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TEACHING POINTS

A Pediatric patients are ages 15 years
and younger

A Pediatric Altered Mental Status
SOP now houses all blood sugar
protocols

A Some pediatric drug doses are
weight and/or age based (i.e.
Atropine)

A Etomidatehas been removed from
pediatric protocols

A Zofran 4 mg ODT is permissible
for children> 1y.o.

*Awaiting final clarification of
changes on some SOPs as
submitted by Medical
Directors



lllinols Region 8 Emergency Medical Services
Central DuPage, Edward, Good Samaritan, Loyola EMS Systems
Standard Operating Procedures

PEDIATRIC INITIAL MEDICAL CARE

In this document, pediatric patients are defined as age 15 years and younger,
consistent with the Emergency Medical Services and Trauma Center Code
adopted by the lllinols Department of Public Health. Other terms commonly
applied to the pediatric population Iinclude: "newborn” (under 24 hours),
"neonates” (1-28 days) and "Infant” (1-12 months).

BLS /ALS

Assess scene safety

Ensure Body Substance Isolation (BSI)

Assess Airway, Breathing and Circulation and intervene as indicated

Assess Level of Consciousness

Administer supplemental oxygen per appropriate method

« Passive OXYGEN BY BLOW-BY METHOD or NASAL CANNULA

« |f unstable, administer HIGH FIO; OXYGEN BY MASK or ASSIST WITH HIGH
FIO; BAG MASK

6. Test blood glucosa (if available)

« Treat hyper or hypoglycemia per Pediatric Altered Mental Status SOP

Assess ECG rhythm (if available)

Assess S5p0, (it available)

Age = 1: If patient experiencing nausea, consider ZOFRAN ODT 4 mg tab placed

sublingually x 1 dose only
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lllinois Region B Emergency Medical Services
Central DuPage, Edward, Good Samaritan, Loyola EMS Systems
Standard Operating Procedures

PEDIATRIC BRADYDYSRHYTHMIAS

BLS/ALS
1. Pediatric Initial Medical Care
« Complete initial assessment. Assess for:
* Weak, thready or absent peripheral pulses
» Decreasing consciousness
« Tachypnea / Respiratory difficulty
¢ Central cyanosis and coolness
* Hypotension (late sign)
» Search for and treat possible contributing factors:

« Hypovolemia e Toxins

+ Hypoxia or ventilation problems s Tamponade (Cardiac)

¢ Hypoglycemia e Tension pneumothorax

* Hypothermia * Trauma (hypovolemia, increased
ICP)

If cardiopulmonary compromise present:
2. Support with bag mask ventilation with high FiO;
3. If heart rate remains < 60 per minute, perform chest compressions

ALS
4. Establish VASCULAR ACCESS IV /10
5. If cardiopulmonary compromise continues, EPINEPHRINE 1:10,000 0.01 mg/kg
(0.1 ml’kg) IV/10. Repeat every 3-5 minutes if no response.
6. If increased vagal tone or primary AV block; ATROPINE 0.02 mg/kg IV / 10.
* May repeat once.
¢ Minimum dose: 0.1 mg
* Maximum single dose 0.5 mg (< age 8) or 1 mg (> age 8)
7. If cardiopulmonary compromise continues:
« Contact Medical Control for consideration of TRANSCUTANEOUS PACING
(TCP)
* Refer to Pulseless Arrest SOP as indicated
8. GContact Medical Control
9. Transport
= Support ABCs
« KeepWarm
* Observe

Special Considerations:
* Hypoglycemia has been known to cause bradycardia in infants and children
* Refer to Hypothermia SOP as indicated
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lllinois Region 8 Emergency Medical Services
Central DuPage, Edward, Good Samaritan, Loyola EMS Systems
Standard Operating Procedures

PEDIATRIC TACHYCARDIA
(= 180 bpm for age 1-15, = 220 bpm for < 1 year)

BLS / ALS
1. Pediatric Initial Medical Care

2. Complete Initial Assessment

s Assess for Cardiopulmonary Compromise:

= Weak, thready or absent peripheral pulses
* Decreasing consciousness
= Tachypnea / Respiratory difficulty

Central cyanosis and coclness

Hypotension (late sign)

Bradycardia and/or no palpable pulse (ominous
sign)

Wide QRS (> 0.08 sec) — Possible VT

Stable
BLS / ALS
3. Contact Medical Control
4. Transport

s Support ABC's
s  Keep warm

Unstable
BLS
3. Contact Medical Control
4. Transport
s Support ABC's
*» Consider shock position
s  Keep warm
LS

3. Establish venous access IV /10
4. SYNCHRONIZED CARDIOCVERSION at 1
J'kg
s Consider sedation with VERSED 0.1
mg/kg IV/10, but don't delay
cardioversion
5. If no conversion, administer
SYNCHRONIZED CARDIOVERSION at
2 J'kg
6. If no conversion, consider ADENOCARD
0.1 mg'kg rapid IV/I0 bolus &
7. Begin transport and contact Medical
Control

