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Pediatric emergency medicine (PEM) is a mature dis-
cipline in North America, although it does not exist,

or is still in its infancy, in many regions of the world. Ma-
turity arrives with expectations, which, if unfulfilled, are
likely to result in unrealized potential and indeed early
senility. PEM practitioners need to consider what is ex-
pected of the discipline to achieve full potential.

A myopic outlook leads one to believe that PEM entails
taking care of children in the pediatric emergency depart-
ment (PED). Working in a PED has its challenges, with
limited resources and increased demands. Inpatient bed
shortages, curtailed laboratory services, inadequate staff
and large patient volumes place tremendous stress on the
PED in its role of triaging, treating and ensuring that every
child gets appropriate care.

Yet the PED is an integral part of the hospital system and
works closely with the pediatric intensive care unit (ICU),
pediatric inpatient wards and operating rooms to ensure a
seamless interface to other pediatric subspecialties. Many
of the procedures that were once the realm of specialty ser-
vices are now performed in the emergency department
(ED). Procedures such as endotracheal intubation and pro-
cedural sedation that were facilitated by anesthesiologists
are now an integral part of the PED capability. Stabiliza-
tion and skilled resuscitation, once the domain of special-
ized intensivists, are now managed equally well in the ED
by PEM-trained physicians. Suturing lacerations and re-
ducing closed fractures are now routine for pediatric emer-
gentologists.

The importance of having the PED work closely with
the pediatric ICU and the rest of the hospital has been pre-
viously emphasized.1 The close working relationship be-
tween ICU and EDs is not a cosmetic or romantic notion.

Indeed, a recent adult study showed that a critically ill ED
patient who was delayed for 6 or more hours before trans-
fer to the ICU had an increased ICU and hospital length of
stay as well as higher morbidity and mortality.2 Twenty-
four hours a day, 7 days a week, the PED is a central cog
in the continuum of care from the outside world to the hos-
pital for care workers and practitioners in offices and refer-
ral clinics.

However, even this view of the role of PEM limits its
full potential. On a macro scale, there are many factors that
influence the quality of care that someone receives (Fig. 1).
While some of these factors may seem beyond the scope of
PEM, we would argue they are not. As pediatric emer-
gency practitioners we should be involved in all aspects of
health care, including determining the appropriate physical
facilities, responding to community demands, looking at
health resources, finances, technology, drug procurement,
clinical guidelines and the overarching softer aspects of
care for children. Indeed, many of us are already involved
at a provincial, national and international level in an attempt
to influence many of these factors.

A pediatric emergency physician should be involved in
the entire continuum of care of the acutely ill and injured,
from prevention to rehabilitation (Fig. 2). Advocacy by pe-
diatric emergentologist leaders with respect to accident
prevention and health promotion endeavours such as vacci-
nation campaigns, deterrence of drowning, seat belt legis-
lation and limitation of sports related injuries has provided
untold benefit to our pediatric patients.

PED physicians should work closely with paramedic
teams to ensure appropriate care and resuscitation on
scene. Guiding stabilization at the scene and organizing
safe transport can be vital for the sickest or most injured
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children. Indeed the transport system for many children’s
hospitals is administered by the PED.

The importance of a functional transport system and its
relationship to the PED is starkly underlined by the out-
comes in areas in which one or the other is not well devel-
oped. In the state of Andhara Radesh, India, where PEM
and pediatric intensive care services are excellent, but
where emergency transport is lacking, the outcomes are less
than ideal: 52% mortality for infants less than 1 year of age
and 33% mortality for children aged 1–5 years. Moreover,
almost one-half of the children died within 12 hours of 
admission to the hospital, underlining the late presentation
owing to inadequate prehospital services.3 Proper transport
systems for children is recognized as a neglected global is-
sue.4 In some cases it is done using bicycles with trailers,
tricycles with platforms, motorboats, ox carts,5 taxis and
buses,6 while it is totally absent in many areas.7 We must
become advocates for better transport systems to ensure
safe and stable arrival.

Advocacy for resources (e.g., staff, building, equipment,

etc.) to ensure proper triage and treatment in PEM needs
further emphasis, not only for tertiary care pediatric cen-
tres, but also for outlying institutions so that all children
can aspire to the same standard of care. A vibrant network,
including telemedicine and involvement in education pro-
grams throughout our sphere of influence, provincially and
nationally, cannot be overemphasized.

The pediatric emergency physician should play a pivotal
role in education at all levels: students, residents and
physicians in practice. In addition, the education of allied
health providers such as nursing staff, respiratory thera-
pists and paramedics is of vital importance for the provi-
sion of the care of children. Assuming leadership roles in
advanced trauma life support (ATLS), advanced pediatric
life support (APLS) and pediatric advanced life support
(PALS) courses as well as airway and resuscitation courses
and simulation programs are some of the areas of educa-
tion in which pediatric emergency physicians have
emerged as national leaders. The education of crew 
resource teams from outlying centres to prepare for the

Kissoon and Goldman

454 CJEM • JCMU November • novembre 2007; 9 (6)

Factors influencing
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Fig. 1. Factors influencing quality of care. CPD = continuting professional development; IV = intravenous; HIS = health infor-
mation systems; QI = quality improvement.
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treatment of a critically ill child is also a role that needs to
be assumed by a pediatric emergency physician in tertiary
care centres.

The expertise of the pediatric emergency physician is
also required for local, regional and national disaster plan-
ning, pandemics and toxicological issues that are specific
to children. The PED becomes even more important in
these situations, since it is a point of first contact for most
individuals who are seeking acute care. Rational planning
for untoward events and disasters in any community
should include the PED as an integral part of the entire
process. Such expertise can then be applied in the interna-
tional setting in times of crisis.

Significant contributions in prevention, evaluation and
treatment can be made because of accrued experience with
common conditions. The ED is a fertile ground for answer-
ing questions pertaining to asthma, respiratory distress,
croup, epiglottitis, trauma, poisonings, cardiopulmonary
resuscitation and epidemiological studies pertaining to 
accident prevention. The Pediatric Emergency Research
Consortium (PERC) in Canada 8 and the Pediatric Emer-
gency Care Applied Research Network (PECARN)9 in the
United States are examples of involvement in research 
endeavours.

Involvement of the pediatric emergency physician in

such diverse areas as outlined may seem a daunting propo-
sition. However, it is a reflection of the growth of the sub-
specialty and its central importance to the medical commu-
nity and society at large. Ultimately, the role of the PED
should not be confined within the walls of institutions or
limited by our imagination. It should embrace the wide
range of opportunities available to improve the lives of the
ill and injured, regardless of geographic location.
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Fig. 2. The continuum of care of the acutely ill child.
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