMT-Intermediate responders may be the only personnel available.





3). In locations where response times may be long or only BLS rescuers may be available, it may be






necessary for physicians to undertake some procedures such as IO placement or even intubation 






which might otherwise be deferred to paramedics.




c. Proximity to a hospital





1). If a hospital is nearby, extensive resuscitation in the office is less likely to be necessary. 






(However, the southern California study noted a median time from 911 call to ED arrival was 






over 22 minutes, even though the offices studied were all within 5 miles of the hospital).





2). The Wisconsin EMSC project actually recommended two levels of equipment guidelines:






"Maximum Preparedness Guidelines" were for offices located more than 10 minutes from






the ED, while "Minimum Preparedness Guidelines" were for facilities within 10 minutes of






a referral ED.




d. Note that some of the items are costly; less expensive substitutes may be acceptable. This is 





particularly true with medications or devices which are still on patent. Consideration should be 





given to the possibility of purchase at bulk rates through a hospital or multiple-practice 





collaborative effort. In addition, it may be possible to exchange about-to-expire medications for fresh 





supplies from a local hospital or pharmacy.




e. Resuscitation materials should be grouped as much as possible (except for those medications which





must be refrigerated), and they should be readily reachable by all office staff in an emergency.





Restocking must be undertaken following any use of the materials, and regular checks should also





be planned in order to assure that drugs have not expired and key items have not been moved.



3. Specific equipment recommendations are offered in the July AAP Policy Statement, and they are listed in 




bold type below. Note that certain items are so important that every office should attempt to procure 




them; these are italicized, while other items (non-italicized) are desirable unless EMS responders are >10 




minutes away, in which case they are deemed essential as well. My suggestions differ slightly, and my 




comments are in brackets below.




Respiratory equipment




Bulb syringe, tonsil tip suction device






[Tonsil tip or BBG suction devices as well as suction catheters are extremely desirable; catheters 







are required for suctioning ET tubes or trachs. These devices require a suction source, 







which would ideally be portable for use in all rooms of the office, even the waiting room.]






[If no suction source is available, then consideration should be given to a V-vac or other large 







bore device (e. g., a turkey baster) which does not require a suction machine.]





Oxygen source with flow-meter and tubing (can be used for blow-by oxygen)





Oxygen masks, breather and non-rebreather, with reservoirs (infant, child, and adult sizes)






[Non-rebreather masks in the full range of sizes are desirable, but one could get by with infant 







and adult sizes, as the latter could be used for children. Rebreather masks are not essential].






[Nasal cannulae are very useful for children who will not tolerate a mask].





Bag-valve-mask (450 and 1000 mL)






[Bags of at least two sizes are essential. Masks can be purchased in many more sizes than those 







routinely supplied with the bags. However, a Seal-Easy ("the Blob") mask will fit most 







patients satisfactorily; purchasing one will avoid the need to buy multiple masks]. 






[Consideration should be given to placing a pocket mask in every room (including the waiting 







room) so that no staff member will be forced to consider mouth-to-mouth breaths for a 







patient who suddenly becomes apneic]. 





Nebulizer or metered-dose inhaler with spacer





Oropharyngeal airways (sizes 00-5)






[OP airways are extremely useful for ventilation with a bag and mask, and if they are to be 







used, the correct size is required, i. e., the entire range of sizes will need to be purchased. 







However, they are not essential if an LMA is to be used for ventilation, so for offices which 







opt to use LMA devices rather than face masks, OP airways are desirable but optional].





Pulse oximeter





Nasopharyngeal airways (sizes 12-30 F)






[These are occasionally useful in children who are too awake to permit OP airway 







insertion. However, the need for their use in the office setting is uncommon].





