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Standards for Emergency Care of
Children in EMS
Michael Lee and Baljit Cheema
INTRODUCTION
There is an absence of clearly defined written standards for the care of children in the pre-hospital
environment in South Africa. This chapter provides health-care practitioners and management in
the Western Cape with clear, comprehensive standards of care for children in pre-hospital and
inter-facility settings. It also serves as a reference to assist clinic and hospital staff in familiarising
themselves with the capabilities and functions of the various emergency care practitioners within
the Western Cape Department of Health (DoH) pre-hospital environment.
In line with the Western Cape DoH Patient Centred Quality Care initiative as well as the Children’s
Act 38 of 2005, it is required that, in matters concerning the care, protection and well-being of a
child, all emergency care (EC) practitioners must act at all times in the best interests of the child.

STANDARDS
STAFFING
201. All paediatric patients, in the pre-hospital environment, must be managed by the minimum
of an Intermediate Life Support (ILS) crew member.
202. Basic Ambulance Assistants (BAA) must work under supervision at all times with all
ambulances crewed with at least one Intermediate Life Support practitioner (with the
exception of Advanced Life Support (ALS) ambulances).
203. A medical practitioner with pre-hospital expertise must be available for consultation 24 hours
a day.

TRAINING AND CONTINUED PROFESSIONAL DEVELOPMENT
204. All emergency care practitioners must be competent in assessing, managing and safely
transporting common paediatric emergencies to the nearest most appropriate medical
facility. The assessment and appropriate treatment must be in accordance with prevailing,
evidenced-based, best-practice protocols.
205. All emergency care practitioners must be competent in basic paediatric/neonatal life support.
206. ALS practitioners must be competent in advanced life support procedures for neonates and
paediatrics.
207. In order to maintain competency in the emergency management of the critically ill child, all
operational emergency medical services (EMS) practitioners (BLS, ILS and ALS) must be recertified as prescribed by designated courses.

Standards for Emergency Care of Children in EMS
208. Formal resuscitation training must be repeated at least as frequently as required by the
governing body for that qualification.
209. The Human Resource Development (HRD) training department must structure their
programmes to allocate at least 5 CPD points annually to paediatric emergency topics.
210. As per Skills Development Policy, all staff must be given the opportunity to attend approved
and designated training courses which are required for competency in the assessment and
management of paediatric emergencies during normal hours.
211. All ambulance bases (with the exception of satellite stations) must have access to suitable
electronic teaching aids and audio-visual projection facilities as well as the required paediatric
training equipment (e.g. paediatric manikins, cardiac monitor, rhythm simulator).
212. At least one paediatric case must be presented at every mortality and morbidity forum.
213. EMS staff must be aware of the concept, and the potential psychological benefits, of family
presence during the resuscitation of a child.

CLINICAL CARE PROTOCOLS AND SCOPE OF PRACTICE
214. Management of paediatric emergencies must be guided by accepted up-to-date evidencebased regional and national resuscitation guidelines (e.g. WC EM Guidance, APLS).
215. All emergency care practitioners must have access to the latest protocols for their respective
qualification as prescribed by the Health Professional Council of South Africa (HPCSA).

TRIAGE
216. All emergency care practitioners must be trained in the application of the South African
Triage Scale (SATS).

DRUGS AND RESOURCES
217. All medications approved for use by emergency care practitioners by the HPCSA must be
readily available.
218. Pre-calculated dose guidelines and approved weight formulae for children of all ages must
available in the form of charts/cards and length-based drug dosage tapes.
219. Up-to-date, evidenced-based guidelines pertaining to paediatric emergency care must be
available to all emergency care practitioners (e.g. HPCSA ALS, ILS and BLS guidelines, EM
Guidance).
220. A portable cooler-box/bag must be available for the storage of medications that need to be
kept refrigerated on the ambulance (e.g. Lorazepam).
221. A dedicated medications fridge must be available for the on-site storage of medications that
need to be kept refrigerated.
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EQUIPMENT
222. Equipment to manage paediatric emergencies appropriate to qualification must be available
in all ambulances.

SECURING OF CHILDREN FOR TRANSPORT
223. All equipment necessary for the safe transport and securing/immobilising paediatric patients
of all ages must be available (e.g. car seats, transport incubators, immobilisations devices).
224. Guidance must be available for securing patients using mechanisms other than in stretchers.
225. Unless it is in the patient’s best interests, no baby, infant or child must be transported or
transferred in the carer’s arms – such patients must be appropriately secured at all times.
Unstable babies must never be put into kangaroo care for transportation.
226. Children must not share stretchers in ambulances.

TRANSFERS AND TRANSPORT
227. Retrieval teams must be available for the transfer of critically ill children and neonates.
228. When requesting transport of critically ill children, the referring facility must ensure that the
severity of the child’s condition is communicated effectively to the call-taker at the EMS
Communications Centre (including, as a minimum: triage colour, vitals, special equipment,
urgency and level of EMS crew required).
229. During patient handovers effective verbal and written communication must take place
between EMS practitioners and doctors from receiving and referring ECs. The DeMIST
handover procedure is the minimum handover that must occur.
230. Prior to departure, the EMS crew responsible for the management of the patient must
independently assess the child’s clinical condition and suitability for transport and familiarise
themselves with the treatment already undertaken.
231. The EMS Communications Centre or EMS crew (if able) must notify the receiving EC of the
estimated time of arrival and the condition of, and medical interventions initiated in, critically
ill children prior to their arrival at the EC (if not already informed).
232. For all transports and transfers of critically ill children, a clearly defined communication
system (trunking radio/telephone) must be available between the EMS crew effecting the
transfer and the medical team receiving the patient.
233. EMS crews that do not feel comfortable effecting the transport of a critically ill child (due to
lack of necessary equipment or suitable qualifications) must voice their concerns to the
referring physician so that the referring physician can initiate further treatment to stabilise the
patient and/or arrange alternative transport with a more qualified EMS crew. The EMS crew
must help facilitate communication with the EMS Communications Centre in order to expedite
transport of the child with an appropriate EMS resource.
234. Critically ill paediatric patients must not be conveyed along with adult patients for the
purposes of inter-facility transfers unless it is in the child’s best interests to do so.
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235. Critically ill or injured paediatric/neonatal patients who fit the criteria of the Paediatric
Emergency Callout Pathway protocol must be transported by the Paediatric Flying Squad
(PFS) or a suitably equipped ALS crew if PFS is not available.
236. All emergency care practitioners must be aware of the closest most appropriate medical
facility to which paediatric emergencies must be transported.
237. In the absence of specific protocols (e.g. Paediatric Burns Referral Guidelines, Paediatric
Polytrauma Referral Guidelines) EMS personnel must base the destination medical facility on
the patient’s initial on-scene triage code.
238. To ensure the effective disposition of paediatric patients, pre-hospital EMS referral guidelines
must be easily accessible to all EMS staff and ECs.
239. Any Advanced Life Support Paramedic tasked with effecting the inter-facility transport of a
critically ill child or neonate must be proficient and up to date with advanced life support skills
and knowledge for children and neonates.
240. No EC may refuse to assess and accept a child delivered by an ambulance, regardless of the
child’s geographical origin or triage code.