Narrow QRS (= 0.08 sec)

Stable
BLS / ALS
3. Contact Medical Control
4. Transport

s  Support ABC's
* Keep warm

Unstable

m

LS
Contact Medical Control

Transport

s  Support ABC's
Consider shock position
* Keep warm
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Establish venous access IV /10

If Probable Supraventricular Tachycardia
(see note V below), give:

ADENOCARD 0.1 mg/kg rapid IV/IO

bolus (max dose 6 mg) A
5. If no conversion, repeat ADENOCARD at

0.2 mg/kg rapid IV/10 bolus (max dose
12 mg) A
6. If Adenocard unsuccessful and patient

remains unstable:

= Begin transport, and contact Medical
Control

« SYNCHRONIZED CARDIOVERSION 1
J/kg while enroute

* |f no response, may repeat
SYNCHRONIZED CARDIOVERSION 2
Jikg.

s
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lllinois Region 8 Emergency Medical Services
Central DuPage, Edward, Good Samaritan, Loyola EMS Systems
Standard Operating Procedures

Special Considerations:
* Search for and treat possible contributing factors in the prehospital setting:

* Hypovolemia * Toxins

* Hypoxia or ventilation problems * Tamponade (Cardiac)

* Hypoglycemia * Tension pneumothorax

* Hypothermia *  Trauma (hypovolemia, increased ICP

Differential diagnosis of narrow complex rhythms in pediatrics:

Probable Supraventricular Tachycardia Probable Sinus Tachycardia
* Vague, nonspecific history » History consistent with known cause

* P waves absent/ abnormal P waves present / normal

* HR not variable Variable R-R; constant P-R

» History of abrupt rate changes < 1 year: rate usually <220 bpm

* <=1 year: rate usually =220 bpm 1-15 years: rate usually <180 bpm
1-15 years: rate usually =180 bpm

A Follow all Adenocard administrations by an immediate saline flush of = 5 mL
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lllinois Region 8 Emergency Medical Services
Central DuPage, Edward, Good Samaritan, Loyola EMS Systems
Standard Operating Procedures

PEDIATRIC AED
for age > 1 year

LS

. Pediatric Initial Medical Care
e Establish unresponsiveness. Get the AED.
e (Open the airway (head tilt — chin lift or jaw thrust if suspected c-spine injury) and check
breathing (lock. listen and feel)
» [f breathing is absent or inadequate, give 2 breaths {(over 1 second) that cause the chest
to rise (if chest does not rise, reposition, reattempt). Allow for adequate exhalation time.
» Check pulse and other signs of circulation. If no signs of circulation, start chest
compressions (ratio of about 100 compressions per minute). Continue CPR for 2
minutes.
2. Place the AED next to the patient. Turn AED ON.
= Aftach pads to bare dry skin in proper position. (NOTE: It is always desirable to utilize an
AED with pediatric capabilities and pads. If unavailable, use of any AED is appropriate)
* For 1-8 yrs:

* |f PEDS pads available — apply as pictured on each of the AED electrodes with
proper contact and no overlap of pads. If overlap of pads, use anterior (front) and
posterior (back) placement with cervical spine precautions if neck/back injury
suspected.

s |[f ADULT pads only — apply anterior (front) and posterior (back) with cervical -spine
precautions if neck/back injury suspected.

3. Stop CPR, press analyze button (if present), and stand clear of patient.
* |f shock advised;

= Ensure that all are “clear” of patient and press SHOCK button

* Hesume CPR immediately

* Every 2 minutes, stop CPR / analyze / shock as indicated / resume CPR

* |f no shock advised;
* (Check airway, breathing and other signs of circulation resume CPR if indicated.
Contact Medical Control

—i

* Transport
s  Support ABCs
e  Keep Warm

Special Considerations:
e |finjury or neck/back trauma suspected, maintain c-spine immobilization

* Remove patient from hazardous environment or standing water prior to use of AED
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lllinois Region 8 Emergency Medical Services
Central DuPage, Edward, Good Samaritan, Loyola EMS Systems
Standard Operating Procedures

PEDIATRIC PULSELESS ARREST

BLS/ALS
1. Pediatric Initial Medical Care

2. Initiate CPR
3. Check cardiac rhythm
« [f BLS, goto AED SOP

SHOCKABLE RHYTHIM

ALS:

4. Shock x 1 at 2 J’kg and immediately
resume CPR for 2 minutes
5. Recheck rhythm.

* |f organized electrical rhythm, check
pulse. If no pulse or heart rate < 60,
resume CPR.

» |f shockable rhythm, resume CPR while
defibrillator charging. When
defibrillator ready, SHOCK X 1 at 4
J/kg and resume CPR for 2 minutes.

