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REFERENCE

American Heart Association (AHA) (2019). Pediatric Advanced Life Support (PALS).
https://eccquidelines.heart.org/circulation/cpr-ecc-guidelines/part-12-pediatric-advanced-life-

support/
Title 22, Section 70547, 1997

PURPOSE

1.

To have a qualified team consisting of an Intensivist, Pediatric PICU physician, PICU nurse and a
PICU Respiratory Care Practitioner (RCP) available to render prompt, well-coordinated and expert
pediatric resuscitation effort according to Pediatric Advanced Life Support (PALS) guidelines for all
Pediatric patients in need of resuscitation.

To provide ventilation, oxygenation, and circulatory rapport for the pediatric patient in respiratory
distress, respiratory failure and/or shock.

POLICY

1.

2.

3.

Any nurse or physician may initiate resuscitation of a pediatric patient that is in respiratory
distress, in order to restore respirations and a normal heart rate. All pediatric patients will be
resuscitated per PALS criteria. All Pediatric Intensive Care nursing staff, physicians, and other
health care providers working in the above areas are required to maintain current certification in
PALS, demonstrate and maintain proficiency in PALS resuscitative techniques.

A Pediatric Intensive/Pediatrician is on duty 24 hours a day, 7 days a week.

Pediatric Code White calls will be originated by:
a. Pressing the Code White button in the patient’s room. This will initiate the overhead
paging system.
b. Notifying the Operator (X79999) that this is a Pediatric Code White. This will enable the
operator to page the correct team. The Pediatric Intensivist/Pediatrician on duty and
the PICU Assistant Clinical Director will be notified for all Pediatric codes.

All emergency equipment in each area will be checked daily and after each use for availability and
function by the designated Registered Nurse (RN) including crash cart, defibrillator, suction,
oxygen. All nonfunctional equipment and/or expired medications must be removed from service,
sent for repair, and/or exchanged as soon as possible.


https://eccguidelines.heart.org/circulation/cpr-ecc-guidelines/part-12-pediatric-advanced-life-support/
https://eccguidelines.heart.org/circulation/cpr-ecc-guidelines/part-12-pediatric-advanced-life-support/
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5. Pediatric Code White will be initiated on all Pediatric patients with:
a. Apnea or Respiratory Arrest
b. Asystole or Cardiac Arrest
c. Bradycardia
d. Severe CNS Depression
e. Life threatening ventricular arrhythmias
*Exception: Unless DNR status, or otherwise ordered by physician.

6. Pediatric Code White team will respond to all Pediatric Code White within the Medical Center
inpatient areas and shall include:
Pediatric Intensivist/Pediatrician-on-Duty
Pediatric Anesthesia
PICU RN
PICU RCP
Unit Clinical Pharmacist
Additional support personnel may include:
e Primary Care RN who initiated appropriate Pediatric Code White on the patient
NICU Intensivist
NICU Charge Nurse
House Supervisor
Lead or Charge RN
DA/ACD/Designee
Transport Orderly
Security

The Pediatric Intensivist, PICU RN, and PICU RCP must maintain a current Pediatric
Advance Life Support Certification.

PROCEDURE
1. Observe standard precaution.

2. Follow current Pediatric Advance Life Support algorithm.

3. The nurse responding to the code will remain with the child following the code until the physician
determines the disposition of the child.

4. At the completion of a code, PICU RN, Primary RN along with the attending doctor, and RCP to
complete CPR Report Sheet/CPR Supplemental Report Sheet and Code Critique Form and
submit to the Unit Assistant Clinical Director or designee.

DOCUMENTATION

During the resuscitation process, the recorder or primary care RN initiating the code along with the
attending doctor, and RCP, complete the Pediatric CPR Report Form, including participants,
documentation of procedures, interventions, and response to treatment, medications and disposition
of patient following resuscitation.
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ATTACHMENTS

O@MmMOO®m >

CPR Follow-Up

Cardio-Pulmonary Resuscitation Report

Pediatric Bradycardia with a Pulse Algorithm
Pediatric Tachycardia with Pulses Algorithm
Pediatric Cardiac Arrest Algorithm

Pediatric Septic Shock Algorithm

PALS Management of Shock After ROSC Algorithm
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ATTACHMENT A: CPRFOLLOW-UP

Kaiser Permanente Downey Medical Center
Cardio-Pulmonary Resuscitation Critique

Date of Code Event: / /
Location or Unit:

Complete this form after each resuscitation and leave with the UNIT
Assistant Clinical Director.
This is NOT to be a part of the patient’s medical record.

