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Introduccion

* Organizado por todas las sociedades cientificas
pediatricas norteamericanas

8000 participantes de 64 paises y 130 companias
farmaceuticas/dispositivos medicos

* Alrededor de 800 actividades cientificas

* Programa urgencias:
* 4 mesas de comunicaciones (8 comunicaciones/mesa)

* 4 sesiones de poster (300....)



Introduccion — Temas centrales

* Mejora de la calidad - Ciclos PDSA
* Implantar evidencia
* Alcanzar estandar de calidad asistencial
* Incrementar seguridad

» Temas especificos mas tratados:

* ITU, ecografia, educacion, simulacion, lactante febril,
sepsis, dolor/sedacion, dolor abdominal, asma, TCE,
toxicos.....

22 subapartados en las sesiones de poster

* Reuniones con expertos, talleres, reuniones de
comites y redes de investigacion, reuniones de
trabajo...



POSTER SESSION -
EMERGENCY MEDICINE

1509 Emergency Medicine Poster: Mental Health (22)
1510 Emergency Medicine Poster: Pain (14)

1511 Emergency Medicine Poster:
Prehospital/Transport (14)



The Safety of High-Dose Intranasal Fentanyl in the
Pediatric Emergency Department



The Safety of High-Dose Intranasal Fentanyl in
the Pediatric Emergency Department

* Anderson, Tucker, Hanna et al. Emergency Medicine, Le Bonheur
Children's Hospital, Memphis, Tennessee, United States

* Background Typical dosing is usually 1-2 mcg/kg
(maximum 100 mcqg), however in our ED we utilize a
dose of 2-5 mcg/kg (maximum 200 mcg).

* Objective To determine the safety of higher doses of IN
fentanyl in the pediatric ED of up to 2-5 mcg/kg at doses
greater than 100 mcg.

* Design/Methods: retrospective chart review of patients
receiving IN fentanyl.



The Safety of High-Dose Intranasal Fentanyl in
the Pediatric Emergency Department

* Results: 2,092 patients received greater than 100 mcg of IN
fentanyl during 2011-2015.
* Average patient age: 13.3 years (SD 2.7 years), ranging from 5-18 years.
* Meaninitial dose: 161.2 mcg (SD 29.8 mcg, 102 to 265 mcg).
* Initial average dose for weight was 2.8 mcg/kg (SD 1.6 mcg/kg).
* Atotal of g adverse events involving IN fentanyl were documented.

* 1 adverse event involved dosing>100 mcg of fentanyl, due to
improper initial weight documentation. No patients required
naloxone or invasive respiratory support.

* Conclusion(s) higher doses of fentanyl are well tolerated without
any true adverse outcomes.



An Evaluation of the Use of IN Fentanyl and Midazolam in Children 3 Years of
Age and Younger
Chang, Jonathan et al. Tennessee



An Evaluation of the Use of IN Fentanyl and
Midazolam in Children 3 Years of Age and Younger
Chang, Jonathan et al. Tennessee

* Objective: to demonstrate the safety of these
medications in patients o-3 years of age.

* Design/Methods:

* retrospective chart review, 2011- 2015.

* Patients< 3 years of age who received IN fentanyl and/or
midazolam in a pediatric ED.

* Patients received IN fentanyl at a dose of 1-5 mcg/kg alone or
in combination with IN midazolam at 0.1-0.5 mcg/kg prior to
a painful procedure.



An Evaluation of the Use of Intranasal Fentanyl and
Midazolam in Children 3 Years of Age and Younger
Chang, Jonathan et al. Tennessee

* Results: 3958 ED patients < 3 years of age who received
IN fentanyl. Of those, 2720 also IN midazolam.
* Mean patient age: 1.7 +0.9 years (range 0-3 years).
* Mean initial fentanyl dose: 2.6 +0.6 mcg/kg (0.3-5.8 mcg/kg).
* Mean initial midazolam dose: 0.26 + 0.58 mcg/kg (0.03-0.75
mg/kg).
* There were 3 adverse due to incorrect administration

route. No patients required a reversal agent or
respiratory support.

* Conclusion(s) IN fentanyl (1-5 mcg/kg) and IN
midazolam (0.1-0.5 mg/kg) can be safely administered
for patients < 3 years of age.



