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ABSTRACT 
In 2010, the International Federation for Emergency Medicine (IFEM) published the 
article “Model Curriculum for Emergency Medicine Specialists”.1 The aim of that 
document was to provide a graduate medical curriculum framework for emergency 
medicine specialist training that countries could use as a resource to develop their own 
curricula and training programs. The “Model Curriculum” contains overarching learning 
outcomes expected of a competent emergency physician. 
 
The IFEM Paediatric Emergency Medicine Special Interest Group (PEMSIG) created this 
document as a supplement to the IFEM Model curriculum document, recognizing the 
specialized care required for paediatric patients. While most emergency physicians will 
have exposure to paediatric patients during their training, incorporation of these 
additional paediatric skills and competencies will ideally translate into better care for 
children presenting with emergency conditions. On the other hand, paediatric trainees 
may have the opportunity to rotate through the emergency department and can 
harness their exposure to trauma and resuscitation management to build on their 
acute care skills. The purpose of this document is to establish a basic curriculum geared 
towards clinicians and emergency practitioners when treating children.  
 
 

INTRODUCTION 
Paediatric Emergency Medicine (PEM) is a subspecialty that bridges the domains of 
emergency medicine and general paediatric medicine. Several countries have specific 
fellowship training programs designed to train PEM specialists from a general 
emergency medicine background and/or from a general paediatric medicine 
background (see table 1).  The majority of children around the world who require 
emergency care are seen by general emergency medicine specialists in high-income 
countries and a variety of generalist physicians in low- and middle-income countries 
(LMIC). This variability in paediatric care across the globe highlights the importance of 
having a minimal competency standard which can easily be achieved and is universally 
accepted.2  

 
1 Hobgood, C et al. “Model Curriculum for Emergency Medicine Specialists”. Accessed 22 March 2019 
https://www.ifem.cc/wp-content/uploads/2016/03/IFEM-Graduate-Model-Curriculum-final-copyedited-
version-Web2.pdf 
2 IFEM PEMSIG. “International Standards of Care for Children in Emergency Departments”. Accessed 22 March 
2019 https://www.ifem.cc/wp-content/uploads/2016/03/International-Standards-for-Children-in-Emergency-
Departments-V2.0-June-2014.pdf 

https://www.ifem.cc/wp-content/uploads/2016/03/IFEM-Graduate-Model-Curriculum-final-copyedited-version-Web2.pdf
https://www.ifem.cc/wp-content/uploads/2016/03/IFEM-Graduate-Model-Curriculum-final-copyedited-version-Web2.pdf
https://www.ifem.cc/wp-content/uploads/2016/03/International-Standards-for-Children-in-Emergency-Departments-V2.0-June-2014.pdf
https://www.ifem.cc/wp-content/uploads/2016/03/International-Standards-for-Children-in-Emergency-Departments-V2.0-June-2014.pdf
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In some countries the national general emergency physician’s curriculum does not 
clearly define the specific knowledge, skills, and attributes to assess and manage 
common paediatric presentations. With the endorsement of the IFEM Core Curriculum 
and Education Committee, the PEMSIG created this supplement to highlight how the 
general learning outcomes in the “Model Curriculum” could be tailored to paediatric 
patient care, and to clarify the differences in managing this particular population. This 
document may be of particular use for those developing emergency training programs 
in LMIC, where there may be considerable gaps in the provision of emergency care for 
children.3 
 
The overall aim of this supplement is to assist trainees, preceptors, administrators and 
faculty with a framework that defines the minimum learning outcomes in PEM. It is by 
no means an exhaustive list of knowledge, skills, and attitudes required for specialized 
paediatric emergency management as many regions do not have the required 
resources for a comprehensive program. Establishing a competency threshold that is 
achievable across regions, within the constraints of local resources, enables the best 
possible care for paediatric patients. 
 

METHODOLOGY 
Research Ethics was applied for at McMaster University, Canada and was waived given 
the purpose of this project for curriculum development. A three-phase Delphi technique 
model was used to develop the objectives. The Delphi technique was chosen for 
developing this supplement because it was the most efficient way to achieve consensus.  
The project was designed so that a broad range of opinion could be sampled, with each 
contributor given equal weighting. While the Delphi model could have been modified to 
include rankings and weighted scores for each objective, the process would take too 
long and would have deterred experts from participating given the time required for 
such an onerous survey. In addition, having each participant carry equal weight would 
change little in the final outcome. 
 
