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Pediatric Advanced Life Support

Oxygenatlon and ventliatlon

Measure oxygenation and target normoxemia 94%-99% (or child's normal/appropriate oxygen saturation). ad

Measure and target Paco, appropriate to the patient's underlying condition
and fimit exposure to severe hypercapnla or hypocapnla

Hem 'ynamlc momtormg

Set specific hemodynamic goals during post—cardiac arrast care and review daily.

Manitor with cardiac telemetry.

Manitor arterial blood pressure.

Monitor serum lactate, urine output, and central venous oxygen saturation to help guide therapies.

O jojaa|o

Use parenteral fluid bolus with or without inctropes or vasopressors to maintaina
systohc blood pressure greater than the fifth percentlle for age and sex.

Targeted temperature management (TTM)

Measure and continuously monitor core temperature.

Prevent and treat fever immediately after arrest and during rewarming.

If patient is comatose apply TTM (32°C-34°C} followed by (36°C-37.5°C} or only TTM {36°C-37.5°C).

Prevent shivering.
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Monitor blood pressure and treat hypotensmn durlng rewarmmg

’_Neuromonltonng

a

If patient has encephalopathy and resources are available, monitor with continuous electroencephalogram.

Treat seizures.

a

Consider early braln lmaglng to dlagﬂose treatabie causes of c:ardlac arrest.

;"Electrolytes and glucose

a)

Measure blood glucose and avoid hypoglycemia.

Marntaln electrolytes Wlthll'l normal ranges to avoid possrble life- threatenlng arrhythmlas

[

Treat with sedatives and anx10lyt|cs )

Always consider multiple modalities (clinical and other) over any single predictive factor.

]
Remember that assessments may be modified by TTM ar induced hypothermia. D
Consider electroencephalogram in conjunction with other factors within the first 7 days after cardiac arrest. ]
Consider neuroimaging such as magnetic resonance imaging during the first 7 days. O
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Pediatric Cardiac
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Pediatric Advanced Life Support

Start CPR

* Push hard (z's of anteroposterior
diameter of chest) and fast
{100-120/min} and allow complete
chestrecoil

Minimize interruptionsin
compressions

Change compraessor every

2 minutes, or sooner If fatigued

If no advanced airway, 15:2
compression-ventilation ratic

If advanced airway, provide
continuous compressions and
give a breath every 2-3 seconds

g8  Epinephrine
g * ASAP

First shock 2 Jikg

Second shock 4 J/kg
Subsequent shocks 24 J/kg,
maximum 10 J/kg or adult dose

_CPR 2 mm

CPR 2 min .
. IVIIO access :

Epinephrine IV/10 dose:

0.01 mg/kg (0.1 mL/kg of the
0.1 mg/mL concentration).
Max dose 1 mg.

Repeat every 3-5 minutes.

If no IV/IO access, may give
endotracheal dose: 0.1 mg/kg
{0.1 mL/kg of the 1 mg/mL

X shock ; concentration).
@ Shock e « Amiodarone IV/IO dose:
5 my/ky bolus during cardiac
No arrest, May repeat up to
3 total doses for refractory
ch 2 min VF/pulseless VT
or

\F

‘CPR 2 mm

Treat reversibie causes

. Eplnephrme every 3_ -5 mm
: d o

Lidocaine IV/10 dose:
Initial: 1 mg/kg loading dose

Endotracheal intubation or
supraglottic advanced alrway
Waveform capnography or
capnometry to confirmand
monitor ET tube placement

+ Hypovolemia
— - * Hypoxia
“CPR 2 min - » Hydrogen lon (acidosis)
. -Amiodarone or: Iidocam : :§Eg§}zsg$fa'emia
reatireversnble calise - Hypothormia

* Tension pneumothorax
* Tamponade, cardiac

« Toxins

« Thrombosis, pulmonary
« Thromhaosis, coronary

\d Y

If no signs of return of spontaneous
- -circulation {(ROSC), go to 10
-Cardiac Arrest .
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Management of Shock
After ROSC Algorithm

