[image: image2.png]rLiCHT FO3 Lirc
[





PROTOCOL – PEDIATRIC PATIENT

PURPOSE:
To establish guidelines for care of all pediatric patients transported by Flight For Life.
POLICY:
1.
FFL medical crew may perform the procedures listed in the protocols without contact from a physician or medical control.  For invasive procedures (on flights with no physician in attendance), contact and approval by the medical control physician prior to the procedure is preferred.  If radio/telephone communications are not possible and/or a delay would be detrimental to the patient’s condition, these circumstances should be documented in the flight record and the procedures performed as necessary, and the medical control physician should be alerted at a later time.

2. For any treatment or procedures not covered in the policies and protocols, medical control must be contacted.  See Protocol - Medical Control Physician.
3. Standard precautions should be maintained during all patient care. (See Flight For Life exposure control manual)
PROCEDURE

1. Identify possible hazards.

2. Assure safety for crew and patient.

3. Observe for mechanism of injury/nature of illness.

4. Determine condition and treatments prior to arrival.  Document prior to arrival vital signs (including temperature if available).

5. Initiate appropriate body substance isolation (BSI) precautions

6. Assessments and interventions should be tailored to each child in terms of age, size, and development.

a. Smile if appropriate to situation

b. Keep voice at even quiet tone, don’t yell

c. Speak slowly; using simple, age appropriate terms

d. Use toys or penlights as distracters; make a game of assessment

e. Keep small children with care giver, when possible

f. Be cautious in use of touch.  Make as many observations as possible before touching (and possibly upsetting) the child.

g. Fear: Use non-medical techniques i.e. pacifiers, toys penlights to calm child

h. Pain: Children do not localize pain well

i. Shock: Children can maintain their SBP until a 30% volume loss, and then crash rapidly

j. Prone to heat and cold stress

k. Gastric dilation develops from crying which can lead to venitlatory impairment

7. General Impression

a. Observe preferred position

b. General appearance, age appropriate behavior

c. Level of consciousness (awake, asleep, unresponsive, etc.)

i. Response to environment (recognize parents, toys)

ii. Irritable

iii. Consolable/non-consolable

d. Obvious respiratory distress or extreme pain

e. Muscle tone (good or limp)

f. Movements (spontaneous, purposeful, symmetrical)

g. Color: pink, pale, flushed, cyanotic, mottled

h. Obvious injuries, bleeding, bruising, impaled objects or gross deformity

i. Determine weight

j. Significant odors

8. Primary Assessment

a. Assess/maintain airway:

i. Assess patency

ii. Initiate spine motion restriction as indicated

iii. See Protocol – Airway and Breathing Management

b. Assess Breathing:

i. Air movement

ii. Symmetry of chest expansion

iii. Rate, pattern, depth and effort of ventilation (compare to age normal)

iv. Work of Breathing

1. Use of accessory muscles

2. Retractions

3. Head bobbing

4. Nasal flaring

5. Grunting

v. Breath sounds- compare both sides

vi. Positioning (sniffing, tripod)

vii. Pulse oximetry

viii. Anticipate deterioration or imminent respiratory arrest

ix. See Protocol – Airway and Breathing Management

c. Circulation

i. Heart rate (compare to age normal)

ii. Central pulses (brachial, femoral, carotid)- strong, weak, absent

iii. Peripheral pulses- present/absent, thready, weak, strong

iv. Color (central vs. peripheral)- pink, pale, flushed, cyanotic, mottled

v. Skin temp (central vs. peripheral)- hot, warm, cool

vi. Blood pressure (compare to age normal)

vii. Hydration status- anterior fontanel in infants, mucous membranes, skin turgor, crying tears, urine output history

d. Disability- Brief Neuro exam

i. Assess Responsiveness (GCS)

ii. Assess pupils

iii. Assess for symmetrical upper and lower extremity movement 

iv. Assess for numbness/tingling

e. Expose and Examine

i. Expose as appropriate for environmental conditions

ii. Initiate measures to prevent heat loss and keep child from becoming hypothermic

9. All patients will receive supplemental oxygen during flight, unless contraindicated.

10. Obtain vital signs (HR, RR, BP, and SaO2), assess pain scale
 and apply cardiac monitor and identify the rhythm.  (Document vitals and rhythm at least every 15 minutes and after every intervention)

11. Determine serum blood sugar
 in patients with altered mental status and in infants less than 3 months old, and treat hypoglycemia (See Protocol – Hypoglycemia)
12. Patient history

a. Signs and symptoms as they relate to chief complaint

b. AMPLE history.  PQRST inquiry.

c. For patients less than 1 year old; obtain gestational age at birth and maternal history

13. Perform focused physical exam.

· Rapidly examine areas specific to the chief complaint(s).

