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= We face a paradox as learners and
educators. The extent to which we
incorporate this paradox will inform the
educational process that we guide. We must
embrace the concept that the paradox of
learning is such that the learner does not at
first understand what he needs to learn,
cannot be taught what he needs to learn,
and can educate himself only by beginning
to do what he does not yet understand.

= Our challenge is to know how to guide
physicians on the journey of self-discovery
of this process. Read, read, read.

4 y
Our challenge is to know how to
guide physicians on the journey of
self-discovery of this process.

Read, read, read.




A SAMPLING OF THE

TICLES THAT 1 THINK OCCASIONAL EDITORIALS READY....SET....
MAY IMPACT YOUR
PRACTICE AS EM (BUT MINIMAL, I PROMISE)
PROVIDERS

**DISCLAIMER™*

= This is not a journal club.

=] am a clinician, not a
statistician.

= This is not about absolutes...

= ...just possibilities.




FEVER

20XX

CHILDREN
PEDIATRIC FEVER «(FEVERT)

Although it can be frightening, a fover can be

a good thing because it's often the body's
way of fighting infections.

Infant
has a temperature of

100.4°F

=15% of all ED o=
visits annually for o

102.2°F
patients < 15 ooy
years of age s e

o Shows signs of dehydration
« Achronic medical problam

BIRDWATCHING

You're doing it wrong



*Fever is a symptom...not a
disease

*Significant number of ED
visits
= 3.3% return within 72 hours

[ MYTH FEVER |

IS A DISEASE |,
i o *Fever Phobia:

: ; = A popular term for the
response of parents to
childhood fever, which may
result in inappropriate over
management with antipyretics.

1T DAY OLD WITH T 100.6°F/38.1°C

CBC

Blood culture

Urine (cath or SPU) with culture
CSF studies

ALT/AST

Procalcitonin/CRP

+/- viral testing
+/- stool studies
+/- CXR

Pement of Febrile, Well-Appearing Young Infants. Infect Dis Clin N Am 2018;29:575-585.

Procalcitonin
C-reactive Protein
WBC count
ANC

< 3 months of age

BIOMARKERS AND BACTERIAL INFECTIONS

Emer Care 2016;32:



BIOMARKERS AND BACTERIAL INFECTIONS

=Procalcitonin performed the best...

=...but would not have identified 30% of infants with
invasive bacterial infections.

= CRP still considered useful.

®

Diaz MG et al. Lack of A of Biomarkers and Physical ination to Detect Bacterial Infection in Febrile Infants. Pediatr Emer Care 2016;32:664-

1T DAY OLD WITH T 100.6°F/38.1°C

Admission

Abx directed toward:
E. coli
GBS
Listeria is so 2015
Ampicillin (50 mg/kg) +
Gentamycin (2.5 mg/kg)
OR

Ampicillin (80mg/kg) +
Cefotaxime (50mg/kg)

Acyclovir (20 mg/kg)

Pement of Febrile, Well-Appearing Young Infants. Infect Dis Clin N Am 2018;29:575-585.

1T DAY OLD WITH T 100.6°F/38.1°C

What if she has a urinary
tract infection?

What if he has influenza or
RSV?




e e
/ 8to21 days old, \
well-appearing,

\nu evident source of infection,
~.and temperature > 38.0 °C

=

Obtain urinalysis (1), blood culture (2), and perform LP(4).°
May obtain inflammatory markers {(IMs) (3).t

Increased
HSV risk?*
No

1. Initiate parenteral
antimicrobial(s}(5).
2. Observe in hospital(6).

Clinical Practice
Guideline:
Evaluation and

Management Of Send HsV -
Well-Appearing studies ¢
Febrile Infants 8

1. Initiate parenteral

to 60 Days Old antimicrobial(s),

including acyclovir(5).
2. Observe in hospital(6).

)

/

/ 1. Discontinue antimicrobial(s}(7a) and
. Pathogen or source No—» discharge hospitalized infant(7a) if all culture
Treat Infection(7h). Q—YESW// results are negative at 24 to 36 hours and HSV

PCR result is negative (if sent).
2. Manage for duration of illness.