Magill forceps (pediatric, adult)





Suction catheters (sizes 5-16 F) and Yankauer suction tip





Nasogastric tubes (sizes 6-14 F)








Intubation materials






Laryngoscope handle (pediatric, adult) with extra batteries, bulbs






Laryngoscope blades (0-2 straight and 2-3 curved)






Endotracheal tubes (uncuffed 2.5-5.5 and cuffed 6.0-8.0)






Stylets (pediatric, adult)






Esophageal intubation detector or end-tidal carbon dioxide detector







[Intubation materials are only needed if any of the physician staff would be willing to 








intubate. This is most likely to be the case for infants, whereas most pediatricians would 








be uncomfortable intubating an older child. Thus for many offices, only infant blades 








and tubes are required. If intubation is to be undertaken in infants, an end-tidal CO2 








detector, NOT an esophageal intubation detector, is required].







[Two options exist for minimizing the need to undertake pediatric intubation. One is that 








many children can be effectively supported with laryngeal mask airways, which are 








now affordable; purchasing the entire range of sizes is extremely desirable. The other 








option is to call 911 immediately if intubation seems likely to be needed; paramedics in 








Oregon and Washington are trained and equipped to intubate and are usually more 








experienced than pediatricians, at least for older patients. Many of them also carry some








medications -such as etomidate, Versed, and paralytics for facilitation of intubation. ]



Vascular access and fluid resuscitation materials




Over-the-needle IV catheters (14-24 gauge)






[The AAP terms these desirable; I believe they are essential. However, the entire range of







sizes is not needed. 18, 22, and 24 or 26 gauge would suffice in most circumstances].





Butterfly IV devices (19-25 gauge)






[Again, the entire range of sizes is not required. 23 and 25 gauge would suffice for most 







patients].





Intraosseous needles (16 and 18 gauge)






[These are also termed desirable but in fact seem essential to me, even if EMS responders are







<10 minutes away].






[Jamshidi needles are the easiest to insert manually, and they are supplied in 15 and 18 gauge, 







not 16 gauge. IO drills are now also available, but they remain expensive - as are the 







needles with are required for the drills. Most offices should maintain proficiency in manual 







IO insertion - or should call paramedics early when need for emergent vascular access 







seems likely].





Arm boards, tape, tourniquet






[Alcohol or other skin prep is also needed, and transparent dressing material such as OpSite or 







Tegaderm is very desirable if an IV is to be maintained during transport].




Intravenous tubing, microdrip






[30 mL Luer-lock syringe, T-connector, and stopcock are extremely desirable for rapid fluid 







administration; infusion under gravity is too slow in an emergency].



Other 





Color-coded tape or preprinted drug doses






[A pocket resuscitation guide, drug chart, or Broselow tape will satisfy this need. An especially 







desirable alternative is to develop an office-specific  card or chart with doses in mL for 







varying patient weights for all the drugs available in the office].






[AHA Pediatric Resuscitation Algorithm Card: this is extremely desirable for the rare occurrence 







of a full cardiac arrest. The AHA Handbook of Emergency Cardiovascular Care is also 







extremely desirable].





Cardiac arrest board/backboard





Sphygmomanometer (infant, child, adult, thigh cuffs)





Splints, sterile dressings





Automatic external defibrillator (AED) with pediatric capabilities






[A full EKG monitor/defibrillator is too expensive for most pediatric practices, but remember 







that in a multi-specialty office building, there may be one somewhere on the premises].





Spot glucose test






[Though the policy statement terms this desirable, I think stat bedside blood sugar 







determination equipment - instrument plus strips - is essential].





Stiff neck collars (small/large)






[These come in multiple sizes, and stocking them all is not necessary so long as sufficient staff 







are available to continue manual neck stabilization until EMS providers arrive]. 





Heating source (overhead warmer/infrared lamp)




Medications




Oxygen





Albuterol for inhalation 





Epinephrine 1:1,000 





Epinephrine 1:10,000 





Normal saline solution or lactated Ringer's solution (500 mL bags)






[This is listed as desirable; I believe it to be essential. In addition, consider having larger 







volumes on hand; 500 mL is only one 20 mL/kg fluid challenge for a 20 kg child].





Anticonvulsant agents (diazepam, lorazepam)






[Midazolam is preferable to diazepam, as it is acceptable to give by many routes, including IM; 







its onset is faster than that of lorazepam].






[Fosphenytoin and/or phenobarbital should also be considered as second agents for sustained 







effect in patients with severe seizure disorders].





