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CLASS (STRENGTH) OF RECOMMENDATION

CLASS 1 [STROMG) Benaefit === Risk

Suggested phrases for writing recommeandations:

Is recormmendcled

Is indicated/useful/sifective/beneficial

Should be performed/administered/other

Cormnparative-Elffectivenssas Phrasest:

o Tr-atmnntﬁ:.tr.‘ltng’y A recommmended/ indicated in
prefersnce to treatment B

o Treatment A showuld be chosen over treatment B

CLASS Za (MODERATE) Benefit == Risk

Suggested phrases for writing recommendations:

= s reasonable

s Can be usefulfeffectve/beneficial

= Cormiparative-Effe veness Phrasest
s Treatrmentfstrategy A is probably recommendedfindicated
preference to treatment B
o It is reasonable 1o choose treatment A over treatment B

CLASS Zb (WEAIK) Beneaeflit > Risk

Suggested phrases for writing recommendations:

= MMaymight e reasonable

= May'might be considered

= Usefulness/siffect ivensss m unknown/uncleafuncertain or not
wwell sotablished

CLASS 3 Mo Benefit (WEAK) Benefit = Risk

Suggested phrases for writing recommendations:
= s Not recormmendad

= Is not indicatedfusaefulfeffective/benaficial
= Should not be performedfadministered/other

LEVEL (QUALITY) OF EVIDENCE

LEVEL B-R (Randomized)

- -Maﬂarxt&-quuut}_ evidence] from 1 or more RCT=
= Meta-analyses of moderate-gquality RCTs

LEVEL B-NR (Moenrandomized)

= Moderate-quality svidence from 1 or more well-desigred, well-
sxecuted nonrandomized studies, ohservational studies, or
= MMeta-analyses of such studises

LEVEL C-LD (Lirmited Data)

= Randomized or nonrandomized observational or registry
studies with limitations of design or execution
rMeta-analyses of such studies
Phiysioclogical or mechanistic studhes an hurman subjects

LEWEL C-EO (Expert Opinion)

u Consensus of expert opinion based on chmcal experience
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Cardiac arrest in infants and children does not usually result
from a primary cardiac cause; rather, it is the end result of
progressive respiratory failure or shock.

In these patients, cardiac arrest is preceded by a variable
period of deterioration, which eventually results in
cardiopulmonary failure, bradycardia, and cardiac arrest

In children with congenital heart disease, cardiac arrest
is often due to a primary cardiac cause, although the
etiology is distinct from adults.
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Components of high quality CPR

Recommendations for Components of High-COuwuality PR

Recommeaendations

T

C PR using chest compressions vwilth rescue
breaths should be provided tTo inTants and
children in cardiac arrest_ #5772

For imnfamts anmnd children, if bystandoers arces
unwwillimg or unNnable 1o deliver rescue breaths.
it is recommendad thhat rescuers shhaould
prowvide chest compressions onby &#.25

STter each compression. rescuers shhould alloww
the chest 1o recoil completely. 2-3.59

It is reasonmnable to use a chest compression rate
OfF =100—1 205 Tinm Tor imnfanmnts anmnd childremn _#7-32

For imfTanmnts anmnd children., it is reasonable

Tor rescuers To provide chest compressions
Lhal depres=s Lhe chest al least one third the
anterior-posterior diameter of Lthe chest, wwhich
ecquates To approx<imately 1.5 inches (& o)

imn Nnfants to 2 inches (5 o)y imn chilldren. Once
hiildren have reached puberty, it is reasonable
L use thhe adult compression depith of at least
S omm but mno more thhan & crm 3336

For healthacare prowviders, it is reasonable Tt
perforrmy &a rhvihrm check,. lasting mo rmore thhanm
10 =, approxximiately every 2 rmiin.

IT is reasonable to ventilate wvwith 1009 oXxyogen
durimng < PR._




gure 10. AHA Chains of Survival for pediatric IHCA and OHCA.

