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The Joint Commission Update

In this column an expert from The Joint Commission provides an update for readers.

Pediatric Safety in the

Emergency Department
|dentifying Risks and Preparing to

Care for Child and Family
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Francine Westergaard, MSN, RN

IGNIFICANT improvements in the under-

standing of patient safety problems and
the development of interventions have oc-
curred in adult medicine, but there is lim-
ited understanding of these issues in pedi-
atrics. Pediatric patients pose challenges be-
cause of their physical size and proportion,
limited ability to communicate, and rapid de-
terioration of their conditions if not quickly
and appropriately treated, compounded by
the fact that most medical devices and medica-
tions used to treat them have not been tested
for this population.’

Several high-profile neonate medication er-
rors in recent years have brought the issue
of pediatric safety into public consciousness,
but nurses and other healthcare professionals
who work in emergency departments (EDs)
have their own every-day experiences that
point to the need for greater attention to
safety for children. One of every 4 patients
seen in US EDs is a child.?> The majority of
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these children are seen at non-children’s hos-
pitals. The large percentage of children seen
in EDs can be attributed to numerous causes,
such as lack of a primary care physician and
use of the ED as an alternative. Common pe-
diatric presentations in the ED include respi-
ratory emergencies such as asthma or croup,
dehydration, shock, head injury, poisoning,
seizures, and anaphylaxis. All such disorders
can become life-threatening if not managed
appropriately.’

Child-specific characteristics that may con-
tribute to risk factors include the following:

¢ physical characteristics—small or varied
size and differing morphology;

e developmental variance and ongoing
development—physiologically complex,
and cognitive, emotional, and social; and

e minor status.

Children in EDs are at a high risk for med-
ication safety events because of the unique
dosing features involved and the stress and
potentially rapid deterioration of the child’s
health status. The use of the ED for primary
care for children also results a lack of a lon-
gitudinal medical history that increases safety
risks. Hand-off communication from shift-to-
shift or among care providers in both written
and verbal forms is often not comprehensive
or accurate.
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A study published in 2006 also found that
most ED staff members are unfamiliar with
how to treat pediatric patients appropriately.*
Although those physicians and nurses who
specialize in emergency pediatrics are see-
ing more complex circumstances that re-
quire advanced care. Premature infants, low-
birth-weight infants, newborns in crisis, and
children with major disabilities and special
healthcare needs all place special demands on
EDs.

ORGANIZATIONAL ISSUES WITH
TREATING PEDIATRIC PATIENTS

Although most children visit general hos-
pitals rather than specialized children’s hos-
pitals for emergency care, the appropriate
services, staff, supplies, and equipment to
treat pediatric patients often are lacking.® A
survey showed that only 6% of the hospi-
tals had all the necessary equipment to care
for children.” Organizations seeking to assess
their ability to provide pediatric emergency
care and improve that care should consider
the following issues:

e Infrastructure to give sufficient voice
to pediatric issues: The Institute of
Medicine? and American Academy of
Pediatrics® (AAP) recommend that hos-
pital EDs appoint a physician coordina-
tor and nurse coordinator to oversee pe-
diatric clinical activities and ensure that
clinicians have the appropriate skills and
knowledge to treat pediatric patients ap-
propriately.

o Staff training and education: The AAP
recommends further that physicians and
nurses staffing the ED have the necessary
skill, knowledge, and training to care for
children of all ages who be brought to the
ED.® There also needs to be consistency
of staffing.

Systems design to support safety: EDs
that do not have quick access to physi-
cians with pediatric expertise can reduce
prescription errors by developing fill-in-
the-blank order sheets to prevent errors
of omission or incomplete instructions.

For example, use of a standardized for-
mat for the medication process might
specify that all children must be weighed
in kilograms, all orders must be double-
checked by another individual at various
points in the medication process, and
so forth. A randomized, controlled trial
found that using a preprinted order sheet
with blank fields to be filled in by the pre-
scribing physician decreased the rate of
medication errors from 16.6% to 9.8%.°
Although hospitals await full implementa-
tion of computerized physician order en-
try systems, the use of preprinted forms
may improve pediatric patient safety in
the ED.

Policy development: Policies, proce-
dures, and protocols that specifically
address pediatric patients are crucial to
strengthening pediatric care, ensuring
that staff receive the proper education
and monitoring compliance. Hospitals
should use available clinical guidelines or
develop their own in consultation with
the AAP’s 12 guidelines.?