Corticosteroids (parenteral/oral) 




Diphenhydramine (parenteral)





Antibiotics






[These are essential, not just desirable, if timely therapy is to be started for children who present 







with serious infections. Paramedics DO NOT carry antibiotics, so a child who is not treated 







in the office for septic shock will have his antibiotics delayed until some time after hospital 







arrival, an unacceptable delay].






[Cefotaxime or ceftriaxone are currently most appropriate for parenteral office use].





Naloxone (0.4 mg/mL)






[This is strongly recommended if narcotics are available and occasionally used in the office. If 







not, then it is less important. In addition, recall that narcotized patients do not have to be 







reversed so long as respiratory support is offered. Paramedics do have Narcan available].





Activated charcoal 






[This may be recommended by Poison Control, but it may prove difficult to entice a toddler to 







take it...]





Dextrose (25%)






[This is essential for some patients; hypoglycemia is common enough in children that every 







pediatric practice should be prepared to treat it promptly].





Atropine sulfate (0.1 mg/mL)





Sodium bicarbonate (4.2%)






[It seems unlikely that this will be used in the office - but it's cheap].





Drugs which were not on the AAP list






Acetaminophen







[This is useful in many circumstances, and unlike ibuprofen, it can be given rectally for a 








child with altered mental status].






Racemic epinephrine 







[This may facilitate safe transport of a child with significat croup. Many EMS services 








DO NOT stock racemic epi].






Lidocaine for IV administration (desirable)






Adenosine (ideally should be used in conjunction with EKG monitoring)






Calcium chloride 






Fentanyl (desirable for procedures including intubation if anesthetic agents are not available)






Ketamine (excellent for procedures or intubation of a child with respiratory distress or shock)

IV. Management of the child who comes to the office inappropriately


A. Recognition of the unstable child



1. Significant variation in reception practices exists from office to office and from time of day to time of 




day (e. g., lunch hours may be staffed by a receptionist but not by a nurse or physician, and evening or 




weekend hours are likely to be less completely covered).



2. Each office should assure that the first individual who sees a pediatric patient is qualified to judge 




whether that child needs immediate intervention. This may mean simply providing written




guidelines for seeking immediate nursing or physician evaluation if those individuals are always




present. If the office is staffed only by a receptionist at some times, that individual will need




guidelines for summoning 911 responders in the event of arrival of an unstable child.



3. Guidelines which may be used be a lay receptionist to recognize an unstable child




a. "Three Quick Receptionist Observations (from the AAP manual Childhood Emergencies in the




Office, Hospital, and Community)





1). Skin: Look for pallor, blueness, mottling, and petechiae (spots for identifying signs of shock 






and sepsis).





2). Ventilation: Look at respiratory rate and work of breathing (retractions, nasal flaring, head 






bobbing) to identify signs of respiratory distress and failure.





3). Appearance: Look for altered behavior that does not fit the age of the child."




b. See appended alternate guidelines for a receptionist who has been trained to count respiratory rate





and check heart rate with a stethoscope. Such a person must be trained to wear gloves and follow 





Bloodborne Pathogen precautions (and should mask in the face of respiratory symptoms or 





petechiae), and this person might also be taught to administer oxygen by mask or blow-by.


B. Resuscitation



1. Resuscitation team members must be summoned immediately when the emergency is recognized. In




a large office, this may require overhead paging, while in a small office, a secretary or receptionist 




will probably run from exam room to exam room in order to inform all physicians and nurses of the 




nature and location of the problem.



2. Team composition and training




a. Physicians





1). All available physicians should participate in the resuscitation; team leadership should fall to 






the individual who is most comfortable in that role. 





2). If sufficient physicians are present, the team leader should not perform hands-on care but should 






oversee and direct the resuscitation, while his colleagues place IO needles or LMAs, etc.




b. Nurses





1). Will participate under direction of the physicians but are usually expected to suction and 






open the airway, administer oxygen, assist ventilation with bag/mask, attach EKG leads






(or monitor HR with a stethoscope), check blood sugar, and give IM medications. In some 






offices, nurses are also expected to draw venous blood, place an IV, and push IV medications. 





