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Pediatric assessment triangle

Work of
Breathing

Abnormal Sounds
Abnormal Position

Appearance

Abnormal Tone
WV Interactiveness
¥ Consolability

Retractions
Abnormal Look/Gaze Flaring
Abnormal Speech/Cry Apnea/Gasping

Circulation to Skin

Pallor
Mottling
Cyanosis



Initial assessment
lappearance, work of breathing.
circulation [color])

v

- Is child unresponsive oris
. immediate intervention needed?

[ vee

» Shout for nearby help.
*» Activate emergency response

system (as appropriate for setting).

No normal l v

breathing. ~ i :
pulse not felt . = Yes _ - Doeschild have severe
< Ischiid breathing with apulse?  ——» compromise of alrway, >

No

1 No normal breathing.

pulse felt No Yos



Yes

.“—.

-
\-

¥y
Start CPR |

o normal breathing,

pulse felt

* Maintain patent airway.
* Provide rescue breathing.

1

e Support A-B-Cs.

* Administer oxygen. e Administer
= Monitor pwse and oximetry. oxygen as
. needed,
J * Monitor pulse
and aximetry.
Is pulse <60/min with B No .
poor perfusion despite oxygenation >
~_ and ventilation? >
If at any time you Y Y
identify cardiac arrest Evaluate

(C-A-B).
;

Goto
BLS Pediatric Cardiac
Arrest Algorithm,

.

* |f ROSC, gotoPost-Cardlac
Arrest Care checklist,

* Begin evaluate-identify-
Intervene sequence,

* Initial assessment

» « Primary assessment
» Secondary assessment

Intervene
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N s
. Verify scene safety.

~ |

N Check for responsiveness.

e Shout for nearby help.

* First rescuer remains with the child.
Second rescuer activates emergency
response system and retrieves the
AED and emergency equipment.

S

=3 Normal 3 ) Nonormal (3b)
(3a) breathing, /" Lookfornobreathing .  breathing, ”s Provide rescue breathing,
: Monitor until pulsefelt / oronly gasping and check pulse felt 1 breath every 2-3 seconds,
emergency [ pulse (simultaneously). / or about 20-30 breaths/min.
responders arrive. Is pulse definitely feit » Assess pulse rate for no
' z \ within 10 seconds? / more than 10 seconds.

‘( /‘\ ) * o\

¥ \,
Yes /" HR <60/min No

with signs of poor
jon?
No breathing \ perfusion? /

or only gasping, . -
pulse not felt (4a) (ab)

T StartCPR. T« Continue rescue
' ) breathing; check
pulse about
every 2 minutes.

. . * Ifno pulse, start

(s ) y . CPR.

& Start CPR
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StartCPR

» Firstrescuer performs cycles of
30 compressions and 2 breaths.

* When second rescuer returns,
perform cycles of 15 compressions
and 2 breaths.

. *» Use AED as soon as itis available.

. v
(8) l :
~~ " Check rhythm. B
»<._  Shockable rhythm? o
Yes, N > No,
) shockable s nonshockable
(7)

\
-

-

* Give 1 shock. Resume CPR
immediately for 2 minutes
(until prompted by AED to allow
rhythm check).

e Continue until ALS providers take
over or the child starts to move.

{
'\

\ \

!

J

8 )

&

“» Resume CPRimmediately for
2 minutes (until prompted by AED
to allow rhythm check).
» Continue until ALS providers take
over or the child starts to move.

J
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Pediatric assessment triangle

Work of
Breathing

Abnormal Sounds
Abnormal Position

Appearance

Abnormal Tone
WY Interactiveness
WV Consolability

Retractions
Abnormal Look/Gaze Flaring
Abnormal Speech/Cry Apnea/Gasping

Circulation to Skin

Pallor
Mottling
Cyanosis
www.savelife.ir
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Initial assessment
lappearance, work of breathing.
circulation [color])

v

- Is child unresponsive oris >
. immediate intervention needed?

l Yes

* Shout for nearby help.
* Activate emergency response

system (as appropriate for satting).

