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Pediatric Death Higher in EDs With Lower

Pediatric Readiness

Nicola M. Parry, DVM
August 23, 2019
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Article

Emergency Department Pediatric Readiness and Mortality in Critically IlL Children

Stefanie G. Ames, Billie S. Davis, Jennifer R. Marin, Ericka L. Fink, Lenora M. Olson, Marianne Gausche-Hill,Jeremy M. Kahn

RESULTS: We studied 20 483 critically ill children presenting to 426 hospitals. The median

weighted pediatric readiness score was 74.8 (interquartile range: 59.3-88.0; range: 29.6-

100). Unadjusted in-hospital mortality decreased with increasing readiness score (mortality

by lowest to highest readiness quartile: 11.1%, 5.4%, 4.9%,and 3.4%; P< .001 for trend).

Adjusting for age, chronic complex conditions, and severity of illness, presentation to a

hospital in the highest readiness quartile was associated with decreased odds of in-hospital

mortality (adjusted odds ratio compared with the lowest quartile: 0.25; 95% confidence

interval: 0.18-0.37; P<.001). Similar results were seen in specific subgroups.

CONCLUSIONS: Presentation to hospitals with a high pediatric readiness score is

assoclated with decreased mortality. Efforts to increase ED readiness for pediatric

emergencies may improve patient outcomes.
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November 2018, VOLUME 142 / ISSUE 5 of Pediatrics R
From the American Academy of Pediatrics

Policy Statement

Pediatric Readiness in the Emergency Department n { N\
ht, AMERICAN ‘ |

Katherine Remick, Marianne Gausche-Hill, Madeline M. Joseph, Kathleen Brown, Sally K. Snow, Joseph L. Wri
ACADEMY OF PEDIATRICS Committee on Pediatric Emergency Medicine and Section on Surgery, AMERICAN COLLEGE OF

EMERGENCY PHYSICIANS Pediatric Emergency Medicine Committee, EMERGENCY NURSES ASSOCIATION Pediatric
ommittee

* POLITICAS, GUIDELINES E PROTOCOLOS ESPECIFICOS PARA
DOENCAS E PROCEDIMENTOS EM PEDIATRIA

* COORDENADOR MEDICO E ENFERMEIRO DE EMERG PEDIATRICA
* MEDICACOES E DOSES CORRETAS CALCULADAS EM KG (PESAR A
CRIANCA)

* EQUIPAMENTOS ESPECIFICOS PARA CADA FAIXA ETARIA (AMBUS,
MASCARAS, CANULAS DE INTUBACAO, MATERIAL DE ACESSO)
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Emergency Department Pediatric Readiness and Mortality in Critically IlL Children

Stefanie G. Ames, Billie S. Davis, Jennifer R. Marin, Ericka L. Fink, Lenora M. Olson, Marianne Gausche-Hill,Jeremy M. Kahn

RESULTS: We . . . .
"As detailed in previous work, the most common reasons for low readiness

100). Unadiustd SCOTeS are lack of implementation of ED policies dedicated to children, lack of
by lowest to hi quality improvement efforts, and absence of a dedicated pediatric emergency
Adjusting for aff €are coordinator, all of which are plausibly related to patient outcomes," write

hospitalin the ] Ames and colleagues.
mortality (adj

weilghted pediz

interval: 0.18-0.37; P<.001). Similar results were seen in specific subgroups.

CONCLUSIONS: Presentation to hospitals with a high pediatric readiness score is
assoclated with decreased mortality. Efforts to increase ED readiness for pediatric

emergencies may improve patient outcomes.
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Pediatric Medication Safety in the Emergency Department

Lee Benjamin, Karen Frush, Kathy Shaw,Joan E. Shook, Sally K. Snow, AMERICAN ACADEMY OF PEDIATRICS Committee on
Pediatric Emer%enc Medicine, AMERICAN COLLEGE OF EMERGENCY PHYSICIANS Pediatric Emergency Medicine Committee,
EMERGENCY NURSES ASSOCIATION Pediatric Emergency Medicine Committee
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Policy Statement

Principles of Pediatric Patient Safety: Reducing Harm Due to Medical Care

Brigitta U. Mueller, Daniel Robert Neuspiel, Erin R. Stucky Fisher, COUNCIL ON QUALITY IMPROVEMENT AND PATIENT
SAFETY, COMMITTEE ON HOSPITAL CARE

Pediatrics
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Commentary

The Time Is Now: Uncovering the Value of Pediatric Readiness in Emergency
Departments

Katherine E. Remick
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Emergency Department Pediatric Readiness and Mortality in Critically Il Children

Stefanie G. Ames, Billie S. Davis,Jennifer R. Marin, Ericka L. Fink, Lenora M. Olson, Marianne Gausche-Hill,Jeremy M. Kahn
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CONHECER MEU LOCAL DE
TRABALHO

