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Szakvizsga felkészit6 tanfolyam



Milyen korképeket tekinthetunk
gyermeksurgosseginek?

» Krupp?

» Asztma?

» Lazgorcs?

» Trauma?

» Dehidracio?

» Sepsis?

» Bantalmazas?




Ki lat el gyermekstrgd8ssegi betegeket?

* Gyermeksurgdssegi
osztaly?

* Gyermekintenziv
osztaly?

* Feln6tt sirgbsség/ITO?
* Gyermekosztaly?

* Hazi gyermekorvos?

* Ment6?

 Ugyelet?







vizsgalat

e “A” - szabad - veszélyeztetett - elzarédott;

* “B” - légzésszam - légzési munka - levegbaramlas - Sa02;

e “C” - pulzusszam - pulzus kvalitas - CRT - vérnyomas - preload
e “D” - eszmélet - egyéb neurologia stb.

* “E” - egész beteg - kdrnyezet stb.

° MI a dlagnéZIS? Tlnet /pontszam 0 1 2
Stridor - Inspir.
Kohogés - Rekedt Ugato
Levegb bearamlas normal CsoOkkent Minimalis
Orrszarnyi légzés - Jugularis Jug.+substernalis
+behtizédasok +intercost.
Ciandzis - Szobalevegdn 35% oxigén

mellett




Terapia - sulyos krupp
* 02, szteroid, racem epinephrin (folyamatosan),
kontrollalt szedacio, infuzio, gyomorvédelem;




Minimal handling

* A stressz miatti
allapotrosszabbodas
csokkentése

* VetkOztetés

Invazivitas

Oxigén terapia modja

Szulbi érintés

Hangok

Fények
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Surgdbssegi ellatas

Akut betegseg

Sulyossagtol fuggetlen

Aspecifikus ellatasa




Készsegek

Gyermekgyogyaszati
készségek




A gyermeksurgdssegi ellatas jellemzdi
 Ritkabb a sulyos beteg, de a kevésbé sulyosak is ellatasra szorulnak

» Kevesebb a korhazi felvétel — fektetd jelentbsege

* A gyermek nem egyedul jelenik meg a rendszerben, hanem kisérékkel
* Nagyobb helyigény
* Child- and family care centered care

* Biztonsagtechnikai szempontok
* Epitészeti igények, szinek, formak



Szemelyi kompetenciak

e Reanimacios csapat (code team)

» Surgbsségben tapasztalt ellatd személy(ek)
* Gyermek ellatasban tapasztalt személy(ek)

» Az életfunkciok tamogatasanak készsége, kritikus allapotu beteg
ellatasanak készsége az ITO felvételig

* POCT technikak kezeléesének készsége

* Monitorizalas és az életkorspecifikus értékek ertékelésének készsége
 Stressztlrd kepesseg, kommunikacios technikak

* Csapatmunka



Fontos

e Eszkdzismeret — hasznalat és karbantartas
* A “csomagok” ismerete, akadalytalan hasznalata

* A méret- és dozismeghatarozas biztonsaga, standard
gyogyszerhigitasok

e Csekklistak
* Protokollok

e Surveillance



/

Hattér

» Képalkotd hattér (rtg., UH,
MR, CT)

 Konziliarusi hattér

4
Ly

e MUitéti hattér ‘ - i llE
S " b |

* POCT tecnikak
* (POCUS technikak)

* Specialis “csomagok”, pl
nehéz légut, véna/io. Ut




Triage

Western §g € schulich

o & ST

OBCU Obstetrical Triage Acuity Scale (OTAS)

\<
’AV London Health Sciences Centre

OTAS Level 3
(Urgent)
Time to Secondary
Health Care < 30 minutes
Provider
Re-assessment Every 15 minutes
= Suspected preterm = . = Signs of early
A f
Labour/Fluid |= Imminent birth labour/PPROM < 37 ;75'5;:5 A labour/SROM > 37 = Discomforts of pregnancy
weeks weeks
= Active vaginal = Bleeding associated with | * Bleeding associated
Bleeding bleeding with/without |cramping (> spotting) < 37 |with cramping (> = Spotting
abdominal pain weeks spotting) > 37 weeks
s * Mild Hypertension >
* Hypertension > 160/110 | oo mh fithon
Hypertension |= Seizure activity and/or headache, visual : ;
i 3 associated signs and
disturbance, RUQ pain
symptoms
= Atypical FHR tracing,
Fetal = Abnormal FHR tracing abnormal BPP, abnormal
As t | No fetal movement dopplers
38SSINer * Decreased fetal
movement
= Ongoing assessment | * Anything that does not
" ASE oncetsavera from outpatient clinic seem to pose threat to
ahdomirnal oaln = Abdominal/back pain |{for hypertension, blood | mother or fetus
= Altered Ies 1 of = NETor atia greater than expected in | work) * Cervical Ripening
g = ) pregnancy * Minor trauma (minor |* Outpatient placenta
consciousness * Shortness of breath g . 2
Other e tord nislinsa & Uholinnad aha = Flank pain/hematuria |MVC/fall) previa protocol
E Severz respirato unatfen ded birth * Nausea/vomiting * Nausea/vomiting * Pre-booked visits (ie. Rh
distress P g4 and/or diarrhea with and/or diarrhea and progesterone
= Suspected sepsis suspected dehydration |= Signs of infection (ie. |injections, NST)
uspe P dysuria, cough, fever, * Assessment for version
chills) * Rashes