IHCA
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Recommendations for Initiation of CPR

Recommendations

1. Lay rescuers should begin CPR for any victim
who is unresponsive, not breathing normally,
and does not have signs of life; do not check

for a pulse.®=°

In infants and children with no signs of life,

it is reasonable for healthcare providers to
check for a pulse for up to 10 s and begin
compressions unless a definite pulse is felt.?'?

3

It may be reasonable to initiate CPR with
compressions-airway-breathing over airway-
breathing-compressions.?4
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Recommendations for CPR Technique

Recommendations

1. For infants, single rescuers (vwhether lay
rescuers or healthcare providers) should
compress the stermnum with 2 fingers
(Figure 2) or 2 thumbs placed just below the

iNntermammary line &1

For infants, the Z-thumb—encircling hands
technique (Figure 3) is recommended when
C PR is provided by 2 rescuers. If the rescuer
cannot physically encircle the victim’s chest,
compress the chest with 2 fingers.22—42°5

For children, it may be reasonable to use
either a 1- or 2-hand technique to perform
chest compressions. 4722

For infants, if the rescuer is unable to
achieve guideline recommended depths

(at least one third the anterior-posterior
diameter of the chest), it may be reasonable
to use the heel of 1 hand.
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Pediatric BLS for Lay Rescuers

STEP 1

Make sure the scene
is safe.

Check to see if the
person is awake and
breathing normally.

STEP 2

Shout for help.

If you're alone

With a ceall phonea,

phone 9-1-1. perform CPR
(30 compressions and then
2 breaths) for 5 cycles, and
then get an AED

Without a cell phone,
perforrm CPR

(30 compressions and

then 2 breaths) for 5 cycles,

and then phone 9-1-1 and
get an AED

If help is available,
phone 9-1-1. Start
CPR while you send
someona to get

an AED.

STEP 3

Repeat cycles of
30 compressions
and then 2 breaths.
= Child CPR

h imn the middle of

Use the AED as soon as
it arrives.

Continue CPR until
EMS arrives.
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ediatric Basic Life Support Algorithm for Healthcare Providers—2 or More Rescuers

Warily scene salfaly.

+

Check for responsivenzss

Shout for nearby halp.

First réescusr réemains with the chilal.
Second rescuar activates cmorgenoy
response system and retrieves the
AED and aemergaency equipment.

+

Mormal No normal
broathing. < Look for no braathing i broathing. Provide rescus braathing,
Maoanitor until pulsa falt or only gasping and chaeck 2 Ppulse folt 1 breath every 2-3 secornd:=s,
Lol ppbodgelay Tehty —— pul=sa (simultarneocusiy). £ or about 20-30 hreathsAomin.,
responders arrive, —— Is pulse definitaly falt - Asoass pulse rate for no
within 10 seconds? i more thhan 10 seconds.

+

HR <GOfmin
with sign=s of poor
rarfusion?

Mo braathing
ar only gasping.
pulse not falt
Start CPR. = Continue rescue
breathing: check

pulse al»out
evEry 2 minutes.
If no pul=ses, start

PR,

v

Start CPR
First rescusr par fornms cycles of
A0 compressions and 2 breaths.
VWwhien second rescular neturms.,
perform cycles of 15 compressions
arvd 2 breath=.
U= AED &% =00 s it i available.

!

Check rlhvwihnm.
Shockable rhoy tham?