Your responses are used by the Critical Care Committee, and as such will not be identifiable for medical-legal process. Your comments are
appreciated and your confidentiality assured.

RN MD

|. Equipment

Cart Readily Available O Yes O No O Yes O No
Comments: Comments:

Properly Stocked O Yes O No O Yes O No
Comments: Comments:

Functioned Appropriately O Yes O No O Yes O No
Comments: Comments:

Medications Available O Yes O No O Yes O No
Comments: Comments:

1. Personnel

Arrived in a Timely Manner O Yes O No O Yes O No
Comments: Comments:

Performance Satisfactory O Yes O No O Yes O No
Comments: Comments:

Traffic Control Adequate O Yes O No O Yes O No
Comments: Comments:

1. Documentation

Code Status of Patient at the time of the | OFULL CODE COMODIFIED DNR O DNR

Code White*

Code White Form Signed O Yes O No O Yes O No
Comments: Comments:

CPR Form Recorded Accurately O Yes O No O Yes O No
Comments: Comments:

IV. Protocol

Were ACLS/ PALS/ NALS Protocols O Yes O No O Yes O No

followed? Comments: Comments:

Signatures &

*COMPLETE AN UNUSUAL OCCURRENCE REPORT IF PT WAS A DNR AND CODE WHITE WAS CALLED
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ATTACHMENT B: CARDIO-PULMONARY RESUSCITATION REPORT

o ® @
M%M Cardio-Pulmonary Resuscitation Report

Bellflower Medical Center

Date: Time Time
Started: Concluded:
Arrest CPR
Location: Initiated By:
Type of Arrest: [ Cardiac OJ Respiratory [ Other: How Recognized: O Seizure [J No Pulse [0 No Respiration O Cardiac Monitor
Circulation: O Closed Chest [ Open Chest | Ventilation: [0 Mouth to Mask [ Bag to Mask [0 Bagto E.T. O Other:
Intubation: [ No DO Yes, Time: By: Size: 02: L/Min.
Intravenous Time: with: Site: By: Solution:
Started: Time: with: Site: By: Solution:
Assessment Intervention
=|§ Medication
o|'®
=R
=218 g 3
Z| & 2 @ =
Time | Rhythm | Pulse | BP | Resp | §| § Csoumer Ele[BIEIE| |5]E Other Dose | Rate | Route
>3 hock '3-'5‘“:83“0:3 Meds/T:
Aﬂ(ww,&)wg.gbmhﬁagw €as/1x or
AR E_ ElS|2|8|5 = |«<]|5 80| Procedures Dilution
<5 RS |E@|alzolz|z|=
Time Comments Code Team
Chrg. MD
Chrg. RN
Anesth.
Resp.
Pharm.
Other
OUTCOME Yes | No
Pulse Restored
Resp. Restored
Consciousness Restored
PRINT | Chrg.MD: Recorder: Patient Survived
Signatures | Chrg. MD: Recorder: Patient Dispostion:

RR-1165 (10-99)
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Attachment C: PEDIATRIC BRADYCARDIA WITH A PULSE ALGORITHM

Pediatric Bradycardia With a Pulse Algorithm

Patient with bradycardia

v
Cardlopulmonary
compromise? No
* Acutely altered \

Assessment and support
* Maintain patent arway
* Assist breathihng with positve
preaswe ventlation and oxygen

a5 necessary X
cuuum»mvymm
monitor pulse BP, and oximetry .
Start CPRIf HR <80/min
despite oxygenation and
ventlation J
> No
Bradycardia
persista?
Yen
« Contnue CPR if HR <60/min
* IVI0access
gt m
tone or primery AV block M'_"”"Nﬁ“
« Consider transthoracic/ ol mm"“"gl by
transvenous pacing Repeat evary 3-5minutes.
+ identify and treat underiying If WO access not available
causes : butensolEcheal(ET) woe
= inplace, may give ET dose:
l 0.1 mgfkg 10.1 milkg of the
1 mg/mi concemration)
Atropine V/10 dose:
0.02 at .
Yes Check pulse Mhmmmm aﬂ‘:‘;":’e
every 2 minutes. matimum single dose 05 mg.
A— Possible Cousas
l No * Hypothermia
o T AR * Hypoxis
| Go to Pediatric * Modications
Cardiac Arrest Algorithm.

