Pediatric Cardiac Arrest
Designation of Condition: The patient becomes unconscious, unresponsive, has apneic/agonal respirations, is pulseless, and the monitor displays asystole, PEA, ventricular fibrillation, or ventricular tachycardia in the EMS crew’s presence.
DDX: Respiratory failure: Foreign body, secretions, infection (croup, epiglotitis), congenital heart disease, trauma, tension
PTX, hypothermia, toxin/ingestion

YES

Patient < 30 days old

Follow Neonatal Resucitation
Guidleine

NO
Reversible Causes
Evaluate H’s:
•Hypoxia
•Hypovolemia
•Hypothermia
•Hyper/hypokalemia
•Hydrogen Ions
Evaluate T’s:
•Tension
pneumothorax
•Tamponade
•Thrombosis (AMI or
PE)
•Toxins/Tablets
•Trauma

B

I

P

Check for responsiveness and pulse (<10sec)
Initiate CPR (100–120 compressions / min) at 15:2 for two
providers
to a capnography of >10mmHg
Manage airway with
BVM / LMA / King
If BLS/ILS place AED
Note: Lifepack 15 AED mode is not intended
for use on patients <8 years old.
Apply cardiac monitor and assess for rhythm
Start monitor’s metronome
IV/IO
Fluid bolus of 20ml/kg to rule out hypovolemia or dehydration
Administer Epinephrine 1:10,000
0.01mg/kg (0.1 ml/kg) IV/IO every 10 minutes

As soon as possible, direct laryngoscopy to verify clear airway
Remove any obstructions and suction as necessary— DO
NOT INTUBATE PATIENTS 12 or younger

Asystole / PEA

B

Immediate resumption of CPR 15:2
compressions/ventilation ratio for 10 cycles
NPA/OPA
Asynchronous BVM ventilations once airway
has been secured (OPA/ Extraglottic)

***KEY POINT***
As soon as possible,
designate the
following positions:
Team leader
Monitor
Airway
Mechanical
compression device
application if available
AND PATEINT MEETS
DIMENSION CRITERIA
AT ANY TIME
ROSC, go to postROSC guideline

V-Fib / V-Tach

P

Defibrillate ASAP at
2J/kg (LP or Zoll) second defib 4 J/kg
Subsequent shock > 4 J/Kg to max 10 J/kg
or 360J
At 1min:30sec into compression,
pre-charge monitor

B

Immediate resumption of CPR 15:2
compressions/ventilation ratio for 10 cycles
NPA/OPA
Asynchronous BVM ventilations once
airway has been secured
(OPA/Extraglottic)

Evaluatation of H’s and T’s

P

At 1min:30sec into compressions,
pre-charge monitor 2 J/kg (LP or Zoll)
Analyze rhythm, check pulse

***KEY POINT***

End Tidal CO2 (EtCO2)
If EtCO2 is < 10 mmHg, improve chest compressions.
If EtCO2 spikes, typically > 40 mmHg, consider Return of Spontaneous
Circulation (ROSC)
Majority of pediatric arrests stem from a respiratory insult or hypoxic
event. Compressions should be coupled with ventilations and early
attention to airway management and oxygenation.
Continuous compressions with limited interruptions—Compress ≥
1/3 anterior-posterior diameter of chest, in infants 1.5 inches and in
children 2 inches.
DO NOT HYPERVENTILATE: Ventilate 8–10 breaths per minute with
continuous, uninterrupted compressions.
It is expected, unless special circumstances are present,
that resuscitation will be performed on scene until ROSC or
termination of efforts.

P

Administer Lidocaine 1 mg/kg IV/IO
Subsequent doses of 0.5 mg/kg
q 3–5 minutes to a total of 3mg/kg
Persistent VF/VT or Torsades de Points
Magnesium Sulfate
25–50 mg/kg IV/IOover 1–2 minutes q 3–5
min maximum of 2 grams

