
United Kingdom who face significant barriers to accessing
healthcare services. These children often face health risks and
therefore have complex health needs. Hence, it is vital for
healthcare professionals in the emergency department to adopt
a holistic approach to their care as this can have widespread
positive implications beyond their clinical presentation and
may shape their transition into a new country. This opinion
article was undertaken with the aim of highlighting and sum-
marising current best practice recommendations for addressing
the needs of this complex patient group.
Method and Design A step-by-step screening tool (figure 1),
CCHILDS (Communication, Communicable diseases, Health –

physical and mental, Immunisation, Look after (safeguarding),
Deficiencies, Sexual health) was formulated. This was created
following a review of the literature, consultation with paediat-
ric emergency clinicians and the use of current protocols in
related disciplines (e.g. HEADDSS assessment tool). This tool
can be used in the emergency setting by healthcare professio-
nals in the assessment of refugee and asylum-seeking children
and can serve as an aide memoire to cover the key aspects of
a consultation.
Results and Conclusion This opinion article summarises three
main aspects in the assessment of a refugee or asylum-seek-
ing child in the paediatric emergency department. Firstly, the
key considerations regarding the child’s background prior to
entering the UK and the barriers they may encounter to
accessing healthcare. Secondly, the healthcare assessment
upon arrival to the emergency department and a framework
that could be used for clinical assessment. Finally, the consid-
eration of their long-term healthcare needs and the impor-
tance of empowering these young individuals to lead a
healthy lifestyle.

1657 TRAUMA IMAGING APPROPRIATENESS IN PAEDIATRIC
PATIENTS CONVEYED TO A TRAUMA UNIT COMPARED
TO A MAJOR TRAUMA CENTRE – A RETROSPECTIVE
OBSERVATIONAL STUDY

1Owen Hibberd, 2James Price, 2Amy Laurent, 3Shruti Agrawal, 4Edward Barnard.
1Cambridge University Hospitals NHS Foundation Trust and Blizard Institute, Queen Mary
University London; 2Cambridge University Hospitals NHS Foundation Trust; 3Cambridge
University Hospitals NHS Foundation Trust and University of Cambridge; 4Cambridge
University Hospitals NHS Foundation Trust and Academic Department of Military Emergency
Medicine, Royal Centre for Defence Medicine (Research and Clinical Innovation)

10.1136/emermed-2022-RCEM2.32

Aims, Objectives and Background Appropriate and timely imag-
ing improves trauma outcomes. In adults, the default is
whole-body computed tomography (CT). However, in children
more selective imaging should be used. In those requiring CT,
the national standard is imaging £30mins of arrival. The aims
of this study were to compare appropriateness of CT and
time to initial CT in paediatric trauma patients conveyed
directly to a major trauma centre (MTC) with those initially
treated in a trauma unit (TU) and then transferred to an
MTC.
Method and Design A retrospective observational study in
the East of England MTC (2015–2020). All paediatric
trauma patients meeting Trauma Audit Research Network
(TARN) criteria who arrived at the MTC £24hr of injury
and underwent CT imaging within 12 hours of arrival were
included.

Data were obtained from the MTC trauma office and clinical
records were independently reviewed by two authors. The Royal
College of Radiologists guideline for paediatric trauma was used
to assess the appropriateness of the CT imaging strategy.Combined
data were stored in a Microsoft Excel sheet and analysed in Prism
9 for macOS (GraphPad). Data are reported as number (percent-
age), and median [inter-quartile range]. Proportions were com-
pared with a Fisher’s Exact test; differences between median
values were compared with a Mann-Whitney U test.
Results and Conclusion In the study period n=315 patients
were identified. 229 (72.7%) underwent CT <12hrs and were
included in the analysis: n=93 MTC, n=136 TU, table 1. CT
imaging was judged as appropriate in n=77/93 (82.8%) MTC
and n=104/136 (76.5%) TU scans, p=0.32. The median time
to first CT was 35.0 [26.0–75.0] minutes MTC, and 76.0
[48.0–109.0] minutes TU, p<0.0001.