2). Nurses may be needed to perform chest compressions, but if others such as medical assistants






(or the receptionist) are trained in BLS, the nurses may focus on tasks which require their skills.




c. Non-medical personnel





1). The receptionist or secretary should place a 911 call as soon as the emergency is recognized and






the office resuscitation team has been summoned.





2). If sufficient medical staff are available for all the hands-on resuscitation roles, then a receptionist






should bring equipment to the site, locate patient records, and serve as the communications link 






with 911 and the intended receiving hospital. He/she may also help to comfort parents, clear 






unrelated bystanders from the area, and meet and direct the ambulance crew.





3). CPR training at the BLS level is desirable for these individuals, who may at times be






required to perform CPR.


C. 911 interface



1. 911 should be called as soon as possible.



2. In the Tri-County area, response time should be relatively short (usually <5 minutes), but at times




of heavy traffic, bad weather, or high demand elsewhere, response time may be 10-15 minutes or 




even longer; during the interim, office personnel must continue their resuscitative efforts.



3. In the Tri-County region, ALS (Advanced Life Support) personnel are routinely provided. These 




paramedics have relatively little pediatric experience, but all have had special training in the




management of pediatric emergencies. By law, they are provided with equipment in pediatric as 




well as adult sizes. In addition, most carry at least some medications to facilitate intubation. 



4. Most paramedics welcome the assistance of the physician and office staff in the resuscitation of a 




child. They are, however, also legally bound to honor standing protocols and the dicta of the 




supervising physician under whose license they practice, and these duties should be respected.



5. Copies of essential paperwork should be prepared to accompany the child en route, particularly if he




has a complicated history, in which case the Emergency Information Form for Children with Special 




Healthcare Needs (EIF; see appendices) should be provided to assist the EMS crew with their care. (If




a physician is available to accompany the child, he can provide key information and skills en route).


D. Transport to the hospital



1. Ambulance transport is usually most appropriate. Paramedics can continue respiratory care en route, 




and they are equipped with monitoring equipment. They can push bolus medications or fluids and 




maintain an IV infusion under gravity. They do not have pumps for controlled infusion of 




medications . In addition, when one paramedic drops out of patient care in order to drive the vehicle,




ability to intervene may be limited by availability of hands. If a physician or nurse can be spared 




from the office, such an individual may be of real assistance to paramedics during the transport.



2. Ground transport time to the receiving facility depends on weather, traffic, and distance from the




facility. There are unusual circumstances in which it would be appropriate to request helicopter




transport from an office (e. g., a child with impending arrest in Gresham or Oregon City at 8:00 a. m.)




Such a request should come to the pediatric intensivist on call, and it will result in the arrival of




a designated pediatric transport team. 911 should still be called so that local paramedics can




help the office staff and so that police assistance can be used to clear a landing zone.


E. Interaction with the hospital staff



1. If the child is to be transported to the ED, the ED physician should be called by the referring pediatrician 




as soon as the ambulance has departed. A nurse-to-nurse report is also greatly appreciated.



2. Any child who needs direct admission to the pediatric ICU should be reported to the intensivist on call. The 




intensivist can offer suggestions for management over the phone, and he/she will make immediate 




arrangements to assure availability of a bed and to prepare for the child's arrival in the PICU.



3. Some form of written report should accompany the child in the ambulance. However, additional 




information about the child's presentation and features of the resuscitation should be transcribed and 




FAXed to the receiving facility, as should lab and X-ray results which become available subsequent to 




the child's departure. In addition, operative reports or discharge summaries from prior admissions 




which may be in the child's outpatient chart should be FAXed to the receiving team.

VI. Summary


A. Though acute resuscitation should ideally be provided only in a hospital setting, it is inevitable that



children will occasionally require emergency care in an office setting.


B. Careful advanced planning for triage, acute resuscitation, and rapid transfer of acutely ill or injured 



children will expedite their care and improve their outcome

 Medical Emergencies in Children

Serious medical emergencies are uncommon in children


Fortunately, the majority of children NEVER suffer a life-threatening illness or injury. 