Yos, : ; Mo,
shockable nonshockable

= Give 1 shock. Resuma CRPR Resume CSPR immediatelhy for
immediately for 2 minutes 2 minutes (until prompted by AED
funtil prompited by AED o alloww o allow rihvy thim Check).
rhythm chaeck). Continue until ALS providers take
Continue until ALS providors taka owar or the child starts to mowe.
over or the child starts to mowve,
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airway

Opening the Airway

HEAD TILT CHIN LIFT

Recommendations for Opening the Airway
Recommendations

Unless a cervical spine injury is suspected, use a

head tilt-chin ift maneuver to open the airway™ IETRALINAS B hiis ey

THRUST

For the trauma patient with suspected cervica
spinal injury, use a jaw thrust without head tilt

to open the ainway. IF TRAUMA AND JAW

THRUST NOT OPEN THE
AIRWAY USE HEAD TILT CHIN

3. For the trauma patient with suspected cervica
spinal injury, if the jaw thrust does not open
the airway, use a head tilt-chin lift maneuver.

LIFT
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Advanced airway

Most pediatric cardiac
arrests are triggered
by respiratory
deterioration. Airway
management and
effective ventilation
are fundamental to
pediatric resuscitation.
Although the majority
of patients can be
successfully ventilated
with bag-mask
ventilation

Advanced airway
interventions, such as
supraglottic airway
(SGA) placement or
endotracheal intubation
(ETI), may improve
ventilation, reduce the
risk of aspiration, and
enable uninterrupted
compression delivery.
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Drug administration

Adminster
epinephrine iv or io

Adminster initial dose
within 5 min from
chest compression

Repeat epinephrine
every 4 min

Don’t give routine sodium
bicarbonate unless TCA
toxicity or sever
hyperkalemia

Don’t give ca unless
hypocalcemiaor ca channel
blocker toxicity
JShyperkalemia or
hypermagnesmia
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ReEcommendations for Drug Administration During Cardiac Arrest
Recommendations

1 For pediatric patients in any settinag,
imabhle To acirmitr =1 |-Fr:r|q-[1lt||r|q-
preferal rtracheal tube

administration

For pediatric patients ir w Seattimag,
reasonable to administe = initial do
|'F:l|FI.1-[_|r'|IIrI|" ithiimn S muam frromm tThhe start

chest Ccompressions

For pediatric patients imn any setting. it
onable 1o administer epin yhrime ewv

iy wrmvtil F i AT |

For s 1 f 3 T . either

= lapll=Ts - . 3 lidocaine may bhe wus

Routine administration of sodium bicarbonate
1= Mot recormirme 1 in pediatric cardiac arrest
im thhe abseaencea vyperkalemia or sodium
channeal blod ‘ {eg, tricyclic antidepressant)

Routine calcium administration is ol
recCormirmer led for pediatric cardiac arrest in
[iii'.:t:';r'rll:r"-:-' | 1 Ijirli'r|'|F'|| r'lf'i'llrl.1|':I'rl||.'1__

cCalcium channmneal bhblocker =
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Recommendations for Energy Dose

(OR | LOE :Hemmmendatinns

Initial dose of energy 2-4j/kg

For refractory VF increase the
dose of defibrillation to 4j/kg

Not exceed 10 j/kg

or adult dose

\
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Historically, cardiac arrest care has largely focused on the management
of the cardiac arrest itself, highlighting high-quality CPR, early
defibrillation, and effective teamwork. However, there are aspects of
prearrest and postarrest care that are critical to improve outcomes

For both chains of survival, activating the emergency response is
followed immediately by the initiation of high-quality CPR. If help is
nearby or a cell phone is available, activating the emergency response
and starting CPR can be nearly simultaneous. However, in the out-of-
hospital setting, a single rescuer who does not have access to a cell
phone should begin CPR (compressions-airway-breathing) for infants
and children before calling for help because respiratory arrest is the
most common cause of cardiac arrest and help may not be nearby




Recommendations for Coordination of Shock and CPR

Vpe of Detipriator

Recommendations for Type of Defibrillator

Perform CPR until the device ready

Single shock followed by immediate
chest compression

Use pediatric attenuvateor if infant or children
less than 8 y

manual defibrillator is recommended

i manual defib or AED with pediatric
attenuvation not available use the usual AED
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Defibrillator Paddle Size, Type, and