EMERGENCY MEDICAL DISPATCH
241. In order for them to identify the possibility of a life-threatening paediatric emergency, EMS
call-takers must be of a suitably trained professional level that includes their having the ability
to interrogate the caller and utilise algorithmic template/questions.
242. Emergency Medical Dispatchers (EMDs) must correctly identify possible paediatric lifethreatening emergencies and dispatch the nearest most appropriate EMS resource within the
pre-defined acceptable time-frame.
243. EMDs must be aware of the triage categories of the South African Triage Scale and use the
triage category in conjunction with the Paediatric Emergency Callout Pathway protocol to
correctly identify the most appropriate resource to utilise when dispatching the inter-facility
transport of critically ill or injured children.
244. Operational crews must have an easily accessible channel of communication whereby they
can request expert consultation from an EMS Emergency Doctor on call or a Doctor at the
receiving medical facility.
245. EMS call-takers must be able to give pre-arrival basic emergency first-aid instructions to
callers in order to help provide the necessary assistance to the patient prior to the arrival of
EMS crews.
246. Children less than one year old must not automatically be made Priority 1 (P1).

CHILD- AND FAMILY-FRIENDLINESS
247. A caregiver must be allowed to travel with the child – this can apply to young patients up to
the age of 18 years.
248. Children must not be transported in same ambulance as adult emergency patients unless it
is in the child’s best interests to do so.
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249. Where this cannot be avoided, child patients must not be transported with the following
types of patients (unless it is in their best interests to do so):
•

those with traumatic injuries;

•

those with drug, alcohol or psychiatric problems;

•

those with the risk of infectious disease risk (e.g. TB, viral illnesses);

•

unstable adults requiring en route stabilisation; or

•

those with any other distressing or potentially harmful conditions.

250. EMS staff must be aware of simple reassurance and distraction techniques to reduce stress
to the child.

PATIENT SAFETY AND CONTINUOUS QUALITY IMPROVEMENT
251. EMS staff and management must identify patient-safety priority areas for paediatric patients
and implement improvements using established tools such as Plan-Do-Study-Act (PDSA).
252. Regular data must be gathered on key paediatric quality and safety indicators.
253. Handovers must be standardised so that all key information is passed on.
254. All EMS staff and management must be made aware of the propensity for error in the prehospital environment:
254.1 Practical aspects of error recognition and containment in the pre-hospital environment.
254.2 Common error producing conditions in the pre-hospital environment.
254.3 Recognition of biases in critical thinking in themselves and their colleagues.
255. Paediatric-specific medication safety measures such as age/weight-appropriate dosing
schedules and/or paediatric drug-dose calculators must be in place.
256. Infection control measures in keeping with both national and international standards must
be adhered to in the pre-hospital environment (e.g. strict hand-hygiene, safe distance
between patients, not transporting infectious patients with healthy patients).
257. All districts must have a fully functional CQI programme in place to provide ongoing
monitoring of quality care and compliance with patient-safety standards.
258. Policies for reporting, evaluating and learning from adverse incidents, medication errors,
inappropriate referrals and other patient-safety events must be in place.
259. All districts must hold monthly mortality and morbidity meetings.
260. Paediatric Patient Report Form reviews must be conducted regularly to evaluate actual
clinical practice and adherence to clinical guidelines and standards.
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RATIONALE
STAFFING
Different levels of emergency care practitioners are found in the Western Cape Department of
Health (DoH) Emergency Medical Service. The Service is based on a three-tiered system, with
levels of qualifications as shown in Table 6 (overleaf).
The current operational staffing complement within the Western Cape DoH Emergency Medical
Service is as follows:
•

Basic Life Support: 53%;

•

Intermediate Life Support: 38%; and

•

Advanced Life support: 9%.

Therefore, 91% of current EMS staff are unable to manage critically ill children under the age of
eight years old effectively.

TRAINING AND CONTINUED PROFESSIONAL DEVELOPMENT
The Western Cape College of Emergency Care (WCCEC) currently offers training for ILS and ALS
practitioners. All emergency care practitioners must have the minimum clinical competencies,
including recognition of the critically ill or injured child, basic life support skills and the ability to
initiate appropriate treatment in accordance with protocols as set out by the HPCSA relative to
their individual qualifications.
Performance of clinical skills deteriorates over time if they are not used. In order to maintain
competency and adherence to prevailing best practices, as well as to maintain licensure with the
HPCSA, all emergency care practitioners must have access to, and partake in, continued medical
education programmes.
In order to maintain competency the following programmes must be offered:
•

Refresher of Paediatric CPR (scenario-based with mannequins);

•

Basic Life Support Refresher Course Pre-hospital Paediatric Intermediate Life Support;

•

Pre-hospital Perinatal and Neonatal Education Courses (e.g. PHPEP); and

•

Advanced Paediatric Resuscitation Course (e.g. PALS/APLS).

All course material must be in line with prevailing best practices, but the latter may need to be
adapted to the Western Cape setting. Since many of them are intended for developed-world
settings, they provide incomplete coverage of the local burden of disease and are based on
unrealistic expectations about the equipment and resources that are available.
Pre-hospital practitioners receive far less training in the care of children than they receive for
adults, and their confidence and competence is thus likely to be lower in this case than for adult
clinical practice. Lecturers and course coordinators must be mindful of this fact and increase
paediatric-specific content during training and CPD activities. All BLS, ILS and ALS courses should
be reviewed in order to include greater paediatric and neonatal content.
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Table 1: Western Cape DoH: Health course duration and capabilities of emergency care practitioners
Qualification

Course duration
6 weeks of lectures, tutorials and

Basic Ambulance Assistant

skills training as well as

(BLS)

experiential shifts on emergency
vehicles

Paediatric capabilities
CPR and choking, 02 administration, BVM ventilation, vital signs recording including HGT,
suctioning, oral dextrose, Entonox, activated charcoal administration, use of an Automated
External Defibrillator (AED), spinal immobilisation

15 weeks of lectures, tutorials and

As for BLS plus: needle cricothyroidotomy, needle thoracententesis, peripheral IV access (8

Ambulance Emergency

skills training as well as

years and older) and fluid administration, manual defibrillation, nebulisation with B2

Assistant (ILS)

experiential shifts on emergency

agonists and anticholinergics, pulse oximetry, IV dextrose, declaration of death, non ICU

vehicles

neonatal/paediatric transfers

2 years of lectures, tutorials and
Emergency Care Technician

skills training as well as

(ALS)

experiential shifts on emergency
vehicles
10 months (CCA) or 3 years

Critical Care Assistants (CCA)

(National Diploma in EMC) of

(ALS) & National Diploma in

lectures, tutorials and skills

EMC (ALS)

training as well as experiential
shifts on emergency vehicles

As for ILS plus: supraglottic airway inspection (LMA), ETCO2, peripheral IV access (1 year
and older) including external jugular, intra-osseous insertion, umbilical vein cannulation,
limited ALS drug administration, non-intubated neonatal/paediatric transfers

As for ECT plus: orotracheal intubation, femoral cannulation, surgical cricothyroidotomy,
mechanical ventilation, drug infusions, vagal manoeuvres, cardioversion, pacing,
neonatal/paediatric ICU transfers, use of syringe drivers, central line management, ALS drug
administration

4 years of lectures, tutorials and
Degree in EMC (ALS)

skills training as well as
experiential shifts on emergency
vehicles

As for CCA/NDip plus: rapid sequence induction and fibrinolysis
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Paediatric topics that must be covered throughout all levels of training are:
•

the approach to and assessment of a sick child;

•

the early recognition of the high risk and/or critically ill child;

•

eliciting a pertinent medical history from the family or carer;

•

communication with children, using age-appropriate language;

•

the basic pathophysiology of common paediatric emergencies;

•

identification of common age-related illnesses and injuries;

•

physiological and anatomical differences between paediatric and adult patients; and

•

application of the South African Triage Scale for children and transport to the most
appropriate medical facility.

The following additional learning objectives are specific to the Advanced Paediatric Resuscitation
courses:
•

the pathophysiology, signs and symptoms and management of paediatric arrhythmias;

•

emergency pharmacology for paediatrics, including intravenous and intra-osseous skills;
and

•

advanced paediatric airway management.