No normal l v

breathing. ~ i i
pulse not felt _ = Yes _ - Doeschild have severe
- Ischiid breathing with apulse?  —» compromise of alrway, >

No

pulse felt No

No normal breathing.
Yeos



Yes

StartCPR

poo:pomnslondupnooxygmuon .

o normal breathing.,
pulse felt

* Maintain patent airway.
* Provide rescue breathing.
* Administer oxygen.

* Monitor pulse and oximetry.

.

Is pulse <60/min with

lv.,;

e Support A-B-Cs.
« Administer
oxygen as
needed.
* Monitor pulse
and aximetry.
No :

~_ and ventilation? i

- -
. -

If at any time you
identify cardiac arrest

Y
Evaluate

(C-A-B). i
:

Go to
BLS Pediatric Cardiac
Arrest Algorithm,

.

* |f ROSC, gotoPost-Cardlac
Arrest Care checklist,

* Begin evaluate-identify-
Intervene sequence,

* Initial assessment

>« Primary assessment
* Secondary assessment

Intervene

Identify
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Start CPR

* Begin bag-mask ventilation and give oxygen

* Attach monitor/defibrillator

A\ ; _/‘
Yes Rhythm \ No
l \shockable? / l
(2] » (o)
T VF/pVT | ~ Asystole/PEA
o 3
"/ Shock Epinephrine
ASAP
() v . (o) '
T CPR 2 min CPR 2 min
IV/IO access * IV/IO access
\. / * Epinephrine every 3-5 min
* Consider advanced
airway and capnography Y
No

Rhythm

shockable?

Rhythm
shockable?

CPR Quality

¢ Push hard (2% of anteroposterior
diameter of chest) and fast
(100-120/min) and allow complete
chestrecoll

* Minimize interruptionsin
compressions

* Change compressor every
2 minutes, or sooner if fatigued

* If no advanced airway, 15:2
compression-ventilation ratio

« |f advanced airway, provide

continuous compressions and

give a breath every 2-3 seconds

Shock Energy for Defibrillation

¢ First shock 2 J/kg

» Second shock 4 J/kg

» Subsequent shocks 24 J/kg,
maximum 10 J/kg or adult dose

Drug Therapy

* Epinephrine IV/IO 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
concentration),

* Amiodarone IV/IO dose:

5 mg/kg bolus during cardiac

arranet AMase rannncoal iom b
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(1)
T Start CPR

* Begin bag-mask ventilation and give oxygen
» Attach monitor/defibrillator

\ J
N /

'

Yes " Rhythm . _ N

A /
l \\shockable? i/ l

| 7 \ f \‘.\
| 2 ) » | 9 )
A \

VF/pVT T Asystole/PEA
| | |
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y

Start CPR

* Begin bag-mask ventilation and give oxygen
* Attach monitor/defibrillator

Yes Rhythm \ No
l N shockable?// 1

A

VF/pVT

.

'/ CPR 2 min

IV/IO access

l




/

i CPR 2 min

* Epinephrine every 3-5 min
» Consider advanced airway

|

\

J
J

—
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—

\
\

.
" Rhythm . No

2\

\chockablo? / :

CPR 2 min

« Amiodarone or lidocaine
* Treatreversible causes

(12) Y
"« If no signs of return of spontaneous
circulation (ROSC), goto 10
* |f ROSC, go to Post-Cardiac Arrest
Care checklist
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(1)
T Start CPR

* Begin bag-mask ventilation and give oxygen
* Attach monitor/defibrillator

Yes /" Rnythm N\ No

. shockable?
l \ Shockable? / l
(2) | 9)
K VF/pVT | 7 Asystole/PEA
| | |




/
£

Start CPR
* Begin bag-mask ventilation and give oxygen

e Attach monitor/defibrillator

J
\
-~ 4

Vo

Yos " Rhythm . No

N /
\shockable? / l
Asystole/PEA
T CPR 2 min

S * IV/IO access
: * Epinephrine every 3-5min
Epineph
@ g ::.S\;'m » Consider advanced

airway and capnography

e

N

~—




Start CPR

* Begin bag-mask ventilation and give oxygen
* Attach monitor/defibrillator

‘\
\.