Pediatrics. 2021;148(2). doi:10.1542/peds.2021-052228

45 DAY OLD WITH T 101.5°F/38.8°C

Tone Breath Sounds
Interactiveness Positioning
Consolability Retractions
Look/Gaze Flaring
Speech Apnea/Gasping

CIRCULATION

Pallor
Mottling
Cyanosis

PEDIRTRIC ASSESSMENT TRIANGLE




@ e ,';:‘;;—t“ffm?ﬂﬁi ED Well-Appearing Febrile Infant Guideline

* EXCLUSION CRITERIA *

= lllappearance

Prematurity (<37 waa)

Chronic medical problem

Congenital or ¢hromosomal

abnormalities

Confirmedjsuspected immune

compromise

High suspicion for HSV {vesicles)

 Infants <2 weeks old with perinatal
history of maternal fever, infection,
or antimicrobial use

= Presence of focal bacterial infection
(eellultis, omphalitis, ete, but
excluding AOM)

» Prior surgery o infection

* Immunizations in the last 48 hours

Table 1: HSV Risk & Treatment
HSV High Risk Factors (High-risk if 21)

Review whether pt meets criteria (see exclusions to left)

4 atheterized urinalysis. If
positive, follow abnormal urinalysis

0-28 days 29- 60 days Clinical bronchiolitis? E. arm (below)
- Follow ED bronchiolitis pathway
No

Screen for HSV (Table 1), workup if high

Obtain: IV access, blood cultures, CBC w L L]
diff, procalcitonin, urinalysis, cath urine 29.42 days w

culture, AST / ALT or CMP. CRP optional y

risk Obtain: 1V access, blood Obtain: IV access, blood cultures, CBC

v 2 3
procalcitonin, urinalysis, urine culture. CRP optional
cath urine cufture, AST /

ALT or CMP. CRP optional

cultures, CBC w diff, w diff, procalcitonin, urinalysis, cath

Risk stratify (Table 3)

- Perform LP Risk stratify (Table 3) Screen for MY (Tasle 1),
g ool workup if high risk

1
within 3 hours of ¥ [

3
arrival {Table 2) /
it o m Low except
hospital

sk IR appanrancy = abnormal urinalysis
o Caregiver hx of cold sores or perioral - Consider LP, ¥
v — O antimicrobials -May perform LP Discharge home ¥
o Maternal genital lesions +/- a8 hrs fram
ey = ? (Table 2) - Administer IV with outpt =Needinct LF
© il T £ e oir caivery Table 2: Antimicrobials - May defer LP but antimicrobials within follow-up in 24- - PO or IV antibiotic
‘or chorivamnicnitis SR rREsATCHn | ceflalin warrants admission 3 hours of arrival 36 hours. - May dc IF follow-
o Skin/micus membrane vesiclas or SREC e CeanC ifso (Table 2) up in 12-24 hours.
s manotherapy (add ampicillin f W CSF is negative st
 Seizures or altered mental status there is CSF pleacytosis) (tEmetah s e
« Hypothermia s95.8°% = 2560 days: Ceftriaxone il G
 Abnormal labs (if obtained): monatherapy (add vanc if there is. e - If CSF negative,
o Transaeninitis felevated ALT or csF pleacytosis pleocytosis), may administer anti-
AsT) o 0-42 days: Acyclovir f high-risk for consider de IF microbials, may Table 3: Low Risk (ALL must be metl)
© Thrombocytopenia HSV outpt follow-up in consider dc IF outpt O Fever = “;:? °F (38.5 °C) {optional if 528 days)
© Leukopenia 24 hours and abx I O No HSV risk factors.
o CF i a fokow:up k36 £ No recent systemic antibiotics
positive Gram stain result o B hours 00 Normal labs, including:
2 avalible foral o 1,000/l <ANC <4,090/uL
HSV workup: antibiotics and should be used to o Procalcitonin< 0.5 ng/mL
O Serum HSV PCR ensure treatment within 3 hours of @ Urinalysis: WBC < 5/HPF o <10/uL,
O CSFHSV PCR g no leukacytes or nitrites
[ HSV surface cultures AND PCR of: = Antibiotics within 3 hours of arrival o Ifobtained, CRP <2 mg/dL
- Conjunctiva, nasopharynx, oral, anus should be prioritized over pricr LP o i obtained, no CSF pleocytosis, is
- Any suspicious skin lesions f necessary 2022 by 1 ith e of 1D, Prarcy atraumatic, and interpretable