0 2020 Ameccan Hoirt Assotiation
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Attachment D: Pediatric Tachycardia with Pulses

Pediatric Tachycardia With a Pulse Algorithm

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 Jikg;
blood pressure, and oximetry if not effective, increase
« IV/ID access to 2 Jikg. Sedate if
« 12-Lead ECGif available needed, but don't delay
cardioversion.
e
Probable sinus % sy
tachycardia if N\ Adenosine dose
« P waves present/normal e T * First dose: 0.1 mg/kg
pre: — with 12-lead ECG =~ rapid bokss Grieximum:
* Variable RRinterval N or monitor. 7 - p ) -
* |nfant rate usually <220/min pES 4 . s"'gn Fr—
« Child rate usually <180/min 0.2 mg/kg rap;id bolus
{raximum second
l ; - . dose: 12 mg)
Search for / “em‘""""""““" :
and treat cause. Yes « Acutely altered \ No
mental status {
« Signs of shock
\_* Hypotension
Narrow Wide Narrow v Wide
(50.08 sec) | (>0.08 sec) {0.09 Bec) (>O 09 sec)
l QRS durauon 7 I GRS m
Probable supraventricular Possible ventricular Probable supraventricular Possible ventricular
tachycardia tachycardia tachycardia tachycardia
* Pwaves absent/abnormal s Pwaves absent/abnormal
* RRinterval not variable * RRinterval not variable
« Infant rate usually 2220/min * Infant rate usually 2220/min
« Child rate usually 2180/min  Child rate usually 2180/min
* History of abrupt rate change Synchronized * Historyof abruptratechange ' |f rhythmis regular and
cardioversion QRS monomorphic,
Expert consultation l consider adenosine.
Is advised before \
* IfIV/IO access is present, therapies. : Consider
give adenosine 1 b= vagal maneuvers.
o )
* IfIV/IO access is not !h’mm"  oonsudtation
available, or if adenosine RS
Is ineffective, perform
synchronized cardioversion IfIV/I0 access
is present, give
adenosine.

® 2020 American Heart Association
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Attachment E: Pedi

atric Cardiac Arrest Algorithm

Pediatric Cardiac Arrest Algorithm

I Start CPR

* Begin bag-mask ventilation and give oxygen

* Attach monitor/defibrillator

>

2

._1

’ \
[ ' \
| r

(’mm \——»

BM
1 Yes
i ’ Shock

Y

CPR 2 min

* Amiodarone or lidocaine
* Treatreversible causes

S

(@) Y

Y

Yes - No
*_, Rhythm shockable? ,;,__
2) ( s
° VFlpVT 1 Asystole/PEA ]
‘\
(a ) Epinephrine
'»3,,/ ’ Shesk @ ASAP
VI | ' ) v :
T CPR2min ‘ CPR 2 min
MO access ] * WO access
* Epinephrine every 3-5min
* Consider advenced
———— arway and capnography
—-<l Mnd»odnbh? & °—>
l Yos ,_L_‘ Y
< Rhythm %"
\8) , Shock . shockable? -
(8) Y Ne
R CPR 2 min i
* Epinephrine avery 3-5 min ) L4 &
* Consider advanced airway, o CPR 2 min
‘ Treat reversible causes

/ Y
"o It no signs of return of spontaneous |
circulation (ROSC), goto 10

* If ROSC, go to Post-Cardiac Arrast

9 Care checklist
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Attachment F: Pediatric Septic Shock Algorithm

Pediatric Septic Shock Algorithm

consciousness)
» Altered temperature (fever or hypothermi
+ Altered perfusion (prolonged or *flash” ca

* Hypotension: May or may not be presant
(2)
[e su pport A-B-Cs.

» Establish IV/I0 access

g \3) Within first hour
* Draw blood for culture and additional labora'

to treat shack. Stop if rales, respiratory dis
develops.
+ Give antipyretics if needed

perfusion (see 1)

v

—
i ” Identify signs of septic shock
* Altered mental status (irritability or decreased level of

+ Altered heartrate (tachycardia or, Iess commonly, bradycardia)

a
pillary refill; cool or very

warm extremities; plethoric appearance, mottied color or pallor;
possible ecchymosis or purpura; decreased urine output)

y  Immediate (10-16 min)
Initial stabilization
* Monitor heart rate, blood pressure, and pulse oximetry.
* Fluid boluses: Give 10-20 mL/kg isotonic crystalloid boluses

(10 mL/kg for neonates and those with pre-existing cardiovascular
compromise). Assess carefully after each bolus.

tory studies, including

glucose and calcium—do not delay antibiotic or fluid therapy.
* Antibiotics: Give broad spectrum antibiotics.
* Agsess carefully after each bolus. Repeat fluid beluses as needed

tress, or hepatomegaly

Goals of therapy: Improved mental status, normalzation of heart rate and
temperature, adequate systolic and diastokc blood pressure, improved