Intranasal fentanyl and midazolam for analgesia and
anxiolysis in pediatric urgent care centers



Intranasal fentanyl and midazolam for
analgesia and anxiolysis in pediatric urgent care
centers

* Williams, John M et al. Le Bonheur Children's Hospital, Memphis, Tennessee,
United States

* There is a lack of studies demonstrating the safety of IN
fentanyl and midazolam, alone or in combination, at
pediatric urgent care centers.

* Design/Methods: retrospective chart review of children
who received IN fentanyl and midazolam at an urgent
care center.

Patients received 1-5 mcg/kg of IN fentanyl alone orin
combination with 0.1-0.5 mg/kg of IN midazolam.



Intranasal fentanyl and midazolam for
analgesia and anxiolysis in pediatric urgent care

centers

* Results: 204 urgent care center patients who received IN
fentanyl (106 patients also received midazolam).

* Mean age: 5.9 years.
* Mean initial IN fentanyl dose: 60.9 + 42.6 mcg (range: 10-200 mcg).

* Mean initial dose of midazolam: 5.1 +2.9 mg (2-20 mg). When the
fentanyl/midazolam combination was used, the mean dose of
fentanyl was 57.5 +37.12 mcg (10-200 mcg).

* There were o reported adverse events.

* Conclusion(s):

Pain control and anxiolysis can be safely achieved by the
implementation of IN fentanyl and midazolam at pediatric urgent
care centers.

IN fentanyl and midazolam, in combination, can be safely used at
urgent care centers.
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* Objective: To compare survival to hospital discharge in
pediatric OHCA patients receiving ETI, BVM or
supraglotic airways (SGA).

* Design/Methods: Retrospective observational study
using the Cardiac Arrest Registry to Enhance Survival
(CARES) database from 2013-2015.

* In order to minimize bias related to assignment of treatment
(confounding by indication), we conducted a propensity score
analysis using the inverse probability of treatment weighting.



3,793 cases total

l

1,724: limit to agencies
BVM, ETI, SGA

71N

781 BVM 727 ETI 215 ETI




* Conclusion

* BVM was associated with higher survival to hospital
discharge compared to ETl and SGAs. Pediatric out-of-
hospital cardiac-arrest resuscitation protocols may consider
adopting a BVM-only strategy.






* Objective: To determine whether IV fluid infusion rate
and/or sodium content affect acute (mental status
during DKA treatment) or long-term (memory and 1Q)
neurological outcomes of DKA in children.

* Design/Methods:
* RCT at 13 children's hospitals in PECARN.

* Patients < 18 years old with DKA were randomized to one of
four IV fluid protocols (rapid versus slow fluid rate; 0.9% NaCl
0.45% NaCl rehydration after initial 0.9% NaCl resuscitation).

* Outcome measures were mental status during DKA
treatment (Glasgow Coma Scale (GCS) scores and digit-span
recall scores), and memory and IQ scores 2-4 months after
recovery from DKA.









* Conclusion

* Neither fluid rate nor sodium content
significantly influenced mental status outcomes
in DKA.

* Long term neurocognitive outcomes (memory
and 1Q) not significantly different among fluid
groups.






* Objective: To test and validate our bruising clinical decision rule
(BCDR) for differentiating physical abuse from accidental trauma.

* Design/Methods:

* Multi-center prospective observational study of children < 4 years of age
with bruising. Cases were categorized as abuse, accident or indeterminate
by a 9-member multi-disciplinary expert panel.

* BCDR acronym is TEN-4 FACESp and is positive if any of the following four
predictors are present:

* bruising to any of the following regions: Torso, Ear, Neck, Frenulum, Angle of the
jaw, Cheek (buccal), Eyelids, or Subconjuntiva,

* bruising anywhere on an infant 4 months of age and younger,
* patterned bruising,

* injury event is not a confirmed public accident.



PATRON |
o 2-95EVISSITS U8 caso (Mediana 3)

 Kappa 091
e Consenso en 98% casos






* Conclusions

* The TEN-4-FACESp is a sensitive and specific clinical decision
rule for predicting abusive trauma in young children with
bruising.

* Our high sensitivity is aligned with the critical ramifications a
missed diagnosis has for a poor outcome.