Recommendations for Defibrillator Paddle Size, Type, and Position

Recommendations

the largest paddles or self-adhering
actrodes that will fit on the child’s chest
while still maintaining good separation

between ti ds/paddles.i&-1¢

. When affixing self-adhering pads, either
anterior-lateral placement or anterior-posterior

placement may be reasonable.’” "

Paddles and self-adhering pads may be
considered equally effective in delivering

electricity.”
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ost-Cardiac Arrest Targeted
emperature Management anagement

Recommendations for Post-Cardiac Arrest Blood Pressure
Management

Recommendations for Post-Cardiac Arrest Targeted Temperature
Management

Recommendations
- Recommendations

1. After ROSC, we recommend that parentera
Continuous measurement of fluids and/or vasoactive drugs be used to
temperature during Hu recomm eﬂ ' maintain .js.ys.tf.l._t.._.u_..]pg;.,,rf greater

than the fifth percentile for age.&

). For infants and children between 24 h and 18
jr of age who remain comatose after OHCA . When appropriate fesources are availzble
or IA"L- it IS reasonable to use SI"'"FT*I['-,’ of continuous arterial pressure monitoring

°C-34°C fo | jed by mw 69C-37.5°C ‘ s ecommende j denfy and treat

-

or onl ly TIM ot 36°C-37.5°C.* nypatension.’
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rdlac Arrest Oxygenation anc

entilation Management

Recommendations for Post-Cardiac Arrest Oxygenation and
Ventilation Management

| COR | L0F | Recommendaions
1. It may be reasor ) rescu !

Maintain normoxemia

Wean oxygen at target of
oxyhemoglobin

94-99%

Limit exposure to sever
hypercapnia or hypocapnia

\
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ost-Cardiac Arrest EEG Monitoring and

belzure Treatment

Recommendations for Post-Cardiac Arrest EEG Monitoring and
Seizure Treatment

- Recommendations

EEG monitoring is
recommended for
detection of seizures

Treat seizures following

cardiac arrest

Treat nonconvulsive status
epilepticus following arrest
in consultation with experts

\
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Recommendations for Prognostication Following Cardiac Arrest

EEG in the first week post cardiac arrest can
be useful as 1 factor for prognos stication,
augmented by other information.'™

It is reasonable for providers to consider

multiple factors when predicting outcomes
In infants and children who survive cardiac
arrests.!.7.9-21

sonable for providers to consider
rnul’ru:lw factors when predicting outcome
in infants and children who survive cardiac
arrests after nonfatal drowning (ie, survival to
hospital admission).??—=°
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Hypertrophic cardiomyopathy,
coronary artery anomalies, and
arrhythmias are common
causes of sudden unexplained
cardiac arrest in infants and

children

Recommendations for the Evaluation of Sudden Unexplained

Cardiac Arrast

[ con | tor | meommemeves |

. b
I b

”fl'nl hawve an unrestricted,
( Hr"l[_.1|l:"[l:' uto preferably perf Jrr'rlt-'ll oy
a path i i
in cardic gy.
appropria vation of biologic =|I material
for genetic analysis 1o determine the presence
of inherited cardiac disease, 532

Refer families of patients who do not have
a cause of death found on au ¥ &
healthcare provider or center wit pert
inherited cardiac disease and cardiac genetic
counseling.='4

trocardiograms, and re !t‘r
Sina
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uld Resuscitation in Shoc

Reassess the patient
after fluid bolus

Recommendations for Fluid Resuscitation in Shock

C1D fluid

and for s

Use isotonic or colloid for
resuscitarion

In septic shock administer

10 ml/kg or 20 ml /kg
with assessment
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Resuscitating a Patient in Septic Shock

