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will need even before they arrive.” It’s also
important to provide a call-back number 
so the Emergency Department physicians
can provide the necessary follow-up with
the referring physician.

Getting Your Patients into the
Emergency Department Faster

C
hildren’s Emergency
Department is the only
Level I Pediatric Trauma
Center in the District of
Columbia and for Southern

Maryland. It provides a full range
of diagnostic services and treatment
for acutely ill or injured patients.
The nature of emergencies makes
the Emergency Department an
unpredictable place for patients
and families. However, referrals
from community or primary care
providers can expedite the care
that patients receive in Children’s
Emergency Department. 

According to James
Chamberlain, MD, division 
chief of Emergency Medicine 
and Trauma Services, physicians
making referrals should call with 
a clear expectation for what they
want from the referral to the
Emergency Department.
“Emergency Medicine physicians
can work from an advantaged
starting point when the referring physician
says, for example, ‘Can you evaluate this
patient for ____?’ and puts a name to the
suspected diagnosis,” says Dr. Chamberlain.
“The telephone contact, rather than simply
a written referral, helps us to triage how
sick the child is and what resources they
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“Telephone contact,
rather than simply
a written referral,
helps us to triage
how sick the 
child is and what
resources they will
need even before
they arrive.”

—James Chamberlain, MD
division chief of Emergency
Medicine and Trauma Services

James Chamberlain, MD
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Children’s Neonatal and
Pediatric Transport Team

Children’s Transport Service is
composed of two highly trained
specialty teams, the Neonatal and
Pediatric Transport Teams. More
than 4,000 newborn and pediatric
patients are transported each year,
providing service not only to the
metropolitan area, but also to areas
out of the region for specialty 
services such as the NICU, PICU
and Cardiac Surgery. The state-of-
the-art mobile intensive care units
are available 24/7 and are fully
equipped with pediatric-sized 
medical equipment that is not 
standard in most ambulances. 

The team transports and cares for
newborns and children who require
specialized neonatal or pediatric
care, as well as those with life-
threatening conditions, illnesses, 
or injuries, such as prematurity,
congenital heart disease, asthma,
heart conditions, seizures, and
traumatic injuries.

The Transport Team collaborates
with the referring hospital’s medical
staff to ensure the patient arrives
safely at Children’s for specialized
medical care. The team also works
closely with the patient’s health-
care providers to ensure that the
patient’s entire continuum of care
is seamless.

A neonatologist or pediatric 
emergency care physician facilitates
an initial telephone consultation,
determines the most appropriate
composition of the team and mode
of transportation, and continues to
be in contact with the team through-
out the transport. During transport,
the medical team monitors the
patient and provides treatment
along the way as necessary. 
Upon arrival, a team of specialists
continues the medical care.

To arrange a transport or speak
with a team member, contact
Children’s Emergency
Communication and Information
Center at 202-884-LIFE.

Dr. Chamberlain notes that coordinating
care for many of the children who come
into the Emergency Department is just one
of the many challenges facing pediatric
emergency medicine today. Children often
come in with multiple health problems.
The management of referred patients in
the Emergency Department is effectively
facilitated when the emergency medicine
physicians have data, such as lab test
results, copies of x-rays, CT scans, and
sonograms. Parents need to bring copies
of these items or test results can be faxed
directly to the Emergency Department. 

The mode of transport can be a critical
component to effective use of the Emergency
Department. Distance, acuity of the patient
and safety should be considered, such as
should the child come by ambulance, 
special transport vehicle or private car?

It is particularly helpful when the
referring physician prepares the parents 
for what to expect when the child arrives.
If a child is being referred because of 
concern for a serious condition, such as
meningitis or leukemia, it is important to

share that information with the family. 
It is better that they hear this first from a
doctor with whom they have a relationship.
Probably most important, parents should
know that there may be a significant 
wait, although this can often be minimized
when the physician calls ahead with 
complete medical history information.
There are several things that parents
should not be told because they may 
set false expectations. Examples include:

• Your child will be seen right away
• Your child will be admitted 
• Your child will get a CT scan 

(or other specific diagnostic test)
Finally, all calls for Emergency

Department referrals should go through
Children’s referral phone line at 
202-884-LIFE or 1-800-884-LIFE. This
number will give you access to an attending
physician, who can coordinate the possible
transport and care of your patient and
access the appropriate subspecialists.
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FACE