To address these issues, one intervention
for improvement is the establishment of a Life-
saving Interventions for Little Youth (LILY)
Team. This team could include pediatricians,
nurses, respiratory care practitioners, phar-
macists, other pediatric clinicians, and emer-
gency medicine staff. The LILY team evalu-
ates and improves the capability and plans
for treating children in the ED and includes
evidence-based approaches to reduce errors
in emergency and trauma care for children. By
using a LILY team, organizations take the ini-
tiative to encourage self-reporting and needs
assessment and keep the ED consistently pre-
pared for meeting the particular needs of chil-
dren safely.

Additional long- and short-term strategies
for maximizing pediatric safety in the ED in-
clude the following:

e Increase availability of dosage forms and
concentrations suitable for pediatric med-
ication preparations. Pediatric dosage
forms should be stored separately from
adult dosage forms.
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e When appropriate, encourage leadership
to implement evidence-based approaches
to reduce errors in emergency and trauma
care for children. The Emergency Med-
ical Services for Children and Pediatric
Emergency Care Applied Research Net-
work are recognized leaders in providing
guidelines and research results.

e Keep all room supplies out of reach of
small patients and their siblings, including
hanging cables, supplies that can cause
injury, and equipment.

e Have the supplies and equipment in the

various sizes needed to support the care

of pediatric patients.

Prepare pediatric supply carts.

Make sure disaster plans include care of

the pediatric patient.

Establish transfer agreements with organi-

zations that can provide a higher level of

pediatric care to help meet the patient’s
needs on entry to care.

e Implement an infant/child abduction pre-
vention plan.

e Have a performance improvement plan
with measures that are specific for pedi-
atrics.

Leadership must be actively involved in this
entire process, committing to the quality of
care for pediatric patients, recognizing the
gaps in care and being willing to support nec-
essary changes, and sustaining implementa-
tion of improvements.

NURSING AND PEDIATRIC PATIENTS

Nurses play a role in all patient safety efforts
and should be involved in efforts to enhance
staff performance that leads to improved pe-
diatric care in the ED. The bedside nurse is
the gatekeeper for the patient and family and,
therefore, must be responsible for ensuring
safe care. Three areas that are particularly
relevant to nursing include communication,
medication management, and infection con-
trol. Strategies that nursing leaders can use
to improve care in these areas includes the
following:

e Clinician communication: Root-cause
analyses reviewed by The Joint Commis-
sion consistently reveal that a majority
of sentinel events in hospitals are caused
by communication problems, among
other contributing factors. Communica-
tion strategies within the ED should be
designed to provide double-checks and
verbal confirmations before treatments
are provided. The Situation-Background-
Assessment-Recommendation (SBAR)
communication method provides a
framework for communication among
members of the healthcare team about
a patient’s condition and is a useful tool
for the ED. The SBAR communication
technique leaves no basic questions
unanswered, prevents assumptions,
and allows team members to provide
necessary information without being
interrupted. The SBAR method focuses
on the following: What is the problem
(situation)? What information is relevant/
required (background)? What is the
patient’s status (assessment)? What needs
to be done (recommendation)? The SBAR
method is especially useful in reducing
risk related to hand-off communication,
such as when hand-offs in the ED occur
among nurses on different shifts; among
nurses in the ED and the inpatient unit
when the patient is admitted; between
specialists and ED physicians and nurses;
and between nurses and transport staff,
radiologists, psychologists, and any
other individual who may need to take
responsibility for the pediatric patient.

Pediatric medication safety: The inci-
dence of medication errors in pediatric
patients is estimated as high as 1 in 6.4
orders.!® The challenges related to pe-
diatric medication systems include wide
variation of patient size, different dosing
needs that are dependent on pharmacoki-
netic parameters related to development,
individualization of doses, a lack of med-
ications packaged for pediatric needs,
and difficulty delivering micro-doses. The
bedside nurse must be diligent when
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reviewing pediatric medication orders,
preparing medication for children, ad-
ministering medication to children, and
evaluating the response of the child af-
ter a medication has been delivered.!!
To improve pediatric medication safety,
policies should support optimal dosing
by using milligram per kilogram (mg/kg)
measurements and showing calculations.
Other strategies include the use of unit
dose packaging of medications for indi-
vidual patients; standardization of infu-
sion concentrations; standardization of in-
fusion pumps; use of technology such
as “smart” pumps and clinical informa-
tion systems with maximum dose alerts
and clinical decision support; and robust
medication error tracking and analysis.
In addition, nurses should play a role in
discharge teaching. Discharge teaching
requires clear, concise directions for the
caregiver and should include a return
demonstration of medication administra-
tion from the family member. This will
provide the family member with practice
prior to the first administration of the
medication.