Table 1: HSV Risk & Treatment
HSV High-Risk Factors (High-risk if =1)
* |l appearance
* Caregiver hx of cold sores or perioral
H5V
+ Maternal genital lesions +/- 48 hrs from
delivery
* Maternal fever +/-48 hrs from delivery
or chorioamnionitis
* Skin/mucus membrane vesicles or
ulcers
* Seizures or altered mental status
* Hypothermia <96.8°F
« Abnormal labs (if obtained):
o Transaminitis (elevated ALT or
AST)
o Thrombocytopenia
o Leukopenia
o CSF pleacytosis in the absence of a
positive Gram stain result

HSV workup:

O Serurn HSV PCR

O CSF HSV PCR

1 HSV surface cultures AND PCR of:
- Conjunctiva, nasopharynx, oral, anus
- Any suspicious skin lesions

CHANGES & REASONING: HSV

* Guidelines indicate HSV screening
extends up to 60 days old

= On review of local and national data,
in addition to expert opinion,
decreased the upper age cutoff to 42
days old

= Added the following risk factors
-Ill-appearance
-Elevated AST OR ALT (not just ALT)

- Caregiver hx of cold sores or
perioral HSV

Review whethes s criteria (see exclusio

O Normal labs, including: 7 7

o 1,000/l < ANC < 4,090/l m

o Procalcitonin < 0.5 ng/mL —*
- Perform LP Risk stratify {Table 3)
o Urinalysis: WBC < 5/HPF or <10/pL, - Antimicrabals —

Table 3: Low Risk (ALL must be met!)
[ Fever < 101.3 °F (38.5 °C) (optional if >28 days)
0 No HSV risk factors
[0 No recent systemic antibiotics Screen for HSV (Table 1), workup if high

access, blood cultures, CBC w
diff, procalcitonin, urinalysis, cath urine
culture, AST / ALT or CMP. CRP optional

risk

within 3 hours of

no leukocytes or nitrites 1 (Table 2)
v Pt

o  If obtained, CRP < 2 mg/dL nospital

CHANGES & REASONING: 22-28 DAYS |- rowrowroe | i,

o If obtained, no CSF pleocytosis, is S
atraumatic, and interpretable LTI e e 1ot
* 0-21 days: Ampicillin + Gentamicin warrants admission
* 22-28 days: Ceftriaxone ifso

monotherapy (add ampicillin if
there is CSF pleacytosis)

29-60 days: Ceftriaxone
monotherapy (add vanc if there is

- If C5F is negative
(interpretable, no
bacteria, no

pleccytosis), may

24 hours and abx
Other Considerations: given
o IM formulations available for all




Table 3: Low Risk (ALL must be met!)
[ Fever < 101.3 °F (38.5 °C) (optional if >28 days)
0 Mo HSV risk factors
[0 Mo recent systemic antibiotics
OO0 Normal labs, including:
o 1,000/pL < ANC < 4,090/pL
o Procalcitonin < 0.5 ng/mL
o Urinalysis: WBC < 5/HPF or <10/pL,
no leukocytes or nitrites
o If obtained, CRP < 2 mg/dL
o If obtained, no CSF pleocytosis, is
atraumatic, and interpretable

CHANGES & REASONING:
29-60 DAYS

TABLE 3 Initial Empirical Antibacterial Therapy for Well-Appearing Febrile Infants 7 to 80 Days Old

29-60 days Clinical bronchiolitis? | —Y<5,| arm (below)
N

- Obtain catheterized urinalysis. If
positive, follow abnormal urinalysis

- Follow ED bronchiolitis pathway

—

£ o

Obtain: IV access, blood cultures, CBC
cultures, CBC w diff, w diff, procalcitonin, urinalysis, cath
procalcitonin, urinalysis, urine culture. CRP optional

cath urine culture, AST /

ALT or CMP. CRP optional

Screen for HSV (Table 1),

workup if high risk Risk stratify (Table 3)

