
For pediatric patients at high risk for
severe RSV* disease —

NO MATTER WHERE 
THEY START, THEY ALL
FACE THE SAME RISK

Give premature infants a head start

• Lower serum antibody levels place them at increased
risk for RSV disease1

• They are at risk for ICU† or hospital admissions 
and increased intubation rates vs full-term infants2

• Reassess all premature infants prior to 
season onset as risk factors may change

• Consult local/regional virology and 
hospitalization data for RSV season onset

Deliver immunoprophylaxis prior to RSV season
onset to ensure adequate antibody levels

IMPORTANT SAFETY INFORMATION
Synagis® (palivizumab) is indicated for the prevention of serious lower respiratory tract disease caused

by respiratory syncytial virus (RSV) in pediatric patients at high risk of RSV disease and is administered by
intramuscular injection. Safety and efficacy were established in infants with bronchopulmonary dysplasia (BPD),

infants with a history of premature birth (≤35 weeks gestational age), and children with hemodynamically significant
congenital heart disease (CHD). Synagis has been used in more than one million children in the U.S. since its introduction

in 1998. The first dose of Synagis should be administered prior to commencement of the RSV season. Patients, including
those who develop an RSV infection, should continue to receive monthly doses throughout the season.
Very rare cases (<1 per 100,000 patients) of anaphylaxis and rare (<1 per 1,000 patients) hypersensitivity reactions have
been reported with Synagis. Cases of anaphylaxis were reported following re-exposure to Synagis and rare severe
hypersensitivity reactions occurred on initial exposure or re-exposure. If a severe hypersensitivity reaction occurs, therapy
with Synagis should be permanently discontinued. If milder hypersensitivity reaction occurs, caution should be used
on re-administration of Synagis.
In clinical trials, the most common adverse events occurring at least 1% more frequently in Synagis-treated patients
than controls were upper respiratory infection, otitis media, fever, and rhinitis. Cyanosis and arrhythmia were seen in
children with CHD.
Please see full prescribing information on adjacent page.

References: 1. Yeung CY, Hobbs JR. Serum-γG-globulin levels in normal, premature, post-mature, and “small-
for-dates” newborn babies. Lancet. 1968;1(7553):1167–1170. 2. Horn SD, Smout RJ. Effect of prematurity 
on respiratory syncytial virus hospital resource use and outcomes. J Pediatr. 2003;143:S133–S141.
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*RSV = respiratory syncytial virus.
†ICU = intensive care unit.
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Telemedicine Aids Pediatric Care in Rural EDs
B Y  R O B E R T  F I N N

San Francisco Bureau

S A N F R A N C I S C O — About 40% of
emergency departments lack 24/7 access
to pediatricians, according to the Centers
for Disease Control and Prevention.

Telemedicine provides one possible
means of closing this gap, and now a
study comparing telemedicine consulta-
tions to telephone consultations has
shown improvements in diagnostics and
parent satisfaction, Madan Dharmar re-
ported at a meeting sponsored by the Na-
tional Initiative for Children’s Healthcare
Quality.

The prospective cohort study involved
eight rural emergency departments that

were designated telemedicine sites and
five rural emergency departments as con-
trol sites. The sites were matched with re-
gard to hospital volume and physician
training. 

Children older than 1 day and younger
than 17 years were included in the study
if they were triaged in the highest category
at presentation to the emergency depart-
ment, said Mr. Dharmar, a doctoral stu-
dent in epidemiology at the University of
California, Davis.

Investigators provided the telemedicine
sites with either a wall-mounted or a pole-
mounted telemedicine system. 

Physicians requesting telemedicine or
telephone consultation called a toll-free
number that connected them with a UC
Davis specialist in pediatric emergency
care or pediatric intensive care, typically
within 2-5 minutes.

The investigators looked at three out-
comes: whether there were changes in
medical diagnostics and therapeutic ad-
vice; whether there were improvements in
the quality of care; and whether there were

improvements in parent/guardian satisfac-
tion. Of the 37 telemedicine consultations,
19 resulted in added or changed diagnostic
studies, compared with 1 of 14 telephone
consultations, a significant difference.
There was also a nonsignificant difference
in the consulting physician changing ther-
apeutic advice (41% for telemedicine vs.
14% for telephone consultation).

“Telephone consultations have limita-
tions with the fact that the specialist is un-
able to see the kid,” Mr. Dharmar said.

“The specialist usually treats based on a
[summary] from the referring physician at
the remote site. Another important aspect
is that the specialist is unable to involve
parents in the care of the kid.”

Parents were significantly more satisfied
with telemedicine than with telephone con-
sultations on four different measures. They
had higher levels of satisfaction with the
courtesy of the emergency department
nurses, the courtesy of the physicians, the
knowledge and skill of the referring emer-

gency physician, and with the explanation
of what was done for their child. 

Two pediatric emergency physicians’
ratings of initial data gathering, integration
of data and diagnosis, initial treatment
plan, and plan for disposition or follow-up
had no significant differences between the
telemedicine and telephone consultations. 

Mr. Dharmar stated that he had no 
financial interest with any organizations 
or commercial products involved in 
the study. ■
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Telephone
consultations have
limitations with
the fact that the
specialist is unable
to see the kid.
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