We have demonstrated room for improvement in paediatric
CT trauma imaging appropriateness across the network, but
this is not significantly different between the MTC and TUs.
However, time to initial trauma CT was significantly shorter
in the MTC.

1804 SURVEY OF DISCHARGE PRACTICE AND REVIEW OF
SAFETY-NETTING INSTRUCTIONS FOR CHILDREN
ATTENDING EMERGENCY DEPARTMENTS IN THE UK &
IRELAND WITH ACUTE WHEEZE OR ASTHMA: A PERUKI
STUDY

1Romanie Hannah, 2Richard Chavasses, 3James Paton, 4Emily Walton, 5Damian Roland,
3Steven Foster, 6Mark Lyttle. 1The Royal Alexandra Children’s Hospital, Brighton;
2Respiratory Paediatrics, St George’s University Hospitals NHS Foundation Trust; 3School of
Medicine, College of Medical, Veterinary, and Life Sciences, University of Glasgow;
4Children’s Emergency Department, Royal Alexandra Children’s Hospital, Brighton;
5Paediatric Emergency Medicine Leicester Academic (PEMLA) Group, Children’s Emergency
Department, Leicester Royal Infirmary; 6Research in Emergency Care, Avon Collaborative
Hub (REACH), University of the West of England, and Bristol Royal Hospital for Children

10.1136/emermed-2022-RCEM2.33

Aims, Objectives and Background Acute wheeze is one of the
commonest reasons for childhood Emergency Department
(ED) attendances. Ongoing recovery following discharge
should be supported with robust safety-netting advice includ-
ing advice for ongoing bronchodilator use. Evidence for recov-
ery bronchodilator dosing is lacking, likely leading to variation
in advice across the UK and Ireland.

Abstract 1657 Table 1 CT appropriateness and timing associated
with transfer status at a single MTC

Primary

Attendance to MTC

Secondary Transfer

to MTC

CT <12 hours of hospital arrival/n(%) 93 (41%) 136 (59%)

Age in years/median [IQR] 9.8 [5.4 – 14.1] 9.3 [3.5 – 13.8]

Male sex/n (%) 58 (62%) 96 (71%)

Injury Severity Score/median/[IQR] 18 [10 – 29] 16 [15 – 25]

Hospital arrival to first CT interval

(minutes)/median [IQR]

35 [26–75] 75 [47–108]

CT whole body (% of CT at TU/MTC) 47 (51%) 47 (35%)

CT focussed (% of CT at TU/MTC) 46 (49%) 89 (65%)

CT appropriate (% of CT at TU/MTC) 77 (83%) 104 (76%)

Abbreviations: CT = Computed Tomography; IQR= Interquartile Range; MTC = Major
Trauma Centre; TU = Trauma Unit.
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This study aimed to describe discharge practices, exami-
ning consistency and quality of safety-netting advice
(including bronchodilator plans) when discharging children

with wheeze or asthma, and identify opportunities for
improvements
Method and Design This two-phase study was conducted
across PERUKI registered sites between June 2020 – Septem-
ber 2021. Phase 1 consisted of single site survey responses
regarding departmental discharge practices for acute wheezy
presentations. During phase 2, discharge instructions provided
for caregivers underwent formal review. Data abstraction tools
were developed based upon existing literature regarding writ-
ten wheeze safety-netting information, BTS/SIGN 2019 asthma
guidelines, NICE safety-netting recommendations and the BTS
Asthma Discharge Bundle.
Results and Conclusion This two-phase study was conducted
across PERUKI registered sites between June 2020 – Septem-
ber 2021. Phase 1 consisted of single site survey responses
regarding departmental discharge practices for acute wheezy
presentations. During phase 2, discharge instructions provided
for caregivers underwent formal review. Data abstraction tools
were developed based upon existing literature regarding writ-
ten wheeze safety-netting information, BTS/SIGN 2019 asthma
guidelines, NICE safety-netting recommendations and the BTS
Asthma Discharge Bundle.

National comparison of discharge practices and written
safety-netting information for wheezy children attending EDs
showed wide variation. This highlights the need for evi-
dence-based guidance to improve and standardise care, pro-
viding consistent discharge and safety-netting advice for
carers.