Distancia percorrida Intervalo de confianca 95%

DOr semana Frequéncia %

Inferior Superior
Sul

Até 25 km 123 34,7 29,6 40,1
De 26 a 50 km 60 16,9 13,3 20,8
De 51 a 100 km 58 16,5 12,6 20,7
De 101 a 250 km 60 17,0 13,2 4 1 |
251 a 400 km 26 o3 4,7 10,3
401 km ou mais 23 6,5 4,0 9,1
Nao sabe 4 1.3 0,3 2,4

Total

354

100,0
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RECONHECER E AGILIZAR

TRATAMENTO

ALGORITMO DE AVALIACAO INICIAL PEDIATRICA

i
= . AVALIACAO PRIMARIA (ABCDE)
ALGORITMO DE AVALIACAOQ INICIAL PEDIATRICA
IMPRESSAO INICIAL
Avalie
Avalie segurancga/situacao do local do atendimento Via aérea/Responsividade
240 necessarios recursos adicionais?
¢ Responsivo? Inconsciente?
A partir da impresséo inicial (Tridngulo de Avaliagdo Pediatrica) Via aerea aberta?
Avaliagao ao entrar na sala; concluida em 60 segundos ou menos Estabilizagdc da coluna, se indicada
¢ Aspiragdo, se necesséria
APARENCIA (TICLS) TRABALHO RESPIRATORIO - l — iFitile : i
Tonus _{tﬁnus muscular) Posicdo do corpo Avalie Respiracéo (do inglés, breathing)
!nieratwid:adefestadﬂ mental Movimento visivel (térax/abdome)
gnnsnlat;zlm ; Frequéncia respiratéria * ¢
Olhar (do inglés look) X Esforgo respiratério ?
Ealaegﬁ choro (do inglés Y | Sons da via aérea audiveis Se respirando, determine se adequada ou Se respiragéo ausente (ou apenas em
peech or cry) inadequada. Mantenha saturagéo de O, gasping), avalie pulso
A aparéncia reflet 4 de pelo menos 94%
Ci ea 4 e L Y A respiragdo reflete a
adequagdo de > J Aparéncia \<<__ adequagao da via
oxigenacgao, ventilagdo, p aérea, da oxigenacao
perfusdo cerebral, e da ventilacdo :
homeostase e funcio do 4 Avalie Circulagao
sistema nervoso central =
. A circulacao reflete a * *
CIRCULAGAO ———"___ adequacéo do débito .
Cor da pele cardiaco e da perfusao Pulso presente Se sem pulso {ou incerteza de pulso presente):
dos érgdos vitais » Controle de sangramento intenso (se presente) . Inicir_a H}:P ;
» Avalie pele « Avalie ritmo cardiaco na chegada de
— T— L : « Avalie preenchimento capilar DEA/monitor/desfibrilador
Avalie Disfungéo (nivel de consciéncia) Sim -«— Atividade elétrica presente? ——» Nio
‘# * Escala de Coma de Glasgow Pediatric *
L Doente Nao Doente *
. Ffrt:fsmga imediatamente com avaliagdo Prossiga sistematicamente:
rgplda d:a via aerea,da respiragio e da * Avaliacao primaria (avaliagao Exposicédo/ambiente Se fibrilacao Se atividade elétrica Se assistolia -
circulagao . " | ABCDE) » Preserve o calor do corpo ventricular (FV) ou sem pulso (AESP) - continue RCP e va
* Se um problema for identificado, realize as * Avaliagao secundaria » Mantenha a temperatura apropriada | | taquicardia ventricular | | continue RCP e va para algoritmo de
intervengdes necessarias ~“Trate assim que Sinais vitais ' (TV) - continue RCP e | | para algoritmo de assistolia
encontrar Histéria direcionada # va para algoritmo de AESP
Exame fisico FV/TV
* Reavaliacdo Prossiga para a avaliagao secundaria
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PENSAR NA CRIANCA

Children use medical play props to become more familiar with the treatment they will receive. Parent caregivers and children observe a child life specialists explain an upcoming procedure.
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CENTRO DE SIMULACAO REALISTICA

eduardo.gubert@hpp.org.br
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e 1. Comprima com forca (pelo menos 1/3 do diametro AP do
torax) e de 100 a 120/min;

