GUIDELINES
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EUROPEAN RESUSCITATION COUN(\L“

SCAN TO SEE
NORMAL VALUES
FOR DIFFERENT AGES

ABCDE APPROACH IN PAEDIATRIC LIFE SUPPORT

A-Airway ‘“H B - Breathing ﬁH C - Circulation “]

D - Disability @‘ ‘ E-Exposure oy ‘

+ Exposure and physical examination

+ Special circumstances

+ Neurological failure
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+ Shock and its type

+ Respiratory failure

sten-feel for air entry and

- Partial or total airway obstruction
chestrise

Recognition

+ Respiratory rate, work of breathing,

lateralisation, tone, seizures
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tidal volume, oxygenation

+ Body temperature

+ AMPLE

+ ECG-monitor, NIBP + Blood glucose

* SpO;, EtCO,, ABG, POCUS

Monitoring &

+ 12-lead ECG, POCUS, POC blood

investigations

ctate, urine output

+ Antibiotics, antivirals

+ Neuroprotective strategies (treat

+ IV/IO, isotonic crystalloids, blood

+ Oxygen + titration of FiO;

+ Suction, foreign body removal, basic

Treatments &

+ Treatments and interventions for

seizures & hypoglycaemia, analgesia,

+ Mechanical ventilation

+ ECMO

special circumstances

+ Vasopressors, inotropes

oropharyngeal or nasopharyngeal
airways, supraglottic devices

(intubation, FONA)

5
L
g
3
4
5
3
3

c
]
2
5
2

+ Specific interventions according to

+ Child abuse & neglect

the type of shock, incl. ECMO

+ Identification of underlying disease

- Neuroprotection

+ Adequate organ perfusion, SBP &

+ Adequate oxygenation
+ Adequate ventilation

- Airway allowing for adequate

Goals

MAP above 5 percentile

oxygenation and ventilation

+ Hypothermia, severe trauma,

hypertension,

+ Intracrani

+ Exsanguinating haemorrhage,

* Unstable or silent chest, tension

+ Airway obstruction

High risk of
sudden CA

thrombosis

hypoglycaemia

tamponade

pneumothorax

n, reassess and include family
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GENERALISED CONVULSIVE STATUS

EPILEPTICUS IN PAEDIATRICS

@ Onset of seizures

First Aid
Use the ABCDE approach
Open airway
Maintain adequate oxygenation & ventilation

* Monitor (starting with RR, SPO, pulse, BP, CRT)

Check glycaemia and underlying causes*

!

5 min
Give 1 dose

&

15t line medication

10 min

&

Reassess, give 2' dose

Reassess & establish
IV /10 access & ECG

. 03mgkg™ cal (max. 10 mg)
OR
+ Midazolam 0.2 mg kg™ intramuscular (max. 10 mg)
OR

+ Diazepam 0.5 mg kg™ rectal (max. 20 mg)
If IV/IO access

« Midazolam 0.15 mg kg™ IV/IO (max. 10 mg)
OR
+ Lorazepam 0.1 mg kg IV/IO (max. 4 mg)

I

15-20 min

Give 1%t dose

2nd line medication

Reassess

. L 4060 mg kg™ IV over 5 min (max. 4.5 g)

If Levetiracetam is not available, use:

Call for help (PICU/an:

referral clinic)

30-40 min

Prepare RSl / intubation

Consider different 2°¢ line
medication, if not prepared
for intubation

y 20 mg kg IV over 20 min (max. 1.5 g)
OR

+ Phenobarbital 20 mg kg™ over 15 min
OR

+ Valproid acid*** 40 mg kg™ IV over 15 min (max 3g)

1]

No later than
40 min

&)

3 line medication

* Proceed with RSI & intubation & start 3 line anti-seizure

medication infusion (e.g. propofol, thiopental,
midazolam, ketamine, phenobarbital)

+ Consult paediatric neurologist
+ EEG monitoring
+ Consider brain imaging

« Monitor for complications, e.g. respiratory and
haemodynamic instability, renal dysfunction, metabolic
disturbances, and adverse drug effects

*Infection, intoxication, intracranial hypertension, electrolyte disorders, channelopathies

**Phenytoil

onitor ECG and BP, caution with cardiopathies, arrhythmias and AV blocks

*<*Valproic acid should be avoided in pregnant teenagers, suspected liver failure or metabolic diseases
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PAEDIATRIC ADVANCED LIFE SUPPORT
ALGORITHM

Recognise cardiac arrest

No signs of life and / or bradycardia < 60 min™'
with poor perfusion

1 SCAN FOR MORE

HELPFUL MATERIALS
* Call EMS / resuscitation team

* 5rescue breaths, then CPR 15:2

2®25 ()

PAEDIATRIC LIFE
SUPPORT

EUROPEAN RESUSCITATION COUNCIL®

» Attach defibrillator / monitor

D

Termination of
resuscitation

Immediately resume CPR for 2 minutes

2 \ ASSESS RHYTHM / Return of
§ spontaneous
: Shockable Non shockable circulation
2 VF/pVT Bradycardia, asystole, PEA (ROSC)
§ :
] !
< 1 Shock @ ’ | IV /10 adrenaline as @ :
g 4) kg™ ’ ‘ soon as possible
— .
S T I :
&

@ For shockable rhythms @ For non-shockable rhythms @ Immediate Post ROSC

+ Continue with shocks every 2 minutes at 4  kg! » IV/10 Adrenaline 10 pg kg™ (max 1
mag) every 4 minutes (alternate cycles)

Hypoxia
yp! » ABCDE approach

+ Controlled oxygenation (SpO, 94-98%) and

Hypovolaemia « If necessary, escalate to up to 8 kg™, max 360 )

" " h
* Hyper-hypokalaemia, -calcaemia, for refractory VF / pVT (from the 5™ shock) ventilation (PaCO, 4.6-6 kPa (35-45 mmHg))
-magnesaemia, hypoglycaemia During CPR o _—— "
(metabolic) 1V /10 Adrenaline 10 pg kg™ (max 1 mg) 9 rea::;:'rﬁ:)f'ztr:;:” mean BP > 10
+ Hyper-hypothermia « After 4 minutes « High quality chest compressions: rate,
X . depth, recoil * Avoid / manage hyperthermia
« Toxic agents * Every 4 minutes thereafter ! X
. + BMV with 100% oxygen (2-person + Check glucose (aim for normal blood glucose)
+ Tamponade (cardiac) . L
e h IV /10 Amiodarone technique) + Treat precipitating causes
ension pneumothorax + 5mg kg (max 300 mg) after 3¢ shock « Continuous chest compressions if a TT /
+ Thromboembolism (coronary / i i
ism ({ VY « 5mg kg™ (max 150 mg) after 5¢ shock SGA is placed. Ventilate at rate of 25 (< 1
pulmonary) y), 20 (1-8y), 15(8-12y) or 10 (> 12 y) per

minute



