
May	  13	  

Copyright	  statement	   1	  



May	  13	  

Copyright	  statement	   2	  



Very	  quick	  round	  the	  room	  to	  assess	  stage	  of	  professional	  development	  for	  each	  
par=cipant.	  	  	  

May	  13	  

Copyright	  statement	   3	  



These	  aims	  are	  the	  same	  for	  all	  sessions	  –	  please	  do	  not	  modify	  
	  
Speakers’	  notes	  
•  This	  session,	  and	  package	  as	  a	  whole,	  involves	  learning	  together.	  	  Learning	  with	  

the	  teams	  that	  you	  work	  with	  helps	  that	  team	  to	  func=on	  more	  efficiently	  and	  
effec=vely.	  	  It	  allows	  you	  to	  learn	  from	  each	  other,	  explore	  different	  perspec=ves	  
and	  to	  understand	  the	  importance	  of	  all	  members	  of	  the	  team.	  

•  We	  are	  targe=ng	  higher	  level	  learning	  –	  applied	  skills	  and	  performance	  in	  
contextualised	  events.	  	  This	  is	  through	  team	  discussion	  and	  also	  through	  working	  
through	  simulated	  scenarios	  as	  a	  team.	  	  It	  also	  allows	  you	  to	  put	  into	  prac=ce	  
knowledge	  aJained	  from	  the	  eLearning	  and	  other	  solo	  learning	  environments.	  

•  To	  review	  and	  reflect	  upon	  our	  own	  prac=ce	  and	  current	  best	  prac=ce	  standards.	  	  
During	  our	  feedback	  sessions	  we	  will	  facilitate	  this	  but	  we	  would	  also	  encourage	  
you	  to	  reflect	  on	  your	  prac=ce	  and	  experience	  aMer	  these	  sessions.	  

May	  13	  

Copyright	  statement	   4	  



These	  aims	  are	  the	  same	  for	  all	  sessions	  –	  please	  do	  not	  modify	  
	  
Speakers	  notes	  
•  Challenge	  of	  video	  conferencing	  =ps:	  don’t	  change	  your	  seat,	  speak	  up	  nice	  &	  

clearly	  
•  Details	  collected	  and	  de-‐iden=fied	  for	  repor=ng	  purposes	  
•  Signed	  form,	  don't	  speak	  outside	  about	  how	  people	  performed	  as	  not	  necessarily	  

indica=ve	  of	  real	  life.	  	  This	  is	  a	  chance	  to	  try	  new	  things,	  don’t	  tell	  anyone	  about	  
the	  scenarios	  as	  they	  are	  used	  again	  on	  subsequent	  courses.	  

•  We	  try	  to	  use	  best	  evidence	  prac=ce	  and	  strive	  to	  include	  as	  up-‐to-‐date	  material	  
as	  possible.	  	  Please	  do	  refer	  to	  your	  local	  policies,	  guidelines	  and	  protocols.	  

•  Debriefing	  is	  a	  chance	  to	  reflect	  upon	  what	  we	  did	  and	  how	  that	  translates	  to	  the	  
workplace.	  	  Please	  use	  this	  =me	  to	  explore	  the	  complexi=es	  of	  performance	  and	  
decision	  making.	  	  Please	  contribute,	  we	  will	  all	  learn	  from	  each	  other’s	  
experiences.	  	  	  

•  Like	  most	  things	  in	  life,	  the	  more	  that	  you	  put	  in	  the	  more	  you	  will	  take	  away	  with	  
you.	  	  	  

•  It	  is	  an	  open	  forum	  where	  everyone’s	  ideas	  and	  thoughts	  are	  to	  be	  valued.	  
•  If	  you	  could	  please	  switch	  your	  phones	  off	  or	  to	  silent	  or	  vibrate	  for	  the	  dura=on	  of	  

the	  course.	  
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Assessment and management is performed in ED in a structured and timely manner.  
The focus is on simultaneous assessment and management, with the priority being to 
exclude and manage any life threatening conditions. This framework and timeframe 
may be used to assess and manage any patient that presents to ED in a timely and 
ordered fashion, this includes the paediatric patient.  
 
The initial resuscitation involves a rapid early assessment of an immediately life 
threatening injury or illness and the commencement of the medical management. This 
primary survey provides a rapid overview of the treatment priorities of the patient. 
This is usually the DRS-ABCDE approach to the vast majority of emergency 
department presentations.  
 
Following this initial phase a period of further more detailed assessment and specific 
care priorities is undertaken. Consideration of the condition, its cause, complications 
and co-morbidities should be performed with management tailored to the specific 
patient with their specific issues. The initiation of supportive care should begin during 
the secondary care phase.  
 
