(have kids that are in same age group)

In small communities, you may know the
kids.

chicken before onset of symptoms and started
coughing immediately and then vomited). Child
was found by Aunt, vomiting, crying and saying
his “throat hurt”.

but give conflicting reports of whereabouts of child
during onset of symptoms.

3 y.o0. 16 kg male patient
No respiratory distress noted, well nourished, good eye contact.
Sitting in patio chair.

clear regular
*BP 98/60 eAbdomen soft

*HR 150 strong eSkins - pink,
regular warm, dry
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Chicken bone stuck? ED physician
ordered STAT x-ray — medic
invited to look at results.

incontinent of urine, emesis found on
pillow, eyes open to stimuli but no verbal
response.

Mother reports patients only medical
h|sto€;—y is of juvenile diabetes, onset at
age

What about her mothers thoughts?

Did she want control over something g
in her life? DM vs. food? e

Air to Children’s for
surgical removal.

clear, “fruity”
breath noted
e\Weight 42kg

seconds
¢ FSBG “high”
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approximately 95 kg.

02 saturation100%

Abdominal assessment reveals: Linea negra is noted

and that her parents are aware.
Parents are outside ambulance,
patient fearful and refusing to see
them.
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36.70 - 37.8°C (98° - o Cen.tral pulsgs vs peripheral pulses
1000 F) e Capillary refill

No pulse <100/min. >100/min.

P

ions Weak, slow Strong cry

&
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¢ Oxygenate

¢ [f 5 minute score < 7, repeat
every 5 minutes for 20 minutes

e \Well - insulated warm water containers
® Do NOT use chemical hot packs

e Avoid neck under, overextension

¢ |f secretions heavy, place on left
side
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Warm, Dry, Position
Suction, Stimulate

- Oxygen

Establish Effective Ventilation
e Bag-Valve-Mask
* Endotracheal Intubation

Chest
Compressions

Medications

NC Ca
SQ, ET)
- Consider intubation

- If spontaneous check HR

- If HR >100 and color pink, can 1:10,000

SIOPrandobSErve - If unsuccessful ET, can increase
- If HR 60-100, continue to 0.1mg/kg of 1:1,000 ET
ventilation and intubate
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Police brought to ED. CPS notified. Pulses 130, regular
Patient d/c to foster family with Past medical history: Mother denies any health related issues.

healthy baby boy. Rapid transport to burn center, 10 placed in route. Short ETA,
medicated with MS for pain.

we teach and when do we teach

this information? In 15 seconds at 133
degrees

Water Boils at 212
degrees
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pediatric patient

choking. All attempts to dislodge bead were RSI, no air movement. Attempt to visualize

futile. Onset approximately 8 minutes. object with forceps, nothing visualized. Scoop
and haul, CPR continues. Patient worked in
ED, Pediatric team on arrival, patient
pronounced after 70 minute downtime.

Keep d g down. d DO
to chest hurting, in mild distress. Speaking in

How often do we see babies chewing on key rings? Do we stop short sentences.
and say anything to the parent? What about older siblings who

have hazards in their rooms? Are we reaching out to kids in

elementary and middle school warning them to be careful? What

about the high risk kids in continuation schools who may be

pregnant? This event was completely preventable and tragic.
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Discovered that patient already had “lunch” Older (4 year old) sister had “fed”
him hot dog (plastic). Object was stuck near sternal notch so patient couldn‘t
“swallow” anything else. Under conscious sedation, object removed by
gastroenterologist. We need to make sure that all toys are age appropriate and if
there are multiple ages, played with under adult supervision.

RR 22, lungs clear, saturations 100%

Medic downgraded to BLS level. Medic was going
to let mother drive him but patient said it “hurt
to swallow” making medic suspicious. Transport
uneventful.

ECG - ventricular fibrillation

Autopsy negative.
Pulseless, apneic Se e

i Believed that patient had undiagnosed congenital
Skins - pale, warm cardiac disorder causing refractory lethal v-fib.

FSBG 90

PERRL weight: 23kg

HR 110, sinus
AED was at school, was not brought BP 100/70
out. Could this have helped?

RR 30, lungs clear, saturation 100%
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not have reptiles as pets)

There’s usually a story behind the
bite.

Past Medical History: Mother states patient has been seconds

being bullied at school, he is short, stocky, wears
glasses. This is first attempt. Has not said he wanted

ie. N ical hi ;
to die. No past medical history. eRapid transport. IV initiated. 02 via NC.

RR 14, lungs clear, saturations 98%

Patient in critical condition. Bad L . .
combination of medications. Was P2 Receiving RN notes there is no evidence of soot
] in nares, has patient “blow” his nose, clear. His

given gastric lavage, mucomist, S N 11ds P
charcoal via NG tube. Placed on nylon shirt isn't burned or scorched.

hemodialysis. Survived. Admitted
to psychiatric care once healthy.

10



I0 placed, NS started in route. Morphine
for pain. 02 via NC.

Sheriff contacted. CPS contacted. Patient
is transported via air to burn center.

oriented?

Adelaide Pediatric Coma Scale-1982

® The infant will usually locate pain but
not obeys commands : normal motor
score expected is 4.

Adelaide Pediatric Coma Scale-1982

verbal score expected is 2.

® The best motor response is usually
flexion. Normal motor score expected
is 3.

Adelaide Pediatric Coma Scale-1982

® The infant will usually locate pain but
not obeys commands : normal motor
score expected is 4.
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11



11/13/13

Adelaide Pediatric Coma Scale-1982 Adelaide Pediatric Coma Scale-1982

normal motor score expected is 5. . e>2-5years:13

o After 5 years ® > 5 years: 14

e Orientation is defined as awareness of being
in hospital : normal verbal score expected is

- Moans/grunts ' 3-Flexes
1-None 2-Extends
1-None

Adelaide Pediatric Coma Scale-1982

sounds 1988;4:30-3.

inconsolable, irritable and ~ incomprehensible sounds
restless; cries

no response
no response

12



11/13/13

YouTube (kids video’s)

Dr. Bush, Loma Linda University Medical Center
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