Obtain: IV access, blood

|
4
Low except

¥ abnormal urinalysis
-May perform LP Discharge home ¥
- Administer IV with outpt - Need not LP
antimicrobials within follow-up in 24- - PO or IV antibiotic
3 hours of arrival 36 hours. - May dc IF follow-
(Table 2) up in 12-24 hours.
- If abnormal or no
CSF, admit
- If CSF negative,

administer anti-
microbials, may
consider dc IF outpt
follow-up in 24-36
hours

©

Suspected Source of
Infection 8-21d 0ld 22-28 d Old

uTr? Ampicillin IV or IM (150 mg/kg per
d divided every 8 h) and either
ceftazidime IV or IM (150 mg/kg per d
divided every 8 h) or gentamicin IV or
IM (4 mg/kg per dose every 24 h)

Ampicillin IV or IM (150 mg/kg per d
divided every 8 h) and either
ceftazidime IV or IM (150 mg/kg per d
divided every 8 h) or gentamicin IV or
IM (4 mg/kg per dose every 24 h)°

Ampicillin IV or IM (300 mg/kg per d

Ceftriaxone IV or IM (50 mg/kg per
dose every 24 h)

No focus identified® Ceftriaxone IV or IM (50 mg/kg per

dose every 24 h)

Bacterial meningitis® Ampicillin IV or IM (300 mg/kg per d
divided every 6 h) and ceftazidime divided every 6 h) and ceftazidime
IV or IM (150 mg/kg per d divided IV or IM (150 mg/kg per d divided

every 8 h) every 8 h)

CHANGES & REASONING:
ANTIBIOTICS

Table 2: Antimicrobials

= [0-21 days: Ampicillin + Gentamicin

= 73-28 days: Ceftriaxone
monotherapy {add ampidllin if
there is C5F pleocytosis)

= 20-60 days: Ceftriaxone
monotherapy {add ¥anc if there is
C5F pleocytosis)

* [-42 days: Acyclovir if high-risk for
H5W

Other Considerations:

= |M formulations available for all
antibiotics and should be used to
ensure treatment within 3 hours of
arrival

= Antibiotics within 3 hours of arrival
should be pricritized over prior LP
if necessary

45 DRY OLD WITH T 101.5°F/38.8°C

=Stepwise approach appropriate

=Caution the “screening” CBC

=Listen to your gut

Graneto JW et al. E:

of Pediatric Patients with Fever. http://emedicine. Medscape.com. November 2016. Accessed January 19, 2017.

€



* Concern for bacterial co-infections

“HE TESTED
: ‘Sfei:;r::;z ;Ilalysis of prior study population POSITIVE FOR

* Objective: (LVSERT VIRUS
Identify those with f bacterial
meningitis, bacteromia, or UTI HERE) POSITIVE.”

[']?able[ll. Rate of SBI among febrile infants with and without documented viral infections

Virus positive Virus negative, n (%) (95% CI) Risk Ratio (05%. CI)
n (%) 95% ¢l n %) 5% 0l
Ay 581 441200 [37%) 27U A0 FIHTAS (127%) 1129 144% 15 @548
UTis 331200 (2.8%) 1.0%, 3.8 18EMT4S (10.7%) 079 12 %, 10758
Bactoremia 01109 {0.6%) 0.3%-1.4% S0MT743 (2.0%) 2% 38% 18 (1077)
Maningitis 51200 {0.4%) 0.1%-1.0% 141745 {0.8%) 04%13% 190753) @

The Journal of Pediatrics Volume 203, December 2018, Pages 86-91.e2

BOTTOM LINE

*The rate of SBI is lower...
=But not insignificant...

=Especially with UTlIs.