The Delphi technique is a structured means of facilitating communication among 
experts to deal with a complex problem or issue so as to arrive at the best possible 
solution.4 Originally developed by the RAND Corporation, the goal of the Delphi 
technique is to reach a consensus among selected experts over several iterations, with 

 
3 Duke T, and Cheema B. (2016) Paediatric emergency and acute care in resource poor settings. Journal of 
Paediatrics and Child Health 52 (2016) 221–226 
4 Mullen PM.  (2003).  Delphi: myths and reality.  Journal of Health Organisation and Management.  17(1):37-
52. 
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each successive iteration converging the group to a common solution.5 Within the 
membership of PEMSIG, there are members who possess skills in PEM, education, 
administration, emergency medicine, research, teaching, curriculum development, and 
medical administration.  This facilitated a diversely skilled group of experts to provide 
input in the development of this supplement.  In the Delphi method, the number of 
iterations can depend on how soon convergence is obtained or can be defined a priori. 
In our case convergence occurred after the three phases. 
 
Three members of the PEMSIG core executive (RV, SC, and BC) developed the first list of 
objectives using their respective country’s PEM fellowship documents, standard 
resource textbooks, and their clinical experience. This list was then shared with 
additional PEMSIG core executive members (FD, RL, AY, CG) for additional inputs. All 
these experts are well versed in clinical PEM, curriculum design, education, and 
research. The executive review group refined the initial set of competencies and skills 
with consensus being reached after two iterations. The resultant document was labeled 
the level 1 draft and was available in Spanish translation as well as English.  In the 
second macro phase, a copy was sent to the broader membership of PEMSIG for their 
feedback.   
 
The final step was mapping the knowledge, skills, and professional competencies to 
align with the IFEM “Model Curriculum for Emergency Medicine Specialists”.1 Under 
each relevant heading on the educational outcomes and learning objectives, paediatric 
specific comments were added to align with the master document. The final product 
was reviewed by the IFEM Core Curriculum and Education Committee. 
 
Of note, during the second phase there were several members brought up skills such as 
ultrasound, stating that point of care use is common and is a required objective in their 
region. While many fellowship programs require competency in ultrasound, the core 
committee felt that this would not be achievable in many resource scarce communities 
and therefore we added the clarification of it being recommended but not essential. In 
keeping with the core principle of this document, the goal is a set of competencies that 
would be achievable globally, and hence sets a minimal standard. There are other skills 
that should be part of advanced training but this was not the goal of this particular 
document which is why skills such as ultrasound competency are not included. 
 
 
 
 

 
5 Williams PL, and Webb C.  (1994).  The Delphi technique: a methodological discussion.  Journal of Advanced 
Nursing.  19 (1):180-186. 
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EDUCATIONAL OUTCOMES AND LEARNING 

OBJECTIVES WITH ALIGNED PEM PRINCIPLES 
The following statements are based on those learning outcomes found in the 2010 
graduate educational curriculum framework of IFEM, adding the principles which apply 
to paediatric emergency medicine, with a matched explanation of why there are 
differences in children.  
 
During training, an Emergency Physician should:  
 
• Develop a full complement of basic knowledge of emergencies and acute 
presentations in children.  
As with adult patients, paediatric patients present with undifferentiated presentations 
to the ED. While many of the complaints are common among all age groups, there are 
differences in anatomy and pathophysiology in children, and children of different age 
ranges have different diseases, require different skills, and require age-appropriate 
communication with them and their parents. A list of common and life-threatening 
paediatric problems is attached as Appendix A. 
 
• Acquire basic and advanced life support skills for pediatric patients, including the 
diagnosis and treatment of shock and the related procedural skills, and demonstrate 
the application of these principles in real or simulated patient care scenarios. 
Specific paediatric procedural skills and life support algorithms should be performed 
independently and competently by general EM physician. Appendix B is a suggested list 
of relevant paediatric procedures skills, including advanced life support skills, which the 
IFEM PEMSIG believe should be incorporated within any general EM specialist 
curriculum. 
 
• Provide a comprehensive assessment of the child that includes a family-orientated 
approach. 
In order to deliver comprehensive patient-centred and family-centred care, the general 
emergency physician will incorporate the following skills: 
 communicate with language appropriate for patient's age/developmental stage 

and the parent/guardian’s educational level and culture 
 check for the literacy level of both patient and parent/guardian with regard to 

written discharge instructions 
 communicate clear discharge instructions that family and patient can 

understand, including when to return to ED if a child worsens 
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 ensure an opportunity is given to both the child (if verbalizing) and 
parents/family to ask questions both during the assessment of the child and also 
when communicating management plans 

 remind interpreters, if used, to consider the educational level of the parent and 
the developmental stage of the child. 