" Rhythm . No
l \\shockable? i/ l

VF/pVT " Asystole/PEA

I B

Yes

Shock Epinephrine

* ASAP
(4) (10)
Y CPR 2 min | T CPR 2 min

IV/IO access l * [V/IO access
\ : / * Epinephrine every 3-5 min
* Consider advanced
L airway and capnography Y

.

s
" Rhythm N\ N

shockable?
Yes
(5 ) , Shock
]

Rhythm
shockable?




" Rhythm . _Y°®
. shockable? ~
N < 7/

No

\J
CPR 2 min

Treat reversible causes

l

No //,.'" Rhythm ‘~.\:. Ye‘
~~\,.\ohockable? 4




-~

No

\J

Treat reversible causes

CPR 2 min

o

/" Rhythm > Yes
‘\\shockablo? /

"« If no signs of return of spontaneous

circulation (ROSC),goto 10

* |f ROSC, go to Post-Cardiac Arrest

Care checklist




e Push hard (2% of anteroposterior
diameter of chest) and fast
(100-120/min) and allow complete
chestrecoll

e Minimize interruptions in
compressions

 Change compressor every
2 minutes, or sooner If fatigued

» If no advancedairway, 15:2
compression-ventilation ratio

» If advanced airway, provide
continuous compressions and

give a breath every 2-3 seconds
I T B e B T R T R T |




Shock Energy for Defibrillation

¢ First shock 2 J/kg
e Second shock 4 J/kg

* Subsequent shocks 24 J/kg,
maximum 10 J/kg or adult dose

Drug Therapy

* Epinephrine IV/IO 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/10 access, may give
endotracheal dose: 0.1 mg/kg
(0.1 mL/kg of the 1 mg/mL
concentration).

* Amiodarone IV/IO dose:

5 m@/kg bolus during cardiac

arrnct AMawvrranaoat i tn
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Evaluate

Initial assessment
Primary assessment

Secondary assessment
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RESPIRATORY DISTRESS RESPIRATORY FAILURE

Open without Airway Possibly
support : obstructed
e Slow breathing
Rate
Increased effort Respiratory
Effort
Clear sounds Lung Abnormal sounds
Sounds
Tachycardia Heart Rate Bradycardia
j Agitated Responsiveness Fails to respond
Appearance / .

www.savelife.ir
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VENTILATION

Are the muscles Is the rate of
Is the airway clear? of the chest breathing
functioning? sufficient?
Ex. An obstructed Ex. CNS

Ex. Chest muscle

airway prevents .
: fatigue can occur

gas flow

depression can
slow/stop breathing

Can gases cross
: Is lung blood
Is oxygen available? 2 the pulmonary
flow adequate: 3
vasculature?
e~ : Ex. Vascular shunts Ex. Pulmonary
Ex. High altitudes )
may not send blood edema or

have low O> :
www.savelife.#0 [ungs pneumonia
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PROPER
POSITION

* In the absence of
neck injury, tilt the
forehead back and
lift the chin (Figure 9a)

* Squeeze the bag

over one second
until the chest rises
(Figure 9c)

* Do not over
ventilate
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AGE HR BP (SYS) BP (DIA) HYPOTENSION BP (SYS)
Neonate 85-190 60-75 30-45 <60

One Month 85-190 70-95 35-55 <70

Three Months 100-190 80-100 45-65 <70

Six Months 100-190 85-105 45-70 <70

One Year 100-190 85-105 40-60 <72

Child (2to 10y) 60-140 95-115 55-75 <70 + (age x 2)

Adolescent (>10y) 60-100 110-130 65-85 <90

www.savelife.ir
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TYPES OF SHOCK

Low blood volume, often due to hemorrhage or fluid shifting out of vasculature
Blood vessel dilation (e.g. septic shock)
Heart is not pumping adequately