CLINICAL CARE PROTOCOLS
The HPCSA protocols for emergency care practitioners are intended to serve as guidance for the
treatment of patients by registered emergency care practitioners and should not replace sound
clinical judgment. Consultation with fellow emergency care practitioners and/or medical
practitioners in challenging or difficult situations is strongly recommended. If more up-to-date,
evidence-based protocols appropriate to the pre-hospital environment become available, they
may be relevant (e.g. APLS protocols, Western Cape Emergency Medicine Guidance).
The American heart Association (AHA) and European Resuscitation Council (ERC) are the major
global players in terms of resuscitation guidelines, and the majority of regional and national
guidelines follow one or another of their guidelines.
Resuscitation methods, techniques and protocols must be reviewed with each update of the
Paediatric and Neonatal Basic and Advanced Life Support Consensus on Resuscitation Science
and Treatment Recommendations (CoSTR) released by the International Liaison Committee on
Resuscitation (ILCOR). The next ILCOR consensus recommendations are due to be released in
October 2015.
The AHA and ERC both use the ILCOR CoSTR updates as a basis for revising their resuscitation
guidelines. However, it must be noted that there are often significant differences between the
AHA and ERC interpretations of the ILCOR recommendations. This leads to variation between
American- and European-orientated resuscitation guidelines. Of note, the Advanced Paediatric
Life Support (APLS) course is based on ERC guidelines whilst the Paediatric Life Support (PALS)
course is based on AHA guidelines. In South Africa, the paediatric and paediatric intensive care
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fraternity are more aligned with the ERC interpretation ILCOR recommendations. In the interests
of consistency, then, resuscitation courses in keeping with ERC approach are recommended.

SCOPE OF PRACTICE
The role of ‘scopes of practice’ documentation is not to define every activity of a licensed healthcare practitioner (e.g. lifting and moving patients, taking blood pressure). Scope-of-practice
documentation should focus on activities that are regulated by law (e.g. starting an intravenous
line, administration of medication). These include technical skills which, if exercised improperly,
represent a significant hazard to the patient and hence must be kept out of the hands of the
untrained. There is currently a very rigid and limited scope of practice for paediatric patients in
the pre-hospital setting – this is an issue that urgently needs to be reconsidered. If training in
paediatric emergency care is increased, then the scope of practice of pre-hospital emergency
practitioners should be broadened as well.

TRIAGE
The latest versions of SATS, the Paediatric Emergency Callout Pathway posters and/or Patient
Referral Guidelines must be clearly displayed in all EMS ambulances as well as community health
centres, clinics and secondary and tertiary medical facilities. Staff must be aware of these
pathways. All EMS personnel must receive personal-issue SATS key-ring cards.
All children managed by emergency care practitioners must be triaged using SATS prior to arrival
at an EC. EMS personnel must use SATS, in conjunction with the Paediatric Emergency Callout
Pathway, Paediatric Burns Referral Guidelines and Paediatric Polytrauma Referral Guidelines. In
the absence of other criteria, the patient destination should be as follows:
•

Green patients to primary health care clinic, CDC or CHC; and

•

Yellow, Orange and Red patients to the nearest district, regional or central hospital.

DRUGS AND RESOURCES
All ALS paramedics must have the necessary drugs at their disposal in order to care for the acutely
ill or injured child. The medication must be easily accessible, clearly labelled and safely organised
and stocked (see Chapter 14: Medications and Fluids). To decrease reliance on memory and
thereby mitigate the risk of medication errors, pre-calculated dose guidelines for the preparation
and administration of medications and intravenous fluids (e.g. PAWPER Tape and The Paediatric
Flipper Card) suitable for the paediatric patient must be readily available.
In order to manage children with severe pain optimally in the pre-hospital setting, EMS staff
should have access to non-invasive analgesic options such as Tilidine hydrochloride (Valeron) and
nitrous oxide (Entonox).
Resuscitation medications must be reviewed with each update of the Paediatric and Neonatal
Basic and Advanced Life Support ILCOR consensus recommendations and subsequent revisions
of relevant guidelines.
A list of current authorised medications for use by ALS practitioners in the pre-hospital setting
can be found in Appendix O.
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EQUIPMENT
Each ambulance must be equipped with the necessary equipment and consumable stock needed
to care for the acutely ill or injured child. All equipment and consumables must be easily
accessible, functional and well stocked. Each pre-hospital health-care practitioner must inspect
his or her allocated vehicle and complete a mandatory checklist prior to the commencement of
operational duties. All medical equipment must be checked and found to be functional. (See
Chapter 13: Equipment and Consumables.)

TRANSFERS AND TRANSPORT
Critically ill patients are transported to alternative medical facilities to obtain definitive care,
whether technical, cognitive or procedural, which is not available at the existing facility. The
decision to transport a critically ill patient to another medical facility is based on an assessment
of the potential benefits of transport weighed up against its risks. Critically ill children are at
increased risk of mortality and morbidity during inter-facility transport. These risks must be
minimised and the outcomes improved by means of careful planning, the use of appropriately
qualified personnel, and the selection and availability of appropriate equipment.
It must be noted that the referring physician takes full responsibility for the appropriate
management of the patient until the patient has been formally handed over to the EMS team.
According to the Western Cape ECLMP, ‘The patient remains the responsibility of the referring
doctor until such time as they reach the receiving hospital’ (section 7.1.4). Referring physicians
must ensure they are comfortable with the patient being transported by the EMS crew tasked with
effecting the transfer. This crew has an obligation to advise the referring physician if it deems that
the patient is too unstable for its level of expertise or qualification.
If there is deterioration in the child’s condition prior to or during transport that requires further
intensive care (e.g. intubation and ventilation), then this needs to be communicated to the
receiving facility so that the necessary resources can be made available prior to the patient’s
arrival.
To ensure and maintain good quality emergency care to all children and mitigate the risk of
transition-of-care errors, proper handover procedures must be adhered to. A structured handover
procedure provides all health-care practitioners actively involved in the care of the child with the
relevant clinical information. Adherence to these procedures will lead to the correct prioritisation
of the patient, provide information on the treatment already initiated en route and allow the
communication of vital information to receiving clinicians, information of which they might
otherwise be unaware. The DeMIST handover procedure (see Appendix R) is the minimum
handover that must take place. The exact same procedure must be followed in the handover of
patients from the referring facility to the EMS crew.

EMERGENCY MEDICAL DISPATCH
The person answering emergency calls at the communication centre (the ‘EMS call-taker’) is the
principal link between the public requesting emergency medical assistance and the EMS. Currently
EMS call-takers do not have even rudimentary training (i.e. first aid level 3), and there is no
standardised format for taking information from public callers. The emergency medical dispatcher
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(EMD) is the person who receives information from the EMS call-taker and, on the basis of this
information, determines the priority of the call.
The EMS call-taker and the EMD both play a critical role in the ability of the EMS system to respond
appropriately to a perceived medical emergency. With proper training, the EMS call-taker could
accurately question the caller for the most pertinent information. This then would allow the EMD
to prioritise correctly and provide relevant information to the EMS responders. Similarly, with such
training the EMS call-taker could give appropriate first-aid/CPR directions through the caller prior
to the arrival of the EMS.
EMS call-takers and EMDs perform important functions that can enhance the efficiency and
effectiveness of pre-hospital care for critically ill children. The goal of effective emergency medical
dispatching is sending the most appropriate available EMS resources to the right location within
an accepted time-frame. This goal can be ideally accomplished through an effective EMS
dispatching system containing the following elements:
•

systematic caller-interrogation algorithms led by chief-complaint;

•

systematic pre-arrival first-aid medical instructions in the case of CPR, choking, seizures
and other life-threatening paediatric emergencies;

•

protocols that determine the vehicle-response mode (emergency or non-emergency) and
configuration (ALS, ILS or BLS) based on the EMD's evaluation of the severity of injury or
illness;

•

referenced information for use by the dispatcher (e.g. PFS poster); and

•

sufficient staffing of EMDs with multilingual capability where the Communications
Centre’s geographical service area has demonstrated frequent use of a particular
language or languages other than English (in the Western Cape this would include a
complement of call-takers fluent in Afrikaans, Xhosa and English).