The tertiary care phase is the process of reassessment of the patient, the response to 
management and the results of investigations. During this phase disposition decisions 
and consultations are made and clear documentation of both the emergency  



The DRS-ABCDE approach is advised by the Australian Resuscitation Council (ARC) 
and this can be applied to all critically unwell patients. It is similar to the approach 
recommended in trauma care. This applies for the paediatric patient and the adult 
patient and is a simple acronym to recall and apply.   
Aim here is to exclude and manage any time critical or life threatening conditions, 
giving a structure to apply in those early minutes of any resuscitation. 



When	  assessing	  children	  it	  is	  important	  to	  recall	  that	  there	  are	  anatomical,	  
physiological	  and	  psychological	  changes	  occurring	  as	  a	  child	  grows	  in	  both	  size	  and	  
maturity.	  These	  factors	  will	  vary	  between	  individuals	  but	  there	  is	  some	  
generalisability	  based	  on	  age	  and	  weight.	  	  
It	  is	  impera=ve	  that	  these	  factors	  are	  taken	  into	  account	  when	  communica=ng	  with	  
the	  child	  and	  his	  or	  her	  parents,	  choosing	  equipment	  and	  medica=on	  dosing.	  	  
	  
Staff	  should	  also	  understand	  that	  children	  may	  appear	  to	  compensate	  with	  their	  vital	  
signs	  un=l	  late	  in	  the	  spectrum	  of	  disease,	  which	  may	  provide	  false	  reassurance.	  The	  
en=re	  clinical	  picture	  should	  be	  taken	  during	  the	  assessment	  process.	  	  
	  
A	  child	  centred	  approach	  will	  aid	  in	  keeping	  the	  child	  and	  their	  parents	  calm	  and	  co-‐
opera=ve.	  Interact	  with	  the	  child,	  invite	  the	  parents	  to	  distract	  the	  child	  and	  include	  
them	  in	  the	  decision	  making	  process.	  	  
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The	  structured	  approach	  con=nues	  with	  assessment	  of	  the	  airway.	  This	  should	  begin	  
with	  a	  period	  of	  observa=on,	  so	  as	  to	  limit	  distress	  to	  the	  child	  and	  provide	  vast	  
quan==es	  of	  useful	  informa=on	  of	  the	  overall	  clinical	  picture	  of	  the	  child,	  as	  well	  as	  
the	  airway	  component.	  
	  
Airway	  patency	  demonstrates	  the	  child	  is	  able	  to	  maintain	  their	  own	  airway,	  as	  well	  
as	  giving	  an	  indica=on	  of	  central	  nervous	  system	  state.	  	  
If	  the	  airway	  is	  not	  patent,	  immediately	  start	  oxygen	  therapy,	  jaw	  thrust	  and	  chin	  liM,	  
or	  place	  in	  the	  recovery	  posi=on	  (remaining	  cau=ous	  of	  cervical	  spine	  protec=on	  	  if	  
required).	  	  
Children	  with	  airway	  compromise	  may	  posture	  themselves	  to	  protect	  their	  own	  
airway	  or	  in	  an	  aJempt	  to	  maintain	  some	  airway	  patency,	  the	  tripod	  posi=on	  is	  an	  
example	  of	  this.	  	  
Snoring	  demonstrates	  a	  func=onal	  obstruc=on,	  crying	  or	  talking	  suggests	  a	  patent	  
airway.	  Stridor	  is	  an	  inspiratory	  sound	  and	  stertor	  is	  its	  expiratory	  counterpart.	  
Stridor	  is	  due	  to	  intrathoracic	  upper	  airway	  obstruc=on	  and	  stertor	  due	  to	  
extrathoracic	  obstruc=on.	  Either	  added	  sounds	  are	  cause	  for	  heighted	  concern.	  If	  
present,	  do	  not	  upset	  child	  and	  call	  for	  urgent	  anaesthe=c	  back	  up,	  and	  consider	  the	  
underlying	  cause	  and	  if	  nebulised	  adrenalin	  is	  indicated.	  
Increased	  effort	  of	  breathing	  may	  be	  indicated	  by	  grun=ng	  and	  nasal	  flaring,	  use	  of	  
accessory	  muscles,	  tracheal	  tug,	  sternal	  subcostal	  and	  intercostal	  recession,	  except	  in	  	  
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Following	  assessment	  of	  the	  airway	  it	  is	  a	  natural	  progression	  to	  review	  the	  work	  of	  
breathing	  and	  adequacy	  of	  oxygena=on	  and	  ven=la=on.	  
The	  respiratory	  rate	  is	  age	  dependent,	  is	  is	  also	  affected	  by	  normal	  ac=vity,	  crying	  
and	  can	  be	  significantly	  deranged	  in	  =mes	  of	  pathology.	  	  
Bradypnoea	  is	  a	  slowed	  rate,	  tachypnoea	  is	  an	  elevated	  rate.	  Apnoea	  is	  defined	  as	  a	  
cessa=on	  of	  breathing	  for	  >20seconds	  and	  is	  of	  concern.	  	  
The	  NSW	  health	  department	  has	  released	  age	  related	  “between	  the	  flags”	  charts	  
which	  must	  be	  referred	  to	  when	  taking	  the	  vital	  signs	  of	  children.	  These	  reference	  
ranges	  should	  be	  readily	  available	  in	  areas	  which	  assess	  paediatrics.	  An	  example	  of	  
this	  chart	  is	  on	  the	  next	  slide.	  	  
The	  respiratory	  rate	  should	  be	  counted	  for	  60seconds,	  when	  the	  child	  is	  calm	  and	  
non-‐distressed.	  This	  can	  be	  difficult	  in	  the	  emergency	  department.	  
	  