The Journal of Pediatrics Volume 203, December 2018, Pages 86-91.e2

2020 Recom: ded Immunizati for Children from Birth Through 6 Years Old

/% » Y O = ° [
, U T { .
19-23
months
RV RV RV

HepB HepB HepB

DTaP DTaP DTaP DTaP DTaP

Hib Hib Hib Hib

Isyour family |G EREN AV E S TV EY PCV13 k€
i - - o HE GOT HIS SHOTS
Influenza (Yearly) YESTERDHY. S 7
MMR MMR
Varicella Varicella
g&’“ﬁ:& HepA®

ot . roomores.
‘docton foe the mext hot. " Scdeen. e
#you have questions. talk:

Bl U.s.Department of

Health and Human Services
Centers for Disease

Controf and Prevention

For more Information, call toll-free
1-800-CDC-INFO (1-800-232-4636)
orvisit
www.cdc.govivaccines/parents

Casey, Kyla, et al. “Serious Bacterial Infection Risk in Recently Immunized Febrile Infants in the Emergency Department.”
The American Journal of Emergency Medicine., vol. 80, 2024, pp. 138-42, https://doi.org/10.1016/j.ajem.2024.03.025.




Table 1
Patient and evaluation characteristics.

Characteristics All infants Recently Not recently
(n = 508) immunized immunized
(n = 114) (n = 394)

Mean age (days) 66 65 66

% Gender male (n) 54.1 (275) 59.6 (68) 52.5(207)
% Urinalysis performed (n) 75(382) 51 (58) 87 (324)
% CBC performed (n) 55.5(282) 35 (40) 61 (242)
% Abnormal WBC of CBC (n) 14.9 (42) 7.8 (16) 8.4(26)
% Blood cultures obtained (n) 65 (330) 36 (41) 73 (289)
% LP performed (n) 14 (74) 2.6 (3) 18 (71)
% CXR completed (n) 72 (363) 64 (73) 74 (290)
% Viral testing performed (n) 30 (151) 11 (16) 42 (135)
% Positive of viral tests 48 (62) 44 (7) 49 (56)

performed (n)**

Characteristics of infants included in the study in percent gender and mean age in days as
well as testing performed overall and among the recently immunized and not recently im-
munized groups. **positive viral tests include influenza, respiratory syncytial virus, other
viral, or co-infection of flu or rsv with another virus.

Table 3
Infections in RI and NRI infants.

Prevalence of infection All (n = 508) n (%, 95% Cl) RI(n = 114) n (%, 95% Cl) NRI (n = 394) n (%, 95% CI)

Bacteremia 3 (0.6%,0.2-1.0) 0 (0%, 0-4) 3(0.8% 02-2.4)

Meningitis 1(0.2%,0.01-1.3) 0 (0%, 0-4) 1(0.3% 0.1-1.6)

Invasive Bacterial Infection (IBI) 4(0.8%) 0 4(1.0%)

uTl 47 (9.3%,69-122) 3(2.6% 0.7-08) 44 (11.2%,8.3-148)

Pneumonia 6 (1.2%,0.5-2.7) 1(0.9%, 0.05-5.5) 5(1.3%05-3.1)

Other 1(0.2%,0.01-1.3)" 0 (% 0-4) 1(0.3% 0.1-16)"

Total 58 (11.4% 8.9-14.6) 4(3.5% 1.1-93) 54 (13.7%,10.6-17.6)
Type and Prevalence of infections identified in the whole population with furf Ter delincation Mo ITeCHions m re m

recently immunized infants.
* One infant w/ Salmonella enteritis.

« < 12 weeks

+ Routine
Immunizations in
the past 24 hours

« Still check a
urine




QUTCOMES OF YOUNG

= INFANTS WITH HYPOTHERMIA

EVALUATED IN THE

EMERGENCY DEPARTMENT

Ramgopol S et al. ] Pediatr 2020;221:132-7.

* Multicenter, retrospective cohort
study

* Hypothermia as an admission or
discharge diagnosis

* Demographics, diagnostic testing
and outcomes

* QOutcomes:

* Presence of SBI
* ED or hospital mortality

RESULTS

»80% had blood and
urine cultures

=42% had CSF
=30% had HSV testing

*Majority admitted
=1/3 to ICU

HYPOTHERMIA
IN YOUNG
INFANTS

=8% had SBI:

=5.6% bacteremia
=2.4% UTI

*0.3% meningitis
*0.3% pneumonia
»0.2% neonatal HSV

=0.2% mortality



FACTORS ASSOCIATED WITH SERIQUS
BACTERIAL ILLNESS IN INFANTS < 60
DAYS WITH HYPOTHERMIA IN THE
EMERGENCY DEPARTMENT

Ramgopal S et al. Am | Emerg Med June 2019;37(6):1139-1143.