 
• Recognize age dependent differences in anatomy and clinical findings, and be able 

to develop a management plan. 
Paediatric patients encompass an age range during which there is the highest variability 
in anatomy and physiology starting from the neonate to the teenager. Knowledge in 
these changes enable the clinician to understand the common and unique disease 
processes based on age. Furthermore, there may be regional differences in the 
diagnostic and management of certain conditions based on resources and expertise, 
and the emergency physician should be cognizant of these. 

• Demonstrate a standardized approach to obtaining age-appropriate initial 
nursing/triage assessment, including age-specific vital signs, early recognition of 
abnormal parameters; plus an approach to accurate weight estimation in the 
unstable child. 

• Knowing that altered mental status, tachycardia and poor perfusion indicators 
vary with age is critical in preventing cardiopulmonary arrest and should be 
prioritized.  Additionally, understanding length, habitus and age-based estimates 
for weight approximation for accurate drug doses and equipment sizes to 
ensure high quality interventions and procedures. 

 
• Demonstrate proficiency in pediatric and neonatal cardiopulmonary resuscitation.  
The general emergency physician should have the expertise to manage neonatal and 
pediatric cardiopulmomary resuscitation. In addition, the clinician should have the 
appropriate skills and knowledge for immediate life-threatening presentations such as 
anaphylaxis and impending airway compromise. In addition to the management skills, 
members of the ED must have a knowledge of the required equipment needed for the 
best care, including but not limited to: airway management, defibrillation / 
cardioversion, vascular access, and medications. If resources are available, support for 
the family / guardian should be provided both during and after the code. 
 
• Recognize and initiate definitive therapy for airway obstruction in paediatric 
patients. 
The specialist should know the differences between the adult and paediatric airway, 
and how to manage this. Specific skills include the use of airway adjuncts, bag valve 
mask ventilation, orotracheal intubation, and surgical airway. 
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• Recognize and treat, in any age group, all causes of shock. 
Knowing the paediatric assessment triangle based on the American Academy of 
Paediatrics to help guide the severity of illness and knowing the differences in 
physiology that help paediatric patients compensate longer when in shock. Knowing the 
best evidence and local practices to help guide management of specific diseases (e.g. 
preference for specific vasopressors for septic shock or specific fluid requirements in 
sickle patients with a chest crisis or fluid management in pediatric diabetic 
ketoacidosis).  
 
• Be able to provide rapid stabilization with intravenous access and fluid or blood 
administration.  
The emergency specialist must be skilled in acute resuscitation and have the skills to 
obtain vascular access (Intra-venous, Intra-osseous, and on rare occasions vein cut-
down and/or central line). 
 
• Understand the principles of cerebral resuscitation in brain illness and injury in 
children. 
Knowledge of the causes of neurological failure in children, including the ability to treat 
seizures, and identify non-accidental brain injury. Recognizing that younger children 
have open fontanelles can provide for greater compensation with increased intracranial 
pressure. 
 
• Demonstrate proficiency in the use of a defibrillator and other advanced methods of 
cardioversion for paediatric patients that require this intervention. 
Cardioversion and defibrillation in pediatric patients require age - adjusted electrical 
energy (based on J/kg) as well as paediatric modifications on the equipment used. 
 
• Understand principles of wound care and demonstrate advanced wound care 
techniques for paediatric patients. 
Given the developmental stage of the child, the general physician will be able to 
manage simple wounds using standard techniques and non-needle techniques (e.g. 
wound glue, adhesive strips). Also, the use of distraction therapy and analgesia / 
anxiolytics (oral or intranasal) should be considered when managing these patients. 
Finally, skills and proficiency in procedural sedation are important for managing 
complex wounds or severe burns. 
 
• Understand the principles of trauma management as it relates to the paediatric 
patient. 
While trauma management is standardized for the adult patient, there are subtle 
differences in the types of injury and specific management of paediatric patients.  
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Understanding of the developmental, physiologic and anatomic differences of 
paediatric patients is a necessary skill. Also, the specialist must recognize that several 
pediatric injuries are managed non-operatively compared to their adult counterparts. 
 
