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At some point in every physician’s career, 

he/she will be involved in the medical 

transport of a sick or injured patient.



Pediatric critical illness and injury: the 

impact on the region and our responsibility

• Primarily rural communities

• Emergency medical services (EMS) and the 
“rural paradox”

• Resources for children are scarce:

• Pediatric training

• Pediatric equipment

• Children’s hospitals

• Pediatric response to illness and injury

• Provider anxiety

• Treat or transport?



Referring M.D. Transport 

Decisions/Responsibilities

• How should the child be 

transported to the new 

facility?

– Mode
• Family car

• Ground ambulance

• Helicopter

• Fixed-wing aircraft

– Team
• Family

• Local EMS

• Referring hospital team

• Regional transport team

• Specialized pediatric transport 

team



Factors to consider when choosing a mode of 

transportation and team

1.  Diagnosis and medical stability of the patient, including analysis 

of possible complications in his or her condition during the transport

2.  Urgency to provide advanced medical care--include in the 

decision the time necessary to mobilize a medical team, estimated 

time of travel (both to and from) accounting for distance, terrain, 

weather and traffic

3.  Level of medical care the patient is receiving versus the type of 

care the patient needs.

4.  Methods of transport available



Goals of Transport

• To reach persons in need as quickly as possible with 

trained personnel

• To stabilize the patient’s condition to prevent further 

deterioration

• To move the patient to a facility capable of providing 

more extensive care or additional services that will 

enhance patient outcome

• To offer the level of care equal to the receiving

institution recognizing the limits inherent to traveling.



CHETA and Med Flight

• Pediatric expertise readily available

• Complements Med Flight: “weatherproof”

• Provides multi-level response: frees up a 
scarce resource for those in need

• Neonatal and Pediatric Intensive Care Units 
on wheels or wings

• Triage system for AFCH ED, NICU, PICU & 
wards

• Preserves local EMS resources

• Relieves community provider anxiety

• Continuity of care



Indications for Emergency Transport of 

Pediatric Patients
(Johnson & Gonyea, Mayo Clin Proc, 1993; 68:982-987)

• Respiratory--30%

• Neurologic--22%

• Trauma

– Head--7%

– Other--11%

• Cardiovascular--6%

• Other--24%

Adults:

Cardiac and trauma

We don’t know what we’re going to find on arrival!



Why is CHETA worth the wait?

EMTALA rules governing interfacility patient 

transfers requires patient receive level of care 

through transport

Potential for acute deterioration en route: very 

high rate of unplanned events and major 

interventions (Singh, 2013)

Outcomes of general CCT teams vs specialty 

teams (Orr, 2009): unplanned events (61% vs 

1.5%) and eventual death (23% vs 9%)

Not a ”load ‘n go” philosophy but not a “stay and 

play” one either
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When plan “A” doesn’t 

work, you have 25 more 

letters….



Ultimately, whatever airway 

you get, is the CORRECT 

one…



Case
Winter 2016, 1900-2300 hrs

2 m/o male in respiratory distress, 1 day hx of 

increased WOB, decreased PO

HR 180s, RR 50-60s, SaO2 94% on 2 lpm NC

Head-bobbing, grunting, nasal flaring, subcostal 

and sternal retractions

Attempted HFNC, CPAP, then capillary blood gas 

sent: 7.11/102/97

Patient intubated