Recommendations for Resuscitating a Patient in Septic Shock
Recommendations

1. Ininfants and children with fluid-refractony
e 10 use efther

2. For intants and children with cardiac arres)
and sepsis, it is reasonable to apply the
fandard pediatrlc advanced life suppon
Algarithm compared with any unigue

lory seplic shock, IT epinephring of
NOremnephnne are unavalable, dopamine

may be considered

Use epinephrine and
norepinephrine in fluid refractory
septic shock

Give stress dose of corticosteroid
for infant and children
unresponsive to fluid and
requiring vasoactive support

If epinephrine and
norepinephrine not available use
dopamine
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esuscitating the Patient in Cardiogenic

Early expert consultation

Recommendations for Resuscitating the Patient in Cardiogenic Shock

0 i

1. For infants and children with cardiogenic
1 (-E0 shock, early expert consultation is
recommended. Use
¥, epinephrinemdopamine,dobutamine

or milrinone as inotropic

). For infants and children with cardiogenic

shock, it may be reasonable to use

epinephring, dopamine, dobutamine, or
milrinone as an inotropic infusion,
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Resuscitating the Patient in Traumatic |
emorrhagic Shock

Recommendation for Resuscitating the Patient in Traumatic
Hemorrhagic Shodk

1. Am VITN Nypotensive

Give blood products instead |

| of crystalloid in hypotensive
hemorrhagic shoch

ith h
he

s

ongoing volume resuscitation '
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Sutfocation (eg, FBAQ) and
poisoning are leading
causes of death in infants

and children, Balloons, foods
{eg, hot dogs, nuts, grapes),
and small household ehjecrs

are the most common causes

of FBAC in children
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reatment of Inadequate Breathing With
b Pulse

Recommendations for Treatment of Inadequate Breathing With a Pulse

o 0

1. For infants and children with wul ebut

Rescue breathing if
pulse presenr with
absent respiration

Give 1 breath every 2
to 3 sec

20-30 breath/min

\
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oreign body Airway Ubstruction

Recommendations for Foreign Body Ainaay Obstruction

1. If the child has mild FBAO, allow the vi

Gpening

: Do not perform blind finger sweeps.'> ™

Mild FABO

Sever FABO
IN CHILD

Sever FABO
IN INFANT

SEVER FABO
unresponsive

Yy 1 4\

ENCOURAGE
COUGH

ABDOMINAL
THRUST

5 BACK SLAPS
+5 CHEST
COMPRSSION

CPR with out pulse check
After 2 min CPR activate

emergency response system
Try remove F B




Recommendations for Opioid-Related Respiratory and Cardiac Arrest

Recommeandations

For patients in respiratory arrest, rescue
breathing or bag-mask ventilation should
be maintained until spontaneocus breathing
returns, and standard pediatric basic or
advanced life support measures should
continue if return of spontaneocus breathing
does Nnot occur. -1

For patients knowwn or suspected to be in
cardiac arrest, in the absence of a proven
benefit from the use of naloxones, standard
resuscitative measures should take priority owver
naloxone administration, with a focus on high
quality CPR (compressions plus ventilation). 3-2¢

Lay and trained responders should not delay
activating emergency response systems while
awaiting the patients response to naloxone or
other interventions

For a patient with suspected opioid overdose
who has a definite pulse but Nno normal
breathing or only gasping (ie, a respiratory
arrest), in addition to providing standard
pediatric basic life support or advanced

lite support, it is reasonable for responders
to admiinister intramuscular or intranasal
naloxone,
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Opioid-Associated Emergency for Lay Responders Algorithm

Sumpected opioid poisoning
Check for réesponshveneesss
Shoart for nearby help
Activate tihwe emergency MeSponse 5y S e
Get naloxonea and an AED if avaslabde

v
2
s the
parson breathemg
Mo Ty T

Prevent deterioration Start CPR"
Tap ard showst = Gave nablowomnes
Rep-oSitson = LUise an AED
Consider naloxore = Resurmss PR until EMS ar rivees.
Continue to obsarve until
EMS afrives

Ongoing assessment of

responsiveneaas and breathing
Goto 1.