• Demonstrate paediatric trauma management skills such as primary survey using the 
airway, breathing, and circulation (ABC) approach for pediatric patients, full spine 
immobilization, secondary survey, stabilization, and appropriate consultation.  
The general emergency physician will modify the standard approach to trauma so it is 
relevant for children, such as methods of initial C-spine protection and the rational use 
of radiological investigations. 
 
• Demonstrate mastery of commonly used procedural skills.  
A list of the recommended paediatric specific skills are attached as Appendix B. 
 
• Understand the role of sonography (both point of care and definitive) in children.  
It is acknowledged that focused abdominal scans for trauma are of less useful in 
children than in adults, but can aid in guiding what further tests are required for 
definitive management. Ultrasound is also used commonly in the pediatric patient to 
avoid CT scans (e.g. appendicitis, intussusception, etc.). The limitations of ultrasound 
should also be considered when making clinical decision to avoid false negative results. 
 
• Recognize the emotional effect of, and potential cognitive overload, associated with 
paediatric resuscitation and/or death.  
The emotional impact of paediatric resuscitation needs to be managed with great care 
and compassion for both the family and those involved in the management of the child. 
The general emergency physician needs to understand the emotional impact and 
provide support and how to debrief for fellow clinicians and other allied healthcare 
workers after a paediatric resuscitation has concluded. 
 
• Demonstrate the capacity to recognize and treat common toxicologic emergencies.  
Children are more likely to ingest toxic substances accidentally, and ingest a wider 
range of substances than adults. Children and teenagers who deliberately ingest toxic 
substances or medication require a different age-appropriate response from adults, 
and there are legal responsibilities associated with treating children. Also, there are 
single “pill” ingestions that are life -threatening for younger children and require 
immediate management. 
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• Demonstrate a nuanced understanding of the ethical issues associated with 
emergency medicine, including, but not limited to, assessment and establishment of 
competency, do not resuscitate and advance directives, informed consent, 
confidentiality, non-accidental illness and injury, sexual assault, errors in care, and 
lapses in patient safety.  
When considering paediatric patients who present to emergency departments, the 
emergency medicine specialist will understand the role of family-centered care, the 
need for effective communication that is age appropriate and includes the caregivers, 
and the local/regional legal issues surrounding consent, capacity, and obligations to 
report conditions to the authorities. See Appendix C. 
 
• Acquire further specialist knowledge to support clinical care of children in the 
emergency department.  
In some countries PEM has matured to become a sub-specialty of general emergency 
medicine. This ensures that some ED staff are able to deal with less common 
presentations and help improve the skills of their general EM colleagues. Knowing the 
common and life-threatening causes of pediatric presentations to the ED and how to 
manage them is important for appropriate management and improved outcomes. 
 
• Understand the spectrum of care and broader systems surrounding emergency 

care for children. 
Emergency care is often the nexus between prehospital and inpatient care, including 
surgical and critical care.  Advocacy for improvement in communication between these 
systems is the mandate of the emergency physician, who can often be the catalyst for 
systems improvement in transport of critical children and appropriate, timely referral 
for definitive care.  Awareness of the best resources for emergency and critical care of 
children and strengthening of these systems will have the greatest impact on outcomes 
for children after acute stabilization is complete. 
 
• Provide a safe and friendly environment for the assessment and management of 

paediatric patients. 
Being in the emergency department can be an anxiety provoking and frightful 
experience for a child. Having a physical environment that is paeds-friendly along with 
staff trained to help the family through the experience is beneficial. Having a physical 
space that is separate from the adult emergency department or at least screening the 
paediatric patients from distressing sights / abusive patients is recommended. 
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FINAL COMMENTS 
This document provides a resource which may be incorporated into any general 
emergency medicine curricula to assist with ensuring all emergency doctors have basic 
foundation skills to be used when evaluating any child that presents to the emergency 
department. This document also provides an example set of syllabi which may be used 
to assist trainee and trainers in creating a study program aimed to ensure that the 
learning outcomes are achieved. 
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TABLE 1: Countries with accredited Paediatric 

Emergency Medicine (PEM) fellowship training programs 

Country Authority / examining College 
Canada Royal College of Physicians and Surgeons of Canada 
United Kingdom UK General Medical Council. Program run jointly by Royal 

College of Emergency Medicine / Royal College of 
Paediatric and Child Health 

Australia and New 
Zealand 

Medical Board of Australia/ Medical Council of New 
Zealand. Program run jointly by Australasian College for 
Emergency Medicine / Royal Australasian College of 
Physicians 