LEGS

ACTIVITY

CRY

CONSOLABILITY

0 No particular expression 
or smile

1 Occasional grimace or frown, 
withdrawn, disinterested

2 Frequent to constant quivering 
chin, clenched jaw

0 Normal position or relaxed

1 Uneasy, restless, tense

2 Kicking, or legs drawn up

0 Lying quietly, normal position, 
moves easily

1 Squirming, shifting back and 
forth, tense

2 Arched, rigid or jerking

0 No cry (awake or asleep)

1 Moans or whimpers; 
occasional complaint

2 Crying steadily, screams or
sobs, frequent complaints

0 Content, relaxed

1 Reassured by occasional 
touching, hugging or being
talked to, distractible

2 Difficult to console or 
comfort

FLACC 
Scale
Nonverbal Children

Children’s Adopts New Pain Scale

C
hildren’s National Medical Center is implementing a new pain
scale for infants, preschool children and children who are 
nonverbal or have a neuro-developmental disability. The scale 
is known as FLACC, which stands for face, legs, activity, cry, 
and consolability. It is believed that the new scale will make 

it easier for healthcare providers to evaluate pain in children. 
The FLACC scale replaces the Objective Pain Scale (OPS) for 

clinicians, which has been in use at Children’s for about 10 years. 
The OPS assessment for pain includes taking a blood pressure reading
in addition to observable behavior like crying, agitation and other body

language. A team of specialists,
including anesthesiologists, 
pharmacists and nurses, determined
that FLACC is more user-friendly,
allowing the healthcare provider 
to make a quick assessment in 
most situations.

In addition to FLACC,
Children’s uses two other pain scales. The Wong-Baker Faces rating
scale is a series of pictures depicting a happy face and other faces
showing varying degrees of unhappiness, hurt, with the most severe
shown as an expression of a face crying. This scale is used for young
children. Older children and adolescents can communicate their intensity
of pain using a pain rating scale that is a visual bar that rates pain from
zero, representing no pain, to ten, the most severe pain.

Ira Todd Cohen, MD, pediatric anesthesiologist, says the awareness
of pain in children has been growing in pediatric medicine during the
years. Furthermore, The Joint Commission on Accreditation of
Healthcare Organizations identifies screening for pain to be a common
standard of care. “Eventually, these pain scales will be as familiar as 
the Apgar scale is for assessing newborns,” says Dr. Cohen.

Within the next couple of months, new pain scale posters will be
placed in all patient care rooms and outpatient clinics throughout
Children’s National Medical Center.  

“Eventually, these pain

scales will be as familiar 

as the Apgar scale is for

assessing newborns.”
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August 22-27, 2005
Hyatt Regency Bethesda
One Bethesda Metro
Bethesda, MD 20814

Monday - Friday: 8:00 am - 7:00 pm
Saturday: 8:00 am - 12:30 pm

Course Description

T
his course is designed and 
recommended for physicians 
preparing for either certification or
the recertification examination of 
the American Board of Pediatrics in

General Practice. The practicing pediatrician,
family physician or pediatric sub-specialist
who is not considering either examination
will also benefit from this intensive
refresher course in pediatrics. For those
individuals who have had difficulty
preparing for and taking examinations,
this program offers not only an extensive
review of content but also practice in 
visual diagnosis and experience in taking
a practice examination under simulated
conditions.

This Pediatric Board Review will provide
a comprehensive up-to-date review of the
theory and practice of pediatrics. At the
conclusion of this course the participants
should be able to:
• Demonstrate increased knowledge of

general pediatrics
• Compare current knowledge with 

information presented
• Identify areas of weakness requiring 

further study
• Integrate the extensive syllabus with

current resources

O
nce again, Children’s 
summer camp for epilepsy,
CAMP GREAT ROCK, is
seeking nurses/paramedics
to volunteer for the one-

week overnight camp July 30 to
August 5, 2005. Duties include
administering general first aid, 
distributing medication and 
ensuring a safe and healthy 
camp environment. Senior 
nursing students and nurse 
practitioner students needing 
clinical hours/internships would
benefit from the camp experience.
Contact Marian Kolodgie, Epilepsy
nurse practitioner, for more 
information at 202-884-2649.

NEWSNOTES

• Recognize the format and style of 
Board questions

• Apply the test-taking experience gained
through daily practice, individual diagnosis
and simulated examinations

• Experience a greater degree of confidence
in preparing for the Board examination

Accreditation
Children’s National Medical Center is

accredited by the Medical Society of the
District of Columbia to sponsor continuing
medical education for physicians. Children’s
takes responsibility for the content, quality
and scientific integrity of the CME activity.