2. MINIMIZE AS INTERRUPCOES NAS COMPRESSOES;
3. EVITE VENTILACAO EXCESSIVA;
e 4, Relacao 15:2 sem IOT ; Com IOT relacao:

20 a 30 ventilacoes por min (a cada 2 a 3 seg) e
compressoes continuas;

e 5. Alterne quem aplica as compressoes a cada 2 min:
PCR em Pediatria



. Reduction in Mortality
| Following Pediatric Rapid
=== RS p onse eam A——
s : +  Measurements and Main Results: A Cox proportional hazards
im p|ementat|0n model was used to identify the patient characteristics associated
with mortality following unplanned PICU admission. Following
Authors: Kolovos, Nikoleta 5.; Gill, Jeff; Michelson, Peter H.; Doct rapid response team implementation, Pediatric Risk of Mortality,
Source: Pediatric Critical Care Medicine, Volume 19, Number 5, 1 version 3, illness severity was reduced (28.7%). PICU ength of
stay was less (19.0%), and mortality declined (229%). Relative risk
of death following unplanned admission to the PICU after rapid
response team implementation was 0.685.
Conclusions: For children requiring unplanned admission to the
PICU, rapid response team implementation is associated with
reduced mortality, admission severity of illness, and length of
stay. Rapid response team implementation led to more proximal
capture and aggressive intervention in the trajectory of a decom-

pensating pediatric ward patient. (Pediatr Crit Care Med 2018;
XX:00-00)

RN .

PCR em Pediatria



Algoritmo de PCR em pediatria

1
¥ rici a RCP )

* Inicie a ventilagao com bolsa-mascara e fornega oxigénio e Comprima com forca (= s do

 Coloque o monitor/desfibrilador didmetro toracico anteroposterior)
\ J e rapidez (de 100 a 120/min) e
aguarde o retorno total do térax
e Minimize as interrupcdes nas
Sim / . \ N3o compressdes
Ritmo e Alterne os responsaveis pelas

antes, em caso de cansacgo

2 9 * Se estiver sem via aérea avancada,
FV/TVSP ) Assistolia/AESP ) (rjela;;?g compressao-ventilagao
e 15:

l \ chocavel? / l compressoes a cada 2 minutos ou

l e Se tivervia aérea avancada,
administre compressoes continuas

\ Epinefrina e uma ventilacaoacada2a
@ Choque imediatamente 3 segundos
¢ * Carga do choque para desfibrilacao
4

10
. =~/ . N e Primeiro choque 2 J/kg
RCP 2 min RCP 2 min e Segundo choque 4 J/kg
Acesso IV/IO e Acesso IV/IO ° Choques posteriores >4 J/kg'
e Epinefrinaacada3a5min maximo de 10 J/kg ou dose
e Considere via aérea para adulto
avancada e capnografia

. \ 4 Tratamento medicamentoso
Ritmo \ Nao
> * Dose IV/IO de epinefrina:

chocavel? / 0,01 mg/kg (0,1 mL/kg da

] i concentracao de 0,1 mg/mL).
¢ Sim Ritmo \ P ose méxima de 1 mg.
chocavel? / Repita a cada 3 a 5 minutos.
@ ’ Choque Se nao tiver acesso IV/IO, pode-se
administrar dose endotraqueal:
- | L 1 | 0.1ma/ka (0.1 mL/kada




<

A4
Ritmo \ Nao
chocavel? /

Sim
@ , Choque
v

4

4

Sim

Ritmo
chocavel?

RCP 2 min

e Epinefrinaacada3a5min
e Considere via aérea avancada

N

4

Y

<

Ritmo \ Nao
chocével‘? /

@) , s:mque

RCP 2 min
Trate as causas reversiveis

A

RCP 2 min

e Amiodarona ou lidocaina
e Trate as causas reversiveis

12)

oo
Nao Ritmo
chocavel?
4
Y Y Y
N\

¢ Se nao houver sinal de retorno da

circulacao espontanea (RCE), va para 10

e Se houver RCE, va para a lista de

verificacao de cuidados pos-PCR

[ Vapara7. ]

4

ratamento medicamentoso

* Dose IV/IO de epinefrina:

0,01 mg/kg (0,1 mL/kg da
concentracao de 0,1 mg/mL).

0se maxima de 1 mg.

Repita a cada 3 a 5 minutos.

Se nao tiver acesso IV/10, pode-se
administrar dose endotraqueal:
0,1 mg/kg (0,1 mL/kg da
concentracao de 1 mg/mL).

* Dose IV/IO de amiodarona: bolus
de 5 mg/kg durante a PCR. Pode ser
repetida em um total de até 3 doses
para FV/TV sem pulso refrataria
ou
Lidocaina, dose IV/I0: inicial: dose
de ataque de 1 mg/kg

Via aérea avancada

 |Intubacao endotraqueal ou via aérea
extraglotica avancada

e Capnografia com forma de onda
ou capnometria para confirmar e
monitorar o posicionamento do
tubo ET

Causas reversiveis

* Hipovolemia

* Hipdxia

* Hidrogénio (acidemia)

* Hipoglicemia

e Hipo/hipercalemia

* Hipotermia

* Tensao do toérax por pneumotodrax
hipertensivo

e Tamponamento cardiaco

e Toxinas

* Trombose coronaria

* Trombose pulmonar

© 2020 American Heart Association
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