United States American Board of Paediatrics and American Board of 
Emergency Medicine 

Switzerland Paediatric Emergency Medicine Switzerland 
South Africa College of Emergency Medicine SA / College of Paediatrics 

SA (currently being finalised at time of print) 
Kenya University of Nairobi MMed in Paediatric Emergency and 

Critical Care 
Mexico Ministry of Education gives the license and the Pediatric 

and Emergency Council will certified the title 
Paraguay Health Ministry recognized the certification of the 

Paraguay Pediatric Society 
Uruguay Health Ministry recognized the title by the Republican 

University 
Argentina Health Ministry recognized the certification of the 

Argentine Pediatric Society 
Brasil Federal Council of Medicine is the authority who certifies 

the training and then they have to be accredited by the 
Pediatric Brasilian Society and the ABRAMED (emergency 
Society)  

Dominican Republic Ministry of Education  gives the license and is accredited 
by the Pediatric Society 
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APPENDIX A – Undifferentiated paediatric presenting 

complaints 

Paediatric patients can present with similar complaints as their adult counterparts and 
also have their own unique complaints. A knowledge of the physiology, anatomy, and 
pathophysiology based on age will help the clinician best manage the case. 
The emergency physician should demonstrate the ability to manage the following 
presenting problems of paediatric patients: 

Abuse - sexual, physical, psychological, abandonment 
Abdominal mass/ distension 
Abnormal bleeding 
Altered behaviour/ agitation 
Altered level of consciousness 
Apnoea 
Arrhythmias 
Ataxia 
Bites and stings 
Behaviour changes 
Bloody stools (melena / hematochezia) 
Breast Lesion 
Breast discharge 
Bruising 
Burns 
Cardiac Arrest 
Coma and Altered Level of Consciousness 
Constipation 
Cough 
Cyanosis 
Crying Infant / irritable child 
Dehydration 
Dental lesions / oral lesions 
Dental pain 
Diarrhoea 
Difficulty breathing 
Dizziness 
Dysphagia / odynophagia 
Edema 
Epistaxis 
Eye discharge 
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Eye injury 
Eye pain 
Fever - general approach 
Fever - in neonate 
Floppy infant 
Foreign body - eye, ear, nose, skin 
Foreign body ingestion/aspiration 
Gastroenteritis 
Gastrointestinal bleeding 
Groin Masses 
Hearing Loss 
Patients with Heart Murmurs 
Hematuria 
Hypertension 
Injury - Abdo/pelvis 
Injury  Back 
Injury - Chest 
Injury Head 
injury - Neck 
Injury lower limb - shoulder, arm, elbow, forearm, wrist, hand, 
fingers 
Injury upper limb - hip, knee, leg, foot, toes 
Jaundice 
Loss of vision 
Limping child 
Lymphadenopathy 
Malnutrition and failure to thrive 
Menorrhagia / dysmennorhoea 
Multisystem trauma 
Neck Mass 
Neck stiffness 
Non-accidental trauma 
Unusual odor 
Oligomenorrhoea 
Oral lesions 
Pain - abdominal 
Pain - back 
Pain - chest 
Pain - dysphagia 
Pain - dysuria 
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Pain - earache 
Pain - headache 
Pain - joints 
Pain - scrotal 
Pallor 
Palpitations 
Poisoning - accidental and intentional 
Polydipsia 
Rash - eczematous 
Rash - maculopapular 
Rash - papular 
Rash - papulosquamous 
Rash - petichiae and purpura 
Rash - urticaria 
Rash - vesicobullous 
Respiratory distress 
Scrotal pain (including testicular pain) 
Seizures 
Self harm / suicidal ideation 
Septic - appearing infant 
Shock  
Sore throat 
Stridor 
Swollen joints 
Syncope / fainting 
Tachycardia 
Unexpected delivery / precipitous delivery 
Urinary symptoms/ frequency in childhood 
Vaginal bleeding 
Vaginal discharge 
Vertigo 
Vomiting - including bloody, bilious, and projectile 
Weakness and paralysis 
Wheezing 
Weight loss 
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APPENDIX B: PROCEDURAL SKILLS 
An emergency physician looking after paediatric patients must have the skills for: 

• Airway management, including but not limited to: 
o basic triple manoeuver to open airway 
o bag valve mask ventilation 
o orotracheal or nasal intubation 
o airway adjuncts - oropharyngeal and nasopharyngeal airway, supra-glottic 

devices 
 

• Respiratory / thoracic procedures: 
o needle thoracentesis/ thoracocentesis 
o tube thoracostomy 
o tracheostomy tube unblockage/replacement in well-formed stoma 

