PEDIATRIC EMERGENCY MEDICINE

“hesl

D1vision updates:
Vaccine Clinical Support:

Please sign up through the rest of this week if you're able using the link below:

Otherwise, please email vaccinestaffing@rchsd.org if you have regular availability to help out!

Roles assigned to you will vary from vaccine administration, crowd control, flow, to post-vax monitoring.

PEM Attending SIM Session

On account of popular demand; PEM Trauma, Ultrasound and SIM leadership will be holding our bi-annual PEM
Procedure Workshop for physicians to brush up on their skills. Due to limited space, this will be reserved only for PEM
Attending physicians.

When: May 18+
\ Time: 1300-1530
Where: Rady SIM Building #28
“\ Procedures:

e US for PIV and central lines
e Chest tube

e Central line Please RSVP through this[link]
e LMA
e Intubation

e Cricothyrotomy
10 Thank you,

Elise Zimmerman, Atim Ekpenyong,
Matthew Murray, Lukas Austin-Page
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MIS-C Update:

e  Algorithm now with IVIG order (not to

of MISC

APRIL 2021

Consistent
with MIS-C

« Hyponatremia (Na <135 mmoli)
+ Hypoalbuminemia

Hemodynamlc instability/ypotension,

Admit to PHM €

> Admit to PICU

be given)

- MD to be notified when at

bedside
e 2nd]V in ED

e Epic order set updated to
reflect algorithm changes

signs of fluid overload, or
e altered mental status? e

Place 2nd IV in ED prior to admission

Order IVIG (2 g/kg IV, max 100g), to be started on inpatient unit

Avoid IVF boluses unless clinically indicated

Consider supplemental 02

Antibiotics based on clinical presentation

IVF at 1x maintenance rate

ED echocardiogram ONLY if likely to alter disposition (i.e. PICU vs floor)

cee

Please send Impravata Cortext to "MIS-C Adjudication Committee® OR EPIC chat to Robin
with patient name/MRN for COC reporting purposes

v Medications
w Medications

Avoid ibuprofen unless necessary, may interfere with aspirin if given inpatient.
Consider holding IVIG treatment for patients with this clinical p ion due to volume
patients. Consider alternate dosing regimen. If obese, consider dosing on ideal body weight.

If patient has blood type A, there may be a potential for hemolysis in some

Immune Globulin Order Panel

immune globulin (GAMMAGARD LIQ) 10 % IV soln 100 g
100 g (1.56 g/kg), Intravenous, ONCE, For 1 dose, Today at 1433
To be administered following patient transfer to inpatient unit. Please notify PEM physician when medication is at bedside. Please log IVIG lot numbers. 1. Stop maintenance IV
fluids during IVIG infusion. 2. If patient develops sudden high fever and chills AND/OR hypotension, stop IVIG infusion, resume maintenance IV fluids, and call MD/NP. Start at
0.5 mL/kg/hr = 32.1 mL/hr x 30 min Then 1 mL/kg/hr = 64.2 mL/hr x 30 min Then 1.5 mL/kg/hr = 96.3 mL/hr x 30 min Then 2 mL/kg/hr = 128.4 mL/hr until complete.
Suggested dosing: 2 gram/kg (max 100 g). Use ideal body weight for dosing obese patient.

(@) Tne original dose of 128.4 g (2 a/kg ONCE) exceeded the recommended single Gose iimit of 100 g.
The dose has been automatically changed to 100 g.

(RESEARCH ALIQUOT) immune globulin (GAMMAGARD LIQ) 10 % IV soln 1 mL
1 mL (0.0156 mL/kg), Other, NO MAR, For 1 dose, Today at 1433

O acetaminophen (Tylenol) oral susp

ng/kg, Oral, ONCE

O noreplnephnne (Levophed) in 0.9 % NaCI IV |nfuslon

ht -> Concentration 0-4.9

D EPINEPHrine (Adrenalin) in 0.9 % NacCl IV infusion
0.1 m irst i
vith Central line

t -> Concentration 0-4

v Consults
w Consults
[[] Consult to Kawasaki Team
[[] Consult to Intensivist

v Admission
w Admission
Admission

ED Admit to Inpatient
© Order details

Insert Peripheral IV #2

STAT, ONE TIME, Today at 1433, For 1 occurrence

ED Laceration Repair Consult Algorithm

Plastic Surgery Consults

e Please review ED care guideline

e Also posted in Slack

*Consult considerations

cartiage muscie or nerves

. significant soft tissue
injury requiring extensive
debndement, tion
or complex closure