PLATFORM SESSION -
Emergency Medicine Il

8 comunicaciones orales






Test Characteristics of the Urinalysis for Diagnosing
Urinary Tract Infections Among Febrile Infants < 60
days with and without Associated Bacteremia

* Background: Recent literature demonstrates better sensitivity in
febrile infants < 60 days, especially those with concomitant
bacteremia.

* Objective: To determine the test accuracy of the UA for
diagnosing febrile infants < 60 days with UTIs with and without
associated bacteremia in the emergency department (ED).

* Design/Methods: Secondary analysis of a prospective cohort
study of infants < 60 days being evaluated for fever with blood
cultures at any of 26 PECARN EDs.



Test Characteristics of the Urinalysis for Diagnosing
Urinary Tract Infections Among Febrile Infants < 60
days with and without Associated Bacteremia

Patients included in the parent study
N=4778

Excluded because UA not obtained

3
N=230
Excluded due to UA obtained via bag
> specimen or unknown method

N=162

Excluded due to bacteremia without UTI
MN=53

Excluded due to bacteremia and UTI
from different organisms
N=7

 J

b

Patients included in this analysis:
N=4326




Urinalysis Component

Individual Components

Any LE, included,
n=4235

+ Nitrites, n=4267

Pyuria >5 WBC/HPF
n=4218

Presence of
bacteriuria, n=2603
Aggregate Components

any LE), entire sample,
n=4273*

Infants < 28 d, n=1339

Infants 29-60 d, n=2934

Any positive UA (Pyuria
>5 WBC/HPF, + nitrites,
any LE, bacteriuria),
entire sample, n=4304*

Infants < 28 d, n=1349

Infants 29-60 d, n=2955

With bacteremia

Sensitivity
(95% Cl)

1.00 (0.87, 1.00)

0.41 (0.22, 0.61)

0.77 (0.55, 0.92)

1.00 (0.85, 1.00)

1.00 (0.87, 1.00)

1.00 (0.77, 1.00)

1.00 (0.75, 1.00)

1.00 (0.87, 1.00)

1.00 (0.77, 1.00)

1.00 (0.75, 1.00)

Specificity
(95% Cl)

0.96 (0.95, 0.96)

0.99 (0.99, 1.00)

0.94 (0.93, 0.94)

0.78 (0.76, 0.79)

0.91 (0.90, 0.92)

0.90 (0.88, 0.91)

0.91 (0.90, 0.92)

0.81 (0.79, 0.82)

0.80 (0.77, 0.82)

0.81 (0.79, 0.82)

UTI Catheterization > 50,000 CFU OR Suprapubic > 1,000 CFU

Without bacteremia

Sensitivity
(95% Cl)

0.92 (0.88, 0.95)

0.38 (0.32, 0.44)

0.82 (0.77, 0.87)

0.93 (0.88, 0.96)

0.94 (0.90, 0.96)

0.96 (0.91, 0.99)

0.92 (0.86, 0.95)

0.97 (0.94, 0.98)

0.98 (0.94, 1.00)

0.95 (0.91, 0.98)

Specificity
(95% Cl)

0.96 (0.95, 0.96)

0.99 (0.99, 1.00)

0.94 (0.93, 0.94)

0.78 (0.76, 0.79)

0.91 (0.90, 0.92)

0.90 (0.88, 0.91)

0.91 (0.90, 0.92)

0.81 (0.79, 0.82)

0.80 (0.77, 0.82)

0.81 (0.79, 0.82)



Test Characteristics of the Urinalysis for Diagnosing
Urinary Tract Infections Among Febrile Infants < 60
days with and without Associated Bacteremia

* Conclusion(s)

* Conclusion(s) The UA is extremely sensitive and highly
specific for diagnosing febrile infants < 60 days with
bacteremic UTls. UA retains very high sensitivity and
specificity for diagnosing UTls in this age group in the
absence of bacteremia.



Impact of cerebrospinal enteroviral testing on length
of stay for hospitalized infants < 60 days

Aronson, Paul L et al.




Impact of cerebrospinal enteroviral testing on length
of stay for hospitalized infants < 60 days

» Background Rapid diagnosis of enterovirus (EV) infection with
PCR has been associated with reduced hospital length of stay
(LOS) for febrile infants .

* Objective: To determine the impact of a cerebrospinal fluid (CSF)
EV PCR test on hospital LOS in a large multi-center cohort of
infants undergoing evaluation for central nervous system
infection.