 
• Acute resuscitation, including: 

o Length or age-based estimation of weight for drug dosing and equipment 
sizing 

o defibrillation / cardioversion 
o emergency pericardiocentesis 
o ultrasound  - eFAST (recommended) 

 
• Vascular access management: 

o peripheral IV placement and securing it 
o scalp vein cannulation 
o external jugular vein cannulation 
o intra-osseous placement 
o central line placement (femoral, jugular, subclavian) 
o umbilical vein catheterization 

 
• Gastrointestinal procedures: 

o paracentesis 
o hernia reduction 
o NG tube placement 
o Unblocked gastrostomy tube/ gastrostomy tube replacement in well 

formed stoma 
 

• Genitourinary procedures: 
o phimosis / paraphimosis reduction 
o urethral catheterization 
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o suprapubic catheterization 
o priapism intra-cavernous aspiration 
o basic external GU exam 

 
• CNS / neurological procedures: 

o lumbar puncture 
o nerve blocks 

 
• Musculoskeletal skills: 

o Plain x-ray interpretation 
o fracture reduction 
o arthrocentesis 
o joint reduction - shoulder, elbow, finger,  hip, knee, radial head 
o splinting and immobilization techniques  

 
• Integumentary and wound management: 

o abscess drainage 
o removal of foreign body 
o burn debridement (simple) 
o laceration repair 

 
• ENT procedures: 

o packing for anterior and posterior epistaxis 
o peri-tonsillar abscess drainage 
o nasal and ear foreign body removal 
o ocular foreign body removal 

 
• Appropriate procedural sedation and analgesia 

o distraction techniques (non pharmacologic) 
o anxiolysis 
o analgesia 
o regional nerve blocks 
o procedural sedation 
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APPENDIX C: PROFESSIONAL COMPETENCIES 
An emergency physician who manages pediatric patients must be cognizant of the 
differences in communication and coping based on the age and underlying medical 
condition of the patient. 
 
Professional competencies to specifically consider with paediatric patients include: 
 

• awareness of child rights 
• define and apply the concept of child and family centred care (CFCC) in their 

approach to see patients and their families 
• competency assessment (includes intellectual capacity to make decisions) 
• age appropriate consent 
• maintain professional boundaries with patients and families 
• protect patient and family confidentiality 
• awareness of medico-legal obligations  as it pertains to care of children 
• actively arrange specific support personnel for parents/guardians if a child is 

undergoing resuscitation 
• apply knowledge regarding how differently children present with emergencies as 

compared to adults 
• apply different approaches with regard to assessing children as compared to 

adults e.g. pain assessment 
• communicate with language appropriate for patient's age/developmental stage 

and the parent's educational level and culture 
• check for literacy level of patient and parent with regard to written discharge 

instructions 
• communicate clear discharge instructions that family and patient can 

understand, including when to return to ED if a child worsens 
• communicate with parents / family - give both the child (if verbalising) and 

parents an opportunity to ask questions 
• remind interpreters, if used, to consider the educational level of the parent and 

the developmental stage of the child  
 
In addition to the above roles in the ED, the clinician has a role in helping to advocate 
for the paediatric patient population health and the role among their peers: 

• advocating for child and youth health includes: nutrition, lifestyle etc. 
• take opportunities to advise and educate about safety and hazard avoidance 
• advocate for a work environment that optimises to assessment and treat 

children who present to emergency departments 
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• demonstrate teamwork by proactively seeking early assistance regarding 
unfamiliar paediatric management 

• demonstrate leadership when performing paediatric resuscitation within a team 
• advocate for pediatric public health issues – including: vaccination, nutrition, 

education, safety, child rights etc. 
• proactive taking of actions to prevent child from deliberate harm or neglect 
• promotion of health education around children's emergencies to health 

professionals and the public 
• support the initial and ongoing development of specific skills development and 

education amongst fellow clinicians not used to dealing with children. 
• understand the emotional impact and provide support for fellow clinicians after 

a paediatric resuscitation has concluded 
• engagement with social, accident and law enforcement agencies who require 

medical support 
• engagement with health managers to appreciate the unique aspects of 

emergency care for children 
• aware and utilise current best practice to improve the quality of care delivered to  

children in emergency departments and their families 
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