Nonetheless, most parents worry about the possibility of their child becoming one of the 



unfortunate minority.

Prevention is essential


Most injuries and many illnesses can be prevented. Immunizations save lives!


Your child's physician will offer advice about measures you can take to keep your child 



safe. Written materials are also available from the American Academy of Pediatrics.



Protecting your child is one of your most important responsibilities!


Teach your child how to avoid injuries.

Advanced planning helps!


Taking a CPR class from the American Heart Association or the American Red Cross 



will help you to care for your ill or injured child before paramedics arrive.


Be sure that your house number is readily visible from the street even after dark.


Try to employ babysitters who have completed a babysitting course from the Red Cross or



American Heart Association.


Don't forget to provide your babysitter with essential medical information about your 



child so that your child can receive help even when you are not available; written 



materials left by the phone should also include your address and phone number so 



that the caregiver can immediately tell 911 dispatchers how to reach your home.


Purchase first aid materials and know how to use them.

If the unthinkable happens 

Don't panic; your training and first aid supplies will help!


Be reassuring and try to keep your child calm.


If your child is seriously injured, do not move him/her unless overwhelming danger



threatens.


Provide acute first aid.


Get help: call 911, Poison Control, or your child's doctor as circumstances demand.

Parental Guidelines for Seeking Help


Previous AAP guidelines were flawed in that it was recommended that families call their child's physician even in the event of severe pathology! (see below). 

[image: image1.wmf]

Even the most recent recommendations from the AAP are unclear. Caregivers are told to "call 911 or their local emergency number whenever one or more of the following conditions arises:



A child's condition becomes life threatening.



The child is too unstable to be transported to the hospital by private means.



Moving the child could cause further injury.



A child needs the skills or equipment of paramedics or emergency medical 




technicians (EMTs).



Rapid transport is necessary to prevent further injury or death."


Since it seems unlikely that lay caregivers will understand precisely what constitutes a life-threatening condition or when a child is too unstable to be moved, an alternate possible set of instructions for families (Whom Shall I Call for Help with a Medical Emergency?) has been developed by Cynthia Cristofani, M. D. and is offered below.

What Should I Do About a Medical Emergency?

Call 911 for:


Serious breathing problems; may include any of the following signs:





Blue skin color





Gasping or very labored breathing





Very slow, irregular, or absent breathing movements





Severe choking

Signs of shock, including any of the following:





Very pale or blotchy skin color





Absent pulse in the neck (or, for an infant, in the upper arm)





Very rapid pulse if one can be felt





Uncontrolled bleeding

Changes in consciousness, recognizable by any of the following:





Confusion, inability to recognize familiar people





Slurred speech, altered gait





Twitching or jerking which might be a convulsion (seizure)





Child is difficult or impossible to awaken

Major trauma, including any of the following:





Auto crash (whether child was a passenger or a pedestrian struck by a car)





High speed fall from bicycle, skateboard, or rollerblades, especially if child







was not wearing a helmet





Fall from a significant height





Gunshot injury or deep knife wound





Severe burns (burns which cover more than a small area or which involve the 






face, hands, feet, or genitalia) or possible smoke inhalation





Any trauma with obviously severe injuries (e.g., a broken bone protruding 







through the skin, penetrating eye injury)
Follow 911 operator's instructions 


Stay on the line until told to hang up.


Provide acute resuscitation as directed. Do not move an injured child unless there is 



immediate danger in the vicinity.


Be sure your location can be found easily (turn on lights, have someone meet the 



ambulance if possible).

Provide medical information to the paramedics

Request transport to 










If 911 call is not necessary:


Call Poison Control (1-800-222-1222) to report ingestion of medication or other toxic





substance; follow advice given

Call the office, on-call physician , or pediatric advice line to discuss management 





of all other emergencies




Phone number during office hours: 









Phone number at night or on weekends or holidays: 









Problems for which emergency department care might be required:







Acute problems which occur when office is closed







Suturing of lacerations







Management of broken bones







Management of poisoning







Care of burns which are not severe





Emergency Department to which I should take my child: 

Emergency Information Form for

Children with Special Healthcare Needs

Telephone Triage Record

911 should be called if child has any of the following:


Severe breathing problems


Signs of shock


Significant change in level of consciousness


Major trauma or burn

Child's name 









 Date of birth  







Caller 










 Date/time of call 






Nature of the problem:

Disposition:


Child's records reviewed 




 Not available 





Telephone triage algorithm(s) followed 

 Which? 