* Design/Methods: secondary analysis of a retrospective cohort of
hospitalized infants < 60 days of age who had a CSF culture
obtained at one of 19 participating centers between 2005 and
2013.



Impact of cerebrospinal enteroviral testing on length
of stay for hospitalized infants < 60 days

When compared to infants without an EV PCR test obtained, infants with an EV PCR
test performed had a 0.1 day shorter LOS (95% confidence interval [Cl]: 0.1-0.2).

CSF EV PCR
Negative
N=3,499 (overall)

All infants (n=4,444) 2.4 (1.9, 3.6) 2.0(1.6, 2.6) 0.4 (0.3, 0.5)

CSF EV PCR Positive| Median Difference

N=945 (overall) (95% Cl)

0-28 days of age

2.5(2.0,3.9 2.1(1.8, 2.8 0.4 (0.2, 0.5
s a50) 2.0,39) (18, 238) 02,05)
29-60 days of age
ys otag 2.3(1.9, 3.1) 1.9 (1.3, 2.4) 0.4 (0.3, 0.5)
(n=1,994)
CSF pleocytosis
A 2.5 (2.0, 3.8) 2.0 (1.6, 2.6) 0.5 (0.4, 0.7)

(n=1,163)



Impact of cerebrospinal enteroviral testing on length
of stay for hospitalized infants < 60 days

* Conclusion(s)

* The performance of a CSF EV PCR test had a minimal impact
on LOS for hospitalized infants who underwent evaluation for
central nervous system infection. Infants with a positive EV
PCR test had a greater reduction in LOS, particularly those
with CSF pleocytosis. Focused EV PCR utilization could
increase the impact on clinical care of infants undergoing CSF
evaluation.
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* Objective: to create a scoring tool to identify pediatric
submersion victims at low risk for injury who do not
clinically deteriorate and require hospital admission after an
initial period of 8 hours of observation in the emergency
department (ED).

* Design/Methods:

* Retrospective unicenter derivation and validation cross-sectional
study

* Primary outcome was a safe discharge at 8 hours post-submersion
based on expert review: absence of respiratory distress or need for
supplemental oxygen, normal mentation and normal vital signs.



* Results:
* Derivation sample included 356 children.
* Validation sample included 8g children.

* Five factors were selected to generate the safe discharge
score at 8 hours: normal ED mental status, normal ED
respiratory rate, absence of ED dyspnea, absence of need
for airway support (BVM, intubation and CPAP), and
absence of ED hypotension.

* AUC=0.81(95% Cl: 0.70 - 0.91); p<0.001.

* A score of 4 or higher in the ED would suggest a safe
discharge at 8 hours.



* Conclusion

* Arisk score can identify children at low risk for submersion
related injury who can be discharged from the ED after 8
hours of observation.
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A Systematic Review and Meta-analysis of the acute
outcome for children with an isolated skull fracture

* Bressan S et al. Boston Children's Hospital (USA), Department of Woman's and
Child's Health, University of Padova, Padova, Italy

* Objective: to determine the need for any acute
neurosurgical intervention or death for children with an
isolated skull fracture.

* Design/Methods: systematic review and meta-analysis
of children < 18 years diagnosed with non-displaced
isolated skull fracture, defined as a skull fracture
without intracranial injury on neuroimaging.

Primary outcome: need for any neurosurgical intervention
performed within 72 hours of injury or death.



A Systematic Review and Meta-analysis of the acute
outcome for children with an isolated skull fracture

* Results:

* 6895 children with non-displaced isolated skull fractures.
* Only one child had an acute neurosurgical intervention.

* Of the 6412 children with available ED disposition data, 5120 (89%
[80o-95%) were hospitalized. Of the 644 children that underwent
repeat neuroimaging, six had an intracranial hemorrhage (0.0%
[0.0-0.1]; p<0.01 for heterogeneity).

e Conclusion(s)

* Children with non-displaced isolated skull fractures were at
extremely low risk for any acute neurosurgical intervention or
death, but were frequently hospitalized.