Age/Sex Initial ANC Platelets
Temperature
1.6 381 UTI

4d,M Yes 35.7 6.5
44d,F Yes 36.4 12.1 4.7 210 UTI
5d, M No 35.9 7.1 2.3 216 Bacteremia
6d,F Yes 35.6 11.1 3.0 11 Meningitis
6d, M Yes 33.2 4.8 1.2 109 Bacteremia/Meningitis
1d,F Yes 36.0 19.4 9.8 108 Meningitis
164, F Yes 34.0 6.7 2.9 118 UTI
21d,M Yes 36.6 8.8 2.5 489 UTI
22d, M No 34.8 23.1 14.8 442 Bacteremia/Meningitis
214d,F No 35.8 13.4 9.1 293 UTI

-
amgopal S et al. Am J Emerg Med 2019;37(6):1139-1143

» 31 day old, 33.5°C, apnea

* Severe hemorrhagic
encephalitis of undetermined
etiology

* 29 day old, 35°C, lethargy

» Extensive encephalomalacia,
likely secondary to congenital
infection

* 16 day old, 33.7°C, recurrent
apnea and bradycardia
* Ketoglutaric aciduria



*15-28 days

WHO'S AT
HIGHER RISK?

*Higher WBC and ANC

*Lower platelet count

R CROSS-SECTIONAL STUDY

ON SUBJECTIVE FEVER
RSSESSMENT IN CHILDREN  Zorerbeomect

BY PALPATION: ARE FATHERS

RS RELIABLE AS MOTHERS?
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FATHER

e “Itwas a low-grade « “It was around 110-ish.”
fever...99°”

 “00.6°is a fever for him . «350°”
because he usually runs
low.”

FEVER




FEVER

*0 - 4 years of age

= Asked to determine if their
child had fever

= If yes, was it high?

* Demographics obtained

I'VE GOT A FEVER

¢ I

AND THE ONLY PRESCRIPTION
™IS MORE COWBELL

DIYLOL.COM

*High sensitivity and low
specificity overall

»Presence of fever often
overestimated

*Mom no better than dad

A TYPICAL NIGHT
IN THE PEDS ED...




ANCHORING BIAS
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IXEADT TSiE PEER REVIEW/EOMMENTSION|MY;PARERWHILE;SOBER .Tendenc-y- for
¥

clinicians to stick
with the initial
lmpression even as
new information

/ becomes available
| IMMEDIATELY\REGRET THIS'DECISION

®

 CC:vomiting < CC:abdominal pain

i WOULD YUUR‘ \\ * Triage note: - Triage note:
‘ * Vomiting and * Vomiting and
diarrhea diarrhea
* Fever 101°F * Fever 101°F
* Pain score 2 * Pain score 2

* Triage class 4 * Triage class 4

* 7-15% of children with
appendicitis present twice

before the diagnosis is made MI S SE D
* Especially pre-school aged
RPPENDICITIS

* Does the triage chief complaint
have an impact on diagnosis of
appendicitis?




* Retrospective chart review
* Classified chief complaints as:
* “Suggestive of appendicitis”

. s]zi%rgglal pain, RLQ pain, BNCHORING

* “Nonspecific”

» Fever, vomiting, diarrhea, BI As

constipation, dehydration

* Missed appy = ED visit within 7
days of diagnosis

aaaaaaaaaaaaaaaaaa

RESULTS

Missed on 15t | Diagnosed on 15t
visit visit

Suggestive CC 60 1538 1598
Non§pec1ﬁc CcC 7 13 80
Total 67 1611 1678

®

Drapkin Z et al. Pediatric Appendicitis: Association of Chief Complaint with Missed Appendicitis. Pediatr Emer Care 2018."