CME Credit
Children’s designates this continuing 

medical education activity for up to 
52 credit hours in Category I of the
Physician’s Recognition Award of the
American Medical Association. 

Fees
Physician-in-Practice — $825
Physician-in-Training — $625
Children’s Physician — $600
Children’s Alumni — $600

The deadline for refundable registration
is July 29. The final deadline is August 15.
Questions can be directed to CME events
coordinator Dee White at 202-884-3941 
or dwhite@cnmc.org. For more detailed
information and to register, visit
www.dcchildrens.com/boardreview. 

15th Annual Children’s National Medical Center
Pediatric Board Review

CAMP NEW FRIENDS
For children with

Neurofibromatosis
July 23 – 29, 2005

CAMP CONNECT
For children with 

Tourette Syndrome
August 13 – 16, 2005

To learn more about these
camps, call Sandra Cushner

Weinstein, PT, LICSW, at 
202-884-5142 or e-mail 
scushwei@cnmc.org.
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Gerard A. Gioia, PhD,
a pediatric neuropsychologist,
is the director of Children’s
Safe Concussion Outcome,
Recovery and Education
(SCORE) program.

Jennifer A. Janusz, PsyD,
a pediatric neuropsychologist,
is the assistant director of the
SCORE program. 

Rebecca A. Demorest, MD,
is the medical director of
Children’s Pediatric Sports
Medicine program.

T
he Safe Concussion
Outcome, Recovery &
Education (SCORE) 
program at Children’s
National Medical Center 

is committed to assisting 
community pediatricians
with assessment and man-
agement of mild traumatic
brain injury (TBI). This arti-
cle covers assessment of
the mild TBI. Management 
of the mild TBI will be
covered in the fall issue
of Children’s Medical
Currents.

Mild traumatic brain
injury, also known as
concussion, represents

the predominant form of acquired brain
injury (80-90 percent) in children. When a
mild TBI occurs, patients typically present
to either the Emergency Department or
their primary care pediatrician’s office.
Recent incidence figures by a 2004 CDC
report (Langlois et al., 2004) found 435,000
average annual visits to United States
Emergency Departments for TBI for children
0-14 years of age, and an additional 129,000
visits for 15-19 year olds. A 1995-1997 
study of annual TBI pediatric office visits
(Schootman & Fuortes, 2000) reports
125,000 annual visits for children in the 
0-14 age range. These incidence figures
include only those children who are 
identified and diagnosed. 

Mild TBI often escapes diagnosis or is
not diagnosed in a timely fashion, resulting
in unnecessary problems. Early medical
identification of mild TBI in children and
adolescents is therefore critical to effective
management and reduced long-term
sequelae. The course of post-concussion
symptomatology varies widely among 
children and adolescents, with some 
individuals experiencing symptom resolution
within several hours, others in several
days, and others with prolonged symptoms
for weeks or months, requiring specialty
follow-up care. The cognitive, somatic
and/or emotional symptoms associated
with mild TBI can often result in significant
functional problems with school-related
performance and completion of daily 
tasks at home, as well as social-emotional
difficulties with peers or adults. 

Pediatric Office Assessment. An 
organized and focused mild TBI assessment
tool and action plan is essential to telephone
and clinical evaluation. 

Suggested areas for assessment after a
mild TBI: 
1. How the injury occurred and the cause:

“Can you tell me what happened?”
Cause: MVA__ Pedestrian-MVA__
Bicycle-MVA__ Fall__ Assault__ 
Sports__ Other___

2. Presence of retrograde and anterograde
amnesia (memory loss): 
• Retrograde Amnesia: At the time of the
injury, were there any events 

by Gerard A. Gioia, PhD, and Jennifer A. Janusz, PsyD,
Safe Concussion Outcome, Recovery & Education (SCORE) Program
Rebecca A. Demorest, MD, Medical Director, Sports Medicine

CONCUSSIONS:
Guide to Identification and Management
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Definition of Mild
TBI/Concussion 

Aconcussion may be
caused by a direct 
blow to the head or

elsewhere on the body from 
an “impulsive” force transmitted
to the head, typically resulting
in immediate and short-lived
impairment of neurologic 
function. It may cause 
neuropathologic changes, 
however, the acute clinical
symptoms largely reflect a
functional disturbance rather
than a structural injury. It may
cause a gradient of clinical 
syndromes that may or may not
involve loss of consciousness.
Resolution of the clinical and
cognitive symptoms typically
follows a sequential course 
but varies widely from person
to person. A concussion is
most often associated with 
normal results on conventional
neuroimaging studies. Signs
and symptoms cluster into
three types: any change in 
cognition, somatic function
and/or behavior and emotional
function.

immediately BEFORE the injury that the
child has no memory of (even for a few
minutes)?
• Anterograde Amnesia: Were there any
events immediately AFTER the injury that
the child has no memory of (even for a
few minutes)?

