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Nouveau-né : Nourrisson :
0 a 28 jours Jusqu’a 2 ans




% Population

te : Population

Virtual PICU system
203875 enfants (4 ans)

Field-Ridley et al., Pediatr Crit Care Med, 2016



Contexte : Pluri{/multi/trans)disciplinari

Child life Physicians
& NPs

._%._!_ .

Respiratoy
care

Dietician

PT/OT/
SLP

Pharmacist
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Wieckzorek et al, Pediatr Crit Care Med, 2016
Choong et al, J Pediatr Intensive Care, 2018



Innocuité & Tolérance : BAN

Tableau 1.
Drapeaux rouges.

Criteres nécessitant de référer 'enfant aux
urgences

Observation ftat général (somnolence, léthargie,
irritabilité anormale)
Cyanose, marbrure
Apnées
Tirage sévere, balancement
thoracoabdominal
Battements des ailes du nez

Parameétres vitaux FC>LSN ® ou<LIN *
FR>LSN *
Sp02<92 %"

Grunting
Silence auscultatoire
Sibilants audibles a distance, a 'oreille

Ecoute




Image et Moerman et al, Reanimation, 2016

Evaluer & bilanter

Temps de prise en charge

<1 mois

1,5 mois

123
mois

5,9 mois

6a12 > 12
mois mois

.
7,2 mois

9,8 mois 10,3 mois

Petronic et al, EurJ Phys Rehabil Med), 2010



Evaluer & bilanter

Critical Care

Risk Factors for Pediatric Extubation Failure: The ¥

Importance of Respiratory Muscle Strength* Med ICINE
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PiMax (Airway) prior to extubation

Not Reintubated WM Reintubated === Fraction Reintubated

Khernani et al, Crit Care Med, 2017



Mobilisations passives du
nourrisson (pédalage, flexion
dorsale des chevilles, épaules...)

Réaménagement
Prévention aupreés des
soignant(e)s

Postures

Equilibre assis, debout,
verticalisation, marche

Images PICU Up | Program (John Hopkins University) et Moerman et al, Reanimation, 2016



Proposer une intervention

Step 1:
Safe to Move?

Symptoms persnst.

reassess in

Contra-
indications

present? 'e%/h,

Document outcome Patient successfully QU C
Reassess goals Q24h m Datie
Step 2: Step 3:
Activity Goal(s)? Make it
Happen
LB
O ——r— i
Assistance Activity goals \
fmmmﬂer(le. B-Mnskm) ln-hedqtlg(palve) Pre-Mobi n Checkdist:
Maximum : s O No contraindicationspresent
ookl il Eempe e O Precautions reviewed
The patient requires amoderate to + AROM/AAROM, Stretchingand 0 PT/OT hasassessed the patient and set goal(s)
G SiEviticant smont of upeoyL{ Sy TN strengthening=xercises O Activity order and goal(s) reviewed with team
e mmxz = de"b",t:: e | 5 Bed Mobility O personnelrequired for mobilization available
precautions present o= * In-bed cycling: active-assisted 0 Airway, lines and dressings secured
* Tasiors g shion- Sty \D Patient’s comfort/analgesia optimized ¥,
The patient can actively participate inthe  * |7/ e2singsittingtalerance
e ctivity, but requiressome assistance * Pre-gaitactivities
(lessthan 29% assistance }and * Ambulation
supervision. * Activities of daily living
+ Developmental play

Choong et al, J Pediatr intens



Eduquer, réadresser

Preschool respiratory hospital admissions following
infant bronchiolitis: a birth cohort study

Helen Skirrow,” ' Thomas Wincott,' Elizabeth Cecil ' Alex Bottle, " Ceire Costelloe,'
Sonia Saxena'

Table 2  Percentage of children with at least one respiratory
admission, before 5 years of age, in those with previous infant

Infants admitted with  No admission for
bronchiolitis bronchiolitis in infancy ’

Respiratory condition 21.7(21.0t0 22.3) 7.62 (7.56 to 7.69)

Asthma admission 4.27 (3.96 to 4.58) 0.880 (0.856 to 0.903) Ris que de

LRTI admission 6.77 (6.38 t0 7.15) 2(1.97 0 2.04) re hosp|tal|sat|on avant 5 ans
URTI admission 11.9(11.4t012.4) 4.75(4.70 to 4.81) . L. .
R— 484 (451 105.17) 0.884 (0.860 o 0.908) (2,34 a 5,02 selon les étiologies)

95% confidence intervals shown in brackets.
LRTI, lower respiratory tract infection; URTI, upper respiratory tract infection.
Skirrow et al, Arch Dis Child, 2019



Eduquer, réadresser

Preventing deformational plagiocephaly through parent [ |
guidance: a randomized, controlled trial

NER
im

Diminution de la prévalence a 3 mois
de 31-33% a 11-15%
(selon évaluation en 2 ou 3D) Aarnivala et al, Eur ] Pediatg, 2015

...Continuité de prise en charge...!




Take-Hom

Role a part entiere

Contribuer a la prise en charge et a la progression de chaque
patient

Innocuité € Prévention et Transmission

Beaucoup de questions en suspend




Merci de votre attention
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= % yann.combret@gmail.com