Property of London Health Sciences Centre

e Osztalyozas

* A betegek a valos
szikségletnek
megfelel6 sorrendben
és id6ben kerllnek
ellatasra

* Biztonsag
* NOvér vegzi
* CTAS (gyerek)



Az érzékelés haromszdge - gyermekkori triage

B6r (Body)

Viselkedeés

ELégzés (Breathing) (Behavior)




Kovetkeztetések

stabil vitalos allapot
kompenzalt LE

dekompenzalt LE, |égzési-
keringési elégtelenség

kompenzalt keringési
elégtelenség

dekompenzalt keringési
elégtelenség

Megjelenés, benyomas, Légzési munka Bor(keringés) Mire utal?
viselkedés

normal normal normal

normal koros normal

koros koros koros

normal normal koros

koros normal koros

koros normal normal

KIR/metab.
rendellenesség



Segitsegek

palmPEDi

1 month old: 20-22 inches (52-57 cm)

5 kg (11.0 Ibs)

2 month old: 22-24 inches (57-61 cm)

6 kg (13.0 Ibs)

3 month old: 24-25 inches (61-64 cm)

7 kg (15.4 Ibs)

4 month old: 25-27 inches (64-68 cm)

8 kg (17.6 Ibs)

6 month old: 27-28 inches (68-71 cm)

9 kg (19.8 Ibs)

9 month old: 28-30 inches (72-75 cm)

10kg (220 Ibs)

1 year old: 30-31 inches (75-80 cm)

11kg  (24.3 Ibs)

1 year, 3 month old: 31-33 inches (80-85 cm)

12kg  (26.5 Ibs)

1 year, 6 month old: 33-35 inches (85-90 cm)

W‘

13kg  (28.7 Ibs)




Gyakorlatok

% Children's Hospital

of Philadelphia”

* Salbutamol doézisplafonja 10-12
puff

§
%

-~

°
/ T\

\

W7,
= TheRoyal Children’s
Hospital Melbourne

Continuous albuterol

IV Mg bolus (if not given)
O ____, Consider terbutaline
- SQ/1V bolus (no infusion)

UploDate

Critical Confused/drowsy Involve senior staff,
Maximal work of breathing
accessory muscle

uselrecession

Oxygen

Continuous nebulised salbutamol (use 2 x 5mg/2.5mL nebules undiluted) - see below re toxicity.
Exhaustion Nebulised ipratropium 250 mcg 3 times in 1st hr only, (20 minutely, added to salbutamol).
Marked tachycardia Methylprednisolone 1 mg/kg i.v. 6-hourly.
Unable to talk Aminophylline as above

SILENT CHEST, wheeze may
be absent if there is poor air

entry.

Magnesium sulphate as above. In ICU patients on Mg infusion, aim to keep serum Mg between
1.5 and 2.5mmol/L.

May also consider i.v. salbutamol. Limited evidence for benefit
5 meg/kg/min for one hour as a load, followed by 1-2 meg/kg/min

Beware salbutamol toxicity: {achycardia, tachypnoea, metabolic acidosis. Can occur with both IV
and inhaled therapy. Lactate commonly high. Consider stopping/reducing salbutamol as a trial if
you think this may be the problem.

Aminophylline, magnes )@ given via separate [V lines,

PAP, BiPAP, or intubationIPPV) may

Salbutamol dose:\6 puffs if < 6 years old, 12 puffs if >6 years old

ED Pathway for Evaluation/Treatment
of Children with Asthma

Chilg with Asthma and Respirptory Compla ink

Respiratory Arrest
+ Imiminent
To resuscitation room

Patient/Family_Edwcation
Trizge (Critical/Acute Urpent}

MD/CRNP/RM Brief Ragid Assessmenl
DETERMINE SEVERITY LEVEL OF ASTHMA EXACERBATION

Mild: ESI Triage 4 Moderate: ESI Triage 3 Severe: ESI Triagel-2

Cansider Dexamethasane tablet
(altemative prednisane)clone)
If needed:

4 MDT -2-4 pulfs

Dexamethasone tablet (preferred far all ages)
[altemative prednisonetlane)

Albuterol MOL g20min x 3, prn AT sssess

Dexamethasone tablet (if can take po)
Alternative: TM dex)’ IV salumaedral
Unineb: Albutersl x3 + ipratrogium
Critical: cansider SO tart

Consider 1V Mg

cer teaching
Discharge
* '
ASSESS after compbetion of f-aganist
Considerations for further disgnastic testing
Dxwgen: [nitiate only for persistent 07 sat < 0%

Alnustarsl Wekght-based Dasing

ntinuous

)l administered by metered-dose inhaler with spacer (MDI-S) is not well
revention Program (NAEPP) guidelines state that "equivalent
lo 12 puffs) of a short-acting beta-agonist by MDI-S with a VHC or by

fikg (22.5 to 30 microgram/kg) with a maximum of eight puffs (720
rided for young children weighing less than 20 to 30 kg (44 to 66 pounds),

1 weight, as with continuous albuterol nebulization:

:e doses, then every one to four hours as needed.

hould be employed by all patients, and infants and young children should
v resistance valve (picture 1). Mouthpieces are preferable to facemasks for
educe lung deposition. (See “The use of inhaler devices in children”,



Gyakorlatok

* Dexamethason (p.o. is) rovidebb
hospitalizacios id6

Dexamethasone for Acute Asthma Exacerbations in
Children: A Meta-analysis

AUTHORS: Grant E. Keeney, MD,* Matthew P. Gray, MD,?
Andrea K. Morrison, MD, MS,® Michael N. Levas, MD,?
Elizabeth A. Kessler, MD, MS,* Garick D. Hill, MD, MS,* Marc
H. Gorelick, MD, MSCE,* Jeffrey L. Jackson, MD, MPH"*

Departments of “Pediatrics, and “General Internal Medicine,
Medical College of Wisconsin, Milwaukee, Wisconsin; and

BACKGROUND AND OBJECTIVE: Dexamethasone has been proposed as
an equivalent therapy to prednisone/prednisolone for acute asthma
exacerbations in pediatric patients. Although multiple small trials

<Zablocki VAMC, Milwaukee, Wisconsin exist, clear consensus data are lacking. This systematic review and
KEY WORDS meta-analysis aimed to determine whether intramuscular or oral
dexamethasone, prednisone, prednisolone, asthma, status dexamethasone is equivalent or superior to a 5-day course of oral
Bthratics prednisone or prednisolone. The primary outcome of interest was

ABBREVIATIONS return visits or hospital readmissions.

Ml—rnnfidanra intarual



Gyakorlatok

 Ondansetron alkalmazasa mellet’
ritkdabban kell iv folyadékpotlas Clinical Pathway Produces
kbzepesen sulyos hanyasnal Sustained Improvement in
Acute Gastroenteritis Care

{lein, MD, MPH,22 Julie C. Brown, MD, MPH22
Faied oral Consider oral
(‘m‘) challenge

Passed oral




Gyakorlatok

e ALTE helyett BRUE (brief resolved unexplained

event)

e Kizarasi feltételek

Magas és alacsony rizikoju
betegek elklilonitése

o SzUkséges és szlikségtelen
teendbk meghatarozasa

Brief Resolved Unexplained Events
(Formerly Apparent Life-Threatening
Events) and Evaluation of Lower-
Risk Infants: Executive Summary

Joel S. Tieder, MD, MPH, FAAP, Joshua L. Bonkowsky, MD, PhD, FAAP, Ruth A_ Etzel, MD, PhD, FAAP, Wayne
H. Frankiin, MD, MPH, MMM, FAAP, David A. Gremse, MD, FAAP, Bruce Herman, MD, FAAP, Eliot S. Katz,
MD, FAAP, Lecnard R. Krilov, MD, FAAP, J. Lawrence Merritt I, MD, FAAP, Chuck Norlin, MD, FAAP, Jack
Percelay, MD, MPH, FAAP, Robert E. Sapién, MD, MMM, FAAP, Richard N. Shiffman, MD, MCIS, FAAP,
Michael B.H. Smith, MB, FRCPCH, FAAP, SUBCOMMITTEE ON APPARENT LIFE THREATENING EVENTS



escsOkkentés

Fajdalomcsillapitas, terhe

 Tomény cukoroldat
e EMLA krém

* Figyelemelterelés
e Szul6i jelenlét




2%

. Sz BKG ml<|<||<

emmelweis

Brian J. Zink, MD

Anyone,
Anything,

Koszonom a figyelmet! gyRaetae

A History of Emergency Medicine