Discussed with physician 


 Which? 














Advice given, if any:


Call referred to on-call physician 


 Which? 












Child referred to ED 

 Which? 








 Time ED notified 




Appointment made 


 Date 






 Time 









Physician 









 Office 









Guidelines for Immediate Recognition of Unstable Patients

Notify physician or nurse immediately for:



Respiratory distress (recognizable by any of the following signs or symptoms):




Blue skin color





Gasping or very labored breathing





Very slow or irregular breathing with pauses 





Rapid breathing with rate over 60 breaths/minute





Severe choking or parental report of probable foreign body in the airway





Parental report of episode of stopped breathing (near-SIDS spell)



Signs of shock (including any of the following):




Very pale or mottled skin color





Absent pulse in the neck (or, for an infant, upper arm)





Heart rate too fast: More than 180 beats/minute in an infant or 160 beats/minute in a child





Heart rate too slow: Less than 80 beats/minute in an infant or 60 beats/minute in a child





Uncontrolled bleeding





Reported exposure to a substance to which the child is highly allergic (e. g, bee sting in a child 






who has had an anaphylactic reaction to bee venom)



Changes in consciousness (recognizable by any of the following):




Confusion, inability to recognize familiar people





Slurred speech, altered gait





Twitching or jerking which might be a convulsion (seizure)





Child is difficult or impossible to awaken



Major trauma (including any of the following):




Auto crash (whether child was a passenger or a pedestrian struck by a car)





High speed fall from bicycle, skateboard, or rollerblades (especially if no helmet was worn)





Fall from a significant height





Gunshot injury or deep knife wound





Severe burns (especially of the face, hands, feet, or genitalia) or possible smoke inhalation





Any trauma with obviously severe injuries (e.g., a broken bone protruding through the skin, 






penetrating eye injury)



Rash suggestive of meningococcal disease 




(purple spots which do not blanch with pressure; wear a mask if this rash is present!)



Reported ingestion of a possible poison





Call Poison Control (1-800-222-1222) if physician or nurse assistance is not available

Call 911 if such a patient arrives when no physician or nurse is available

Follow 911 operator's instructions 



Stay on the line until told to hang up



Provide acute resuscitation in accordance with CPR guidelines and 911 operator instructions. Use a mask




and gloves if possible. 



Apply oxygen by mask if trained to do so



Be sure you can be found easily (have staff member or parent meet rescuers to direct them to the office)

Request transport to 











Page the on-call physician stat and notify him/her of the incident

Complete written record of the episode and place in the child's records

EQUIPMENT AND MEDICATIONS FOR OFFICE USE

Equipment sources:


Many of the items listed can be purchased at prices which are competitive with hospital prices from:




Krueger Medical




14210 Fir Street




Oregon City, Oregon 97045-6806




Phone: (503) 723-7386




FAX: (503) 723-7396




Ask for Randy Donais.


Other local suppliers of some items include Care Medical at 1877 NE 7th (503-288-8174) and Orion Medical



in Vancouver (800-613-8688).


Other sources of special items are listed with the items.

RESPIRATORY EQUIPMENT

Device









Local supplier






Cost  (9/07)


Bulb syringe (infant)






Krueger Medical






$1.35


Tonsil tip (Yankauer) suction device



Krueger Medical






$1.76


BBG suction device







Children's Medical Ventures



$2.10














(1-800-345-6443)