The	  colour	  of	  a	  child	  should	  be	  noted,	  as	  children	  can	  rapidly	  change	  in	  colour	  with	  
illness.	  Cyanosis,	  a	  blue	  colour,	  is	  bad	  and	  evidence	  of	  hypoxia!	  Extreme	  pallor	  or	  
moJling	  of	  the	  skin	  is	  of	  concern	  also	  and	  has	  many	  causes.	  	  
	  
Assessment	  of	  breathing	  requires	  ausculta=on	  of	  the	  chest	  for	  added	  sounds	  
including	  wheeze,	  crepita=ons,	  and	  the	  ominous	  sound	  of	  the	  silent	  chest.	  
Satura=ons	  (Spo2)	  should	  be	  ideally	  recorded	  with	  the	  child	  breathing	  room	  air	  prior	  
to	  the	  applica=on	  of	  supplementary	  oxygen.	  Spo2<90	  is	  concerning	  in	  previously	  fit	  	  
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This	  is	  a	  copy	  of	  the	  “Between	  the	  Flags”	  charts	  for	  children	  in	  NSW.	  All	  clinicians	  who	  manage	  children	  
should	  become	  familiar	  with	  them	  and	  the	  local	  response	  to	  the	  blue,	  yellow	  and	  red	  zones.	  The	  
principles	  of	  the	  BTF	  charts	  are	  discussed	  in	  detail	  in	  the	  DETECT	  program.	  
	  
Blue	  Zone	  is	  a	  nurse	  ini-ated	  zone	  –	  a	  warning	  that	  the	  pa-ent	  may	  be	  deteriora-ng	  -‐	  Review?	  	  
pain,	  anxiety,	  fever,	  oxygena=on	  and	  increase	  frequency	  of	  observa=ons	  as	  
appropriate	  
	  
Yellow	  Zone	  is	  a	  Clinical	  Review:	  response	  as	  per	  local	  CERS	  policy,	  responder	  within	  30	  mins	  
	  
Red	  Zone	  is	  a	  Rapid	  Response:	  either	  a	  response	  by	  Paediatric	  Registrar/agreed	  or	  local	  CERS	  policy,	  
responder	  within	  5	  mins	  or	  Cardiac	  Arrest	  
	  
Yellow	  zone	  allows	  for	  clinical	  judgement	  but	  must	  be	  discussed	  with	  Nurse	  in	  
Charge.	  Red	  zone	  is	  mandatory.	  
	  
	  



This	  video	  demonstrates	  an	  unwell	  child	  with	  significant	  respiratory	  distress.	  	  
Par=cipants	  should	  learn	  to	  recognise	  the	  clinical	  signs	  which	  are	  concerning	  in	  this	  
pa=ent.	  
The	  facilitator	  should	  invite	  discussion	  about	  the	  structured	  assessment	  of	  this	  child	  
from	  the	  visual	  clues	  which	  are	  available.	  

Copyright	  statement	   13	  



Again	  the	  assessment	  of	  the	  circulatory	  system	  of	  the	  child	  is	  part	  of	  the	  overall	  
clinical	  picture	  of	  the	  paediatric	  pa=ent.	  	  
	  
