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•	 The use of pulse oximetry in children is highly recommended; however, caution should be 
taken when pulse oximetry is used for anything other than trending patient compensation or 
response to therapy.

•	 A method of determining mentation in a noncommunicative child is the TICLS (tone, 
interactivity, consolability, look/gaze, speech/cry) scale.

Tone	 Is there vigorous movement with good muscle tone, or is the child 
limp?  Extremities should move spontaneously, with good muscle tone; 
should not be flaccid or move only to stimuli.

Interactivity	 Is the child alert and attentive to surroundings, or apathetic?  Will the 
child reach for a toy?  Does the child respond to people, objects, and 
sounds?  Should not be listless, obtunded, or lethargic.

Consolability	 Does comforting by the caregiver alleviate agitation and crying?
Look/Gaze	 Do the child’s eyes follow your movement and maintain eye contact 

with objects or people, or is there a vacant gaze?
Speech/Cry	 Are vocalizations strong, or are they weak, muffled, or hoarse?

•	 Children normally have warm dry skin.  A child who is cool or clammy to the touch is one 
who is under significant stress.

•	 Retinal hemorrhage is pathological and is associated with a variety of causes.  It is a specific 
diagnostic criterion in “shaken baby” syndrome.

•	 Papilledema of increased intracranial pressure is more likely in an older child with closed 
cranial sutures.

•	 Proper position and holding of otoscope facilitates a comfortable exam.  As the middle ear 
pressure or fluid increases, the tympanic membrane (TM) becomes less mobile.

•	 In infants the pinna should be pulled down and backward.  In children 3 and over it should 
be pulled up and back.

•	 Abnormal TM findings and indications:
–	 Dull, gray, retracted, loss of light reflex, landmarks may be more difficult to see, with 

possible superior injection near short process of malleus is associated with blocked or 
obstructed eustachian tubes.

–	 Dull, bulging, gray, or injected TM is associated with pressure, fluid, or pus accumulating 
in the middle ear.

–	 Red, dull/thick/bulging, with landmarks not visible is associated with acute otitis media.
–	 Orange-amber color, with/without bubbles/fluid lines is associated with serious otitis 

media with effusion, often associated with viral upper respiratory infection or pressure 
changes, such as diving or flying.  TM may be retracted, with landmarks easier to see.

•	 Nasal flaring is associated with respiratory distress.

•	 Central cyanosis can be observed in lips and mucosa.
•	 Pallor may indicate anemia.
•	 Cherry red coloration may be seen in acidosis.
•	 Large red tonsils covered with white exudate are suggestive of streptococcal tonsillitis, espe-

cially if palatal petechiae and red uvula are present.
•	 A unilateral, red, enlarged tonsil suggests peritonsillar abscess.
•	 Obstruction of the upper airway may be caused by epiglottitis, angioedema, or peritonsillar 

abscesses and can make the child’s airway difficult to establish and manage.

Skin:

Ophthalmoscope:

Ears:

Nose:	

Mouth/Pharynx:
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•	 Should have symmetrical expansion.
•	 Decreased expansion may indicate pneumonia, pneumothorax, or foreign body.
•	 Stridor may indicate croup.
•	 Snoring (expiratory) may indicate upper airway obstruction, allergy, or enlarged lymph tissue.
•	 Retractions represent severe difficulty breathing.
•	 Adventitious sounds may represent a number of problems.

•	 Assess peripheral pulses.
•	 Assess peripheral vascular status – color, temperature, edema, skin texture/changes.
•	 Capillary refill should be immediate. 
•	 Skin: pallor, cyanosis (lips, nail beds, ear lobes), mottling are abnormal.

•	 Vomiting, right lower quadrant pain, tenderness, and guarding are significantly associated 
with appendicitis.  The initial symptom is poorly defined periumbilical pain, often associated 
with anorexia.

•	 In up to 60-80% of the infants with infantile hypertrophic pyloric stenosis, a firm, nontender, 
mobile, hard pylorus that is 1-2 cm in diameter, described as an “olive,” may be present in the 
right upper quadrant at the lateral edge of the rectus abdominus muscle.

•	 The Babinski reflex is normal in infants under the age of two years but may represent brain or 
spinal cord injury in older children.

•	 Often overlooked in children in the ED.
•	 Utilize Wong-Baker Faces pain scale when possible, or

–	 FLACC (face, legs, activity, cry, consolability) Non-Verbal Pain Assessment Scale.
•	 Physiologic responses to pain are similar to adult.
•	 Behavioral responses to pain – non-verbal cues

–	 Facial grimacing/flushing
–	 Increased muscle tension
–	 Increased hypersensitivity to environment
–	 Regression in behavior
–	 Behaviors that are exaggeration of “normal”

Lungs:Lungs:

Cardiovascular:

Abdomen:

Neurological: 

Pain:

Wong-Baker Faces Scale

	 0	 2	 4	 6	 8	 10
	 No Hurt	 Hurts	 Hurts	 Hurts	 Hurts	 Hurts
		  Little Bit	 Little More	 Even More	 Whole Lot	 Worst
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•	 If a child looks sick, he likely is sick and will require intervention.
•	 The child’s appearance is generally more important than the chief complaint; always look at 

the child and listen to the parent.
•	 The number one cause of death in children is hypoxia.  Lack of a patent airway or breathing 

adequacy is the most common reason for development of hypoxia.
•	 If a child cannot maintain saturations above 94% on room air, he is in significant distress and 

requires supplemental oxygenation.
•	 Stiff lungs require higher airway pressures to ventilate and may result in difficulty performing 

positive pressure ventilation.
•	 Bronchospastic conditions, such as asthma, are associated with higher airway resistance and 

may lead to more difficult ventilation states.

There are several clinical signs that must be considered when assessing a sick child.   If any of the 
following signs are present, aggressive intervention should be employed as quickly as possible to 
prevent possible critical deterioration of the child’s condition.
•	 Heart rate greater than 180 BPM
•	 Heart rate less than 60 BPM
•	 Respiratory rate greater than 60/min.
•	 Nasal flaring
•	 Uncorrected noisy respiration
•	 Silent, shallow respirations
•	 Respiratory distress or failure
•	 Cyanosis
•	 Significant hemorrhage
•	 Significant trauma
•	 Fever or history of fever with a global rash
•	 Mottling
•	 Pallor
•	 Alterations in mentation
•	 Seizures
•	 Blank, unfocused stare

Pediatric patients represent approximately 30% of the emergency department patient population.  
Children offer a high level of intricacy and complexity, but with the appropriate diagnostic and 
therapeutic maneuvers they are an enjoyable and challenging part of the health care spectrum for 
the emergency medicine practitioner.

Physical Exam  
“Red Flags”:

Risk Management:

FLACC Scale    

FACE
0 

No particular expression or smile
1 

Occasional grimace or frown, 
withdrawn disinterested

2 
Frequent to constant frown, 
clenched jaw, quivering chin

LEGS 0 
Normal position or relaxed

1 
Uneasy, restless, tense

2 
Kicking, or legs drawn up

ACTIVITY
0 

Lying quietly, normal position, 
moves easily

1 
Squirming, shifting back and forth, 

tense

2 
Arched, rigid, or jerking

CRY
0 

No cry (awake or asleep)
1 

Moans, or whimpers, occasional 
complaint

2 
Crying steadily, screams or sobs, 

frequent complaints

CONSOLABILITY
0 

Content, relaxed
1 

Reassured by occasional touching, 
hugging or “talking” to, distractible

2 
Difficult to console or comfort

Conclusion:
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standard of care.
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