. include images in epic

. ransfers to be discussed
with on-call service prior to

accepting (consider direct
applicable)

prior to
determine direct admit vs ED 2 ED

OR Repar
as discussed with
surgeon: Admit to OR™
“ED Sedation/anxidlysis
land Plastics repar at on{
call discretion
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Abdominal Mass Guide:

e If Kaiser or Tricare discuss with Kaiser or
Balboa respectively after imaging to determine

further recs
e Posted to Slack

Radiology Orders for the
Sharp Ultrasounds for the
Pregnancies in Trauma

ED Abdominal
Sispected sbdomnar M @SS Algorithm

All Solid Tumor Labs:
CBC w diff, CMP, LDH, Uric
Acid, Type and Screen
Additional Labs:
Based on tumorheme-onc recs|
Consult PICU and
hemionc for PICU
admission and further:
imagng + labs*
Consult heme/onc for
admssion for cross-
sectional imaging
coordinated inpatent +
labs*
¥ Orders Clear All Orders

ED Pregnancy in Trauma & & Manage User Versions

- OB US at Sharp Ordering Instructions.

¥ NURSING
w Nursing
Cardiac monitoring, Continuous
STAT, UNTIL DISCONTINUED, Starting today at 1606, Until Specified

Pulse oximetry, continuous
STAT, CONTINUOUS, Starting today at 1607, Until Specified

Insert Peripheral IV
STAT, ONE TIME, today at 1607, For 1 occurrence
Two large bore (14-16g) IVs in bilateral AC. If not possible, largest catheter able, closest to the heart

Insert Peripheral IV £2
STAT, ONE TIME, today at 1607, For 1 occurrence
Two large bore (14-16g) IVs in bilateral AC. If not possible, largest catheter able, closest to the heart

» RESPIRATORY

w LABS
» Labs Click for more

¥ IMAGING
w Imaging
[J XR Chest 1 View
[T] xR Portable Pelvis

[[] €T Head Without Contrast for Trauma

(] €T spine Cervical Without Contrast
STAT, ONE TIME

(] €T Chest with Contrast

[] €T Abdomen Pelvis With Contrast

(] us Pregnancy 1st Trimester /

(] us Pregnancy 2nd or 3rd Trimester
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e Administrative Updates:

- Dr. Bryl currently on leave.
o Forany Ql related questions or concerns please contact Dr. Saleh in the interim.

- Dr. Conrad/Dr. Lucio to split ED Clinical Director duties until July 2021
o Dr. Conrad Responsibilities:
- Referall possible CRC cases, safety events
o Dr. Lucio Responsibilities:
- Will assist Amber in scheduling for June-August

- Dr. Herskovitz — Project Apollo Coordination through July 2021

e Scheduling:

- April 12, 2021:

June Schedule In Progress
Please review schedule regarding YB changes back to MOOD 6a-3p, 2p-11p, 10p7a and PEM 7a-4p, 3p-12a, 11p-8a

o PG/CCB10a-11a (CCB) w/ clinical start 11a-7p (may start seeing patients early if CCB completed) > Now

PG/CCB g9a-10a (CCB) w/ clinical start 10a-6p
o PGFlex2p-11p = Now PG 12p-gp
o PG7p-1allNow PG 6p-2a
o EDS 2 5p-11p (moonlighting)

Congratulations, Amy!