Heart	  Rate	  (HR)	  	  and	  Blood	  pressure	  (BP)	  both	  have	  an	  age	  dependant	  reference	  
range	  which	  should	  be	  reviewed	  on	  the	  BTF	  chart.	  The	  par=cipants	  should	  be	  
reminded	  of	  the	  importance	  of	  a	  blood	  pressure	  assessment	  in	  the	  paediatric	  
popula=on,	  though	  hypotension	  is	  a	  late	  sign.	  	  
Capillary	  refill	  should	  be	  performed	  as	  part	  of	  the	  assessment	  of	  the	  circulatory	  state,	  
this	  should	  be	  taken	  centrally	  over	  the	  sternum	  where	  pressure	  is	  applied	  for	  5	  
seconds	  and	  the	  =me	  taken	  for	  this	  to	  return	  to	  baseline	  once	  the	  pressure	  is	  
removed	  should	  be	  measured.	  2	  seconds	  is	  normal.	  
The	  temperature	  of	  a	  child	  should	  be	  taken,	  as	  part	  of	  circula=on	  or	  exposure,	  during	  
the	  primary	  survey,	  as	  temperature	  affects	  circulatory	  state	  and	  vice	  versa.	  	  
Assessment	  of	  hydra=on	  status	  includes	  the	  clinical	  observa=ons	  and	  input/output	  
over	  the	  past	  24	  hour	  period.	  
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Shock	  is	  defined	  as	  inadequate	  supply	  of	  oxygen	  to	  the	  =ssues.	  	  Causes	  of	  circulatory	  
shock	  include	  hypovolaemia,	  sepsis,	  obstruc=on,	  cardiovascular	  and	  neurogenic	  
shock.	  The	  details	  of	  each	  of	  these	  sub-‐classifica=ons	  is	  beyond	  this	  presenta=on	  on	  
structured	  assessment,	  but	  should	  be	  kept	  in	  mind	  during	  the	  process	  of	  looking	  for	  
the	  condi=on,	  cause,	  complica=ons	  and	  co-‐morbidi=es	  of	  each	  presenta=on.	  Children	  
oMen	  deteriorate	  later	  than	  the	  adult	  popula=on,	  with	  compensa=on	  occurring	  un=l	  
severe	  shock	  becomes	  evident.	  As	  children	  have	  poor	  glycaemic	  reserve	  
hypoglycaemia	  is	  a	  common	  finding	  in	  shocked	  children	  and	  this	  should	  be	  checked	  
and	  corrected	  regularly.	  
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Assessment	  of	  neurological	  status	  forms	  the	  D	  of	  the	  structured	  approach.	  	  
The	  level	  of	  consciousness	  can	  be	  rapidly	  assessed	  with	  the	  AVPU	  score	  (Alert-‐Voice-‐
Pain-‐Unresponsive)	  or	  the	  Glasgow	  Coma	  Score	  (GCS)	  which	  has	  been	  modified	  for	  
the	  paediatric	  popula=on	  can	  be	  applied.	  This	  allows	  for	  a	  systema=c	  documenta=on	  
of	  global	  neurological	  func=on.	  
The	  pupils	  should	  be	  assessed	  for	  size	  and	  reac=vity.	  	  
	  
Glucose	  measurement	  should	  never	  be	  forgoJen	  in	  the	  unwell	  child	  –	  2mls/kg	  of	  10%	  
dextrose	  should	  be	  used	  in	  treatment	  of	  any	  hypoglycaemia.	  	  
	  
Pain	  and	  response	  to	  pain	  should	  be	  monitored	  in	  children,	  with	  adequate	  analgesia	  
an	  essen=al	  part	  of	  the	  management	  plan.	  Oral,	  intranasal,	  subcutaneous	  or	  
intravenous	  op=ons	  are	  available	  for	  the	  paediatric	  popula=on.	  Treatment	  of	  pain	  
will	  improve	  assessment	  and	  gain	  the	  trust	  of	  both	  the	  child	  and	  the	  parents.	  
	  
Examina=on	  of	  the	  posture	  of	  the	  child,	  movement	  of	  limbs	  spontaneously	  and	  in	  
response	  to	  pain	  should	  be	  performed.	  Decor=cate	  or	  decerebrate	  posturing	  provide	  
important	  informa=on	  to	  the	  clinician	  (examples	  of	  this	  are	  on	  the	  next	  slide)	  
	  	  

Copyright	  statement	   16	  



These	  pictures	  demonstrate	  decor=cate	  and	  decerebrate	  movements	  in	  children.	  

Copyright	  statement	   17	  



Exposure	  is	  an	  essen=al	  part	  of	  examina=on	  of	  the	  child	  as	  oMen	  injuries	  and	  signs	  of	  
illness	  can	  go	  unrecognised.	  Once	  the	  child	  has	  been	  examined	  the	  child	  should	  be	  
recovered	  for	  both	  modesty	  and	  to	  preserve	  temperature	  as	  heat	  is	  rapidly	  lost	  via	  
the	  bodies	  surface.	  
	  