14. Performed secondary assessment as conditions allow.  Detailed Assessment- usually performed during transport

· Inspect and palpate each major body system for the following:

i. Deformities

ii. Contusions

iii. Abrasions

iv. Penetrations/punctures

v. Burns

vi. Lacerations

vii. Swelling/edema

viii. Tenderness

ix. Instability

x. Crepitus

15. Acute trauma patients should be secured to a backboard and have cervical spine immobilization.  (See Protocol – Trauma - General Approach)
16. All patients should have at least one functioning IV. (See IV Access- General protocol).  Pediatric patients should have IV maintenance fluid, unless otherwise indicated. Maintenance is 4 cc/kg/hr for the first 0-10 kg, 2cc/kg/hr for 11-20 kg + 40 cc/hr, or 1 cc/kg/hr for >20 kg + 60 cc/hr.
17. NG/OG tube should be placed for patients at risk for ileus and/or aspiration.  (See Protocol – Nasogastric Tube Insertion)

18. Follow the pertinent Protocols as indicated.

19. For all patients, assess and treat pain, nausea, and anxiety as indicated.

a. For pain, see Protocol- Pain

b. For nausea, see Protocol- Nausea/Vomiting

c. For anxiety, see Protocol- Sedation 

20. Reassess patient response after each intervention.
21. Obtain and/or determine intake and output, and document findings.
22. Patients will be secured to the FFL stretcher prior to scene/hospital departure.
23. Patient and/or parents should be made aware of the reason for transport, plan of care and receiving hospital.
24. Patient belongings and valuables should be given to the parents whenever possible.
25. In helicopter, apply hearing protection to patient if possible..
26. Copies of the patient EMS run sheets, medical records, demographic sheet, lab work, x-rays and authorization to transport forms, should accompany the patient.  Review lab work and medical records.  Document labs, radiology and EKG findings on the transport record.
27. Patient NPO unless otherwise indicated in protocols or by Medical Control.
28. At end of transfer, assess and document patient’s neurologic status and final exam of any at risk physiologic/anatomic function.
29. Document time, dose and route of all medications administered.  If an infusion has not been completed, document amount infused.  For thrombolytics, document amount of medication left and receiving personnel’s name that was given medication.

30. If the patient is intubated, document the size of the ET tube and its depth.

31. Children with Special Health Care Needs

a. Refer to child’s emergency plan formulated by their medical providers, if available.

b. Parents/caregivers are the best source of information on: medications, baseline vitals, functional level/normal mentation, likely medical complications, equipment operation and troubleshooting, emergency procedures.

c. Be prepared for differences in anatomy, physical development, cognitive development and possibly existing surgical alterations or mechanical adjuncts.

d. Communicate with the child in a cognitive-age appropriate manner.

Bieri Faces Pain Scale
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	AGE
	 
	 
	 
	 
	 

	
	< 1 wk
	1 mo
	6 mo
	1 yr
	2 yr
	3 yr
	6 yr
	10 yr
	Teen

	Weight (kg)
	3
	4
	7
	10
	12
	14
	20
	35
	40-70

	Resp Rate/min
	30-60
	30-60
	25-50
	20-40
	20-40
	20-35
	18-30
	15-20
	12-20

	Heart Rate/min
	100-180
	100-160
	100-160
	90-120
	90-120
	80-120
	70-100
	70-100
	60-100

	Min. Systolic BP mmHg
	> 50
	>60
	>60
	>70
	>70
	>75
	>80
	>85
	>90

	Blood Volume
	240
	320
	560
	800
	1000
	1100
	1600
	2800
	3200-5600

	Maintenance Fluid rate ml/hr
	12
	15
	30
	40
	45
	50
	60
	75
	80-100

	ET Tube size (mm)
	3-3.5
	3.5
	3.5-4.0
	4.0
	4.5
	4.5
	5.0-5.5
	6.0-6.5
	7.0-8.0


�Best Eye Response. (4) 


No eye opening. 


Eye opening to pain. 


Eye opening to verbal command. 


Eyes open spontaneously. 


Best Verbal Response. (5) 


No vocal response 


Inconsolable, agitated 


Inconsistently consolable, moaning. 


Cries but is consolable, inappropriate interactions. 


Smiles, oriented to sounds, follows objects, interacts.


Best Motor Response. (6) 


No motor response. 


Extension to pain (� HYPERLINK "http://www.answers.com/main/ntquery?method=4&dsid=2222&dekey=Decerebrate+response&gwp=8&curtab=2222_1" \t "_top" �decerebrate response�) 


Abnormal flexion to pain for an infant (� HYPERLINK "http://www.answers.com/main/ntquery?method=4&dsid=2222&dekey=Decorticate+response&gwp=8&curtab=2222_1" \t "_top" �decorticate response�)


Withdrawal from pain. 


Localizing pain. 


Obeys Commands.


� Either 0-10 verbal scale or Brieri Faces Pain Scale or FLACC scale.  See Protocol - Pain


� Blood sugar should be determined within an hour of transport. A plasma glucose level of less than 30 mg/dL in the first 24 hours of life and less than 45 mg/dL thereafter constitutes hypoglycemia in the newborn.  A plasma glucose of less than 50-60 mg/dL is hypoglycemia in the child.


� History Taking (AMPLE) 	PAIN Questions (PQRST) 


A :Allergies				P :Provocation 


M :Medications 			Q :Quality 


P :Past History, Physician 		R :Radiation 


L :Last Meal 				S :Severity 


E :Events Preceding Incident 		T :Time
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