Oxygen 



Aluminum E tank






Krueger Medical






$109



Emergency style small regulator



Krueger Medical






$120



Tubing









Krueger Medical






$3.00 - 4.50


Oxygen masks, breather and nonrebreather



Infant, child, adult






Krueger Medical






$2.75 - 4.50


Nasal cannula



Infant, child, adult






Krueger Medical






$4.25 - 4.50


Self-inflating bag with reservoir plus mask 



Pediatric








Krueger Medical






$15.95



Adult









Krueger Medical






$18.35


Ambu bag (adult) without mask




Krueger Medical






$11.95


Mask for bagging



Infant, child, adult






Krueger Medical






$4.00



Seal-Easy ("the blob") mask




Emergency Medical Products
 


$8.69














(http://www.buyemp.com/product/1021803.html; item is














#342020, Respironics Seal Easy Mini Kit)

Pocket mask








Krueger Medical






$11.50

Nebulizer









Krueger Medical






$4.50


Metered dose inhaler with spacer (albuterol)

Krueger Medical






$65.14



Pro-air (albuterol) MDI with spacer


Krueger Medical






$48.72


Oropharyngeal airway set




Berman airways







Krueger Medical






$1.98



Guedel airways







Krueger Medical






$3.49


Pulse oximeter 



OxiMax N-65 pulse oximeter



Nellcor (800) 635-5267





$?














Local rep: Margaret Matthews















1-800-634-1515, x34827



Nonin pulse oximeter





Krueger Medical






$757




Neonatal disposable foot probe


Krueger Medical






$25 for 10 probes


Nasopharyngeal airways





Krueger Medical






$3.80 each


Laryngeal mask airways



1, 1 ½, 2, 2 ½, 3, 4, 5






Emergency Medical Products
 


$13.95 each for














(http://www.buyemp.com)




SoftSeal LMAs














LMA of North America





$237 for full set














1-800-788-7999







$141 for peds set

























$99 for adult set
























$32-35 each


Magill forceps



Pediatric








Krueger Medical






$8.75



Adult









Krueger Medical






$8.75


Suction catheters







Krueger Medical






$0.58 - 1.15 each


Suction tubing








Krueger Medical






$1.75


Portable suction source



Evo Medical Solutions





National office: (515) 993-5001




Model 601 (AC current only)


Ben Pales, local rep: 360-981-8096


$350




Model 605 (AC/DC and battery)



 








$410



Vacu-Aide by DeVilbiss





National office: (800) 338-1988




Model 7305 P-D (battery)



(local source: Care Medical)




$450




Model 7305 D-D (wall current)













$284



 Laerdal portable suction machine


Krueger Medical






$575 (with tubing)


Nasogastric tubes







Krueger Medical






$2.75 each

Intubation materials



Laryngoscope blades 





Krueger Medical






$22.50 each



Laryngoscope handles




Infant (uses AA batteries)



Krueger Medical






$15.95




Adult (uses C batteries)




Krueger Medical






$39.69



Extra bulbs 




Small or large






Krueger Medical






$4.50



ET tubes of appropriate sizes 




Uncuffed tubes






Krueger Medical






$2.25 each




Cuffed tubes






Krueger Medical






$2.49 each



Stylets for ET tubes 




Infant 








Krueger Medical






$4.50




Adult 








Krueger Medical






$4.50



Accessories




1" adhesive tape





Krueger Medical






$1.20 - 2.50



Esophageal intubation detector



Med-Worldwide






$5.50














(www.med-worldwide.com/eid.html)



End-tidal CO2 detector










Pedi-cap (for weight 1-15 kg)


Nellcor (800) 635-5267





$11-12














Local rep: Margaret Matthews















1-800-634-1515, x34827

VASCULAR ACCESS AND FLUID RESUSCITATION MATERIALS


Device









Local supplier






Cost (9/07)



Over-the-needle catheters




Krueger Medical






$2.05 - 3.25



Butterfly IV devices






Krueger Medical






$0.75 - 0.95



Intraosseous needles 




15 gauge







Krueger Medical






$21.92




18 gauge







Krueger Medical






$21.92



IV arm board 







Krueger Medical






$0.95 - 1.50



Tape









Krueger Medical






$1.20 - 2.50


Tourniquet (Penrose drain)




Krueger Medical






$0.85



Alcohol prep pads






Krueger Medical






$2.95 for 50



Transparent dressing (2" x 3")