Infection control: Issues related to pe-
diatric infection control and prevention
vary with age and instrumentation. Vac-
cination history also can be significant.
Hand hygiene is the single most effec-
tive preventive measure. Infection con-
trol and prevention measures should
include anticipation of the need for in-
fection control in certain patients (eg,
cystic fibrosis, HIV, prolonged hospital-
izations, antibiotic therapy or prophy-
laxis, long-term care, day care, rehabili-
tation patients, history of past infection)
and routine empiric isolation of symp-
tom complexes. Infection control guide-
lines for the pediatric population in the
ED should be streamlined and easily ac-
cessible for isolation and visitor poli-
cies. Appropriate, up-to-date vaccination
of patients and healthcare workers for in-
fluenza, varicella, pertussis, and pneumo-

nia also must be part of infection control
efforts. Finally, education should be recur-
rent and intermittent for healthcare work-
ers, patients, family, and support staff.
Front-line nurses can mount a campaign
to hold healthcare providers accountable
for preventative measures. Simple hand-
ing washing and equipment disinfection
among patient applications can prevent
the spread and cross-contamination of pe-
diatric patient infections in the hospital.

Nurses also can play a role in 2 other ar-
eas related to pediatric patients and improv-
ing safety. First, nurses should increase the
important partnership that is the foundation
for family-centered care. Gone are the days of
restricted visitation policies for family mem-
bers. Nurses are the advocates who should
focus on the inclusion of family members in
the decision-making process; presence dur-
ing procedures and resuscitation; and bidirec-
tional education that occurs among children,
families, and healthcare providers.!? Given
that the patient may not be able to commu-
nicate, the family also plays an important role
in providing information to the caregiver to
assist with correct diagnosis and treatment
decisions.

Second, front-line staff, such as nurses, also
must appreciate the importance and signifi-
cance of occurrence reporting.!3 It is impos-
sible to determine exactly how many safety
events have occurred with children since
events are underreported. The organization’s
leaders must make reporting a nonpunitive
event so that the front-line staff come to value
the significance of reporting.

ESTABLISHING BENCHMARKS

Standardized approaches to communica-
tion, medication management, and infection
control for pediatric patients in the ED re-
quire monitoring and modification, as appro-
priate, to ensure effectiveness. Hospitals mea-
sure performance in those areas to assess
and improve performance as well as to meet
accreditation and regulatory requirements.
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Benchmarks specifically related to pediatric
safety in the ED have thus far, though, been
sparse. Joint Commission Resources, the not-
for-profit affiliate of The Joint Commission,
recently developed an online survey instru-
ment to measure the pediatric safety environ-
ment in hospital EDs. The purpose of this in-
strument is to assist EDs in identifying op-
portunities for improvement and to track im-
provement in pediatric safety over time.

As the volume of respondents builds, the
anonymous survey responses will be analyzed
to create a reference (eg, benchmarks) so
that hospital EDs will be able to see how
their scores compare to others. To get a
complete picture of the ED and hospital
environment, survey participation is being
sought from across disciplines and leadership
such as senior leaders (individuals who have
responsibility for the entire organization,
such as a chief executive, vice president, or
equivalent); department heads or managers
(individuals with management responsibility
in the ED); physicians, including hospitalists;
and staff, including nurses, aides, technicians,
and allied health staff. Each participating
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CONCLUSION

There is growing evidence that the epi-
demiology of errors and risk is different
for children than in adult medicine. An en-
hanced pediatric presence throughout emer-
gency care is necessary to make emergency
care safer for the growing numbers of chil-
dren who seek care in this setting. The strides
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counting for human limits to reduce risk and
prevent harm in adult medicine should be ex-
amined to address the complex issues facing
all EDs that treat children. By identifying the
problems, solutions that will improve patient
safety and care can be implemented.
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