RESULTS

Missed on 1st Diagnosed on 15t
visit visit

Suqggestive C( 1598
Nonspecific C( 13 80
Total 1611 1678

®

Drapkin Z et al. Pediatric Appendicitis: Association of Chief Complaint with Missed Appendicitis. Pediatr Emer Care 2018."




RESULTS

Missed on 1st Diagnosed on 15t

visit visit
Suggestive CC 60 1538 1598
Nonspecific CC 7 13 80

Total 67 1611 1678

3.8% vs. 8.8%

Drapkin Z et al. Pediatric Appendicitis: Association of Chief Complaint with Missed Appendicitis. Pediatr Emer Care 2018." Q

Pediatric <= 4
Emergency fme '] PRESCHOOLERS CAN BE

‘ DISTRECTED BY CARTOONS?
WHO KNEW?

=Cartoon distraction was
, . , , most effective for children
Efficacy of Cartoons as a Distraction Technique for Children
Undergoing Suture of Facial Lacerations in the ag‘ed 3 to 6 YeaI'S,
Emergency Department .
reducing the treatment
Pty time and number of
N medical personnel
2 ¢ emengency department of Soonchunhyang By n required_

the institutional review bo
years with a facial lacerat
pai N

uturing with
parents or carceivers) and post-local iniection (iust after inicction)

ANAPHYLAXIS

Gaffney LK, Porter J, Gerling M, Schneider LC, Stack AM, Shah D, Michelson KA. Safely Reducing Hospitalizations for Anaphylaxis in Children Through an Evidence-Based Guideline. Pediatrics.
2022 Feb 1;149(2):2020045831. doi: 10.1542/peds.2020-045831. PMID: 35059724; PMCID: PMC9250079.



ANAPHYLAXIS

Symptoms of anaphylaxis usually
invelve more than one part of the bady.
Some symptoms include:

= ED visits have doubled

BRAIN (fealing like
m@thll:;a::hll is . . . .
aout ta happend MOUTH tsweling = Hospitalizations have increased
f the lips, tangue
LUMGE (shartroes of e Hrna‘:;‘ sevenfold

breath, froubla

brathing, viveazingy - HEART (dizziness = Median 40-50% in children

- and/or fainting)

&
SHIM (Rashas, hching - ETEMACH : ] . .
and hies) STOMACH (stomach = Biphasic reactions likely

or diarrhea) occur in as few as 5% of
patients

L

Gaffney LK, Porter J, Gerling M, Schneider LC, Stack AM, Shah D, Michelson KA. Safely Reducing
Hospitalizations for Anaphylaxis in Children Through an Evidence-Based Guideline. Pediatrics. 2022 Feb
1;,149(2):€2020045831. doi: 10.1542/peds.2020-045831. PMID: 35059724; PMCID: PMC9250079.

Boston Childrens Hospital Date of Last Update: 10/15/2020
Clinical Pathways Date of Last CPAC Review: 10/15/2020
a oo i

Anaphylaxis, Emergent

N\

1 \ [ 1wt seaon syome.
( orsmmmnss ), ey

3 Meresitary sngioedema )
N4 Contrator vanstusion esction

anatnates tha anapmans s ey e T emee— PN
bl ] T e e
e e e o)

skin, mucosal issue, o both, and at least one of the
following:

- Respiratory compromise

- Reduced blood pressure (BP) or associated symptoms of

ot mmecsiety ol
5 Dicharge fcrmers met

s s o ot

o .
R -
e " e

- Involvement of the skin-mucosal tissue
- Respiratory compromise

- persistent GI symptoms.
.

Reduced BP after exposure to a known allergen for that patient
(minutes to several hours) s 5 Abtero f wheess
3 Obierve for 4 hours from st
1. Standard treatment cpinephvine dose

8. Medicstion Dosing:

Epinephrine M

+ <10kg:001 me/kg M |
(outoinjector | + |
Tam ™ | |
otherwise use 1 doses: Epinephrine 0.3 mg IM (may require = J
me/mLinj) Do Tinch needie)
| not give 1.