Krueger Medical






$0.80



IV tubing




Microdrip







Krueger Medical






$4.95 - 6.95



30 mL Luer-lock syringe





Krueger Medical






$0.74



T-connector 







Krueger Medical






$2.47



Stopcock 








Krueger Medical






$2.30

OTHER 


Device









Local supplier






Cost (9/07)



Pediatric pocket resuscitation guide


Cynthia Cristofani






$2.00



Pediatric office resuscitation chart


Cynthia Cristofani






$5.00



Broselow tape for pediatric resuscitation 
Armstrong Medical






$120 for 5 tapes














(800) 442-6991



AHA Handbook of Emergency Cardiovascular Care










$14




Available from Channing L. Bete Co, Inc. at (800) 611-6083 or 








Laerdal Medical Corporation at (888) 562-4242 or








WorldPoint ECC, Inc. at (888) 322-8350



Blood pressure cuffs with sphygmomanometer




Infant








Krueger Medical






$29.50




Child








Krueger Medical






$29.50




Adult








Krueger Medical






$34.00



Splints









Krueger Medical






$1.25 - 7.60



Sterile dressings




2 x 2








Krueger Medical






$8.95 per 100




3 x 3 








Krueger Medical






$12.75 per 100




4 x 4








Krueger Medical






$17.25 per 100



Automatic external defibrillator



Philips Medical







$1495 plus $95




with pediatric capabilities



www.medical.philips.com




     for peds pads














1-800-934-7372







(discounts may be 

























     available)



Glucose monitor




Ultra OneTouch Two




Life Scan 1-408-263-9787





About $50-60















(ask for sales to get local reps)


  (rebates available)




Test strips


















$152 per 100



Stiff neck collars 






Krueger Medical






$8.90 each



Heat lamp








?










?


MEDICATIONS FOR OFFICE USE

	MEDICATION
	PREPARATION
	REFRIGERATION?
	COST (5/01)
	SHELF LIFE

	Albuterol 

Epinephrine 1:1,000

Epinephrine 1:10,000

Normal saline 

Ringer's lactate

Diazepam

Lorazepam

Midazolam

Fosphenytoin

Phenobarbital

Methylprednisolone

Dexamethasone

Prednisolone

Diphenhydramine

Cefotaxime

Naloxone

Activated charcoal

25% dextrose

Atropine (0.1 mg/mL)

Sodium bicarbonate

Acetaminophen

Racemic epinephrine

Lidocaine (1%)

Adenosine

Calcium chloride

Fentanyl

Ketamine 
	Nebulizer solution

MDI

1 mg vial or


30 mL vial

1 mg/10 mL syringe

1,000 mL

1,000 mL

10 mg/2 mL vial

2 mg/1 mL vial

10 mg/2 mL vial

100 mg/2 mL vial

500 mg/2 mL vial

130 mg/1 mL Tubex

125 mg/2 mL vial

?

?

50 mg/1 mL vial

1 gm (dilute for use) 

0.4 mg/1 mL

25 gm/sorbitol

10 mL syringe

1 mg syringe

5 mEq syringe or


50 mEq syringe

?

15 mL vial of 2.25%

50 mg syringe

6 mg/2 mL

1 gm/10 mL syringe

100 mcg/2 mL amp

200 mg/20 mL vial
	No

No

No

No

No

No

No

No

Yes (lasts 30 days 


at room temp)

No

No

No

No

No

?

?

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No
	$0.16/unit dose

$2.70/inhaler

$0.21
$7.05

$1.75

$3.00

$?

$0.28

$2.71

$2.09
$15.85
$47.55
$1.16

$2.56

$?

$?

$0.91

$6.86

$0.27

$6.55

$1.92

$1.48

$1.83

$1.88

$?

$14.78
$1.46

$27.93
$1.93

$0.23

$10.32
	>1 year

>1 year

>1 year

>1 year

>1 year

>1 year

>1 year

1 year

1 year

1 year
1 year

1 year

1 year

1 year

1 year

1 year

1 year

1 year

1 year

1 year

>1 year

1 year

1 year

1 year

?

>1 year

1 year

1 year

1 year

1 year

8-12 months
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