It is not necessary to make every child under one year of age a Priority 1 as many of them will be
stable for transfer and/or transport; it is likely that the practice of automatically making such
children a Priority 1 diverts scarce resources from other cases in greater need.
What needs to be in place is a rational system for prioritising paediatric emergency cases.
Identifying or developing a robust, reliable system that can achieve this requires in-depth
consideration by EMS, EM and Paediatric colleagues. As a potential interim option, the following
rapid telephone triage (using an adapted-for-purpose version of Revised Paediatric SATS) is
recommended for consideration:

Red – Emergency ABCccDO; if any emergency signs, the child = P1
Orange – Very Urgent = P1
Yellow – Urgent = P2
Green – Routine = P2
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CHILD- AND FAMILY-FRIENDLINESS
Taking a trip in the back of an ambulance can be a scary event even for adults, so when small
children do this their fear and apprehension is likely to be much greater. Most paediatric
ambulance trips are unplanned, and parents may not have had time to bring essentials such as
nappies, feeds or toys to comfort children. We can see why transporting a sick child in an
ambulance could be quite an ordeal. But it need not be a difficult or harrowing experience, as
much can be done to alleviate the stress and unpleasantness for children and their families.
Interaction with EMS personnel and the journey to the EC give children their first impression of
what awaits them and thus set the scene for what they can expect. That impression will be far
more reassuring if smiling, pleasant professionals take a few moments to chat or play with them.
There is no reason why EMS personnel should not be able to employ simple techniques of
reassurance and communication to help put children at ease. This does not have to take long or
require special skills, but for children it can make the difference between fear and comfort.
In terms of play and distraction, materials do not have to be expensive or elaborate to be effective.
For instance, colourful pictures, mobiles or bubbles (containers can be refilled with water and
washing-up liquid) all work well in gaining the attention of small children. These little things can
signal to children that they are in a friendly place and can relax.
In many countries EC and EMS staff bravery certificates they can award to children who have used
their service. A bright or colour-in piece of paper saying, ‘I was very brave and good in the
ambulance today’ may encourage a child to feel, ‘Hey, that wasn’t too bad’. Parents and children
alike will appreciate these small gestures.

PATIENT SAFETY AND CONTINUOUS QUALITY IMPROVEMENT
Current thinking about patient safety emphasises that most adverse events are the result of
inherent or ‘latent errors’ in the system. These so-called ‘accidents waiting to happen’ are also
known as ‘blunt end’ factors and stand at the opposite end of the scale from the individual at the
‘sharp end’. By implication, the staff member who makes the mistake that leads to the ‘active
error’ should not be held solely accountable for it or singled out for ‘naming, shaming, blaming
and retraining’. This will not address the underlying circumstances that allowed the error to occur
in the first place, and will also deter staff from coming forward in the future.
Emergency Care Practitioners need to become ‘error-literate’, that is, they need to be able to
recognise and contain errors, understand error-producing conditions and know the importance
of reporting errors so that systems can be improved to prevent further mishaps.
CQI is not about just having a ‘quality officer’ tucked away in an office somewhere – a person who
performs distant audits and emerges to scold staff about unsafe practices. It is about developing
a ‘safety culture’, which involves first educating and getting all staff on board, from BLS and ALS
to management. Along with educating and motivating the team, a robust package of ‘patientsafety routines’ must be adopted and promoted until patient safety becomes second nature and
‘just a part of what we do around here’.
One fundamental element of that ‘routine patient safety package’ is regular and comprehensive
collection of information on ‘safety and quality incidents’. These include critical incidents, adverse
events, near-misses and any potential sources of error. The reporting system must be simple,
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quick, easily available and non-persecutory. There should be an option for the persons reporting
to remain anonymous if they choose. Critical-incident reports must be investigated and analysed
in a timely manner, with plans made to prevent further events. Early feedback must be given to
staff.
Another vital component of the CQI package is regular mortality and morbidity meetings that
include paediatric cases. Information on any child deaths must be gathered in order to identify
preventable factors that may have contributed to them within the EMS system. Doing so allows
for learning and the prevention of similar incidents in the future. The critical-incident reporting
system should be used as a key source of morbidity information, and statistics must be presented
about the number and type of reports, the problems identified and the resulting actions that were
taken.
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Appendices for EMS Standards for Care
of Children in EMS
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Appendix A:
Excerpts from Children’s Act
Guide for Health Professionals
This section is comprised of selected extracts reproduced with permission from Jamieson L & Lake
L (2013) Children’s Act Guide for Health Professionals. Edition 5. Cape Town: Children’s Institute,
University of Cape Town.
Reading the full guide is highly recommended for all health-care staff who interact with children.
To download it in PDF and/or obtain further information, visit www.ci.org.za.

THE CHILDREN’S ACT 38 OF 2005
The Children’s Act is a law which governs the provision of a range of services for children and
families in South Africa. The original Children’s Act 38 of 2005 was amended by the Children’s
Amendment Act 41 of 2007. Some of the provisions came into force on 1 July 2007, and the rest
of them — along with their associated Regulations — on 1 April 2010.

WHY IS THE CHILDREN’S ACT IMPORTANT FOR HEALTH PROFESSIONALS?
In order to promote children’s rights and well-being, the Children’s Act provides a legal framework
to guide people who are involved in the care, development and protection of children on the
actions and steps they must take to secure children’s rights. Among other things, the Act:
•

states what the rights of children are;

•

outlines the general principles that must be applied by anyone interacting with a child;

•

states when a child can consent to medical treatment, surgical operations, HIV testing
and disclosure;

•

states who can consent when a child lacks legal capacity;

•

states at what age a child can ac cess contraceptives;

•

defines a caregiver;

•

defines a child in need of care and protection; and

•

creates mandatory reporting requirements in respect of abuse and neglect.

All health professionals are required to perform their duties and responsibilities according to the
Children’s Act when working with children. It is therefore essential for health professionals to have
thorough knowledge of this law.

RIGHTS UNDER THE CHILDREN’S ACT
WHAT ARE THE RIGHTS INFORMING HEALTH CARE PRACTICE?
The recognition that children are holders of rights is central to the philosophy and implementation
of children’s rights. Children are not merely passive recipients of adult care and protection. Rather,
they are social actors entitled to contribute to the exercise of their rights and to participate in
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decisions that affect them. Such an approach has profound implications for the relationships
between children and health professionals, and indeed between children and their parents.

General Principles
The best interests of the child
The importance of considering the best interests of the child in all matters that affect the child is
recognised in both the UNCRC and the African Charter on the Rights and Welfare of the Child.
The Constitution notes that ‘a child’s best interests are of paramount importance in every matter
concerning the child’. This includes matters affecting the health and well-being of the child. The
Children’s Act stipulates further that the best interest standard must be applied in all matters
concerning the protection, care and well-being of the child. Thus, in all decisions, actions and
proceedings regarding the health and well-being of children, the best interest standard must be
applied.