Way to go Amy - your paper
we discussed in AAP Podcast!!
New baby and well-deserved
recognition! [LINK]

Nights marketplace and holiday survey to be sent out this week

N Improvement

UP dates Amy Bryl, MD

PEDIATRICS

OFFICIAL JOURNAL OF THE AMERICAN ACADEMY OF PEDIATRICS

Quality Reports

Reducing Opioid Doses Prescribed From a Pediatric Emergency Department

Amy W. Bryl, Nicole Demartinis, Marc Etkin, Kathryn A. Hollenbach, Jeannie Huang and Seema Shah
Pediatrics April 2021, 147 (4) €20201180; DOI: https://oi.org/10.1542/peds.2020-1180

Add article to Cart ($25)

Figures & Data

g Disclaimer »

This article requires a subscription to view the full text. If you have a subscription you may use the

login form below to view the article. Access to this article can also be purchased. In this Issue

Pediatrics
Vol 147, Issue 4
O Download POF 1 Apr 2021

Table of Contents
Index by author

Abstract

Q@ Previous

& Email Article

© Request Permissior
O Article Alerts

@ Citation Tools

5 PRl - ¢ Table of Contents.

(Bl
I RIGEMERG

Jump to section
Article
Abstract

Video Abstract

BACKGROUND: Opioid overdose and abuse have reached epidemic rates in the United States.
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Research

T CS—
s
A
T_

-
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Submit your drafts to pemresearch@rchsd.org 3 weeks in advance of deadlines for the AAP NCE and ACEP Research Forum.
e AAP NCE, Philadelphia/virtual, Oct 8-12, 2021
- Abstracts open: TBD (Mid/late May 2021 as of 3/17)

- Deadline: Tentatively June 25, 2021

http://aapexperience.org/ (submission page not available)

- Internal review deadline: June 4, 2021 by 2359 PST to PEMResarch@RCHSD.org
e ACEP, Boston, Oct 25-28, 2021

- Deadline: May 21, 2021 1600 CST at https://acep.secure-platform.com/a
- Internal review deadline: April 30, 2021 by 2359 PST to PEMResearch@RCHSD.org

The current (“legacy”) e-IRB will transition to the Kuali IRB system in July 2021. Information on the training sessions was sent from
UCSD 3/25/21 and available at:

e  https://esr.ucsd.edu/news/posts/kuali-irb-policy-training.html
e  https://esr.ucsd.edu/projects/kuali-irb/get-ready/#Policy-and-Process-Training

Remember that current, uninterrupted CITI certification is necessary for all faculty, trainees, and assistants who:
1. Participate in any aspect of research
2. Participate in division incentive or support of research

Please send your certificate to PEMResearch@RCHSD.org if you have not done so already.

Survey Research
Kathryn Hollenbach, PhD
May 21, 2021: 0830 - 0930

. Our fellows will present their research progress to external SOC members Drs. Jane Burns
and Erin Fisher on Friday, May 28, 2021 08:00 — 10:00. All mentors and division members are welcome.

https://rchsd.zoom.us/j/98123284487?2pwd=TVE2L3h5dDhOWMrZWVYd3EodUgHdzoq Password:
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RanChO S pring S UQ da te_S' Heather Conrad, MD

Congratulations Dr. Winston Wul!!

* Residency Program Director at Rancho Springs
e Will oversee the rotations for the UHS Family Residency Program
e Institution of new UHS Emergency Medicine Residency Program

April Updates:
e Scheduling of APP and Resident Shifts
e Several shifts in April will not be covered.
*  New PA Kristi Chavoya to Start May 3™

* Note that if the Rancho Springs provider calls for a transfer, they may be single coverage and any facilitation in care
is appreciated.

nnulas and face masks.
ges but if needed please ask.

available to the same extent as the main campus.
seen by a specialist after hours or in real time the patient may

d a L es Ashish Shalh, MD Med

e recent changes with the resident schedule. Here's a peek

ents + fellows) each for the MOOD 2p and PEM 3p shifts,

ing to have at minimum either 2 senior or a combination
OD and 7a PEM as well as the 10p MOOD and 11p PEM

re we were unable to accomplish those goals. To help
proactively meeting with the residency programs to push

ing our residents!
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Ultrasound\@ —

Ultrasound Spotlight:

Hello all, | recently had a great case during an ultrasound scanning shift with our wonderful Sarah Gomez and the case
serves as a great review for a presentation that is seen, not uncommonly, in the emergency department (ED).

