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Thanks for joining

House rules

Confidentiality

Respect



OUTLINE
• Case reviews

• Underlying causes

• Pause for comments and discussion

• Clinical context

• NSW Health guidance (Resources)

Participation encouraged throughout

(But please turn off camera & mute mic when not talking)



Procrustes, in Greek legend, 

was a robber dwelling 

somewhere around Athens. 

Procrustes had an iron bed on 

which he compelled his victims 

to lie. 

Here, if a victim was shorter than 

the bed, he stretched him by 

hammering or racking the body 

to fit. 

Alternatively, if the victim was 

longer than the bed, he cut off 

the legs to make the body fit the 

bed’s length. In either event the 

victim died. 

The “bed of Procrustes,” or 

“Procrustean bed,” has become 

proverbial for arbitrarily—and 

perhaps ruthlessly—forcing 

someone or something to fit into 

an unnatural scheme or pattern



Case 1 – Tom

• 2 years old presents in rural ED

• Lethargy, nausea, vomiting, poor intake, poor urine output

• Pale and irritable

• RR 34, Sats 95%, HR 134, T 37

• Triage 2

• Weight 12.5 kg



Tom - Continued

Seen in 10 minutes

Chest clear, throat mildly congested

UA Trace blood

Impression gastroenteritis

Plan: Trial of fluids



Tom - Management

Reviewed 3 hours later

90 ml of fluid in

Observations stable

Review if worse



Case 1.1 - Tom

Next day: Represents

Vomiting, fever diarrhoea

RR 40 Sats 98% HR 160 T 38.2

Triage 3



THOUGHTS ON THE CASE?

Confidentiality

Respect



Tom- continued

VBG: pH 7.4, CO2 33, Bicarb 21, BE -4

Fluid bolus iv

Admitted to rural site

Dry cough treated with ventolin

5 hrs later RR 50, mild effort, sats 93%, HR 160, T 38.2



Tom- continued

3 Yellow zone obs. Clinical review called, not attended. Second call for 

clinical review

Paediatrician review overnight. Decreased breath sounds right side

Diagnosis: Pneumonia +/- effusion

Consult tertiary hospital. IV ceftriaxone, flucloxacillin, vancomycin



Tom - Transfer

• NETS nurse transfer by road to tertiary hospital

• On arrival RR 60, sats 89%, HR 170, T 38.6

• Severe pneumonia

• Humidified high flow oxygen

• ICU transfer for resp distress and shock



Investigations and Management

Bix - WCC 0.4, Neut 0.2

US - pleural effusion

Theatre for bone marrow and thorascopy

200mL dark fluid drained - strep pneumoniae

Arrested intraoperatively. No ROSC



•How can this help local 

management?

•Would you have done anything 

differently?

DISCUSS



Pediatric ED Presentations – key points

Respiratory problems can look non-specific

Respond to early signs of deterioration

If escalation get blocked go harder

Antibiotics are just the beginning

Cardio respiratory support



Bree
6 year old girl

Diarrhoea 1 week

Noted by others to appear lethargic and pale

Respiratory Rate 28

Respiratory distress Mild with slight intercostal recession

Oxygen Saturations 88% in room air

Heart Rate 115 

Blood Pressure 89/41

Temperature 36.5 degrees

AVPU responds to voice

ED triage 2 



Bree - Cont

Background:

Developmental delay

prematurity (ex-34/40 weeks) 

chronic lung disease 

atrial septal defect



Bree - Cont

Concerns?



Bree - Cont

Assessed by Dr 

Chest clear, no added sounds

Plan: ECG, AXR, CXR

Working diagnosis – asthma/bronchiolitis

Mgx: Treated with salbutamol

Oxygen then weaned





Bree - Cont

CXR interpreted: signs of bronchiolitis and evidence of airspace opacification in the right 
upper lobe suggestive of atelectasis. 

Observations

HR in blue zone

sats not recorded after oxygen removed

Alertness not recorded

Other vital signs normal

Discharged 2 hours after arrival

Salbutamol 2-4 puffs, 2-4 hourly



Bree - aftermath

Arrested 3 hours after discharge

Unable to be resuscitated

Coronial case

Post mortem results are not yet available to determine the cause of 

death



Comments?