The right to participate, to be listened to and to be taken seriously
All children capable of expressing a view are entitled to express that view on all matters affecting
them and to have their views given due regard in accordance with the age and maturity of the
child. This principle places a clear obligation on adults to listen to children and consider what they
say seriously. It is important to understand the implications of this right.
All children are capable of forming a view. Even very young children can express their views, fears,
concerns and outrage, and article 12 of the UNCRC requires that adults create the time and be
willing to hear those views and give them respect. The extent to which they are able to fulfil the
child’s wishes will depend on the issue, the choices available, their implications and the child’s
capacity to understand the issue. But a child’s view is not invalid simply because of his or her
youth: a baby, as well as a 16-year-old, has a right to be listened to. But it may be necessary to
explore different ways to enable younger children to express and articulate their concerns.
All children are entitled to views on all matters affecting them. Article 12 of the UNCRC (as well as
section 10 of the Children’s Act) covers all aspects of children’s lives. Whether it is decisions within
the family, in school, in the hospital or in matters of public policy, children are entitled to be
consulted and involved. It is important to recognise that many decisions traditionally taken by
adults have an impact on children, for example, the location and design of a hospital, the way in
which clinics are organised, the management of hospital wards, or policies regarding sexual and
reproductive health. These are all areas where children, and their parents, can make a useful
contribution if properly consulted.
There is no point in listening to children if there is no commitment to consider what they say. This
means being prepared to create the time to hear what children think and feel, and to give serious
consideration to what they say. This does not mean there is an obligation to always comply with
a child’s wishes – but their views should not be dismissed simply because they are young or
because they do not coincide with those of the adults involved.
The weight given to a child’s views will depend on his or her age, maturity and level of
understanding of the issue. This does not simply mean that older children’s views will be given
more weight. There is clear evidence, for example, that young children who have experienced
major surgery and frequent medical interventions can have a profound understanding of the life
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and death implications of choices affecting them and are capable of making choices if properly
supported by adults around them. The onus lies with the health professional to support the child
and to build the child’s capacity for health decision-making through a process of dialogue. The
more competent a child, the more emphasis should be placed on his or her wishes and views.

The child’s right to respect for his or her evolving capacities
The UNCRC stresses that parents have the right and responsibility to provide direction and
guidance to their children. However, such guidance must be directed to the promotion of the
child’s rights and be provided ‘in a manner consistent with the evolving capacities of the child’.
This principle [evolving capacity] in international law has profound implications for the human
rights of the child. It recognises that as children grow and develop increasing competencies, they
require less adult direction and support and have a greater capacity to take responsibility for
decisions affecting their lives. The UNCRC recognises that children acquire these competencies at
different ages depending on their environment, culture and individual life circumstances.
The concept of evolving capacities is central in achieving a balance between recognising children’s
right to be listened to and granted increasing autonomy, and recognising their right to protection
and support in accordance with their relative immaturity and youth. This concept provides the
basis for an appropriate respect for children’s agency without exposing them prematurely to the
full responsibilities normally associated with adulthood.
In many countries, consent procedures are often prescribed in law and pegged at a fixed age. For
example, the old Child Care Act said that children acquired the competence to make informed
decisions about health care at 14. This is not in line with an approach based on evolving capacities.
The evolving capacities approach requires doctors to progressively involve children more fully in
decisions relating to their health; to help parents recognise the importance of respecting
children’s active involvement; and to encourage an approach to decision-making which is open,
participative and informed. The new Children’s Act has lowered the age threshold to 12 and
introduced a maturity test which helps to bring South African law more in line with the concept
of evolving capacity as it requires an assessment of, and respect for, each individual child’s
maturity.

The right to information
The UNCRC and Children’s Act include an obligation to ensure that children and their parents
(and the community) have access to education and information to enable them to achieve the
best possible health. Access to health-promoting information can play an important role in
protecting children by enhancing their capacities to make informed decisions. Health
professionals can play a key role in ensuring that children and their parents have the necessary
knowledge and skill to make positive choices and live healthy lives.
These health provisions imply that health professionals should:
•

provide information to help children to understand how they can lead healthy lives (e.g.
information about sexual reproductive health, HIV/AIDS, nutrition, smoking, alcohol,
illegal drugs, physical and psychological development);

•

develop preventative and promotional materials in child-friendly formats that are ageappropriate and easy for children to understand (which is best done in partnership with
children themselves);
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•

ensure that child patients receive information in a format that allows them to fully
understand their own health status and treatment options;

•

work collaboratively with parents and children to foster an understanding and respect for
their respective rights and responsibilities with regard to decision-making in relation to
the child’s health; and

•

advise children where they can go for further information and help.

The way information is given is crucial:
•

it must be given in ways that are age-appropriate and consistent with the child’s level of
understanding;

•

it must be given in a language which the child understands;

•

it should preferably be provided by someone whom the child knows and trusts;

•

time must be made available to enable the child to ask questions both immediately and
after any treatment and time to consider the potential consequences, risks and benefits
of more complex procedures; and

•

the child needs to feel safe and confident that his or her concerns will be taken seriously
when decisions are being made.

Parents should be as fully involved as possible so that they understand the treatment options and
procedures and can support and reassure the child. Parents may also be able to translate medical
information into a language that younger children can understand and support older children
when making decisions about surgery. However, older teens may prefer to maintain their
independence and privacy, and they are entitled to give consent to medical treatment, HIV testing
and access to contraception independently.
Taken together these rights place an obligation on health professionals to:
•

explore with children (and their caregiver/s) their treatment options, their level of
understanding, their associated opinions and views (and only then can they assess
children’s competence to make decisions about their treatment and care);

•

present information to children in a ways they will understand and that are appropriate
to the child’s evolving capacities;

•

work collaboratively with both children and their parents to involve them as fully as
possible in treatment and other decisions that affect the child;

•

provide children with the opportunity and time to reflect on the proposed options and
make an informed decision;

•

provide a comfortable and supportive environment to allow the child to exercise his or
her capacities, and to ask questions as the process unfolds;

•

work collaboratively with children and their parents to understand how decisions affect
or are affected by the child’s unique circumstances (including their age, gender, culture,
developmental capacities and abilities); and

•

work with parents and children to ensure the child’s best interests are intentionally
considered and supported.

Children’s right to protection and freedom and security of the person
Children are also entitled to protection from harm. Articles 19 and 37 of the UNCRC protect
children from cruel, inhumane and degrading treatment and protect the child from all forms of
violence, injury or abuse, neglect or negligent treatment, maltreatment or exploitation, including
sexual abuse.
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In the Constitution, these protection rights fall under the right to freedom and security of the
person (section 12), as well as children’s right to be protected from maltreatment, abuse, neglect
and degradation (section 28(1)(d)). These rights have considerable similarities with articles 37 and
19 of the UNCRC. However, the Constitution goes one step further and gives everyone a right to
bodily and psychological integrity (also called the right to physical integrity), which includes the
right to make decisions concerning reproduction; the right to security in and control over one’s
body; and the right not to be subjected to medical or scientific experiments without informed
consent.

The right to privacy and confidentiality
The UNCRC and the Constitution grant children the right to privacy in respect of themselves as
individuals, in their family and home, in institutions and in all forms of correspondence and
communication. Respecting privacy is fundamental to respecting the dignity of the child.
It implies that health-care providers have both an obligation and an opportunity to:
•

respect the child’s body and his or her privacy, taking into account all contextual factors
(culture, religion, gender, age, ability) and the consent provisions of the Children’s Act;

•

conduct consultations and treatments in an environment that respects the child’s privacy
and confidentiality;

•

respect the confidentiality of children and adolescents to seek medical assistance and
seek their consent before sharing private and/or confidential information with others
(including parents and other health professionals);

•

understand and apply the current laws around confidentiality and privacy;

•

develop and promote explicit policies concerning access to confidential information, and
ensure the child or adolescent is aware of these policies; and

•

inform children when this confidentially needs to be breached (for example, when
reporting abuse and neglect).