» After careful consideration of non-accidental trauma, children with
an isolated skull fracture could safely be managed as outpatient.
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ShuntCheck versus Neuroimaging for Diagnosing
Ventricular Shunt Malfunction in the ED

* BoyleT et al. Multicentrico USA

* Background: ShuntCheck (NeuroDx Development LLC): novel, non-
invasive device that uses a thermal gradient applied to the skin to assess
CSF flow in a ventricular shunt

* Objective: we compared test performance of ShuntCheck to |
neuroimaging in children assessed clinically as low risk for malfunction.

* Design/Methods: prospective multi-center, operator-blinded trial of ED
patients with shunted hydrocephalus <29 years of age with suspected
shunt malfunction.

* Prior to neuroimaging, ED physicians classified children as low risk if judged
clinically as unlikely to require neurosurgery within 48 hours.

* ShuntCheck results were classified as flow detected (negative test) or
flow not detected (positive test). We defined shunt malfunction as
neurosurgical revision performed for mechanical shunt obstruction
within 7 days.



ShuntCheck versus Neuroimaging for Diagnosing
Ventricular Shunt Malfunction in the ED

e Results: 406 encounters.

The NPV of ShuntCheck was not inferior to neuroimaging for
diagnosing shunt malfunction (ShuntCheck 100% vs
neuroimaging 97.3%; risk difference 2.7%, 95% Cl -1.2% to
6.5%)

* Conclusion(s):

ShuntCheck was not inferior to neuroimaging for diagnosing
shunt malfunction in children assessed clinically as low risk for
requiring neurosurgical revision. ShuntCheck may obviate
neuroimaging and spare unnecessary radiation exposure for
many of these children.



Epidemiology of Bacteremia in Febrile Infants in
the Pediatric Emergency Care Applied Research

Network (PECARN)
* Powell, Elizabeth et al. PECARN

* Objective

e To describe rates of bacteremia (and bacterial coinfections)

by week of age, in previously healthy full term febrile infants
<60 days old treated in 26 EDs.

* Design/Methods

* Secondary analysis of a sample of febrile infants < 6o days of
age presenting to a PECARN ED between 2008-13 who had
blood cultures obtained.

* We excluded infants with significant comorbidities or
toxic/septic appearance.



Epidemiology of Bacteremia in Febrile Infants in
the Pediatric Emergency Care Applied Research
Network (PECARN)



Epidemiology of Bacteremia in Febrile Infants in
the Pediatric Emergency Care Applied Research
Network (PECARN)

* Conclusion(s)

* The prevalence of bacteremia in the first month of life is
substantial; the rate is lower in infants 29-60 days old, but
stable by age throughout this time period. E Coli and GBS
account for most bacteremia.

* Neither the YOS nor clinician suspicion reliably aids the
clinician in risk stratification and the data support evaluation
for bacteremia in all febrile infants <60 days.



Utility of Blood Cell Counts to Detect Invasive
Bacterial Infections in 0-60-day-old Infants

* Cruz, Andrea T et al. PECARN

* Objective To evaluate the performance characteristics
of individual parameters of the CBC to identify febrile
infants < 6o days with IBls.

* Design/Methods

* Secondary analysis of a prospectively enrolled cohort of
previously healthy febrile full-term infants <60-days-old in
PECARN who had blood cultures obtained.



Utility of Blood Cell Counts to Detect Invasive
Bacterial Infections in 0-60-day-old Infants

 Results



Utility of Blood Cell Counts to Detect Invasive
Bacterial Infections in 0-60-day-old Infants

* Conclusion(s)

* None of the CBC parameters in isolation, at commonly-used
thresholds or at optimal thresholds, identified febrile infants

< 60 days with IBIs with sufficient accuracy to assist clinical
decision making.

* Better diagnostic tools are needed to identify young febrile
infants at high and low risk for IBI.
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Intravenous Magnesium for Status Asthmaticus in the
Emergency Department: Variation in Treatment and
Outcomes Using the PECARN Registry



Intravenous Magnesium for Status Asthmaticus in the
Emergency Department: Variation in Treatment and
Outcomes Using the PECARN Registry

e J.Zorc et al.

» Background: Previous clinical trials suggest that a single dose of
intravenous magnesium sulfate (IVMg) can improve pulmonary
function and reduce hospitalization

* Objective: To describe the use of IVMg in children with acute
asthma seen in EDs within the PECARN Registry.

* Design/Methods: Multicenter retrospective cohort study. We
studied children ages 2-17 years with an ICDg/10 diagnosis of
asthma and two or more doses of inhaled beta agonist given
during the ED visit.