*For adult and agolescent victima, responders ahould perform Compressions amd rescue breaths for
opeoid-associated emergencee s il they are trained and perform Hands—0Only CPR if not trained 1o perfosme
resCue Dreaths. For sfants and children, CPR showid include cOMpressions with rescue breaths

& 2020 Ay scan Foart A csrat b
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Opiocid-Associated Emergency for Healthcare Providers Algorithm

Suspected opiodd poisoning
Chechk for respondSivenda ss
Shout for nearbry haip
Activate the amergency response System
Geat nadondna And an AED if avatable

Praven! deterioration
Tap and shout
Open the Biraiy Snd reposition
Consader naloxone
Transport (o the hospital

OnNgoing aSsSos8mant of
responsiveness and breathing
Goto 1.

& 00 Aarres wlg e 1 AgsOrTaa il o

ks the
person breathang
rnormaity

¢ Does the
Yes person have a pulse?
[Assess for 10
seconds.)

Mo

Support ventilation Start CPR
= Dpan the airway and + L an AFLY
« Consader naloxone

R e e AN ey ]
= Provide rescue bresthing or + Rafar to the BLS/Cardiac
Areesl gOsnm

B hag-mask dewvica,
= Grve nakbomaee.,
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ndotracheal fubes Tor

tubation

hmmﬁmfwﬂuuunfﬁﬂndtnduﬁdmimﬁr Use cuffed ETTs for
intubating infant and
-- .

children

ttention showio

Cricoid pressure during bag
mask ventilation is

considered to reduce gastric

insufflation
Recommendations for the Use of Cricoid Pressure During Intubation

Routine use of cricoid

pressure not
recommended during

intubation
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Recommendations for Monitoring Exhaled CO, in Patients With
Advanced Airways

. det
raphy for
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Bradycardia associated with
hemodynamic compromise, even
with a palpable pulse, may be
a harbinger for cardiac arrest.

As such, bradycardia with @
heart rate of less than 60 beats
per minute requires emergent
evaluation for cardiopulmonary
compromise

If cardiopulmonary compromise is
present, the initial management in
the pediatric patient requires
simultaneous assessment of the
etiology and treatment by
supporting airway, ventilation, and
oxygenation. If bradycardia with
cardiopulmonary compromise is
present despite effective
oxygenation and ventilation, CPR
should be initiated immediately.
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Recommendations for the Management of Bradycardia

LOE Recommendations
1. Ifh due to agal to

Give atropine if the cause
increase vagal tone or
primary AV block

2. If the heart rat

Cdrt

If HR less than 60 despite
effective ventilation with
oxygen atart CPR

If brady cardia persist give
epinephrineif no response
consider transcutaneous
pacing




Fatiant with bradyocarodias

v

Cardiopulmonanry
AR T TR e T

= Acutcily altered
rrszrtal statu
Signs of sk
Hiy o terySicr

] ves

Anmeasrment and support Support ABCsS
BA oy mdr R aTar T Sal s iy e e T O s T
Ansisl raeathing with positive D= W
= = wramrvtilathom ool OoypgeEr 2-Lead ECG
ST dentify and treat
Cardiac momitor 1o i dentify rivy e e hyingg CaurSas
rrrcE o puilase, B amnc axirmsstnry

|

Start CPR I MR =80fmin
clespites axy@enaticon ar

r

waryLilation

i

Bradycardia
Ppersists?™

=

Continues CPR if HR =60/min
P e o se

Epinephrine

Arropine for creasac wagal
e O TSy AN Dok
Considor tronsthoracic/
IraNSwerTouE Dacircg

IcleantiTy and treat uncaerlying

Epinephrins IVAO dose:

g I il Flkegy of tF

CAaLNReaR

Chook pulse
ooy 2 miirnutoes.
Pulss pressnt T

l L L=

Go to Podiatribc
Cardisc Arrest Algorithm.