CONSENT UNDER THE CHILDREN’S ACT
WHEN DOES A CHILD HAVE THE CAPACITY TO CONSENT?
The old Child Care Act set the age of consent for medical treatment (which at that time included
HIV testing and contraceptives) at 14 years. Children could consent to surgery on their own only
if they were 18. The Children’s Act lowers the age requirement of consent for these services to 12
years and introduces the additional requirement of a maturity assessment to determine the child’s
capacity to consent.
The sections below summarises the provisions that govern children’s consent to medical
treatment, surgical operations, HIV testing, disclosing their HIV positive status and accessing
contraceptives.

CONSENT TO MEDICAL TREATMENT AND SURGICAL OPERATIONS
Section 129 of the Children’s Act states that a child may consent to his or her own medical
treatment or to the medical treatment of his or her child if:
•

the child is over the age of 12 years; and
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•

the child is of sufficient maturity and has the mental capacity to understand the
benefits, risks, social and other implications of the treatment.

A child may consent to the performance of a surgical operation on him or her, or on his or her
child if:
•

the child is over the age of 12 years; and

•

the child is of sufficient maturity and has the mental capacity to understand the benefits,

•

the child is duly assisted by his or her parent or guardian.

risks, social and other implications of the surgical operation; and

As in previous legislation, there is no definition of ‘medical treatment’ or ‘surgical operation’
in the Act. Treatment would refer to non-invasive and innocuous procedures, and include
vaccinations and psychological treatment. A ‘surgical operation’ generally refers to invasive
surgical interventions.

HIV TESTING
A child may be tested for HIV if testing is in the best interests of the child and consent is given by
the child or the child’s parent or caregiver. According to the Department of Health’s HIV
Counselling and Testing (HCT) Policy Guidelines,

an HIV test will be in the best interests of the neonate, infant or child if it is clear that the
test will provide access to the continuum of care and promote a child’s physical and
emotional welfare.
The Act sets out the following rules regarding the child’s capacity to consent to an HIV test:
•

if the child is over 12 years, then the child can give consent without his or her parent’s
knowledge; and

•

if the child is under 12 years and sufficiently mature enough to understand the benefits,
risks and social implications of the test, then the child can consent him- or herself.

•

if the child is under 12 and is not mature enough, then the parent or caregiver must give
consent on the child’s behalf.

WHAT HAPPENS WHEN THE CHILD LACKS THE CAPACITY TO CONSENT?
Where a child is too young or lacks the capacity to consent, the Children’s Act gives the decisionmaking power to others (for example the parent or caregiver) in order to protect the child from
the burden of making difficult decisions. However, children who lack capacity still have the right
to participate and have their views considered.
The Children’s Act and the National Health Act respect the rights of all child patients to participate
in decisions affecting their health and well-being and to have their views and opinions considered
and respected. However, this right to participate doesn’t always extend to a right to make
decisions. The prescribed age and maturity requirements draw a line between children who are
entitled to participate and those who can also make the ultimate decision (give or refuse consent).

a) Who can consent to medical treatment?
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The Act provides clear guidance on who else is authorised to consent when the child lacks
the capacity to consent. When the child cannot consent to medical treatment, the parent,
guardian or caregiver is authorised to give the necessary consent.
Where the parents of the child receiving treatment are under 18 years old, the parents must
be subject to the same maturity test as they would for their own treatment. If the child parent
does not pass this test, then the parent, guardian or caregiver of the child parent must consent
to the treatment of the younger child.

b) Who consents to surgery?

The same conditions apply as for medical treatment, ex cept that caregivers cannot consent

for surgery.

HOW DO WE ASSESS CHILDREN’S CAPACITY TO CONSENT?
As mentioned, a child’s capacities are highly dependent on the child’s life experiences. For
example, young children who have experienced major surgery or frequent medical interventions
may have a profound understanding of life or death and how decisions will affect them. While a
5-year-old child may lack the competence to decide which is the best hospital for an operation,
he or she can indicate if and why he or she feels comfortable at the hospital, and provide
suggestions to improve his or her stay.
When children are given appropriate support, adequate information and opportunities to express
themselves meaningfully (through pictures, poems, drama, photographs, as well as more
conventional discussions, interviews and group work), all children can participate in clarifying and
resolving issues that are important to them.
Health professionals need to listen to children, provide appropriate information and give them
time to articulate their concerns, so that children can develop the confidence and ability to
contribute effectively to their own health care. These are critical prerequisites or foundations for
informed consent, but how exactly are health professionals supposed to assess children’s capacity
to consent?
Deciding on whether a child is mature enough to give consent requires that the child has full
knowledge of the procedure and understands the nature of the risk of the treatment or surgery
(including the social or other consequences of the treatment or surgery). Different types of
treatment require different levels of understanding and responsibility. For example, a 12-year-old
child may be mature enough to understand the risks and benefits of receiving a cast for a fractured
arm, but the same child may not be mature enough to understand the risks and benefits of under
taking long-term treatment for a chronic illness such as tuberculosis.
In the case of medical treatment where the health professional concludes that a 12-year or older
child is not mature enough to give consent, the health professional must seek consent from the
parent, guardian or caregiver. In the case of surgery where the health professional concludes that
a 12-year or older child is not mature enough to give consent, the health professional must seek
consent from the parent or guardian.
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WHO MUST ASSESS IF THE CHILD HAS SUFFICIENT MATURITY AND MENTAL
CAPACITY?
Currently, some health facilities allow receptionists and administrators to complete the consent
forms. However, explaining the nature of the operation and assessing the maturity of a child and
whether the child has the mental capacity to understand the risks, benefits, social and other
implications of the operation is a task that should only be done by people with the necessary skills
and training.

WHAT HAPPENS WHEN A CHILD REFUSES TO GIVE CONSENT?
a) If a child has the capacity to consent:
Children who meet the necessary age and maturity requirements are required to give consent
to treatment, surgery, HIV testing and the disclosure of their HIV-positive status. This means
that children cannot be subjected to these procedures against their will.
A child who has the capacity to consent is also entitled to refuse treatment or surgery.
If a child unreasonably refuses to give consent, then the Minister of Social Development or
the courts (not the parent, caregiver or guardian) must be approached to overrule the child’s
refusal. The court can also issue a treatment order for the child (section 156(1)(i)).

b) If the child does not have the capacity to consent:
If a child 12 or older is mentally ill and the health professional assesses him or her not to have
the mental capacity to consent or refuse treatment (due to mental illness), then the parents,
guardian or caregiver must make the decision on his or her behalf. (See the Mental Health
Care Act for additional requirements for involuntary admissions into mental health care
facilities.)
Nothing prevents the child from asserting his or her autonomy and exercising his or her
constitutional rights to physical integrity (the right to make decisions about one’s body). This
can be done by a child (or his or her representative) approaching a court to prevent a parent,
guardian or caregiver or anyone else from subjecting him/her to medical procedures.
However, a health provider who acts on the instruction (consent) of a parent is acting within
the law, even if the child (who lacks capacity to consent) is against the decision.

WHAT HAPPENS WHEN PARENTS, GUARDIANS OR CAREGIVERS REFUSE TO
GIVE CONSENT?
If the child lacks capacity to consent, then the parent, caregiver or guardian must consent on his
or her behalf. Such a parent, caregiver or guardian can also refuse to give consent.
However, medical treatment and surgery cannot be refused solely based on religious or other
beliefs. There must also be a medically accepted alternative to the proposed treatment or surgery.
If a parent, caregiver or guardian unreasonably refuses to give consent to treatment, surgery, HIV
testing or the disclosure of a child’s HIV-positive status, then the Minister of Social Development
or the courts can be approached to overrule that person’s refusal and to consent on the child’s
behalf.
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WHO CAN CONSENT TO TREATMENT OR SURGERY IN A MEDICAL
EMERGENCY?
The superintendent or person in charge of the hospital (in the absence of the superintendent) can
consent to treatment or surgery for a child in a medical emergency. This refers to a situation
where:
•

treatment or surgery is needed to save the child’s life or prevent serious physical injury
or disability; and

•

it is so urgent there is not enough time to obtain the necessary consent from the person
who is authorised to consent.