HiAntibistamine | Cetirisine:
« 2.5mgPO (age 6 months- 2 years)

+ SmgPO(2years-S years)

+ 10mgPO (26 years)

2. Adjunctive Therapy 5
Corticonteroids | Dexamethasone V/IM/P0 0.6 mi/ig (max 16 mg) Yes
Abuterol 0.5% | = £0.25 mLin 1.2 mUNS v

- mLin1-2 mNS /s
+ :30kgimiini2m acharge

HaAntibistamine |_Fam
acemic 2.25% inhaled solution.

epinephrine

3 Crteria
. asgosmi 1.Signs and symptoms

W
.
ot require hospitaization)

2 Epinephrine: <2 doses.

3. Completed observation period

Epinephrine IV | 0.05 mcg/kg/min titrate 1o effect
infusion

. Severe Reaction:
~Hypotension or wide pulse pressure
- Altered mental status/ confusion adminisuration

- Dyspnea 5. Epinephrine sutinjector i hand at discharge f possible
Syncope
- cyanosis : Trestme
Hypoxia (5502 592%) ¥ Cetiine aaly for 3 davs
o. 3 See PCP within 23 doys.
Page2
Hospl.
cireumtances
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HOSPITALIZATION EOR...

@ Hypotension at any time

V Persistent wheezing or other system involvement without
improvement

f 2 3 doses of epinephrine

20xx_ A
Gaffney LK, Porter J, Gerling M, Schneider LC, Stack AM, Shah D, Michelson KA. Safely Reducing Hospitalizations for Anaphylaxis in Children Through an Evidence-Based Guideline. Pediatrics. 2022 Fe@
1;149(2):62020045831. doi: 10.1542/peds.2020-045831. PMID: 35059724; PMCID: PMC9250079.

Hospitalization rate

»Cetirizine use
»Steroid use

20XX
Gaffney LK, Porter J, Gerling M, Schneider LC, Stack AM, Shah D, Michelson KA. Safely Reducing Hospitalizations for Anaphylaxis in Children Through an Evidence-Based Guideline. Pediatrics. 2022 Feb
1;149(2):62020045831. doi: 10.1542/peds.2020-045831. PMID: 35059724; PMCID: PMC9250079.

28.5% — 11.2%

HOSPITALIZATION RATE

Gaffney LK, Porter J. Gerling M, Schneider LC, Stack AM, Shah D, Michelson KA. Through an Evidence-Based Guideline. Pediatrics. 2022 Feb @

Safely Reducing Hospitalizations for Anaphylaxis in Children
1;149(2):2020045831. doi: 10.1542/peds.2020-045831. PMID: 35059724; PMCID: PMC9250079.



Cetirizine: Corticosteroids:

4.2% -> 59.7% 12.6% -> 32.4%

RDJUNCTIVE MEDICATIONS

NO INCREASE IN
@ 79 HOUR REVISITS

@ CHOOSING WISELY




 ~20% of spending on healthcare
is attributable to low-value care

CHOOSING WISELY
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+ 219 responses from CHOOSING
33 physic WISELY

e 72 ->25
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*Do not obtain
radiographs in
children with
bronchiolitis, croup,
asthma, or first time
wheezing.

CHOOSING
WISELY

&
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*Do not obtain screening

laboratory tests in the medical CHO 0 S ING

clearance process of pediatric

patients who require inpatient WISELY

psychiatric care unless otherwise

indicated
*Do not order laboratory testing
or head CT for pediatric patients CHOOSING
with an unprovoked, generalized WISELY
seizure or simple febrile seizure

who have returned to baseline
mental status




Do not obtain CHOOSING

radiographs for

suspected WISELY

constipation

*Do not obtain
comprehensive viral CHOOSING

panel testing for WISELY

patients with suspected
viral respiratory illness

007. Epub @
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QUOTE FROM THE JAZZ
MASTER CLASS:

“First you master your
instrument.

Then you master the music.

Then you forget all about all
the <crap> you just learned
and just play.”

Charlie “Bird” Parker @



THANK YOU AND
TRAVEL SAFELY'

HOPE TO SEE YOU IN 2025!
JUNE 2-5

annalise(@uab.edu

annaliseblog.com