Intravenous Magnesium for Status Asthmaticus in the
Emergency Department: Variation in Treatment and
Outcomes Using the PECARN Registry

* Results:

* 35,930 children, median age of 6.1 years (IQR 3.8, 9.8).
* 3,994 (11.1%) received IVMg.

* Of children with a severe initial asthma score, 1,179 (34.3%) received
IVMg.

* Median time from triage to IVMg administration was 148 minutes (IQR 79,
236) and median ED LOS in children receiving IVMg was 357 minutes (IQR

276, 455).
« Ofthe 15,139 children hospitalized after ED treatment, 3,696 (24.4%)
received IVMg in the ED.

* Revisit rates within 7 days for children discharged from the ED did not
appear to be increased for children receiving IVMg (2/298, 0.7%)
compared to those not receiving IVMQg (464/20451, 2.3%), difference -
1.6% (95% Cl -2.25, 0.16), odds ratio 0.29 (95% Cl 0.07, 1.17).



Intravenous Magnesium for Status Asthmaticus in the
Emergency Department: Variation in Treatment and
Outcomes Using the PECARN Registry

* Conclusion(s)

* In PECARN Registry EDs, IVMgq is used late in ED treatment
for a minority of severely ill asthmatic children, with rates
varying widely across centers. Of the small numbers of
children discharged after receiving IVMg in the ED, few
returned to the ED within 7 days. Further research should
assess early use of IVMg prospectively as an intervention with
the potential to reduce hospitalization.



Prednisolone versus placebo for preschool children presenting
with acute wheeze: A multicenter RCT



Prednisolone versus placebo for preschool children presenting
with acute wheeze: A multicenter RCT

* S.R. Dalziel et al..

* Background: : In children aged <5 years, emergency department
(ED) visits with wheeze, associated with a respiratory tract
infection, are common. The evidence regarding the use of
corticosteroids in these children is contradictory.

* Objective: To determine the effect of oral prednisolone on
respiratory distress in children, aged between 24 and 59 months,
presenting with acute wheeze, associated with a respiratory tract
infection.

* Design/Methods: Multicenter, double-blind, randomized
controlled trial comparing a 3-day course of oral prednisolone (2
mg/kg once a day) vs placebo in children aged between 24 and 59
months. The primary outcome was the PRAM score at 24 hour



Prednisolone versus placebo for preschool children presenting
with acute wheeze: A multicenter RCT

* Results:
* 492 children (246 prednisolone, 246 placebo)

* 147 (30.6%) had a previous physician diagnosis of asthma; mean
PRAM score at presentation was 5.7 (]1.9).

* Median (IQR) PRAM score at 24 hours was o (o to 1) in
prednisolone participants and o (o0 to 1.5) in placebo participants,
pP=0.01.

* 55 (23.0%) prednisolone and 74 (31.1%) placebo children were
admitted (RR=0.66, 95%Cl 0.44 t0 1.00, p=0.05).

* Median (IQR) LOS was 6.8 (4.5 to 13.8) hours in prednisolone
participants and 7.7 (5.0 to 22.9) hours in placebo participants,

P=0.03.



Prednisolone versus placebo for preschool children presenting
with acute wheeze: A multicenter RCT

* Conclusion(s)

* Treatment with 3-days of oral prednisolone in children aged
between 24 and 59 months presenting to EDs with wheeze in
moderate respiratory distress is associated with a statistical,
but not clinical, significant improvement in PRAM score at 24
hours. However, those treated with prednisolone had a
decreased length of stay, and required less admission to
hospital, use of intravenous medications or admission to
Intensive care.



Positive Expiratory Pressure for the Treatment of Acute Asthma
Exacerbations in Children: A Randomized Controlled Trial



Positive Expiratory Pressure for the Treatment of Acute Asthma
Exacerbations in Children: A Randomized Controlled Trial

* N. Navanandan et al..

* Background: Intermittent positive expiratory pressure (PEP) has
not been evaluated as a therapy for acute asthma

* Objective: : To determine if brief, single administration of PEP
reduces clinical severity, need for additional second-line
therapies, and rates of hospitalization in children presenting to
the emergency department (ED) for acute asthma exacerbations

Design/Methods:

* Single-blind randomized controlled trial

* Children with moderate asthma severity [pulmonary asthma score (PAS) > 7 and < 12]
after completion of initial therapies [albuterol/ipratropium bromide and corticosteroids]

were randomized to receive PEP or standard therapy.