Both requirements must be met in or der to comply with the Children’s Act.

WHAT IS AN EMERGENCY?
The superintendent of a hospital or person in charge of the hospital can only consent in
emergencies if the operation is necessary to preserve the child’s life and it is so urgent that it
cannot be deferred (postponed) for the purpose of obtaining parental or other consent.

Necessity + urgency = emergency
On the question of urgency, the issue of ‘deferment’ or postponement is essential to determine if
the superintendent or person in charge of the hospital can give consent. Three scenarios can be
distinguished:
•

If the parents or guardians are unavailable or cannot be traced and the surgery is so
urgent that it cannot be delayed in order to acquire parental consent or ministerial
consent, then the superintendent or person in charge of the hospital can give consent.

•

If a parent or guardian is present at the hospital and they refuse to consent to the surgery,
but the surgery is so urgent that it cannot be postponed in order to obtain Ministerial or
court ordered consent to override the refusal, then the superintendent or person in
charge of the hospital can give the necessary consent

•

If a parent or guardian is present and they refuse to consent to the surgery, but the
surgery is not so urgent that it cannot be delayed for a few days so as to get ministerial
or court ordered consent to override the refusal, then the superintendent of the hospital
or person in charge cannot give the consent. In such a case the Minister or the courts
have to be approached in order to get the necessary consent before the health
practitioner can go ahead with the surgery.

THE OBLIGATION TO REPORT ABUSE AND NEGLECT
The obligations to report abuse and neglect are set out in section 110 of the Children’s Act, which
addresses the questions raised below.

WHO MUST REPORT?
Any correctional official, dentist, homeopath, immigration official, labour inspector, legal
practitioner, medical practitioner, midwife, minister of religion, nurse, occupational
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therapist, physiotherapist, psychologist, religious leader, social service professional, social
worker, speech therapist, teacher, traditional health practitioner, traditional leader or
member of staff or volunteer worker at a partial care facility, drop-in centre or child and
youth care centre who: on reasonable grounds concludes that a child has been abused in
a manner causing physical injury, sexually abused or deliberately neglected, must report
that conclusion in the prescribed form to a designated child protection organisation, the
provincial department of social development or a police official.

WHAT MUST YOU REPORT?
If you are one of the professionals listed in section 110, you must report:
•

physical abuse causing injury;

•

sexual abuse; and

•

deliberate neglect.

Section 28 of the Prevention of and Treatment for Substance Abuse Act states that the
reporting requirements in section 110 of the Children’s Act apply to children abusing
substances or affected by substance abuse.

WHAT ARE THE SIGNS OF ABUSE AND NEGLECT?
Emotional and behavioural signs of physical, psychological or sexual abuse include: ‘aggression;

physical withdrawal when approached by adults; anxiety; irritability; persistent fear of familiar
people or situations; sadness; suicidal actions or behaviour; self-mutilation; obsessive behaviour;
neglect of personal hygiene; age of child demonstrating socially inappropriate sexual behaviour
or knowledge; active or passive bullying; unwillingness or fearfulness to undress or wearing layers
of clothing’.

Developmental signs of physical, psychological or sexual abuse include: ‘failure to thrive; failure

to meet physical and psychological developmental norms; withdrawal; stuttering; unwillingness
to partake in group activities; clumsiness; lack of coordination or orientation or observable thriving
of children away from their home environment’.
Signs of deliberate neglect include:
•

•
•

‘underweight; reddish scanty hair; sores around the mouth; slight water retention on the
palm or in the legs; extended or slightly hardened abdomen; thin and dry skin; dark
pigmentation of skin, especially on extremities; abnormally thin muscles; developmental
delay; lack of fatty tissue; disorientation; intellectual disability; irritability; lethargy,
withdrawal, bedsores and contractures’;
‘a disclosure of abuse or deliberate neglect by the child ‘; or
‘a statement relating to a pattern or history of abuse or deliberate neglect from a witness
relating to the abuse of the child ‘.

In deciding whether a child has been abused or neglected, the Act requires that these signs or
indicators be considered in the ‘total context of the child’s situation’. This means that the focus
should not fall on only one factor or indicator.
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WHERE MUST YOU REPORT?
Once a conclusion is reached that there was abuse or deliberate neglect, it must be reported to
one of three agencies: a designated child protection organisation, the provincial Department of
Social Development or a police official.

WHAT FORMS MUST THE HEALTH PROFESSIONAL COMPLETE?
Form 22 is used to report a case of abuse or neglect to an appropriate authority to trigger a child
protection investigation by a designated social worker. The form should be completed by the
health professional. The J88 is used as evidence in the criminal investigation.
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Appendices N-R:
EMS Standards
APPENDIX N: PRE-HOSPITAL STAFF COURSE DURATION STAFFING CAPABILITIES
Qualification

Course duration

Paediatric capabilities

Basic Ambulance Assistant
(BLS)

6 weeks of lectures, tutorials and skills
training as well as experiential shifts on
emergency vehicles

CPR and choking, 02 administration, BVM ventilation, vital signs recording including HGT,
suctioning, oral dextrose, Entonox, activated charcoal administration, use of an Automated
External Defibrillator (AED), spinal immobilisation

Ambulance Emergency
Assistant (ILS)

15 weeks of lectures, tutorials and skills
training as well as experiential shifts on
emergency vehicles

As for BLS plus: needle cricothyroidotomy, needle thoracententesis, peripheral IV access (8
years and older) and fluid administration, manual defibrillation, nebulisation with B2
agonists and anticholinergics, pulse oximetry, IV dextrose, declaration of death, non ICU
neonatal/paediatric transfers

Emergency Care Technician
(ALS)

2 years of lectures, tutorials and skills training
as well as experiential shifts on emergency
vehicles

As for ILS plus: supraglottic airway inspection (LMA), ETCO2, peripheral IV access (1 year
and older) including external jugular, intra-osseous insertion, umbilical vein cannulation,
limited ALS drug administration, non-intubated neonatal/paediatric transfers

Critical Care Assistants
(CCA) (ALS) & National
Diploma in EMC (ALS)

10 months (CCA) or 3 years (National
Diploma in EMC) of lectures, tutorials and
skills training as well as experiential shifts on
emergency vehicles

As for ECT plus: orotracheal intubation, femoral cannulation, surgical cricothyroidotomy,
mechanical ventilation, drug infusions, vagal manoeuvres, cardioversion, pacing,
neonatal/paediatric ICU transfers, use of syringe drivers, central line management, ALS
drug administration

Degree in EMC (ALS)

4 years of lectures, tutorials and skills training
as well as experiential shifts on emergency
vehicles

As for CCA/NDip plus: rapid sequence induction and fibrinolysis
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APPENDIX O: PAEDIATRIC MEDICATIONS FOR ALS EMS PRACTITIONERS
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APPENDIX P: AMBULANCE EQUIPMENT LIST FOR PAEDIATRIC
EMERGENCY CARE
The following list is divided into equipment for basic life support (BLS), advanced life support (ALS)
ambulances and the dedicated Paediatric Flying Squad ambulance. ALS ambulances must have all
of the equipment on the required BLS list as well as equipment on the required ALS list. This list
represents recommendations for equipment and supplies that will facilitate optimal paediatric
patient care in the pre-hospital setting.