3. Loss of Consciousness: Did the child 
lose consciousness? If so, for how long?
Loss of consciousness, though significant,
is relatively less common (estimates 
indicate its occurrence in less than 
10 percent of mild TBI) and is not as
predictive of outcome as amnesia.

4. Signs and Symptoms: It is important to
assess all three classes of symptoms. 
Ask the parent to report observations 
of symptoms or ask the child to report
their experience of symptoms since
injury. For any symptom, if the parent
indicates, My son/daughter usually has
that symptom–ask, Are they experiencing
this symptom more than usual or in a
different manner than usual?

5. Functional Effects. Determine in what
ways the symptoms are affecting the
child’s daily functioning at home or
school. For example,
• At home, Is the child having difficulty

carrying out tasks or following direc-
tions? Are they more forgetful? More
irritable or less tolerant of siblings? 
Less interested in playing with friends?

• At school, Is the child having difficulties
following the teacher’s instruction?
Reading to themselves? Completing
work in a timely way? Struggling 
with tests?

6. RED FLAGS: Serious signs to watch for
during the first 24-48 hours.
Patients should be referred for more
urgent medical care with any of the 
following:

• Headache that worsens
• Looks very drowsy or can’t be woken up
• Can’t recognize people or places
• Repeated vomiting
• Unusual behavior, confusion or irritability
• Seizures

• Weakness or numbness in arms
or legs

• Unsteady on feet, slurred
speech

Symptom Tracking 
and Referral

If the child is symptomatic,
systematic daily tracking of the
course of recovery should be
standard. With post-concussion
symptoms that persist for more
than 2-3 days, referral to a 
specialist in TBI, such as the
SCORE program, should be 
considered at 202-884-2429.

See part two on “Management 
of TBI” in the Fall issue.

SOMATIC (12)
Headache
Nausea
Vomiting
Balance problems
Dizziness
Double or blurry vision
Fatigue
Sensitivity to light
Sensitivity to noise
Numbness or tingling
More clumsy
Drowsiness

COGNITIVE (7)
Mentally foggy
Slowed down
Difficulty concentrating
Difficulty remembering
Confused with directions
Answers questions more slowly
Appears dazed or stunned

EMOTIONAL (4)
Irritability
Sadness
Appears more emotional
Nervousness

POST-CONCUSSION SIGNS AND SYMPTOMS
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T
he divisions of Otolaryngology and Hearing & Speech have a new program
for children with voice disorders due to structural or functional problems. 
The director of the voice program, pediatric otolaryngologist Sukgi Choi, MD,
and speech pathologist Chris Ritthaler, MSCCC-SLP, hold voice clinic one day
each month for children with a variety of voice difficulties. During his/her

voice clinic visit, the child has a full otolaryngologic examination including 
videolaryngoscopy with stroboscopy and complete voice evaluation. The strength
of the program is the close coordination between ENT and speech pathology,
which allows children to receive full evaluation and recommendation for further
treatment during one office visit.

Children who may benefit from a visit to the voice clinic are those with chronic
cough, suspected laryngopharyngeal reflux (gastroesophageal reflux disease involving
the upper and/or lower airway), suspected paradoxical vocal cord motion or vocal
cord paralysis, and children with voice and resonance disorders such as 
vocal nodules, cysts and velopharyngeal insufficiency.

The most common reason that children are seen in this clinic is for evaluation
and management of vocal nodules. These nodules, similar to a callus, can cause
severe hoarseness and even complete loss of voice. Voice therapy involves 
conducting a vocal quality assessment, learning behaviors to avoid vocal abuses 
and practicing strategies that retrain the use of the voice. A child’s progress is 
followed at 6-month intervals with viodeolaryngoscopy and voice evaluation. 

For more information on the voice clinic or to make a referral, call 202-884-3363.

New Voice Clinic Offers 
Consolidated Services