Assessment	  of	  the	  temperature	  forms	  part	  of	  the	  vital	  signs	  and	  should	  be	  
documented	  on	  the	  BTF	  chart.	  Remember	  that	  the	  vital	  signs	  are	  part	  of	  the	  greater	  
clinical	  picture.	  	  
Close	  examina=on	  for	  any	  rashes	  that	  may	  be	  present	  –	  blanching/non-‐blanching,	  etc	  
Close	  examina=on	  for	  signs	  of	  trauma,	  including	  bruises	  and	  deformity,	  as	  well	  as	  
areas	  of	  pain	  to	  palpa=on	  will	  aid	  in	  the	  assessment	  process.	  Certainly	  the	  non-‐verbal	  
child	  requires	  close	  observa=on	  for	  reac=on	  to	  this	  examina=on.	  	  
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Here	  we	  get	  the	  par=cipants	  to	  get	  familiarised	  to	  manikin	  and	  go	  through	  A-‐B-‐C-‐D-‐E.	  
	  
Specifically	  go	  through	  each	  system	  and	  ask	  a	  different	  par=cipant	  to	  vocalise	  how	  
they	  would	  assess/examine	  child.	  
	  
AIRWAY=	  	  stridor	  ,	  cervical	  spine	  protec=on	  if	  needed,	  accessory	  muscle	  use,	  tracheal	  
tug,	  recessions-‐sternal/intercostal/subcostal	  
	  
BREATHING=	  count	  respiratory	  rate,	  ask	  what	  is	  normal	  for	  baby	  of	  6	  months,	  
auscultate	  for	  wheeze/creps,Spo2,	  colour	  and	  if	  Spo2<95	  on	  room	  air	  	  or	  	  cyanosed	  
give	  02.	  
	  
CIRCULATION=HR	  and	  what	  is	  normal	  (good	  to	  have	  age	  appropriate	  BTF	  chart)	  Also	  
where	  to	  feel	  for	  pulses	  in	  baby	  vs	  child.	  Capillary	  refill	  and	  how	  and	  where	  to	  do	  
(normal	  is	  <2	  secs	  aMer	  5	  sec	  push	  on	  sternum),	  BP	  and	  hypotension	  and	  bradycardia	  
are	  also	  late	  signs.	  If	  HR	  is	  in	  yellow	  or	  red	  zone	  or	  low	  BP	  or	  prolonged	  cap	  refill	  
probably	  best	  to	  give	  a	  20m/kg	  bolus	  of	  NaCl.	  Maybe	  short	  discussion	  of	  IV	  access	  
and	  IO.	  
	  
DISABILITY=	  level	  of	  consciousness	  using	  AVPU,	  pupils	  and	  if	  equal	  and	  reac=ve	  to	  
light,	  abnormal	  posturing	  and	  pain	  scores.	  DON’T	  FORGET	  THE	  GUCOSE	  
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There	  are	  a	  wealth	  of	  resources	  available	  to	  assist	  in	  providing	  age	  appropriate	  
treatment	  to	  children.	  These	  resources	  include	  the	  Between	  the	  Flags	  charts,	  
formulae	  for	  calcula=ng	  drugs	  and	  equipment	  sizing,	  Broselow	  tapes	  and	  trolleys,	  
Drug	  dosing	  books	  and	  the	  NETS	  calculator	  which	  is	  available	  on	  line.	  	  
	  
The	  parents	  are	  an	  invaluable	  resource	  in	  managing	  their	  own	  children,	  par=cularly	  
those	  with	  long	  standing	  illness.	  Where	  possible	  they	  should	  be	  included	  in	  the	  care	  
of	  the	  child	  and	  aware	  of	  the	  management	  plan.	  
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Secondary	  Care	  requires	  a	  more	  detailed	  history	  and	  examina=on.	  The	  AMPLE	  
pneumonic	  provides	  a	  reminder	  of	  the	  informa=on	  which	  should	  be	  sought	  early	  in	  
the	  assessment	  process	  as	  this	  aids	  in	  the	  early	  management	  of	  the	  child.	  
A	  head	  to	  toe	  examina=on	  seeks	  to	  find	  signs	  of	  illness	  or	  injury	  which	  were	  not	  
found	  in	  the	  primary	  survey,	  it	  will	  also	  review	  the	  findings	  from	  the	  ini=al	  phases	  and	  
the	  response	  to	  treatment.	  	  
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Same	  for	  all	  presenta=ons	  

May	  13	  
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