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Shockable Pediatric Cardiac Arrest Algorithm'

MANUAL DEFIBRILLATION

-

Coarse Ventricular Fibrillation (Coarse VF) Start CPR CPR Quality

¢ Begin bag-mask ventilation e Push hard (='/s of anteroposterior

and give oxygen diameter of chest) and fast Wlth OneStepTM Pediatric CPR ElectrOdes

e Attach monitor/defibrillator (c1hﬂgsg$2/cr2:ln) and allow complete
L J « Minimize interruptions in 1. Apply pediatric electrodes to patient
compressions e Press firmly to bare skin, moving any air
Yes Rhvth No ¢ Change compressor every
ML - 2 minutes, or sooner if fatigued pockets to outer edges
shockable? e Ifnoadvanced airway, . . :

2 9 |1f5:2dcomprgsslon-ventllayéon ratio 2. Select patient mode (depending upon pad

VF/pVT ) Asystole/PEA ) Continuous comprussions and and cable configuration)

give a breath every 2-3 seconds

* ¢‘ . Press ENERGY SELECT Arrows up or down
©) ; Shock & Epinephrine Shock Energy for Defibrillation to select appropriate energy level

w

* B « First shock 2 J/kg e Set defibrillator energy levels based

* Second shock 4 J/kg . e
4 10 « Subsequent shocks >4 J/kg, on site-specific protocols FRONT BACK

CPR 2 min CPR 2 min maximum 10 J/kg or adultdose 4. Push CHARGE button

¢ 1V/I0 access Drug Therapy . . . L .
e |V/I0 access * Epinephrine every 3-5min P Charging message displays at bottom of screen and a distinctive charging tone sounds,

Ventricular Tachycardia — Pulseless « Consider advanced airway o Epinephrine IV/I0 dose: indicating that unitis charging. When unit is fully charged, tone changes to a continuous

\2 and capnography 0.01 mg/kg (0.1 ml/kg of the charge ready tone, highlighted energy bar graph includes selected energy, and SHOCK button lights up.

Rhythm
shockable?

0.1 mg/mL concentration).
+ Max dose 1 mg.

b. Stand clear

Y Repeat every 3-5 minutes.
Rhythm es If no IV/I0 access, may give . . . . .
shockable? endotracheal dose: 0.1 mg/kg 6. Press and hold SHOCK button on device until energy is delivered to patient
(0.1 mL/kg thl)1e 1 mg/mL
concentration).
@ f Shock No ¢ Amiodarone IV/I0 dose:
* 5 mg/kg bolus during cardiac

arrest. May repeat up to 3
total doses for refractory

Polymorphic Ventricular Tachycardia CPR 2 min VF/pulseless VT

or

o  Epinephrine every 3-5 min Hg‘t?aﬁﬂ“;\éylfzﬂodaodﬁﬁ; dose H | G H 'Q U A |. I TY C P R | S V I TAL

¢ Consider advanced airway

Advanced Airway

\4

-«

* Endotracheal intubation or . . .
No CPR 2 min R Components of high-quality CPR include:
capnometry to confirm and

o Treat reversible causes monitor ET tube placement d Ensuring chest COmprESSiOnS of adequate rate

jot Shockable @ ;Shock — Ensuring chest compressions of adequate depth

* ¢ Hypovolemia

Rhythm
shockable?
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¢ Hypoxia

Pulseless Electrical Activity (PEA) - v No Yes + Hdrogen on cidosi) Allowing full chest recoil between compressions
shockable? © fypoglycemia e . . . .
CPR 2 min - Hypo-/hyperkalemia Minimizing interruptions in chest compressions

¢ Hypothermia

. . . ¢ Tension pneumothorax
O Amlodarone'or lidocaine « Tamponade, cardiac

* Treatreversible causes * Toxins

¢ Thrombosis, pulmonary
¢ Thrombosis, coronary

Avoiding excessive ventilation
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Asystole \ \ \

12
e If no signs of return of
spontaneous circulation

(ROSC), go to 10

¢ |f ROSC, go to
Post—Cardiac Arrest Care
checklist

Pediatric Bradycardia With a PulseAlgorithm'

NON-INVASIVE PACING

Sinus Bradycardia ( Patient with bradycardia J

; Non-invasive Pacing with
Pediatric Electrodes i E

B e e

Cardiopulmonary

compromise?
e Acutely altered 1. Apply Pediatric Electrodes to Patient
. gental fstahtus " * Press electrodes firmly to skin, moving ik R R Sl (R B U N T HEEGE (E
. |gn . s_c any air pockets to outer edges i i i
o Apply 4 lead ECG electrodes A A
2. Press PACER button to open pacing menu Pacing Below Threshold: | Pacing Above Threshold:
= - i i Stimulus Ineffective Effective Pacing (capture
2nd- or 3rd-Degree Atrioventricular (AV) Block 3. Using Navigation keys, highlight Start Pacer > | Effec g (capture)
= Assessment and support  Support ABCs q Select b oY . Pacing Stimuli
* Maintain patent airway * Consider oxygen Doses/Details and press Select button to initiate pacing
A * Assist breathing with positive pressure * Observe 4. Using Navigation keys, highlight Output
ventilation and oxygen as necessary e 12-Lead ECG . . .
Cardi . S i ; Epinephrine 10/IV dose: and press Select button
e Cardiac monitor to identify rhythm; o |dentify and treat 0.01mg/kg (0.1mL/kg of the T
monitor pulse, BP, and oximetry underlying causes 01 g/ gL : g0l ) * Use Navigation keys to set Output
.1 mg/mL concentration). until capture is achieved
+ Repeat every 3-5 minutes.
If IV/I10 access not available 5. To adjustrate, use Navigation keys, highlight gal v
Start CPR if HR <60/min despite but Iendotrache_al (E]l'_)(;fube. Rate, and press Select button B i E
oxygenation and ventilation. 6”1?112759 IR]?Y,%ID?(Q of t(;]s;ei * Use Navigation keys to set device to desired rate Effective Pacing: Note the widened positive QRS, which looks like an
v mg/mL concentration). ectopic beat. Note the inverted T-waves and absence of P-waves.