Regular, wide-complex
tachyarrhythmias (greater than
0.09 seconds) can have multiple
mechanisms, including
' “supraventricular tachycardia |
- (SVT) with aberrant conduction

or ventricular tachycardia.
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achycardia With A Pulse

Recommendations for Treatment of Supraventricular Tachycardia
With A Pulse

Recommendations

If iv/io available give adenosine

?. For hemodynamically stable patients whaosa

SVT is unresponsive to vagal maneuwars

st _ Hemodynamic stable svt not responding to vagal
andfor IV adenosine, expert consultation 15 i 2

e maneuver or adenosine ,E‘KFIE‘I"‘I' consultation
— E— S recommended

3. It is reasonable to attor pl wvagal stimulation

first, unless the patient is hemaodynamically

unstable or it will delay chamical or electric
synchio

_ Ao . If hemodynamic unstable SVT perform cardioversion
It the patient with S\VT is hemodynamically 0.5/ 1i/ko iF fuld he d 2 ik
it o ity iidanee b o ancrilon .5/1i/kg if unsuccessful increase the dose to 2 j/kg

Compromise (2, al ered mental status, slgns

of shock, hypotension) it is reasonable 1o

Ber form electnc SYNCNroniZed Candioversion

starting with a dose of 0.5 to 1 kg, i
=

LIS

kg
insuccesstul, increase the dose to 2 Jkg : If no response and no expert consultation available try
Bt e e s procainamide or amiodarone
For a patient with unstable SWT unresponsive

to vagal maneuvers, IV adenosine, alectric

synchronized cardioversion and for whom

expert consultation is not available, it may be # \
reasonable to consider either procainamide
gramiodarone =
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reatment of Wide-Complex Tachycardia

ith a Pulse

Hemodynamic

Recommendations for Treatment of Wide-Complex Tachycardia stabls
With a Pulse

ENCIC=—N—
:'" W II

\

Hemodynamic
unstable

if unsuc
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Pediatric Tachycardia With a Pulse Algorithm

Probable sinus
tachycardia ff
P waves prosent frormal
Variable RER intorwal
Infant rata usualily <2 200mEn
Child rate usually < 180/min

!

Soarch for
and treat causo.

Initial assessmont and support
Maintain patent alnway: assist broathing as necd
Administer oxygen
Cardiac moniitor 0O identify rfnythem: erroniilos pulse,
bBlood prossura, and odimairy
WVAD access
12-Laad ECG Iif avallabie

Evaluate rhvythm

with 1Z-lead ECG
or monitor.

v

Cardispulmonary
compromiss?
Acutely alternad

Marrow

EG.O9 Sasd Evaluate

QRS duration.

Probable supraventricular
tachycardia
P weanenrs absentlabrnor mal
RR interval not variakbbe
Intant ratae usualty =2 2200meen
Child rate usualby =1800min
History of abrupt rate change

l

I INAIO access is present,
give adenosing

e
I WD access s mnot
swallabbe, or if adenosine
% irved foctive, parform
synchroniced cardiowversion

& OO Armerican Heart Associathon

montal stoatus
Signs of shock
Hypotansion

Wida
{>0.09 sac)

Evaluato

cses/Dotalls

Synchronized
cardioversion
Baegin with O.5%=1 kg
IT 0t effective, INCreasa
bo ZF g Sed 1

L dolay

QRS duration.

Possible ventricular

Probable supraventricular
tachycardia

tachycardia

RR intorval not vaniable

Infant rato usually =22204min
Chilc rate
History of abrupt rate chango

l P waves absentfabaormal

ally =180/mkn

Synchronized

cardiovoersion
Expait consultation

s advised before
additional drug
theraples, Considor

wagal manouvaens.

I

-
If VIO aocoss
iz present, ghee
Adaenosine.

Possible ventricular
tachycardia

|

If rhyythum is regular amnc
QRS monomorphic.
consider adenosine,

!