Pediatric Advanced Life Support
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T Estimation of Maintenance Fluid
Optlmlze Ventllatlon and Oxygenatlon T Requirements

« Infants <10 kg: 4 mL/kg per hour

Example; For an 8-kg infant, estimated
maintenance fluid rate

=4 mbL/kg per hour x 8 kg

= 32 mL per hour

Children 10-20 kg: 4 mL/kg per hour

for the first 10 kg + 2 ml./kg per hour for
each kg above 10 kg

Example: For a 15-kg child, estimated
maintenance fluid rate

-

' R . A = {4 mL/kg per hour x 10kg)
Assess forand . _ Possible + {2 mbL/kg per hour x 5 kg)
Treat Persistent Shock L _' ' Contributing Factors = 40 mL/hour + 10 mL/hour
.' . ldentlfy and treat contrlbutmg ' Hypovolemia = 50 mL/hour
o factors.. o _' o Hypoxia . « Children >20 kg: 4 mL/kg per hour for
Sy -ConSJder 20 mLIkg IVIIO boluses || Hydrogenion {acidosis) the first 10 kg + 2 mL/kg per hour for
' Hypoglycemia : 11-20 kg + 1 mL/kg per hour for each kg
Hypo-/hyperkalemia - .. above 20 kg.
-Hypothermia - Example: For a 28-kg child, estimated
_-Tension pneumothorax:_ > maintenance fiuid rate
_ Tamponade, cardiac. = (4 mL/kg per hour x 10kg)
+ {2 mL/kg per hour x 10 kg}
+ (1 mL/kg per hour x 8 kg}
=40 mL per hour + 20 mL per hour

+ 8 mL per hour
= 68 ml. per hour

After initial stabilization, adjust the rate
and compaosition of intravenous fluids
based on the patient’s clinical condition
and state of hydration. In general, provide
a continuous infusion of a dextrose-
containing solution for infants. Avoid
hypotonic solutions in critically il children;
for most patients use isotonic fluid such
as narmal saline (0.9% NaCl} or lactated
Ringer’s solution with or without dextrose,
based on the child's clinical status.

\r'

i Monltorforand treatagttanon and selzures T '
ix Monltorforand treathypogtycemla S

*Milrinone can cause hypotension, so use and initiation of it shouid generally be reserved for those
experienced with its use, initiation, and side effects (eg, ICUpersonnel).
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Pediatric Tachycardia
With a Pulse Algorithm

Pediatric Advanced Life Support
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i Imt:ai asssssment and support
. Mamtam patent alrway, assust breathmg as necessary
iim Admmisteroxygen e B o
Cardlac monltorto 1dent|fy rhyth monltor pulse

' “Probable ginus.
T tachycardia If
P waves preeentlnormal
Vanable RR mterval

Cardiopulmonary

_ Wide
\ (>0.09 sec)

Narrow

(20.09 sec) Evaluate

{(s0.09sec)

Marrow R
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Synchronized
cardioversion

Begin with 0.5-1 J/kg;

if not effective, increase
to 2 J/kg. Sedateif
needed, but don't delay
cardioversion.

Adenosine IV/10 dose

» Firstdose: 0.1 mg/ka
rapid bolus {maximum:
6 mg)

» Second dose:
0.2 mg/kg rapid bolus
(maximum second
dose: 12 mg}

Wide
N\, (>0.09 sec)

¥ 4 ]
( Possnble ventricular }

Pr_obable supraventricular .

- P_rohabie supraventricular =
L : " tachycardia - =

[ tachycardia - _
e '-P waves absent:’abnormai o

i RR Interval not variable i
nfant rate-u Ualfy: a220/m|n

‘tachycardia

e RR mterval not varlable

i Syhéhrenlied
. cardioversion . -
Expert consultatlon'

. lf IVIIO access is present
glve adenosme :

If IVIIO access IS not

CIf iVIIO access
sl present g| [
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