6. Establish VASCULAR ACCESS IV /10,
consider DEFINITIVE AIRWAY
INSERTION.

7. Give EPINEPHRINE while continuing CPR
o [\V/10: (1:10,000) 0.1 mL/kg (0.01

mg/kg)
e ET:(1:1000) 0.1 mL/kg (0.1 mg'kg)
* Repeat every 3 to 5 minutes

B. Repeat cycle of 2 minute CPR and rhythm
recheck. DEFIBRILLATE at 4 J’kg when
indicated by shockable rhythm

9. Transport

NON-SHOCKABLE RHYTHM

ALS:

4. Resume CPR immediately for 2 minutes
5. Recheck rhythm.

* |f organized electrical rhythm, check
pulse. If no pulse or heart rate < 60,
resume CPR.

s i shockable rhythm occcurs at any
time, switch to that treatment celumn

6. Establish VASCULAR ACCESS IV /10,
consider DEFINITIVE AIRWAY

INSERTION.

7. Give EPINEPHRINE while continuing CPR

a. IV/I1O: (1:10,000) 0.1 mL/kg (0.01
mg/kg)

b. ET: (1:1000) 0.1 mLkg (0.1 mg/kg)

c. Hepeat every 3 to 5 minutes

8. Re-verifty rhythm every 2 minutes. If
organized electrical rhythm or rhythm
change, check pulse.

9. Transport

Special Considerations:

= Search for and treat possible contributing factors:

+ Hypovolemia

= Hypoxia or ventilation problems
= Hypoglycemia

+ Hypothermia

= Toxins

» Tamponade (Cardiac)

= Tension pneumothorax

+ Trauma (hypovolemia, increased |CP

* |f advanced airway is placed, give continuous chest compressions without pause for breaths.

Recheck rhythm every 2 minutes.
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lllinois Region 8 Emergency Medical Services
Central DuPage, Edward, Good Samaritan, Loyola EMS Systems
Standard Operating Procedures

PEDIATRIC DRUG ASSISTED INTUBATION - VERSED

>

LS

—h

Pediatric Initial Medical Care - the following are situations which may require the

use of this SOP to facilitate intubation:

*» Glasgow coma score < 8

* |mminent respiratory arrest

« |Imminent tracheal/laryngeal closure due to severe edema secondary to trauma
or anaphylaxis

« Flail chest and/or open chest wounds with cyanosis and a respiratory rate < 10 or
=30

ALWAYS HAVE CRICOTHYROIDOTOMY EQUIPMENT AVAILABLE

2. Prepare patient and equipment for procedure

« Position patient in sniffing position unless contraindicated (i.e. C-spine injury)

« Have suction with Yankauer or other rigid tip ready

* Prepare all intubation and cricothyroidotomy equipment per System-specific
procedure

e HIGH FiO2 VENTILATION prior to and in-between steps of this procedure as
able

w

Noo ks

VERSED 0.05 mg/kg slow IV/10 g 2 minutes to a maximum of 0.2 mg/kg (max
total dose not to exceed 10 mg). If no IV, give VERSED 0.2 mg/kg IM x 1.
Perform Sellick’s maneuver until tube passed and cuff inflated

BENZOCAINE spray to posterior pharynx (1-2 second spray x 2, 30 seconds apart)
Attempt oral or oral in-line intubation via System-specific procedure

After passing of tube, verify placement:

+ Positive bilateral breath sounds

+ Negative epigastric sounds

e ETCO:detector / EDD per System-specific procedure

8. Secure ETT and reassess placement

POST INTUBATION SEDATION

9. VERSED 0.05 mg/kg slow IV/10 q 2 minutes to a maximum of 0.2 mg/kg as

necessary.

If unsuccessful, continue HIGH FiO, VENTILATION, contact Medical Contrel, and
be prepared for cricothyroidotomy per System-specific procedure

lllinois Region 8 EMS Systems - Revised 2009
Page 81




lllinois Region 8 Emergency Medical Services
Central DuPage, Edward, Good Samaritan, Loyola EMS Systems
Standard Operating Procedures

PEDIATRIC RESPIRATORY ARREST

BLS / ALS

—

. Pediatric Initial Medical Care
2. Perform airway maneuver, maintaining in-line C-spine stabilization
a. Jaw thrust or chin lift/head tilt
b. Suction
c. Oropharyngeal airway
C-spine immeoebilization as indicated
If foreign body suspected, implement procedures for foreign body obstruction
If not breathing:
a. ASSIST WITH HIGH FiO; BAG MASK
b. Secure airway as appropriate
6. Chest rise inadequate
* Reposition airway

akow

7. Cardiopulmonary compromise

o Refer to Shock, AED or Pulseless Arrest SOPs as appropriate
 [fHR < 60, go to Bradycardia SOP

ALS
7. Gardiopulmonary compromise
o Establish VASCULAR ACCESS IV /10 @ 20 mL/hr
» Refer to Shock or Pulseless Arrest SOPs
« IfHR < 60, go to Bradycardia SOP
8. Consider INTUBATION/ADVANCED AIRWAY INTERVENTION
9. Consider NEEDLE CRICOTHYROIDOTOMY

SPECIAL CONSIDERATIONS:

e Respiratory arrest may be a presenting sign of a toxic ingestion, metabolic
disorder or anaphylaxis

o Consider NALOXONE or GLUCOSE per Medical Control
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