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* Des lage

e List 3 commonly e red pediatric
disaster related illnesses or injuries

* Create treatment plans based on the
information presented




Int
Triage -

Mental
minutes) -

Treatment — Shannon Manzi (10 minutes)
Case presentations (60 minutes)

Questions/wrap up (10 minutes)




Loo
of eac

gency

 Sorting based on limited data
acquisition

e Also must consider resource
availability




Helps t
need it and will benefit from it the
most

. Helps in resource allocation

o Provides an objective framework
for stressful and emotional
decisions







 Fixed set of evalua

e Life saving ABC’s




e Re
e Gob
e How doe

e Bull Sh*tvs. “
e Ohmy God vs. OH MY GOD
e Sick vs. Not Sick




ing an

sin the

— Minor
 Oh by the way “welcome to Walmart”
— Security
— Information
— Press
— Anything and everything else — Gate keeper




e Pearls:
— Do the greatest
— Medical needs outstrip available resources

— Additional resources will become available
with time ( Thank God for LOG)

— Which conditions will benefit the most from
the expenditure of limited resources




* |ncorpo
— A reassessme
— An assessment of physical injuries

—Initial treatment and assessment of patient
response

— Further knowledge of resource availability




* There the
US th riage.

e California
course’s SAVE too
of Victim Endpoint)

ondary Assessment

e Many EMS systems use local trauma
center triage criteria.




Saconelry Trlzge

GLAascow CoMA SCORE

EYE OPENING :

SPONTANEOQUS
To Voice

To Pain
NoNE

VERBAL RESPONSE :
QORIENTATED
CONFUSED
INAPPROPRIATE WORDS
INCOMPREHENSIBLE WORDS
NO RESPONSE

MoToOR RESPONSE :

QOBEYS COMMANDS
LocALISES

PAIN WITHDRAWS
PAIN FLEXION
PAIN EXTENSION
NO RESPONSE

GLascow Coma ScaLE ToTtaL :

TotaL GLasgow 13-15

9 -12
Coma SCALE 6.8

4-5

RESPIRATORY
RATE

90 or more
76 -89
50 -75
1-49
1]

SystoLic BP

(=2 LR - O=NWE O

|

12 = PRIORITY 3
MM =
10 oriess PRIORITY 1




treatme

Further assessment of available
medical resources

Determination of best venue for
definitive care
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Reflect
Use on ages 1-

Can accomplish within 30 seconds

o)}

physiology




e On ms

e Othert nted to

mass casua smaller
numbers of (adult) trauma patients.




Us

o www.start-




Yellow




All ambulatory patients are initially
tagged as




Under 30/min

Over 30/min

Cap refill

Control
Bleeding MENTAL
STATUS

Delayed




Mnemonic

R 30
P 2
M| [Can do



— Multiple atta
e Dunblame, UK. (1996)
e Columbine, USA. (1999)
e Beslan, Russia. (2004)
e Lancaster County, Pa.(2006)




organ il .
— Large hea y to sustain

traumatic brain injur




—Im flee.

— Imma rstand the
danger.

 May run toward haz

e Less cooperative may “melt down” think Stop and Shop




er to the

— Thinner skin, bsorption of toxic

chemicals.

— Less fluid reserves even small amounts of fluid loss can
mean big problems.




. EP

e Now in ut the US and

Canada

 Recognized by the US National Disaster Medical
System

* Being taught in Japan, Germany, Switzerland,
the Dominican Republic, Africa, Polynesia




e Thep
are no

— Walkin

— Respirato

e Apneic chi
respiratory pro

* Respiratory rates

— Cap refill may not adequately reflect
hemodynamic status

* Perfusion may be maintained for a short time

— Mental status assessment

e Obeying commands may not be good way to gauge
mental status




e Direct all ambul S to desighated

area for triage

e |f the child is carried to area assess
first

 Begin assessment of non-ambulatory patients

Able to | Secondary |
s walk? [/ Triage*

| % o .
= 7 Ewaluate infants firs in
secondarytiage using
the entire JS algorthm




JumpSTART Pediatric MCI Triagee




Combined START/AJumpSTART Tnage Algorithm

SECONDARY TRIAGE* |

FOSITION UPFER AIRMWAY —-

APNEIC
[ ADULT
PEDI
| NO PULSE
4+ PULSE .
Yes APNEIC
5 RESCUE BREATHS »| DECEASED
BREATHING
¥
- >30 ADULT
<15 OR 245 PEDI
<30 ADULT
1545 PEDI
. CR> 2 sec (ADULT])
Perfusion ~onsa pAR E PULSE PED) ™
T~ INAPPROPRIATE], POSTURING OR 11
l' YES FEDIATRIC)

Mental statu DOESH T DBET COMMAMNTTS
5] & n

*zing the JS akgorithm,
engluate first all children who
did ot walk under their own
poeer,

| OBEYS COMMANDS [ADLLT)
A, ¥ OR P~ [APFROPRIATE] PEDNATRIC)

L DELAYED

SLou Romig MD, 2002







e MCI tri y triage,
in both fiel tings

e Triage should be done with the head,
not the heart

° THhis includes children!




but we must be prepared to do it using
the best of our knowledge and abilities.




— Loss of friends/fa — Loss of life

— Loss of Property — Devastation

— Survivor Syndrome — Insufficient help or
equipment




e Wo

e Reliance
and laboratory

e Limited formulary — being creative with what
you have, understand patient/family
limitations and capability







Dr. Manzi’s

World Famous

e
SNAKE OILS & POTIONS

“Healing and Magical Properties”









approved tation will
inevitably touch up -labeled uses for
therapies that will be discussed. If you would
like a notation of the off-label indications,
please contact me after the meeting. Thank

you.