EQUIPMENT FOR BASIC/INTERMEDIATE LIFE SUPPORT (BLS) VEHICLES
Ventilation and Airway Equipment
•

Portable suction apparatus with wide-bore tubing

•

Portable oxygen, capable of metered flow with adequate tubing

•

Fixed oxygen supply equipment with variable flow regulator

•

Hand-operated, self-expanding Bag-valve mask reservoir (manual resuscitator) in adult
(1600 ml), paediatric (450ml), and neonatal (200 ml) sizes, with correct size masks for
neonate/infant/child/adult

Monitoring and Defibrillation
•

Automated external defibrillator (AED) or monitor/defibrillator (ILS only) with electrodes
and defibrillation gel. The AED and cardiac monitor/defibrillator should have paediatric
capabilities, including child sized pads and cables

•

Pulse oximeter with paediatric and adult probes

Immobilisation Devices
•

Rigid cervical collars for children ages 2 years or older; child and adult sizes (small,
medium, large, and other available sizes)

•

Head immobilisation device

•

Lower extremity (femur) traction devices

•

Trauma board

•

Kendrick Extrication Device (KED)

•

Scoop stretcher

•

Short and long Kramer wire splints

•

Immobilisation straps/spider harness

•

Paediatric lower extremity (femur) traction device

Disposables (BLS/ALS)
•

Paediatric non-rebreather, Venturi, nasal cannulas and nebulizer masks

•

Oropharyngeal airways (size 00 – 3)

•

Rigid pharyngeal curved suction catheter

•

Flexible adult and paediatric (French 6, 8, 10, 12) suction catheters.

•

Intravenous cannulas (14 -22)

•

Adhesive securing tape

•

Administration sets – 10 drop, 20 drop and 60 drop
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•

Intravenous fluids (Ringers Lactate 1000ml/NaCl 200ml)

•

Gloves

•

Masks (surgical and N95)

•

Syringes (5ml/10ml/20ml)

•

Hypodermic needles (black/green)

•

Cling film

•

Space blankets

•

Bandages (elasticised crepe roller bandages)

•

Gauze dressings (100mm x 100mm and 100mm x 200mm)

•

Webcols

•

Maternity packs

•

Burnshield

•

Needle cricothryroidotomy equipment

•

Regurgitation bag

Personal issue (BLS/ILS)
•

Jump bag

•

Scissors

•

Pupil torch

•

Stethoscope

•

Sphygmomanometer with paediatric cuffs

•

Thermometer (hypothermic)

•

Glucometer (with AccuChek sticks)

EQUIPMENT FOR ADVANCED LIFE SUPPORT (ALS) VEHICLES
The same as for BLS/ILS vehicles, plus the following:
•

Cardiac monitor/defibrillator with pacing and paediatric defibrillation capabilities.

•

Monitoring device capable of measuring the following paediatric vital signs:
o

Blood pressure

o

Oxygen saturation (SPO2)

o

•

o

ECG
End tidal CO2 capnography (ETCO2)

Infant ventilator (time/pressure cycled ventilator for neonates and infants up to 20kg) with
Gabler rail fitting

•

Adult/child ventilator (time/volume cycled ventilator for older children) with Gabler rail
fitting

•

Syringe Driver (with 50 ml syringes)

•

Infusion pump

•

Transport incubator with temperature monitor and battery pack

Disposables (ALS)
The same as for ILS/BLS, plus the following:
•

ET tubes (2.5 – 8 cuffed and uncuffed)

•

Introducers

Standards for Care of Children in EMS in the Western Cape 2015

Page | 34

Appendix N-R: EMS Standards
•

Alternative advanced airway devices i.e. Laryngeal Mask (LMA) with appropriate sizes: 1,
1.5, 2, 2.5, 3 (4 and 5 are for small and large adults).

•

LMAs

•

Oesophageal detection device

•

Securing tape/commercial device

•

3 way stop cocks

•

IO needles

•

Flow rate controller

•

Buretrol

•

Extension tubing

•

Mucosal atomizer devise

•

Scalpel blades

Personal issue (ALS)
The same as for BLS/ILS, plus the following:
•

Jump bag with drug bag

•

Laryngoscope with all necessary sized paediatric and neonatal blades

•

Magill’s forceps (infant/child/adult)

•

Hand-operated, self-expanding bag-valve mask reservoir (manual resuscitator) in adult
(1600 ml), paediatric (450ml) and neonatal (200 ml) sizes with correct size masks for
neonate/infant/child/adult

•

Paediatric dosing card and weight estimation tape

•

Surgical Airway Kit

•

Positive end-expiratory pressure valve (PEEP)

EQUIPMENT FOR THE PAEDIATRIC FLYING SQUAD VEHICLES
Equipment is as for standard Advanced Life support vehicle, plus the following:
•

Paediatric commercial immobilisation device

•

Temperature measuring device (electronic thermometer)

•

Vital signs monitor able to measure neonatal ETCO2

•

CPAP ventilation unit with necessary accessories

•

EZ-IO Infusion System with intraosseous needle set

•

Transport incubator with temperature monitor and battery pack (permanently on board
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APPENDIX Q: PAEDIATRIC FLYING SQUAD CALLOUT PATHWAY
PGWC POLICY
Paediatric Flying Squad Criteria

Policy no:

Compiled by: Paediatrics and Emergency Medicine. Contributors: Prof
Tony Westwood; Dr Louis Heyns; Dr Louise Cooke; Dr Baljit Cheema;
Dr Kirsten Cohen; Dr Hein Lamprecht; Dr Melanie Stander; Michael Lee
(EMS)

Review in 6 mnths

Approved by:
Contact Persons: Dr Saadiq Kariem

Date: October 2013

Target group

Hospital Managers
Quality Assurance Directorate
EMS
PHC Facilities
Emergency Centres

Policy
requirements

Facilities and organisations required to implement policy:
All Central, Regional and District Hospitals in Metro and Rural WC
All PHC (CHCs and Clinics) facilities in WCEMS

Policy Purpose

To ensure delivery to definitive treatment safely, timeously, efficiently,
equitably and effectively for ill and critically ill children in line with
patient-centred values.

Definition of
critically ill child

ALL CHILDREN considered CRITICALLY ILL including:
• All intubated patients
• Recurrent or persistent shock including
o Meningococcal disease/purpuric rash
o All with intra-osseous lines
o Anaphylaxis
• Hypoxia/cyanosis even when on supplemental oxygen
• Very severe airway obstruction/respiratory distress
• Recurrent apnoea
• Depressed level of consciousness GCS<12/15
• All Red Cases who are still critically ill/unstable after initial
resuscitation efforts
• Polytrauma
• Burns: >15% partial thickness and/or >5% full thickness and/or
facial/inhalation burns

Delineated
Pathway to
Definitive Care

All children meeting the CRITICALLY ILL criteria to be transferred directly
to Tertiary Level Paediatric Hospital with ICU facilities
• Referring or receiving Dr/Sr may activate
• If possible call ahead to receiving tertiary level hospital doctor
TO INFORM OF PATIENT's CONDITION and emergency
management advice
o Tygerberg Emergency Centre: 021 938 6378
o Tygerberg ICU: 021 938 6057
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•
•
Communication

o Red Cross Emergency Centre: 021 658 5075
o Red Cross ICU: 021 658 5103
It is the responsibility of the receiving facility to source a bed
Call Metro 021 937 0300 and ask for transfer with THE
PAEDIATRIC FLYING SQUAD

See attached Poster [overleaf] for display at all facilities and EMS vehicles
Circular
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APPENDIX R: DEMIST HANDOVER PROCEDURE
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