%" ~
No 4 | Dosigns of shock persistafter ™. Yes
@& 4
“_ 40-80 mL/kg total fluid administration

'\\_or evidence of fluid overload? >~ 4 ’

5) (8)

care consultation

Consider critical .~ = Obtain critical care consultation.
* |nitiate and titrate epinephrine or

Iritial \ norepinephrine.
ritia

stabiization -~ _

Y

\ ’ » Establish central venous and intra-arterial pressure monitoring

» Continue epinephrine/norepinephrine (as
therapy as needed to treat shock.

above) and bolus fluid

» Verify adequate airway, oxygenation, and ventilation.
* Consider stress-dose hydrocortisone if hemodynamics remain
inadequate despite adequate fluid resuscitation and vasoactiva

drug therapy.

Brierey J, Carcillo JA, Choong K, et al Clinical practice pararmeters for hemodynamic support of pediatric
and neanatal septic shock: 2007 update from the American Cobege of Critical Care Medicne. Crit Care Med
2009;37(2):656-688. Kissoon N, Orr RA, Carcilo JA. Updated Americen College of Critical Care Medicine—
pediatric acvanced life SUDPOT guidelines for management of pedalric and neonatal septic shock: relevance

to the emergency care clinician, Pediatr Emerg Care. 2010:26/111867-869.
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Attachment G: PALS Management of Shock After ROSC Algorithm

PALS Management of Shock

After ROSC Algorithm

Optimize Ventilation

and Oxygenation

* Titrate F10, to maintain oxyhemoglobin saturation
94%-39% (or as appropriate to the patient's

condition); if possible, wean

FI0, if saturation is 100%.

Consideradvanced airway placement and waveform

capnography.

Ifpossible, targeta PCO, that is appropriate for the

patient’s condition and limit exposure to severe
hypercapnia or hypocapnia.
Assess for and f Possible )
Treat Persistent Contributing Factors
Shock Hypovolemia
* |ldentifyand treat Hypoxia
contributing Hydrogen ion (acldosis)
factors. Hypoglycemia
* Consider 20 mL/kg Hypo-/hyperkalemia
IV/1O boluses of Hypothermia
isolonic crystalloid. Tension pneumothorax
Consider smaller Tamponade, cardiac
boluses [eg. Toxins
10 ml/kg)if poor Thrombosis, pulmonary
cardiac function Thrombosis, coronary
suspected. L1'a'auma o
* Considerthe need
forinotropic and/
or vasopressor
support for fluid-
refractory shock.
|
' v
Hypotensive Shock ’ Normotensive Shock
Epinephrine » Epinephrine
. * Mikinone*

L®

Norepinephrine

I

.

* Monitor for and treat agitation and seizures

* Monitor for and treat hypoglycemia.

* Assess blood gas, serum electrolytes, and calcium,
* |fpatientremains comatose after resuscitation
from cardiac arrest, maintain targeted temperature
management. including aggressive treatment

of fever.

» Consider cansultation and patient transport to

tertiary care center.

*Milrnnone can cause hypatension, so use and intiation of it
should generally be reserved for those experienced with its use,
initiation, and side effects [eq. ICU personnel)

Estimation of
Maintenance Fluid
Requirements

* Infants <10kg:

4 mL/kg per hour
Exampie: For an 8-kg infant,
estimated maintenance
fluid rate

=4 mL/kg perhour x 8kyg
=32 mL per hour
Children 10-20 kg:

40 mL perhour + 2mlL/kg

-

perhour for each kg above

10kg

Exampie: For a 15-kg child,
estimated maintenance
fiuid rate

40 mL per hour

+ {2 mL/kg per hour x 5 kg)
= 50 mL per hour

Children>20kg: 60 mL
perhour + 1 mL/kg per
hour for each kg above
20kg

Example: For a 28-kg child.
estimated maintenance
fiuid rate

60 mL per hour

+ (1 mL/kg per hour x 8 kg)
=68 mL per hour

After initial stabiization, adpst

the rate and composition of
intravenous fluids based on
the patient's clinical condition
and state of hydration. In
general, provide a continuous
Infusion of a cextrose-

containing solution for infants.

Aveld hypotonic solutions in
critically ill children; for most
patients, use sotonic flud
such as normal saline (0.9%
NaCl] or lactated Ringer’s
solution with or without
dextrose, basad on the chid's
clinical status.,