Physical block of the blood flow

www.savelife.ir
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Patient with bradycardia

v

Cardiopulmonary
compromise?
e Acutely altered

No

mental status
e Signs of shock
* Hypotension

l Yes

p

\

\

Assessment and support
¢ Maintain patent airway
e Assist breathing with positive
pressure ventilation and oxygen
as necessary
e Cardiac monitor to identify rhythm;

Y

/

monitor pulse, BP, and oximetry
4

l

Start CPR if HR <60/min
despite oxygenation and

ventilation.

\
Support ABCs

Consider oxygen
Observe
12-Lead ECG
Identify and treat
underlying causes j

A
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Start CPR if HR <60/min
despite oxygenation and
ventilation.

No
Bradycardia \

persists? /

Yes

Continue CPR if HR <60/min

IV/IO access

Epinephrine

Atropine forincreased vagal

tone or primary AV block

* Consider transthoracic/
transvenous pacing

¢ |dentify and treat underlying

causes

Yes / Check pulse

every 2 minutes.
\Pulse present?

No

Go to Pediatric

s@adidigie Arrest Algorithm.
\

Doses/Details

Epinephrine IV/IO dose:
0.01 mg/kg (0.1 mL/kg of the
0.1 mg/mL concentration).
Repeat every 3-5 minutes.
IfIV/I0 access not available
but endotracheal (ET) tube
inplace, may give ET dose:
0.1 mg/kg (0.1 mL/kg of the
1T mg/mL concentration).

Atropine IV/IO dose:

0.02 mg/kg. May repeat once.
Minimum dose 0.1 mg and
maximum single dose 0.5 mg.

Possible Causes

* Hypothermia
e Hypoxia
* Medications

© 2020 American Heart Association
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a N :
Initial assessment and support Doses/Details

Maintain patent airway; assist breathing as necessary Synchronized
Administer oxygen cardioversion

Cardiac monitor to identify rhythm; monitor pulse, Begin with 0.5-1 J/kg;
blood pressure, and oximetry if not effective, increase
IV/IO access _ _ to 2 J/kg. Sedate if
12-Lead ECGif available needed, but don't delay
L o/ cardioversion.

Drug Therapy

Probable sinus

Adenosine IV/I0 dose

* Firstdose: 0.1 mg/kg
rapid bolus (maximum:
6 mg)

e Second dose:
0.2 mg/kg rapid bolus
(maximum second
dose: 12 mg)

tachycardia if / Evaluate rhythm
P waves present/normal & with 12-lead ECG
Variable RR interval \ or monitor.

Infant rate usually <220/min
Child rate usually <180/min

l v
Cardiopulmonary
Search for / compromise? \
and treat cause.
\. Acutely altered /

mental status
e Signs of shock
* Hypotension

www.savelife.ir
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Narrow Wide Narrow Wide

(=0.09 sec) Evaliate (>0.09 sec) (=0.09 sec) Evaluate (>0.09 sec)
QRS duration. QRS duration.

Probable supraventricular Possible ventricular Probable supraventricular - Possible ventricular
tachycardia tachycardia tachycardia tachycardia
e P waves absent/abnormal e P waves absent/abnormal
* RRinterval not variable l e RRinterval not variable l
e |Infant rate usually 2220/min e |nfantrate usually 2220/min
e Child rate usually 2180/min e Child rate usually 2180/min
e History of abrupt rate change Synchronized e History of abrupt rate change If rhythm is regular and
cardioversion QRS monomorphic,
Expert consultation consider adenosine.
is advised before
V- D additional drug
* IfIV/IO access is present, therapies. Consider
give adenosine & J vagal maneuvers. Y
or. Expert consultation
* IfIV/I0 accessis not [ isprecommended. ]
available, or if adenosine
is ineffective, perform Y
synchronized cardioversion If IV/1O access
y is present, give
adenosine.

© 2020 American Heart Association

www.savelife.ir
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