Key points

Risk factors
unaware

co-morbidity

Severity

Bronchiolitis
Illness of infants

Cognitive errors



Grace

4 month old girl in rural hospital

Unwell 3 days, vomiting, decr wet nappies

Triage

RR 60

Respiratory distress

Sats 90-94% in air



Grace
Assessed by GP VMO promptly

Cyanotic episode

Oxygen via nasal prongs– sats to 96%

Mgx:

IV access 20mls/kg of 0.9% Sodium Chloride + 2.5% Glucose 

CXR RUL consolidation

Ampicillin



Grace
Planned transfer to Base Hospital. 

Paramedics queried need for NETS

In transit 

RR 44

Sats 86%

HR 160

Oxygen via Hudson mask



Grace
Assessment at Base Hospital

Severe resp distress, wheezy

HR 194

T 38.4

Triage 2

Salbutamol – RR better, “pinker”

Second iv line

Cefotaxime

NGT coiled – replaced

NETS contacted



Grace

Continuing deterioration

Attempted intubation – bradycardic arrest with ROSC

Second intubation attempt – ETT confirmed, second arrest

Inotropes

NETS retrieval



Grace

Diagnosed with coarctation of the aorta and cardiogenic shock. 

Stent was inserted in theatre

Child died from hypoxic brain injury



Key Points

Cardiac failure can look like respiratory failure

Feel for pulses

Reconsider when not improving/deteriorating

Fresh eyes may see things more clearly

Airway skills in infants



James
4 month old with lethargy, decreased oral intake and barking cough.

Triage

Respiratory Rate 32

Oxygen Saturations     99%

Heart Rate 147

Temperature 36.9

Weight 3.9kg

Siblings at home were also unwell with flu-like symptoms

Triage cat 3. 



James

Assessed by ED Registrar. 

No respiratory distress, no stridor no cough. 

Obs between the flags. 



James

Diagnosis mild croup

Treated 4mg prednisolone plus second dose in 12 hours-time. 

Discharged

Advised to re-present if there were ongoing concerns, or GP in 2 days’ 

time



James
12 hours later found unresponsive, not breathing and cold. 

Drove to ED

In resus cool, mottled, apnoea, no pulse.

Pupils were fixed. 

CPR attempted without response

Coronial case

Sudden Unexpected Death of an Infant 



James

The post-mortem determined the cause of death as sepsis due to viral 

and superimposed bacterial pneumonia. Mild chronic tracheitis noted



Key Points

• “Croup” in a young infant

Uncommon < 6 months, rare < 3 months

More likely structural problem

• Admission criteria

Age, severity, uncertain diagnosis, comorbidity

• Failure to thrive



Resources

Paediatric Watch. Lessons from the frontline.

Paediatric Clinical Guidelines

▪ NSW

▪ RCH

▪ SCHN





Bronchiolitis Algorithm



CONSIDERATIONS IN CHILDREN – DIFFERENTIALS



CONSIDERATIONS IN CHILDREN – INVESTIGATIONS





Questions?

DISCUSSION



CLINICAL TOOLS AND GUIDELINES



E-QuESTs so far

•Atypical Chest Pain - ACS

•Sepsis in the elderly

•Abdominal pain in the elderly - AAA & Ischaemic gut

•Scrotal emergencies

•Deadly headaches

•Paediatric deterioration

•Head injuries

•Opthalmological emergencies

•Mental Health presentations

•Pediatric Emergencies and bronchiolitis



Looking to next month, please…

•Share your cases

•Share your patient safety actions

•Spread the word with your colleagues 

(or send me their email: Nicholas.lelos@health.nsw.gov.au)

What would you like to see / hear about?



Level 4, 67 Albert Avenue

Chatswood NSW 2067

PO Box 699

Chatswood NSW 2057

T + 61 2 9464 4666

F + 61 2 9464 4728

aci-info@health.nsw.gov.au

www.aci.health.nsw.gov.au

Many thanks!

Next E-QuEST
Wednesday 13th June 08:00 am 

Look out for our email survey

We need your responses to guide future 

work