_ / Bradycardia\ No Atropine 1V/IO dose:

NON-INVASIVE PACING

e » ; 0.02 mg/kg. May repeat once.
persists? Minimum dose 0.1 mg and BACK
maximum single dose 0.5 mg.
Yes
. . . Possible Causes e e

¢ Continue CPR if HR <60/min _ -~

O IV/lO access . Hypothermia

* Epinephrine * Hypoxia

« Atropine for increased vagal tone or primary AV block * Medications Effective Pacing: Note negative R-wave and large T-waves.

¢ Consider transthoracic/transvenous pacing

¢ |dentify and treat underlying causes

Y i N
\ e /ChECk pulse every 2 minutes. 2 Go to Pediatric Cardiac Arrest Algorithm.
Pulse Present?

Ventricular Tachycardia

Pediatric Tachycardia With a PulseAlgorithm'

SYNCHRONIZED CARDIOVERSION

s A q
Initial assessment and support Doses/Details
* Maintain patent airway; assist breathing as necessary Synchronized
 Administer oxygen CZrdioversion 1. Press SYNC Quick Access Key to enable synchronized mode on device
e Cardiac monitor to identify rhythm; monitor pulse, Beain wi ; . . .
] : gin with 0.5-1 J/kg; « Set energy levels based on site-specific protocols BACK
Atrial Flutter D et o ety if not effective, increase ] o o
* IV/Daccess to 2 J/kg. Sedate if needed, 2. When in SYNC mode, unit displays markers (S) above ECG trace to indicate
- 12-Lead ECG if available > but don’t delay cardioversion. points in cardiac cycle (R waves) where discharge can occur. Verify that
markers are clearly visible on monitor and their location is appropriate
Z i il / & Drug Therapy and consistent from beat to beat. T
¢ P waves present/normal ]
e e S * Variable RR interval < vf,}’:;l;asze:l}tg& AdF?ﬂ(;Sdlne |_V({|10 dO/SkEI 3. Apply pediatric electrodes to patient
* Infant rate usually <220/min i rrlslr;id bolirs ('m;n)gmﬂm: * Press firmly to bare skin, moving any air pockets to outer edges
e Child rate usually <180/min 6 mg) ] ] ) ) LL @
— Supraventricular Tachycardia « Second dose: 4. Select patient mode (depending upon pad and cable configuration) ) -
(j) 5 5 * : 0.2 mg/kg rapid bolus 5. Press ENERGY SELECT arrows up or down to select appropriate energy level Atrial Arrhythmias
Cardlopulm_onarv (maximum second
Search for compromise? dose: 12 mg) » Set defibrillator energy levels based on site-specific protocols
M and treat cause. Yes « Acutely altered
m mental status 6. Push CHARGE button
) S'g" S_Ck » Charging message displays at bottom of screen and distinctive charging
> tone sounds, indicating that unit is charging. When unit is fully charged,
tone changes to a continuous charge ready tone, highlighted energy bar
BT Wide T Wide graph includes selected energy, and SHOCK button lights up BACK
— (<0.09 sec) Evaluate (>0.09 sec) (<0.09 sec) Evaluate (>0.09 sec) 7. Stand clear
D SEEEEREEHIEEEEEE QRS duration. QRS duration. . . . . .
8. Press and hold SHOCK button on device until energy is delivered to patient -~
o
< Probable supraventricular Possible ventricular Probable supraventricular Possible ventricular
— tachycardia tachycardia tachycardia tachycardia
e P waves absent/abnormal e P waves absent/abnormal
U Narrow-CompIex Supraventricular Tachycardia * RRinterval not variable ¢ * RRinterval not variable + & . .
o Infant rate usually >220/min o Infant rate usually >220/min . i N i Recommended Anterior/Posterior Placement
* Child rate usually >180/min Synchronized * Child rate usually >180/min i m%/tshmol:;:l%t:lai:iznd Ventricular Arrhvthmi
« History of abrupt rate change cardioversion « History of abrupt rate change sonsider adenrrsine' L entricular Arrhythmias
Expert consultation : .
i ¢ is advised before v v ECG waveform with sync markers
e i ™ additional drug ( . ) r \
¢ IfIV/I0 access is present, therapies. Consider Expert consultation
give adenosine vagal maneuvers. is recommended.
or X ~ \ J
 IfIV/IO access is not +

Stable Ventricular Tachycardia: Monomorphic

available, or if adenosine is ( )
pesezessee ineffective, perform If1V/10 access
AR synchronized cardioversion is present, give
. Y, adenosine.
\ Y,
®
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