Children’s Health Queensland Hospital and Health Service

Paediatric Defibrillation — ZOLL R Series ALS

Management of Cardiopulmonary Resuscitation
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2 min CPR
Assess rhythm

.............. IV /10 Adrenaline

DC shock 4 J/kg (max. 200J) immediately
- . [ 10 micrograms/kg (max. 1mg)
Followed |mmed!ately by | Assess cardiac rhythm | 0.1 mL/kg of 1:10,000
IV/IO Adrenaline | every 2 minutes i Then every 4 mins
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0.1 mL/kg of 1:10,000
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ETT/LMA
Assess end tidal CO,
DC shock 4 J/kg (max. 200J) NB: End tidal CO; will
be | i di t
IV/IO Amiodarone sockase 3 " mese T sl e
5 mg/kg(max. 300mg) DISARM SHOCK .
fon sereen) Consider and Correct
alminCPR 2 Reversible Causes
De: EMr:::
DC shock 4 J/kg (max. 200J) LEAD 2 Continue CPR * Hypovolaemia
while charging . Hypo / Hyperthermia
i ANALYZE  CHARGE .
IVIIO Adrenallne sz . ° Hypo / Hyperka'aem|a

10 micrograms/kg (max. 1mg)

A ENERGY SELECT » Tamponade (cardiac)
N ENERCN 4 J/kg (max. 200J) 4T,s ;
2 min CPR SUGHEND SELECT for all shocks * Tension pneumothorax
Assess rhythm
RECORDER

1 W * Toxins / poisons / drugs
* Thrombosis —

pulmonary / coronary
fur to DEFIS Consider IV Na Bicarbonate 8.4%

1mL/kg in cases of:
* Severe metabolic acidosis
* Hyperkalaemia

DC shock 4 Jlkg MONITOR
(max. 200J)

2 min CPR
Assess rhythm

DC shock 4 Jlkg | |
(max. 200J)
IV/IO Adrenaline

Adapted from: Australian Res! itation Council
12, 2016. Available at resus.org.au & AHA Guidelines for CPR
available from Circulation, 2020.
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Children’s Health Queensland Hospital and Health Service

Paediatric Defibrillation — ZOLL R Series ALS

Management of Bradycardia

Bradycardia causes: Commonly hypoxia — preterminal sign, poisoning / toxicological causes, raised ICP, vagal stimulation

Treat hypoxia and shock
-

SHOCK PRESENT
YES  Attach monitor NO
Assess rhythm

Cardiologist

» IV/IO Atropine

IV/I0 Adrenaline
10 micrograms/kg

0.1 mL/kg of 1:10,000 (max. 1mg)

HR <60bpm and
poor perfusion —
commence CPR

« Continue to monitor
* Consult with PICU Consultant &

« Consider cause (vagal over stimulation)
20 micrograms/kg

Min. dose 100 micrograms
Max. dose 600 micrograms

Continue to monitor
Notify PICU Consultant & Cardiolo

Consider Pacing &/or Adrenaline Inft

gist

usion

| Provide sedation and analges

ia |

Turn to PACER

Select RATE ppm
(60 - 100 ppm)

Select OUTPUT mA
Start at 100mA & | after
capture achieved

Confirm mechanical
capture by checking pulse
/ clinical improvement

|
Supraventricular Tachycardia ‘

* HR not variable

* P waves absent or abnormal )I
« Infants: Rate >220/min L

il

¢ Children: Rate >200/min

v

Is the defibrillator
immediately available?

ha

Attempt vagal SHOCK PRESENT
(no delays) YES  Attach monitor
17 Assess rhythm
Establish large bore
proximal IV access

Synchronous DC shock
1 J/kg (max. 200J)

Synchronous DC shock

Use sedation
where possible
prior to
cardioversion

2 J/kg (max. 200J)

Consider anti-arrhythmic
e.g. IV Amiodarone
5 mg/kg over 20 min (max. 300mg)

Synchronous DC shock

2 JIkg (max. 200J)
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Vagal manouevres

« Infant / young child:
Apply ice to face

* Older child: Valsalva
manoeuvre (i.e. blow
through a narrow straw of
syringe, ask the child to
cough), carotid massage

¥

Adenosine
100 micrograms/kg (max. dose 6mg)

2 minutes JI]

Adenosine
200 micrograms/kg (max. dose 12mg)
2 minutes IR
Adenosine

300 micrograms/kg (max. dose 12mg)

v

Call Cardiologist l

Management of Supraventricular Tachycardia

NB: Select SYNC

for each repeat synchronised shoc|

Press CHARGE
Confirm the correct joules are available.
All clear, assess rhythm.

ENERGY SELECT
For the first shock 1J/kg is used.
Confirm correct joules selected.

Press SYNC (on screen)
Confirm SYNC mode on, and
R waves marked.

Turn to DEFIB

Ventricular Tachycardia
NB: If no pulse
* Commence CPR

15 compressions : 2 breaths
 Continue as cardiac arrest

Synchronous DC shock

1 Jikg (max. 200J) =

Synchronous DC shock
2 J/kg (max. 200J)

Consider anti-arrhythmic
e.g. IV Amiodarone 5 mg/kg
over 20 min (max. 300mg)

2 J/kg (max. 200J)

VYV

SHOCK PRESENT

Attach monitor
Assess rhythm

Establish large bore
proximal IV access

]

IV /10 Amiodarone
5 mg/kg over 20 min
(max. 300mg)

Use sedation where
possible prior to
cardioversion

Consider
* Wide-QRS tachycardia

Adapted from: A
A Guideli

in stable children may
be treated as SVT

» Synchronous DC shock|
1 J/kg (max. 200J)

v

Call Cardiologist

i Council
for CPR i

from Ci 2020.

Management of Ventricular Tachycardia (with a pulse)

ANALYZE  CHARGE
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LEAD
SIZE

Section 12, 2016. &

NB: Select SYNC
for each repeat sy onised shock

3 If shockable, Press SHOCK
p

Press CHARGE
Confirm the correct joules are available.
All clear, assess rhythm.

ENERGY SELECT
For the first shock 1J/kg is used.
Confirm correct joules selected.

Press SYNC (on screen)
Confirm SYNC mode on, and
R waves marked.

Turn to DEFIB
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