Expert consultation
s recommaendod.
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2a
yeneticial to proy
yrevent cardiac arrest.®
= tation of children with mvocarditis anc
Carc nyopathy, on arrest occurs,
early con \sideration of E _F-~ —an be beneficial.?

[ AED ELAAL ELEAHM ASY




e pulmonary hypertens};n\
P 4 is idiopathic or N\
/ associated with chronic \\
_ I,f lung diseqse; congenital H\
Rare disease heart disease; and, |
\ rarely, other conditions, /
\ such as connective tissue

or thromboembolic 4
Ny disease. r d
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Recommendations for Treatment of the Child With Pulmonary

Recommendations

1. Inhaled nitric oxide or prostacyclin should be
used as the initial therapy to treat pulmonary
hypertensive crises or acute right-sided heart
failure secondary to increased pulmonary
vascular resistance. =

Provide careful respiratory management and
monitoring to avoid hypoxia and acidosis

in the postoperative care of the child with
pulmonary hypertension.’

For pediatric patients who are at high
risk for pulmonary hypertensive crises,
provide adequate analgesics, sedatives, and

neuromuscular blocking agents.:

For the initial treatment of pulmonary

hypertensive crises, oxygen administration and

induction of alkalosis through hyperventilation
or alkali administration can be useful

while pulmonary-specific vasodilators are
administered

For children who develop refractory
pulmonary hypertension, including signs of
loww cardiac output or profound respiratory
failure despite optimal medical therapy, ECLS

L]
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=MENT OF TRAUMATIC CARDIAC ARREST

Thoracic injury should be suspected
in all thoracoabdominal trauma
because tension pneumothorax,

hemothorax, pulmonary contusion,

or pericardial tamponade may
impair hemodynamics, oxygenation,
and ventilation.

Recommendations for the Management of Traumatic Cardiac Arrest

Recommendations

1. In pediatric traumatic cardiac arrest, evaluate
for and freat potential reversible causes, such
as hemorrhage, tension pneumothoray, and
pericardial tamponade.™

2. In pediatric cardiac arrest secondary to
penetrating injury with a short transport
time, it may be reasonable to perform
resuscitative thoracotomy.-*
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mpurs 14, Pediatmo Post—Cardiac Arrvrest Care Checkhst.

Componennt=s of Post—Cardiac Ssrrest Care
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TOP 10 TAKE-HOME MESSAGES

1. High-quality cardiopulmonary resuscitation (CPR) is the foundation of resuscitation. New data reaffirm the key components of high-quality
CPR: providing adequate chest compression rate and depth, minimizing interruptions in CPR, allowing full chest recoil between compressions,
and avoiding excessive ventilation.

2. A respiratory rate of 20 to 30 breaths per minute is new for infants and children who are (a) receiving CPR with an advanced airway in
place or [b) receiving rescue breathing and have a pulse.

3. For patients with nonshockable rhythms, the earlier epinephrine is administered after CPR initiation, the more likely the patient is to survive.

4. Using o cuffed endotracheal tube decreases the need for endotracheal tube changes.

5. The routine use of cricoid pressure does not reduce the risk of regurgitation during bag-mask ventilation and may impede intubation success.




7. Resuscitation does not end with return of spontaneous circulation (ROSC). Excellent post—cardiac arrest care is
critically important to achieving the best patient outcomes. For children who do not regain consciousness after ROSC, this
care includes targeted temperature management and continuous electroencephalography monitoring. The prevention
and/or treatment of hypotension, hyperoxia or hypoxia, and hypercapnia or hypocapnia is important.

10. Fluid resuscitation in sepsis is based on patient response and requires frequent reassessment. Balanced crystalloid,
unbalanced crystalloid, and colloid fluids are all acceptable for sepsis resuscitation. Epinephrine or norepine phrine
infusions are used for fluid-refractory septic shock.
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