* The primary outcome was change in mean PAS score before and 15 minutes after
intervention, as evaluated by a blinded assessor.



Positive Expiratory Pressure for the Treatment of Acute Asthma
Exacerbations in Children: A Randomized Controlled Trial

* Results:
* 52 patients, 26 subjects each study group.

* Mean initial PAS (9.0 vs. 10.5).

* There was no significant difference in mean change in PAS in the
PEP compared to the standard group (-0.92 vs. -0.40, mean
difference 0.52, 95% Cl -0.18-1.18).

* There was also no significant difference between groups in mean
asthma score at all assessment periods, need for additional
second-line therapies, hospitalization rates and ED length of
stay.



Positive Expiratory Pressure for the Treatment of Acute Asthma
Exacerbations in Children: A Randomized Controlled Trial

* Conclusion(s)

* Single, brief, administration of PEP therapy after first-line
therapies does not significantly improve clinical asthma
severity in children presenting to the ED with moderate to
severe asthma exacerbations, but appears to be safe and
well-tolerated. Further study is necessary to identify if a
subset of ED asthmatics exists that may benefit from PEP.



Impact of ED procedural sedation on the lives of children and
their families following discharge



Impact of ED procedural sedation on the lives of children and
their families following discharge

e M. Bhatt et al.

» Background: While there is a good understanding of commonly
occurring adverse events associated with ED procedural
sedation, less is known about how children and families function
following ED discharge.

* Objective: : To determine the impact of ED procedural sedation
on the daily lives of children and their families

* Design/Methods:
* Multi-center, prospective cohort of ED procedural sedation in children
(0-18yr) presenting to Canadian pediatric EDs (Jul/10-Feb/15).
* Arandom sample of 15% of patients contacted by telephone within 2
weeks of ED discharge.

* Parents were questioned about their child 'physical health, impact on
family functioning and maladaptive behaviours following the ED
sedation



Impact of ED procedural sedation on the lives of children and
their families following discharge

* Results:

* 739 (11.7%) children were contacted

* Sedation medications used were: Ketamine (53%),
Ketamine+Fentanyl (12%), Ketamine+Propofol (21%),
Propofol (3%), Propofol+Fentanyl (8%)

* Ninety-eight (13%) of patients vomited following ED
discharge. The majority (79%) vomited on day 1 post ED
discharge while 7% continued to vomit on day 3.

* Forty-percent of parents stayed home from work for an
average of 2.9 days while 56% of children stayed home from
school/daycare an average of 3.0 days. PHBQ scores were
highest for sedations with ketamine and for children < 4 years
(2.9 vs. 2.0, p<0.01).



Impact of ED procedural sedation on the lives of children and
their families following discharge

* Conclusion(s)
 Children’s physical health may be affected by ED procedural
sedation for up to 3 days after discharge resulting in missed
school, daycare and work. Although the overall impact of ED
procedural sedation on behavior was low, young children and
those receiving ketamine had more maladaptive behaviors in
the week following ED discharge.
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* Objective: We aimed to study the quality of pediatric CPR using
video review to establish a baseline for a multi-site quality
improvement collaborative (Videography in Pediatric Emergency
Resuscitation -VIPER)

* Design/Methods:

* Prospective observational unicenter study.

* Two independent researchers reviewed video recordings of pediatric
cardiac arrests from 1/15/14 to 6/2/16.

* Chest compression rates, ventilation rates, epoch (defined as a single
provider compression segment) and pause durations were calculated
using median rates/times and reported as beats or breaths per minute
(bmp) or seconds (IQRz, 3).

* A prolonged pause was defined as >10 seconds. Reasons for CPR pauses
were described. CPR parameters within AHA recommendations were
termed









* Conclusions

* Adherence to AHA guidelines during pediatric CPR was
infrequent in our study and consistent with prior studies.
Short pause durations and minimal interruptions, however,
led to favorable and adherent chest compression fractions.

* Our findings of few coordinated CPR pauses indicate a need
for more purposeful coordinated CC pauses and assessments
of response to CPR.