— Medicatio
— Inventory and controlled substance management
— Drug security and environmental control

— Interface with community pharmacies, hospitals,
etc

— Interface with RxResponse, EPAP, etc




— medication o ent of patients
undergoing immediate care

— prescriptions for patients seen and discharged
— team member prescriptions




* |nshel
administr e created,
either electr cumentation
of medication ad e care provider at
the bedside. Daily reconciliation of the MAR will
need to be performed by pharmacy for accuracy and
anticipation of what medications will be needed for
the next day. Refills of medications need to be on a
scheduled time frame (i.e. 24 hour pharmacy
deliveries). Additionally a mechanism for refilling
PRN medications and missing medications must be
established.




Ca

Resu
Pediatric
— Math
— Kinetics

— Dosage forms

Medication error prevention, Ql




 Wei
— kg v
— BSA
— Use of dosing

* Use of dosing tapes, dosing cards
— Minimize math at the bedside
— Standard doses, standard concentrations

e Pediatric drug references for reconstitution,
dilutions, infusion times




Oral

 Nebulization opical
e Subcutaneous e Other (epidural, wound
¢ Sublingual catheter, etc)

e Buccal




— Stratum corneu

e Intravenous & Intraosseous absorption

— Peripheral vs. central access
— Scalp, umbilical, hand and foot vein cannulation

* Oral absorption and bioavailability

— pH-dependent passive diffusion
e gastric pH

— motility of the stomach & small intestine
e gastric emptying time
e gastrointestinal perfusion




\Vi[e ion

Cutting ta

Serial dilutions of an obtain a measurable
dose for a newborn or infant. Must avoid excessive free water (i.e.
dilution in D5W or < 0.45% NacCl).

Using suspensions for rectal dosing when a patient cannot take
anything by mouth

— Dilute 1:1 with tap water (sorbitol will induce explusion)

— Often used for anti-epileptic medications

Using injectable form enterally
— Dexamethasone, benzodiazepines, ondansetron




grams/kg IV

 You have D50W, D25W and D10W available and the
patient weighs 13 kg

 What volume of each concentration do you need?




Ans
e D5
e D25W
e DIOW =

Therefore:

e D50W =1mL/kgx13 kg=13 mL
e D25W =2 mlL/kg x 13 kg =26 mL
e D1I0W =5 mL/kg x 13 kg = 65 mL




Bronc
* Croup

* @Gastroenteritis

e New onset diabetes/DKA

e QOverdose/toxic exposure

e Emotional disorder, acute

e Seizures/Status Epilepticus

e Sepsis/meningitis
Trauma-related




e MDiIs

— Use spa

— Does not requi compressed

gas/0O,
— Is equally effective, if not superior

e Homemade spacers
— 500 mL plastic bottle

Arch Dis Child 2000;82:495-498


http://adc.bmjjournals.com/cgi/content/abstract/82/6/495�
http://adc.bmjjournals.com/cgi/content/abstract/82/6/495�
http://adc.bmjjournals.com/cgi/content/abstract/82/6/495�

Cystic fibr
e Diabetes
 Mood stabilization/ADHD

 End-stage renal disease

e Oncologic processes/fever & neutropenia
 Transplant recipients

HIV/AIDS




shown to be bes ed by a
pharmacist or highly trained pharmacy
technician

e Substitution and dose/frequency
modifications are inevitable




Remeron (m aps PG TID
Fosamax (alen

Klonopin (clonazep te) 1125 mg PG
Klonopin (clonazepam )
Zantac (ranitidine) 150 mg
Prilosec (omeprazole) 40 mg PG

Lasix (furosemide) 40 mg PG daily Bkt topically BID

Prednisone (prednisone) tablet 25 mg PG
ETIY
Potassium chloride 40 mEq PG BID (Put in

Keppra (levetiracetam) 1500 mg PG BID
Actigall (ursodiol) 165 mg PG BID

Lovenox (enoxaparin) 100 mg/mL injection 33 mg end of feed)

SC BID _

] T . Bactrim DS

Mycostatin (Nystatin) ointment, apply topically TID (sulfamethoxazole/trimethoprim)
Micatin (miconazole) powder, apply topically QID tablet 160 mg (trimethoprim) PG daily
Ocean spray (sodium chloride 0.65%) nasal drops, Vitamin D (ergocalciferol) 2000 units PG

Instill 1 drop each nare BID daily
Aldactone (spironolactone) 100 mg PG BID Flonase (fluticasone) nasal spray 2 sprays
Baclofen (baclofen) 10 mg PG TID daily
Allegra (fexofenadine) 30 mg PG BID Ventolin (albuterol) MDI with spacer 2 puffs

Elavil (amitriptyline) 30 mg PG bedtime inhaled TID PRN wheezing




e ED/outpati

some extent, clos ailable at this time

— Pediatric ED related medication errors rate 1.6% in ED
orders, 2.2% outpatient prescriptions defined as wrong
dose (Peds Emerg Care 2008)

— Pediatric ED trauma/resuscitation orders, error rate of 15%
prior to implementation of standard ordering, 6% post
implementation (Peds Emer Care 2008)




— Retu
involve

Pediatrics)

ay not
visits (2009

e Antibiotics mo

— Outpatient ADR rates have been estimated as high as 16%
of all prescriptions

— Pilots of error rates in adults boarding in EDs have shown
upwards of 17% missed doses of scheduled meds and a 3%
preventable adverse reaction rate (Ann Emerg Med 2009)







d)

— Ongoir{g'
— Medication rec
* Pediatric dosing cards, references
* Pediatric cache (both meds and equipment)

 Medication error/adverse drug event rates
monitoring during/post disaster operations

* Include disaster training core content for
pharmacists in pharmacy schools
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