1690 CAN TRIAGE BASED INTERVENTIONS REDUCE LENGTH
OF STAY IN A PAEDIATRIC EMERGENCY DEPARTMENT?
A LITERATURE REVIEW

Carl Leith van Heyningen. University College London Hospital

10.1136/emermed-2022-RCEM2.34

Aims, Objectives and Background In a busy paediatric emer-
gency department triage decisions are critical to patient flow
(see figure 1). In addition to sorting patients by acuity the ini-
tiation of early interventions at triage is pivotal. Effective use
of triage has the potential to significantly reduce lengths of
stay.1,2

Method and Design Adhering to PRISMA guidelines, we uti-
lised the key words ‘children’, ‘triage’ and ‘length of stay’ to
search the MEDLINE and COCHRANE databases for relevant
studies. Inclusion and exclusion criteria allowed a focused
interrogation of the literature over the last two decades. Bib-
liographies & specialist journals were also searched to prevent
important omissions.
Results and Conclusion Nine studies (two randomised con-
trolled trials, seven non randomised) were found. Interventions
included; reallocated staff for triage, a paediatrician in triage
and a series of triage nurse initiated treatments, investigations
and protocols. Average reductions in emergency department
length of stay ranged from four to forty four minutes per
patient.

The common principle identified was early decision making.
Statistical significance was demonstrated with few exceptions.
Estimates of bias were low. The quality of evidence was high.

Limitations included; uneven benefit (e.g. whilst overall
length of stay was reduced, some patients waited longer) and
over treatment. Triage nurse initiated treatment stood out as

Abstract 1804 Table 1 Analysis of written safety-netting
information (n=61)

Type of leaflet

1. Discharge – Normal (expected) recovery path 50 (81.9)

2. Combined discharge and AAP 33 (54.1)

- Combined discharge (normal - Combined discharge (normal recovery)

and AAP

16 (26.2)

3. Discharge – with a Normal (expected) path AND abnormal (unexpected/

deterioration) recovery path

31 (50.8)

4. PAAP/ plan for future episodes only 11 (18.0)

General Information provided to caregivers*

Inhaler and Spacer technique 33 (54.1)

Overview of information about wheeze 23 (37.7)

How inhalers work 19 (31.1)

Expected time course for recovery 18 (29.5)

Advice on what to do overnight: 16 (26.2)

- Do not wake to give inhalers overnight 9 (56.3)

- Continue to administer overnight including waking if sleeping 6 (37.5)

- Administer only if felt required 1 (1.6)

Signs of improvement 7 (11.5)

Inhaler side effects 3 (4.9)

Red Flags *

Unable to speak 52 (85.2)

Respiratory distress 51 (83.6)

Inhalers not lasting 4 hours 49 (80.3)

Audible wheeze 40 (65.6)

Coughing 37 (60.7)

Fast breathing or short of breath 36 (59.0)

Poor feeding or drinking 32 (52.5)

Looks pale 31 (50.8)

Not improving after specified period 26 (42.6)

Drowsiness 25 (40.9)

Caregiver is worried 8 (13.1)

Escalation- how to seek help*

Contact GP 47 (77.1)

Call 999 45 (73.7)

Call / reattend hospital 25 (40.9)

Call 111 19 (31.1)

No advice given 7 (11.5)

Where is red flag and escalation advice described

Within PAAP/future episodes information only 31 (52.5)

Within discharge recovery information 28 (47.5)

None described 2 (3.3)

GP Follow-up recommended

GP Follow-up (any) 38 (62.3)

Within 48hr 28 (45.9)

Within 1 week 4 (6.6)

Within 72 hr 3 (4.9)

Other timeframe 2 (3.3)

Within 2 weeks 1 (1.6)

Other support*

Smoking cessation support offered 15 (24.6)

Specialist Nurse 8 (13.1)

Asthma Clinic 4 (6.6)

Open access (OA) 3 (4.9)

Community Nursing Team (CNT) 3 (4.9)

General Paediatric Clinic 1 (1.6)

* Percentages may be greater than 100% as more than one could be selected
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