A 7-week-old ex 36-week female presents to the ED with fever and left-sided scalp swelling. Symptoms began on day of
presentation with acute onset of fever to 101.6, rectal. Fever improved without any intervention and the mother
brought the patient for evaluation due to concern for left-sided scalp swelling that was also noticed on the day of
presentation. The swelling does not appear to bother patient, is not tender with palpation and mother does not recall
patient having the swelling at birth. No history of trauma. On exam, pertinent positive findings in this otherwise well
appearing child was a left parietal scalp swelling that was soft and non-tender. The underlying skull beneath the
hematoma was not palpable due to the swelling. Pertinent negatives were truncal/ external ear/frenulum or extremity
bruising. A point-of-care ultrasound (POCUS) skull ultrasound was performed while awaiting the CT head imaging. The
POCUS images are shown below.

The star shows the area of swelling above the fracture area. The arrow points to an area of cortical disruption of the bone
(fracture).

The CT scan image confirmed a linear fracture of the parietal bone.
SO how would you perform an ultrasound to evaluate for skull fracture?
1.First start with a linear probe.

2. Adjust the depth so that the hyperechoic bony cortex beneath the relatively hypoechoic soft tissue (yellow star) lies
in the center of the screen. You may have to apply a lot of gel or use a step-off pad (water-filled glove) to help see very
superficial areas.

3.Scan in 2 planes.

How to differentiate a fracture from a suture line:

Suture Fracture
Bilateral / Symmetrical Unilateral/ Asymmetrical
Joins other sutures Crosses suture lines




How can you use this information in real life?
e Follow suspected fractures or sutures to a fontanelle. Suture appears symmetric and regular and leads to a fontanelle.
Fractures cross suture lines or fontanelle. A fracture is jagged and may be displaced.

e Scan the contralateral area on the skull for comparison.

e Toreduce the chance of missing a fracture, scan the area adjacent to the swelling as well.

e See the table below for 2 studies re skull fracture ultrasounds.

Study name Study type Methods Results Comments
Parry, Niccolo. et al. | Prospective, n=58 Patients less than 18 y/o with Sens 100% (82.2-100% Cl) Not too bad
Ability of emergency minor head trauma

ultrasonography to CT as reference standard Spec 95% (75.0-99.9% Cl)

detect pediatric

skull fractures: a PPV 97.2% (84.6-99.9% Cl)

prospective,

observational study. NPV 100% (80.2-100% Cl)

Journal of

Emergency

Medicine 2013; 135-
141.

Rabiner, Joni E. et
al. Accuracy of
point-of-care
ultrasound for
diagnosis of skull
fractures in children.
Pediatrics
2013;131;e1757.

Prospective, n=69

— Patients less than or equal to
21 y/o presenting with head
injuries or suspected skull
fractures that required head CT
— 1-hour focused ultrasound
training session for clinicians

— CT scan as reference standard

8 of 69 with fracture (21%)
Sens 88% (53-98% Cl)

Spec 97% (89-99% Cl)

Positive likelihood ratio 27 (7-
107 Cl)

Negative likelihood ratio 0.13
(0.02-0.81 CI)

To reduce false
negatives, scan
the area adjacent
to the swelling as
well.

Space available for
scanning shifts ©

Happy Scanning!!!!

.CompassionAAccountabilityRRespect lExceIIence .Service

Michele McDaniel, MD

“Dr. McDaniel came to the rescue and covered an Emergent Airway lecture at the Quarter 1 Trauma Nurse
Meeting. She is such a rock star and team player. She did an amazing job teaching trauma team about the
options we have for difficult airways. We received feedback from the presentation that it was so great to have a
physician’s perspective, and it really helped nursing feel more prepared on what procedures to expect when, as
well as when to grab which supplies. We really appreciate you taking the time to help educate our trauma team!

Thanks so much!

Showing gratitude has been showr
| i

Burnout getting you down?

Scan below for one tactic that may help!

Despite these trying times — wonderful people are working hard &
doing their best to be great care providers & co-workers every day!

1 to increase personal & professiona

; %

SCAN ME




